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P R E FA C E

In 20 years of responses to the AIDS pandemic the
world has learned many hard lessons. We have
learned that half-measures do not work: progress is

made only when communities and nations whole-
heartedly embrace the fight against AIDS. We have
learned that there is no “one-size-fits-all” solution in
designing and delivering the most effective prevention
and care initiatives. We have learned that HIV feeds
on social inequality, especially the inequality between
men and women. This is why we must confront the
need for long-term, structural change to effectively
address the pandemic.

Above all, we have learned that we are not power-
less to change the course of the pandemic. 

Communities and whole nations have demon-
strated that it is possible to reduce the spread of HIV.
Many have taken action before the epidemic has taken
hold, but others have managed to pull back the epi-
demic even in their countries after its growth to devas-
tating scale. And while scientists continue working to
find a cure or an effective vaccine, great advances have
been made in care and treatment. Where these have
been within financial reach they have immensely
improved the quality of life of people living with
HIV/AIDS (PLHA). 

This Handbook is a valuable tool for extending 
the reach of effective responses to HIV/AIDS where
they are needed most. There are 40 million PLHA 
in the world today, and 95 percent live in resource-
constrained countries. Until and unless the impact of
AIDS is reduced, these countries face little prospect of
building a more secure and prosperous future.

While every community needs to devise the pre-
vention and care solutions that are most effective in its
own local context, there are some universal principles
on which success has been built:

Leadership is required at every level of society to
ensure a comprehensive and coordinated effort
against HIV/AIDS. Leadership is the key to lifting
the veils of denial and discrimination as well as to
mobilizing resources and creating synergy between
different elements of the response.

We must know what drives the pandemic to
respond effectively to it. This means understand-
ing patterns of sexual practice and drug use, as well
as the distribution of HIV infection.

Prevention and care are not competing priori-
ties; they are mutually reinforcing strategies.
Extending access to comprehensive care, including
antiretroviral therapy, is a priority even in the most
resource-constrained settings, because it brings
renewed hope and greater energy to the response.

Social exclusion must be tackled as one of the
drivers of the pandemic. People are more vulnera-
ble to HIV when they are deprived of respect and
community support. The most successful response
strategies are those that have given a leading role to
PLHA and others seen to be most at risk. 

At this stage in the global pandemic the over-
whelming need is for an increase in the scale of
responses. An AIDS response must take root
across every region, throughout every nation, from
town to town and village to village.

Reversing the AIDS pandemic is about changing
the world we live in—our behaviors and relationships,
where money flows and who makes decisions. It
requires every one of us to play our part.

PETER PIOT

Executive Director
Joint United Nations Programme on HIV/AIDS
(UNAIDS)
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I N T R O D U C T I O N

We are in the third decade of what has
become the most important infectious 
disease epidemic of the last century. Since

AIDS was first recognized in 1981, an estimated 60
million men, women and children have become
infected with the virus worldwide. Nearly half of all
persons who acquire HIV are under age 25 and most
will die before they reach 35. As of the end of 2000,
22 million people had died of AIDS. Approximately
13 million children under age 15 have lost one or
both parents to AIDS, and the number of AIDS
orphans is expected to exceed 40 million by 2010.
HIV/AIDS is now the fourth leading cause of death
worldwide, and the single leading cause of death in
sub-Saharan Africa. 

Over the past 20 years, we have continued to be
surprised, shocked and devastated by this pandemic,
which the global community has consistently underes-
timated. We have underestimated the level of HIV
prevalence that has been attained in some general
adult populations (such as in Botswana and
Zimbabwe); the scope of the pandemic around the
world (HIV infection is now found in even the most
remote and isolated countries such as Bhutan and
Mongolia); and the rapid growth of specific country
epidemics (such as those in Cambodia and the coun-
tries of Southern Africa). At the beginning of the 21st
century, HIV/AIDS prevalence among adults has
exceeded 20 percent in seven countries in the develop-
ing world—all in Africa—and is above 10 percent in
nine additional countries. In another 38 countries,
prevalence equals or exceeds one percent; 22 of these
are in Africa, 11 in Latin America, four in Asia and

one in Eurasia. In contrast, HIV/AIDS prevalence in
the United States was 0.6 percent at the end of 2000. 

AIDS was first described in 1981, and it appears
likely that the virus is less than 100 years old. It is 
theorized that the various strains and subtypes of HIV
originated through multiple mutations of animal
retroviruses, which facilitated a “species leap” to
humans. Through back-estimating the time needed to
achieve the existing varieties of viral mutations, it
appears this jump from animal to humans probably
occurred in the late 1930s or early 1940s. The muta-
tions that resulted in HIV-1 most likely arose in west-
central Africa, in the countries of Gabon, Equatorial
Guinea and Cameroon. What occurred after humans
became infected demonstrates a pattern that we have
seen repeatedly throughout the world. Due to the
upheavals that were occurring in the Belgian Congo
during the 1950s, it is likely that the earliest infected
humans seeded the Great Lakes region of the African
Rift Valley. Mass movements of people, disruptions of
families and culture, changing sexual behavior, an
increase of other risk behaviors and fluxes in economic
status have all fueled the pandemic—in Africa and
around the world. Because HIV is new to humanity,
we still have much to learn.

PAUL R. DE LAY

GUNILA ERNBERG

KAREN STANECKI
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S TAT U S  A N D  T R E N D S  O F
T H E  H I V / A I D S  E P I D E M I C S

Although the AIDS pandemic is complex, tracking
and analyzing its evolution and diversity enables us to
intervene more effectively and to more accurately 
predict future trends. We assumed in the late 1980s
that any country with evidence of widespread risk 
conditions for HIV transmission would inevitably 
suffer an extensive epidemic once HIV was introduced
into the population. This “evidence” of risk behaviors
included the presence of a commercial sex industry,
high background prevalence of other sexually trans-
mitted diseases (STDs) in the population, low con-
dom use by men and the existence of injection drug
use (IDU). But this was a far too simplistic view of the
underlying dynamics of the pandemic. In Asia, for
example, we have seen the epidemic explode in
Cambodia, Burma, Thailand and in some states of
India, yet remain very concentrated and in low preva-
lence in the Philippines and Indonesia.

The pandemic continues to defy simple models
and formulas. We now recognize that there are a 
number of host, viral and social factors that determine
transmission and vulnerability. These interact in a
complex manner in the mosaic of global settings.
Figure 1 lists the most predominant determinants.

It has become increasingly important to integrate
improved biological surveillance data with detailed
information about the social and economic patterns
that lead to increased risk behaviors and vulnerability.
These “second generation” surveillance systems will
improve our ability to describe the state of local epi-
demics and target our interventions for the future. But
it is challenging to collect this range and depth of data
for each country. Among this array of determinants,
there are a number of predominant factors. Sexual
behaviors and the pattern of sexual networks are
clearly the most important factors in the most severe
sexually transmitted epidemics. We have recently
learned that subtle quantitative differences in behavior
can either cause the epidemic to explode or stabilize at
a relatively low level of prevalence. It is not a matter 
of whether commercial or casual sex exists in a society,
but how much, of what kinds, when it is practiced
and by whom.

Besides risk behavior patterns, there are increasing
data on the possible role of STDs, HIV-1 subtypes
and male circumcision in the efficiency of various
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F i g u r e  1
Factors That Influence
The Spread of HIV
Viral Factors

HIV-1 strains

Viremia
Local Genital Factors

Presence of STDs

Male cicumcision

Use of vaginal products
Sexual Behavior

Rate of partner exchange

Sexual mixing patterns

Type of intercourse

Size and rate of contact with core groups

Level of condom use
Demographic Factors

Percentage of sexually active age groups to 
other age groups

 Male to female ratio

Urban: rural percentage

Migration patterns
Economic and Political Factors

Level of poverty
 War and social conflicts

Status of transport and mobility of population

Performance of health care system

Response to epidemic

(from Piot-1994)



modes of transmission. These have yet to be adequately
delineated and entered into the complex equation of
epidemic dynamics.

TH E EP I D E M I C S O F
S U B-SA H A R A N AF R I C A

The global pandemic consists of a mosaic of indi-
vidual epidemics in countries around the world. The
oldest set of epidemics can be found in sub-Saharan
Africa. Of the 36 million people living with
HIV/AIDS globally, more than 25 million (70 per-
cent) are in sub-Saharan Africa. This region includes
only 11 percent of the world’s population. Nearly one
in 10 adults between the ages of 15 and 49 is already
living with the virus throughout the sub-continent. 

In Africa women are harder hit than men, the
opposite of what is found on all other continents. The
difference between men and women is most pro-
nounced in those under age 25. A population-based
survey in Kisumu, Kenya, showed HIV rates in 15-
and 16-year-old girls of 8 percent and 18 percent,
while no infections were documented in boys of the
same age. In 19-year-old girls the rates were up to 33

percent, and only 9 percent in
boys. We do not fully understand
the reasons for these extremely
high rates in girls. Young girls’
biological vulnerability and the fact
that girls frequently have sex part-
ners of much higher age—with
high levels of infection—likely play
a role.

There are at least three patterns
of transmission in sub-Saharan
Africa:

In the countries of East
Africa, the oldest HIV epidemics
in the world have had slow, steady
progress over the past 30 years.
These are seen in the Great Lakes
regions of East Africa—in the
countries of Uganda, Tanzania,

Malawi, Kenya, Zambia and the Democratic Republic
of the Congo (formerly Zaire).

In the countries of West Africa, where the 
epidemic seems to have started about 10 years later,
progression of the epidemic has been more indolent
and is further complicated by the presence of both
HIV-1 and HIV-2. The national prevalence rates 
are generally lower, between one percent and eight
percent, except for Côte d’Ivoire.

In Southern Africa, where the epidemic started
in the mid-to late 1980s, there has been a series of
explosive epidemics over the past eight years, reaching
the highest prevalence levels on earth, 20 percent to
40 percent. These countries include South Africa,
Namibia, Zimbabwe, Botswana, Swaziland and
Lesotho.    

Among the features of the epidemics in this region:

Half of new infections in Africa are among 16- to
23-year-olds, three-quarters of them young girls
and women.  More than 80 percent of HIV trans-
mission is heterosexual, with more than 55 percent
of infections in sub-Saharan Africa occurring in
women due to increased physiological and socioe-
conomic vulnerability.

Several studies in sub-Saharan Africa have noted
that HIV prevalence is high in young women
within the first few years of sexual activity, but rises
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F i g u r e  2
Comparison of Average Number of Clients Per
Commercial Sex Worker (CSW) Versus Percentage
of Young Men Who Utilized Sex Workers
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more slowly in young men. Recent data from four
urban populations and one rural population con-
firm dramatic male-female differences (see Figure
4). In this vicious cycle young girls are infected by
older men; the girls as they age then infect their
same-age partners and husbands; and these men as
they age in turn infect young girls.   

The increasing number of HIV-infected women
has led to the infection of nearly 600,000 infants
each year. Although new, more realistic interven-
tions to reduce mother-to-child transmission
(MTCT) of the virus are being developed, fewer
than five percent of women in sub-Saharan Africa
have access to these treatment regimens.

TH E EP I D E M I C S O F AS I A

With a population of nearly 3.5 billion—represent-
ing nearly 60 percent of the world’s population—the
Asia-Pacific region has the potential to greatly influence
the course and overall impact of the global HIV-AIDS
pandemic.1 HIV began to spread in this region in the
early to mid-1980s, reflecting risk behavior in two dis-
crete areas: commercial sex work (CSW) and injection
drug use (IDU). During the 1980s and early 1990s,
there was extensive spread among men who have sex
with men (MSM) in several Asian Pacific countries,
including Australia, New Zealand, Japan, Malaysia,
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F i g u r e  3
HIV Seroprevalence for Pregnant Women
in Selected Urban Areas of Africa: 1985–1999
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Singapore and Hong Kong. There
were intense focal epidemics in the
late 1980s among IDU popula-
tions in Australia, Thailand, north-
east India, several provinces in
China, Malaysia, Myanmar,
Vietnam and, most recently, Nepal.
Major heterosexual epidemics, pri-
marily driven by sex work, have
reached seroprevalence levels of one
percent to three percent among the
15- to 49-year-old population in
Cambodia, Myanmar, Thailand
and several states in India.
Epidemiological studies over the
past decade also have shown that
HIV epidemics among MSM,
IDUs and heterosexual populations
may develop independently of each
other, depending upon the sexual
bridges between these populations. 

HIV prevalence has remained
relatively low (less than .01 per-
cent) in the total 15- to 49-year-old age group in
some developing countries in the region, despite com-
parably high levels of other STDs in segments of this
population. Even among CSWs in the Philippines and
Indonesia, HIV infection levels have remained mini-
mal. As we come to better appreciate the quantitative
differences in sexual behavior—as influenced by cul-
ture and religion—between these countries and those
that have experienced severe sexual spread, it should
be increasingly possible to make longer term predic-
tions of the trends in the spread of the epidemic over
the next several decades.   

From a regional perspective, the ultimate impact of
HIV/AIDS in this region will be determined by the
extent of ongoing epidemics in a number of key coun-
tries: Cambodia, Myanmar, Thailand, and, because of
their population size, Indonesia, India and China.

The epidemics in this region feature:

An exceedingly complex epidemic in India that
involves multiple epidemic foci, such as outbreaks
among IDUs and extensive HIV spread among
female CSWs and their clients in several regions.

Substantial heterosexual epidemics with compara-
bly high levels of HIV in pregnant women in
Thailand, Cambodia and parts of Myanmar, with
concentrations among IDUs and CSWs in other
countries, such as Vietnam.

Ongoing low HIV prevalence (less than 0.1 per-
cent) in the total 15- to 49-year-old population in
some countries. In the Philippines, HIV surveil-
lance has found only a few cases of HIV infection
among female CSWs, male STD clinic patients
and MSM. Indonesia likewise has reported only a
small number of AIDS cases and low levels of HIV
infection.

TH E EP I D E M I C S O F LAT I N AM E R I C A
A N D T H E CA R I B B E A N

There are two distinct epidemics in Latin America
and the Caribbean, one in the island and coastal coun-
tries of the Caribbean, another in mainland South
America. With eight percent of the world’s population,
the Latin American and Caribbean region is home to
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4.9 percent of all people living with HIV/AIDS
(PLHA) at the beginning of the 21st century. There
are close to 1.3 million PLHA in Latin America and
another 360,000 in the Caribbean. Because of the
wide diversity of HIV epidemics, these regional figures
mask huge differences in epidemic levels and patterns
of transmission.

Although the Caribbean is geographically small, it
has a total population of more than six million.  Some
parts of Haiti and the Dominican Republic have HIV
prevalence rates higher than any other country in the
world outside of sub-Saharan Africa. HIV testing of
pregnant women attending antenatal clinics suggests
that at least one in 12 adults between ages 15 and 49

is living with HIV. Guyana has also been hit harshly
by HIV.  In 1996, 7.1 percent of pregnant Guyanese
women tested for HIV were found to be infected.

Outside the Caribbean, the hardest hit area in this
region is Central America. In Honduras, Guatemala
and Belize, the epidemic appears to be heterosexually
driven and increasing. In San Pedro Sula, the HIV epi-
center in Honduras, HIV infection among pregnant
women has fluctuated between two percent and five
percent for several years. In Costa Rica, on the other
hand, HIV is concentrated among MSM and seems to
be contained at relatively low levels.
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Sixty percent of those currently living with HIV in
Brazil are believed to be concentrated in the major
urban areas of São Paulo and Rio de Janeiro. AIDS
case reporting suggests that the vast majority of early
infections were among MSM. But that picture has
changed in recent years, with unprotected sex between
men and women now accounting for more AIDS
cases than ever before. This does not mean that other
risk behaviors can be neglected. Recent studies show
that MSM and IDUs continue to be at high risk for
HIV infection.

The Andean region and the Southern Cone so far
seem to be relatively little affected by HIV. Colombia
in 1998 estimated that 67,000 people were living with
HIV in the country, but the pattern of infection seems
to vary between regions. In Peru, an estimated 44,200
people were living with HIV in 1999.  In 1998, 0.23
percent of pregnant women tested in Lima were HIV
positive. Chile performs sentinel surveillance in preg-
nant women and STD patients, and has found little or
no HIV infection in the general population in several
areas of the country, including Santiago, the capital. In
Argentina a high proportion of pregnant women
attending antenatal clinics choose to be tested for HIV
in order to receive help in preventing transmission of
the virus to their baby if necessary. Of more than
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66,000 Argentine women tested in 2000, 0.56 percent
were HIV positive.

The epidemics in this region feature:

Severely affected populations of several Caribbean
countries. Some countries are more affected by
the epidemic than any other country in the world
outside of sub-Saharan Africa.

An epidemic in Mexico driven largely by unpro-
tected sex between men. Studies among MSM have
shown that some 14.2 percent are infected with
HIV.

The largest number of PLHA—an estimated
540,000 by the end of 1999—are in Brazil, the
most populous country in the region.

Of all of continental Latin America, the northern
countries of Central America appear to be the
hardest hit by HIV, though there is considerable
diversity even within the isthmus.

TH E EP I D E M I C S O F EA S T E R N EU RO PE

In the countries of the former Soviet Union, the
HIV epidemics continue to be mainly concentrated
among IDUs. Although the IDU-associated epidemic
in the Newly Independent States began in 1995-6, it
already affects a large number of cities and virtually all
administrative regions in Ukraine, Russia, Belarus and
Moldova. More than 5,000 IDUs were identified as
HIV infected in Moscow alone as of 1999. Due to this
outbreak in the Moscow region, more HIV infections
in Russia were registered in 1999 than in all previous
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years combined. HIV prevalence
varies from fewer than two percent
of IDUs registered officially in
Russia, to about 30 percent in sen-
tinel surveys in Ukraine and
Russia, and more than 60 percent
in Svetlogorsk in Belarus and in
drug-injecting CSWs in
Kaliningrad. HIV prevalence
among other population groups
seems to have remained low so far.

While about 130,000 Russians
are believed already to be living
with HIV, the Russian Ministry of
Health estimates the number of
IDUs in Russia at about three
million—two percent of the total
population—providing a large
pool of highly vulnerable but not
yet infected persons. Although not
confirmed in scientific studies,
similarly high estimates also have
been made for Ukraine and other
Newly Independent States. With
the deteriorating economic situa-
tion of women, the number of
women engaging in sex work and
potentially at high risk of infection is believed to have
increased considerably.

At the same time, large epidemics of syphilis and
other STDs have been reported from these countries.
In Russia alone, between 200,000 and 400,000 new
cases of syphilis have been reported annually in the
past few years. This may be only the tip of the iceberg,
as under-reporting is believed to be high. Although
major spread of HIV via heterosexual transmission in
the population at large has not yet been confirmed,
the massive increase in STDs in the populations of
Eastern European countries proves the potential for
more widespread HIV/AIDS epidemics.

The epidemics in this region feature:

An estimated 420,000 adults and children living
with HIV in Eastern Europe and in the countries
of the former Soviet Union by the end of 1999.
Only a year later that number was estimated to be
more than 700,000, with the Russian Federation,
Ukraine, Belarus, Kazakhstan and Moldova the
most severely affected.

Most HIV infections in this region are due to
IDU, with HIV prevalence rates greater than 60
percent in some cities, including Odessa and
Nikolaev in the Ukraine, Svetlogorsk in Belarus
and Kaliningrad in the Russian Federation.

Men account for three-quarters of all HIV infec-
tions registered in the region, with as many as 60
percent of infected persons between the ages of 15
and 24.
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I M PA C T  O F  
T H E  E P I D E M I C S

The pandemic has not only affected the health sec-
tor, but it cuts across societies and affects every aspect
of human development. There are significant differ-
ences in the impact of AIDS throughout the world
depending upon the stage of the epidemic within a
country and the level of society under examination.
The magnitude, severity and timeframe in which
change is seen vary according to the type of analysis—
whether the effects are examined at the household
level, in specific labor sectors, at the level of population
demographics or a country’s macroeconomic status. 

HE A LT H

Without access to the combination antiretroviral
drug (ARV) therapies now used in the United States
and other industrialized countries, essentially all
newly infected adults will sicken and die of HIV-
related disease within three to eight years of becoming
infected—many without ever truly knowing their
HIV status. The impact will be especially severe for
women who are not only biologically more vulnerable
to infection but also bear the burden of care for the
sick. HIV/AIDS will undoubtedly be a major cause of
mortality in both adults and children for many more
years to come. AIDS in sub-Saharan Africa already
imposes a huge burden on the health infrastructure:
More than 60 percent of hospital beds are occupied
by persons with HIV- related disease. One disturbing
effect of the growing burden of HIV disease is an
increasing rate of inpatient mortality in HIV-negative
patients. This is the result of losing key health care
staff, a steady deterioration of health service delivery
systems and overcrowding of hospitals with AIDS
patients that forces HIV-negative patients to wait
longer before being admitted—often in more severe,
if not terminal, condition. And because tuberculosis
(TB) is so common in HIV-infected persons—and is
the leading cause of death in AIDS patients—the TB
epidemic in areas of sub-Saharan Africa has increased
by more than 400 percent.
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DE M O G R A P H I C IM PAC T

In some countries, such as Botswana and
Zimbabwe, life expectancy is plummeting while infant
and child mortality is increasing. In countries with
high HIV prevalence levels and low fertility rates,
population growth rates have been reduced to near
zero. Other countries with sharply reduced growth
rates include Malawi, Namibia, South Africa,
Swaziland and Zambia.

Life expectancies in many countries in sub-Saharan
Africa have fallen dramatically from the levels they
would have been without AIDS. In Botswana, life
expectancy is now 39 years rather than 71 years; in
Zimbabwe it is 38 years rather than 70 years. In fact,
six countries in sub-Saharan Africa (Botswana, Malawi,
Mozambique, Rwanda, Zambia and Zimbabwe) have
life expectancies below 40 years. They would have been
50 years or greater without AIDS.

In some sub-Saharan African countries, AIDS 
mortality has reversed the declines in infant mortality
in the 1980s and early 1990s, and the rates are now
higher than they were in 1990. The relative impact of
AIDS on infant mortality will depend on both the
levels of HIV prevalence in the population and the
infant mortality rate from other causes. In 1990 the
infant mortality rate in Zimbabwe was 54, and in
2000 it was 62.  In Kenya the 1990 rate was 67, and
in 2000 it was 69. Without AIDS, these rates would
have been 30 in Zimbabwe and 55 in Kenya.

Altogether 26 sub-Saharan African countries have
experienced increases in child mortality rates because
of AIDS. The impact on child mortality is highest in
countries that had significantly reduced child mortal-
ity due to other causes and where HIV prevalence is
high. Many HIV-infected children survive their first
birthdays, only to die before age five. Seventy percent
of all deaths among children under age five in
Zimbabwe, and 45 percent of the same age cohort in
South Africa, are AIDS-related.

The impact of AIDS is most profound on 
population structures. Recent national census surveys
in Kenya and Malawi show significant overall AIDS-
related mortality that has not been anticipated in 
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current population projection modeling. The most
extreme examples are those countries—such as
Botswana, Zimbabwe and South Africa—where there
will be negative population growth within the next
three to four years. The resulting population pyramids
show a dramatic restructuring of the population, with
decreasing numbers of children and middle-aged
adults and more males than females.

OR P H A N S

By 2010, at least 44 million children under age 15
will have lost one or both parents to all causes in the
34 countries most severely affected by HIV/AIDS. Of
these orphans, 68 percent will have lost their parents
due to AIDS. This represents a dramatic increase from
1990, when AIDS accounted for 16.4 percent of
parental deaths. Orphans are distributed among areas
of the world in the same patterns as HIV prevalence,
so that countries with the highest infection levels also
tend to have the highest orphan rates. The orphan 
crisis is most acute in sub-Saharan Africa, where as
many as 35 percent of children under age 15 in at least
eight countries have lost one or both parents. Eleven
countries will reach this rate by 2010.
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ECO N O M I C IM PAC T

Early research on the economic impact of AIDS
focused on the macroeconomic aspects. This showed
that increased deaths and decreased investment could
be expected to slow economic growth and reduce per
capita income, albeit not dramatically.2

There have also been attempts to examine how
AIDS would affect the private sector and households.
Not surprisingly, it has proved difficult to collect com-
plete and credible data.  Indeed, poor management
information systems were a constant source of frustra-
tion for researchers who were working with companies
in affected countries.3 AIDS clearly had measurable
costs in the private sector, mainly through absenteeism
and the payment of benefits. These costs could be as
high as eight percent of the payroll, depending on the
nature of the industry and scale of the problem. But
in general the impact was not great, manageable or
transferred onto the households.4

The relatively limited number of studies of house-
hold impact have shown that HIV/AIDS leads to
impoverishment of those affected. In Ethiopia and
Tanzania, the average cost of basic symptomatic treat-
ment, funeral and mourning expenses amounts to sev-
eral times the average annual household income.
Affected children are more likely to be malnourished
and, particularly the girls, removed from school.5

Although the importance of these dramatic increases
in the number of orphans has been recognized, their
long-term economic implications have not been
assessed.

Part of the problem in assessing the impact of
HIV/AIDS is that it is long term and the data have
not been available. But in the last few years a number
of new publications have appeared that give a much
more pessimistic view of the potential and actual
impact of the disease at all levels. The most significant
may be studies suggesting that the impact on national
economies and growth is more complex and serious
than previously modeled, perhaps because the speed
and scale of HIV/AIDS have been much worse than
expected; HIV/AIDS reduces the stock of human and
physical capital because it also reduces the incentive to
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invest; and feedback further amplifies the impact of
HIV/AIDS on economic growth.

This can result in a vicious cycle in which AIDS
reduces growth and increases poverty, thereby acceler-
ating the spread of HIV. 6 These concepts have been
enumerated in a recent paper from the Harvard
Institute of International Development which suggests
that the impact of AIDS has been systematically
understated because these feedback effects have been
ignored.7 The impact on productivity due to HIV 
status is particularly important. The study focuses on
Zambia and suggests that by “stripping countries of
some of their best talent and undermining the incen-
tive to invest, these difficulties may be condemning
African countries to extended periods of stagnation
and decline.” Macroeconomic analysis is clearly enter-
ing a new phase.

Recent work on the private sector shows that com-
panies also are beginning to take AIDS more seriously.
But the tendency—which is economically rational—is
to avoid or shift the costs of the disease, though this
may not be in the interests of the national economy or
workforce. A classic example is a company in South
Africa that diversified to Eastern Europe after looking
at the impact of AIDS on its market.8

The worst impact is at the household level, and
here the data are limited. Mitigation will need to focus
on the household level because it is there that care
must be delivered and prevention messages may have
the most meaning. 

R E S P O N S E  T O  T H E
H I V / A I D S  E P I D E M I C S :
C O M P O N E N T S  F O R  A N
E X PA N D E D
C O M P R E H E N S I V E
R E S P O N S E

Even as we recognize the devastation of AIDS 
during the nearly two decades since HIV was first
identified, it is important to note that there has been
remarkable progress in our understanding of various
aspects of the global HIV/AIDS pandemic. There is
now an abundance of information on the basic 
pathogenesis of the infection; the epidemiologic

advancement of the disease around the globe; the 
multiple factors that determine vulnerability; the scope
of the pandemic’s macro- and microeconomic impacts;
the development and use of highly active antiretroviral
therapies (HAART) to retard the clinical progression
of HIV-related disease; the financial and political 
environment that can facilitate an effective response;
and, most critically, the constellation of interventions
needed to achieve a national-level impact on HIV
transmission.

RE D U C I N G RI S K BE H AV I O R S

Our ability as a global community to achieve
reductions in new HIV infections is predicated on a
very basic principle: We can reduce unsafe sexual and
other risk behavior in a sustainable way. We now
have ample evidence that public health programs can
affect change in the most private and basic of human
behavior—sex. While it is impossible to attribute
declining national HIV rates to any single program, it
is increasingly evident that people are responding to
widespread, consistent education messages about
HIV/AIDS prevention and care, and to dramatic
increases in the availability of key tools and services.
In poor urban neighborhoods in the Dominican
Republic, for example, rates of sexually active youth
declined from 73 percent in 1993 to 30 percent in
1996, and rates of participation in “transactional sex”
(exchanging food, money, school fees, etc. for sex)
declined from 27 percent to 7 percent among males.
In Bali, Indonesia, a peer education project with sexu-
ally active 15- to 25-year-olds led to an increase in
consistent condom use from 22 percent to 72 percent.

Sustained investments in a select number of coun-
tries have resulted in two kinds of national-level suc-
cess: maintaining low HIV rates in countries at risk
and reducing national-level HIV prevalence during a
severe generalized epidemic. Senegal has maintained
one of the lowest HIV prevalence rates in sub-Saharan
Africa, with rates rising only slightly—from 1.2 per-
cent for the general adult population in 1995, to 1.8
percent at the end of 1999.
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Prevention activities in the state of Tamil Nadu in
India began in 1996.  By the end of 1998 the vulnera-
ble groups served by the program achieved significant,
sustained change in sexual behavior and demonstrated
significantly increased condom use among CSWs and
their clients. Consistent condom use with non-regular
sex partners increased from 56 percent to 80 percent
among CSWs, and by male factory workers from 17
percent to 50 percent.

Uganda has become a model for curbing a severe
HIV epidemic in developing countries. Behavioral
surveillance has demonstrated significant increases in
condom use, decreased casual partners and delayed
sexual debut by one to two years. The proportion of
Ugandan girls who have ever had sex declined by
almost half between 1989 and 1995, and more than
half of young sexually active Ugandans report using
condoms in their last sexual contact. This rate was
close to zero at the outset of the epidemic. As a result,
HIV infection rates among 15- to 19-year-old girls
declined from 22 percent in the early 1990s to 8 
percent by 1998. National HIV adult prevalence
decreased from 14 percent in the early 1990s to 8.3
percent at the end of 1999. Recent surveys in Zambia
show a 42 percent reduction in prevalence rates for
the 15- to 19-year-old age group in Lusaka and other
urban areas, from 28 percent to 15 percent between
1994 and 1998.

But there are no magic bullets. Implementing an
effective behavior change program is complicated,
resource- and time-intensive and must be based on
locally collected information and careful strategic
planning. We have also learned that we must appro-
priately target our behavior change interventions to
those most likely to transmit or contract HIV infec-
tion. The specific targeted groups may differ from
country to country, but across all regions of the world
they invariably involve men, single women and youth.

Knowledge alone is not enough. Behavior change is
complex and painstaking for individuals, communities
and societies as a whole. It requires far more than 
having basic knowledge about AIDS, or even being
disturbed or concerned about it. Knowledge surveys
have demonstrated that more than 95 percent of the
adult population of Zimbabwe has learned about
AIDS and more than 80 percent know two or more
modes of prevention. Yet the epidemic in Zimbabwe is
still out of control, with nearly one in every four
adults now infected with HIV and the number of new
infections continuing to rise. 

This gap between knowledge and practice has been
observed all over the world.  It has forced public
health and development specialists to deal with indi-
vidual health behavior—including sex—in its social
and cultural context. In much of the world, traditions
make it unnecessary for individual men, and unthink-
able for women, to refuse sexual relations. We have
learned that promoting monogamy and condom use,
and encouraging young people to wait, involves mobi-
lizing women and men, individuals, communities and
opinion-leaders to rethink policies and social norms
and create environments where individuals who “get
the message” are supported, not derided, shunned or
beaten. We have learned that HIV/AIDS risk reduc-
tion involves positive social change that links health,
gender and human rights in new and productive ways.

This is why we should not be surprised that in the
absence of such social change—even in countries with
raging, visible epidemics such as Botswana, South
Africa and Zimbabwe—people have continued to
deny their own danger of becoming infected. This is
one of the pernicious effects of the stigma associated
with AIDS:  AIDS is always someone else’s problem.
We have seen this phenomenon in virtually every
country in the world, including the United States.
To counter this lack of perceived personal risk, we are
now using what we call a “second generation” of
behavior change tools that include social mobilization,
skills building, intensive interpersonal counseling and,
increasingly, the addition of HIV testing. Having an
HIV test often provokes a critical moment of personal
awareness.
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RE D U C I N G MOT H E R-TO-CH I L D
TR A N S M I S S I O N

The number of infants infected with HIV each
year through mother-to-child transmission (MTCT) is
growing with the increasing number of women
infected with HIV. About 55 percent of all new HIV
infections in Africa occur among women, most of
whom are in their childbearing years. Ten percent of
infections—representing some half a million infants—
are believed to be attributable to MTCT.

The 1998 findings from the Thai Short Course
Zidovudine (AZT) Regimen study in Thailand, and
1999 findings from the Nevirapene Field Trial in
Uganda, demonstrated that even simple, relatively
inexpensive ARV regimens can substantially reduce
MTCT. Recognizing that comprehensive interventions
can reduce MTCT rates by as much as half, we now
have the tools to expand MTCT prevention programs,
especially in those countries with high HIV preva-
lence. These programs must set standards; promote
voluntary counseling and testing (VCT); provide
training to health care workers; establish linkages to
community-based care services; and scale-up primary
prevention for all women. 

CA R E A N D TR E AT M E N T

Basic HIV care services are minimal in many
resource-constrained countries. Few infected persons
know their HIV status; most health care workers lack
the training to treat HIV and its associated infections;
and only a few settings have the capacity to use state-
of-the-art ARVs, which remain unavailable to the
majority of those infected. 

Even without ARVs, much can be done to improve
the well-being of HIV-infected persons and their 
families. Foremost must be assuring access to a basic
package of care that includes treatment of TB, treat-
ment and prevention of other opportunistic and AIDS-
related illnesses and palliative care to reduce suffering
and enhance the quality of life. To achieve this goal,
networks will have to be established to connect hospi-
tal, clinic, faith-based and community-based services.

There must be an investment in expanding effective
TB prevention and control programs in key countries.
TB is a growing epidemic itself with two million
deaths per year worldwide. Because it is the leading
cause of death for people with AIDS, efforts to pre-
vent and treat TB must receive special attention. 

There is increasing interest in the developing world
in the use of combination regimens of ARVs, which
can prolong the lives of PLHA. It is inevitable that 
the cost of these drugs will decrease. Even now, local 
production of generic drug equivalents and recent price
reductions by the pharmaceutical companies have
lowered the annual cost for a combination of ARVs to
approximately US$1500 per patient. But it is critical
to grasp the complexity of providing ARV therapy in a
developing country setting. An effective ARV program
requires, at a minimum, four basic components:

1. A sustainable supply of drugs: This is life-long
treatment and improper use will result in drug
resistance.

2. The capacity to use the drugs: Most African
countries lack the necessary trained health care
workers, labs, drug management systems, etc. It is
important to remember that the health infrastruc-
ture in many of the hardest hit countries is on the
verge of collapse. Such basic services as childhood
immunization rates are often less than 50 percent
(Uganda), the number of attended births is only 
33 percent (Nigeria) and the number of trained
physicians can amount to only one for every
13,000 persons (Zambia).

3. An equitable system to apportion treatment in
settings where there is not enough to go around.

4. Recognition that treatment of HIV does not pre-
vent new infections and cannot replace sound
prevention programs. As ARVs become less costly
and the regimens simpler, HIV/AIDS efforts must
incorporate ARVs as critical components of their
programs.
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PROV I D I N G AS S I S TA N C E TO OR P H A N S
A N D OT H E R CH I L D R E N MA D E
VU L N E R A B L E B Y HIV/AIDS

An estimated 13.2 million children worldwide have
lost a mother or both parents to AIDS. Many more
children have lost a father to AIDS.  Still others are
living with and often caring for an ill parent. Ninety-
five percent of the children orphaned by AIDS live in
Africa. The overwhelming majority of children
orphaned and otherwise made vulnerable by
HIV/AIDS are living within their extended families
and communities. But unfortunately, AIDS is under-
mining family and community capacity to protect and
care for the growing number of vulnerable children.

As part of an expanded comprehensive program,
the global community must help build and support
local responses through which public, private and vol-
untary sector donors in the industrialized world can
channel resources to national and grassroots programs
in the countries hardest hit by HIV/AIDS. The most
promising interventions for strengthening the capacity
of families and communities to protect and care for
orphans and other vulnerable children are systematic
community mobilization, capacity building and
microfinance services. Together these approaches can
be mutually supportive and produce significant, sus-
tainable results.

Community-based programs must support inter-
ventions that improve access to education for the 
most vulnerable children in areas seriously affected by
HIV/AIDS. This will include a wide variety of 
interventions, ranging from policy reforms to direct
interventions that enable orphans and other vulnera-
ble children to return to or stay in school.

Grassroots groups urgently need funds and food to
support home care for PLHA and to integrate the
identification and support for vulnerable children into
such programs. These programs need ongoing access
to food and medicines to treat the most common
opportunistic infections. This can enable parents
living with HIV/AIDS to live longer and more com-
fortably and can also greatly benefit their children.
Strengthening these programs can make them an 
initial point of identification and support for children
whose safety and well-being are being undermined by
HIV/AIDS.

CHA L L E NGE S  I N  H I V/A ID S
PR EV EN T ION AND CARE , AND
M I T IG AT ING  TH E  IMPAC T  O F
TH E  H I V/A ID S  E P I D E M I C

Our children’s children will confront the legacy of
this pandemic, and what we are now doing in
HIV/AIDS prevention and care will significantly 
determine the size of the social and economic burden
they will have to bear. We are not powerless against the 
epidemic—there are large-scale responses that have
proven successful. Key elements of such responses
include strong leadership, openness about the issues
and broad-based multisectoral programs at all levels in
the community. But the global response thus far has
been limited by the following major factors:

Political commitment: There is still a profound
lack of political commitment at all levels of govern-
ment in some of the most severely affected coun-
tries, though there has been considerable progress in
political mobilization in many countries throughout
the world during the past several years.

Available resources: The global pandemic has out-
stripped available resources. About US$500 million
from all sources (donors, lending agencies and 
host country contributions) is now being spent on
HIV/AIDS prevention programs in all of sub-
Saharan Africa. The World Bank, United Nations
Joint Programme on AIDS (UNAIDS), U.S.
Agency for International Development (USAID)
and others in the international community have
analyzed the costs of successful programs and 
developed models to estimate resource needs for 
the basic components of prevention and care.
The estimated costs for sub-Saharan Africa range
between US$2.5 and US$5 billion per year. This
funding would provide prevention services for a
majority of the population and basic care and 
support services for approximately 30 percent of
those infected. These funding levels include access
to ARV therapies for only about three percent.

Stigmatization: This epidemic is still plagued by
the immense problem of stigma. Until persons can
talk openly about risk behaviors and whether they
are infected or not, we will continue to have weak
behavior change and care and support programs.
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practices and legislation that can
empower women. But the real
impact of these programs has
yet to be determined. 

The scale of interventions:
Existing prevention programs
are not large enough. It is likely
that prevention services reach
only 10 percent of the world’s
vulnerable populations. This
lack of scale is further compli-
cated by the fact that the global
community urgently needs a
better understanding of the
numbers of persons  (coverage
within a targeted community)
and level of behavior change
(e.g., condom use in casual rela-
tions) that must be reached to
achieve measurable changes in
incident infections.

Basic care and support:
Incorporating basic care and
support for HIV-infected indi-
viduals, their families and their
survivors (orphans), as well as
introducing new interven-
tions—such as the short-course
ARV regimens to reduce
MTCT—must be done in ways
that will enhance rather than
diminish the primary preven-
tion agenda.

The need for vaccines and
microbicides: There is still a
lack of critical technologies that
would radically alter our ability
to reduce new infections and
provide compassionate care to
the infected. These include 

rapid, simple diagnostics for STDs; a vaginal
microbicide; simpler, cost-realistic ARV regimens;
and, most important of all, an effective preventive
vaccine. We urgently need an HIV vaccine and an
effective topical microbicide. Our existing interven-
tions do work, if implemented properly and to
scale. But these additional tools would make an
enormous difference in our ability to combat
HIV/AIDS.

Gender vulnerability: For both biological and
socioeconomic reasons, girls and women are partic-
ularly vulnerable to HIV/AIDS. To counter these
inherent gender inequities, innovative programs
have been implemented that involve a range of
activities—such as improving girls’ access to basic
education, providing women with microfinance
opportunities and modifying or adapting cultural 
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F i g u r e  1 3
HIV Seroprevalence in Adult
Populations at the End of 2000

Rank Country %
Prevalence

AFRICA

1 Botswana 36
2 Swaziland 25
3 Zimbabwe 25
4 Lesotho 24
5 Zambia 20
6 South Africa 20
7 Namibia 20
8 Malawi 16
9 Kenya 14
10 Central African 14

Republic
11 Mozambique 13
12 Djibouti 12
13 Burundi 11
14 Rwanda 11
15 Cote d’Ivoire 11
16 Ethiopia 11
17 Uganda 8
18 United Rep. of 8

Tanzania
19 Cameroon 8
20 Burkina Faso 6
21 Congo 6
22 Togo 6
23 Dem. Republic 5

of Congo
24 Nigeria 5
25 Gabon 4
26 Ghana 4
27 Sierra Leone 3
28 Eritrea 3
29 Liberia 3
30 Angola 3
31 Chad 3
32 Guinea-Bissau 3

AFRICA — continued

33 Benin 2
34 Mali 2
35 Gambia 2
36 Senegal 2
37 Guinea 2
38 Niger 1

LATIN AMERICA / CARIBBEAN

1 Haiti 5
2 Bahamas 4
3 Guyana 3
4 Dominican 3

Republic
5 Belize 2
6 Honduras 2
7 Panama 2
8 Guatemala 1
9 Suriname 1
10 Barbados 1
11 Trinidad and 1

Tobago

ASIA AND THE NEAR EAST

1 Cambodia 4
2 Thailand 2
3 Myanmar 2
4 Sudan 1

EUROPE AND EURASIA

Ukraine 1

Rank Country %
Prevalence



I N T R O D U C T I O N
T O  T H E  H A N D B O O K  

The Handbook is intended to provide a compre-
hensive source of information on the design and man-
agement of HIV/AIDS prevention and care programs
in resource-constrained settings. It is designed to help
in the strategic planning, technical and programmatic
design of interventions, management of public health
programs and resource allocation, and budgeting and
financial management. 

The Handbook emphasizes cross-cutting issues
such as gender, human rights, capacity building, sus-
tainability and community involvement in the design
and implementation of interventions.

The Handbook’s intended audience includes:

Program managers, and technical and program-
matic field staff.

Staff of donor and international partner agencies.

Health care providers.

Field researchers.

The Handbook chapters are grouped into seven
sections:

I: Design and Management of HIV/AIDS Programs

II: Reducing Risk and Vulnerability to HIV 
Infection

III: Strengthening STD Management and Services

IV: Reducing Risk of HIV Infection to Infants

V: Reducing Risk of Parenteral Transmission

VI: Management and Support of People Infected and 
Affected by HIV/AIDS

VII: Prospects for the Future

Each chapter addresses state-of-the-art knowledge
on its topic, relevant strategies and approaches, key
lessons learned in resource-constrained settings,
selected case studies illustrating successful approaches
to HIV/AIDS prevention and care in different envi-
ronments, and offers suggested further reading on the
subject.

The editors and authors hope the Handbook will
lead to the improved allocation of funds and enhanced
knowledge and skill in the management of interven-
tions and control of the HIV/AIDS epidemic.
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I N T R O D U C T I O N

After many years of inadequate funding for HIV/AIDS programs and
speculation that “donor fatigue” was beginning to set in, there seems to be
renewed interest and global commitment to redouble efforts and mobilize
resources for prevention and care. In this context, it is essential to make
optimal use of available resources and integrate the lessons learned to 
date with the level of response required for scaling-up to achieve national
level impact.

The dynamics of HIV and its multifaceted determinants are such that
HIV situations now prevailing in a country or even within a specific 
population may change, sometimes rapidly and dramatically. Planning
for effective and relevant responses to HIV/AIDS therefore demands
approaches that take into account these different and changing situations
and the unique dynamics of HIV. Such approaches are the essence of
strategic planning. 

Following a brief historical overview of the evolution of national AIDS
planning and programming, the first part of this chapter focuses on 
essential elements and key aspects of strategic planning, specifically of
strategic approaches to planning as they relate to HIV/AIDS. The second
part addresses specifics of program design and management, particularly
in the context of HIV/AIDS programming.

S T R A T E G I C  P L A N N I N G

ST R AT E G I C AP P ROAC H E S TO PL A N N I N G FO R HIV/AIDS
A strategic planning process examines and answers several key questions:

What is the current situation?

What is the desired future situation?

How does one get there?

How would one go about it?

This section outlines some of the key elements that should be 
incorporated in a strategic approach to planning.

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  O N E 1



S T R A T E G I C  P L A N N I N G  A N D  H I V / A I D S  

With such a wide range of specific and changing HIV/AIDS situations,
planning effective responses to the epidemic requires approaches that take
into account the dynamics of HIV and the complex cultural, political and
socioeconomic determinants that underpin its spread and influence the
consequences. Effective HIV/AIDS programs set priorities, address the
complex web of underlying determinants, and recognize the links between
prevention and care.

H I V / A I D S  A N D  D E V E L O P M E N T

The devastating consequences of the AIDS epidemic on the socioeco-
nomic fabric underscore the importance of tackling HIV/AIDS within a
broad framework of health and human development. A strategic approach
to HIV/AIDS planning must therefore be informed by a thorough under-
standing of the human development context that shapes and is shaped by
the dynamics of the HIV/AIDS epidemic.

T H E  S T R A T E G I C  P L A N N I N G  P R O C E S S  F O R  A  

N A T I O N A L  R E S P O N S E  T O  H I V / A I D S

If there is to be a sustainable, effective national response, national govern-
ments must be responsible for setting the agenda and leading the entire
strategic planning process. Another overarching principle relates to the
widespread recognition of the multifaceted nature of HIV/AIDS, its roots
in and consequences for human development—and the need for a multi-
sectoral, broad-based program that extends beyond the health sector and
engages all concerned communities. Key stakeholders, including the broad
range of national participants and international partners, must participate
genuinely and strongly throughout the planning process.

The three key steps in a strategic planning process, examined in depth in
this section, are:

Situation analysis

Response analysis

Strategic plan formulation

P R O G R A M  D E S I G N  

The strategic plan will have defined goals, priority objectives, key strate-
gies to reach those objectives, broadly identified responsibility for imple-
mentation and a set of broad targets and indicators. The next step will be
to translate the objectives into specific work plans—“implementation
plans”—for putting the strategic plan into action. This section uses the
development of an implementation plan for increasing access to VCT as
an example.
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E F F E C T I V E  P R O G R A M  D E S I G N

An effective program design requires careful, rigorous planning to ensure
that all of the required program elements are identified and addressed.
It will:

Start with a clear goal and purpose.

Define clear program components or “outputs.”

Spell out major activities.

Define measurable results.

Assess risks and assumptions.

This section examines these aspects of effective program design.

T H E  P R O G R A M  L O G I C A L  F R A M E W O R K

One method for rigorously formulating an effective program design is 
the Program Logical Framework, or LogFrame, an organizational schema
for conceptualizing and presenting the goal, purpose, outputs, major
activities, measurable results and critical risks and assumptions of a 
proposed program. This section presents the VCT example used in the
program implementation section in LogFrame format.

M O N I T O R I N G  A N D  E V A L U A T I O N

The monitoring and evaluation plan is intricately tied to the planning
process and needs to be put in place at the start of the program.
A comprehensive program evaluation plan will address process and 
outcome, and possibly even impact data needed to determine program
progress and effectiveness. This section describes two key steps in the
implementation process:

Timeframe and responsibilities

Budgeting and financial management

S U S T A I N I N G  A N D  S C A L I N G - U P  P R O G R A M S  

The issue of sustainability must address not only financial sustenance but
also organizational, technical and management readiness. Planning for sus-
tainability requires, among other things, constructing careful networks
and alliances of key partners. Program scale-up is one of the most timely
concerns of HIV/AIDS programs worldwide: Unless programs are able to
move from “boutique” to massive coverage, even successful programs on
the national-level epidemic will continue to have a marginal impact in
many instances. 



P R O G R A M  M A N A G E M E N T

Successful programs require a sound design. But even the most effective
design will be jeopardized by a lack of skilled management of human,
financial and technical resources within supportive structures and systems.
This section examines some of the program management issues that can
improve the likelihood—or alternatively reduce the chances—for program
success. Many are particularly relevant to HIV/AIDS programming in
resource-constrained countries. They include:

Organizational Development

Leadership

Staffing

Alliance Development

Advocacy

C O N C L U S I O N

Years of experience, valuable lessons, emerging new technical strategies,
expanded partners and increased donor funding all suggest the importance
and relevance of strategic planning at all levels and for strong program
and project management. It is time to transform limited demonstration
projects into an effective, multi-layered, national-level response guided by
across-the-board strategic approaches to planning and implementation.
Careful, participatory planning will help make the best use of available
and future resources as well as offer greater flexibility to respond to new
challenges and opportunities.
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A
lthough there has been considerable progress in understand-

ing and appreciating the many facets and determinants 

of HIV infection, the likely course of the epidemic is still

unpredictable in many countries. The response to the potential threat or

the reality of HIV/AIDS is often inadequate and late in coming. Program

efforts in most countries have been modest and limited to demonstration-

level coverage. After many years

of woefully inadequate funding

for HIV/AIDS programs and speculation that “donor fatigue” was setting

in, there seems to be renewed interest and global commitment to redouble

efforts and mobilize resources for prevention and care. In this context, 

it is essential to make optimal use of available resources and integrate the

lessons learned to date with the level of response required for scaling-up to

achieve national-level impact. 

It is now clear that the pandemic is not uniformly distributed around

the globe. And as more and more countries adopt good, reliable surveil-

lance methods, it has also become apparent that the dynamics of HIV and

its multifaceted determinants are such that HIV situations now prevailing

in a country or even within a specific population may change, sometimes

rapidly and dramatically. Planning for effective and relevant responses

to HIV/AIDS therefore demands approaches that take into account these 

different and changing situations as well as the unique dynamics of HIV.

Such approaches are the essence of strategic planning. 

Following a brief historical overview of the evolution of national AIDS

planning and programming, the first part of this chapter describes and

focuses on essential elements and key aspects of strategic planning, 

specifically of strategic approaches to planning as they relate to

HIV/AIDS. The second part addresses specifics of program design and

management, particularly in the context of HIV/AIDS programming.

I N T R O D U C T I O N
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S T R AT E G I C
P L A N N I N G

FRO M NO R M AT I V E TO
ST R AT E G I C AIDS PL A N N I N G:
A HI S TO R I C A L PE R S PE C T I V E

One of the characteristics of the early response
to HIV/AIDS in the mid- to late 1980s was the 
remarkable global nature of the effort. Coordinated
by the World Health Organization’s (WHO) Global
Programme on AIDS (GPA), and benefiting from
unprecedented financial support from donors, this
effort translated within a short time of its inception
into more than 145 national AIDS programs (NAP)
in resource-constrained countries. Between 1987 and
1991, short-term plans (STP) and national medium-
term plans (MTP) for the prevention and control of
AIDS were drawn up and implemented with the 
assistance of WHO/GPA. At the same time, in some
of the more affected countries other AIDS projects or
programs took shape, funded and often driven by
bilateral donors. 

In these early years, national plans were naturally
articulated around public health approaches and
responses to an epidemic. With virtually all NAPs
coordinated by and located within ministries of
health, it was not altogether surprising that these first
plans, largely uni-dimensional and mono-sectoral,
focused on the health sector or addressed the biomed-
ical and health-related aspects of HIV/AIDS. But as
useful as they often were in providing a framework for
planning and implementing a “national” response, the
MTPs were largely viewed by countries as “external,”
or as WHO plans. These perceptions can be attrib-
uted to the process of development of the first MTPs,
which drew upon local expertise and knowledge but
relied on significant international inputs and frame-
work from WHO/GPA.

One important feature of these early planning
processes was the application of universal norms and
the assumption of uniform contexts in defining strate-
gies and activities. Such normative planning meant
there was little attention to individual situations or
national needs and capacities. But as the epidemic’s
growth accelerated in the late 1980s and early 1990s,
so too did the realization that an effective response to

HIV/AIDS had to take into account the complex
dynamics, determinants and consequences of HIV
infection and be relevant to the different situations
prevailing in and between countries. By that time,
most countries in the throes of an AIDS epidemic had
become all too aware that the disease was a multisec-
toral problem requiring a multisectoral response.

Since the beginning, many NAPs, as well as
WHO/GPA, effectively promoted closer collaboration
on HIV/AIDS programming between health and
other sectors. Still, the responsibility for tackling the
problem usually rested squarely and solely on min-
istries of health. Despite multisectoral representation
on national AIDS committees and the commitment of
many political leaders to the issue, implementing a
coordinated multisectoral response posed a continuing
challenge. As a rule, the less visible HIV/AIDS was in
a country, the bigger the challenge. But it was to prove
no easier even in some of the more severely affected
countries.

Against this background, the first MTPs proved to
be an inadequate framework for engaging different
sectors of government—to say nothing of nongovern-
mental organizations (NGOs) and other national 
partners—in a truly national response. The focus of
many MTPs on the health sector’s responsibilities was
as responsible for this failure as the planning processes
themselves with their own lack of participation or
involvement of key national stakeholders. 

WHO/GPA by 1991 had revisited the general
approach to the design and formulation of MTPs by
NAPs. The process of so-called “second-generation”
MTPs sought to generate a more strategic reflection
on countries’ diverse needs and, consequently, plans
that were relevant to the different national situations.
It also aimed to address the critical issue of stimulating
a truly multisectoral response. This process resonated
particularly well with countries where AIDS had by
then become a painful reality, with noticeable impact
on families, communities and society at large.1
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The second-generation MTPs represent a significant
milestone. Within the context of what could be called
“the natural evolution” of national AIDS programs
from a narrow health focus to a broader multisectoral
approach, these new MTPs were useful tools. Despite
their limitations, they marked a definitive move from a
mostly normative approach to what could be consid-
ered a more strategic approach to HIV/AIDS
planning.2

But what is actually understood or implied by the
term “strategic” and the concept of “strategic plan-
ning”? Why is it critical to adopt strategic approaches
to HIV/AIDS planning and implementation? What
are the key elements or steps in a strategic approach,
and what is the broad scope of strategic planning and
implementation for HIV/AIDS? These issues are
addressed in the next section.

ST R AT E G I C AP P ROAC H E S
TO PL A N N I N G F O R HIV/AIDS

What is “strategic” and what does 
“strategic planning” imply?

It is important at the outset to have a common
understanding and appreciation of the term “strategic”
and, specifically, what is meant by “strategic plan-
ning.” It is easy to create a certain mystique around
the subject of strategic planning and argue that it
should be left to experts or specialist strategic planners.
At the same time, it is often tempting to use the term
“strategic” loosely to qualify anything that is even
remotely the outcome of a process of reflection and
analysis. It is therefore necessary to demystify the 
subject and spell out the minimal prerequisites of a
truly strategic process.

The term “strategy” has its roots in the Greek word
strategia and refers to the art of generalship in war, i.e.,
the ability to plan ahead and direct the complex
maneuvers and operations of a military campaign.
Regardless of the issue or program area it is addressing,
a strategic planning process examines and answers the
following questions:

What is the current situation?

What is the desired future situation?

How does one get there?

How would one go about it?

Although each question is important in its own
right, the first one is fundamental.  Any approach to
planning that claims to be strategic must be grounded
in, and informed by, a systematic in-depth look at the
prevailing situations with regard to the specific area or
issue. (Box 1 outlines some of the key elements of a 
strategic plan.)

Such an analysis lies at the core of all strategic
thinking and underpins the whole strategic planning
process.  It serves to map out the steps—or strate-
gies—that enable planners and beneficiaries to adapt 
a program from a current situation to a desired new
situation. These steps can then be translated into 
discrete activities or groups of activities that are costed
out, have specified targets and have defined manage-
ment and implementation responsibilities.
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B o x  1
Key Elements of a Strategic Plan

Assessing all relevant factors that could be con-
tributing to, or impacting on, the situation in
question. Depending on the issue or area of
work, these may be economic, social, cultural,
political and/or geographical.

Analyzing the current status of these factors
and their likely future dynamics.

Assessing and analyzing the current overall
response and/or any specific responses to the
issue or program area.

Identifying major obstacles to such responses
and working out how to overcome or circum-
vent these obstacles.

Pinpointing opportunities to improve and/or
strengthen the response.

Assessing available and potential resources to
enable realistic planning.

Weighing the most important factors and 
setting priorities for future action.



ST R AT E G I C PL A N N I N G A N D
HIV/AIDS

It is particularly critical to plan strategically with
regard to HIV/AIDS for at least two good reasons.
First, the HIV/AIDS situations at any one time vary
between regions and countries as well as within 
countries, states, provinces or districts. Second, the
HIV/AIDS epidemic and its context are far from static
and are subject to potentially rapid changes. With
such a wide range of specific and changing HIV/AIDS
situations, planning effective responses to the epidemic
requires approaches that take into account the dynam-
ics of HIV, and the dynamics of the complex cultural,
political and socioeconomic determinants that under-
pin its spread and influence the consequences. 

Two Reasons to Plan
Strategically for HIV/AIDS:

In space—there are diverse and specific 
HIV/AIDS situations and contexts.

Over time—there are dynamic changes in 
the HIV/AIDS situations and contexts.

There are other good reasons to be strategic in
HIV/AIDS planning. After all, the HIV/AIDS 
epidemic has been at least 20 years in the making and
there have been many positive as well as some less-
than-positive lessons in HIV/AIDS prevention, care
and support. With the recent progress made in 
anti-retroviral (ARV) therapy, the focus has shifted
once again to care and the biomedical aspects of
HIV/AIDS. But primary prevention lessons from
many different settings suggest the continued impor-
tance of prevention programs and, above all, that they
can work when tailored to specific situations and
applied consistently within an enabling environment.

By the same token, clearly effective HIV/AIDS pro-
grams are those that set priorities, address the complex
web of underlying determinants and recognize the
links between prevention and care. Notwithstanding
the relentless advances of the epidemic in many parts
of the developing world, HIV/AIDS program planners
are continually learning in vivo what works and what
does not. A strategic approach to HIV/AIDS planning
requires integrating these many lessons into new
responses, and applying or adapting them to specific as
well as changing situations. 

HIV/AIDS A N D DE V E LO P M E N T

In the last few years, national HIV/AIDS programs
have faced the growing challenge of addressing the
impact of the epidemic. In many sub-Saharan African
countries, and also in parts of Asia, AIDS is increas-
ingly affecting the health care system, communities
and families, and indeed the whole social and eco-
nomic fabric. With the growing number of orphans,
the loss of teachers and other skilled professionals and
the effects on agricultural production, psychosocial
care and support and planning for and managing the
socioeconomic impact of the epidemic have become
imperative for many countries. Besides the negative
impact of AIDS on national development, strategies
for development—particularly when they put people
in situations that increase their vulnerability to HIV—
may actually exacerbate the epidemic.

The devastating consequences of the AIDS 
epidemic on the socioeconomic fabric underscore the
importance of tackling HIV/AIDS within a broad
framework of health and human development. At the
same time, the dramatic consequences also underscore
the importance of prevention and heighten apprecia-
tion of the factors that contribute to the situations of
risk and vulnerability that drive the spread of HIV.
These factors include poverty, illiteracy, gender
inequities and inequalities of power and autonomy.
A strategic approach to HIV/AIDS planning must
therefore be informed by a thorough understanding
of the human development context that shapes and is
shaped by the dynamics of the HIV/AIDS epidemic.
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T H E  S T R AT E G I C  P L A N N I N G
P R O C E S S  F O R  A
N AT I O N A L  R E S P O N S E  T O
H I V / A I D S 3

Before looking in detail at the discrete steps in a
strategic planning process, it is important to mention
some overarching principles.

Key Principles of a National
Strategic Planning Process

National or government leadership

Participation of key stakeholders through-
out the process

One of the major lessons of the first decade of
national responses to AIDS, and specifically of the
development and implementation of national plans,
was the importance of national ownership of these
plans and the AIDS programs that emanated from
them. If there is to be an effective and sustainable
national response, it is vital that national governments
be responsible for setting the agenda and leading the
entire strategic planning process. Nevertheless, when
governments are slow to respond it is quite appropri-
ate for NGOs and external agencies to take the lead
and show the way. Indeed, in many countries external
agencies have often played a key role in provoking and
stimulating commitment by governments. But the fact
remains that the national authorities should—sooner
rather than later—assume a lead role in directing the
pace and scope of the national response to HIV/AIDS. 

Another overarching principle relates to the wide-
spread recognition of the multifaceted nature of
HIV/AIDS, its roots in and consequences for human
development, and the need for a multisectoral and
broad-based program that extends beyond the health
sector and engages all concerned communities. As with
governments, there must be genuine and strong partici-
pation of key stakeholders throughout the planning
process, including the broad range of national actors—
public and private sector, NGOs, people living with
HIV/AIDS (PLHA)—and international partners, such

as international agencies, NGOs and bilateral donors.
Securing their participation from the outset is essential
to mobilizing their resources.4

The Three Key Steps in a 
Strategic Planning Process

Situation analysis

Response analysis

Strategic plan formulation

SI T UAT I O N AN A LY S I S

The previous section has highlighted the impor-
tance of an in-depth situation assessment and analysis
as the starting point of a “strategic” approach to 
planning for any issue or area. The following section
looks at this first step in a strategic planning process,
specifically with regard to HIV/AIDS planning at the
national level. It examines the approaches to carrying
out a situation analysis and the elements of informa-
tion needed to elicit and distill from such an analysis.

The process of situation analysis
A greater understanding of the complex factors that

influence the course and evolution of HIV/AIDS in a
particular situation has resulted in an appreciation of
the range of expertise required for a real in-depth
national situation analysis. Assessment teams should
include:

Breadth and depth of skills. Moving beyond the
biomedical (i.e., epidemiological and medical)
focus of the early days of AIDS programming, the
team will bring together the breadth and depth of
knowledge and skills needed to capture and analyze
the social, economic, cultural, religious or other
factors that may be contributing to the dynamics 

of HIV.

All relevant key stakeholders. As many of the key
national and international stakeholders as possible
should be involved. Not only will they contribute a
rich diversity of skills and expertise but, as noted,
their participation is important in mobilizing
resources. It is particularly important that PLHA
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be involved in the planning process. Those who are
infected or affected by HIV have much to con-
tribute to this and other relevant activities through
their lived experience and the unique perspective it
offers on the HIV/AIDS situation.

Box 2 lists the main questions all teams will want
to address in a situational analysis.

In probing for answers and deciding upon the areas
or factors that are most relevant to in-depth analysis,
the team will be guided as much by the available body
of epidemiological, social and other research as by
the different interests and specific knowledge of the
members. As the assessment progresses, the different
country situations will dictate the focus of enquiry
and distinct areas to emphasize. Many of the factors to
be scrutinized overlap or are interrelated, and each
team will wish to draw up an appropriate checklist.
Such a checklist could include in one form or another
these broad categories:

Population (demographic patterns, population
movements).

Health (health services, health indicators, data 
on sexually transmitted diseases [STDs]).

Sociocultural (risk behaviors, education, 
communication, gender issues, religion).

Economic (employment patterns, labor migration,
etc.).

Political (administrative structures, government
commitment).

Legal (relevant national policies, discrimination
issues, etc.).

The outcome of a situation analysis
The situation assessment provides the team with

background information on and insight into the 
broad context within which the HIV/AIDS epidemic
is evolving in the country. The analysis takes this a
step further—distilling the relative importance of the
various factors at play as well as the interaction
between them. The outcome is therefore is not a mere
description of the status of the HIV/AIDS epidemic in
the country; it is a diagnosis of the major underlying
determinants and an identification of groups or 
populations most vulnerable to HIV and the epidemic’s
impact. In the process, the team also pinpoints the
major obstacles to, and potential opportunities for,
improving the situation and strengthening the
response. It thus paves the way for elaborating the
most appropriate strategies.
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B o x  2
HIV/AIDS Situation Assessment and
Analysis—Main Questions

Where does the country stand in terms of
HIV/AIDS? What are the likely trends in the
near and medium term?

What major factors and which risk behaviors
are driving the epidemic? 

What are the main social or environmental
factors contributing to the vulnerability of
individuals and communities, and/or placing
them in risk situations? 

What impact has the epidemic had or is it
likely to have? How and in what areas?

What are the priority areas or issues that need
to be addressed now and in the short and
medium term?

What obstacles are there to improvement or
change in priority areas?

What opportunities are there for positive
changes?



Outcome of 
the Situation Analysis
Provides insight into the specific context of
HIV/AIDS in the country, namely:

Who is most vulnerable and the reasons why.

What are the priority areas for effecting
change.

What are the major obstacles and how to
overcome them.

What are the opportunities and how to
seize them.

Situation Analysis in Burundi 5

Burundi conducted an HIV/AIDS situation
analysis in 1997 involving national program
staff, NGOs, PLHA, bilateral agencies, various
ministries and the country’s UNAIDS techni-
cal working group. Besides noting the marked
increase in the prevalence of HIV in both
urban and rural areas, the analysis underscored
the impact of the epidemic on health services
and society at large, including a growing
number of orphans. It also stressed the contex-
tual factors—war and sanctions—contributing
to the vulnerability of large sections of the
population to HIV and other harms. These
factors had given rise to massive displacements
and dislocations, with attendant risks of vio-
lence, including sexual abuse. The analysis
highlighted the scale of sex work, driven by
poverty and conflict (among other forces), and
the particular vulnerability of children and
young adults, not least within the confines of
refugee camps.

Against this background the analysis pointed to the
opportunities presented by a very dynamic community
environment and the emergence of several NGOs
and CBOs. At the same time, it indicated a need for
greater coordination and building capacity within
those sectors to mitigate the impact on PLHA and
their families. Specific obstacles and challenges identi-
fied included the sociocultural and religious barriers to
effective condom programs as well as the lack of access
to appropriate services for care and treatment of
STDs.

The situation analysis team arrived at three broad
priority areas for the national program: prevention of
sexual transmission of HIV; improvement of care and
support for PLHA; and reduction of the HIV/AIDS
impact on affected families.  For each of them, the
team further defined strategies for which an adequate
response was required.

RE S P O N S E AN A LY S I S

It is clear that a country’s response to the epidemic
is an integral part of its HIV/AIDS situation. But it is
important to distinguish between the situation and
response analyses, and to promote them as discrete
steps in a strategic planning process. Even though the
situation analysis takes into account many elements 
of an ongoing national response, promoting response
analysis as a discrete sequential step after a situation
analysis underscores the importance of analyzing the
response in relation to the specificities of a situation,
especially the priority areas defined by the situation
analysis. Were they not separate, the response analysis
would tend to focus on what is actually going on
rather than what should be done. In short, the conclu-
sions of the situation analysis guide the response
analysis.

The response analysis process
Given that situation and response are so intimately

connected and that the response analysis overlaps to
some extent with the situation assessment and analysis,
it makes sense for the same team to be responsible for
both steps.
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A response analysis primarily seeks to answer the
following major questions:

Is the response relevant to the current HIV/AIDS
situation?

Is it addressing the priority areas and needs
identified in the situation analysis?

What is and is not working? Why?

These in turn will generate critical questions whose
answers will guide the formulation of a new strategic
plan and inform the development of new strategies.
Box 3 lists some of these key questions.

For a start, the team will want to appraise the
major activities underway and, in particular, activities
in priority areas or priority issues as identified in the
situation analysis. It will note any evaluations that
may already have been carried out. Besides all the
information from the situation assessment itself, a
body of specific information and documentation is
likely to be available with regard to the priority areas.
In areas with apparent information gaps, the team will
want to investigate further—through specific inter-
views with key informants, for example, or through
field research and site visits. 

Relevance and adequacy
This initial phase of the process will answer key

questions about both the adequacy and relevance of
the response. What is actually being done to address
areas and issues that the situation analysis has pin-
pointed as critical to HIV/AIDS prevention and
impact mitigation in the country? Is it relevant in
terms of specificity and adequate in terms of coverage?
Are there still major gaps? And, importantly, are there
ongoing initiatives that are no longer relevant to the
current situation? This inquiry is especially relevant
today as countries begin planning for significantly
expanded responses.

Effectiveness and efficiency
After ascertaining the priorities from the situation

analysis and determining what responses are still 
relevant in the current situation, the team will ask
questions about the effectiveness and efficiency of the
response specifically in relation to the priority areas
and issues, including the potential for a scaled-up
national response. Is everything working equally well
and/or having an impact on the situation in these 
priority areas? What is and is not working?

Obstacles and opportunities
These answers in turn will prompt questions as to

why some things are working and others are not, 
and stimulate reflection on obvious and not-so-obvious
obstacles. Are human and financial resources inade-
quate? Or are they just inappropriate? Are the activities
or strategies plainly unsound? Are the activities cultur-
ally unacceptable? Is there resistance from communities
or key decision makers? Is there a conflict with pressure
groups?

At the same time there should be some reflection on
possible opportunities that may have been missed. 
Are there potential new partners who may contribute
to the effectiveness and coverage of activities? Are there
opportunities to integrate HIV/AIDS-related activities
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B o x  3
Response Analysis – Key Questions

How is the country responding to HIV/AIDS?

Are the responses relevant to the current
situation?

Are some of them no longer relevant?

Are there adequate responses in priority areas?

In which areas are they inadequate?

Are there major gaps?

Are the responses in priority areas effective
or not?

What is working? Why?

What is not working? Why not?



into ongoing initiatives? Are there new program
initiatives—such as rapid testing technologies or new
strategies for reducing mother-to-child transmission
(MTCT)—that should be considered for introduction?

The Focus of a Response 
Analysis Is On:

Relevance Impact

Adequacy Obstacles

Effectiveness Opportunities

Efficiency

The outcome of the response analysis
Many national programs rely on program reviews

to assess whether they are meeting their objectives and
to guide their programming. To the extent that some
of these programs are now broad-based and concern
several sectors, these reviews generate a fairly compre-
hensive assessment.  But with the changing and
dynamic characteristics of HIV situations, program
objectives may also need to change. 

As such, program reviews may not always provide
the strategic focus and reflection on current areas of
major relevance to the epidemic and its impact. In
contrast, a systematic in-depth situation analysis 
followed by a response analysis ensures that kind of
strategic focus. Together with the situation analysis,
the response analysis provides critical and objective
insight into the overall context of HIV/AIDS in a
country.

Cambodia6

The National Program in 1997 conducted
a situation and response analysis which
brought together all the major stakeholders,
from provincial AIDS offices to NGOs,
bilateral donors, international organizations
and the United Nations (UN) system. By that
time the country already rated as one of the
hardest-hit countries in Asia. The analysis
clearly pointed to an epidemic that had
spread from core vulnerable groups to the
general population and pinpointed the major
factors fueling its growth:  poverty, migration
within the country and across the borders,
high levels of STDs and the availability of
and demand for commercial sex.

The team of reviewers set out a number 
of priority strategies and approaches based on
the above analysis. Among others, they rec-
ommended that the country base geographic
and population priorities on the current
epidemiological situation. Given the burden
of HIV/AIDS they also recommended that
provision of care and support be a priority
cross-cutting strategy.

With regard to commercial sex work and
STDs, major factors in the spread of HIV,
specific priority activities were recommended
to initiate and expand interventions among
commercial sex workers (CSWs) and their
clients, promote condom use, especially in 
sex work settings, and improve the accessibil-
ity and quality of STD services. Another 
area for development and/or improvement
was the capacity for voluntary testing and
counseling (VCT). At the same time the 
team emphasized the need for a response to
match the dynamics of the epidemic, 
recommending that socio-behavioral and
socioeconomic research be strengthened so as
to better inform program design and guide 
policy.
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Box 4 summarizes the ideal cumulative outcome of
a situation and response analysis and underlines the
importance of these two steps in a strategic planning
process.

ST R AT E G I C PL A N FO R M U L AT I O N

The situation and response analysis will provide
planners and all key stakeholders with the information
they need to plan effectively for the future.

The essence of a strategic plan is its relevance to a
specific situation. The issues of relevance and speci-
ficity are fundamental given that HIV/AIDS situations
and contexts are not only different at any one time
between and within countries, but they are also prone
to often rapid changes over time. HIV/AIDS strategic
planning is therefore not just about being relevant but
also about remaining relevant. It is about mapping out
strategies that are relevant to current situations while
remaining alert to the dynamics of these situations and
being flexible enough to accommodate changes. 

Strategic plan formulation process
Once the situation and response analysis has iden-

tified or pointed to specific priority areas for action,
the formulation of a strategic plan entails a number of
sequential planning steps. 

Key Steps in the Formulation
of a Strategic Plan

Setting criteria for prioritization.

Defining and agreeing on the priority areas.

Setting clear objectives within these priority
areas.

Developing or mapping out the strategies
to attain these objectives.

Defining the broad activity areas within
these strategies.

Identifying and assigning broad responsibil-
ities for implementation.

Setting broad targets and indicators for
monitoring and evaluation.

It is imperative that there be national leadership
and genuine involvement of all key stakeholders, not
least those institutions and sectors that are expected to
be the major implementors and/or partners in imple-
mentation. As stated already, many of the early
national plans against HIV/AIDS did not fully address
the multidimensional aspects of the problem and
many lacked national ownership, being seen as exter-
nally driven.

The lessons learned from the past need to be
applied most diligently at this stage of formulating a
strategic plan. Involvement of all would-be imple-
menting partners will ensure ownership of the plan
and have the added benefit of setting up a platform
for the kind of collaborative partnerships that are now
the hallmark of the more successful and sustainable
HIV/AIDS programs.

The outcome of strategic plan formulation
When examining the outcome of strategic plan 

formulation it is also useful to look at  the scope of
national HIV/AIDS strategic planning. 
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B o x  4
Outcome of a Situation and 
Response Analysis

Data and guidance on activities and strategies:

What should continue.

What could be expanded.

What should be reoriented.

What should be discontinued.

What should be initiated.



SCO PE O F N AT I O N A L
S T R AT E G I C P L A N N I N G

National strategic planning is often seen as refer-
ring only to the process by which a national or 
central-level plan or framework is developed. But in
fact its scope is much wider and includes strategic
approaches to planning for HIV/AIDS at decentral-
ized levels—provincial, state, even municipal—and
also with respect to planning on thematic areas or
project development.

Within large countries it is evident that different
situations need to be understood and addressed
accordingly. In China, India or Nigeria, adopting
strategic approaches to planning at provincial, district
or county levels is clearly as critical as the need for a
national or central-level framework.  But even moder-
ate-size countries can exhibit more or less important
internal differences with regard to the epidemic, its
determinants and impact. 

Likewise, when planning for national responses in
specific “thematic” areas (e.g., injection drug use and
HIV, STD prevention and care, blood safety) or 
even when it comes to discrete projects from NGOs
or community groups, the application of strategic
approaches and thinking as described for national-level
planning remains as valid and important.

The content and scope will naturally differ for
“national” strategic plans per se and those that are
developed for decentralized levels or “thematic” areas.
At a national level, the outcome is likely to be a frame-
work that sets out key principles and policies, major
objectives and the broad strategies to reach those 
objectives. Progressing to a more decentralized level—
with provincial or district plans, for example—more
detailed objectives would be expected, with correspond-
ingly more detailed strategies and discrete activities. 

Strategic planning should not be confused with
implementation planning. Strategic planning will
focus broadly on the strategies, resources and targets of
the national (provincial or district) program, while
implementation planning will provide more detailed
attention to how the strategies are to be carried 
out. It will look in particular at how resources will 
be allocated as well as the annual, interim steps for
achieving the broader strategic planning targets.

China7

In 1997 the Chinese Ministry of Health
carried out an HIV/AIDS situation assessment
with support from the UN system and other
national and international partners to map out
the priorities and needs for an effective
Chinese response to the problem.

The result was a national-level, medium- 
to long-term plan that set out broad national
objectives and strategies. These have to be
reflected in specific provincial and local gov-
ernment policies and strategies according to
their respective situations. Given the size of
China, these situations are as different as they
are complex and there has to be a strategic
approach to planning at the local level.

The UN system and others are collaborat-
ing with a core working group on strategic
planning at the central level and with local
authorities to address these different and spe-
cific situations. A pilot situation and response
analysis is being conducted in one province,
Guangxi, at the provincial as well as the more
decentralized prefectural and county levels.
These served to guide similar processes in
other provinces in 2000. 

In this way China is implementing its 
policy of planning its AIDS prevention and
care activities in a way that matches the
diverse and changing determinants between
provinces, counties and municipalities.
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In all cases, successful strategic approaches to
HIV/AIDS planning result in plans that are relevant
to specific and changing situations, have clear respon-
sibilities for implementation, appropriate targets and
indicators for monitoring and evaluation and are
realistic about available resources.

RE S O U RC E MO B I L I Z AT I O N

Resource mobilization is often seen as an activity
that complements and takes place exclusively after the
planning process and the elaboration of a plan. 
Often it also equates with the mobilization of new or
additional resources, or only with financial resources.

Resource mobilization is in fact an integral part of
a truly strategic planning process and should refer to
mobilizing financial resources, people, communities,
goods and services. It has at least as much to do 
with making better use of available resources as with
securing additional ones.

Resource Mobilization Is About

Funds . . . but also people, goods and services

Mobilizing new resources . . . but also 
better utilization of available ones

There are a number of ways in which resource
mobilization effectively takes place through a well-
managed strategic planning process. First is the
involvement of key stakeholders and potential donors
throughout the process. Besides the ownership issue it
resolves, such involvement goes a long way towards
mobilizing the resources of the various concerned
communities for future implementation. At the same
time it helps to strengthen partnerships and build new
ones. Identifying new partners and involving both
public and private sectors in the planning process is a
fundamental strategy for countering the multifaceted
determinants and consequences of HIV/AIDS.

Secondly, the processes of situation and response
analysis contribute to the optimal allocation and use
of available and potential resources by provoking
reflection on, and providing answers to, the following
key questions:

Is the current response relevant?

Are current responses effective? Are they cost-
effective?

What are the priorities now?

Are there opportunities for reprogramming and/or
reallocating resources?

By pinpointing interventions that are less than
effective, adopting and adapting “best practices” or les-
sons learned, setting priorities and allocating resources
accordingly, strategic planners are indeed maximizing
the use of available resources.

Of course additional or new technical and financial
resources will be required in the resource-constrained
settings within which most national HIV/AIDS 
programs have to operate. But by demonstrating their
ability and commitment to make judicious use of 
existing resources, national programs will be all the
more successful in raising new ones. Plans that result
from genuine strategic planning processes are a 
concrete expression of that ability and commitment, as
is demonstrable national political leadership on the
issue. Together they are a powerful means of mobilizing
both external and international resources.

The next section looks at the issues of program
design and management which are so critical to 
successful implementation.
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P R O G R A M  D E S I G N

PRO G R A M IM P L E M E N TAT I O N 8

The strategic plan will have defined goals, priority
objectives, key strategies to reach those objectives,
broadly identified responsibility for implementation
and a set of broad targets and indicators.

The next step will be to translate the objectives
into specific work plans (or “implementation plans”)
for putting the strategic plan into action. 

There are key implementation strategies for each
objective:  a purpose, strategic outputs, measurable
anticipated results, activities, inputs, an estimated
timeframe, responsibilities for all partners, a monitor-
ing and evaluation strategy and a budget.

As with strategic planning, operational planning and
execution can be carried out at central, provincial or
local levels. Strategic plans are often set within a time-
frame of three to five years, but the implementation
plans or work plan should be set year by year to allow
for greater specificity of the work being planned and the
flexibility needed to adapt to change in future years.

It is always tempting to overdo an implementation
plan by making it too ambitious, perhaps to impress
funders, boards or departmental heads. Program
managers should resist this as much as possible so that
the plan remains feasible, realistic and one that can be
successfully delivered.

The plan’s focus is well-planned action.
Great plan and no action = no use
No plan and lots of action = little use

Main Elements of a Work
Plan/Implementation Plan

For each strategy there will be a program
design that clearly articulates the

Purpose

Strategic outputs

Measurable anticipated results

Activities

Inputs

Estimated timeframe

Responsibilities of all partners

Monitoring and evaluation strategy

Budget

This section uses the development of an implemen-
tation plan to increase access to VCT as an example.
(For a comprehensive examination of the role of VCT
in HIV care and prevention programs, see Chapter 23.)
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Voluntary HIV Counseling 
and Testing (VCT): The Issues and 
a Local Solution
Background

Imagine that the situation analysis has 
estimated that less than five percent of those
believed to be infected with HIV actually
know they are infected. In addition, virtually
all those interviewed and involved in the situ-
ation analysis expressed the concern that
despite estimated adult HIV prevalence levels
of 25 percent, very few people in urban or
rural areas are involved in HIV care and 
prevention.9 The response analysis revealed
that only three dedicated VCT centers exist,
and these are located in the capital city. It also
revealed that there is little integration of 
VCT in either STD services or primary care
services, and found that training in VCT is
sporadic and not systematized.

Thus, a program’s strategic objective or
purpose might be to increase the accessibility
and use of HIV counseling and testing 
services. If this is achieved, it will contribute
significantly to the overall objective or goal of
reducing the incidence of HIV.

Objective Target
Increase by five percent per year the level

of those estimated to be HIV infected who
receive testing and counseling.

Strategic Outputs

Establish national policy on VCT.

Improve accessibility of VCT services.

Establish post-test support clubs for PLHA. 

Institute VCT service providers skills 
development program.

Establish VCT program management and
coordination structure.

EF F E C T I V E PRO G R A M DE S I G N

An effective program design requires careful, rigor-
ous planning to ensure that all the required program
elements are identified and addressed. It also ensures
that extraneous activities—those that take up scarce
resources and time but do not specifically help to
achieve program outputs—are avoided. It also takes
into account the external but relevant conditions and
collaborations necessary for success. 

Effective program design will:

Start with a clear goal and purpose
The program goal is the highest level, a program’s
ultimate objective. The program alone generally
can’t achieve this objective—reducing the incidence
of HIV in a specific country, for example—though
it will help achieve it. The overall objective of the
program is its main purpose. The program should
be able to achieve this objective if the design is 
successfully implemented. The purpose needs to be
carefully and specifically articulated since it is the
ultimate measure of the program’s effectiveness.
The purpose of a VCT program might thus be “to
increase the accessibility to and use of HIV VCT
in country X.”

Define clear program components or “outputs”
Program outputs are the major components that
need to be undertaken to achieve the purpose.
These must be clearly defined from the beginning
since activities will be directly linked to them. 
A VCT program’s major outputs might be: (1)
Establishing a national VCT policy; (2) Improving
access to VCT services; (3) Establishing post-test
VCT clubs for PLHA; (4) Establishing a VCT
service providers training institute; and (5)
Establishing a management/coordination structure
for the program.
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Spell out major activities
Major activities are those broad tasks to be com-
pleted to produce a given output. Activities that are
not specifically relevant to achieving outputs
should be avoided since they will, in fact, draw
time and effort away from successfully achieving
the program purpose. Carefully articulating the
major activities and resource inputs needed to
achieve the desired outputs will help the designers
judge whether the planned outputs are realistic
given the available resources. Major activities for
establishing a national VCT policy, for example,
might include establishing a working group,
consulting with relevant communities, developing
and presenting a consensus strategy for considera-
tion, adapting it as a result of the consultative
process and finalizing and disseminating it.

Define measurable results
Program indicators describe how the program will
define success. They need to be articulated for the
purpose and outputs. The program indicators 
specify in measurable terms what is to be ultimately
achieved; benchmark indicators allow one to 
assess periodic progress toward reaching the target.
Effective indicators are those that are specific,
measurable, appropriate, realistic and time-bound
(SMART). An indicator for improving accessibility
of VCT services might be “three integrated services
in the capital city and one rural center established
by program month 12” or “A hundred VCT clients
tested per week by month 18.” 

Assess risks and assumptions
Every program relies on specific external factors
and conditions that need to exist for it to run
smoothly. An NGO’s post-test club program for
HIV-positive youth, for example, may rely on 
government-provided condoms and quality public
sector STD services. External policy factors, e.g.,

legal restrictions on the promotion of condoms to
youth or the openness of the community in allow-
ing meaningful dialogue with youth on matters 
of sexual health, can present challenges to key pro-
gram components. It is useful for each output to
carefully consider and clarify its inherent key
assumptions for successfully reaching the planned
outcomes. In many instances, factors that initially
appeared “external” may well be within some realm
of action by the program. For example, if the dis-
trict health team or NGO is not confident about
community reaction to condom promotion for 
sexually active youth, program managers can 
simply risk launching the program and hope for
the best—or they can build in an early consultation
and advocacy component to cultivate the support
and seek the ideas of key stakeholders and influ-
encers in the community for working with youth
who are living with HIV. It is important that pro-
grams carefully monitor the external assumptions
and risks for any negative impacts and consider
alternative strategies should they become necessary.

TH E PRO G R A M
LO G I C A L FR A M EWO R K

One method for rigorously formulating an effective
program design is the Program Logical Framework,
or LogFrame. A LogFrame is an organizational schema
for conceptualizing and presenting the goal, purpose,
outputs, major activities, measurable results (and how
those results will be captured) and critical risks and
assumptions of a proposed program. At the activity
level, the LogFrame summarizes resource inputs
required to undertake the program. When used as a
participatory design tool with key stakeholders, the
LogFrame provides a structure for clearly defining the
program purpose, logically thinking through the key
program elements (outputs) necessary to achieve the
purpose and the major activities needed to produce
each output. By actively considering the external risks
and assumptions at the time of design, program
planners are able to assess whether these “externalities”
can be internalized or incorporated into the program
design. They can also assess whether the program can
identify strategic alliances and partnerships that will
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Program Description Objectively Means of Risks &
Verifiable Indicators Verification Assumptions

Goal: To reduce the 
incidence of HIV in Country X.

Purpose: To increase
accessibility to and use of HIV
VCT services in County X. 

Outputs:
1. National policy on VCT 

established.
2. Improved accessibility of

VCT services
3. Post-test support clubs for 

PLHA established.
4. VCT service providers

skills development 
program instituted.

5. VCT program
management and 
coordination structure
established.

Activities:
1.1 Establish working group.
1.2 Consult with communities.
1.3 Present consensus 

strategy.
2.1 Integrate VCT into 

existing antenatal/MCH 
services.

2.2 Expand capacity of 
central referral clinic.

2.3 Establish three new VCT 
clinics in rural centers.

3.1 Appoint board for post-
test clubs.

3.3 Establish full range of 
services.

3.4 Establish new financial 
supporters.

4.1 Develop curricula for 
service providers.

4.1 Conduct training for staff.
5.1 Identify key staff.
5.2 Produce organizations

structure proposal.
5.3 Finalize structure based 

on MOH input.

HIV incidence reduced from
__% to __% by 2004 among
target populations.

The level of PLHA who receive
counseling and testing
increases by 5% per year
through 2004.

1.1 Policy adopted by month 
12 and disseminated 
broadly by month 18.

2.1 Three integrated services
in capital city and one 
rural center by month 12.

2.2 One hundred clients per 
week being tested by 
month 18.

2.3 Three new rural VCT sites 
established serving 20 
clients per week by 
month 12.

3.1 Post-test clubs to have 
membership base of 150 
by month 12.

3.2 One new financial 
supporter identified by 
month 12.

4.1 X staff trained per year.
5.1 Organizational structure

approved by MOH by 
Month 2.

5.2 All management unit staff
in place by Month 6.

Inputs required:
1. Staff salaries, 

transportation costs, 
facilities for meetings, 
printing and distribution 
costs.

2. Staff, training, test kits, 
local promotion, facilities 
renovation, stationery.

3. Staff, training, volunteer 
support, meeting costs, 
material support for 
PLHA.

4. Staff, training, teaching 
materials, facilities.

Incidence study

Clinic records

1.1 Policy document
2.1 Clinic records
2.2 Clinic records
2.3 Clinic records
3.1 Quarterly program

reports
3.2 Quarterly program

reports
4.1 Quarterly program

reports

Those tested adopt risk 
reduction behaviors.

Donor funding is available to
ensure a steady supply of test
kits.

Strategic alliances are formed
with community groups who
can provide follow-on PLHA
and their families.

Stigmatization regarding HIV
testing is reduced.



need to be established. By providing in a one-page
table the descriptive program information, anticipated
results and how they will be measured and the key
assumptions, the LogFrame is also a very useful
overview and monitoring tool. LogFrames can be used
inappropriately by some as a prescriptive model to
achieve the ends of planners (to have a plan) without
respecting the process of consulting key stakeholders.
To be effective, they must be used in a participatory,
consultative manner.

The VCT example discussed above is presented
above in LogFrame format.

MO N I TO R I N G A N D EVA LUAT I O N

Managers need to monitor the progress of program
implementation and find out whether activities are
being carried out as planned, with regard to the 
timeframe and planned resources, and whether the
activities are having the anticipated impact. (For a
comprehensive discussion of program evaluation and
surveillance, see Chapter 5.)

Developing a monitoring and evaluation plan is a
critical task and a key management tool for:

Assisting and guiding managers in adapting the
strategies and activities to increase their effective-
ness in a timely fashion.

Providing information about the program’s progress
and effectiveness to decision makers and funders.

A comprehensive program evaluation plan will
address process and outcome and possibly even impact
data needed to determine program progress and effec-
tiveness. Process data will allow the program managers
to measure implementation targets such as the number
of people reached, condoms distributed, people seek-
ing STD services, individuals referred for counseling
and HIV testing, schools that have instituted HIV
education programs or PLHA who have been referred
to community support services. Outcome data reflect
behavioral results of target audiences such as the 
percentage of the target audience who report condom

use with the last non-regular partner, knowledge of
prevention methods or who were treated correctly with
standard treatment protocols. Impact data generally
refer to biologic targets, such as  reductions in STD or
HIV incidence. 

The overall program evaluation plan will probably
be articulated in the broader, multi-year strategic plan.
For the work plan, it will be important to note the
evaluation/monitoring activities to be conducted 
during the specific year, as well as the periodic targets.
Paying attention to the process data that measure
the progress of program implementation will help
determine whether the program is reaching its service
objectives.  If not,  it will provide an opportunity to
analyze what the program needs to do to get on track. 

The monitoring and evaluation plan must be put
in place at the start of the program. Setting goals 
and productivity targets helps to motivate and assess
performance, particularly when the targets are realistic
and relevant to available resources. The monitoring
and evaluation plan is thus intricately tied to the 
planning process.

Timeframe and responsibilities
This step provides a “reality test” for the design 

by spelling out the implementation partners and the 
timing of activities. Considerations at this step will
include assessing the readiness of partner institutions
to participate, the feasibility of implementation staging
and the time proposed for program start-up and
implementation. It will also provide an indication 
of the intensity and timing of funding requirements as
the program moves through the stages of planning
toward launch and full-scale implementation.

An implementation schedule provides in tabular
format a summary of the major activities in a timeline.
It shows who does what, by when and in what order.
It also clearly displays the temporal relationship
between major activities and helps to ensure internal
consistencies for program launch and implementation.
Thus, for example, behavioral research that will serve
as the evaluation baseline for a post-test club PLHA
support program will need to be conducted early on in
program implementation. These data will also be use-
ful in preparing outreach educational materials, and
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are thus key to the process. Educational materials
must be made available before interpersonal outreach
can begin. The timeline will help determine the
sequencing of inputs and activities. It also will help
program managers take into account realistic time-
frames for the various program stages—planning,
launch, pilot testing, planning for scale-up and 

program expansion. The implemen-
tation schedule will also provide a
quick reference for monitoring
progress of activities and anticipat-
ing where subsequent, dependent
program activities may either be
ready to start earlier or need to be
delayed. It is therefore useful to
keep the implementation schedule
in a visible place so it can be
referred to often and easily updated
as needed.

Budgeting and financial
management

Among the data that program
managers should monitor closely is
financial information. Budgeting is
a straightforward process that
defines the financial resources
needed to implement the proposed
work plan. Budgets need to: 

Provide enough detail to allow
effective monitoring, but be
simple enough to allow man-
agers to easily comprehend what
is important and be periodically
updated without too much
trouble;
Distinguish between recurrent
costs (e.g., salaries, rents, fuel,
transportation costs) and less
frequent capital costs (e.g., com-
puters, vehicles); and 

Provide sufficient estimation leeway to accommo-
date small, unanticipated costs or small cost 
overruns.

Standard line items are salaries, salary benefits, con-
sultants, travel/transportation costs, procurement, and
other direct costs. A sample budget is provided in
Figure 1.   

It is not uncommon for program managers to rele-
gate development and monitoring of the program
budget to “finance people.” But it is clearly important
in managing a program to know whether the budget
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Sample Timeline for Strategic Output 1
Timeline Month Month Month Month

3 6 9 12

Strategic Output 1: 
Establish National policy on VCT

1.1. Convene working group. X

1.2. Consult communities, rural areas,
major NGOs. X

1.3. Prepare draft policy for circulation
and comment. X

1.4. Finalize draft policy based on input. X

1.5. Present revised document for departmental
approval and financial support. X

1.6. Disseminate policy to all health centers 
and other appropriate entities.

F i g u r e  1
Summary Budget
Title: Kenya VCT — Project ID #: 4558-89

Fiscal Year 02 Fiscal Year 03 Life of Project

1 October 2001 1 October 2002 1 October 2002
30 September 2002 31 March 2002 31 March 2002

12 months 6 months 18 months
Kenya shillings Kenya shillings Kenya shillings

1. Salaries 326,667 163,333 490,000
2. Fringe Benefits 65,333 32,667 98,000
3. Consultants 1,658,000 410,750 2,068,750
4. Equipment/Procurement 108,500 11,500 120,000
5. Travel/Transportation 433,333 216,667 650,000
6. Office Expenses 115,403 57,701 173,104
7. Other Direct Costs 1,854,007 270,993 2,125,000
Total Project Costs 4,561,243 1,163,611 5,724,854



is adequate and spending is proceeding as planned.
Financial expenditures are one important indication
of program pace. By actively monitoring program
expenditures it is also possible to identify over-expen-
ditures that may jeopardize the availability of funds
for other elements of the program or, alternatively,
any budget savings that can be applied in a timely
manner to unfunded or underfunded program areas.
Program managers should work closely with financial
officers to regularly study the budget and program
expenditures tracked against it.

A number of simple tools can help in monitoring
the budget. A simple graph plotting planned quarterly
expenditures against actual expenditures provides a
useful visual presentation of spending rates. A quar-
terly expenditures table by major line items showing
annual budget and remaining balance allows managers
early on to identify expenditure trends and potential
financial constraints.   

SU S TA I N I N G A N D
SC A L I N G-U P PRO G R A M S

The concept of sustainability generally relates to
the ability of the implementing organization and part-
ner organizations involved in the program to continue
to pursue the objectives when initial funding ceases 
or is diminished. While securing long-term financial
resources is critical to a program’s continuity, it is
essential for program managers to look more broadly
at the issue of sustainability.

First, one must ask whether the program should be
sustained and, if so, at what level and via what mecha-
nisms. Determining whether a program should be 
sustained is a matter of assessing the need for it and its
level of success in addressing this need.  If there is a
need and the program is successfully addressing it, the
implementing organization must consider the appro-
priate level and mechanisms for continuing it. Is the
program meeting all of the identified need? If not,
how can it be expanded or scaled-up? Can the current
implementation structure be extended to accommo-
date the need for growth, or should the implementing
agency/agencies take on additional partners? Should
the primary implementing agency evolve from an

26 C H A P T E R  O N E — S t ra t e g i c  P l a n n i n g ,  P r o g ra m  D e s i g n  a n d  M a n a g e m e n t

F i g u r e  2
Family Health International
Kenya VCT — Project ID #: 4558-89

Budget FY02 Q1 Q2 Q3 Q4 Total Budget
Line Item Budget FY01 Remaining

I Salaries 326,667 74,321 95,788 95,788 265,897 60,770
II Fringe Benefits 65,333 14,864 19,158 19,158 53,179 12,154
III Consultants 1,658,000 258,845 455,858   501,852 1,216,555 441,445
IV Equipment/Procurement 108,500 45,850 54,790 100,640 7,860
V Travel/Transportation 433,333 75,855 89,523 154,852 320,230 113,103
VI Office Expenses 115,403 24,458 35,450 43,500 103,408 11,995
VII Other Direct Costs 1,854,007 156,384 569,211 456,235 1,181,830 672,177
VIII Total 4,561,243 650,577 1,319,778 1,271,385 3,241,739 1,319,504

Budget Summary
FY02 Budget 3,816,569
Total Expended 3,241,739

Remaining Balance 574,830



implementing body to a facilitating
agency, catalyzing the participation
and adoption of the program by
other organizations? Is there
sufficient capacity to continue or
expand the program?

In this context, the issue of 
sustainability must address not
only financial sustenance but also
organizational, technical and 
management readiness. Planning
for sustainability requires, among
other things, constructing careful
networks and alliances of key part-
ners who share a common vision
and commitment to the point of
contributing their own unique
resources to seeing it fully take
hold. If, for example, a pilot life
skills program is being carried out
in the education sector, a compre-
hensive alliance of educators 
from the senior education policy
arena—from decision makers to
the teachers who will ultimately be responsible for
teaching the curriculum—must be involved from the
beginning so they have a sense of ownership in contin-
uing and expanding the program after initial funding
runs out.

Program scale-up is one of the most timely con-
cerns of HIV/AIDS programs worldwide. Clearly,
unless programs are able to move from “boutique” to
massive coverage, the impact of even successful pro-
grams on the national level epidemic will continue to
be marginal in many instances. 

P R O G R A M
M A N A G E M E N T

As noted earlier, successful programs require a
sound design. But even the most effective design will
be jeopardized in the absence of skilled management
of human, financial and technical resources within
supportive structures and systems. It is not uncommon
for competent technical experts, specialists and com-
munity activists to find themselves in management
positions though they have little training or experience
making decisions, which can leave them at times feel-
ing uncertain or even uncomfortable. Finding the time
to access formal management training, even finding
time to read management books, is often difficult 
for busy managers who relegate skills upgrade to the
bottom of their priority list.  Finding a mentor, some-
one with good management skills who can regularly
consult and provide support and feedback, is often a
more viable strategy with timely benefits.
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T a b l e  1
Kenya VCT FY 02 Budget—
Expenditure Analysis (Project ID#: 4558-89)
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The remainder of this chapter examines some of
the program management issues that can improve the
likelihood—or alternatively reduce the chances—for
program success. While many of the points apply
broadly to management, many are particularly relevant
to HIV/AIDS programming in resource-constrained
settings.

Successful program implementation
rests on effective management of
human, financial and technological
resources.

ORG A N I Z AT I O N A L DE V E LO P M E N T

The way that individuals in an organization relate
to each other through formal structures and shared
values will have a major influence on their effectiveness.

Organizational structure
Structure should always follow the objectives and

functions of the program, not the other way around. It
is important to articulate the organization’s objectives
and functions before determining the kinds of skills
and structures an institution needs to achieve its man-
date. Structures, systems and processes that facilitate
rather than hinder the achievement of an organization
or program’s objectives will be:

As simple as possible.

Clearly articulated and understood by all.

Transparent in their rationale. 

Responsive to the evolving size of the organization
and program mandate. 

This last point is important as it suggests that
structures, systems and processes need to be reviewed
periodically so they continue to be relevant and 
support the organization and its programs. This is
especially important for HIV/AIDS programs, which
often start small but may grow rapidly, particularly
with the emphasis on program scale-up. In these
instances system development often lags.

Organizational culture and values
Organizations often rely too much on structure

alone for their smooth functioning. When major
problems arise, their automatic reflex is often to
restructure the organization rather than deal with its
underlying values and culture.

In one STD clinic there were major problems with
staff morale and conflict, leadership and job perform-
ance. The staff blamed these problems on the physical
surroundings of the clinic and its internal structure.
These were both changed, but the problems remained
simply because the central issues of leadership,
performance management and staff morale were not
addressed.

The values to which a program aspires and adheres
should be developed with the broad participation
of all parts of the organization, and be clearly articu-
lated, disseminated and strongly supported by all
staff, particularly the leadership team. Such values
might include honesty, openness of information,
integrity and teamwork. The process of articulating
organizational values should be more than an exercise
in brainstorming lofty rhetoric.  Giving lip service to
values that are not put into action will contribute to
declining staff morale and lower productivity.

The culture and values that are adopted should be
consistent with the values needed for effective HIV
prevention and care, such as the participation of 
those infected and affected by HIV, commitment to
dissemination of open and honest information and
non-discrimination.

Posting your culture and values on
the wall will encourage you and other
staff to stick to them.
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LE A D E R S H I P

HIV/AIDS programs around the world have
notably been led by strong, charismatic individuals,
whose distinctive styles and characteristics are clearly
imprinted on the work of their organization. While
their drive and passion have frequently been primary
motivators for program success, effective leaders know
that more than “star quality” is required to consistently
deliver productive and sustainable programming.

Characteristics of leaders 
There are many different analyses of the characteris-

tics of effective leaders and managers. While different
characteristics and skills are needed in different
cultures, the following are typical leadership qualities10:

Self-awareness: the ability to recognize one’s
moods, emotions and drives, as well as their effect
on others.

Self-regulation: the ability to control or redirect
disruptive impulses and moods, to act rather than
just react.

Motivation: a passion for work that goes beyond
status and money.

Empathy: the ability to understand others.

Social skills: skills in managing relationships and
building networks, and the ability to find common
ground and build rapport.

Effective leaders also:

Understand the difference between leadership
versus management. Leadership involves provid-
ing the vision, inspiration and encouragement to
all program participants, and management involves
direct supervision of staff who report to a manager.
Effective leaders will manage only the staff mem-
bers who report to them and leave management of
other staff to the managers concerned.

Delegate. In many public health programs where
managers often have little formal management
training, managers often try to  “over-control”
program implementation and their staff.
Organizations and individuals invariably work
most productively when staff have clear delegation
of responsibility together with the necessary
authority.

Manage information efficiently. Most AIDS 
programs manage a huge amount of information,
including correspondence, requests for briefings,
reports and new information about the many
aspects of the epidemic. Effective leaders will
develop a mechanism for dealing with issues rapidly,
such as using the principle of “touching paper only
once.” It is important to make a decision about the
appropriate action generated by a briefing—such as
write a letter, request more information or send an
e-mail—at the time of first encounter, rather than
deferring action and possibly forgetting about it.
Such delays in responding can be very demoralizing
for staff or stakeholders who may have gone to 
great lengths to prepare the document or briefing
and whose follow-up is stymied until a response is
received. This also relates to the next issue.

Set priorities. Most AIDS programs place too
many demands on too few managers who may find
themselves reacting only to the urgent issues or the
easy ones that do not require much “thinking
time.” But it is the important issues—particularly
those addressed in the implementation plan—that
need to be dealt with as priorities, not the urgent
or easy ones. Effective leaders try to spend some
time every couple of weeks to refocus on the major
issues in the implementation plan.

Effective leaders or would-be leaders often have a
personal plan for building their leadership skills,
including identifying a mentor for ongoing advice and
guidance.

STA F F I N G

Most HIV/AIDS programs struggle with staffing
issues. All too often in the public sector, HIV/AIDS
responsibilities are added on to already full portfolios.
In the private NGO sector, staffing is limited by
insufficient funding. In both sectors, inadequate remu-
neration, poor skills and burnout affect performance.
This is why recruiting, supporting and guiding high
quality and suitable staff are key to effective
HIV/AIDS programming.
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Post descriptions
Position descriptions need to be well-formulated

and clear and fit into the overall structure of the
organization (see below). As a guide they should cover
the following areas:

Objectives (what the job is trying to do).

Organizational context (how the job fits into the
overall structure and function of the organization).

Responsibilities (specific tasks and areas covered).

Accountability and reporting (clear account of
reporting requirements, which should also include
responsibilities of the supervisor).

Special features (of the job, the organization or the
external environment).

Knowledge and skills requirements (these are key
selection criteria for the post).

Recruiting
The process for selection should be clear to all 

concerned and should be as open as possible to find
the best candidates and be consistent with organiza-
tional values of transparency and integrity. After a
clear position description is prepared, it should remain
at the core of assessing and recruiting the candidate.
Candidates whose skills and background are simply
not well matched to the post—regardless of how
impressive or passionate about the work they may
be—should not be selected with the intent of “fitting
them in” or recasting the job. It is important to 
match the requirements of the post with the skills and
experience of the candidates.

As HIV/AIDS programs evolve beyond their origi-
nally limited scopes, there is a tendency to promote
people beyond their level of competence. Premature
promotion can be damaging both to the individual 
as well as the organization. To the extent possible, 
program managers should actively support professional
development to prepare staff for additional responsi-
bilities before they are considered for promotion.

Professional development
As noted, it is in the best interests of the organiza-

tion and staff to institute a system for professional
development. Most people come to a job with only 
60 percent to 80 percent of the skills and experience
needed to best carry out the post. So it is important
that they have the opportunity to develop some level of
skills “on the job,” for which time and a small budget
need to be allocated. This professional development
also becomes part of performance management.

One often overlooked area of professional develop-
ment is communication and presentation skills. Most
programs require interaction with a large number of
internal and external colleagues and partners. Several
staff across the program should be able to convincingly
and clearly articulate the program’s goals, activities 
and successes. 

Performance management 
This is perhaps one of the most difficult, but 

essential, areas of human resource development.
Performance management requires regular formal and
informal communication between managers and staff.
It is key to ensuring reflection and analysis of effective-
ness and efficiency, and to identifying in a timely 
fashion adjustments that may be needed to schedules
and objectives. Managers should remember to praise
strong performance, identify performance problems
and address how the manager can facilitate greater
performance.

Individual work planning
Individual work plans articulate the expected out-

put from each staff member. They also spell out the
distinct contributions of various team members across
the program toward the achievement of the program
objectives. Individual work plans should be derived
from the implementation work plan of the program as
a whole, and then from the work plan of the units or
teams. Often a great deal of time is spent in develop-
ing detailed work plans that are not followed. This is
why it is important to develop flexible, relatively easy
and quick individual work plans that can be referred
to regularly.
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Moving staff on
Sometimes people are in positions where they are

not performing and, despite their own and their
supervisor’s best efforts, their performance may not
improve. This can refer to staff who do not have the
skills they need to perform well in a specific job, may
be “burned out” or insist on controlling or blocking
the activities of colleagues or the staff they supervise.
In this case it is in both the individual and organiza-
tion’s interest to help the individual find alternative
employment.

Volunteer staff
Many community-based HIV/AIDS programs rely

heavily on the support of volunteer staff. Volunteers
significantly expand the capacity of NGOs and CBOs.
But they present special human resource management
issues. Performance management takes on special
nuances for these programs. Individuals who volunteer
often hope their volunteer status will evolve to paid
employment at some point. They can become quickly
disillusioned when this does not materialize. Sustaining
motivation and expecting quality performance can 
be challenging. Many projects find they need to search
constantly for volunteers to replace those who have
faded out of the program.

Despite their heavy reliance on volunteers, many
programs have only a rudimentary knowledge of 
how to manage these special staff. It is essential for
programs that rely on volunteers to understand what
motivates people to volunteer and what will retain
their interest in doing so. Program managers need to
ensure that there is consistency between volunteer
motives and what the program can reasonably offer in
return. Aside from the possibility of paid employment,
many people volunteer out of a strong desire to help
or be seen as a leader in their community. HIV/AIDS
programs can satisfy these motivations, though doing
so requires specific action on the part of program
management. This can include:

Involving volunteers in program design, implemen-
tation, monitoring and evaluation decisions. 

Reporting back to them on the successes of their
combined efforts (e.g., comparing current and 
previous behavior change survey results or count-
ing the number of people in the community

reached by the program, those who have come 
forward for counseling and HIV testing, or the
number of condoms that have been distributed). 

Providing volunteers with a “career path” of
increasing responsibility (e.g., from peer educator,
to peer educators group leader, to peer educator
volunteers coordinator).

Taking time to recognize their efforts (e.g., writing
letters of thanks or congratulations for personal
achievements; celebrating their birthdays; selecting
“Volunteers of the Year”; honoring them at an
annual general meeting and sending a press release
to the local media; and encouraging them to help
promote the program in press conferences and in
meetings with donors).

It is important to recognize and plan for the possi-
bility that volunteers will eventually want to leave the
program. The program should clearly show its appreci-
ation for their participation through whatever means
may be possible, and volunteers should be encouraged
to be informal “ambassadors” for the program within
their community.

This kind of support for volunteers takes time 
but offers real benefits in terms of retained, motivated
volunteers. To ensure this support, programs should
identify a staff person with specific responsibility for
coordinating and supporting volunteers.

AL L I A N C E DE V E LO P M E N T

It is evident that neither governments nor NGOS
alone can effectively combat HIV/AIDS. This is why
program management and implementation depend
upon the willingness of different partners in the local,
provincial or national response to build alliances, 
particularly with sectors outside health. In successful,
sustainable alliances all parties achieve benefits they
could not achieve on their own. To build such
alliances program managers should fully involve
potential planners early on, look for common ground,
identify the comparative advantages of each partner,
ascertain where everyone’s interests intersect and 
articulate how responsibilities and workloads can be
coordinated and shared for mutual benefit.
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Tanzania’s NGO Clusters
Tanzania is a country rich in community-

based organizations (CBOs) serving the
diverse needs of numerous specific constituen-
cies. When USAID in the early 1990s wanted
to develop a program to support the NGO
response to HIV/AIDS, the agency struggled
for a mechanism to reach out to a large num-
ber of these organizations. In collaboration
with Family Health International and local
NGOs, USAID created the concept of “NGO
clusters.”  Under this mechanism, NGOs and
CBOs in the same geographic area met
together, conducted joint strategic planning
exercises, and developed joint regional plans
for HIV/AIDS prevention and care. The
cluster concept allowed each NGO or CBO 
to contribute its unique strengths to the com-
bined effort, and to achieve broad coverage
while minimizing redundancies and internal
competition. NGO clusters have expanded
across the country and  now include local 
government offices as cluster partners.

Governance boards,
management committees

Most programs have some form of internal advi-
sory committee or council. If used inappropriately,
these bodies can present obstacles to getting things
done. If used well and supported by the program with
good information, they can provide strong political
protection, support and advice to the program. Given
that in virtually every country effective HIV programs
require political and bureaucratic courage in challeng-
ing the cultural and political status quo, an influential
council or board can indeed be useful. These boards
and committees are most useful for their strategic
guidance and support, and also for their influence and
networks. They should not be involved in running
day-to-day programming.

Key points to remember in selecting a board or
management advisory committee include:

Do not simply select friends or colleagues to sit
on the board. The program will be served best by
individuals who maintain some distance and objec-
tivity, not those who will merely “rubber stamp”
the ideas of program managers.

Aim for membership from a broad spectrum of
society beyond only health professionals. People
from banking, local government, successful private
sector businesses, social welfare agencies, religious
institutions, and PLHA can all help to open doors
for the program when necessary.

Ensure that there is a well-defined mandate of
responsibilities and length of service for the
board.

Constituent feedback and collaboration
Besides management advisory councils, programs

will want to have direct and regular contact with their
target audience and the communities they are serving
to make sure program activities are both responsive to
and supported by their constituency. This contact can
be achieved through such strategies as regular focus
groups, informal but purposeful interaction by peer
educators and outreach workers, more formal periodic
meetings with program management staff and by
convening constituent advisory councils.

Program monitoring isn’t these efforts’ only goal.
Other goals include appropriate, two-way discussion
of program goals and objectives; implementation
strategies; and results to motivate continued commu-
nity action—such as sustained behavior change by the
target audience or continued political, economic and
social support for the program by key stakeholders.
Promoting program activities and successes through
meetings, the media, newsletters, etc., will help to
ensure political support for the project. It can also
strongly motivate individuals in the community to
adopt and sustain behavior change strategies, directly
helping to achieve the program’s goals. 
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ADVO C AC Y

Arguing for resources and appropriate policies 
and legislation requires careful planning and strong
advocacy skills. Inside government, managers need to
“manage upwards.” This requires persistence and
attention in presenting well-argued proposals to senior
staff  and government ministers. National AIDS 
programs likewise require other government offices
and sectors in society to commit time, personnel and
finances to HIV control. From the NGO perspective,
it is often difficult for community groups to get 
governments to take their roles and responsibilities
appropriately, see them as true partners and allocate
sufficient resources to them. Whether it is securing
funding or policy change, advocacy is a key strategy.

Important characteristics of effective advocates
include:

Credibility. To influence others, one must first 
be seen as knowledgeable and trustworthy. Policy
makers and funders need to be convinced that
advocates know the issues and can substantiate
their position.

Strong communication skills. It is essential to be
able to clearly and persuasively share information.

Familiarity with the system. Successful advocates
know “how things get done,” who are the key
influencers, the processes available for achieving
changes, the pressure points and the most critical
timing. Finding a “champion on the inside”—
someone who will benefit from taking up the
cause—can improve the likelihood of success.

Ability to find win-win situations. Successful
advocates structure policy advocacy so that both
sides find some benefit from a policy or agreement.
One-sided wins may be successful in the short-
term but will make subsequent negotiations and
alliance building more difficult. 

Taking the long-term view. Success often does 
not happen overnight. Being patient and persistent
is often critical to eventual success. Successful
advocacy also requires compromise.

Being strategic. Often there may be a number 
of ways to achieve the same result. Successful advo-
cates will find the most plausible, least politically
costly strategy.

C O N C L U S I O N
The HIV/AIDS epidemic has evolved over the past

20 years to the point that HIV/AIDS experts refer not
only to epidemics and sub-epidemics at global and
regional levels, but within individual countries as well.
The scope and nature of the responses to HIV/AIDS
have also evolved over this time, in some countries
more effectively than in others. Early, externally driven
planning processes and plans have been replaced by
participatory, community-driven strategies responsive
to resource levels and citizen sensitivities. The notion of
a national HIV/AIDS program is often over-simplistic
and naïve.  More often than not the national program
is really a loosely connected array of discrete public and
private sector activities that may or may not be guided
by common goals, objectives and targets. Years of expe-
rience, valuable lessons, emerging technical strategies,
expanded partners and increased donor funding all sug-
gest the importance and relevance of strategic planning
at all levels, as well as strong program and project man-
agement.

It is time to transform limited demonstration 
projects into an effective, multi-layered, national-level
response guided by across-the-board strategic approaches
to planning and implementation. Careful, participa-
tory planning will facilitate optimal use of available
and future resources now as well as greater flexibility
to respond to the new challenges and opportunities
that lie ahead. 

Program scale-up presents new challenges. The way
forward is unclear and there is much debate about next
steps:  Can community-based efforts effectively be
grown into district and multi-district programs? Should
community-based programs be overlooked in favor of
programs that can start and sustain themselves at the
national level? Will strategies that work at a community
level be equally successful when they are franchised, 
multiplied and repackaged? Will NGOs be able to trans-
form themselves to work on larger scales, or will they
lose those qualities that make them most successful? 

What is known for certain is that coverage must
increase. But while funding scenarios now appear more
positive than they did in the recent past, additional
resources will still not be enough to address global
requirements. This is why program managers must
vigilantly promote effective strategic planning and solid
program design, and maximize the effectiveness of
management and implementation. 
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I N T R O D U C T I O N

HIV/AIDS program planners and policy makers are often confronted
with a wide range of worthy and effective interventions but severely lim-
ited resources for carrying them out. In the past it may have been accept-
able simply to allocate resources to specific interventions based on the best
judgment of those making the decisions—such as evenly dividing the pre-
vention resources for condom distribution; information, education, and
communication (IEC); and sexually transmitted disease (STD) interven-
tions.  But today there is a growing need to prove that resource allocation
decisions are made strategically, based on sound principles, and represent
good value.

The increased emphasis on accountability often necessitates accessing data
that have never been collected before, and health economists are often
asked to contribute to the decision making process.

This chapter is for HIV/AIDS program planners and decision makers who
are thinking of using an economic evaluation to determine how to focus
their financial resources and demonstrate that their interventions are
producing good value. The chapter is designed to define and differentiate
the various forms of economic analysis that can be used to evaluate
HIV/AIDS interventions, as well as to identify the problems associated
with each approach.

S T R A T E G I E S  O F  E C O N O M I C  E V A L U A T I O N

The four types of economic evaluation are: cost analysis, cost-effectiveness
analysis (CEA), cost-utility analysis (CUA) and cost-benefit analysis
(CBA). All have a number of advantages and disadvantages when applied
to HIV/AIDS issues. Each of the four types of economic evaluation is
preferable under certain circumstances, depending on the type of informa-
tion required and the resources available for performing the study, and
each one has been used to address issues of HIV/AIDS. 
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C O S T  A N A L Y S I S

A cost analysis is the simplest form of economic evaluation, as it involves
evaluating the costs of HIV/AIDS interventions but does not require
estimating the value of the output produced. It usually includes at least
the following components:

Methodology and assumptions 

Full cost 

Incremental cost 

Future cost 

Cost recovery

C O S T - E F F E C T I V E N E S S  A N A L Y S I S  ( C E A )

A CEA allows program planners and other decision makers to move
beyond a simple evaluation of costs and attempt to assess the value (in
non-monetary terms) of the outputs produced. In the field of HIV/AIDS,
CEA has been the most frequently used approach for economic evalua-
tions.

C O S T - U T I L I T Y  A N A L Y S I S  ( C U A )

CUA usually states the denominator of an economic evaluation in terms
of Quality Adjusted Life Years (QALYs), Disability Adjusted Life Years
(DALYs), or Healthy Years Equivalent (HYEs), rather than illness averted
or treated. CUA is useful for politicians and policy makers because it
allows them to compare or rank different interventions in league tables. 

C O S T - B E N E F I T  A N A L Y S I S  ( C B A )

A CBA puts a monetary value on both the cost of the program and its
output. The greatest problem with this approach is that it is very difficult
and controversial to assign a monetary value to changes in a person’s
health. There are two economic methods of measuring benefits within a
CBA for HIV/AIDS interventions in developing countries: 

Cost of illness (COI) approach

Willingness to pay (WTP) approach

L E S S O N S  L E A R N E D

The application of economic techniques to evaluate HIV/AIDS 
interventions in developing countries has revealed a number of challeng-
ing obstacles. This section offers recommendations for pursuing the 
four approaches in a number of hypothetical scenarios that illustrate the
immediate need of policy makers in evaluating their HIV/AIDS 
programs.
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P
rogram planners and policy makers in the field of HIV/AIDS

often confront a wide range of worthy and effective interventions,

but have severely limited resources for carrying them out. In the

past it may have been acceptable simply to allocate resources to specific

interventions based on the best judgment of those making the decisions—

such as evenly dividing prevention resources for condom distribution; infor-

mation, education, and commu-

nication (IEC); and sexually

transmitted disease (STD) interventions. But today there is a growing need

to prove that resource allocation decisions are made strategically, based on

sound principles, and represent good value. For example, when new research

shows there are effective prevention and care interventions—such as volun-

tary counseling and testing (VCT), nevirapine for limiting mother-to-child

transmission (MTCT) and tuberculosis (TB) prophylaxis—decision makers

must determine whether strained HIV/AIDS budgets should be stretched

even further to pay for these new interventions.

The increased need for accountability also often necessitates accessing

data that have never been collected before. In some cases it may be 

enough to make informal estimates for donors or the government about

the money spent on each intervention and the amount of output pro-

duced. But it is increasingly necessary to make difficult decisions based on

knowledge concerning each intervention’s “value for money.”

Health economists are often asked to contribute to this decision-making

process.  Health economists have a range of evaluation tools available to

them, each with its own distinct advantages and disadvantages. When

program planners and policy makers are confronted with this range of 

different approaches to economic evaluation, they often have a hard time

understanding which one is appropriate for the given needs and audience.

I N T R O D U C T I O N
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When is a cost analysis of different HIV/AIDS interventions sufficient?

How theoretically sound are cost-effectiveness and cost-utility analyses?

What resources are required to conduct each type of analysis?

As a result of this confusion about the proper use of economic evalua-

tion tools, some policy makers consent to research studies that are more

complex than is actually necessary for answering their questions. In other

cases, policy makers recommend certain types of economic evaluations

that lack the rigor they need to be truly useful. 

The most common economic analyses used with HIV/AIDS interven-

tions are cost analysis, cost-effectiveness analysis (CEA), cost-utility 

analysis (CUA) and cost-benefit analysis (CBA). These can be seen as a

continuum, with cost analysis being the simplest but least informative.

On the other end of the scale, CBA is often the most difficult type of

evaluation to conduct, though it often provides the most comprehensive

picture of the intervention.

This chapter is intended for HIV/AIDS program planners and decision

makers who are thinking of using an economic evaluation to determine

how to focus their financial resources and demonstrate that their interven-

tions are producing good value for money. The chapter is designed to

define and differentiate the various forms of economic analysis that can be

used to evaluate HIV/AIDS interventions and identify the problems asso-

ciated with each approach. It is not intended to be a technical “how-to”

manual but an introduction to the basics of economic evaluation, as

applied to the field of HIV/AIDS. 

Each of the four forms of economic analysis serves a different purpose.

None of them is right for every situation or audience. But it is important

for program planners and decision makers to know when to use each

approach and to understand their pitfalls. 
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S T R AT E G I E S  O F  
E C O N O M I C  E VA L U AT I O N

Each of the four different types of economic 
evaluation is preferable under certain circumstances,
depending on the type of information required and
the resources available for performing the study, and
each one has been used to address issues of
HIV/AIDS. The four types of economic evaluation
are described in greater detail below.

CO S T AN A LY S I S

A cost analysis is the simplest form of economic
evaluation, as it involves evaluating the costs of
HIV/AIDS interventions but does not require
estimating the value of the output produced. Cost
analyses are particularly useful for evaluating budget-
ary requirements or determining if an intervention is
affordable or sustainable. A cost analysis can also 
provide a breakdown of costs to describe current and
future cost requirements, as well as to measure cost
changes that are likely to occur as a result of changes
in an intervention’s scale. 

If the program planners determine that a cost
analysis is appropriate and sufficient, the analyst must
fully understand how the particular intervention
operates. This will require observing the intervention
and interviewing staff involved in providing the serv-
ice. It is also necessary to interview those who manage
the finances of the intervention. The analyst must be
able to disaggregate the intervention into the various
services provided. To estimate the cost of voluntary
counseling and testing (VCT) within a health center,
for example, the analyst would need to allocate all
costs according to the various services provided—such
as family planning, antenatal care, VCT and maternal
and child health. This will enable the analyst to iden-
tify both the total cost of providing VCT (including
all direct and indirect costs) and the incremental cost
of adding VCT services to an existing health center.

Cost analyses are most successful when they begin
by calculating the value of all resources used in any
way to carry out the intervention. This includes 
identifying recurrent and capital costs, direct and 
indirect costs, and fixed and variable costs. 

Cost analyses are increasingly being used to address
the issue of scale. As small pilot projects become
national programs, it is necessary to fully understand

how costs are likely to change. For example, many
countries are currently attempting to develop nation-
wide VCT, home-based care and MTCT programs. It
is probably not going to be enough to project the costs
of such national programs based solely on the costs of
pilot projects. Program planners and policy makers
need to consider whether economies of scale will result
in substantial savings. For example, the scale-up of a
home-based care program in Zimbabwe found that
costs declined substantially as the size of the program
increased.1 Economists also need to consider whether
the pilot projects were actually conducted under ideal
circumstances.  Pilot projects are often conducted in
districts that are accessible and already have well-
motivated staff. If this is the case, a national program
might actually be much more expensive on a per-client
basis than the costing of a pilot project might suggest. 

There are guidelines available for program planners
who wish to learn the technical aspects of evaluating
the costs of HIV/AIDS interventions. Some of these
guidelines are listed in the Recommended Reading
section at the end of this chapter.

A cost analysis usually includes at least the 
following components:

Methodology and Assumptions. This component
describes the intervention and the approach used
for evaluating costs, including the approach for
assessing shadow prices. It also includes basic
assumptions used in the cost analysis, including
information regarding inflation, discount rates,
land prices and taxes.

Full Cost. This component identifies the full value
of all resources used by an intervention, including
donated items and resources shared with other
interventions.

Incremental Cost. This component assesses the
additional resources required to conduct an inter-
vention when different from a full cost analysis. 

Future Cost. This component assesses the future
resources needed to carry out an HIV/AIDS 
intervention.
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Cost Recovery. A cost recovery component evalu-
ates opportunities to sustain an intervention by
assessing how much the consumer of the service
can pay for it relative to the total cost of the inter-
vention.

These five components form the basis of a cost
analysis that may provide policy makers with sufficient
information to address the necessary issues. 

Follow-up issues may include addressing the ways in
which costs can be minimized. Cost-minimization
studies, for example, have attempted to determine such
things as the least expensive way to distribute condoms,
treat STDs and offer VCT services. But such cost-
minimization studies are often criticized because they
fail to take into consideration the quality and effective-
ness of the intervention, the result of focusing only on
the intervention’s cost and to some extent output, but
not on the actual outcomes. This is why it is often 
necessary to move beyond simply analyzing costs and
include an outcomes evaluation. In this case, it is 
necessary to move to CEA, CUA or CBA. 

CO S T-EF F E C T I V E N E S S
AN A LY S I S (CEA)

A CEA allows program planners and other decision
makers to progress beyond a simple evaluation of costs
and try to assess the value (in non-monetary terms) of
the outputs produced. An explanation of CEA should
begin with a definition of the numerator and denomi-
nator used. The numerator is typically defined as the
cost, and should include any cost savings expected as 
a result of the intervention.  An analysis of the cost of
cotrimoxazole, for example, should include not only
the cost of the medication, but also the cost savings
expected from a reduced number of future hospital
visits. The denominator, or the measure of effective-
ness, can be any measure that accurately reflects the
main output. In the field of HIV/AIDS prevention,
the most frequently used measure of effectiveness has
been the number of HIV infections averted.

At this point it is important to note that cost-effec-
tiveness is a relative term that reflects a comparison of
interventions with similar goals. An intervention can-
not be deemed inherently “cost-effective,” but can
only be cost-effective relative to other interventions.

In other words, an intervention with an incremental
cost per HIV infection averted of US$2,000 cannot be
assumed to be cost-effective unless data are available
indicating that other interventions have a higher incre-
mental cost per HIV infection averted.

One advantage of the CEA approach is that it can
be relatively easy for policy makers to comprehend.
For example, for every US$1,000 invested in
HIV/AIDS prevention, an average of 20 infections can
be averted. Another advantage to this approach is that
the denominator (effectiveness) does not have to be
converted into monetary terms (in other words, the 20
infections averted do not need to be assigned a specific
dollar value). An economist can therefore avoid the
political pitfalls of making any direct judgment regard-
ing the controversial issue of valuing the life that has
been saved.

CEA also is particularly useful when there is a lim-
ited budget to achieve a particular goal. For example,
if a project has US$1 million to spend on HIV/AIDS
prevention, CEA can be useful in identifying the 
cost per infection averted for a number of approaches.
While it is not perfect, CEA can provide policy 
makers with an idea of which priorities to pursue. In
this case, we might assume that the intervention with
the lowest cost per averted HIV infection should be
the first to be pursued. 

CEA is also useful when comparing two interven-
tions with similar objectives. For example, a study in
Kenya and Tanzania determined that VCT is less cost-
effective than the use of NVP to limit MTCT.2

If a program planner determines that a CEA is 
necessary, the analyst must be able to develop cost 
estimates as well as a model that can provide estimates
of the number of infections that can be averted as a
result of the intervention. Some macro models have
been used (e.g., iwgAIDS*) to estimate how an inter-
vention can influence behavior within a population,
which in turn can be used to estimate infections
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measure of effectiveness. But all HIV/AIDS services
do not necessarily produce one common output. The
effectiveness of a condom distribution program may
be measured in terms of infections averted. The meas-
ure of effectiveness for antiretroviral therapy may be
the number of patients successfully treated. The effec-
tiveness of VCT is likely to be composed of some
combination of treatment and prevention gains. This
is why these three interventions, designed to address
the same illness, cannot be compared using CEA. 

Next, prevention programs are often extremely dif-
ficult to associate with a specific number of illnesses
averted.4 In the case of HIV/AIDS, this is due in part
to a lack of knowledge about such basic inputs as 
the probability of transmission for any particular sex
act. This problem is confounded by the lack of data
regarding the impact of interventions on “downstream
infections.” An intervention may prevent an HIV
infection within the target audience, but it also is

averted. Such macro-models require an extensive
amount of data and significant amounts of time to
conduct modeling. Others have used micro models
(e.g., AVERT†) that focus on the direct infections
averted that can be attributed to the intervention
within certain subpopulations (e.g., commercial sex
workers [CSWs] and their clients). Such micro models
tend to be simpler to use, but generally produce more
conservative estimates of impact, since they fail to 
capture any “downstream” infections averted.

In the field of HIV/AIDS, CEA has been the most
frequently used approach for economic evaluations.
Table 1 illustrates some of the CEA studies that have
been performed on HIV/AIDS interventions in
Africa. The wide variation in estimates is due in part
to the interventions’ differing levels of effectiveness,
but they also vary with the HIV prevalence in the
selected country and the method pursued for measur-
ing costs and effectiveness. The methodological 
differences in analyzing costs and effectiveness make a
comparison of these interventions very difficult.

Although the CEA approach is popular, it is also
problematic for several reasons.3 First, to compare
interventions requires that all services have the same
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T a b l e  1
Cost-Effectiveness of HIV/AIDS Interventions in Africa

Country Intervention CEA Source

Kenya VCT $241 per HIV infection averted ref. 3

Kenya STD treatment and $8-$12 per HIV infection averted ref. 26
condom distribution

South Africa Reduced MTCT $1,484 per HIV infection averted ref. 27

South Africa Directly observed therapy for TB $879 per case of TB treated ref. 28

Sub-Saharan Africa Female condoms $38 per HIV infection averted ref. 29

Sub-Saharan Africa Use of nevirapine to reduce MTCT $138 per HIV infection averted ref. 30

Sub-Saharan Africa Use of AZT to reduce MTCT $3,748 per HIV infection averted ref. 31

Tanzania VCT $243 per HIV infection averted ref. 32

Tanzania Improved treatment of STDs $218 per HIV infection averted ref. 33

Zambia Blood screening $31.62 per HIV infection averted ref. 34

Zimbabwe Blood donor deferral $127-$773 per HIV infection averted ref. 35

* iwgAIDS is a comprehensive prediction and analysis tool used to understand the
spread of HIV/AIDS around the world by public health officials and academics. It
uses nonlinear partial differential equations to model the demographic, behavioral
and epidemiological components of the HIV/AIDS epidemic. It includes partial
factorial sensitivity routines to assess the impact of “sort” data in the model and an
intervention facility to allow the user to perform “thought experiments.”

† AVERT is a computer model developed by FHI, which uses information that is
readily available to many programs to derive estimates of the reductions in HIV
infections achieved through interventions. This model enables users with little
experience in modeling to develop estimates of program impact.



likely to prevent many more subsequent HIV infec-
tions among the people that a targeted person might
have infected. As a result, most static models designed
to measure the effectiveness of preventing infectious
diseases have been unable to reliably estimate the
number of infections averted as a result of any particu-
lar intervention.

Another problem arises when trying to develop one
measure of effectiveness for any particular service.
Unless the measure of effectiveness truly reflects all the
benefits of a particular service, it will inevitably under-
estimate its value. A good example of this would be
VCT, which has been evaluated using CEA.2 The
problem is that the benefits of VCT are much broader
than simply the number of averted infections. VCT
has value not only because it prevents new infections,
but also because it: 1) informs clients; 2) opens up
access to treatment for those who are infected; and 
3) increases discussion and “normalization” of the 
epidemic. Thus narrowly defining the gains of VCT in
terms of only HIV infections averted underestimates
the true value of the service, and CEA will not reflect
the real value for money invested in the provision of
this service.

CEA is also problematic in that it assumes that an
intervention has succeeded in preventing or treating
an illness for an indefinite period of time. But “model
estimates on HIV infections averted should be inter-
preted cautiously, especially in populations with high-
risk behaviors where the observed behavior changes
suggest that the interventions may only postpone the
timing of infections rather than prevent infections
indefinitely.”5 Thus a CEA may exaggerate the benefits
of an intervention if it really only postpones, rather
than prevents, new infections. 

A CEA can also provide results that contradict the
recommendations of epidemiologic evaluations. For
example, an epidemiologist might recommend that

interventions be pursued in countries that are at an
early stage of the epidemic, so as to limit the possibil-
ity of future spread. But a health economist using
CEA over a short time span might recommend invest-
ing in HIV/AIDS prevention in countries where the
epidemic is already well established (and where the
cost per HIV infection averted would presumably be
lower).

Finally, a CEA does not necessarily reflect the util-
ity of the service from the community’s perspective.
In CEAs, each HIV infection averted is of equal value.
But in reality society may not view all lives in equal
terms. For example, the health economist performing
a CEA on an intervention that prevents a healthy
adult from becoming infected might deem it to be of
equal value as NVP in preventing the transmission of
HIV from an infected mother to her child. The soci-
ety, however, may put a very different value on pre-
venting the infection of a child who will be orphaned
relative to the prevention of an adult infection. Thus
the health economist is making a value judgment that
the society itself may not hold. This is contrary to one
of the basic tenets of welfare economics, which states
that people themselves are the best judges of their own
utility.

CO S T-UT I L I T Y AN A LY S I S (CUA)
CUA* usually states the denominator of an eco-

nomic evaluation in terms of Quality Adjusted Life
Years (QALYs) Disability Adjusted Life Years (DALYs)
or Healthy Years Equivalent (HYEs), rather than ill-
ness averted or treated. The CUA approach has been
shown to reflect the effectiveness of the intervention in
more comprehensive terms than CEA since it com-
bines both changes in quality of life and mortality in
one measure.

CUA is useful for politicians and policy makers
because it allows them to compare or rank different
interventions in league tables, such as showing the
impact of investing in directly observed therapy
(DOTS) for TB versus more traditional forms of TB
care. Policy makers who have a fixed AIDS budget to
achieve a particular output are able to use CUA by
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* Some economists categorize CUA as a subset of CEA, while others identify CUA
as a separate form of evaluation.



funding the intervention with the lowest CUA first,
then funding the next lowest CUA intervention, etc.,
until all available funds have been allocated to achieve
the greatest utility.

CUA also has the advantage of being a technique
with which economists, donors and policy makers are
increasingly familiar. Many donors, including the
World Bank, ask that projects demonstrate a suffi-
ciently low cost/DALY to receive funding. The advan-
tages and disadvantages of the CUA technique are also
increasingly understood, which makes the tool more
useful for policy makers. 

CUA also is preferable to CEA because it places
interventions in a context of healthy years of life
saved, rather than simply counting the number of lives
saved. As noted, a CEA cannot distinguish between a
permanently prevented infection and one that is sim-

ply postponed. For example, a
project may convince a CSW to
use a condom today and she
thereby avoids infection. But next
week she may not use a condom
and become infected. A CEA
would only indicate that the inter-
vention prevented the CSW from
becoming infected, while a CUA
would provide a more realistic
assessment by revealing that there
was only one week’s delay in the
woman’s infection and illness. 

As illustrated in Figure 1, an
individual’s health can be measured
on a scale from 1 (perfectly
healthy) to 0 (dead). Tools for
measuring quality of life include
Euroqol, SF36, and SF12. **
These tools have been developed

by various European and U.S. groups to develop
quantitative estimates of health. They involve asking
respondents to evaluate their own health in a limited
number of questions about the person’s physical and
emotional well-being. In Figure 1, the average person
without an intervention—such as antiretroviral ther-
apy (ART) or cotrimoxazole—will decline and die
quickly (death 1). This person’s QALYs are equal to
the area under the curve without any intervention.
With the introduction of an intervention, though, the
person’s quality of life may improve and their death be
postponed for a number of years (death 2). The differ-
ence between the areas under the two curves (with and
without the intervention) is the number of QALYs
saved as a result of the intervention. Programs that
save the greatest number of QALYs for the smallest
amount of money are considered to be cost-effective.

In its 1993 World Development Report, the World
Bank developed a list of diseases and estimated the
average number of DALYs incurred by each disease.
The diseases with the largest health impact were: 1)
respiratory disease, 2) diarrhea, 3) perinatal causes, 4)
neuropsychiatric diseases, and 5) cancer.
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F i g u r e  1
Impact of Intervention
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** Table 2 provides a list of questions that are asked in the SF-12 to measure a
person’s quality of life. 



46 C H A P T E R  T W O — A p p r o a c h e s  t o  E c o n o m i c  Ev a l u a t i o n  o f  H I V / A I D S  In t e r v e n t i o n s

SF-12 Health Survey Scoring

T a b l e  2

1. In general, would you say your health is: 

Excellent Very Good Good Fair Poor

The following questions are about activities you might do during a typical day. Does your health now limit
you in these activities? If so, how much?

2. Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling, or playing golf. 
Yes, limited a lot Yes, limited a little No, not limited at all

3. Climbing several flights of stairs.
Yes, limited a lot Yes, limited a little No, not limited at all

During the past 4 weeks, have you had any of the following problems with your work or other regular daily 
activities as a result of your physical health?

4. Accomplished less than you would like.
Yes No

5. Were limited in the kind of work or other activities. 
Yes No

During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities 
as a result of any emotional problems (such as feeling depressed or anxious)?

6. Accomplished less than you would like. 
Yes No

7. Didn’t do work or other activities as carefully as usual.
Yes No

8. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside 
the home and housework)?

Not at all A little bit Moderately Quite a bit Extremely

These questions are about how you feel and how things have been with you during the past four weeks.
For each question, please give the one answer that comes closest to the way you have been feeling. 
How much of the time during the past four weeks...

9. Have you felt calm and peaceful?
All of the time Most of the time A good bit of the time

Some of the time A little of the time None of the time

10. Did you have a lot of energy?
All of the time Most of the time A good bit of the time

Some of the time A little of the time None of the time

11. Have you felt downhearted and blue?
All of the time Most of the time A good bit of the time

Some of the time A little of the time None of the time

12. During the past 4 weeks, how much of the time has your physical health or emotional problems interfered
with your social activities (like visiting friends, relatives, etc.)?

All of the time Most of the time Some of the time A little of the time None of the time



Table 3 lists some of the CUA studies that have
been carried out for HIV/AIDS interventions in
Africa. Most recent studies have used DALYs as a
measure of utility, which has made these studies more
comparable. Given that most interventions are viewed
as cost-effective if they cost less than US$50/DALY,
these HIV/AIDS interventions generally appear to
produce good “value for money,” with the exception
of highly active antiretroviral therapy (HAART) in
South Africa, which had a cost/DALY of US$10,000. 

When a program planner determines that a CUA
is warranted, the analyst must determine an appropri-
ate way to measure changes in the quality of a person’s
life. The easiest way to do this is to use published 
figures that attempt to associate infections averted
with some measure of utility gained. A more complex
approach is to conduct a study that attempts to meas-
ure changes in utility.

CUA is most often performed using either the
standard gamble (SG) or the time-trade-off (TTO)
approach. Both of these tools are designed to evaluate
the utility of an intervention from the perspective
of the individual. In the case of SG, the probability
of death is varied and compared to the value of the 
intervention by using such questions as, “Would you
choose to receive HAART if there were a five percent

chance of immediate death?” In the case of TTO, the
change in life expectancy is varied and compared to
the intervention in a question such as, “Would you
choose to take HAART if it would make you fully
healthy, but would reduce your life expectancy by two
years?” Asking such questions of people living with
HIV/AIDS, particularly in a developing country, is
obviously very challenging and sensitive.

Like CEA, CUA requires a comparison among
interventions.*** An intervention should ideally be
compared to a “league table” of health interventions
measured in terms of their cost/QALY (or DALY or
HYE) saved. One problem with this approach is that
few countries have such league tables, which means
policy makers have a hard time determining whether
an intervention is truly a good investment of limited
resources. Policy makers are left wondering whether a
CUA represents a comparatively good or poor invest-
ment, since they lack the data necessary to compare
interventions.

Another problem with this approach is that CUAs
do not have much meaning to most policy makers or
their constituents. A policy maker who is presented
with the “good news” that their wise investment in
health has produced 10,000 QALYS is usually either
unimpressed or unable to translate this accomplish-
ment for their constituents. As a result, CUAs are
often unsuccessful in convincing policy makers on the
best way to invest their limited health resources or the
wisdom of already taken public investments.
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T a b l e  3
Cost-Utility of HIV/AIDS Interventions in Africa

Country Intervention CUA Source

South Africa Reduced MTCT $47 per DALY gained ref. 27

South Africa HAART for people living $10,000 per DALY gained ref. 36
with HIV/AIDS

Sub-Saharan Africa Female condoms $29 per DALY gained ref. 29

Sub-Saharan Africa Use of nevirapine to $5.25 per DALY saved ref. 30
reduce MTCT of HIV

Tanzania Improved STD treatment services $10.33 per DALY saved ref. 33

Zambia Blood screening $1.32 per year of life saved ref. 34

*** Unlike CEAs, CUAs can be used to compare interventions that deal with 
different diseases.



CUA is also problematic because people place value
on health outcomes and because of the information
conveyed. As shown in various studies,6-8 information
has value even if it does not change the treatment
eventually proposed. This may be particularly true of
VCT when knowledge of one’s HIV status is likely to
have significant value even in the absence of treat-
ment. Thus CUA, like CEA, may seriously underesti-
mate the value of VCT.

Finally, CUAs, like CEAs, do not necessarily reflect
the utility of the services to the community. Using the
example of MTCT, a CUA might conclude that saving
the life of a newborn would have greater value than
saving the life of the mother, since the uninfected
newborn may have a greater number of future healthy
years than the mother. But as already indicated, the
community may place a much greater value on the life
of the mother**** CUAs therefore do not necessarily
reflect the judgment of society regarding the value of
different lives saved and therefore may not produce a
welfare-maximizing recommendation.

CO S T-BE N E F I T AN A LY S I S (CBA)

A cost-effectiveness analysis gives the narrowest
options for comparison. It may only facilitate
comparisons between different ways to treat a spe-
cific disease. Cost-utility analysis has been devel-
oped to facilitate comparisons between different
medical specialties. Cost-benefit analysis offers a
direct comparison between costs and outcomes,
since both are expressed in monetary terms.9

A CBA puts a monetary value on both the cost of
the program and its output. This produces informa-
tion that is often more appealing to policy makers,
especially those concerned about assuring value for
money. CBA gains from the fact that any intervention

can be evaluated on its own merit, rather than requir-
ing a comparison of interventions. CBA also allows
programs that have very different objectives to be
compared (e.g., should the government focus its lim-
ited resources on new roads or new malaria control
projects?).

One weakness of cost-effectiveness analysis is
that its foundation in welfare economic theory is
unclear. The classical tool of economic evaluation
based on welfare economic theory is cost-benefit
analysis, where both costs and health effects are
measured in the same units.9

While CBA is a theoretically and politically appeal-
ing tool, it also faces tremendous obstacles in imple-
mentation. The greatest problem with this approach is
that it is very difficult and controversial to assign a
monetary value to changes in a person’s health. This is
further confused when making comparisons across
countries. For example, should the value of someone’s
life in a developing country be worth less than the life
of someone in a developed country, simply because
people in developed countries are, on average,
wealthier?*****

There are two economic methods for measuring
benefits within a CBA for HIV/AIDS interventions in
developing countries: 1) the cost of illness (COI)
approach, and 2) the willingness to pay (WTP)
approach. Both of these methods are described below.

Cost of illness (COI)
The COI approach uses two components in meas-

uring benefits. The first  values the benefit of treating
or preventing HIV/AIDS by the change in the net
cost of health care associated with treatment. The sec-
ond is the aversion of indirect costs, which are equated
to the value of lost earnings attributable to that
illness.10 Thus, the total benefit from, for example, pre-
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**** Although it is possible to adjust the discount rate to reflect the value of life to
the community, most CUAs instead use a standard discount rate that does not 
necessarily reflect a community’s value.

***** In fact, CEA, CUA and CBA all make certain assumptions about the value
of life. But CBA studies usually require that these assumptions be made explicit. 



venting an HIV/AIDS infection is equal to the
amount the infected person (or the government)
would have had to pay for treatment plus the amount
of income that would have been foregone because of
the HIV/AIDS-related illness and death. 

When it is determined that a CBA using a COI
technique is warranted, the analyst must choose a
way to calculate the direct and indirect value of a
person’s life. The direct cost analysis may include
assessing the cost of the labor, materials, medication
and overhead required to treat hospitalized patients
living with HIV/AIDS. More extensive analyses may
also include an assessment of such other costs as 
outpatient and home-based care, and investments in 
traditional medicine.

Indirect cost estimates are often performed simply
by multiplying the discounted per capita income by
the years of life expected to be lost as a result of
HIV/AIDS. More extensive analyses actually attempt
to evaluate whether the income of people living with
HIV/AIDS differs from those in the general commu-
nity. It is still debatable whether the value of an 
individual’s consumption should be deducted from
the income lost to illness.

Assume, for example, that a case of AIDS costs
US$1,000 to treat and that the patient loses
US$5,000 in lifetime discounted earnings due to the
illness and premature death. The benefit of averting
that illness would be equated to US$6,000. A public
program to prevent HIV/AIDS would be recom-
mended if it cost less than US$6,000 per case averted,
but would be considered too expensive if it cost more
than US$6,000. 

One of the first studies on the economic impact of
HIV/AIDS on developing countries was published
using this COI methodology in Tanzania and Zaire.11

COI was subsequently used in a variety of other
developing countries, including Kenya,12,13 Malawi,14

Mexico,15 Honduras16 and Thailand.13 The COI
approach has the advantage of being relatively simple
for economists to calculate and for policy makers to
understand. ****** 

But for a number of reasons, the COI approach
has been viewed as a theoretically inadequate method-
ology for evaluating the benefits of preventing or
treating diseases and has been widely rejected by most
economists.17 The COI approach has problems,
among them:

Direct cost analyses generally ignore the fact that
the cost of care does not reflect the full benefits of
care to the patient. For example, patients may put
a high value on a life-saving drug, but its price
would not necessarily reflect that value. In this
case, the cost of the treatment does not reflect its
benefit to the patient.

Because COIs are so strongly influenced by direct
costs, they may inaccurately recommend that 
life-prolonging treatment should never be pursued,
since allowing a patient to die is frequently the
least expensive treatment alternative. Thus, even
when society places a high value on treatment
strategies, COI will frequently suggest that such
treatment is not cost beneficial. 

Indirect costs are a poor measure of a human
being’s value, especially in terms of work that is
not compensated such as education, homemaking
and child rearing. This means the value of saving
or extending a woman’s life, particularly when she
is not formally employed, is often underestimated
or completely ignored.

A methodology for determining indirect costs has
never been clearly defined, so it remains unclear if
the indirect costs should reflect the fact that indi-
viduals consume as well as earn. If so, should an
elderly person who consumes but has no potential
earnings then be considered of negative value?

By assigning a monetary value to an individual’s
life, the COI makes some implicit assumptions
about the different values associated with different
people’s lives.  It has typically been assumed in
CBA that a wealthier individual’s life has greater
value than a poor person’s, because the loss of a
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****** Most of these studies were actually designed to illustrate impact, and there-
fore did not go so far as to use the COI approach to determine which interventions
were cost-beneficial. 



wealthy person would result in greater monetary
losses in terms of productivity.  Human life is like-
wise assumed to have more value in developed
countries than in developing countries when per-
forming COI studies.

COI does not permit an adequate comparison
between diseases. The fact that one disease creates
a greater impact than another does not necessarily
mean that public funds should be invested in the
disease with the greater impact. Instead, society
may favor equity in health care over reducing the
overall impact of disease. 

COI lacks any basis in welfare economic theory.
The COI technique does not necessarily reflect the
value associated with a change in health since any
measure of benefits should be capable of satisfying
the Pareto criterion.  An allocation of resources is
only “Pareto efficient” if it is impossible to make
one person better off without making someone else
worse off.  Future earnings are not necessarily
related to such an improvement.18

[V]aluing benefits in terms of rates of pay
neglects the health benefits that accrue to people
who are not employed—for example, non-work-
ing wives and retired people. It also ignores the
non-financial costs of pain, suffering and grief
that are often associated with illness. But from an
economist’s perspective, the main criticism of the
approach is that it is not based on an individual
person’s valuations of benefits. Indeed, a third
party view is taken about people’s “worth” to soci-
ety in terms of their productive potential. This
viewpoint is inconsistent with the prevailing view
among economists that the individual person is
the best judge of his or her own welfare.19

Because of these and other significant problems
with the COI approach, economists have begun to use
alternative methodologies to evaluate benefits as part
of a CBA. 

Willingness to pay (WTP)
WTP is the approach most often preferred by

economists for measuring benefits because it has a
sound theoretical basis in welfare economics. WTP is
the most commonly used approach for evaluating ben-
efits in the environmental field, and is rapidly becom-
ing more popular in the field of health economics. 

The advantage of WTP over QALYs stems
from the fact that the latter permits the valuation
of health gains only. It could be argued that,
although health gain is the main attribute of
health care, there are other important attributes
which QALYs and other health indices do not
take into account. Such attributes include the
“process of care,” which often means more to the
patient than do clinical outcomes.20

There are two ways to determine willingness to pay:

The indirect approach determines someone’s
WTP by observing his or her market behavior and
identifying how much he or she is apparently will-
ing to pay to avoid a disease. For example, it may
be possible to determine someone’s benefit from
averting an HIV/AIDS infection by observing how
much he or she spends on condoms, STD treat-
ment or blood screening, if such a private market
exists. But because there are so many confounding
factors associated with people’s behavior, the indi-
rect approach has never been used in evaluating the
benefits of HIV/AIDS prevention, to the author’s
knowledge.

The direct approach, known as contingent valua-
tion (CV), is generally conducted by interviewing
people and determining their WTP through one 
of a variety of techniques. CV allows the user of
the service—and in some cases the community as 
a whole—to indicate how they value a particular
health service by asking about their willingness 
to pay to obtain that service or, less commonly,
their willingness to accept its unavailability. The
approach resolves some, though not all, of the
problems associated with the COI. 
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CV was originally developed as a tool for measuring
the benefits that people obtain from the environment.
The technique was subsequently refined to address
other public goods, including health care. (For a review
of the CV technique as applied to health, see the
Recommended Reading section.) The CV approach
involves creating a hypothetical market for goods or
services that could not otherwise be readily exchanged.

The use of CV to evaluate HIV/AIDS interven-
tions in developing countries is a very new concept.
But it is being used to assess VCT, chronic care serv-
ices, antiretroviral (ARV) therapy and a hypothetical
AIDS vaccine in Kenya.21 Studies also have been
designed to determine the possible value of an AIDS
vaccine in developing countries.22-24

If a program planner believes it is appropriate to
determine CBA using the CV approach, it will be
necessary to interview all of the intervention’s poten-
tial beneficiaries.  In the case of care that has no 
aspect of a public good, interviews would need to be
conducted only with those who are infected. But most
HIV/AIDS interventions do contain some public
good components, so it is also necessary to interview
people in the general community. By asking people
how much they would give up to have access to an
HIV/AIDS service—or to assure access for other 
people in the community—it should be possible to
develop a more comprehensive assessment of the 
intervention’s benefits. 

Some criticize the CV approach on philosophical
grounds, arguing that the desires of individuals should
not be the major determining factor in choosing to
publicly subsidize a good or service. In other words,
policy makers may prefer to finance public goods based
on grounds of paternalism rather than economic
demand.25

Another criticism of the CV technique concerns 
its hypothetical nature.  It is easy to say you would be
willing to pay a substantial sum to obtain a service
until you are actually asked to pay for it. CV is also
criticized on logistical grounds, since carrying out sur-
veys of sufficient size is also expensive and extremely
complicated.

L E S S O N S  L E A R N E D

Using economic techniques to evaluate HIV/AIDS
interventions in developing countries has revealed a
number of challenging obstacles. Although cost analy-
ses can provide a simple assessment of the resources
needed to introduce or sustain an intervention, they
are not particularly useful for actually comparing
interventions.

Health economists have attempted to use measures
such as “HIV infections averted” in CEAs. These stud-
ies have particular appeal because of their clear message
to policy makers and usefulness for advocacy purposes.
But they can also be criticized because of their lack of
rigor and inability to consider the wider benefits that
can be obtained using interventions such as VCT.

The World Bank has continued to promote CUA
as a more rigorous way to evaluate HIV/AIDS inter-
ventions. But CUA appears to have less appeal in
developing countries, where results are more difficult
to use for advocacy purposes and comparable figures
are often not available.

CV as a tool for performing CBA has an appeal to
economists and those who are looking to use eco-
nomic evaluations for advocacy purposes. But this
technique is still somewhat experimental and further
research is required before using it on a wide scale.

Given the advantages and disadvantages of each of
the four approaches, it is now useful to provide a few
illustrative scenarios, along with recommendations,
about which approach to pursue. Table 4 provides a
number of hypothetical scenarios that illustrate the
immediate need of policy makers in terms of evaluat-
ing their HIV/AIDS program.

Table 4 illustrates that in some circumstances it
may be adequate to focus on a simple cost analysis.
This is particularly useful when the program planner
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needs to collect budgetary information, but does not
actually need to compare various interventions. It is
also useful when attempting to assess the resources
required for scaling-up interventions.

CEA can be a simple but powerful policy tool for
program planners presenting an evaluation of their
intervention to policy makers. Making policy makers
aware of the number of HIV infections the interven-
tion can avert is often enough to demonstrate value
for money. CEA is particularly useful as an advocacy
tool, as it can be used to present simple messages
about infections averted per dollar invested in the
intervention.

CUA is most frequently used when it is necessary
to compare interventions. Donors are increasingly
requiring that program managers and national policy
makers demonstrate that their interventions produce
good value for money by estimating cost/DALY.

Finally, CBA using the COI approach can be useful
when demonstrating impact for advocacy purposes.
CBA using the CV approach can be useful when a
more theoretically sound approach is needed and
resources are available for carrying out surveys.
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T a b l e  4
Determining the Appropriate Form of Economic Evaluation

Scenario Recommended form of economic evaluation

“I only need to know how much my program costs.” Cost Analysis

“I want to know my future resource needs to reach scale for my interventions.” Cost Analysis

“I am not concerned with theory, only clearly illustrating the significant impact that will Cost-of-Illness Approach
be incurred if we don’t intervene.”

“I want a form of economic evaluation that simply and clearly illustrates the Cost-Effectiveness Analysis 
advantages of my intervention.” Contingent Valuation

“I want the approach that is the most theoretically sound.” Cost-Utility Analysis 
Contingent Valuation

“I want to compare different HIV/AIDS interventions and/or prevention vs. care” Cost-Effectiveness Analysis 
Cost-Utility Analysis

“I want to know how much cost-recovery is feasible, so that I can financially Cost Analysis 
sustain my intervention.” Contingent Valuation

“The benefits of my intervention are much wider than simply infections Contingent Valuation
averted or health improved.”

“I want an economic evaluation that is simple and requires the fewest resources possible.” Cost Analysis

“My primary audience is my constituency.” Cost-Effectiveness Analysis

“My primary audience is the National AIDS Control Program.” Cost Analysis 
Cost-Effectiveness Analysis

“My primary audience is the Minister of Health.” Cost-Utility Analysis

“My primary audience is the Minister of Finance.” Contingent Valuation
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I N T R O D U C T I O N

AIDS mainly strikes adults in their most productive years, which has
major implications for economic activity and social structures. The great-
est impact is at the household level, where the implications of even one
adult developing AIDS can be disastrous for an entire family as breadwin-
ners lose the capacity to generate income due to illness or the need to care
for other household members. HIV/AIDS also imposes extra expenditures
on affected households for health care and funerals. 

Although the macroeconomic impacts of HIV/AIDS are difficult to pre-
dict, attempts to model impacts suggest that severely affected African
countries will experience average reductions in gross domestic product
(GDP) growth rates of around one percent per annum over the first 25
years of the epidemic. Impacts on human and social development are
expected to be much more profound. Increased illness and reduced life
expectancy will clearly compromise development objectives. Affected 
people, particularly orphans, will also have greatly reduced chances of 
fulfilling their human potential. 

This chapter focuses on key areas where action is needed to reduce socioe-
conomic impacts but has often been lacking. Each section reviews the
impact of HIV/AIDS on particular sectors and suggests responses that can
help mitigate it.  A final section examines specific issues around mobiliz-
ing intersectoral responses to HIV/AIDS.

P U B L I C  S E C T O R  R E S P O N S E S

Government has a central role to play in mounting effective responses to
the socioeconomic impact of the epidemic, and can potentially influence
it in several ways. Individual ministries and workplaces will need to
develop customized responses to their own circumstances.

M A N A G I N G  I M P A C T S  O N  P U B L I C  S E C T O R  E M P L O Y E E S

Because the government is usually a nation’s largest employer, it has the
ability to influence the scale and severity of the HIV/AIDS impact on
huge numbers of employees, their dependents and communities. In
general, managing the impact of HIV/AIDS on organizational efficiency,
capacity and costs is often more difficult for government than for the 
private sector.
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R E S P O N S E S  T O  E M P L O Y E E  I M P A C T S

A comprehensive impact assessment generally makes it easier to respond
to the impact of HIV/AIDS on employees in a strategic manner.
Assessments will help to identify the scale of the expected impact; pin-
point factors that increase the susceptibility of employees and vulnerability
of core functions; and allow the development of a well-informed, coher-
ent, prioritized approach to the problem.

T H E  H E A L T H  S E C T O R

The health sector is affected early and most obviously by HIV/AIDS, and
has several important roles to play in mitigating the socioeconomic impact
of the epidemic. The goal of an appropriate health care policy is to reduce
the burden on the formal health care system without shifting an unsus-
tainable burden onto individuals, families and communities. 

I M P A C T  O N  N E E D  F O R  S E R V I C E S

The main effect of HIV/AIDS on health needs is that adults—who are
usually among the healthiest members of society—and large numbers of
children will now suffer from a serious, chronic disease. This means there
is a dramatic increase in the need for health care to levels well above those
previously assumed in planning. 

I M P A C T  O N  C A P A C I T Y  T O  D E L I V E R  S E R V I C E S

HIV/AIDS compromises capacity for health care in the same way it affects
any organization through its direct and indirect impact on employees.
Illness and death among health care workers can worsen existing ineffi-
ciencies and capacity constraints. 

H E A L T H  S E C T O R  R E S P O N S E S

HIV/AIDS will be the biggest single need facing the health sector in many
developing countries. All components of health services will be affected
through competition for resources, the need for referrals, and the impact
on employees. It is also critical to approach HIV/AIDS responses in a
sound, strategic manner based on the kind of planning principles that
should be applied to any major health issue. 

T H E  E D U C A T I O N  S E C T O R

The education sector has a key role in reducing the short- and longer-term
socioeconomic impact of the HIV/AIDS epidemic. The sector is uniquely
able to influence the future course of HIV/AIDS epidemics by changing
the risk behavior and infection rates of large numbers of young people
who are at an age when HIV incidence tends to be highest. 
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I M P A C T  O N  N E E D S  T O  B E  M E T  B Y  T H E  

E D U C A T I O N  S E C T O R

The traditional role of the education system in cultivating numeracy and
literacy will have to be supplemented by a role in supporting and nurtur-
ing large numbers of children in crisis, and giving them life and survival
skills from a relatively early age. 

I M P A C T  O N  C A P A C I T Y  T O  P R O V I D E  E D U C A T I O N

Teachers at all levels of the education system are at significant risk of HIV
infection. There are indications that they may be at even greater than
average risk as their high status and incomes create opportunities for 
high-risk behavior.

E D U C A T I O N  S E C T O R  R E S P O N S E S

A clear understanding of the potential impact on needs and capacity is
crucial to mobilizing HIV/AIDS responses and enabling effective plan-
ning, action, and the efficient use of available resources. This should
clearly identify the key areas of susceptibility and vulnerability of learners,
educators and overall system function. Projecting the scale of various
impacts is likely to be critical for informed planning in many severely
affected countries.

O T H E R  G O V E R N M E N T  S E C T O R S

The AIDS epidemic affects and requires the collaborative response of 
multiple sectors, including social support sectors that specifically address
community services, women, youth, agriculture and national defense. This
section examines how government sectors can support integrated preven-
tion programs that address HIV vulnerability and risk reduction strategies.

T H E  P R I V A T E  S E C T O R

There is limited information on the impact of HIV/AIDS on business,
which makes it harder for the business community to respond. But there
is going to be a steady and large increase in illness and death in the work-
ing-age population, which will inevitably impose some degree of cost and
uncertainty on business. 

I M P A C T  O N  C O M P A N Y  C O S T S

The major HIV/AIDS-related concerns for businesses are reduced produc-
tivity and increased costs. Productivity will fall and costs rise due to the
same kinds of HIV/AIDS impacts discussed above for government
employees.



I M P A C T  O N  M A R K E T S

HIV/AIDS could reduce the absolute number of potential customers,
making vulnerable the markets that are relatively saturated and that
depend critically on population size. In countries where the need for
goods is far from saturated, many consumers who die or see their dispos-
able income reduced by HIV/AIDS will be replaced by new earners and
consumers, if overall GDP and consumption expenditure remain largely
unaffected by the pandemic. 

T H E  B U S I N E S S  E N V I R O N M E N T

AIDS may substantially affect the business environment even though it is
not expected to be a dominant influence on macro-economic growth.
There may be greater, though less predictable, effects through the impact of
AIDS on other aspects of the political, social, and business environment.

T H E  B U S I N E S S  R E S P O N S E  

What can and should companies do about AIDS? Essentially, there can be
four response areas:

Employees

Costs

Markets

Society

I N T E R S E C T O R A L  R E S P O N S E S  T O  H I V / A I D S

Intersectoral responses and cooperation are desirable for several reasons,
including:

HIV/AIDS cannot be considered just a health issue.

Overreliance on the capacity of a particular sector, usually health, to
drive responses has several potential drawbacks. 

Input or support from other sectors in any one sector will probably be
needed for effective planning and implementation of responses.

Inadequate responses by any individual sector have the potential to cre-
ate negative effects in other sectors. 

Difficult decisions on the allocation of resources between and within
sectors will have to be made in many countries. 

The private and NGO/CBO sectors have considerable financial and
other resources to apply to the socioeconomic challenges of HIV/AIDS. 

C O N C L U S I O N S

This chapter emphasizes that the epidemic in many developing countries
is so huge that responses must be guided by a clear, comprehensive strat-
egy across and within sectors. The authors identify major issues relevant
to mitigating the impact of HIV/AIDS. 
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S
ocieties in which the level of HIV has risen above five percent, will

inevitably have to deal with markedly increased illness and death

and all their consequences. Although the impact will not be uniform

between, or even within, countries, the AIDS epidemic is distinct in that it

mainly strikes adults between the ages of 25 and 45. This means people are

ill and die in the years in which they are most economically productive and

have the greatest role as providers,

caregivers and nurturers in fami-

lies and communities. This has major implications for economic activity and

social structures.

The greatest impacts of HIV/AIDS occur at the household level.

Although AIDS often strikes more than one family member, the implica-

tions can be disastrous for an entire family if even one adult develops AIDS

and loses the capacity to generate income due to illness or the need to care

for other household members. HIV/AIDS also imposes extra expenditures

on affected households for health care and funerals. Once adults die, many

households dissolve or become headed by elderly or child members. This

results in large numbers of orphans who tend to have special needs and dis-

advantages, even in societies with relatively strong extended family struc-

tures. Social stigma often exacerbates psychological trauma of all household

members. Women and female children, at higher risk of infection than men,

tend to be disproportionately affected by HIV/AIDS and often assume the

greatest burden in caring for ill people. In many societies they are also disad-

vantaged by social, legal and economic factors. 

Macroeconomic impacts of HIV/AIDS are difficult to predict.

Forecasting impacts is complicated by methodological problems in project-

ing economic growth per se, uncertainties around demographic impacts,

lack of good data on HIV/AIDS-related costs and the long time period over

which the epidemic unfolds. Previous attempts to model impacts suggest

I N T R O D U C T I O N



that severely affected African countries will experience average reductions in

gross domestic product (GDP) growth rates of around one percent per

annum over the first 25 years of the epidemic. In some countries this could

lead to an increase in per capita GDP, since the reduction in growth of the

population could be greater than the reduction in growth of the economy.

There is no clear empirical evidence of the impact of HIV/AIDS on eco-

nomic growth, although the World Bank has recently suggested that

HIV/AIDS is a major reason why growth is slowing in 10 sub-Saharan

African countries. Once again, it is difficult to prove that HIV/AIDS is

responsible for a particular macroeconomic phenomenon. 

The impact on human and social development is expected to be much

more profound than reflected in such limited indicators as GDP or per

capita GDP. Increased illness and reduced life expectancy will clearly com-

promise development objectives. Affected people, particularly orphans, will

also have greatly reduced chances of fulfilling their human potential. Apart

from the disadvantages of reduced nurturing, many affected children will

have fewer educational and other opportunities. HIV/AIDS is also likely to

increase socioeconomic disparities when the poor are disproportionately

affected by the epidemic. Poor households are most vulnerable to the impact

of death and illness and will fall deeper into poverty. Many other households

will be pushed back into poverty. Labor market trends in response to

HIV/AIDS, such as increasing capital intensity or informalizing labor, may

also contribute to increasing inequality.

The scale of the epidemic in many developing countries and communi-

ties requires a well-informed, strategic approach to managing socioeconomic

impacts. This chapter focuses on key areas where action is needed to reduce

the socioeconomic impact of HIV/AIDS, but has often been lacking. Each

section reviews the impact of HIV/AIDS on particular sectors and suggests

responses that can help mitigate it.  A final section examines specific issues

in mobilizing intersectoral responses to HIV/AIDS.
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P U B L I C  S E C T O R
R E S P O N S E S

Government has a central role in mounting effec-
tive responses to the socioeconomic impact of the 
epidemic. It can potentially influence responses in 
several ways:

By providing leadership for a society’s response.
This includes advocacy, mobilizing resources, coor-
dinating a coherent overall strategy (in much the
same way as in other large-scale public health
threats or war) and providing strategic information
and resources to strengthen the responses of other
role players.

Meeting increasing and changing needs as a
service provider. The most obvious needs tend to
include health care and welfare services. But they
also include needs for broader development to
address conditions that put people at ongoing risk
of HIV infection and make them more vulnerable
to the impacts of HIV/AIDS.

As an employer. Government is typically one of
the major employers in developing country
economies.

As a legislator and regulator. Governments have
the ability to enhance the effectiveness of various
role players’ responses by creating incentives or
removing constraints.
The following discussions of particular sectoral

impacts and responses illustrate key issues to be con-
fronted in ensuring effective government responses to
socioeconomic impacts.

MA N AG I N G T H E IM PAC T O N PU B L I C
SE C TO R EM P LOY E E S

Government responses to HIV/AIDS have tended
to concentrate on prevention and impact management
in communities served, rather than on employees. But
because government is usually the single largest
employer, it has the ability to influence the scale and
severity of impacts on huge numbers of employees,
their dependents and communities. Effective responses
to HIV/AIDS among employees are also important to
ensure minimal compromise to a government’s ability
to respond to other HIV/AIDS-related socioeconomic
impacts and broader development agendas. 

As with private sector employers, HIV/AIDS
among government employees results in increasing
costs and/or inefficiency for several reasons:

There is increased absenteeism due to ill health of
individual employees, but also because workers take
time off to care for their families and attend funer-
als. In many countries entire government depart-
ments have come to a standstill because so many
attend the funerals of senior colleagues.

Sick workers are less productive at work, particu-
larly in physically demanding jobs.

Costs of employee benefits may escalate.

Recruitment and training needs increase.
Replacements for employees who die or retire due
to ill health may be less skilled and experienced,
and workers’ average age may fall.

Market wages may increase as skilled workers
become scarcer.

The psychological impact of HIV/AIDS on
infected and affected employees can reduce produc-
tivity.

In general, managing the impact on organizational
efficiency, capacity and costs is often more difficult for
government than for the private sector. Government
systems tend to be less flexible and responsive to needs
created by absenteeism and increasing competition for
scarce skills. (See Chapter 9 for more discussion on
HIV/AIDS prevention programs in the workplace.)
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RE S P O N S E S TO EM P LOY E E IM PAC T

Responding to the impact of HIV/AIDS on
employees involves addressing two key questions: 

How can employee infections be prevented?

How can government reduce the impact of existing
and future employee infections?

A comprehensive impact assessment generally
makes it easier to respond to these questions in a
strategic manner. Assessments will help to identify the
scale of expected impacts; pinpoint factors that
increase the susceptibility of employees and vulnerabil-
ity of core functions; and allow the development of a
well-informed, coherent, prioritized approach to the
problem. Impact assessments will use projections or
other data to estimate current and future levels of
infection, HIV-related sickness and AIDS deaths and
identify categories of employees who may have greater
exposure to particularly high-risk situations.

If there is substantial susceptibility, the next step is
to identify vulnerabilities, work processes, departments
or workplaces that are key to developing responses.
Issues to be covered include assessing:

The adequacy and effectiveness of prevention pro-
grams for employees

Work processes or occupations that are particularly
vulnerable to temporary or permanent loss of staff
or skills shortages

Performance management systems to identify and
address any productivity problems related to
HIV/AIDS

Recruitment and training systems’ costs, capacity
and ability to cope efficiently with increased staff
turnover

Employee benefits that can be affected, such as
medical insurance, sick and other leave, loans,
retirement, death and disability coverage and
funeral benefits

Whether management and employees’ attitudes
and support mechanisms make it easier for employ-
ees to disclose their HIV status to mobilize support
and allow forward planning

Employees with special vulnerability and needs,
such as women

Adequacy of systems to monitor key HIV/AIDS
impacts such as absenteeism and impacts on costs,
as well as evaluate effectiveness of responses

Capacity and systems to respond to HIV/AIDS
among employees, which are likely to include: 

Adequately resourced committees, teams or
individuals responsible for HIV/AIDS

AIDS-literate line and other managers, and 
support from leadership

An HIV/AIDS or chronic disease policy, which
is widely known and based on sound knowledge
of impacts on individuals and the organization

Support mechanisms for infected and affected
employees

After identifying susceptibility and vulnerabilities, 
a prioritized response can be developed based on feasi-
bility, affordability and the likely cost-effectiveness of
various actions. 

Individual ministries and workplaces will need to
customize their responses to suit their own circum-
stances. But many aspects of prevention and impact
management will require coordination and action by
central departments dealing with employment frame-
works and systems, such as a Department of Public
Service Management. In many other areas, networking
and resource sharing between different components of
government will greatly enhance the overall response.
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T H E  H E A L T H  S E C T O R
The health sector is affected early and most obvi-

ously by HIV/AIDS, and has several important roles
to play in mitigating the socioeconomic impact of the
epidemic. Effective health care can relieve the suffer-
ing of infected individuals and extend their productive
lives. It can also have several less direct benefits, such
as reducing individuals’ stress and psychological
trauma, relieving the economic and other burdens of
care on households and combating broader public
health problems such as tuberculosis (TB).

The challenge to developing an appropriate health
care policy is to reduce the burden on the formal
health care system without shifting it onto individuals,
families and communities. Interventions such as
home-based care, for example, are often highly effec-
tive at minimizing the impact of HIV/AIDS on the
public health care system. But unless families are given
adequate support, home-based care can overwhelm
family members by their role as caregivers. (See
Chapter 24 for in-depth discussion of home-based
care for people with HIV/AIDS.)

Providing health care can help promote HIV test-
ing and knowing one’s HIV status. This facilitates
prevention and effective planning by infected individ-
uals and households. The health sector also tends to
play a critical role in HIV prevention and broader
impact management by informing intersectoral and
community programs, and in interventions that take
place through conventional health services.

IM PAC T O N NE E D F O R SE RV I C E S

People living with HIV/AIDS (PLHA) generally
have a range of health care needs. Most HIV-related
conditions can be managed effectively at the primary
care level, and basic treatments and care can consider-
ably improve the quality and length of life of an indi-
vidual infected with HIV. As the disease progresses,
HIV-infected people have an increasing need for hos-
pitalization, both for acute, treatable illnesses and for
terminal conditions. In settings where antiretroviral
drugs (ARVs) may be affordable, new systems will
often be required to manage complex therapies and
ensure adherence to treatments. (Chapter 25 provides
guidelines for effective use of ARVs in resource-con-
strained settings.)

The main effect of HIV/AIDS on health needs is
that adults—who are usually among the healthiest
members of society—and large numbers of children
will now suffer from a serious, chronic disease. Thus,
there are dramatic increases in needs for health care, to
levels well above those previously assumed in plan-
ning. In one relatively well-resourced South African
province, projections indicate that HIV/AIDS alone
will more than double the required number of hospital
medical beds between 1997 and 2006, unless more
efficient ways are implemented to care for people
infected with HIV. In other countries, the costs of care
per PLHA have been estimated to be around 2.7 times
per capita GDP.

This scale of extra need is particularly problematic,
as many developing country health sectors have had
difficulty in meeting basic health care needs even with-
out the burden of HIV/AIDS.  Simply meeting only a
portion of these needs will consume a substantial share
of these countries’ health care spending. In 1995,
HIV/AIDS care was estimated to account for 27 per-
cent of public health care spending in Zimbabwe and
66 percent in Rwanda.  But it is almost certain that in
most severely affected countries the intensity and costs
of care per patient will decrease as needs increase.
Resources to care for people with other health care
problems will also potentially be reduced. Many HIV-
infected and other people will therefore have unmet
needs, even if health services do not actually collapse
under the extra burden of disease. 
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IM PAC T O N CA PAC I T Y TO
DE L I V E R SE RV I C E S

HIV/AIDS compromises capacity for health care in
the same ways it impacts on any organization, through
its direct and indirect impact on employees. Several
aspects of the impact on health workers are particu-
larly significant:

Health workers are at high risk for HIV/AIDS
and its complications. In most developing coun-
tries, the greatest risk of infection to health workers
is by far through sexual exposure, although risk of
occupational exposure to HIV also has to be con-
sidered. In Lusaka in 1991-92, HIV prevalence was
39 percent among midwives and 44 percent among
nurses. Kinshasa, Zaire hospital workers were
shown to have levels of HIV infection comparable
to the general community.1,2 In two Southern
Zambian hospitals, mortality rates among nurses
rose from 0.5 percent per annum in 1980 to 2.7
percent in 1991, due to HIV/AIDS.3 The death
rate of health care workers in Malawi was three
percent in 1997, a sixfold increase in pre-epidemic
levels.4

HIV-infected and other workers are also at risk
of occupational exposure to opportunistic infec-
tions, particularly TB. The annualized incidence
of TB cases among health staff has increased five-
fold over five years in health services in certain high
HIV prevalence areas, with up to 86 percent of
tested cases also infected with HIV.5

Huge extra service needs make the health sector
more vulnerable to inefficiencies. Many health
services struggled to provide effective services, even
before the HIV/AIDS epidemic. Illness and death
among health care workers can worsen existing
inefficiencies and capacity constraints. The impact
of HIV/AIDS on morale is particularly drastic in
the health sector as workloads increase dramatically,
and stress and burnout are exacerbated by factors
such as high mortality among children, young
adults and colleagues. 

HE A LT H SE C TO R RE S P O N S E S

HIV/AIDS will be the biggest single issue facing
the health sector in many developing countries. The
epidemic has to be considered a core business of all
components of the health service, not just something
to be dealt with by an HIV/AIDS unit. For example,
HIV/AIDS directly affects the need for laboratory,
physical therapy, nutrition and primary health care
(PHC) services. All components of health services will
be affected through the competition for resources,
need for referrals and effects on employees. It is also
critical that HIV/AIDS responses are approached in a
sound, strategic manner based on planning principles
that should be applied to any major health issue.
Incremental, ad hoc approaches, which may have suf-
ficed in an era when health needs increased gradually
and in line with previous experience, will almost cer-
tainly be inefficient and overwhelmed by HIV/AIDS. 

As with any health planning, this should begin
with a thorough situation analysis or impact assess-
ment. This analysis needs to assess current needs and
resources as well as projections of future needs and
resources as these may differ hugely from those now
being experienced. A comprehensive assessment will
give an indication of the types and scale of impacts
and allow clear option appraisal, prioritization and
strategic choices. Formal, detailed health sector impact
assessments have been conducted in relatively few
countries, but have helped with planning, refinement
of existing programs, advocacy and mobilization
around HIV/AIDS.6,7
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A well-informed, effective response to HIV/AIDS
in the health sector should  consider such issues as:

The role of the health sector in prevention
programs. This includes:

Directly involving sector capacity and services
in education and empowerment, providing
condoms and STD treatment

Participating in overall program design, capacity
building and technical support for other sectors

Evaluating programs

Developing strategy around prophylaxis,
secondary and tertiary prevention of complica-
tions of HIV infection

Ensuring a safe blood supply

Projected needs for HIV/AIDS care. These may
include PHC visits, hospital days, terminal care
days, counseling visits and TB cases.

Identification of affordable, cost-effective and
feasible ways to address each type of need.
Interventions that are not cost-effective can lead to
large-scale inefficiency in the use of available
resources, while other interventions may simply be
unaffordable or impractical on the scale required.
Home-based care, for example, is not cost-effective
in all settings and may not be feasible for all people
needing chronic or terminal care. On the other
hand, certain models of hospice care may simply
be unaffordable on a large scale. Service organiza-
tions, capacities and priorities will differ in differ-
ent settings, but certain issues and approaches tend
to apply in many circumstances. These include:

Establishing priority medical and other
needs of PLHA and their households. These
frequently indicate that health care is only one
of the priority needs of PLHA, and may be less
pressing than their need for financial or other
support.8 These insights can guide the planning

and prioritization of resource use. PLHA should
be actively involved in this process, as well as in
service design and monitoring.

Addressing general health system inefficien-
cies that waste existing capacity. HIV/AIDS
care can compound existing inefficiencies in, for
example, unnecessarily extended hospital stays,
poor referral systems or inefficient staffing
norms or task allocations. 

Considering options for care of people with
late-stage disease or recovering from severe
illness at earlier stages of infection. Care in
late-stage disease, particularly hospital care,
tends to be very expensive and has limited ben-
efits for quality and length of life. Terminal care
must at least be adequate to minimize unneces-
sary suffering or the loss of infected people’s
dignity. Home-based care (HBC) may be feasi-
ble and cost-effective for some areas, conditions
and individuals, but not for a significant num-
ber of others. Other options, such as respite
care, hospice and lower intensity inpatient care
for the terminally ill, need to be considered.

Including effective PHC services in
HIV/AIDS responses. PHC has an important
role because it is often more accessible than hos-
pital care, and can prevent and treat illnesses
before they become severe and require hospital-
ization. PHC-oriented care strategies often have
been shown to be more cost-effective than hos-
pital-oriented approaches. Effective PHC is also
a key link in the continuum of care, allowing
more efficient use of hospital resources and
ensuring that community-based terminal or
other care is adequately supported.

Including effective TB programs and services
in the responses of the most heavily affected
countries. They will directly benefit HIV-
infected people, with a substantial impact on
their survival, and reduce broader public health
impacts.

Addressing specific psychosocial care and
support strategies, including counseling and
testing services.
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Paying special attention to referral chains
and systems from higher to lower levels of
care, and vice versa. The overall system of care
is likely to be inefficient and inequitable unless
referral systems are effective.

Considering broader development impacts of
HIV/AIDS beyond direct health service costs
in the choice of strategy. For example, HBC
may sometimes reduce health service costs but
impose large costs on households if taking care
of a sick household member prevents other
adults from working or children are withdrawn
from school. These effects can seriously under-
mine other development and impact manage-
ment goals.

Developing guidelines and systems for clini-
cal care, admission, discharge and referral.
These need to be in line with overall care
strategies, resource constraints and plans for a
continuum of care if they are to help clinicians
make inevitable, difficult decisions about 
limitation of care.

Implementing rapid piloting, evaluation and
roll-out of new models of care. This is partic-
ularly important as new low-cost treatment
strategies become available.

Training staff and others involved at all levels
of HBC. This will make them confident and
effective in HIV/AIDS care and guideline use.

Assuring reliable supplies of priority basic
consumables and drugs at each level of care
should be assured for effective and acceptable
care.

Human resource management and planning.
Staff susceptibility and service vulnerability due to 
suboptimal management and utilization of staff
need to be addressed, as in any other workplace.
In particular:

Planning should accommodate increased needs
for care and loss of staff. It should target train-
ing and staff categories that are most cost-effec-
tive and feasible to train on the scale required
by HIV/AIDS-related need.

Burnout and stress on all types of staff need to
be actively considered in work organization and
planning.

Policies, programs and procedures for HIV 
prevention, including workplace exposure to
HIV and opportunistic infections, are needed to
avoid unnecessary infections, stigma and
demoralization.

Reducing the stigma of PLHA among staff and
patients. Even in heavily affected societies, stigma
is surprisingly prevalent and undermines preven-
tion, care, and support.

Mobilizing leadership within the health sector.
Political and senior management commitment to
HIV/AIDS is essential to ensure that adequate
resources and leadership drive the development and
implementation of a response. The interlinked roles
of all health system components in confronting
HIV/AIDS requires the active and ongoing involve-
ment of planners and managers of hospitals, PHC
and other health system components at all levels.

Mobilizing and facilitating the role of other sec-
tors in prevention, care and support. Health sec-
tor capacity to run sustained programs across sec-
tors is usually limited, which reduces effectiveness.
Overreliance on health sector inputs reinforces the
perception that HIV/AIDS is only a health prob-
lem. Available health sector resources can also
become preoccupied with other sector initiatives,
neglecting the development of specific strategies for
the health sector. Health services cannot respond
efficiently to needs without support from such sec-
tors as welfare because, for example, household
capacity for HBC may be too limited by economic
factors to allow for earlier discharge of hospitalized
people.

Developing and supporting the roles of non-
governmental (NGO) and community-based
organizations (CBOs). HIV/AIDS prevention,
care and support provided by NGOs or CBOs
may often be more appropriate, effective and cost-
effective than if it were provided directly by the
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government. In addition, the scale of the epidemic
often overwhelms the health sector’s capacity,
requiring that other resources be drawn into
responses.

Engaging the commercial private health care
sector. Experience in many countries shows that
effective private sector responses to key public
health problems such as HIV prevention, STDs
and TB cannot be assumed. In addition, private
sector HIV/AIDS responses may not be cost-effec-
tive and may make private care increasingly unaf-
fordable, with negative implications for the effi-
cient use of overall health system resources and
equity.

Involving traditional healers. In many instances,
traditional healers have been valuable contributors
to prevention and care programs, particularly for
TB and palliation. Their exclusion can also seri-
ously undermine health system initiatives.

Improving available information. Information on
many aspects of HIV/AIDS needs and system
responses tends to be inadequate for planning and
management. Decisions based on poor information
can have large-scale implications, so it is critical to
make better information a priority. This typically
includes information on epidemiology, utilization
patterns, costs and cost-effectiveness. Impact and
program monitoring and performance evaluations
are also critical. Although many areas requiring
more detailed research are likely to be identified, 
it is critical not to hold up action while seeking
“perfect” information. Available information also
should be efficiently analyzed and disseminated.

Review of policies, legislation and regulations.
Some of these may lead to suboptimal prevention
and care. Staffing norms and job descriptions, for
example, may not facilitate rapid, cost-effective
adaptation to absenteeism or staff loss, or may
make training and appointment systems unable to
meet urgent, large-scale demand. 

T H E  E D U C AT I O N
S E C T O R

The education sector plays a key role in reducing
short- and longer-term socioeconomic impacts of the
HIV/AIDS epidemic. The sector is uniquely posi-
tioned to influence the future course of HIV/AIDS
epidemics by changing risk behavior and infection
rates of large numbers of young people at the age
when HIV incidence tends to be highest. The sector
can also have a major influence on managing the
immediate effects of HIV/AIDS on educators, children
and older learners. In the medium to longer term,
effective responses can also limit “lost investment” in
learners who become infected, reduce the severity of
skills shortages in an economy and communities and
ensure that children and learners are equipped to lead
more fulfilling, productive lives.

IM PAC TS O N NE E D S TO B E ME T B Y
T H E ED U C AT I O N SE C TO R

The education sector is confronted by changes in
the scale and types of needs to be met. Demographic
impacts of the epidemic will tend to result in smaller
numbers of potential enrollees in education, as fewer
children will be born and many HIV-infected infants
will not survive to school age. A recent impact study
in Swaziland suggests that by 2016 there will be a 30
percent reduction in the size of the primary school
population for each grade, with somewhat lower, but
still substantial, reductions in the need for secondary
and tertiary education.9 Enrollment may be further
affected by household economic difficulties and chil-
dren’s responsibilities for care, which makes them
more likely to drop out of school or repeat grades.

At all levels of education there will be many learn-
ers with new special needs:

Vast numbers of children will be orphaned. In
Swaziland, orphan rates are projected to be three to
four times higher than before the epidemic, with
orphans constituting an estimated 36 percent of
children under age 15 by 2005, and the likelihood
that the orphan population will be disproportion-
ately high for at least the next 30 years.10 Several
studies have indicated that orphans are at high risk
of being educationally disadvantaged.11
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Huge numbers of children—up to a third of the
children in Swaziland,12 for example—will be
exposed to infectious diseases and emotional
trauma due to living with, and caring for, family
members with HIV/AIDS. Discrimination and iso-
lation often exacerbate the psychological trauma
caused by peers and teachers in children who are
infected or who are members of infected families. 

Children in households where a parent is ill or has
died, and possibly children in families that take in
orphans, will face increased economic difficulties
and responsibilities for care and household mainte-
nance. Economic pressures may make it impossible
for them to pay fees, buy books and uniforms,
maintain adequate nutrition or avoid having to
work to sustain themselves and their households. 

Significant numbers of learners will themselves be
HIV-infected. Although the majority of children
infected around the time of birth will die before
the age of two, some will survive to reach school
age, and many more will become infected as
teenagers.13

Thus the traditional role of the education system 
in cultivating numeracy and literacy will have to 
be supplemented by roles in supporting and nurturing
large numbers of children in crisis, giving them life
and survival skills from a relatively early age. 

IM PAC T O N CA PAC I T Y
TO PROV I D E ED U C AT I O N

Teachers at all levels of the education system are at
significant risk for HIV/AIDS infection. There are
indications that they may be at even greater than aver-
age risk as their high status and incomes create oppor-
tunities for high-risk behavior. Zambia’s Ministry of
Education reports that 2.2 percent of teachers died
from AIDS in 1996. This is already more than the
number produced by all its teacher training colleges.
The death rate is expected to triple by 2005.14

Implications for education will include the general
areas of cost and inefficiency that will affect employers
in general. But several specific impacts on education
warrant further mention:

Death or absence of even a single teacher is partic-
ularly serious because this tends to affect the educa-
tion of 20 to 50 children.

Loss of key individuals at the leadership level—
including planners, school inspectors, and princi-
pals—may further compromise quality and effi-
ciency of the education system. The average age
and experience of teachers is expected to fall.

ED U C AT I O N SE C TO R RE S P O N S E S

In many countries, HIV/AIDS challenges the very
core of the education system’s mission. There will be
huge levels of “wasted investment” in individuals if
learners die after they have been trained and educated.
The epidemic also undermines the ability to develop
the potential of many other learners who are disadvan-
taged by HIV/AIDS in their households. Strategic,
large-scale mobilization is required to respond.

Understanding the potential impact on needs and
capacity is key to mobilizing HIV/AIDS responses and
enabling effective planning, action and efficient use of
available resources. This should clearly identify key
areas of susceptibility and vulnerability of learners, edu-
cators and overall system function. Informed planning
in many severely affected countries requires projections
of the scale of various impacts. In Swaziland, for exam-
ple, a 1999 impact assessment has helped to identify
the scale and type of impacts on the capacity to provide
formal education, as well as the sector’s preparedness to
reduce the scale of the epidemic and mitigate impacts
on society. This has led to increased mobilization
around HIV/AIDS in the sector and beyond,  as well
as to the initiation of various planning and other
processes to mitigate impacts. Mobilization and plan-
ning have been assisted by participatory approaches to
impact assessment and strategy development, including
focus group discussions at school and community 
levels and workshops involving key decision makers to
identify priorities and strategies.9
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Effective responses will typically need to: 

Mobilize political will and leadership within the
education sector and beyond. In Swaziland, for
example, other key role players identified were the
minister of economic planning and development,
the king, cabinet, parliament and traditional leaders. 

Create dedicated processes, capacity and 
structures to drive HIV/AIDS responses. This is
required to drive the overall program, as well as 
in specific areas such as prevention programs and
obtaining information to inform planning and
management.

Develop strategies to slow the rate of new infec-
tions among learners that will: 

Provide adequate core knowledge about
HIV/AIDS to learners and other key stakehold-
ers—parents, teachers, traditional and religious
leaders—remains critically important, even in
quite advanced epidemics. The 1999 Swaziland
impact study found that despite antenatal HIV
prevalence of more than 30 percent, almost 
all stakeholders felt strongly that they were still
confused about HIV/AIDS.11 In addition, 
the emphasis on changing attitudes among edu-
cators, students, parents or guardians and com-
munity leaders was considered to be critical.
Key issues to be addressed included attitudes
towards women’s role in sexual decision making,
casual sexual partners, PLHA and various
aspects of denial. Stigma around HIV/AIDS is
recognized as a key obstacle to prevention and
impact management in many settings.

Recognizing that most countries need life skills
programs. These focus on skills and empower-
ment to change behavior and avoid high-risk
situations, rather than simply providing infor-
mation on HIV and sexuality issues. To date,
life skills programs have had mixed success.
They require careful design and implementa-
tion, with ongoing monitoring and evaluation.
Common challenges to anticipate include atti-
tudinal, moral or skills barriers among educa-
tors; ensuring the active participation of learners
in program design and implementation and in
life skills classes; ensuring the active support of

parents, religious leaders and other stakeholders
(the Swaziland study found that, contrary to
popular belief, most parents were supportive of
sex education in schools9); knowing whether
and how to integrate life skills and HIV educa-
tion into other curricula; and knowing how to
sustain programs and roll out pilot projects.15

Providing access to protection such as condoms. 

Addressing rape and sexual abuse in schools and
communities.

Provide in- and pre-service HIV/AIDS training
for teachers. This should build skills for preven-
tion to avoid infection of trainees and teachers, as
well as skills for managing impacts among learners
and fellow staff.

Adapt estimated numbers of learners and educa-
tors to be trained in plans for sectoral develop-
ment. It is essential to plan for any changes in
numbers.

Consider adapting the structure and curricula of
schooling and higher education courses. For
example, course structures that allow for modular,
part-time and accelerated learning may increase
flexibility to respond to rapid increases in needs for
trained people. This may also increase system effi-
ciency by giving HIV-infected learners more of an
opportunity to “pay back” investment in their edu-
cation through active teaching for a longer time. 

Remove barriers to ongoing schooling among
affected children. In Swaziland, for example, sug-
gested responses included establishing an educa-
tional fund to pay for orphans’ education; offering
exemptions to homesteads or institutions with
orphans to enable the children to attend school;
waiving school uniform requirements when afford-
ability is a problem; expanding school-based feed-
ing programs for school children; and introducing
flexible schooling hours, where possible, to keep in
school those children who might otherwise have to
drop out due to labor requirements elsewhere.9
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Identifying and responding to particularly
susceptible or vulnerable groups of learners.

Orphans may need specific care and support
programs. Looking into a support program for
orphans and caregivers was identified as a key
priority in Swaziland.

Girls and young women may face strong social
or economic pressures that force them to with-
draw from school and potentially engage in sex-
ual networking.

Programs to increase access of out-of-school
youths to HIV/AIDS and general education
may be required.

The needs of infected children are likely to
require special attention.

Mobilizing intersectoral initiatives at all levels
to strengthen prevention, ensure adequate sup-
port for infected and affected learners and allow
appropriate responses to broader development
and impact management needs. Key sectors will
often include finance or development planning,
both of which influence the availability of resources
for education. Health and welfare sectors tend to 
provide important technical support and assist in
prevention and the development of mitigation
strategies. To guide education planning, all sectors
will need to provide guidance on anticipated areas
of skills shortages.

Legislating, regulating and creating incentives to
improve prevention and impact management.
For example, tax incentives to increase employers’
roles in orphan support were suggested as a possible
option in Swaziland.9 In some societies, incentives
for direct private-sector involvement in training and
education may be warranted. 

Generating key information, including monitor-
ing and evaluation of trends in impacts, such as
dropout rates and absenteeism, and success of
program implementation. In Swaziland, studies to
understand the needs of orphans were considered a
major priority.9

Identifying costs and considering affordability
in strategy development, based on impact pro-
jections and the needs identified. In Swaziland,
for example, the cost of the epidemic to the educa-

tional system has been estimated at upwards of E2
billion between now and 2016, funds which are
unlikely to be available to the system. This has led
to recommendations that the Ministry of Education
prepare revised guidelines and develop detailed
strategies on educational provision that increase
flexibility to use available resources more effectively.
Suggestions included re-hiring retired educators,
involving senior students in teaching and adopting
learner-centered approaches to education to allow
class sizes to grow without compromising educa-
tional quality.9

OT H E R GOV E R N M E N T SE C TO R S

Although this chapter focuses primarily on the
impact of HIV/AIDS and the roles of the health and
education sectors, clearly this epidemic has implica-
tions for and requires the collaborative response of
multiple sectors.

Social support sectors that specifically address
community services, women and youth are obvious
partners for an effective public sector response to
HIV/AIDS. These ministries often have direct and
credible contact with the populations most vulnerable
to HIV. They are also frequently on the frontline in
providing support services and strategies addressing
many of the determinants of HIV vulnerability,
including economic and social inequality and instabil-
ity. Finally, they may be both direct providers of sup-
port as well as have established linkages with NGOs
for support to PLHA. 

In many developing countries, agriculture provides
a living for up to 80 percent of the population.16

HIV/AIDS affects the agricultural sector by reducing
human resources and capital, which can result in lower
productivity, less land area under cultivation, and
changes in the patterns and yields of crops. Given the
high proportion of women traditionally engaged in
agriculture, the diversion of these women to taking
care of infected family members can result in severe
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F i g u r e  1
Progression of Cases and Costs of
Workforce HIV/AIDS

Economic Impact of 
All Cases

■ No costs to company at this stage.

■ Overall productivity of workforce 
declines.

■ Overall labor costs increase.
■ Additional use of medical aid 

benefits causes premiums to 
increase.

■ Additional medical staff must be 
hired at the company health clinics.

■ Managers begin to spend time 
and resources on HIV-related 
issues.

■ HIV/AIDS interventions are 
designed and implemented.

■ Payouts from pension fund cause 
employer and/or employee 
contributions to increase.

■ Returns to training investments are 
reduced.

■ Morale, discipline, and concentra-
tion of other employees are 
disrupted by frequent deaths of 
colleagues.

■ Additional recruiting staff and 
resources must be brought on.

■ Wages for skilled (and possibly 
unskilled) employees increase as 
labor markets respond  to the loss 
of workers.

■ Additional training staff and 
resources must be brought on.

■ There is an overall reduction in the 
experience, skill and performance 
of the workforce.

■ Work unit productivity is disrupted 
as turnover rates increase.

Economic Impact of 
Individual Case

■ No costs to company at this stage.

■ Sick leave and other absenteeism 
increases.

■ Work performance declines due to 
employee illness.

■ Overtime and contractors’ wages 
increase to compensate for 
absenteeism.

■ Use of company’s on-site health 
clinics increases.

■ Payouts from medical aid schemes 
increase.

■ Employee requires attention of 
human resource and employee 
assistance personnel.

■ Payout from death benefit or life 
insurance scheme is claimed.

■ Pension benefits are claimed by 
employee or dependents.

■ Other employees are absent to 
attend funeral.

■ Funeral expenses are incurred.
■ Subsidized loans to employee are

not repaid.

■ Company incurs costs of 
recruitment.

■ Position is vacant until new 
employee is hired. 

■ Cost of overtime wages increases 
to compensate for vacant positions.

■ Company incurs costs of pre-
employment training (tuition, etc.).

■ Company incurs costs of in-service 
training to bring new employee up 
to level of old one.

■ Salary is paid to employee during 
training.

■ Performance is low while new 
employee comes up to speed.

■ Other employees spend time 
providing on-the-job training.

Progression of HIV/AIDS
in the Workforce

1. Employee becomes HIV+.

2. HIV/AIDS-related morbidity begins.

3. Employee leaves workforce due to 
death, medical boarding, or 
voluntary resignation for health 
reasons.

4. Company recruits a replacement 
employee.

5. Company trains the new employee.

6. New employee joins the 
workforce.
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F i g u r e  2
Economic Impact of Workforce HIV/AIDS 

Total Costs of HIV/AIDS in the Workforce

Direct Costs

Benefits Package
■ Company-run health clinics
■ Medical aid/health insurance 
■ Disability insurance
■ Pension fund
■ Death benefit/life insurance 

payout
■ Funeral expenses
■ Subsidized loans

Recruitment
■ Recruiting expenses (advertising, 

interviewing, etc.)
■ Cost of having positions vacant 

(profit the employee would have 
produced)

Training
■ Pre-employment education and 

training costs
■ In-service and on-the-job training 

costs
■ Salary while new employee comes 

up to speed

HIV/AIDS Programs
■ Direct costs of prevention 

programs (materials, staff, etc.)
■ Time employees spend in 

prevention programs
■ Studies, surveys, and other 

planning activities

Direct Costs

Indirect Costs

Absenteeism
■ Sick leave
■ Other leave taken by sick 

employees
■ Bereavement and funeral leave
■ Leave to care for dependents with 

AIDS

Morbidity on the Job
■ Reduced performance due to 

HIV/AIDS sickness on the job

Management Resources
■ Managers’ time and effort for 

responding to workforce impacts, 
planning prevention and care 
programs, etc.

■ Legal and human resource staff 
time for HIV-related policy 
development and problem-solving

Indirect Costs

Unmeasurable Costs

Loss of Workplace Cohesion
■ Reduction in morale, motivation 

and concentration 
■ Disruption of schedules and work 

teams or units
■ Breakdown of workforce discipline 

(slacking, unauthorized absences, 
theft, etc.)

Workforce Performance
and Experience
■ Reduction in average level of skill, 

performance and experience of 
workforce

Unmeasurable Costs



temporary or even chronic reductions in food security
for families. As noted earlier, HIV/AIDS also diverts
children from pursuing educational opportunities to
work family agricultural plots. Ministries of agriculture
can support integrated prevention programs that
address HIV vulnerability and risk reduction strategies,
especially as they relate to human capital constraints,
mobility of migrant farm laborers, and strengthening
sustainable rural development.

National defense is also compromised by HIV/AIDS
and has an important role to play in reducing
HIV/AIDS within the military and beyond. Military
leaders in many high prevalence countries worry about
their ability to attain and deploy full contingents as
well as their ability to retain the skills of highly trained
experts and leadership. As military forces increasingly
participate in peacekeeping and other long-term
deployments away from home, the likelihood of risky
behavior increases. The mobility of military forces and
their greater interaction within their temporary com-
munities also puts the civilian population at risk.
Ministries of defense are crucial partners in HIV/AIDS
prevention through the direct implementation of pre-
vention education and services for armed forces.

They can also examine approaches for reducing
underlying vulnerability, including (1) changing post-
ing practices to shorten the time recruits are away
from families and finding opportunities for keeping
families together whenever possible; (2) adapting the
“risk-taking ethos”17 of the military to be more dis-
cerning about necessary versus unnecessary risks; and
(3) encouraging more responsible interactions with
civilian populations based on human rights and strict
codes of conduct. It is also essential to integrate mili-
tary health services with community-based health
services, particularly HIV/AIDS prevention, to avoid
service gaps and disconnects.

T H E  P R I VAT E
S E C T O R

How will AIDS affect the business sector? How is
the sector responding to the epidemic? How should it
respond? There is no clear answer to any of these 
questions, and very limited information on the
impacts of HIV/AIDS on business. This lack of infor-
mation makes it harder for the business community to
respond. But there is going to be a steady, large
increase in illness and death in the working-age popu-
lation, which will inevitably impose some degree of
costs and uncertainty on business. 

IM PAC TS O N
CO M PA N Y CO S TS

The major HIV/AIDS concerns for businesses are
reduced productivity and increased costs. Productivity
will fall and costs rise due to the same kinds of
HIV/AIDS impacts discussed above for government
employees. There is a range of methods to assess the
impact of HIV/AIDS on businesses and a recent pub-
lication presents two cost models.18 Figure 1 shows a
chronological model designed to demonstrate to busi-
ness managers how HIV/AIDS among employees is
likely to affect a company’s expenses and labor produc-
tivity. For purposes of data collection and analysis, the
costs identified in Figure 1 can be reconfigured into a
second model (Figure 2 ).    

There is little information in the public domain
about the scale and significance of these costs. A 1994
USAID-sponsored AIDS Control and Prevention
(AIDSCAP) Project assessment of companies in Kenya
and Botswana found that costs to business would vary
from less than 1 percent of profits to a high of nearly
9 percent, with most costs resulting from employee
absenteeism.19 In contrast, a five-company study in
Botswana found that HIV costs were still relatively
low there as late as 1997: an average of 0.7 percent of
the total wage bill.20 Another study examined three
companies in Zambia and found that although there
was a marked increase in absenteeism and mortality,
costs were still low.21 In Malawi a detailed study of a
large tea estate in 1996 came to similar conclusions.22

The firm was able to cap costs by adjusting its
employee contracts and benefits policies. A more
recent analysis of a sugar mill in South Africa esti-
mated an annual cost of approximately US$1,600 per
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infected employee during the last two years of the
employee’s life, including two extra months of absen-
teeism over this period.23

In these studies, the share of costs attributable to
absenteeism, medical care, pensions, training, etc., var-
ied widely, as did the impact on the companies’ bot-
tom lines. The inconsistent methodology and scarcity
of reliable data used in these studies make their con-
clusions difficult to interpret.18 Much of the data also
refer to years in which the AIDS epidemic was not yet
very advanced. But overall, the evidence suggests that
HIV/AIDS costs are unlikely to be disastrous for most
firms, although cumulative costs over time will be sub-
stantial.

The highest HIV/AIDS cost to companies is likely
to be loss of labor, due to deaths and absenteeism. The
second highest area of costs to companies relates to
employee benefits. These will depend on the conditions
of employment, the level of staff and the benefits 
provided. It is likely that the more advanced African
economies will be more adversely affected. For example,
in South Africa benefits include group life insurance,

pensions and medical aid. If payroll costs do not rise,
benefits will be reduced. One example from the 
insurance industry showed that in Zimbabwe, life
insurance premiums quadrupled in two years because
of  HIV/AIDS. A study of businesses’ main concerns
about the impact of HIV/AIDS in Zimbabwe found
they were most worried about the loss of skilled labor
(33 percent), loss of labor generally (24 percent),
reduced future productivity (24 percent), increased
insurance and pension costs (13 percent) and other
associated economic costs (12 percent).

IM PAC T O N MA R K E TS

HIV/AIDS could reduce the absolute number of
potential customers, making the markets that are rela-
tively saturated and depend critically on population
size the most vulnerable. The epidemic’s impact on
specific markets will depend on the demographic pro-
file of consumers  (age, sex and geographic location),
with consumers age 25 to 49 likely to be most
affected. In countries where needs for goods are far
from saturated, many consumers who die or have their
disposable income reduced by HIV/AIDS will be
replaced by new earners and consumers, if overall
GDP and consumption expenditure remain largely
unaffected by the pandemic. But consumption pat-
terns may be significantly affected when spending is
diverted to meet such HIV/AIDS needs as health care
and funerals. 

In countries such as South Africa, labor market
adjustments to HIV/AIDS—such as increasing capital
intensity, or using less-skilled labor that is cheaper to
replace—may exacerbate economic and political polar-
ization. This means that markets for goods and serv-
ices targeted at upwardly mobile households may be
more severely affected. A major concern for the retail
sector in southern Africa is the provision of credit.
Many clothing chains offer credit that is written off if
the customer dies. Store cardholders may also be
offered funeral benefits in the event of their or their
dependents’ death. An insurance company in Durban,
South Africa, that underwrites the death and funeral
benefits of a major retail chain, reported a 50 percent
increase in the number of claims during 1998, result-
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T a b l e  1
Costs to Companies

Company Total annual Annual cost
name cost of AIDS of AIDS/

employee

Botswana Diamond Valuing US$ 125 941 US$ 237

Botswana Meat Commission US$ 370 200 US$ 268

Côte d’Ivoire food processing firm US$ 33 207 US$ 120

Côte d’Ivoire packaging firm US$ 10 398 US$ 125

Muhoroni Sugar, Kenya US$ 58 303 US$ 49

Uganda Railway Corporation US$ 77 000 US$ 300

Source: Stover & Bollinger, 1999.



ing in a need to increase premiums in line with the
expected increase in deaths.24 Retailers of household
appliances and furniture will also be affected as many
of these items are sold on a lease-purchase basis.

TH E BU S I N E S S EN V I RO N M E N T

AIDS may substantially affect the business envi-
ronment even though it is not expected to be a domi-
nant influence on macroeconomic growth. AIDS may
have greater though less predictable effects on other
aspects of the political, social and business environ-
ment, including:

The increase in orphans and street children may
increase crime rates.25

The security apparatus, labor movements, and
political leadership will experience increased
mortality that may compromise stability.

The overall pressure on health systems may lead to
deterioration in the level and quality of service,
and poorer health even among the uninfected.

Any government diversion of resources to
HIV/AIDS care and prevention may have signifi-
cant opportunity costs in other sectors and invest-
ments in infrastructure.

Government efficiency in key areas may fall signifi-
cantly due to impacts on employees, leading to
delays in granting licences, approving applications
and so on.

In some countries there are likely to be problems
arising from policies to develop and favor local
skills to replace expatriates and affirm previously
disadvantaged groups that may be at high risk for
HIV/AIDS. The epidemic may delay and reverse
the implementation of these policies. If govern-
ment policies do not recognize the new realities
created by AIDS when it is necessary to do so,
there may be substantial negative effects on busi-
nesses and economies.

TH E BU S I N E S S RE S P O N S E

What can and should companies do about AIDS?
Essentially, there are four areas in which they can
respond:  employees, costs, markets and society (see
Chapter 10).

The impact on employees
Private sector attempts to reduce impacts on

employees may benefit not only employees and the
employer, but may also have major spin-off benefits
for the broader community and society as a whole.
The private sector will often be better able than gov-
ernments or communities to access and effectively
apply resources to mitigate HIV/AIDS impacts.
Private sector employees also tend to have substantial
numbers of immediate or indirect dependents. Two
main response areas to consider are:

Preventing HIV infection in current and new
workers through HIV/AIDS education, providing
condoms and STD services and addressing root
causes of HIV transmission. There are many exam-
ples of education, condom programs and enhanced
STD services. These have been shown to reduce
STD levels, suggesting that they also reduce HIV
infections. But companies need to recognize that
their employees are members of the community
where transmission occurs. This is why interven-
tions must extend into employees’ communities.
Programs also need to address root causes of high
risk, such as migrant labor or work that requires
employees to spend large amounts of time away
from home. Solutions require imagination and lat-
eral thinking. Some transport companies, for exam-
ple, have begun to make drivers exchange their
vehicles midway between cities to avoid spending
nights away from home.

Providing care and support services. In or outside
the workplace, effective affordable health care to
manage ill health among employees becomes
increasingly important. Access to adequate work-
place or off-site primary medical care has been
shown to reduce absenteeism. Assisting workers
with TB treatment has helped to ensure that they
are diagnosed and cured, thereby prolonging their
productive lives and protecting fellow employees
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from infection. Home-based care systems have been
used to help employees recover more quickly from
bouts of illness and to support the terminally ill.

Other types of support, such as funeral, disability
and death benefits, can strongly influence the socioe-
conomic impacts of HIV/AIDS on employees’ house-
holds. Many employers provide on- or off-site counsel-
ing and assistance programs for employees who are
HIV-infected or affected.

The impact on costs
Managing the impacts of HIV/AIDS on costs—

through mechanisms similar to those discussed for
public service employees—can have important, broader
socioeconomic benefits by ensuring that firms remain
viable, competitive and able to provide employment.
Responses such as improved training, teaching multiple
skills and providing medical and other support to keep
employees productive as long as possible have clear
socioeconomic benefits. But cost-reduction strategies
adopted by companies also can have negative socioeco-
nomic implications. If a company controls costs by
reducing medical or death benefits, for example,
HIV/AIDS costs will have to be borne by individuals,
households, communities or the state.

The negative impact of HIV/AIDS responses may
be limited to some extent once firms recognize that
crude attempts to minimize costs may actually be cost-
ineffective. For example, poor health benefits or other
benefits may reduce productivity by accelerating death
and illness and lowering workforce morale.
Discriminatory hiring practices also may make it
impossible for firms to find skilled workers in skills-
scarce economies. It is nevertheless unclear whether
and when business responses in these areas will be
appropriate to serve the overall objectives of reducing
the socioeconomic impacts of HIV/AIDS.

The impact on markets
The impact of HIV/AIDS on markets will be a sig-

nificant issue for certain companies, and each will have
to assess the vulnerability of their particular markets.
For those likely to be affected, responses such as limit-
ing credit or investing in other countries may have
either negative or positive impacts on development
whose significance is unknown.

Business and society
AIDS is such a serious and far-reaching problem

that it will define how societies develop in Africa over
the first half of this century. The epidemic and how
society responds will determine the structure and
shape of society and the business environment.
Business has an important role to play.

PR I VAT E SE C TO R RE S P O N S E S
I N PR AC T I C E

There are limited data to indicate whether, even in
companies that are concerned about HIV/AIDS, the
overall response has addressed socioeconomic impacts
in a definitely positive or negative manner. Part of the
problem is that the interventions that do succeed are
unlikely to produce benefits in terms of AIDS cases
averted for seven to ten years. Many companies have
not even monitored impacts effectively, or appear to
have merely accepted them, while others have actively
tried to address at least some impacts. Several other
companies concerned about HIV/AIDS have showed a
similar pattern in their responses:

Stage 1. The company became aware of the epi-
demic. Being a responsible employer, it imple-
mented an AIDS education package, usually aimed
at workers rather than management (who did not
regard it as their problem).

Stage 2. HIV prevalence in the national population
climbed and deaths began to occur in the work-
force.

Stage 3. The company now wanted to know the
scale of the problem it faced. Projections and/or
workforce surveys using non-invasive saliva tests
were used. It became clear that despite AIDS edu-
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cation programs the levels of infection in the com-
pany workforce were probably very similar to those
in surrounding populations. 

Stage 4. Outside academics or consultants were
brought in to collect data or guide the company in
its own data collection and analysis. 

Stage 5. It is impossible to say what has happened
beyond increased prevention activities. This is the
stage when companies are least likely to share
information, either because they believe it is com-
mercially sensitive or their actions, which are
rational for the company, may not be best for the
nation.

In countries such as Botswana, Thailand and South
Africa, business coalitions on AIDS have been formed
to strengthen private sector responses. Firms in the
same sector (e.g., transport) or local areas have also
showed some cooperation. Such partnerships have
coordinated initiatives for training, skills development,
care and prevention; shared knowledge and experi-
ence; identified and accessed HIV/AIDS management
resources for member firms; researched issues of inter-
est to business; and developed common approaches to
certain key issues. But the scope and effectiveness of
such initiatives has varied substantially.

Certain general themes emerge:

Academic methodologies and ways of thinking
about and responding to the epidemic are too
esoteric for most business managers. Effective
responses to HIV/AIDS often require expertise,
understanding and resources which may be 

difficult for individual companies, particularly
smaller firms, to develop. Thus partial responses—
rather than optimal management of internal or
broader socioeconomic impacts—are probably
more realistic initial goals of programs to mobilize
private sector responses.

Some businesses tend to respond to HIV/AIDS
when they see clear, usually financial, business
benefits in doing so. The immediate significance
of other business issues, and effective ways to
address them, are often easier to identify, so they
tend to be given greater priority than HIV/AIDS.
The benefits of developing HIV/AIDS responses
early on may seem too distant to effectively moti-
vate firms. There is no guarantee that HIV/AIDS
initiatives will appeal to companies’ corporate social
investment programs, although many invest in
areas such as education, which can address impor-
tant HIV/AIDS impacts. 

Financial reasons are not always the main moti-
vating factor for developing a prevention strat-
egy. Many businesses do not necessarily need to
have proof that the benefits of intervening exceed
the cost of doing nothing. Some business leaders
respond because they want to see themselves as
good community leaders. Others respond because
they see fellow business leaders responding and
they want to imitate the leaders in their profession.
In India, for example, trucking companies were
interested in developing HIV/AIDS programs only
after they saw that industry leaders were interven-
ing. Ultimately, a combined message of self-inter-
est, community leadership and altruism is likely to
be most effective in attracting business leaders.

“Market failures” have to be recognized and
addressed. Individual companies may not have an
incentive to develop certain initiatives alone if they
see other firms reaping the benefits of improved in-
house training and HIV prevention.

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  T H R E E 79



I N T E R S E C T O R A L
R E S P O N S E S  T O  H I V / A I D S

Intersectoral responses and cooperation are desir-
able for several reasons:

HIV/AIDS cannot be considered just a health
issue. All sectors will be affected and need to
respond directly to various impacts.

There are several drawbacks to overly relying on
the capacity of a particular sector, usually
health, to drive responses. The health sector often
has relatively low status among other departments,
hampering its ability to lead. Individual sectors
such as health also often have limited capacity.
Stronger core responses within key sectors, such as
health, tend to be neglected if they are consumed
by dealing with issues that can be addressed by
other sectors.

In any given sector, input or support from other
sectors will probably be needed to effectively
plan and implement responses. The education
sector, for example, may require input from the
finance sector on financial resources and priorities,
and from the health sector in certain technical
areas. On the other hand, each sector also needs to
plan with a view to reinforcing the responses of
other sectors. The education sector, for example,
has to pinpoint requirements for appropriate num-
bers and types of workers and graduates to manage
the impact on needs and human resources in other
sectors such as health or the general labor force.

Inadequate responses by any individual sector
have the potential to create negative effects in
other sectors. Poor support from the welfare sec-
tor, for example, makes it much more difficult for
the health sector to implement home-based care
(HBC) as an alternative to hospitals for terminal
care or discharge. Cost shifting by the private sec-
tor may also substantially increase burdens on a
state and communities that are already struggling
to cope.

Difficult decisions on the allocation of resources
between and within sectors will have to be made
in many countries. There is a risk that decisions
can be arbitrary and inefficient. Avoiding this
requires an inter-sectoral process to develop a
shared understanding of impacts across sectors.
This offers a clearly defined way to allocate
resources to meet HIV/AIDS-specific and broader
developmental needs.

The private and NGO/CBO sector have consid-
erable financial and other resources to apply to
the socioeconomic challenges of HIV/AIDS.
Government resources are likely to be overwhelmed
by the huge new needs, and the public sector tends
to have less flexibility to efficiently and cost-effec-
tively address them. Even if we can only ensure an
effective response by business to the direct impacts
on firms and employees, it will have substantial rip-
ple effects throughout society.
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C O N C L U S I O N S
This chapter has covered a number of issues to be

considered in developing effective responses to miti-
gate the impact of HIV/AIDS on families, communi-
ties, businesses, the health sector and government. It
emphasizes that the epidemic in many developing
countries is so huge that responses must be guided by
a clear, comprehensive strategy across and within sec-
tors. Piecemeal responses cannot be expected to have a
major effect on the epidemic’s socioeconomic conse-
quences. Actions that are not situated within a strate-
gic framework will often prove to be unaffordable,
cost ineffective or simply ineffective and unfeasible on
the scale required.

In many respects the impact of HIV/AIDS is equal
to that of a war, and fighting it requires a similar 
level of commitment and sophistication in planning.
Several major issues are relevant to mitigating the
impact:

Rapid initiation of responses. While aspects of a
strategy may need to be refined as better information
becomes available and there is more detailed planning,
it is critical that responses begin rapidly. Many types
of action or activities will clearly be required in any
strategy, and should not be delayed. In sectors such as
education, for example, which can influence large
numbers of teenagers at risk of new infection, each
month and year of delay can result in hundreds or
thousands of new infections. Not only are opportuni-
ties for prevention lost in all other sectors, but the
capacity to develop responses can also be significantly
depleted and unsustainable precedents may already be
entrenched. Any delay in mobilizing action therefore
worsens the epidemic, raises death rates and makes
future actions less effective.

Active commitment by leadership. This is 
essential to planning and implementing an effective
response to HIV/AIDS, and ensuring sustained 
commitment of leadership—the minister, permanent
secretary and/or directors—should be high on the
agenda in any response.

Consideration of “radical” options. The scale of
the epidemic would challenge current service delivery,
management and other systems even if they were
highly efficient. But it cannot be assumed that existing
ways of doing things—from human resource manage-
ment to organizing service delivery—are appropriate.
A broad, innovative range of options should be con-
sidered. This may include finding new ways to reach
people with prevention messages, new cost-effective
programs to treat PLHA and more effective ways to
support people affected by HIV/AIDS—and similarly
vulnerable groups—in society.

Prioritization of actions and responses, and
making difficult choices. At all levels the needs cre-
ated by HIV/AIDS will far exceed resources available
to satisfy them. Priorities will have to be established as
action in all areas at once will often not be feasible.
Difficult decisions will have to be made on appropri-
ate allocations of resources to HIV/AIDS-specific
needs in light of the interests of infected and affected
individuals and broader social and development goals.
The priority of health care for PLHA and support of
surviving dependents, for example, will have to be
established within available resources for meeting
AIDS-specific needs. Each choice will have to consider
the most cost-effective use of resources and be most
affordable and practical on the scale required.

Improving information. Current information is
inadequate to guide strategy development, operational
planning and management decisions in almost every
area of HIV/AIDS. Data collection should be priori-
tized to provide the information that is most important
and feasible to collect within immediate constraints. 
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Flexibility and decentralized solutions. Strategies
to reduce socioeconomic impacts can create common
frameworks and foundations for responses. But any
effective strategy and response is likely to include an
element of flexibility.  One reason is that information
on impacts is often inadequate to remove key uncer-
tainties. It is usually unclear, for example, which com-
munities are likely to be affected more or less severely
than average, or which aspect of the HIV/AIDS
impact will be most important to address in specific
communities. This is why responses must accommo-
date variation and uncertainty if resources are to be
used effectively.

Secondly, many HIV/AIDS impacts demand more
flexibility than current systems allow. The Swaziland
education sector impact study, for example, identified
a need for greater flexibility in areas including the aca-
demic schedule, education of out-of-school youth and
teacher supply. All sectors will require greater flexibil-
ity in human resource use to make up for temporary
or permanent shortages in certain staff. To respond to
various uncertainties at the systemic or local level, it is
likely that effective decentralization of decision mak-
ing on many issues for local communities and officials
will be highly desirable. 

The HIV/AIDS epidemic is a long-term problem
that will be a feature of most developing countries for
many decades. Strategic approaches that are developed
now could pay major returns over the many years the
epidemic unfolds. 
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I N T R O D U C T I O N

Improving access to HIV/AIDS-related drugs presents political, social,
ethical, economic and medical difficulties. Most countries face these to
some degree, but they are particularly challenging in resource-constrained
countries, where 95 percent of the estimated 36 million people infected
with HIV live and there is a serious lack of access to even the most basic
drugs.

This chapter proposes a four-part strategy to help guide and coordinate
the steps needed to improve access to drugs for PLHA: 1) Ensure rational
selection and use of HIV/AIDS-related drugs; 2) Make drugs affordable
to public health systems and individuals; 3) Allocate adequate resources
and develop sustainable financial mechanisms; and 4) Strengthen reliable
health care services. At the country level, each component should be con-
sidered within the broader context to be effective and sustainable, and
must be integrated within the national drug policy and the locally imple-
mented essential drug program.

S T A T E  O F  T H E  A R T  A P P R O A C H E S ,  

S T R A T E G I E S  A N D  E X P E R I E N C E

Ensure rational selection and use of HIV/AIDS-related drugs
Many of the symptoms and medical conditions related to HIV infection
can be treated with drugs. These include anti-infective agents, palliative
drugs, and antiretroviral drugs (ARVs). To ensure the rational selection
and use of such drugs, the following steps should be taken: 

Assess the morbidity pattern.

Select the appropriate drugs for PLHA.

Quantify drug needs.

Promote rational drug prescribing and use. 
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M A K E  D R U G S  A F F O R D A B L E  T O  T H E  P U B L I C  H E A L T H

S Y S T E M S  A N D  I N D I V I D U A L S  

In countries where the average health expenditure per capita ranges from
less than US$10 (in the poorest) to around US$200 (in the richest), 
treatments for opportunistic infections and ARV therapy are still beyond
the financial means of many public health care systems and most individ-
ual patients. To make any positive impact on drug affordability and
increase availability, governments must consider the following suggested
combinations for improving drug affordability:

Consult market information on drug sources and prices.

Create generic and therapeutic competition.

Verify patent status of drugs.

Organize bulk procurement of drugs.

Apply the safeguards of the new patent rule that affects new drugs.

Negotiate with pharmaceutical companies for price reduction.

Advocate for equity pricing.

Remove import and value-added taxes and reduce distribution costs.

A L L O C A T E  A D E Q U A T E  A N D  S U S T A I N A B L E  F I N A N C I A L

R E S O U R C E S  F O R  H I V / A I D S - R E L A T E D  D R U G S

Between 50 percent and 80 percent of the cost of drugs is paid out of
pocket by patients in resource-constrained countries—the most
inequitable method of health care financing.

To obtain additional public funds, the health ministry should submit well-
prepared, justified and realistic budgets to the finance ministry. Financing
strategies should be based on careful considerations of the major drug-
financing alternatives, which include public financing; health insurance;
donor financing and development loans; special mechanisms (such as 
solidarity funds); debt relief funds; better use of out-of-pocket spending;
and cost-sharing with patients

D E V E L O P  R E L I A B L E  H E A L T H  C A R E  S E R V I C E S

In resource-constrained countries, most patients have no access to
HIV/AIDS care and drugs, and only five percent of those infected know
their HIV status. Early voluntary counseling and testing (VCT) should
therefore be advocated and supported.  In addition, steps should be 
taken to:
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Understand local needs and capacities to respond adequately to
HIV/AIDS care needs and drug supplies

Ensure a reliable supply of HIV/AIDS drugs by increasing access
through the private sector and NGOs

Expand and monitor access to treatment, shifting the focus of health
care systems to the periphery, where most patients are found 

L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

Ensuring better access to drugs for PLHA demands new relationships and
alliances at international, national and local levels. Responses that have
proved useful are outlined.

C A S E  S T U D Y

Implementation of an HIV/AIDS-related drug access initiative in Uganda.
The program demonstrated that AIDS patients can be managed success-
fully with ARV therapy in a resource-constrained setting.  It also has
served to increase awareness of AIDS care and the fact that patient man-
agement, record keeping, laboratory monitoring and capacity building for
the early diagnosis and management of opportunistic infections are all
critical to the appropriate care and support of AIDS patients. 
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M
any of the symptoms and conditions related to HIV infec-

tion, and the progression of HIV itself, are manageable

with drugs. But in many parts of the developing world—

home to 95 percent of the estimated 36 million people infected with

HIV—there is a serious lack of access to even the most basic drugs. While

therapeutic progress is being made and HIV/AIDS-related drugs are

becoming available in the indus-

trialized world, AIDS patients

continue to die at an alarming rate in resource-constrained countries.1

Improving access to HIV/AIDS-related drugs presents especially diffi-

cult political, social, ethical, economic and medical challenges, which face

most countries to some degree. These include: 

The complexity of drugs needed to care for HIV/AIDS patients, with

both prophylactic and therapeutic regimens for opportunistic infec-

tions, palliative drugs for symptoms and pain relief and antiretroviral

drugs (ARVs) to fight against HIV infection; 

Problems with prioritizing the drugs needed, as occurrences of diseases

associated with HIV vary greatly from one country to another; 

The cost of the most recent drugs, which makes them inaccessible to

public health systems and the majority of people who need them; 

Limited financial resources in all affected countries where resources are

already stretched;

Complex treatment regimens and common side effects; 

Health systems that don’t yet have the capacity to diagnose and 

monitor HIV infection and HIV/AIDS-related conditions; and 

I N T R O D U C T I O N
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Lapses in treatment due to patient factors, inadequate funds, supply

system failures and other problems, which lead to drug resistance.

The response requires the coordinated efforts of all the international

and national-level stakeholders: governments, international organizations,

pharmaceutical companies, nongovernmental organizations (NGOs) and

people living with HIV/AIDS (PLHA) groups. This chapter proposes a

four-part strategy to help guide and coordinate action to improve access to

drugs for PLHA: 1) Ensure rational selection and use of HIV/AIDS-

related drugs; 2) Make drugs affordable to public health systems and indi-

viduals; 3) Allocate adequate resources and develop sustainable financial

mechanisms; and 4) Strengthen reliable health care services.

This strategy follows the United Nations (UN) Strategy on Access to

HIV-Related Drugs.1 It depends widely on the international legal and

commercial environment, which needs to be continuously attuned to 

public health interests. At the country level, each component should be

considered within the broader context to be effective and sustainable, and

must be integrated within the national drug policy and the locally imple-

mented essential drug program.
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1 The Interagency Task Team on Access to HIV-Related Drugs consists of representatives from nine agencies:
UNAIDS, UNDCP, UNDP, UNESCO, UNFPA, UNICEF, WHO, WIPO and the World Bank. It is one of
several Task Teams established in late 1999 by the UNAIDS Secretariat to coordinate work among UNAIDS
co-sponsors and partners.



S TAT E  O F  T H E  A R T
A P P R O A C H E S ,  S T R AT E G I E S
A N D  E X P E R I E N C E

EN S U R E RAT I O N A L SE L E C T I O N A N D
US E O F DRU G S F O R PLHA

Living with advancing HIV infection is compli-
cated by a variety of symptoms and medical condi-
tions, many of which can be treated with drugs. The
types of drugs most important to PLHA are:

Anti-infective agents to treat or prevent oppor-
tunistic infections such as cryptococcososis and
candidiasis

Anti-cancer drugs to treat malignancies such as
Kaposi’s sarcoma and lymphoma

Palliative drugs to relieve pain and discomfort,
both physical and mental

ARVs to limit the damage done by HIV to the
immune system, to prevent mother-to-child trans-
mission (MTCT), for post-exposure prophylaxis
and for care of HIV/AIDS patients2

The Appendix provides an overview of the drugs
that offer significant benefits to PLHA.

Assess the morbidity pattern
The combination of HIV/AIDS treatment drugs

may differ from one country to another, as the dis-
eases related to HIV occur in diverse combinations
and at varying rates among PLHA in different parts of
the world. Assessing morbidity patterns should be the
first step in the process of prioritizing drug needs. In
practice, very few countries have this kind of data
available to adapt their national and district-level drug
needs to the HIV epidemic. As a precursor, Brazil has
established an HIV sentinel surveillance system that
includes the surveillance of HIV/AIDS-related mor-
bidity and mortality.3 Table 1 lists the diseases, both
opportunistic infections and malignancies, reported
among PLHA in Brazil.     

A recent World Health Organization (WHO) study
of morbidity data available from resource-constrained
countries revealed important differences between them
(see Figure 1). These differences may be attributable to
the presence of pathogenic organisms in the environ-
ment, the susceptibility of populations to diseases and
the difficulties faced by the health sector, such as 
limited health coverage and diagnostic capacity, and
inadequate record keeping. In general, data collection

focuses on reportable conditions and hospitalized
patients, and tends to underreport less severe condi-
tions and those that occur among outpatients.4

Conducting local morbidity studies will help health
ministries to prioritize drug needs and formulate 
treatment policy based on identified local needs. Well-
designed short studies on morbidity can be rapidly
performed at the country level. In the long run,
countries should set up and integrate HIV morbidity
surveillance in their HIV sentinel surveillance system. 

Select the appropriate drugs for PLHA
Careful selection of priority drugs is essential to

progress in HIV case management.5 A rational drug
selection and subsequent quantification correlates with
the improvement of supply and quality assurance of
drugs. It focuses therapeutic decisions, professional
training and public information leading to rational
prescribing and lower cost. Selection and use of HIV-
related drugs should be based on locally developed
treatment guidelines, drawing on the best available
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T a b l e  1
Frequency Rates of HIV-Related
Opportunistic Infections 
and Malignancies Reported in Brazil

Infection or malignancy Average frequency

Candidiasis 43%
Pneumocystis carinii pneumonia (PCP) 29%
Tuberculosis 17%
Toxoplasmosis 13%

Herpes simplex 7%
Kaposi sarcoma 6%
Cryptococcosis 5%

Cryptosporidiosis 3%
Mycobacterium avium complex infection 2%
Salmonella septicaemia —
Histoplasmosis 2%

Source: Table adapted from Ministry of Health of Brazil. “National
AIDS Surveillance data, Opportunistic infections at time of AIDS 
diagnosis.” AIDS Epidemiological Bulletin 1994.



evidence concerning efficacy, safety, quality and cost-
effectiveness in a given country.

In most resource-constrained countries, national
standard treatment guidelines (STGs) and national
essential drug lists can respond adequately to
HIV/AIDS prevention and care for PLHA. To follow
up on and update STGs and the essential drugs list, 
a sub-committee within the National Drugs and
Therapeutics Committee should be established, with
members selected from various health care levels and
facilities, from primary to tertiary care. There is no
need for a separate structure.6 STGs, which should be

adapted from international guidelines, should include
only drugs on the national list of essential drugs
and cover the lower levels of care such as health care
centers and dispensaries.7

In Africa, as in industrialized countries, a large 
proportion of PLHA have turned to traditional practi-
tioners who use herbal treatments and other forms of
complementary medicine for palliative and supportive
care. Traditional practitioners are well known in the
communities in which they work for their expertise in
health care and prevention of many sexually transmit-
ted diseases (STDs).*  8 Consequently, such therapies
should also be considered.9
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F i g u r e  1
HIV-Related Morbidity Varies Considerably According to Patient Group,
Diagnostic Capacity and Other Factors
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* Researchers in some countries have noted that although some other illnesses and
conditions are not classified as sexually transmitted in biomedical nosology, they
may be regarded as such by traditional healers and their clients.



Quantify drug needs
Quantification of drug needs should be based on

HIV/AIDS-related morbidity patterns, STGs for each
level of care, the referral system and health coverage. A
software package has recently been developed that can
assist in estimating drug quantities and forecasting
drug needs and costs.10

Promote rational 
drug prescribing and use 

Seventy to 80 percent of health care takes place in
the home, rather than in hospitals or clinics, with peo-
ple making their own decisions about which drugs to
use. In many settings, however, continuous education
and training of care providers is limited and reliable
information is not available. 

Doctors, nurses, pharmacists and other care
providers require additional training and information
on the appropriate use of drugs for HIV treatment.2

The list of essential drugs and STGs can provide this
information and  be used to train health care workers
in rational prescribing and use. Effective treatment
also depends on PLHA becoming actively involved in
and well informed about their treatment, and on a
functioning continuum of care and support. 

MA K E DRU G S AF F O R D A B L E
TO T H E PU B L I C HE A LT H SY S T E M S
A N D IN D I V I D UA L S

Cost is not the only reason people cannot obtain
the drugs they need, but it is probably the single most
important one. In countries where the average per
capita health expenditure ranges from under US$10
(in the poorest) to around US$200 (in the richest),
treatments for opportunistic infections such as crypto-
coccosis and candidiasis and ARV therapy are still
beyond the financial means of many public health
care systems and most individual patients. To improve
drug affordability and increase availability, govern-
ments must consider the suggested combinations for
improving drug affordability, presented in Figure 2. 

Consult market information on 
drug sources and prices

Most HIV/AIDS drugs are internationally available
from multiple sources. Because prices vary widely on
the international market, access to up-to-date, accurate
information on drug prices and sources is essential 
for procurement agencies and purchasing groups to
identify new suppliers, negotiate better prices, and
assess the efficiency of the local market. Price informa-
tion on generic drugs offered by non-profit interna-
tional suppliers and procurement agencies is published
annually.11 In addition, a market information database
established by the United Nations Children’s Fund
(UNICEF) Supply Division, in collaboration with the
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F i g u r e  2
A Mix of Combinations to Improve
Drug Affordability

■ Collecting information on 
drug prices and sources.

■ Promoting price competition.

■ Check patient status locally.

■ Apply TRIPS safeguards.

■ Stimulating bulk purchasing.

■ Negotiating with 
pharmaceutical companies 
for favorable pricing.

■ Other mechanisms 
(facilitating technology 
transfer for local production).

■ Removing import and 
value – added taxes.

■ Minimizing the number 
of wholesalers/distributors.

■ Limiting distributors 
and pharmacy merging 
(moving from a fixed 
percentage of drugs 
to a fixed service fee).

Reducing the mark-up
between the supplier and

the consumer

Improving drug
affordability to 
those in need

Decreasing drug costs 
to reduce source prices

paid to producers



Joint United Nations Programme on HIV/AIDS
(UNAIDS), WHO and Médecins sans Frontières
(MSF) provides information on identified suppliers,
supply-related information, and prices for 44
HIV/AIDS drugs.12 These sources are available on the
Internet (see References and Recommended Reading).

(Tables 2 to 5 in the Appendix provide indicative
prices from generic suppliers. These are only indicative
as price information is rapidly outdated.)

Create generic and therapeutic competition
Generic and therapeutic competition can be power-

ful tools for price-reduction. Generic competition 
can achieve price reductions in the range of 75 percent
to 95 percent in comparison with the original brand
name prices. In large producing countries such as
Brazil, generic competition between more than two
manufacturers has been an essential factor in reducing
ARV drug prices.13 (See Appendix, Table 5.) 

When several single-source drugs have the same
therapeutic effect, therapeutic competition allows con-
sumers to select the lowest-cost equivalent drug, such
as less expensive ARVs or antifungals. Clinical studies
supporting alternative therapeutic regimens can also
contribute substantially to more affordable care. For
example, clinical studies conducted in the field of
MTCT prevention identified the possibility of short
regimen zidovudine for pregnant women and, in
1999, the one-dose regimen of nevirapine for mother
and child.14

Verify patent status of drugs
Drug prices depend on many factors. One of the

most important of these is whether the drug is a
patented product or exists as an off-patented product
or generic. Patent protection provides exclusive rights
(monopoly) to an invention—a new formulation or a
new indication—and therefore prevents generic equiv-
alents. These drug treatments are less affordable than
those for which there are generic alternatives. This is
why the question of whether a drug is under patent
protection in a given country is important for defining
treatment and drug procurement policies.

Price Difference for 
Zidovudine and Fluconazole

The wholesale price for a 100 mg capsule
of zidovudine is US$0.37 from a pharmaceu-
tical company in Thailand, while a 100 mg 
capsule costs US$2.06 wholesale from
the multinational originator company in the
Netherlands, where the product is under
patent. Interestingly, the originator reduced
its per unit wholesale product price in
Thailand to the market price of US$0.44 for
the same capsule, making it more competitive
with the locally produced product.

A 200 mg capsule of fluconazole used to
cost US$7 in Thailand when it was exclusively
marketed by Pfizer. But when generics were
introduced in Thailand at the cost of
US$0.06, Pfizer cut its price to US$ 3.60
(July 1998). South Africa has granted flucona-
zole a patent and therefore cannot import the
product from Thailand. Pfizer, the patent
holder, makes the drug available at US$9.34
per unit wholesale. Médecins sans Frontières
calculates that the cost of maintenance treat-
ment per 10,000 patients using the Thai
product is US$2.16 million, while it is
US$34.8 million using the South African
product, which is beyond the budget of the
South African Ministry of Health.

Source: Médecins Sans Frontières, Campaign for Access to Essential
Drugs, 1999.
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A 1999 review by WHO and UNAIDS of the
patent situation of HIV/AIDS-related drugs in 80
countries revealed that most ARVs and drugs for
opportunistic infections are not patent protected in
many resource-constrained countries.15 This implies
that these drugs can be imported freely from multiple
sources. For example, zidovudine is patented in
European and North American countries, some Asian
countries such as Japan and Korea, and also in South
Africa. It is not patented in most African countries
such as Côte d’Ivoire, or in Latin American countries
such as Chile and Brazil.

The patent status of each drug in a given country
can be verified locally with the national authorities
responsible for intellectual property rights, often
under the Ministry of Trade and Industry.

Organize bulk procurement of drugs
Bulk purchasing of medicines helps countries

achieve the lowest possible prices by increasing buying
leverage and negotiating power. It also helps countries
improve their national buying performance by com-
monly sharing and adopting “best practices.”
Examples of these best practices are: adopting interna-
tional bidding procedures; simplifying drug registra-
tion procedures for introducing a drug already regis-
tered in another participating country; defining a
basic or limited list of medicines with agreed specifica-
tions; and coordinating drug policies to ensure better
use of drugs and improved care of patients. 

Existing Experiences With
Joint Bulk Purchasing Schemes17-19

Since the late-1970s there have been a num-
ber of initiatives and experiences with joint
bulk purchasing of generic drugs. The
Mahgreb countries (North Africa and the
Middle East) as well as the Gulf countries
have initiated such schemes that would
enable them to obtain price reductions rang-
ing from 15 percent to 20 percent.

In West Africa, the African Association of
Central Medical Stores for Generic Essential
Drugs (ACAME) was created in 1996 with
the support of the WHO Regional Office for
Africa. For a selected number of drugs,
ACAME obtained prices 7 percent to 27 
percent lower than the lowest prices each of
the participating countries had obtained for
more than three years.

The Eastern Caribbean Drug Service
(ECDS), established in the mid-1980s, is
one of the most successful regional pooled
procurement organizations. Through a com-
bination of rational drug selection, pooled
tendering and reliable payment, the service
saved more than 60 percent of pre-ECDS
prices in its first year.

Revolving fund mechanisms for joint pur-
chases of vaccines have been around for some
time. One of the best known is that of the
Pan American Health Organization’s (PAHO)
Extended Program of Immunization.  It has
operated since 1979, realizing a turnover of
almost US$50 million in 1998, buying vac-
cines and syringes at rock-bottom prices for
37 countries. The success of this revolving
fund and bulk purchasing strategy has stimu-
lated its extension to other priority health 
supplies. It will soon include anti-malaria and
anti-tuberculosis (TB) drugs. The feasibility 
of including ARVs is being investigated, and 
will depend on the capacities of the Latin
American countries to allocate needed funds. 
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Starting with pilot tenders for a small number (five
or six) of commonly shared formulations would help
candidate countries optimize the procurement process.
Joint bulk purchasing should be initiated among a
group of countries, preferably limited according to
geography or common language. (For more informa-
tion on minimum requirements and critical success
factors for joint bulk purchasing, see selected key
materials in References.) Building on existing experi-
ences, the practical set-up of a joint bulk procurement
structure for HIV/AIDS-related drugs could be initi-
ated through such international procurement agencies
as UNICEF and international low-cost essential drug
suppliers.

Apply the safeguards of the new 
patent rule that affects new drugs

For the nearly 140 countries that are now members
of the World Trade Organization (WTO), the patent
situation has changed for all “inventions”—such as
new drugs, new processes or formulations and perhaps
new indications—developed after January 1, 1995. All
WTO members must make patents available through
their national legislation for pharmaceutical products
and processes, for at least 20 years after the filing
date.19 These new requirements are contained in the
WTO Agreement on Trade-Related Aspects of
Intellectual Property Rights (TRIPS). This means that
WTO members have to modify their patent laws
accordingly. Specific transition arrangements apply,
but industrialized and resource-constrained countries
must comply with the TRIPS agreements by 2006 at
the latest.

The new WTO TRIPS rules may stimulate addi-
tional research and development, but they also have
the potential to increase problems related to access to
drugs in resource-constrained countries, since they will

delay the period before which generic competitor
products become available. But the TRIPS agreement
contains certain safeguards that may facilitate access to
drugs. These include specific provisions and require-
ments for compulsory licensing (authorization by the
government to a third party to produce or commer-
cialize a patented drug without the permission of the
patent holder), exceptions that can facilitate prompt
availability of generic equivalents upon patent expira-
tion and extension of the transition period. Another
measure that may improve competition is parallel
importation, the legislative provision that allows drugs
to be registered and imported if they have been legally
sold by the patent holder in any other country. This is
attractive when prices in the other country are sub-
stantially lower. Parallel importation is neither prohib-
ited nor protected by the TRIPS agreement.20

Government, health institutions, consumer groups
and PLHA associations need to ensure that national
legislation and regulation consider including TRIPS
safeguards in responding to their HIV/AIDS epi-
demic—which can be a public health emergency—
and related drug needs.

Negotiate with pharmaceutical
companies for price reduction

There have been ARV drug price negotiations
between pharmaceutical companies and the govern-
ments of Thailand and Uruguay, and the UNAIDS
Drug Access Initiative (DAI) has been implemented 
in Chile, Côte d’Ivoire, Uganda and Vietnam. The
negotiations facilitated by UNAIDS through DAI led
to bi- and triple therapy price of 20 percent to 60 
percent of their cost in industrialized countries.21

Negotiations with pharmaceutical companies should
also include drugs for opportunistic infections, 
laboratory tests, and reagents.

Negotiations with pharmaceutical companies can
also be organized among a group of countries within
the same geographical region. In 2000, five multina-
tional pharmaceutical companies announced that 
they will offer price reductions of ARVs to resource-
constrained countries through a process of negotiations. 
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Advocate for equity pricing
ARV drug prices remain high relative to the pur-

chasing power of low-income countries with high
HIV prevalence. The option of equity pricing needs to
be further discussed at the global level with industry,
NGOs and international organizations. This means
that the poorest countries would benefit from substan-
tial price cuts and not be charged for the research and
development costs of the newly developed drugs.

Remove import and value-added taxes
and reduce distribution costs

Import duties on essential drugs or raw materials
can increase the price of drugs considerably and thus
decrease access to essential care. They should be
reduced and later abolished. In several countries, such
as Chad and Malawi, drugs are exempted from import
taxes and duties.23

AL LO C AT E AD E QUAT E A N D
SU S TA I N A B L E FI N A N C I A L RE S O U RC E S
F O R HIV/AIDS-RE L AT E D DRU G S

In most countries, public funding for health and
social services has declined over the past year while
private (out-of-pocket) spending has increased.
Between 50 percent and 80 percent of the cost of
drugs is paid out-of-pocket by patients in resource-
constrained countries.23 This is the most inequitable
method of health care financing. To obtain additional
public funds, the health ministry should submit well-
prepared, justified and realistic budgets to the finance
ministry. To ensure that care and drugs for PLHA are
part of the political agenda, they must be addressed
clearly in the national AIDS strategic plan and sup-
ported by the national drug policy. It is important to
explore all drug financing mechanisms to respond to
the extra burden on the health and drug budgets by
consulting all key stakeholders—including the govern-
ment health and finance ministries, NGOs, bilateral
and multilateral organizations, the local and interna-
tional pharmaceutical industry and PLHA. 

Financing strategies should be based on careful
consideration of the major drug-financing alternatives,
including:25

Public financing. Strong advocacy is needed, 
not to reallocate funds from other public health
priorities such as vaccination programs but to
receive additional funding for the public health 
sector. Information is needed on essential and cost-
effective health care interventions to justify alloca-
tion of public health funding. 

Health insurance. While virtually 100 percent of
the population has health insurance of some form
in most industrialized countries, median coverage
is 35 percent in Latin America, 10 percent in Asia
and less than 8 percent in Africa. Coverage for
drug reimbursement in general and HIV/AIDS-
related drugs in particular varies greatly between
countries. Supporting health as a human right
requires mandating coverage of all HIV/AIDS-
related drugs through well-developed national
health insurance schemes. 

Donor financing and development loans.
Bilateral donor assistance and development loans or
grants from the World Bank and other develop-
ment banks are short-term solutions for providing
sources of health sector financing, which can
include funding for HIV/AIDS-related drugs. In
the meantime, sustainable health and drug financ-
ing mechanisms have to be developed.

Special mechanisms. These can include solidarity
funds and other private voluntary mechanisms and
financing schemes installed by NGOs, PLHA and
community organizations.

Debt relief funds. These funds should give
priority to health and social development, with an
emphasis on strengthening national health care
systems, capacity building and scaling up cost-
effective health interventions.
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Better use of out-of-pocket spending. In
resource-constrained countries, 50 percent to 90
percent of drugs are bought by households directly
in the formal and informal private markets.
Although this situation is far from ideal, better 
regulation of the private sector, public education
campaigns, information programs by PLHA and
other groups, training of drug sellers and other
measures can help households get the best health
care value for their spending. 

Cost sharing with patients. Many governments
increasingly rely on user fee schemes to fund their
public health services. Originally created to receive
additional funds to improve the quality of health
services, these funds in some countries are gradu-
ally becoming the main source of funding for 
public health care. These schemes risk collapse
when households face the difficulties of paying a
large share of the total cost of HIV-related care.

Latin American countries have explored new finan-
cial strategies to make ARVs available given their actual
cost. They have tried to obtain additional funding by
establishing national foundations and negotiating with
manufacturers and distributors on price reduction.
They also have established a regional rotating fund
supported by PAHO (Regional Office of the Americas
of the World Health Organization) to increase pur-
chase power and thus achieve price reductions.

DE V E LO P RE L I A B L E
HE A LT H CA R E SE RV I C E S

Availability and access to HIV/AIDS care and
drugs vary greatly within and between countries. In
resource-constrained countries, most patients have no
access to HIV/AIDS care and drugs, and only five
percent of those infected know their HIV status. Early
voluntary counseling and testing (VCT) should there-
fore be advocated and supported. (See Chapter 23 for
more information on VCT.) Many patients seek health
care only in the late stages of the disease. Seriously ill

patients are subject to home care, which is not often
developed by the public health system but provided by
relatives and friends, many of them women. Home-
based care imposes an extra burden on households as
it takes time away from income-earning activities. (See
Chapters 3 and 24 for more information on home-
based care and its economic consequences.) 

Understanding local needs and capacities
To respond adequately to HIV/AIDS care needs

and drug supplies, HIV medical staff require updated
information about treatment, national treatment
guidelines, HIV drugs and their possible side effects,
up-to-date drug management (ordering, storing, and
distribution) and expansion of the existing and poten-
tial capacity of the local health system. To collect such
information, UNAIDS and WHO have developed and
tested a rapid assessment tool using standard qualita-
tive research techniques in communities.25, 26 The
assessment should be followed by a closely monitored
implementation phase. (See Recommended Reading.)

Ensure a reliable supply of drugs
Supply strategies should be closely linked to finan-

cial mechanisms and must recognize the unique fea-
tures of HIV treatment. Many resource-constrained
countries do not have adequate distribution systems in
place and lack personnel sufficiently trained to deliver
HIV/AIDS-related drugs to the people who need
them. Most countries rely on a mix of public, private
and often NGO drug supply systems. Improvements
are badly needed in the areas of transport systems,
drug handling, warehousing, stock control and record
keeping.8

Where there is demand, the private sector is usually
efficient in making drugs available in urban areas,
while often failing to adequately reach people in rural
and remote areas. Among the problems frequently
encountered with private sector distribution are mis-
leading and unethical drug promotion, irrational pre-
scribing and self-medication, high prices (leading to
consumers purchasing small quantities of drugs) and
sometimes poor drug quality. Actions to increase
access to HIV/AIDS drugs through the private sector
and NGOs may include:2
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Organizing joint purchasing arrangements by
PLHA groups and procuring priority HIV/AIDS-
related drugs through existing low-cost essential
drug supply agencies

Involving local pharmacy associations and associa-
tions of licensed drug sellers in promoting safe 
dispensing and appropriate advice, especially for
HIV/AIDS-related drugs

Strengthening regulatory control, drug registration
and quality assurance systems

Initiating local partnerships with the pharmaceuti-
cal industry to ensure the quality in the distribu-
tion chain and availability of priority drugs

Expand and monitor access to treatment
The health budgets in many resource-constrained

countries address less than 20 percent of drug needs,
and are biased toward central and referral facilities. In
many countries, a large number of NGOs are actively
involved in advocacy and networking, prevention and
counseling services, logistics, capacity building and
providing clinical care. It is the role of the government
to provide financial and human resources to sustain
these activities. In health care systems the focus should
be shifted from the center to the periphery, where
most of the patients are found. Staff in rural and dis-
trict facilities should be trained in HIV/AIDS-related
diseases, such as TB, and basic HIV/AIDS care.
Traditional practitioners can play a prominent role
when they become involved in HIV/AIDS care, as in
Uganda. They can be trained in voluntary counseling
and spiritual support, and can even provide treatment
for simple opportunistic infections. 

In the DAI programs in Uganda and Côte d’Ivoire,
treatment for opportunistic infections and ARVs is
provided through a limited number of accredited facil-
ities, mainly in the capital cities. These projects have
led to the development of national treatment policies,
monitoring systems, research programs, staff training
and general experience in delivering a continuum of
care. (See Chapters 24 and 25 for more information
on continuum of care.) While only a small percentage
of the population has access to ARVs, the initiative
has helped improve the management (prevention and
treatment) of opportunistic infection.27

L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S

Ensuring better access to drugs for PLHA demands
new relationships and alliances at local, national and
international levels. Responses that have proved useful
in various parts of the world include:

Ensuring rational selection and use of drugs
for PLHA by:

Achieving important progress in HIV clinical man-
agement and ensuring appropriate drug supplies
through a rational selection and quantification of
drugs

Conducting local morbidity studies to assist health
ministries in prioritizing drug needs and formulat-
ing treatment policies based on local needs

Developing core health care interventions, treat-
ment guidelines and essential drug lists specified
for each level of health care, drawing on national
and international information 

Establishing an HIV/AIDS subcommittee within
the national drugs and therapeutics committee
which involves all stakeholders

Providing training and information for doctors,
nurses, pharmacists and other care providers on
proper prescribing and use

Making HIV/AIDS-related drugs available at 
affordable prices to public health care systems and
families by:

Improving affordability of HIV/AIDS drugs
through a combination of actions to reduce drug
prices, including competitive procurement through
generic and therapeutic competition, bulk purchas-
ing, negotiations with pharmaceutical companies 
for better prices and reduction of import duties 
and taxes
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Introducing the use of generic drugs of assured
quality as an essential factor in reducing the price
of ARVs and drugs for opportunistic infections 

Maintaining knowledge about the patent status of
important HIV/AIDS drugs to define whether
direct importation, parallel importation or compul-
sory licensing may be applied to improve access

Including options for compulsory licensing,
prompt marketing of generic equivalents, and par-
allel import in national legislation to implement
and comply with the Agreements on Trade Related
Intellectual Property Rights (TRIPS)

Reducing or eliminating import duties and taxes
on essential drugs or their raw materials

Allocating adequate financial resources and 
developing sustainable financial aid mechanisms to
provide HIV/AIDS-related drugs to the majority
of the population by:

Advocating for additional public funding for the
care of PLHA, while safeguarding that funds are
not reallocated from other health sectors

Pooling public and donor funds to pay for the
most cost-effective health interventions

Using debt relief funds for health and social devel-
opment, with an emphasis on strengthening public
health care systems and cost-effective health inter-
ventions

Exploring alternative sources of income such as
national solidarity funds, community schemes and
NGO financing mechanisms

Helping to ensure that household spending is
directed at treatment options that represent the
best value for money

Strengthening reliable health care services by:

Including access to HIV/AIDS-related drugs in the
national AIDS strategic planning process and coor-
dinating with the national drug policy and health
care financing strategy 

Integrating access to HIV/AIDS-related drugs into
the national essential drug program and supplying
all HIV/AIDS-related drugs according to national
treatment guidelines and priorities 

Establishing early diagnosis and treatment service
through voluntary VCT services

Strengthening NGOs and communities in their
role in service delivery such as home-based care and
clinical management 

Allocating financial and human resources to rural
facilities for expansion of the HIV/AIDS care
system to the periphery, where most HIV patients
live

Improving drug supply systems, drug handling,
stock control, warehousing and record keeping9

Strengthening the important role of PLHA in care
partnerships, especially in the field of advocacy for
building political commitment, providing informa-
tion to assist in the process of priority setting and
advising on rational use of drugs
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C A S E  S T U D Y

IM P L E M E N T I N G A N
HIV/AIDS-RE L AT E D DRU G ACC E S S
IN I T I AT I V E I N UG A N D A

With a population of 21 million, Uganda has
an estimated 1.5 million persons living with

HIV/AIDS (PLHA). The UNAIDS/Ministry of
Health HIV/AIDS Drug Access Initiative (DAI) was
launched as a two-year pilot project in Uganda in
November 1997, and became operational in June
1998. The initiative’s goal was to improve the quality
of life of PLHA by increasing access to HIV/AIDS-
related drugs. After the pilot period, the UNAIDS
DAI is being transitioned to the Uganda Ministry of
Health as the Uganda Drug Access Program.

The initiative was intended to create the proper
environment and induce relevant changes in the
health care delivery system to improve HIV/AIDS
care by:

Developing a distribution system to ensure an 
adequate supply of drugs

Implementing mechanisms for improved access to
HIV/AIDS-related drugs without disruption of
existing essential drug programs

Providing appropriate information and training to
health workers and communities, including estab-
lishing and improving the medical information 
system

Making HIV/AIDS-related drugs more available in
Uganda

Prior to the establishment of the DAI, one treat-
ment center was providing ARV therapy as part of
clinical care for approximately two years. But training
and support were necessary to improve clinical prac-
tices and patient management in other participating
centers. In the initiative, patients paid for all medical
care, medications and laboratory testing. Participation
was therefore limited to those who could meet these
costs or whose employers or medical insurance would
cover them. Choice of drugs, frequency of follow-up
visits and laboratory monitoring were directed by the
primary care physician, taking into consideration the

availability of drugs and the patient’s clinical status
and ability to pay for medications and laboratory
monitoring. In 1998, one clinical laboratory had the
capacity to perform viral load testing. In general, the
relatively high cost of viral load and CD4 cell count
testing limited their use. Starting in June 1999, the
Uganda Virus Research Institute (UVRI)/United
States Centers for Disease Control and Prevention
(CDC) Collaborative Program provided free HIV-1
RNA and CD4 count testing for the pilot phase of 
the initiative.

ST R AT E G I E S A N D AP P ROAC H E S US E D
I N T H E IN T E RV E N T I O N

Institutional framework
The government of Uganda and UNAIDS signed 

a mutual agreement to implement the DAI. In accor-
dance with the terms of the agreement, an advisory
board, a project coordinator and a communications
consultant were appointed under the Ministry of
Health.

The National Advisory Board
A multidisciplinary advisory board reports to the

Ministry of Health. Among its various activities, the
board has served to:

Recommend to the government HIV/AIDS drug
policy on clinical management of HIV/AIDS.

Develop estimates of the country’s needs for
HIV/AIDS-related drugs.

Recommend to the government a policy on pre-
scription, distribution and use of HIV/AIDS-
related drugs.

Recommend minimum requirements for health
care centers to be qualified as locations where the
prescription and use of HIV/AIDS-related drugs
can be assured.

Recommend objective criteria of patients who may
participate in the initiative.

Recommend an action plan to improve the health
care infrastructure over time to make HIV/AIDS-
related drugs more widely accessible.

Recommend regulations concerning privately
funded purchases and the proper use of
HIV/AIDS-related drugs in Uganda.
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Drug supply, procurement
and distribution

The government appointed a pharmacist and 
facilitated the establishment of a nonprofit company,
Medical Access Uganda, Ltd., to promote mechanisms
through which drugs could be purchased at discounted
prices and distributed to participating treatment
centers in the country. The company is responsible for
procuring drugs from the participating companies 
at reduced costs and selling them to the accredited
centers. The company receives orders, pays the drug
companies on a long-term credit basis and monitors
the initiative’s accountability and internal control
mechanism. Prices were negotiated with pharmaceuti-
cal companies at the international level by UNAIDS
and at a regional level by Medical Access Uganda, Ltd.

Participating centers
Standardized criteria for selecting of treatment

centers were developed, including:

Clinical expertise in the management of
HIV/AIDS, including appropriate management of
opportunistic infections.

Adequate laboratory facilities for basic and 
sophisticated AIDS tests.

Adequate psychosocial support and counseling.

Good facilities for drug storage, stock management,
and accountability.

TR A N S I T I O N TO UG A N D A
MI N I S T RY O F HE A LT H

Following the pilot program, the DAI is being
transitioned into the Uganda Ministry of Health. This
program will be incorporated into the country’s strate-
gic framework for combating HIV/AIDS.

IN D I C ATO R S O F SU CC E S S

From August 1, 1998, through July 31, 2000, 912
patients accessed ARV drugs (ARVs) at five centers
through the DAI. These patients were at advanced
stages of illness, as evidenced by a median CD4 cell
count of 84 cells/mm3 and viral load of 190,256
copies/ml. More than two-thirds were in WHO stage
three or four. Approximately half the patients were
started on regimens that included two nucleoside
reverse transcriptase inhibitors (RTI), and the other
half on highly active ARV therapy (two nucleoside
RTIs (2NRTI) plus a nonnucleoside RTI or a protease
inhibitor) based primarily on what the patient could
afford. The probability of a patient surviving and
remaining on ARV therapy at six months was 77 per-
cent and 67 percent at one year. The drug costs to the
patient are lower on 2NRTI, and patients on 2NRTI
clearly fared better than would have been expected
without therapy. But there were greater virologic
responses among those on HAART than among those
on 2NRTI. Median CD4 counts among patients
receiving 2NRTI returned to baseline by one year of
treatment.

US E F U L N E S S F O R OT H E R SE T T I N G S

The early successes of the DAI have been achieved
through important human and financial investment
and national commitment. Training and capacity
building have proved to be important components of
a program aimed at expanding access to ARV therapy
in Uganda.

By December 2000, price reductions for ARVs had
declined dramatically, with some as much as 91 per-
cent below the cost of the drugs in the United States.
Some HAART regimens can be constructed for less
than what 2NRTI cost just a few months earlier.
Persons who could afford 2NRTI will now be able to
afford HAART, and additional patients will be able to
afford 2NRTI. Since currency depreciation can affect
the patients’ ability to afford drugs, proactive measures
should be implemented to offset anticipated short-
term fluctuations in currency value.

Even if patients meet the costs of their medical
care, there must be substantial investment to meet the
costs of training, development, implementation of
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treatment guidelines and expanded access to labora-
tory diagnostics. Although reduced drug costs have
been implemented, scaling up of ARV treatment pro-
grams will be limited by the rudimentary laboratory
infrastructure in the periphery and the median
US$300 annual per capita income. In this context,
HIV prevention must remain the cornerstone of pro-
grams to prevent AIDS-related morbidity and mortal-
ity in Uganda.

That being said, the benefits are already evident for
patients who have accessed this initiative. Changes in
viral load and CD4 counts suggest that patients are
taking their medications and responding to treatment.
In this regard, the program has demonstrated that
AIDS patients can be managed successfully with ARV
therapy in a resource-constrained setting. Promoting
access to therapy earlier in the course of the disease
would be expected to further improve patient out-
come in this initiative.

The initiative also has served to increase awareness
of AIDS care and the fact that patient management,
record keeping, laboratory monitoring and capacity
building for the early diagnosis and management of
opportunistic infections are all critical to the appropri-
ate care and support of AIDS patients. More work is
needed to determine whether alternative, less expen-
sive monitoring strategies can be developed and
implemented in resource-constrained countries.
Promoting AIDS care rather than merely AIDS drugs
has been an important reason for the success and evo-
lution of this pilot program.

Programs are now underway to expand access to
prophylaxis, diagnosis and treatment of opportunistic
illnesses in Uganda. These will benefit both patients
who are on ARV therapy and those who are unable to
afford or otherwise access ARVs. In addition to clini-
cal training activities, these initiatives will need to
address issues of drug procurement and distribution,
stock management and quality control of drugs used
for the prophylaxis and treatment of opportunistic ill-
nesses. This way, improved AIDS care can be
expanded to reach more of those in need.

This case study was written by Paul Weidle (CDC),
Dorothy Ochola (UNAIDS, Uganda), and Badara Samb
(UNAIDS, Geneva).

A P P E N D I X

DRU G S T H AT OF F E R SI G N I F I C A N T
BE N E F I TS TO PLHA

The following tables cover:

Anti-infective agents: Table 2 lists some of the
drugs most in demand to treat or prevent oppor-
tunistic diseases. Costs are as high as several
thousand dollars per year for treatment or prophy-
laxis, and many are not widely available in
resource-constrained countries. In addition, some
are difficult to administer—because they require
highly trained medical staff or expensive equip-
ment—and to monitor.

Anti-cancer drugs: Table 3 lists drugs used to treat
Kaposi’s sarcoma and lymphoma, two of the most
common AIDS-related malignancies. Although
generics exist, availability is low.

Palliative drugs: Table 4 lists drugs needed to
relieve pain and discomfort, both physical and 
mental, and other symptoms in PLHA. Even
though most of the symptoms listed can be treated
or alleviated with essential drugs, access to palliative
care is hampered by limited availability of major
analgesics such as codeine, morphine and pethidine.
In addition, some cheap and effective palliative
drugs are classified as illegal narcotics and thus are
not listed, even if the palliative benefits at a late
stage of disease outweigh the risk of addiction.

ARVs: Table 5 lists drugs that combat HIV, a 
retrovirus, and thereby limit the virus’s damage to
the immune system. All are very expensive and
must be used in combination to be effective.28, 29

These tables are available from the UNAIDS 
technical update “Access to Drugs” (October 1998).
Although price information has been updated, the
tables are not meant to be used as definitive pricing
information because prices are constantly changing. 
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T a b l e  2
Anti-Infective Agents

Drug Galenic Dosage Indication Wholesale price Obstacle
US$ per unit* FOB

Acyclovir Tablet 200 mg Herpes zoster 0.04 – 2.81 $, O

Acyclovir Vial 250 mg Extensive herpes simplex 2.58 – 13.58

Albendazole Tablet 200 mg Microsporidiosis 0.01 – 0.04 (MSH)

Amphotericin B Injection 50 mg in vial Systemic mycosis cryptococcosis 2.28 – 5.20 (Spain, UK) $, A, M, O

Anti-TB drugs Tuberculosis treatment 15-45 / treatment
course, MSH 1996

Azithromycin Capsule 250 mg Mycobacterium complex (MAC) 0.37 – 2.17 (MSF) $, O

Clarithromycin Tablet 250 mg MAC 0.55 BNF $, O

Clindamycin Capsule 150 mg Toxoplasmosis 0.08 – 0.94 $

Fluconazole Capsule 200 mg Systemic mycosis cryptococcosis 0.20 – 7.25 $, O 

Fluconazole Injection 2 mg/ml unit 100 ml Systemic mycosis cryptococcosis 1.80 $, O

Foscarnet Intravenous 24 mg/ml Cytomegalovirus (CMV) disease 21.60 (bottle 250 ml) $, A, M, O
infusion (alternative to ganciclovir)

Herpes simplex virus (alternative 35.99 (bottle 500 ml)
to aciclovir for prophylaxis) BNF

Ganciclovir Capsule 250 mg Cytomegalovirus (CMV) 2.08 BNF $, A, M, O
disease (prophylaxis)

Ganciclovir Powder for 500 mg vial Cytomegalovirus (CMV) disease 23.41 BNF
reconstitution (prophylaxis and treatment)
(as sodium salt)

Isoniazid Tablet 300 mg Tuberculosis prophylaxis 0.01 (MSH)

Itraconazole Capsule 100 mg Systemic mycosis 0.50 – 0.80 $, O

Ketoconazole Tablet 200 mg Thrush 0.08 – 0.35 $

Miconazole Gel Nitrate 2% Thrush 0.01/mg

Nystatin Oral suspension 10,000 IU/ml Thrush 0.03/ml O

Nystatin Tablet 50,000 IU Thrush 0.04

Pentamidine Powder 300 mg Pneumocystis carinii 10.74 – 46.05 O
for injection (isetionate in vial) pneumonia (PCP)

Pyriméthamine Tablet 25 mg Toxoplasmosis 0.003 O

Rifabutin Capsule 150 mg MAC 1.81 BNF $, O

Sulfadiazine Tablet 500 mg Toxoplasmosis 0.02 – 0.33 O

Sulfametoxazole Injection 80 mg +16 mg/ml PCP 1.08 BNF $, A, M, O
– trimethoprim 5 ml
(SMZ – TMP)

Sulfametoxazole Tablet 400 mg + 80 mg PCP prophylaxis 0.0005 – 0.0229 MSH
– trimethoprim Diarrhea due to Isospora belli
(SMZ – TMP)

FOB: Free on board price
Source: Essential Drugs Used in the Care of People Living with HIV: Sources and Prices. Joint UNAIDS – UNICEF SD – WHO/EDM project,

Oct. 2000, <www.who.int/medicines/docs/pagespublications/hiv_relatedpub.htm>.
MSH: International Drug Price Indicator Guide, 1999, Management Sciences for Health.
BNF: British National Formulary, March 2000 (for drugs not listed in other sources). Prices converted at £1 = US$1.45
MSF: Médecins Sans Frontières

Symbols: $ = high price, A = administration to patients is difficult, M = monitoring of patients is difficult, O = not offered on market,
I = International regulations limit distribution
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T a b l e  3
Anti-Cancer Drugs

Drug Galenic Dosage Indication Wholesale price Obstacle
US$ per unit*

Bleomycine Injection 15 mg in vial Kaposi sarcoma 8.00 – 22.91 (Spain, UK) O, A, M

Doxorubicine Powder 10 mg in vial Kaposi sarcoma 4.33 – 26.33 (Spain, UK) O, A, M
for injection

Methotrexate Tablet 2.5 mg Lymphoma 0.04 – 0.14 O

Vinblastine Powder 10 mg Lymphoma 19.90 (UK) O, A, M
for injection

Vincristine Powder 1 mg (sulfate) in vial Lymphoma 3.35 O, A, M
for injection

* See footnote to Table 2
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T a b l e  4
Drugs for Palliative Care*

Drug Galenic Dosage Indication Wholesale price Obstacle
US$ per unit*

Amitryptiline Tablet 25 mg Depression (Treatment 0.0052 (MSH)
with anti-depressants)

Amitryptiline Tablet 10 mg Depression (Treatment 0.0064 (MSH)   
with anti-depressants)

Anticholinergic, Injection 0.5 mg/ml Hypersecretion 0.0880/ml (MSH)
e.g. atropine

Calamine lotion Topical Itching skin, rash 0.0027/ml (MSH)

Carbamazepine Tablet 200 mg Epilepsy, convulsion 0.0277 (MSH)   

Chlorpheniramine Tablet 4 mg Allergy/anxiety/itching 0.0025 (MSH)   

Chlorpheniramine Injection 10 mg/ml Allergy/anxiety/itching 0.0989/ml (MSH)   

Chlorpromazine Tablet 100 mg Severe anxiety, psychosis, 0.0176 (MSH)
intractable hiccups (treatment
with neuroleptics)

Codeine Tablet 30 mg Pain, cough, diarrhea 0.03 – 0.05 I,O

Diazepam Tablet 5 mg Anxiety/convulsions 0.0039 (MSH)   

Diazepam Injection 5 mg/ml ampoule Anxiety/convulsions 0.0439/ml (MSH)   

Haloperidol Tablet 1.5 – 2.0 mg Severe anxiety, psychosis, 0.0075 (MSH)
intractable hiccups (treatment
with neuroleptics)

Loperamide Tablet 2 mg Diarrhoea 0.0061 (MSH)   

Methadone Tablet 5 mg Drug addiction 0.04 I,O

Morphine Tablet 10 mg Severe pain 0.09 I,O

Morphine Oral solution 10 mg/5 ml Severe pain 11.73 (UK) I,O
sulfate

Pethidine Tablet 50 mg Severe pain 0.14 (UK)

Pethidine Injection HCl 50 mg/ml Severe pain 0.24 I,O

Promethazine Injection 25 mg/ml ampoule Allergy, anxiety, itching 0.0964/ml (MSH)

Promethazine Suspension (po) 1 mg/ml Allergy, anxiety, itching 0.0059/ml (MSH)

Sodium valproate Tablet 200 mg Convulsions 0.0660 (MSH)   

* See footnote to Table 2
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I N T R O D U C T I O N

The evaluation of HIV/AIDS prevention and care programs is a never-
ending challenge. Recognizing the importance of evaluation in improving
current interventions may help to enhance the success of future initiatives.
This chapter is intended to provide designers and managers of HIV/AIDS
prevention and care programs with evaluation and surveillance concepts
and approaches recommended for different levels of effort and stages of
the epidemic. 

Program evaluation and epidemiological surveillance activities are
different but both play essential, complementary roles in determining the
intermediate and long-term effects of prevention and care programs. By
tracking risk behaviors and monitoring STD and HIV prevalence trends,
behavioral and biological surveillance systems provide essential data for
assessing program outcomes and program impact. 

P R O G R A M  E V A L U A T I O N

A number of theorists and evaluation practitioners have proposed various
paradigms of evaluation. These paradigms differ in their conceptions of
evaluation, the relationship with the primary client and other stakehold-
ers, who should be making the relevant value judgments regarding the
program and the criteria for judging the evaluation process itself.

EVA LUAT I O N FR A M EWO R K

To improve program performance or affect policy change, multiple com-
plementary evaluation approaches and methodologies (qualitative and
quantitative) have to be applied to address the different evaluation needs.
Evaluation approaches include:

Formative evaluation

Process evaluation

Effectiveness evaluation (assessment of outcome and impact)

DI F F E R E N T I AT I N G EVA LUAT I O N EF F O RTS

Using a multidimensional approach to prioritize the degree of rigor
needed to evaluate programs and projects may alleviate some of the 
tension that arises when using universal, standardized evaluation practices

preview C H A P T E R
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conflicts with the objectives of individual projects. A useful approach for
differentiating evaluation efforts is to define them in three different
dimensions:

Individual project dimension

Country program dimension

International dimension

ES T I M AT I N G PRO G R A M IM PAC T TH RO U G H MO D E L I N G

Evaluating the effect of HIV/STD prevention interventions in reducing
HIV infections remains an elusive goal for most AIDS control programs
because of the prohibitive costs and methodological difficulties associated
with field-based program impact evaluation. The alternative is to apply
modeling approaches to estimate program impact.

CH O I C E O F IN D I C ATO R S

One of the critical steps in designing and implementing the evaluation of
an HIV/AIDS program is selecting the appropriate indicators. Choosing
the indicators for evaluating many programs, even with well-defined
objectives, requires careful thought and consideration of both theoretical
and practical elements.

A NEW FO C U S:  EVA LUAT I N G HIV/AIDS CA R E

Monitoring and evaluation of care and support activities are still new
activities, and effective monitoring tools and methodologies are still in the
early stages of development. Guidelines are urgently needed that allow
program implementers to track activities that are rapidly being imple-
mented in response to the demand for care and support services for people
affected by HIV.

B E T T E R  S U R V E I L L A N C E  D A T A  F O R  D E C I S I O N  M A K I N G

IM P ROV I N G HIV SU RV E I L L A N C E DATA

There is an emerging consensus among decision makers that prevention
programs need to investigate both trends in HIV infection and behavior
that may lead to infection. To this end, HIV data have to be collected in
conjunction with behavioral, socioeconomic and sociodemographic data. 

AD J U S T I N G ANC SE N T I N E L DATA

In the absence of true HIV incidence data, a system of sentinel surveil-
lance for monitoring HIV infection among selected populations has been
recommended. Antenatal clinic (ANC) attenders have been selected as a
particularly suitable “sentinel” group thought to represent most closely the
HIV prevalence of the general sexually active population. The following
must be considered:

Selection biases

Focusing ANC sentinel surveillance on the younger age groups

Linking behavioral data collection and HIV serosurveillance
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RE CO M M E N D E D MI X O F BE H AV I O R A L

DATA CO L L E C T I O N ME T H O D S

Different behavioral data collection methods deliver different products,
and with varying degrees of cost and complexity. To use its resources
most efficiently, a national program must make choices about the mix of
methods it adopts, their frequency and on what scale. Doing so will
require preliminary assessment.

STAG E S O F T H E HIV EP I D E M I C

The HIV epidemic has developed differently in different parts of the
world. Countries will have different information needs in each epidemic
state, and these needs may shift if the epidemic develops and moves
from one type to another. UNAIDS and its partners have developed a
classification that groups HIV epidemics into three types: 

Low-level epidemic

Concentrated epidemic

Generalized epidemic

DI S S E M I N AT I N G A N D UT I L I Z I N G T H E DATA

Behavioral data are of little value unless they are used for the benefit of
the people from whom they were collected. Once collected and analyzed,
the data can be used to:

Encourage policy makers to support and promote HIV prevention.

Make the public aware of the threat posed by HIV.

Improve prevention programs.

I S S U E S  A N D  C H A L L E N G E S :  W H A T  D O  T H E  D A T A  M E A N ?

The detection of significant behavior changes is becoming increasingly
difficult over time, especially after there already have been substantial
changes (ceiling effect). In these cases, interventions have reinforcing
rather than new effects. These effects may look small when they actually
indicate the maintenance of reported behavioral change or the prevention
of relapses in unsafe behavior.

Several measurement and data interpretation issues deserve mention, such
as measuring risk behaviors in relative terms, and attributing behavior
change to interventions in the face of a growing AIDS epidemic. It is also
important to realize that behavior change interventions have to be imple-
mented for sufficient amounts of time and on a large enough scale to have
an impact on personal behavior, social norms in communities and on the
epidemic.
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E
valuating HIV/AIDS prevention and care programs is a never-

ending challenge. Recognizing the importance of evaluation in

improving current interventions may help to enhance the suc-

cess of future initiatives. This chapter is intended to provide designers and

managers of HIV/AIDS prevention and care programs with evaluation

and surveillance concepts and approaches recommended for different

levels of effort and stages of 

the epidemic. 

Planning evaluation and data collection activities in a participatory

fashion is important for achieving the delicate balance between practical

needs and methodological desirability. Key stakeholders should be

included in the planning process, and every effort should be made to

effectively use limited resources. The  active support and participation of

key stakeholders who have an interest in the results obtained by various

data collection systems are particularly important for programs funded by

external donors that use host-country institutions for data collection activ-

ities. Data produced by these efforts will have a better chance of being

timely and of acceptable quality. Whenever possible, participants—includ-

ing implementing institutions, host-country collaborators and local 

representatives of donor agencies—should attempt to reach consensus on

their data needs. 

Program evaluation and epidemiological surveillance activities play

essential, complementary roles in determining the intermediate and long-

term effects of prevention and care programs. By tracking risk behaviors

and monitoring STD and HIV prevalence trends, behavioral and biologi-

cal surveillance systems provide essential data for assessing program out-

comes and impact. 

I N T R O D U C T I O N
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P R O G R A M
E VA L U AT I O N

Selecting an appropriate evaluation concept for an
AIDS prevention program is crucial because it deter-
mines the guiding philosophy behind the actual evalua-
tion process. Various evaluation paradigms have been
proposed by a number of theorists and evaluation prac-
titioners. These paradigms differ in their conceptions of
evaluation, the relationship with the primary client and
other stakeholders, who should be making the relevant
value judgments regarding the program and the criteria
for judging the evaluation process itself.

The paradigm debate was, and is for the most part,
a debate about how best to measure and interpret
behavioral or epidemiological change. It has high-
lighted a series of methodological dimensions among
which there are variations in emphasis. These dimen-
sions focus attention on some of the options available
for making decisions about methods. Today there is
consensus that both quantitative and qualitative data
are valued and recognized as legitimate for program
evaluation. In fact, these methods are by no means
incompatible and should be used in combination.1

Deciding what, and how much, data to gather in
program evaluation involves difficult methodological
decisions and trade-offs between the quality and utility
of information. An evaluation approach, which uses
both quantitative and qualitative  data collection
methods, is more likely to address diverse evaluation
needs. At the same time, evaluation priorities must be
sensitive to competing needs for resources in an envi-
ronment where evaluation is sometimes considered a
luxury in the face of a rapidly growing HIV/AIDS 
epidemic. It is a major task of the evaluator to match
data collection methods to the reality of particular
evaluation questions and available resources.

EVA LUAT I O N FR A M EWO R K

AIDS prevention programs need to be evaluated at
different phases of the program cycle. A framework
for comprehensive program evaluation is outlined in
Table 1. All stages of evaluation have to be considered
together to provide an overall picture of the program.
No single data collection approach can supply all the
information necessary to improve program perform-
ance or affect policy change. Multiple, complementary
qualitative and quantitative evaluation approaches and
methodologies have to be applied to address the differ-
ent evaluation needs.

Formative evaluation
Assessing the needs and opportunities is a key task

of formative evaluation that should be conducted dur-
ing the planning (or replanning) stage of a prevention
program to identify and resolve intervention and 
evaluation issues before the program is widely imple-
mented. This is the time when flexibility is greatest
and program sponsors are freer to make decisions
about how to proceed.

Formative evaluation is used to:

Explore the need for interventions.

Provide the information necessary to define realistic
goals and objectives for the program interventions.

Help to make tentative decisions about effective,
feasible intervention strategies and how to imple-
ment them.

Formative evaluation can also be used as an
exploratory tool during project implementation to
provide feedback to project managers that will help
them adjust program objectives to changing situations.
Formative evaluation research can identify unaccept-
able or ineffective intervention approaches, designs
and concepts. 

Field-testing of proposed (untested) intervention
strategies is an important but often neglected element
of formative evaluation. Because of the urgency of the
problem, many AIDS prevention programs have
rushed into a full implementation stage without the
necessary preparation through thoughtful formative
evaluation. Community-based interventions designed



to reduce sexual transmission of HIV have felt the
effects of having no evaluation. In many cases the
intervention concepts were based on ideas that had
nothing to do with the lives of the people for whom
the interventions were intended. The literature on
behavioral change interventions is full of ideas that
made perfect sense in the abstract but failed com-
pletely in the real world—mainly because they were
unacceptable to the target audience or not stated in
ways that were relevant to the lives of real people. 
A fuller understanding of these issues might well lead
to a redesign of the intervention to make it more
appealing to the selected audience. 

Formative evaluations use a combination of 
qualitative and quantitative research methods that can 
rapidly provide relevant information to program
designers. These methods include:

Reviews of existing information

Focus group discussions

In-depth individual interviews

Participant observations

Short quantitative surveys with structured
questionnaires

Fortunately, formative evalua-
tion is being applied more fre-
quently in the design of prevention
programs. But even with adequate
formative evaluation at the pro-
gram planning stage, there is no
guarantee that a prevention pro-
gram will be effective when it is
finally implemented; it may not be
implemented adequately enough to
be effective.

Process evaluation
Once activities are being imple-

mented, the specific activities 
need to be examined to determine
whether they are being imple-
mented correctly, in time and
within budget. Process evaluation
addresses basic questions such as: 

To what extent are planned intervention activities
actually realized?

What services are provided, to whom, when, how
often, for how long and in what context?

Qualitative evidence of how and why a prevention
program works or fails to work is equally important.
Process evaluation requires getting close to data,
becoming intimately acquainted with the details of the
program and observing not only anticipated effects
but also unanticipated consequences. Understanding
the processes through which intervention activities
achieve effects can help to explain the outcome of the
intervention. Process evaluation, however, does not
demonstrate whether interventions are effective.

Process evaluation can also play an important role
in improving or modifying interventions by providing
the information necessary to adjust delivery strategies

T a b l e  1
Evaluation Framework

Types of Evaluation:

Formative Project Outcome & Impact Cost-Effectiveness
Evaluation Monitoring Assessment Analysis
Research (Input & Output) (Including (Including
(Concept & Modeling) Sustainability
Design) Issues)

Basic Questions Related to the Different Types of Evaluation:

Is an intervention To what extent are What outcomes Do program
needed? planned activities are observed? priorities have

actually realized? to be changed
Who needs the What do the or expanded?
intervention? outcomes mean?

To what extent 
How should the Does the program would resources
intervention be make a difference? have to be
implemented? reallocated?
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or program objectives in a chang-
ing epidemic. Process-oriented
evaluation is carried out through-
out the course of the program
implementation.  It should use dif-
ferent methodological approaches
to assess service delivery, including
reviews of service records and regu-
lar reporting systems, key inform-
ant interviews, exit interviews of
service users, direct observations by
“mystery clients” (e.g., in STD and
VCT services) and quantitative
population-based surveys to assess
program coverage and barriers to
service use. Different but complementary qualitative
and quantitative study designs provide the most com-
prehensive information. (See Chapter 23 for an in-
depth discussion of VCT services.)

Effectiveness evaluation: assessment 
of outcome and impact

Evaluating the effectiveness of AIDS prevention
programs will almost always require quantitative meas-
urements. These measures will assess the extent to
which the objectives of the program were achieved.
Outcome and impact evaluations are used to answer
these questions: 

What outcomes were observed?

What do the outcomes mean?

Does the program make a difference?

Taking into account the various implementation
stages of HIV/AIDS prevention programs and the fact
that, over time, new age cohorts become sexually
active, it is advisable to stratify effectiveness evaluation
by short-term and/or intermediate program effects
(program outcome) and long-term program effects
(program impact). Table 2 illustrates examples of pro-
gram outcome and impact measures for these different
stages. Changes in HIV/AIDS-related attitudes, the
reduction of risk behaviors and adoption of protective

behaviors, and changes in STD rates are considered to
be the most appropriate proximate (short-term or
intermediate) outcome measures for interventions
designed to reduce sexual transmission of HIV. Long-
term effects include impact on HIV/AIDS trends, sus-
tainability issues and improved societal response.

Outcome and impact evaluation are intimately
connected to process evaluation. Process information
can help the evaluator to understand how and why
interventions have achieved their effects and, perhaps,
what is actually making the difference. Examining the
outcome or impact indicators without an assessment
of the process of program implementation can poten-
tially lead to erroneous conclusions about the effective-
ness of the intervention.

Program goals and objectives have to be carefully
defined to allow the selection of appropriate outcome
and impact measures to assess the effectiveness of an
AIDS prevention program. Effectiveness evaluation is
generally based on indicators that provide quantitative
value by which to measure the outcome and impact of
interventions.

Disentangling the attributable effects of a preven-
tion program from the gross outcome and impact
observed is a vexing task in assessing program effective-
ness. Such estimates can be made only with varying
degrees of plausibility, rather than with certainty. A
general principle applies here: The more rigorous the
research design, the more convincing the resulting esti-
mate.2,3 Interpreting program evaluation data should

T a b l e  2
Potential Program Outcome/Impact Measures

Program Outcome
(Short-Term and 
Intermediate Effects)

Changes in HIV/AIDS-related attitudes.

HIV/STD- related risk behaviors.

Trends in STD rates (e.g., gonorrhea).

Increase in social support/community

response.

Program Impact
(Long-Term Effects)

Sustained changes in HIV/STD-

related risk behaviors.

Trends in HIV/AIDS rates.

AIDS-related mortality rates.

Reduced individual and societal 

vulnerability to HIV/AIDS.

Sustained changes in societal norms.
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always be approached with caution. In most situa-
tions, the program and evaluation process as a whole
is not a rigorously controlled experimental trial. The
ability of an evaluation to precisely determine the true
extent of a program’s effectiveness is often limited by
time, resources and the lack of a rigorous design.

Many factors can confuse or confound the results
measured, and biases can be introduced by a range of
factors inherent to the problem of HIV/AIDS, the
available measurement options, and those conducting
the evaluation. One of the most difficult questions to
answer in any evaluation is whether the program
being evaluated has had a measurable effect.  Defining
the web of interacting and overlapping influences is
extremely difficult, and is one of the reasons so many
programs have difficulty attributing results to their
actions. At some point, we need to stop worrying
about attribution in such settings and focus on moni-
toring changes as they occur.

Cost-effectiveness analysis also measures program
effectiveness, but expands the analysis by adding a
measure of program cost per unit of effect—in their
case, averted HIV infection. By comparing the costs
and consequences of various interventions, cost analy-
ses and cost effectiveness estimates can assist in prior-
ity setting, resource allocation decisions and program
design. Although cost-effectiveness studies are often
carried out at a later stage of the evaluation process,
they should be planned quite early to collect the nec-
essary information.

PL A N N I N G A N IN T E G R AT E D
EVA LUAT I O N PRO C E S S F O R A
CO U N T RY PRO G R A M

Incorporating evaluation at the program design
stage is essential to ensure that research activities will
produce useful results. Planning an intervention and
designing an evaluation strategy are inseparable activi-
ties. To ensure the relevance and sustainability of 
evaluation activities, project designers and local stake-

holders—such as the national AIDS program and the
health ministry—must work together to outline the
evaluation process. An evaluation plan should contain
the following key elements:

Scope of the evaluation
Goals and objectives
Conceptual framework correlating inputs, 
processes, outputs and outcomes
Ethical issues

Methodological approach
Study design
Indicators
Means of verification
Interval between data collection

Implementation plan
Selection of geographical areas
Roles and responsibilities
Timetable for identified activities
Establishment of budget

Dissemination plan for evaluation results

Evaluation planning generally involves several
common but critical steps (see Box 1). These steps are
presented here in a generic enough way to allow for
differences among program types, target populations,
stakeholders’ needs for information and the different
dimensions of evaluation efforts described in the 
following section. Involving members of the target
community also helps inform the evaluation planning
process. This stakeholder involvement in the early
phases helps to ensure that the evaluation results will
be used in the end. 

LogFrame
To assist in carrying out the steps outlined above,

a tool such as the logical framework (LogFrame) can
help link the program goals, objectives and activities to
specific indicators and data collection systems. This
instrument can be used to:

Detail program objectives and activities.

Develop objectively verifiable indicators of success
linked to objectives and activities.

Determine what means of verification will be used
to measure indicators and who will be responsible
for providing the data.
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Step 4: Determine evaluation questions, their
feasibility and appropriate designs and indica-
tors. The fourth step involves the evaluation
experts and program managers in clarifying the
priority evaluation questions, appropriate evalua-
tion designs, outcome measures or indicators,
data needs and the methods by which this infor-
mation will be collected and analyzed. Practical
ways for obtaining data and maintaining a data
system that is sustainable and easily accessed
should be discussed. An operational plan for the
comprehensive evaluation should also be devel-
oped at this step. This step should conclude with
a written plan briefly outlining the evaluation
questions and design, data collection methods
and analysis plan and overall timeline for the
comprehensive plan.

Step 5: Plan for dissemination and use of 
evaluation findings. The fifth step is not always
performed but is extremely useful in ensuring 
that the evaluation findings are used to inform
program improvement and decision making. This
step involves planning how the evaluation results
will be used; how they will be translated into 
program policy language and then disseminated
to all relevant stakeholders and decision makers. 

(Source: Rugg DL and Mills S. In: Rehle T, et al. 2000.) 

B o x  1
Critical Steps in Developing a
Comprehensive Evaluation Plan

Step 1: Identify program goals and objectives.
The first step involves identifying the program
goals and objectives and establishing a program
logic model. This is basically a clearly written state-
ment defining the program’s goals and objectives
(and sometimes sub-objectives) and how the 
program plans to achieve them. When this is done,
the evaluation logic can easily be diagrammed and
used to establish the evaluation plan. 

Step 2: Examine existing data and past evalua-
tion studies. The second step begins with an
investigation of existing data sources and past
evaluation studies and activities. This investigation
should identify existing data sources and other
evaluative activities that may have been done in
the past, are ongoing or may have been sponsored
by other donors. It is also helpful at this step to
assess whether any other groups are planning 
similar evaluations and invite them to collaborate
in this comprehensive evaluation plan. 

Step 3: Identify internal and external evalua-
tion resources and capacity. This step involves
identifying internal and external evaluation
resources and capacity. This means not only iden-
tifying the funds for the evaluation, but also iden-
tifying personnel experienced in evaluation to help
plan and conduct the evaluation activities. It also
means determining capacity to manage and link
various databases and computer systems. 
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USAID’s results framework
The Results Framework serves as a tool for plan-

ning, communication, managing and reporting, as
well as consensus building and ownership. It is a tool
used by USAID and affiliated organizations to illus-
trate the development hypothesis. There should be a
results framework for each outlined objective, which
should provide enough information so that it ade-
quately illustrates the development hypothesis—or
cause and effect linkages—represented in the strategy.
It will also assist in communicating the basic premises
of the strategy. The results framework will also include
any key results that are to be produced by other devel-
opment partners such as NGOs, the host country gov-
ernments, other donors and customers.

Specifically, the Results Framework:

Identifies organizational responsibility and time-
frame for each result.

Shows integration of results from other strategic
objectives (SOs) where appropriate.

Serves as a reporting and learning tool. 

Defines performance indicators and targets.

Shows SOs and key intermediate results (IRs) and
the linkages between them.

Identifies all IRs necessary to achieve the SO
regardless of who is taking responsibility.

Highlights the mission’s development hypothesis,
since it is part of the strategic plan.

Identifies critical assumptions or conditions outside
of USAID control.

To maximize the effectiveness of monitoring and
evaluation systems, these questions should be taken
into consideration at the design stage:

What human and financial resources are available
to support data collection activities?

What gender and age-specific groups will be tar-
geted by program activities and how will data col-
lection efforts cover these groups?

In what stage of the HIV epidemic are the various
target groups and what are their corresponding
data collection needs?

With what frequency should data be collected and
what is the scheduled timeframe in which data are
required?

Which data are needed at the country or regional
level and which are needed at the individual 
project level?

What will be the scope and reach of the program
activities, in terms of geographic coverage and
urban/rural mix, and does this correspond to
planned data collection activities?

Is coordination of data collection activities assured
to enable linking biological and behavioral data? 

Are ethical aspects taken into consideration?

DI F F E R E N T I AT I N G
EVA LUAT I O N EF F O RTS

Because of various constraints—such as on time,
available funds and trained staff—the evaluation
approach has to balance what is ideal or preferred with
what is feasible, useful, relevant and essential.

US I N G A MU LT I D I M E N S I O N A L
AP P ROAC H

It is useful to differentiate evaluation efforts by
defining them in terms of three different dimensions:
(1) the individual project dimension; (2) the country
program dimension, and (3) the international dimen-
sion. By helping to prioritize the degree of rigor
needed to evaluate programs and projects, this multi-
dimensional approach may alleviate some of the ten-
sion that arises when universal, standardized evalua-
tion practices conflict with the objectives of individual
projects.

Individual project dimension 
The individual project dimension can be thought

of as the area of service delivery which in most cases
does not require a rigorous research design to judge its
proficiency, unless it is a demonstration project pilot-
ing a new intervention or responding to an unan-
swered research question. Individual projects imple-
menting proven intervention strategies should focus
their evaluation activities on formative evaluation
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(when needed for project planning), process monitor-
ing and capacity-building assessment. Only in the case
of a demonstration project would there be justification
for a more rigorous research design. Figure 1 shows
the number of projects in relation to the different lev-
els of evaluation efforts and reflects the current situa-
tion in program evaluation. The monitoring and eval-
uation “pipeline” illustrates that there is usually a
smaller number of projects that actually warrant evalu-
ation of the effectiveness of their implemented preven-
tion activities.   

Country program dimension
Within the dimension of a

country program, several categories
of evaluation should be addressed
with emphasis on intervention
outcomes, socioeconomic impact
and changes in societal norms. The
guiding principle here is that in a
situation where multiple imple-
menting agencies are conducting a
number of interventions with over-
lapping target groups, certain types
of evaluation are not appropriate
for the scope of an individual proj-
ect, but rather should be coordi-
nated and conducted by country
or regional programs. Using such
an evaluation approach, especially
in the area of behavioral surveys,
not only saves money but also
makes sense in environments
where the effects of individual
projects from different implement-
ing agencies cannot be sorted out
anyway.

Country program evaluation
includes analyzing behavioral
trends in different population

groups in conjunction with an analysis of HIV/STD
surveillance data and evaluation topics. These include
social marketing activities related to condoms and
drugs, STD case management, HIV/AIDS case man-
agement and support, scoring of the overall effort of
the national program (see the AIDS Program Effort
Index in the following section), socioeconomic impact
assessments and epidemiological modeling of the
country’s HIV epidemic. Each country will have a 
different profile of evaluation activities. It reflects the
different information needs determined by the stage of
its epidemic, its political and social environment,
existing capacity for research and available financial
resources.

F i g u r e  1
Monitoring & Evaluation Pipeline

Monitoring Evaluation
“Process Evaluation” “Effectiveness Evaluation”

Inputs
Outputs

Outcomes
Impact
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CH O I C E O F IN D I C ATO R S

One of the critical steps in designing and imple-
menting the evaluation of an HIV/AIDS program, or
any program for that matter, is the selection of appro-
priate indicators. This can be a fairly straightforward
process if the objectives of the program have been
clearly stated and presented in terms that define the
quality, quantity and timeframe of a particular aspect
of the program. But the indicators used in evaluating
many programs, even with well-defined objectives,
require careful thought and consideration of both 
theoretical and practical elements. Questions to ask
include:

Does the objective involve a behavior or concept
that can be measured accurately and reliably?

Are there alternative measures that need to be 
considered?

What human and financial resources does the 
require?

Are there areas for congruency, either in the content
of the indicator or the means of gathering the data? 

Are there any additional measures that would help
interpret the results on the primary objective?

Selecting indicators and setting targets is usually
done during the process of program planning and 
re-planning, preferably in a participatory fashion with
the implementing agency and key stakeholders.
Setting targets and benchmarks should consider infor-
mation from similar types of interventions so they will
be realistic from the perspective of the target popula-
tion, resource allocation and intervention type.

While the level of attainment to be measured by
the indicator is not actually part of the indicator itself,
it is a critical factor. The magnitude of the level to be
measured affects the size of the sample population
needed to accurately estimate that level.  It may also
assist in selecting additional or supplemental indica-
tors that can be helpful later in interpreting results.

An indicator ideally should:

Measure the condition or event it is intended to
measure (valid).

Produce the same results when used more than
once to measure the same condition or event
(reliable).

International dimension
Evaluation efforts of the international dimension

may address uncertainties about which set of preven-
tion interventions works best, in which setting, for
whom and under what circumstances. There is an
emphasis on cost-effectiveness analysis. This type of
evaluation, however, requires large-scale community-
based controlled trials, which are certainly beyond
the scope of most individual projects or even national
programs.

Given the difficulties and high costs associated with
directly measuring the impact of HIV prevention pro-
grams through large-scale HIV incidence studies, there
is now more emphasis on developing other methods
for assessing impacts.

ES T I M AT I N G PRO G R A M IM PAC T
T H RO U G H MO D E L I N G

Prohibitive costs and methodological difficulties
associated with field-based program impact evaluation
make it difficult for most AIDS control programs
to evaluate the impact of HIV/STD prevention inter-
ventions on the reduction of HIV infections. The
alternative is to use modeling approaches to estimate
program impact. One example is FHI’s AVERT com-
puter model, used to estimate the impact of prevention
programs on HIV transmission with input parameters
that are more readily available to programs.5 AVERT
is a less complex, user-friendly modeling tool that can
provide plausible and defendable estimates of program
impact and is accessible to users with little experience
in modeling. 

The model’s estimates were validated in an African
country setting, and the evaluation indicated good
agreement with observed seroincidence.5 The AVERT
model has now been widely disseminated to country
programs, researchers and academic institutions. 
This type of model provides an additional analytical
tool for epidemiologists, decision makers and plan-
ners in setting appropriate program priorities and
analyzing the cost-effectiveness of different interven-
tion combinations.
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Measure only the condition or event it is intended
to measure (specific).

Reflect changes in the state of the condition or
event under observation (sensitive).

Be measured or quantified with developed and
tested definitions and reference standards
(operational).

Be measured with reasonable cost.

Have feasible indicator data collection.

Table 3 lists possible indicators related to different
levels of program evaluation. Relating indicators to
specific evaluation levels is advantageous in that it also
helps to identify opportunities for triangulating data.
Survey data on condom use, for example, can be com-
pared with information on condom distribution and
availability in a defined intervention area. Likewise
data on incident STDs such as gonorrhea in the sur-
veyed population, if available, can be correlated with
the condom data.   

UNAIDS/WHO in collaboration with national
and international partners has developed a standard set
of indicators for country programs that will refine and
expand the prevention indicators (PI) developed by
WHO’s former Global Programme on AIDS (GPA).7

Since HIV/AIDS/STD prevention and care programs
are affected by many factors—including political 
commitment, available resources and the socio-cultural
and economic context—a new approach has been
developed to capture the overall effort of national
HIV/AIDS programs, the AIDS Program Effort
Index (API).

The API is a composite score comprised of the
main components of an effective national response.
The instrument’s advantage is that it may yield useful
information on the above issues, even in the absence

T a b l e  3
Examples of Indicators by Level of Program Evaluation.

Levels of Evaluation Indicator

Resources allocated (e.g., percentage of national budget); Condom availability at central level (PI 2);
Knowledge of HIV transmission (PI 1); Condom availability in periphery (PI 3); Proportion of 12-17 years receiving AIDS/sexual health 
education; % of services with improved quality, e.g., STD case management (PI 6 and PI 7); % of blood transfusion facilities with 
uninterrupted supply of appropriate HIV screening tests.

Outcome

Proximate determinants Condom use during last act with non-regular partner (PI 5);
addressing the risk per Prevalence of urethritis among men 15-49 in last year (PI 9); 
sexual contact Prevalence of positive RPR/VDRL serology among antenatal women 15-24 (PI 8);

Proximate determinants Proportion of men with non-regular partner in last year (PI 4);
addressing the frequency Prevalence of concurrent partnerships in last month;
of sexual risk contacts Median age at first sex of boys and girls; proportion of young women having 

had sex with men over 30 last year;

HIV incidence/prevalence HIV prevalence among women under 25 in antenatal clinics (to approximate
incidence) (PI 10); HIV prevalence among high-risk groups, e.g. STD 
patients/CSW/IDU; HIV prevalence among adult men 15-49;

AIDS mitigation HIV-associated mortality rates among adults 15-59 years; Number of communities 
with increased coping capacity; 

Overall program effort AIDS Program Effort Index (API) (under development)

PI = WHO/GPA Prevention Indicator; Ref. [6]
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of more rigorous monitoring and evaluation systems.
Using the key informant assessment approach, it 
also allows an assessment of areas that are difficult to 
capture with more objectively measurable indicators,
such as political support and commitment. But there
are major concerns about the subjectivity and reliabil-
ity of the API approach. The score depends entirely
on the choice of informants, and the informants are
likely to change from year to year. There have also
been questions about the utility of a single composite
score in which improvements in some areas may be
obscured by deterioration in other areas.7

A NEW FO C U S:  EVA LUAT I N G
HIV/AIDS CA R E

Responses to the care needs of people living with
HIV/AIDS (PLHA) in resource-constrained settings
that are highly affected by HIV/AIDS have been slow,
diverse and uncoordinated. Institutional responses
have been dominated by research, while community
responses have focused on social and primary care
needs. Only a few programs have tried to respond to
the broader care needs—clinical, psychosocial and 
preventive—in an integrated fashion. 

The support required to meet AIDS care needs,
either from national governments or international
donors, has been difficult to obtain and limited in
financial terms. Indeed, care has never been high on
the priority list of national HIV/AIDS programs in
the developing world. As a result of the weakness and
scarcity of comprehensive HIV/AIDS care programs,
monitoring and evaluating such programs has been
limited. This has prevented project implementers and
donors from receiving the necessary information on
program successes or failures.

But monitoring and evaluating care and support
activities are still new activities, and effective monitor-
ing tools and methodologies are still in the early stages
of development. Guidelines are urgently needed that
allow program implementers to track activities rapidly
being implemented in response to the demand for
care and support services for people affected by HIV.
Only by monitoring and evaluating the care and sup-
port activities that are provided at all levels of the
health care system will we begin to understand the

strengths and shortfalls that determine our ability to
meet those demands successfully.

Monitoring and evaluation results will range from
information about the multitude of outputs generated
by efforts to provide quality care to the effects these
have on a wide array of outcomes, such as reduced
disability associated with HIV/AIDS, changes in treat-
ment-seeking behaviors and reduced stigma towards
PLHA and their families. It is also important to
understand the ultimate impacts on restored produc-
tivity and quality of life to assess cost-effective options
that link the effectiveness of care systems to the avail-
ability of resources.8

The opportunity to use monitoring and evaluation
results to refine, adapt and strengthen the implemen-
tation of care and support activities for PLHA is
increasingly appreciated. Ongoing health care reforms
—which emphasize that decision making, executive
responsibilities and accountability should be vested at
implementing levels—will further expose the need for
monitoring and evaluation skills at all levels. In fact 
a decentralized health system requires that monitoring
and evaluation generate information for policy and
decision makers, as well as provide feedback that is 
relevant at the local level and fulfill requirements for
accountability to the beneficiary population.9

HIV care indicators have recently been proposed
to measure progress in HIV care delivery at the coun-
try level.7 More detailed indicators—focusing on 
the scope, quality, and coverage of care and support
services—are needed at the project implementation
level to provide the necessary feedback for site-specific
performance enhancement. The examples in Box 2 
list some potential indicators for the various elements
of comprehensive care. Measuring these indicators will
involve health care facility-based surveys and house-
hold surveys, complemented by a mix of qualitative
assessment methods previously described for process
evaluation.
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B E T T E R  S U R V E I L L A N C E
D ATA  F O R  D E C I S I O N
M A K I N G

IM P ROV I N G HIV SU RV E I L L A N C E DATA

Program evaluation is complicated by the evolution
of epidemics and our poor understanding of how dif-
ferent behaviors and epidemiological factors influence
epidemic patterns as they move from an epidemic
phase to an endemic state. Changes in HIV prevalence
may be indicative of the long-term effect of multiple
HIV/AIDS prevention interventions, but it is difficult
to prove that observed decreases in prevalence trends
are the result of HIV prevention programs. Other
factors such as mortality, migration and saturation of
the population at risk may also account for such
changes.10

Consensus is emerging among decision makers that
prevention programs need to investigate both trends
in HIV infection and behavior that may lead to infec-
tion.11 To this end, HIV data have to be collected in
conjunction with behavioral, socioeconomic and
socio-demographic data. The combined analysis of
these data sets serves a dual purpose: (1) It provides
the necessary context and range of information to
interpret and explain the epidemiological data col-
lected by sentinel serosurveillance surveys; and (2) It
allows a more valid assessment of the effects of preven-
tion programs on the course of the epidemic in a
given country.

AD J U S T I N G ANC SE N T I N E L DATA

In the absence of true HIV incidence data, a sys-
tem of sentinel surveillance for monitoring HIV infec-
tion among selected populations has been recom-
mended.12 For HIV sentinel surveillance of antenatal
clinic (ANC) patients, use unlinked and anonymous
residual blood specimens left over from samples col-
lected for clinical purposes. Using this approach, it is
possible to minimize the possibility of participation
bias associated with voluntary testing.

ANC clients have been selected as a particularly
suitable “sentinel” group because they are believed to
represent most closely the HIV prevalence of the gen-
eral sexually active population. ANCs are the primary
source of data for monitoring HIV prevalence trends
in most developing countries, especially in sub-
Saharan Africa.

B o x  2
Examples of Indicators for 
Care and Support

Clinical Management

Percentage of health care units that have
trained staff to manage HIV-related illnesses,
manage referrals for HIV-infected patients and
supervise palliative care in accordance with
national standards or protocols.

Percentage of health units that are currently
stocked with drugs to treat and prevent com-
mon opportunistic infections and for palliative
care, and report no stock-outs in the past 12
months.

Voluntary Counseling and Testing (VCT) in
the Context of HIV/AIDS Care

Percentage of health care-providing sites that
have an accessible VCT service staffed by
trained counselors providing HIV counseling
and testing services free or at affordable rates. 

Percentage of people tested HIV positive who
have been referred to appropriate clinical care
and social support services.

Stigma/Discrimination

Percentage of health care providers showing
acceptable attitudes towards people with HIV
during their clinical work.

Support

Percentage of households with a chronically ill
adult (age 15 to 49) in the last 12 months that
have received external help in caring for the
patient or replacing lost income. 

Percentage of households caring for orphans
that have received free help with care from
outside the family.

Sources: UNAIDS 2000. 
Van Praag E and Tarantola D. In: Rehle T, et al. 2000.
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Comparisons between ANC sentinel surveillance
and general population serosurveys, however, have
shown that data from pregnant women may differ 
significantly from the general population data, and the
relationship can go in different directions at different
stages of the epidemic and for different age groups.13,14

The considerable variation in the findings suggests
that extrapolations from ANC data should be made
with caution. Because of the large denominator used
(the general population of women), even a small per-
centage difference in HIV prevalence between preg-
nant women and women in the general population
would result in a substantial over- or underestimation
of the total number of women infected. 

Selection biases
ANC sentinel data are subject to selection biases

related to convenience sampling (sites are not ran-
domly chosen), usage and coverage of ANC services,
differences in risk behaviors, contraceptive use, fertil-
ity between HIV-positive and HIV-negative women
and such other socio-demographic factors as age 
distribution of those using ANCs, level of education,
socioeconomic status and migration patterns. There
are insufficient data on the relative importance of
these factors in different settings, and even less is
known about how these factors may vary over time.

Lower fertility rates were found among women
with HIV-1 infection.15 And it has been shown that
differentials in fertility between HIV-infected and
uninfected women can have substantial effects on
ANC prevalence estimates and the total number of
prevalent infections estimated from them. The effect
due to differential fertility is expected to be most
apparent in older ANC age groups, especially in
mature epidemics.

If the factors that lead to selection biases remain
the same over time, serial data from ANC sentinel
sites will provide a solid basis for analyzing HIV
trends in that population. But the selection biases may
change over time. In that case, HIV trends recorded
over time in ANC sentinel populations may differ
from those in the general population.

Population-based studies carried out periodically in
the catchment areas of ANC sentinel sites can help to
evaluate these sources of bias in different country
settings. Periodic surveys of this type are needed to
compare data on HIV prevalence trends in the general
population with those obtained from routine ANC
sentinel surveillance systems. This approach would
allow the necessary calibrations of results obtained
from pregnant women.

Focusing ANC sentinel surveillance
on the younger age groups

In mature epidemics, the majority of new HIV
infections are occurring in young people.16 By concen-
trating resources on younger age groups in ANC sur-
veillance efforts, it will be possible to obtain more
information on relatively recent infections. Bias due to
differential mortality and fertility will be of less con-
cern in young ANC clients.  For this reason it has
been recommended that over-sampling should be
attempted among 15- to 24-year-olds, while continu-
ing to collect data in all age groups.17 Because sample
sizes must be large enough to allow a more detailed
age-stratification, key sentinel sites with a high volume
have to be identified. This could mean that countries
may have to downsize the number of sentinel sites in
the interest of concentrating resources where they will
be most useful.

Linking behavioral data collection 
and HIV serosurveillance

To minimize biases, not jeopardize the validity of
the serological data and gather less biased behavioral
data on the population as a whole, it is recommended
that blood samples and risk behavior interviews be
obtained from different individuals. But to establish a
clear association between behavior and HIV prevalence
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in the community, the data on HIV serostatus among
ANC attenders and behavior in the general population
have to be drawn from the same source population.

This means carefully defining the population from
which a key sentinel surveillance site—such as a large
urban antenatal clinic—draws its clients and collects
behavioral data from a random selection of households
in the same catchment area. If this is done as part of
national or regional behavioral surveys, it may mean
deliberately oversampling in the catchment popula-
tions of key sites (that is, the population served by the
particular site in question).

To link the behavioral data with the HIV prevalence
data, it is recommended that a minimum set of socio-
demographic questions be asked of all ANC clients at
sentinel sites. This data would include age, parity, last
birth interval, level of schooling, occupation and length
of time living in the area (as an indicator of migration).
These parameters can then be compared with those
collected in the population-based behavioral surveys,
allowing any systematic differences between the two
groups to be identified and adjusted in the analysis.

RE CO M M E N D E D MI X O F BE H AV I O R A L
DATA CO L L E C T I O N ME T H O D S

Different data collection methods deliver different
products with varying degrees of cost and complexity.
To use its resources most efficiently, a national pro-
gram must  choose which mix of methods to adopt,
with what frequency and on what scale. These choices
will reflect the stage of the country’s epidemic as well
as its political and social environment, existing capac-
ity for research, and available resources.

Family Health International/IMPACT and
UNAIDS have made recommendations for a mini-
mum package of behavioral data collection for each
major stage of the epidemic.11 These recommendations
conform to the UNAIDS/WHO guidelines for sec-
ond-generation HIV surveillance systems,17 and are

based on the assumption that HIV sero-surveillance is
in place or being developed in line with those guide-
lines. Our recommendations draw upon the experi-
ence of several organizations and countries in collect-
ing behavioral data, and are intended to guide national
programs in setting up efficient behavioral assessment
and monitoring programs to assist them in program
design, direction and evaluation. Tables 4, 5 and 6,
which summarize the minimum package for each stage
of the epidemic, can serve as a checklist for countries
planning to strengthen their behavioral data collection
efforts.11

The main objective of the recommended behav-
ioral surveillance systems is to track trends in key 
indicators over time, through multiple rounds of data
collection with a consistent sampling strategy.18 This is
in contrast to traditional pre- and post-test knowledge,
attitude, practice and belief (KAPB) surveys which
focus mainly on the measurement of changes in indi-
cators between two points in time. Although repeated
surveys are also subject to measurement error, the 
feature of repeated surveys adds an element of robust-
ness to the obtained data. What distinguishes repeated
surveys from a pre/post survey design is that we are
able to recover from one round of inaccurate survey
data, since multiple rounds let us identify a particular
round as an “outlier.”

Preliminary assessment
The development of any system of behavioral data

collection should begin with a careful preliminary
assessment of the behavioral situation, if this has not
already been done. Such an assessment will have
several components. These include a review of existing
behavioral studies and data sources in the country; a
rapid assessment of risk behaviors; mapping of where
the risk is and who is at risk; and formative qualitative
research to identify opportunities, barriers and appro-
priate approaches for promoting behavior change.11

Rapid assessments, mapping methodologies and
qualitative research approaches have been developed in
a number of fields, but are equally applicable to the
study of risk behavior—especially for hard-to-reach
populations about which national programs know
little. These methods assist and complement the 
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formative evaluation efforts described earlier in this
chapter in prioritizing prevention activities and 
deciding where efforts should be focused.

The three approaches deliver two major benefits: 

They allow the risk situation in a given vulnerable
population or community to be quantified in terms
of number of settings or size of the population.

They provide a greater in-depth understanding of
risk behaviors and the factors that influence and
motivate them. 

Without this type of information, it is difficult if
not impossible to develop relevant prevention pro-
grams. Qualitative approaches are particularly valuable
for prevention program designers because they allow
respondents to express their own concerns, rather than
only responding to researchers. If such information is
applied intelligently, it is likely to lead to more appro-
priate prevention programs for particular communities. 

STAG E S O F T H E HIV EP I D E M I C

UNAIDS and its partners have developed a classifi-
cation that groups HIV epidemics into three types:
low level, concentrated and generalized. Countries will
have different information needs in each epidemic
state, and they may shift if the epidemic develops and
moves from one type to another.

Low-level epidemics are epidemics with an HIV
prevalence assumed to be less than five percent in all
known sub-populations presumed to practice higher
risk behaviors. Countries in the low-level stage of the
epidemic may initially focus their surveillance efforts
on populations with higher levels of behaviors trans-
mitting HIV, such as commercial sex workers (CSW),
truckers, migrant workers, the military, men who have
sex with men (MSM) and injection drug users
(IDUs). The aim will be to monitor the trends and
levels of infection within these groups and to map the
dynamics of infection and sexual mixing patterns that
are construed as high or low risk. (See Chapters 8, 11,
15 and 22 for more information on HIV prevention
strategies for special groups.)

Concentrated epidemics are epidemics with an
HIV prevalence that has surpassed five percent in one
or more sub-population presumed to practice higher
risk behaviors, but prevalence among pregnant women
is still less than one percent.

Generalized epidemics are epidemics in which
HIV has spread far beyond the sub-populations with
higher risk behaviors, which are now heavily infected,
and the prevalence among pregnant women is above
one percent. In such epidemics the rural population
may be fast mirroring the infection levels in urban
areas. Most sub-Saharan African countries have estab-
lished epidemics that go beyond populations practic-
ing high-risk behaviors. The generalized nature of the
epidemic in this region calls for surveillance systems
that give a cross-sectional profile of the infection in
the general population.    

Behavioral data collection in a 
low-level epidemic

In low-level epidemics, the risk of HIV infection is
likely to be concentrated among those with higher 
levels of risk behavior in the country. Depending on
the country, these might include sex workers and their
clients, IDUs, MSM or other populations. In this type
of epidemic, it is recommended that HIV prevalence
studies also focus on those with higher risk behaviors.
But risk behavior may also exist in the general popula-
tion, so the links between higher- and lower-risk pop-
ulations need to be investigated.

Many countries with low-level epidemics have not
felt the need to invest resources in collecting behav-
ioral data, assuming that if the virus is largely absent,
risk behavior must be limited. But it is exactly at this
point of the epidemic that behavioral data can act
most effectively as a warning system. Where behav-
ioral data and other indicators—such as STD or
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Hepatitis B prevalence—show that people are having
unprotected sex with multiple partners or are sharing
injection equipment, it may simply be a matter of
time before HIV follows.

Collecting information on behavior at this stage
spotlights potential flash points for HIV infection. 

It can raise awareness among the public and policy 
makers of the dangers of not doing anything to keep
the virus confined at low levels. And it can help sug-
gest what must be done and for whom. 

Behavioral data collection in a 
concentrated epidemic

In a concentrated epidemic, HIV may remain
confined to circles of people with higher risk behavior
because there are few links between those populations
and the general population. It may remain concen-
trated because there is very little risk behavior in the

general population. There may be links and general-
ized risk behavior, but HIV may not have infected a
sufficient number of individuals to make for explosive
growth. In that case, it may just be a matter of time
before the epidemic becomes generalized. Determining
which of these is the case and designing and measur-
ing the success of the appropriate interventions are
the main purposes of behavioral data collection in a
concentrated epidemic.

At the concentrated stage of the epidemic, coun-
tries should continue sero-surveillance activities in 
the groups in which infection is concentrated and
begin monitoring HIV in the general population,
especially in young people. Behavioral data collection
will work in tandem to increase the usefulness of the 
serological data. 

T a b l e  4
Behavioral Data Needs and Methods in a Low-Level Epidemic

Data Needs Method Questions Answered Frequency Duration*

Preliminary Review existing data. What is already known? What are the One time
assessment gaps in current knowledge?

Rapid assessment Which high-risk behaviors are driving One time 3 months
of risk behaviors. the epidemic in this country?

Mapping of at-risk Where do people engage in risk behavior? One time 1 month 
populations. How many people are associated with each site?

Qualitative research. What particular behaviors must change? One time 2 months
Is there resistance to change? 
What are links with general population? 
What type of intervention is the most 
appropriate?

Behavioral Repeated surveys Annually/ 3-6 months
monitoring in population bi-annually

with high-risk
behavior.

Where qualitative 6-9 months
research points to
links between high-   
and low-risk groups:
Repeated surveys
in the general
population.

*Duration: includes all research or survey stages from preparatory work to the production of findings.

How widespread is risk in defined high 
HIV-risk behavior groups?

How widespread are safer behaviors? 

How common are links with general population? 

How has behavior changed over time?

And since before the intervention?

What proportion of the general population? 

Every 4-5 years is a sexual partner of someone
with high-risk behavior? 

Which behaviors put them at risk?
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Behavioral data collection in a 
generalized epidemic

Groups with particularly high levels of risk behav-
ior may continue to drive new infections in a general-
ized epidemic, but the pattern of HIV spread goes far
beyond higher risk individuals and their immediate
partners. By the time an epidemic becomes general-
ized, the major risk behaviors are usually clear.
Systematic and repeated behavioral data collection in
the general population is essential for explaining
changes in prevalence and tracking changes in behav-
ior over time. It must also focus on identifying the

risk behaviors that have been neglected or failed to
respond to prevention efforts. New qualitative research
may choose to explore the social, economic, and 
cultural context that determines who continues to be
vulnerable to HIV infection and why.

DI S S E M I N AT I N G A N D
UT I L I Z I N G T H E DATA

Behavioral data are of little value unless they are
used for the benefit of the people from whom they
were collected. The various reasons for tracking behav-
ior were discussed at the start of this chapter. This
section describes the particular uses of the data once
they are collected and analyzed.

T a b l e  5
Behavioral Data Needs and Methods in a Concentrated Epidemic

Data Needs Method Questions Answered Frequency Duration*

Preliminary Review existing data. What is already known? One time
assessment What are the gaps in current knowledge?
(if not yet done; 
or if needed to Rapid assessment of Which high-risk behaviors are driving One time 3 months
be broadened risk behaviors. the epidemic in this country?
geographically;
or in other groups) Mapping of at risk Where do people engage in risk behavior? Repeated   1 month 

populations. How many people are associated if survey
with each site? data shows

population or 
behavioral shift

Qualitative research. What particular behaviors must change? One time 2 months
Is there resistance to change? 
What are links with general population? 

Behavioral Repeated surveys in How widespread is risk in high-risk Annually/ 3-6 months
monitoring populations with behavior groups? How common are bi-annually

high-risk behavior. links with the general population? 
and How do these behaviors change over time?

Explaining Repeated surveys What proportion of the general population Every 4-5 years 6-9 months
trends in HIV in the general has sex with someone with risk behavior? 
prevalence population. Which behaviors put them at risk? 

Sampling with What are the risk behaviors among 
emphasis on   young people? 
geographical areas   At what age do they begin? 
with key    How do they change over time?
HIV sentinel sites.

Do trends in self-reported risk behavior Every 2-3 years 3-6 months
Repeated surveys correlate with observed changes in HIV
in young people. prevalence (e.g., explaining transition to 

generalized epidemic)?
Sampling with 
emphasis
on geographical   
areas with key HIV 
sentinel sites.

*Duration: includes all research or survey stages from preparatory work to the production of findings
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Encouraging policy makers to support
and promote HIV prevention

Public health officials need no convincing of the
importance of dedicating time and resources to pre-
vent the further spread of HIV. The same cannot
always be said for policy makers in other sectors, who
are confronted with pressing priorities of their own.

In the early phases of the epidemic, well-designed,
credible behavioral data can warn of the possibility of
rapid HIV spread and encourage policy makers to act
to prevent that spread. But this can happen only if the
data are presented in language that policy makers can
understand, and in ways to which they can respond.
This will vary according to the target audience. A
ministry of education may be interested in knowledge
and attitudes among youth, while a ministry of 
manpower may want to know how widespread risk
behavior is in the urban adult population. The finance
ministry may be startled by the implications of financ-
ing health care if 10 percent of those reporting risk
behavior were to become infected with HIV.

A comprehensive approach to promoting HIV pre-
vention requires data on both the general population
and those at high risk for infecting themselves or oth-
ers. Behavioral data on a mix of these groups improves
understanding of who is at high risk and whether and
how risk patterns are changing. In other words, general
population data provide information about unknown
levels of risk in the overall population, whereas data on
groups with high levels of risk behavior provide more
immediate information on sub-populations that have
the biggest impact on the epidemic.

Demonstrating that behaviors do change following
prevention activities—in groups with higher levels of
risk behavior and in the general population—is one of
the most effective ways to increase support for preven-
tion activities. Behavioral data showing changes over
time should be presented simply and rapidly to policy
makers who have the power to influence spending and
program direction.

Making the public aware of the 
threat posed by HIV

Many generalized epidemics have reached their 
current stage because people in the general population
did not know or want to believe that they were at risk
of HIV infection. Behavioral surveys in the general
population as well as in selected population groups
can illustrate the extent of continuing risk behavior.
Presented to target audiences, with the help of the
media or through other avenues, the findings of such
surveys will increase awareness of the risk of unpro-
tected sex with any partner.

It is also important to be aware of trends in behav-
ior over time. Knowledge that others are adopting
safer behaviors can help reinforce behavior change,
especially among young people who respond to peer
pressure. This is why the targeted dissemination of rel-
evant behavioral data to the communities can enhance
the effectiveness of prevention efforts over time.

Improving prevention programs
As the picture of risk behavior builds up and

changes over time, it will indicate which behaviors
have changed following prevention programs and
which remain entrenched. This information can and
should be used to improve prevention programs.
Prevention packages that appear to be associated with
behavior change in certain sub-populations may be
continued and expanded. Behaviors that remain
unchanged despite efforts to promote safer alternatives
indicate the need for a new approach, perhaps one
that pays closer attention to the social or economic
context that affects the way people behave.



I S S U E S  A N D  
C H A L L E N G E S :  W H AT  D O
T H E  D ATA  M E A N ?

Evaluation efforts for behavior change interventions
have focused on the assessment of accurate knowledge
about HIV risks, reducing risk behaviors and adopting
protective behavior as the most appropriate intermedi-
ate outcome indicators for interventions designed to
reduce sexual transmission of HIV. Existing evaluation
results suggest that prevention activities made a differ-
ence in most intervention settings. It should be noted,
however, that the detection of significant behavior
changes is becoming increasingly difficult over time,
especially after there already have been substantial
changes (ceiling effect). In these cases, interventions
have reinforcing, rather than new, effects. These effects
may look small when in fact they indicate the mainte-
nance of reported behavioral change or the prevention
of relapses in unsafe behavior.

ME A S U R I N G RI S K BE H AV I O R S
I N AB S O LU T E VE R S U S
RE L AT I V E TE R M S

Percentage figures of condom use measure the 
proportion of sexual exposures considered to be safe,
which may or may not reflect the absolute number of
sex acts that place individuals at risk for exposure to
sexual transmission. For example, 10 percent condom
use in 10 HIV-associated sexual episodes is still safer
than 75 percent condom use in 100 HIV-associated sex
episodes (nine versus 25 unprotected HIV-associated
sexual episodes, respectively, when expressed in
absolute terms). This is why it is important to deter-
mine the frequency of condom use in absolute terms
in a given risk situation. Behavioral surveys have
begun to address this dilemma by collecting additional
data on “always or consistent” condom use in the 
context of sexual episodes with non-regular partners.

OB S E RV E D BE H AV I O R CH A N G E S—
IS IT EN O U G H TO AVO I D
IN F E C T I O N?

Since HIV infection through sexual intercourse is
the result of accumulated risk exposures, preventing
infection at one point in time will not ensure that a
person remains uninfected in the long term. The size
and range of observed behavior changes, especially in

populations with high-risk behaviors, suggest that the
interventions may only postpone the timing of infec-
tions rather than preventing them indefinitely.

Although the lifetime risk of infection may not
have been reduced among individuals with high-risk
behaviors, preventing HIV infections among those
likely to transmit HIV to others will have a consider-
able impact on the incidence of HIV at the population
level. A reduced HIV incidence rate in populations
with high-risk behaviors also will mean fewer infec-
tions among their networks of sexual partners—result-
ing in a decrease in the rate of new HIV infections in
the general population.

OB S E RV E D BE H AV I O R CH A N G E S—
PRO D U C T O F IN T E RV E N T I O N S?

The question of whether observed changes in
behavior reflect the natural history of the epidemic or
are due to intervention effects is a critical one. There
is evidence that there will be trends toward risk reduc-
tion, especially when evaluating behavior change in the
face of growing numbers of people with AIDS-related
illnesses.  Having a friend with HIV/AIDS, for exam-
ple, may influence adolescents to delay the onset of
sexual relations or motivate those with non-regular sex
partners to use condoms. Human sexual behavior is
influenced and shaped by many factors, and exposure
to an HIV prevention program is only one of them.

In the absence of more rigorous evaluation designs,
triangulation procedures have to be applied to sub-
stantiate a link between interventions and observed
behavior changes. For example, combining process
evaluation data on condom sales, the intensity of peer
education, or the quality and coverage of media cam-
paigns with an analysis of behavioral outcome data can
provide an understanding of the process through
which interventions achieve effects. Results from
behavioral surveys also should be analyzed together
with findings from qualitative evaluation research—
focus group discussions, key informant interviews and
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rapid ethnographic studies—carried out in sub-sam-
ples of surveyed target populations. This analysis will
allow a more appropriate interpretation of observed
outcome data since the data are likely the results of the
aggregate effects of multiple interventions as well as
environmental and personal factors. 

It is also important to realize that behavior change
interventions must be implemented for sufficient
amounts of time and on a large enough scale to have
an impact on personal behavior, social norms in com-
munities and on the epidemic. The example of
Thailand shows that a focused intervention strategy
implemented at a national scale can result in substan-
tial declines in HIV incidence and prevalence in tar-
geted populations.

There are other examples of successful national
efforts to reduce HIV infection and increase safe
behavior. In Uganda, later age at first sex and rising
condom use reported in repeated behavioral surveys
were reflected in decreasing HIV infection rates in
young women.19 In Senegal, a strong political and
community commitment led to an early response to
the HIV/AIDS epidemic that has been extended since
1986. As a result, Senegal has managed to contain the
spread of HIV at a relatively low level.20

Documenting such success stories is an important
task of program evaluation and epidemiological 
surveillance, and is instrumental in generating public
support for continued prevention and care efforts.
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I N T R O D U C T I O N

The AIDS epidemic forces societies to come to terms with the perceived
ideals of traditional cultures and the harsh realities of practices that are
discordant with those ideals. Behavior change communication (BCC)
plays a vital role in this process and can set the tone for a compassionate
and responsible response. BCC strategies can function to support all 
components of a comprehensive prevention and care program and create
a cohesive environment for behavior change. In addition, BCC strategies
can help to support all components of a comprehensive prevention and
care program and create a cohesive environment for behavior change.

This chapter outlines the various roles for communication, and details the
step-by-step process of developing a comprehensive BCC strategy for
STD/HIV/AIDS programs in resource-constrained settings.

T H E  R O L E  O F  B C C  I N  S T D / H I V / A I D S  

P R E V E N T I O N  A N D  C A R E

A comprehensive HIV/AIDS program will contain a combination of pre-
vention, care and support services, community mobilization and political
support. The BCC component can link these various elements together
and contribute to changing the way in which individuals, communities
and societies deal with the underlying issues. 

Some of the BCC theories helpful to understanding the role of communi-
cation and programming comprehensive communication strategies are
outlined in this section. They include: 

Diffusion of Innovations model

Stages of Change model

Behavior Change Continuum 

UNAIDS communication framework
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S T E P S  I N  D E V E L O P I N G  A  C O M M U N I C A T I O N  S T R A T E G Y

F O R  H I V / A I D S / S T D  P R O G R A M S

Good strategic planning for BCC helps program planners make better
decisions on how to utilize limited resources. This section outlines the 
various steps required to develop and implement such a communication
strategy for STD/HIV/AIDS programs. Topical areas covered include:

Problem identification

Target population

Formative assessment 

Behavior change objectives

Stakeholders

Communication design

Communication objectives

Targeted interventions

Monitoring and evaluation

Feedback and redesign

L E S S O N S  L E A R N E D

There are many lessons learned in developing BCC in resource-constrained
settings. Some of the most important points are summarized in this section. 

C A S E  S T U D I E S

Linking mass communication with community programming in Kenya.
Kenya is a country with high knowledge of HIV/AIDS and low levels of
behavior change. To support HIV/AIDS prevention and care strategies
and to initiate a dialogue in the communities on risk settings and risk
behaviors, PATH/Kenya in partnership with IMPACT has evolved an
innovative communication strategy using an interactive radio program
linked to a magazine format. 

U S I N G  M A S S  M E D I A  T O  S T I M U L A T E  C O M M U N I T Y  

D I S C U S S I O N  O N  S T I G M A  A N D  D I S C R I M I N A T I O N

Recent well-publicized, dramatic human rights abuses involving PLHA in
India, as well as comprehensive audience research, show clearly that Indian
society has failed to accept and integrate the reality of HIV/AIDS. The
concept was developed for a film addressing the core attitudes towards
HIV/AIDS that must change before India can develop a social and policy
environment where effective HIV/AIDS prevention can take place. 
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T
o reduce vulnerability to HIV/AIDS, individuals and commu-

nities need three things: the basic facts to understand the

urgency of the epidemic, access to appropriate services and an

environment supportive of changing and/or maintaining safe behaviors. 

As HIV is primarily a sexually transmitted disease (STD), reducing the

risk of transmission requires national and community discussions on sex

and sexuality, risk settings and

risk behaviors. It also requires

dealing at the national and community levels with the secondary epidemic

that follows in the wake of HIV/AIDS, one of stigma, fear and discrimi-

nation. The AIDS epidemic forces societies to come to terms with the per-

ceived ideals of traditional cultures and the harsh realities of practices that

are discordant with those ideals. Behavior change communication (BCC)

plays a vital role in this process and can set the tone for a compassionate

and responsible response. In addition, BCC strategies can function to 

support all components of a comprehensive prevention and care program

and create a cohesive environment for behavior change.

Developing effective BCC in resource-constrained settings presents

unique challenges. The approaches must be effective and efficient, build-

ing on existing systems and structures and utilizing a variety of channels—

from targeted mass media to traditional and interpersonal communica-

tion—to create a critical mass to stimulate discussion and action on the

key issues that motivate and support behaviors. Over the last decade,

many lessons have been learned on how to apply basic BCC strategies in

I N T R O D U C T I O N
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resource-constrained settings. The greatest of these is the need for system-

atic assessment and planning, coupled with monitoring and evaluation, to

ensure the development of BCC strategies that will have the greatest

impact and use scarce resources most effectively.

BCC is a vital component of all interventions focused on reduction of

risk and vulnerability. Within this context, the various roles for communi-

cation will be outlined in this chapter and the step-by-step process of

developing a comprehensive behavior change communication strategy for

STD/HIV/AIDS programs in resource-constrained settings will be

detailed.
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T H E  R O L E  O F  B E H AV I O R
C H A N G E  C O M M U N I C AT I O N
I N  S T D / H I V / A I D S
P R E V E N T I O N  A N D  C A R E

A comprehensive HIV/AIDS
program will contain a combina-
tion of prevention, care and 
support services, community
mobilization and political support.
The BCC component can link
these various elements together
and contribute to changing the
way in which individuals, commu-
nities and societies deal with the
underlying issues. Specifics on how
these elements are programmed 
for key groups can be found in
subsequent chapters. But it is
important to place BCC within
the context of a broader program
from the outset. Figure 1 high-
lights the various inter-linking 
elements of a comprehensive
HIV/AIDS program.   

Communication has many 
different but related roles to play
in HIV/AIDS/STD programming.
These include:
■ Community dialogue.

Stimulate community and
national discussion on the
underlying factors that con-
tribute to the HIV/AIDS epidemic, i.e., risk
behaviors, risk settings and the environment that
creates these conditions and produces demand for
information and services. 

■ Advocacy. Ensure that policy makers and key opin-
ion leaders take the epidemic seriously. Advocacy
takes places at all levels, from the national to the
community level. 

■ Provision of information. Make sure that people
receive the basic facts in a comprehensible language
and using visual and media they can understand
and relate to.

■ Stigma. All communication on HIV/AIDS must
incorporate a component dealing with the issue of
stigma, and attempt to influence the social
response.

■ Promotion of services. All STD/HIV/AIDS 
programs are developing services for prevention,
care and support. Communication plays a vital role
in promoting these services, which include STD, 
voluntary counseling and testing (VCT), support
groups, people living with HIV/AIDS (PLHA) 
networks, orphans and vulnerable children (OVC),
mother-to-child transmission (MTCT), clinical
care for opportunistic infections and social and
economic support.

■ Influencing the discourse on HIV/AIDS.
Communication can also play a role in influencing
the discourse on HIV/AIDS by attempting to 
stimulate dialogue and prompt action for reduction
of risk, vulnerability and stigma.
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F i g u r e  1
Comprehensive HIV/AIDS Program

Continuum of Care
■ Community and

home-based care
■ Referrals to services
■ Community and

home-based care

Commodities
■ Condoms
■ STI and TB drugs
■ Needles and syringes

STI and TB Services

Behavior Change Communication
■ Advocacy
■ Mass Media
■ Local Media
■ Interpersonal Communication

Social Services
■ Social welfare
■ Spiritual support
■ Income generation

Greater
Involvement
of People Living
with HIV/AIDS

HIV Voluntary
Counseling and
Testing

Target 
Populations:

Individual, Family,
Community, 
Society



Changing the Discourse
on HIV/AIDS

Discourse is still an unfamiliar concept to many
people. The discourse on any subject can be defined
as the way people talk and think about that subject in
a given society— the facts and opinions they cite, as
well as the images, concepts, norms, values and
assumptions behind them. A discourse always includes
many points of view, but usually one is dominant.

It is increasingly clear that interventions represent-
ing the state-of-the-art in prevention, and clearly
appropriate to the groups at risk, are not likely to be
implemented if they run counter to the dominant dis-
course on AIDS in that society. For example, inter-
ventions targeting men who have sex with men
(MSM) may not be implemented in a society where
most people deny the existence of such a group.
Similarly, compassionate injection drug user (IDU)
interventions may not be implemented in a society
where people view drug users as evildoers rather than
victims. Sex worker interventions based on peer 
communication and aiming at women’s empowerment
may not be allowed in a society with a dominant 
discourse of male supremacy.

Since the discourse on any subject forms the 
background to communication, understanding the
discourse on HIV/AIDS is an essential first step in
developing a comprehensive strategy for HIVAIDS
prevention. While this is usually done intuitively, it is
possible to study and address the discourse in a 
purposive way. As with any other behavior change
project, an attempt to change the discourse begins
with research and analysis. A discourse analysis looks

critically at the media and at the rhetoric of institu-
tions (political, religious and educational) to see how
HIV/AIDS is presented. Such a study should yield
insights into images of HIV/AIDS and risk groups;
awareness of the existence of risk behaviors; gender-
based behavioral expectations; levels of fatalism and
blame; popular refuges (“why I cannot get AIDS”);
and myths and distortions, among other factors. 

Once they are identified, these insights can lead 
to the formulation of behavior change objectives,
concepts, messages and, ultimately, to a carefully
constructed media campaign targeting those changes.

Some special communicators’ tools are available
to those who want to address discourse level changes
in a purposive way:

“Agenda setting” is the name given to one of the
best documented communication effects, expressed
through a communicator’s axiom: “You can’t tell peo-
ple what to think, but you can tell them what to think
about.” Agenda setting is the conscious choice and
effort to introduce new ideas into the public forum
for debate. For example, the yearly theme for World
AIDS Day is an attempt to do this by choosing a
topic that is proposed as a year-long agenda for public
discussion. The effect this theme will have on popular
knowledge, attitudes, and behavior in the short term
is unpredictable, but once the subject is on the agenda
to be addressed, a number of changes are possible,
ranging from shifts in media representation to changes
in law and policy.

Legitimation is the process by which categories of
people or information are brought into the spotlight
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and validated as subjects of concern. Wherever
media portrayals are dominated by a certain cate-
gory of person, that type of person appears more
important or even more real than other types. In
the extreme case of “symbolic annihilation,” a lack
of media recognition seems to deny a group its
very existence. In terms of HIV, in the early years
of the epidemic in the United States, attention
focused overwhelmingly on young and middle-
aged gay white men, while the needs of HIV-posi-
tive women, minorities, and older PLHA were
largely ignored. Since then, advocacy groups have
made efforts to direct attention to increasing the
visibility of these groups, until the discourse more
closely reflects reality.

Reframing Concepts. Another tactic for
changing the discourse on gender is the conscious
attempt to recast or reframe concepts in order to
challenge the assumptions they conceal. An exam-
ple of this is a change in the label given to people
who exchange sex for money, from “prostitute” to
“sex worker.” This change of name, now in process
throughout the world, implies a change from
criminal to worker. This subtle shift has poten-
tially far-reaching implications for policy and
HIV/AIDS prevention.

Attempts to influence the discourse may have
an advocacy aspect and frequently involve partner-
ship with the media. Although they are not yet
part of the repertory of many HIV/AIDS commu-
nicators, they can play a key role in a comprehen-
sive HIV/AIDS program.

BE H AV I O R CH A N G E TH E O R I E S

Behavior change is a process many theorists have
mapped and analyzed, and BCC has its roots in 
theories that have evolved over the last few decades
and continue to evolve. Behavior change of individu-
als, communities, organizations and institutions is 
fundamental to reducing risk and vulnerability to
HIV/AIDS. The Diffusion of Innovations model, the 
Stages of Change model and the Behavior Change
Continuum are some of the theories helpful to 
understanding the role of communication and pro-
gramming comprehensive communication strategies.
But program planners need to base designs on ground
realities and not tailor programs to fit any particular
theory.

The Diffusion of Innovations model leads planners
to examine the natural process of change, as innova-
tions (new behaviors) are adopted by different cate-
gories of people in a community over time, due to the
nature of communication of information among
them. This model leads planners to examine social
networks and viable communication options within
that network—including identifying gatekeepers.
Diffusion is the process by which innovation is com-
municated through certain channels over time among
the members of a social system.1 Studies in this tradi-
tion have been conducted since the 1940s, making
this a particularly well-documented body of research.
It is still widely applied in BCC for HIV/AIDS.

Initially developed for anti-smoking campaigns, the
Stages of Change model assists planners in developing
strategies for certain stages in the adoption of a new
behavior.2 Stages are outlined as: 

Pre-contemplative

Contemplative

Decision/Determination

Action

Maintenance
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BCC is an important component and support to
STD/HIV/AIDS programs, and a BCC strategy
must be developed in the context of the overall pro-
gram goals and objectives. This applies to a national
campaign as well as to the BCC strategy of small
nongovernmental organizations (NGOs) working
with one specific target group.



This model, based on individual behavior change,
has been modified and applied in many different
forms.

The Behavior Change Continuum expands on the
Stages of Change model, delineating the steps from: 
■ Unaware (Pre-contemplative)
■ Aware/concerned/knowledgeable (Contemplative)
■ Motivated to change (Decision/Determination)
■ Tries new behaviors (Action)
■ Sustains new behaviors (Maintenance)

This continuum, outlined by the World Bank, 
provides some suggestions for possible communication
strategies for each stage.1

The Joint United Nations Programme on
HIV/AIDS (UNAIDS) maintains that the above theo-
ries neglect the role of community and culture in
behavior change. “The assumption that individuals
can or will exercise total control of their behavior has
led to a focus on the individual rather than on the
social context within which the individual functions,
and a disregard for the influence of contextual vari-

ables such as cultures and gender
relationships.”3 UNAIDS proposes
a communication framework that
looks at governmental policy,
socioeconomic status, culture, 
gender relations and spirituality.3

In practice, programmers are
using a combination of theories
and practical steps in designing
and implementing HIV/AIDS
BCC strategies. Figure 2 demon-
strates how the above theories and
framework can be combined for
effective design.  

The individual, community or
institution goes through a series of
steps, not always in a linear fashion
and often taking steps forward 
followed by steps backward. Even
when an individual or group has
adopted safe behaviors, relapse into

unsafe behavior is common. Knowing where a group
is in this process is crucial in designing a BCC strat-
egy. At each step, different types of media and influ-
ences take on importance. Effective communication
through mass media or other channels can ensure that
basic information reaches a target population, but
policies and the overall environment become more
important when an individual or community is moti-
vated or ready to attempt new behaviors. Again, once
the environment is conducive to change, the action
points, or services and commodities, have to be set up
and ready. 

The various steps required to develop and imple-
ment such a strategy will be outlined in the following
section.
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S T E P S  I N  D E V E L O P I N G  
A  C O M M U N I C AT I O N
S T R AT E G Y  F O R
S T D / H I V / A I D S  P R O G R A M S

Figure 3 depicts a practical
step-by-step approach to develop-
ing and implementing a BCC
strategy. Good strategic planning
for BCC helps program planners
make better decisions on how to
utilize limited resources.   

These steps can be applied to a
national BCC strategy or a local
initiative. Ideally, a consistent,
well-tested message will be dissemi-
nated through a variety of channels
to reach a critical mass to ensure
that the target audience is receiving
consistent messages from many
different channels—mass media,
interpersonal media and traditional
media. Reinforcing messages can
legitimate them and stimulate dis-
cussion and dialogue in the com-
munity. Today it can be difficult to
exercise control over the multitude of often conflicting
media broadcasting messages on HIV/AIDS. For
example, in many countries, religious organizations
promote fidelity and are against condoms while the
public health programs promote condom use.
Although organizations or institutions engaged in
HIV/AIDS BCC do not usually have control over the
various media, with proper planning, BCC planners
can build on the existing communication and take
advantage of opportunities that exist. 

PRO B L E M ID E N T I F I C AT I O N

A BCC strategy is not developed in a vacuum; it
relates directly to the overall goals of the HIV/AIDS
program. Comprehensive problem identification is
made based on reviews of existing data, epidemiologi-
cal information and in-depth program assessments.
HIV/AIDS is not a problem—it is a disease. An
example of a problem is that rates of HIV transmis-
sion remain high and condom use low among young
adults nationwide, in spite of widespread awareness 
of risk and knowledge of the protective effect of 
condoms.

A BCC strategy must be developed to form an
integral part of the solution to any given problem, and
clear formulation of the problem is a key first step. In
Jamaica, for example, the problem was identified as
low motivation of peer educators for HIV due to high
unemployment. In response, the Ashe Performing Arts
Ensemble and Academy developed a program combin-
ing peer education with employment in the perform-
ing arts to address this problem. (See Chapter 7.)

SE G M E N T TA RG E T PO P U L AT I O N

The problem statement will provide an overall
sense of the target populations for the BCC strategy. 

The target group, or target population, is the group
whose knowledge, attitudes and/or behavior need to
change in order to solve the problem. A complex
problem for a general population will probably involve
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several target groups, some as gatekeepers or permis-
sion givers for the primary target group. In this case,
these groups may require different interventions.
A general population problem, such as widespread
stigmatization of PLHA leading to general reluctance
to admit risk and accept testing, has many target
groups—ranging from all adult men and women to
special subgroups of gatekeepers within that popula-
tion, such as doctors and nurses, landlords and
employers.

A broader target population will often need to be
further segmented. This is necessary when the meth-
ods used to reach a particular subgroup would be 
different for reasons such as whether the population is
rural or urban, the language they speak, their ethnic-
ity, religion, etc. 

In resource-constrained settings it is important to
prioritize target populations based on risk behaviors,
political importance and other such factors. It is not
possible to give equal attention to all target popula-
tions. In a particular intervention, a commercial sex
worker (CSW) may be the primary target audience
and the madam, pimp or health care worker may be
the secondary or gatekeeper population. To reach sex
workers in Sonagachi in Calcutta, for example, it was
necessary to first work with the madams who run the
brothels where the sex workers live. The sex workers
were further segmented by income categories, as the
networks to reach them differed.4 (See Chapter 8 for
details on sex worker interventions.)

FO R M AT I V E AS S E S S M E N T

In resource-constrained settings it is important first
to review studies of the target population the project is
trying to reach and find out which organizations are
already working with them. These studies can include
existing knowledge, attitude, belief and practice
(KABP) studies and behavioral surveillance surveys
(BSS), as well as small qualitative studies. A formative
assessment guide can then be developed, based on the
existing data, for key informant interviews, in-depth
interviews, and focus group discussions. To develop a
BCC strategy it is necessary to look at the community
as a whole, at the geographical and social setting for

behavior, including structural, societal and environ-
mental risk factors. An individual assessment is needed
for an in-depth look at the individuals within that
broader social context. 

For the BCC strategy it is important to obtain
information on the following:

Perceptions of risk and risk behaviors

Settings for risk behavior

Key opinion leaders in issues related to sex and 
sexuality

Structures and systems utilized by the target 
population

Hopes and fears for the future (this information
will provide a hook for getting people’s attention).

Media habits

Entertainment habits

Health care-seeking behavior

If appropriate, the NGOs or community-based
organizations (CBOs) directly working with the target
population should be involved in the qualitative form-
ative assessment. This data-gathering is the first step in
an intervention with the target population and the ini-
tial contact for the BCC strategy.

At this stage it is important to identify all key
stakeholders who will be involved in decisions regard-
ing BCC with the target population. For example,
CARAM—a partnership of seven NGOs based in
Bangladesh, Thailand, Malaysia, Cambodia, Vietnam,
Indonesia and the Philippines—developed a participa-
tory assessment methodology for a regional program
of action research on mobility and AIDS. The partici-
patory research uses quantitative and qualitative meth-
ods to ensure that the migrants’ realities are described
and understood in relation to HIV. The research
resulted in a participatory program for mobile popula-
tions that uses a combination of interpersonal commu-
nication (outreach workers) linked to targeted and
appropriate services. (See Chapter 10.)
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ID E N T I F Y BE H AV I O R CH A N G E
OB J E C T I V E S

Whether the target population is the general public
or a specific group, it is important first to ascertain
the basic behavior change objectives of the overall
STD/HIV/AIDS program. BCC is both an essential
component of and a support to the overall program,
in both prevention and care. Some basic behavior
change goals include:

Safer sexual practices (condom use, reduction in
partners)

Health care-seeking behavior for STDs, 
tuberculosis (TB)

Promotion of VCT

Blood safety—better practices, donor recruitment

Drug compliance

Harm reduction of IDU

Elimination of stigma

Health care worker attitudes and practices

The specific behavior change goals will be identi-
fied during the formative assessment and based on
other studies and data available in the country. In
Santiago, Chile, for example, the Chilean AIDS
Prevention Council implemented a project at public
sex sites. The BCC aim was to increase self-risk 
assessment at the sites where public sex takes place.
(See Chapter 11.)

STA K E H O L D E R S

It is important that all key stakeholders be involved
in the development of a BCC strategy from the begin-
ning. But after information on the target population
has been gathered and behavior change objectives have
been identified, it is important to hold a stakeholders
meeting to discuss the formative assessment findings
and reach a consensus on the overall communication
objectives. In Eritrea, this approach is being used to
ensure that the religious community, who oppose to
condom social marketing ads, is comfortable with the
overall communication approach.

This is also the time to forge linkages for future
collaborative work. One organization may be doing
mass media work, while another is doing community
work with a related target audience. In Nigeria, for
example, stakeholders meetings have been held in four
IMPACT states to share findings from the in-depth
assessment and ensure consensus on the overall
program development for the key communities in the
state. Participants have included state and local govern-
ment authorities, NGOs and CBOs, unions and 
associations, health care professionals, religious organi-
zations and women’s groups. The resulting meeting has
led to the development of community programs and a
common communication strategy among the many
different partners dealing with prevention and care.5

OV E R A RC H I N G
CO M M U N I C AT I O N DE S I G N

Communication design is more than developing
key messages for dissemination. It is necessary to find
the right approach to reach and get the attention of the
target population. The aim is to stimulate a demand
for information, services and skills development, not
just provide information. Depending on the target
population’s needs and social context, key messages and
themes need to be developed that provide an overall
umbrella under which more targeted interventions can
take place. The communication design, or “creatives,”
includes communication objectives, overall concept
and theme, key messages and a decision on channels
for the effective dissemination of those messages.

CO M M U N I C AT I O N OB J E C T I V E S

Based on the formative assessment, communication
objectives need to be developed to specify the changes
envisaged by the communication interventions as part
of the overall HIV/AIDS program goals. Behavior
change is a final outcome; prior to that, smaller changes
need to be targeted. These may include knowledge
objectives (adding needed information or correcting
specific misinformation), attitude objectives (for exam-
ple, increasing perceived risk or changing the image 
of condoms) or behavior objectives that are precursors
to the ultimate change objective (for example, getting
young men to remind each other to carry condoms

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  S I X 149



when they go out drinking.) Consciously formulating
these objectives and developing communication for
them keeps communicators aware of the small steps
that mark the path to a major behavior change like
consistent condom use. In Kenya, a formative assess-
ment revealed that people see those vulnerable and
infected as a threat and not people in need of care and
counseling. This negativity leads to denial and inhibits
self-risk assessment.6

Concept/Theme
A communication concept describes how one or

more communication objectives can be fulfilled
through a communicative approach, comprising a
channel and a general idea of the message. The concept
begins to give concrete form to the communication.

It should be developed according to the communi-
cation objectives and the overall program goals. Many
lessons have been learned about approaches to avoid
in developing HIV/AIDS programs. It is now com-
monly understood, for example, that fear campaigns
are not effective, nor are campaigns blaming any one
group. Finding a balance between effective messages
on prevention and care and the traditional moral and
cultural climate of a country is a continual challenge.
In Kenya, for example, Family Health International’s
IMPACT Project, working with PATH, developed an
overall campaign theme called “Nuilise” (or “Question
Your Relationships”) in response to the overall com-
munication objective of decreasing the perceived dis-
tance between the individual and the epidemic. 6

Message
A message is the carefully crafted information you

want your target population to receive. It is developed
based on the qualitative assessment and designed to
respond to the communication objective, stimulate
discussion, dialogue and action. It is important to
ensure that services and training programs exist if the
message promotes specific services and skill develop-
ment. In the Nuilise Campaign, the key message is 
to stimulate discussion and dialogue on risk, risk
behaviors, risk settings and local solutions. In another

example, the key messages for youth in Guyana relate
to stimulating self-risk assessments and discussion on
risk, promoting the use of STD and VCT services and
promoting condom use for the sexually active. All
messages fall under the “Ready Body” theme: “What is
a “Ready Body”? A Ready Body is healthy, physically
fit, eats good food and has safe sex. Take the Ready
Body Test!”7

Channel
A channel is the medium used to disseminate the

message. When making decisions based on resources,
it is important to think about how a particular
medium will be used to achieve certain goals, and to
know which channels can provide the most effective
reach and coverage for the specific target population.
Different media have relative advantages and disadvan-
tages, and are best used at different moments during 
a campaign to achieve different communication 
objectives. For example, diffusion research has demon-
strated very well that mass and targeted media are
useful for awareness and knowledge of specific facts,
because the accuracy and completeness of the 
information can be assured and media can give those
facts authority. But at later stages of adopting a new
behavior, audience members are less interested in
media authority than in the opinions of those close to
them. At this stage, interpersonal communication
becomes primary, while mass and targeted media plays
a supporting role.

Looking at cost benefit for using particular
channels is essential in resource-constrained settings. 
It may be ideal to air TV spots on prime time every
night, however airing them can be costly. Printing
posters, brochures and handouts can also be expensive.

150 C H A P T E R  S I X — B C C  t o  R e d u c e  R i s k  a n d  Vu l n e ra b i l i t y  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s



If mass media are being used, it is important to
know which radio and TV programs and stations
reach the target population. It is not cost-effective to
use the national radio station if the target population
is youth who only listen to FM music stations. 

Peer education, or peer facilitation, is a cornerstone
of all interventions with vulnerable populations. One
literature review of studies examining the impact of
peer education found an overwhelmingly positive
impact on STD or HIV incidence and/or risk behav-
iors.8 Peer educators, or peer facilitators/leaders, can
play an important role in reaching specific groups by
modeling safe behaviors, stimulating community dis-
cussion and providing referrals to appropriate services. 

“Because HIV/AIDS prevention involves a 
motivational, rather than an informational challenge,
interpersonal communication from peers, perhaps
stimulated by certain types of mass communication, is
crucial.”9 Using a combination of channels to stimu-
late a critical mass of discussion and dialogue is 
most effective. In resource-constrained settings it is
important to look for opportunities to make the link
between channels and media. Consistent messages
through a variety of channels can stimulate commu-
nity discussion on risk and action. The Nuilise cam-
paign utilizes interpersonal communication through
peer educators, traditional media such as murals and
drama and interactive radio drama or magazines. The
combination of channels creates synergy to meet the
objectives of open discussion on risk and solutions.

Pretesting
It is always important to pre-test communication

concepts, messages and materials with a sample of the
target audience to ensure that the message you want to
send out is actually being received and having the
desired effect on the target population. It is important
to pre-test several alternative versions to compare their
effect on the audience. Pre-testing should not limit
itself to finding out if the audience likes and under-
stands the materials, but should include a number of
variables—including comprehension, attraction, per-
suasion, acceptability of the message and personal
identification of the target audience member with the
message.10 There should also be pre-testing with key
stakeholders to ensure there is no objection. This,
however, cannot substitute for pre-testing with mem-
bers of the target audience. This is doubly important
in resource-constrained settings. In a U.S. Agency for
International Development (USAID)-funded Guyana
HIV/AIDS Youth Project, youth volunteers received
training in pre-testing and pre-tested with the target
populations both an overarching communication
theme—“Ready Body. Is It Really Ready?”—radio and
TV spots, and support communication materials.
Results from the pre-test led to changes in the materi-
als and a correction of the Ready Body theme.11
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TA RG E T E D IN T E RV E N T I O N S

Target interventions are a crucial element of any
BCC strategy. (Chapters 8 to 12 detail effective
approaches and strategies for reaching specific groups.)
There will be interpersonal communication strategies
using peer education, community events and local
media with a targeted intervention. The BCC compo-
nent of these projects is both a support and a critical
element. For maximum impact, it is important to link
these interpersonal communication strategies and tar-
get BCC to any national media and messages. 

Interventions addressing
vulnerable populations

UNAIDS defines vulnerability as resulting “from
societal factors that affect adversely one’s ability to
exert control over one’s own health.”12 Interventions to
address vulnerable populations may examine such
areas as gender and human rights issues, quality and
coverage of services, stigmatization of those affected,
poverty, etc. Interventions addressing vulnerable popu-
lations may target policy makers and social norms,
along with practical income-generation schemes and
interventions to reach orphans and other vulnerable
children. BCC and advocacy approaches will be
needed. (Chapter 13 examines the links between
broader development issues and HIV in the context of
vulnerability.)

Interventions addressing
risk populations

“In the context of HIV, risk is defined as the prob-
ability that a person may acquire HIV infection.
Certain behaviors create, enhance and perpetuate such
risk—for example unprotected sex with a partner
whose HIV status is unknown; multiple unprotected
sexual partnerships; lack of adherence to infection-
control guidelines in health-care settings; repeated
blood transfusion, especially of untested blood; and
injection drug use with shared needles and syringes.”13

(Chapters 7 to 11 examine specific target populations
at higher risk, from youth to MSM. BCC plays a vital
role in these targeted interventions.)

In resource-constrained settings it is important to
take advantage of all opportunities. If there is a
national campaign, the interpersonal media used for 
a targeted intervention should link to any national
campaigns being broadcast on radio and TV. If there
are talk shows for youth on population radio stations,
links should be made to make AIDS issues for youth
a topic for discussion. If there is a social marketing
campaign for condoms, there should be links to those
messages when dealing with condom promotion
among truck drivers or sex workers. In Abidjan, Côte
d’Ivoire, for example, the Ministry of Health initiated
Projet de Prévention et de Prise en charge des femmes
libres et leurs Partenaires (PPP) to provide health edu-
cation sessions to sex workers at their work site, along
with peer education. The project linked to a Clinique
de Confiance operated by another organization, Projet
RETRO-CI, to provide the sex workers with STD
diagnosis and treatment, HIV/VCT and condoms.
The project saw approximately 30 percent increases in
reported condom use and STD care-seeking behavior.
(See Chapter 8.)

MO N I TO R I N G A N D EVA LUAT I O N

Monitoring and evaluation are essential compo-
nents of a BCC program in resource-constrained set-
tings, allowing the program planner to ascertain how
effective are the strategies and approaches. This is vital
information when resources are scarce.
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Monitoring
Monitoring is the regular assessment of the project

inputs and outputs. To effectively monitor the course
of a BCC strategy, it is necessary to set up an informa-
tion gathering system. The type of information
needed is linked to the overall monitoring system for 
a program.

First, this means checking to see whether the
planned work has taken place and is being dissemi-
nated as planned:

If TV and radio spots have been produced, it is
important to monitor when they are being aired.

If print materials have been produced, it is impor-
tant to monitor their distribution and use.

If the communication promotes services, it is
important to know if there is an increase in use of
those services.

If there is peer education, it is important to moni-
tor what is actually said in the sessions.

It is also essential to monitor the perceptions of 
the target population through periodic focus group
discussions and in-depth interviews. In Kenya, peer
educators are being used to collect questions from the
target populations which provide a good reflection of
the trends and patterns that are evolving based on the
program and the overall epidemic.14

Evaluation
Evaluation is the assessment of project implemen-

tation and its success in obtaining its pre-determined
goals and objectives. BCC interventions should be
evaluated relative to their stated objective as a part of
the overall program and in reference to a baseline that
may be either quantitative or qualtitative. For large-
scale interventions, baseline quantitative research may
be repeated to show changes in knowledge, attitudes
and reported behaviors, according to the communica-
tion objectives and project-level behavior change
objectives. But change can also be assessed through
qualitative research into audience or target-group
response to the intervention. Qualitative evaluation—
or assessment of communication effects—examines
anecdotal evidence for change in audience research.

FE E D B AC K A N D RE D E S I G N

The communication circle is not complete without
feedback. A well-developed communication activity
includes a means for audience feedback so that the
response to the communication interventions can be
monitored. Target populations are changing their 
communication needs as any project evolves, so it is
crucial to periodically reassess the needs of the target
populations and communities to understand where
they are in discussing the risk, risk behaviors, risk 
settings and their active response, and to reassess
where they are in the behavior change continuum. As
an epidemic develops, the types of information and
communication needed by the target populations will
change, evolving from demand for basic information
on AIDS to discussion on issues related to stigma, 
care and support and overall impact. Monitoring and
evaluation studies should lead directly to a change or
modification of the overall program and the BCC
strategies, messages and approaches.
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L E S S O N S  L E A R N E D
As discussed throughout this chapter, many lessons

have been learned in developing BCC in resource-
constrained settings. Some of the most important
points are summarized below:

Behavior change communication cannot be 
developed in isolation from the overall program
goals and objectives. BCC is a critical element of 
a program and also provides support for the overall
program, and must be linked to policy initiatives
and service provision.

Besides encouraging individual behavior change,
BCC can help create environmental
conditions that facilitate personal risk reduction.

Fear campaigns do not work; in fact, they 
contribute to an environment of stigma and 
discrimination.

All BCC must take the issue of stigma into 
consideration.

Monitoring and evaluation should be planned and
integrated at the outset of any BCC program.

The target population should be involved in every
phase of developing a BCC program.

Using a variety of channels to stimulate a commu-
nity discussion on risk and risk behavior is more
effective than relying on only one. Peer education,
for example, needs to be supported by mass
approaches.

Systematic audience research or formative assess-
ments should be conducted to reveal specific needs
for change in knowledge, attitudes or behaviors in
the general population.

Communication objectives should specify the
changes expected in audience members after 
exposure to the intervention. These may include
changes in behavior and in the antecedents of
behavior (specific knowledge, attitudes, concepts
and images).

Society-wide change is slow but profound. Do not
expect changes to happen overnight.

Make allies of the media and policy makers, and
use opportunities for linking interpersonal commu-
nication to local and mass media.

Court the gatekeepers and key stakeholders as they
can derail a program if they are not involved.

C A S E  S T U D I E S
LI N K I N G MA S S CO M M U N I C AT I O N
W I T H CO M M U N I T Y
PRO G R A M M I N G I N KE N YA

Kenya is a country with high knowledge of
HIV/AIDS and low levels of behavior change. To help
close this gap, Family Health International/Kenya,
under the IMPACT Project, is working in 10 priority
Kenyan communities for prevention and care.
Organizations participating in the project are using
peer education, outreach strategies, and care and 
support services to reach sex worker populations,
workers in workplace settings, youth and low-income
communities.

To support those strategies and initiatate a dialogue
on risk settings and risk behaviors in the communities
and in the country as a whole, PATH/Kenya in part-
nership with IMPACT, has evolved an innovative
communication strategy using peer educators who 
collect questions they receive from the community.
These questions and initial assessments of the key 
target populations have been used to develop an inter-
active national radio program linked to a magazine
format. The program will feature a drama based on
the lives of the community members, to be aired in
segments. Each segment will leave the audience with a
question as to how the characters should proceed in
difficult situations related to risk and risk settings. 

Peer facilitators will form radio groups to discuss
the issues raised by the drama and elicit feedback from
the community. Individual suggestions and models for
change will be presented to the broader community
through the radio magazine. Subsequent segments of
the drama will reflect the community feedback. This
model aims to stimulate community discussion on risk
behaviors and risk settings, highlighting the barriers 
to adopting safe behaviors and devising community
solutions.

The initial scripts were developed through a partic-
ipatory process with members of the more vulnerable
and high-risk segments of the population in the prior-
ity communities. While the mass communication
effort is targeted to support the community initiatives,
its broader aim is to stimulate active community 
discussion.
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US I N G MA S S ME D I A TO ST I M U L AT E
CO M M U N I T Y DI S C U S S I O N
O N ST I G M A A N D DI S C R I M I N AT I O N

Recent well-publicized, dramatic human rights
abuses involving PLHA in India, as well as compre-
hensive audience research, show clearly that Indian
society has failed to accept and integrate the reality of
HIV/AIDS.15 This becomes in itself a risk factor for
HIV/AIDS, because discrimination and stigma lead
not only to abuses, but also to secrecy and denial
about serostatus. Ignoring the reality of HIV means
that many people will not protect themselves because
they do not believe in the real and present risk of
infection. Others may deny their risk because the
social consequences are so frightening. Targeting
PLHA alone will not bring about the needed changes;
public opinion itself must be targeted. 

The concept was developed for a film addressing
the core attitudes towards HIV/AIDS that must
change before India can develop a social and policy
environment in which effective HIV/AIDS prevention
can take place. The film targets not only those
infected and most immediately at risk of HIV/AIDS,
but also society at large, through India’s highly active
and enthusiastic general film-going population.

The following objectives were developed after
research into popular attitudes toward HIV/AIDS and
PLHA. These objectives are guiding the film’s develop-
ment and will provide a basis for assessing its effects: 

After seeing this film, audience members will:

1. Feel less blame and fear of PLHA and more
acceptance and understanding of them.

2. Realize that someone dear to them could be HIV
positive.

3. Realize that lax norms of male sexual behavior are
dangerous for men and their wives (and future
wives), and believe that family members should not
encourage them. 

4. Believe it is better to know your HIV status so that
you can proactively protect your health.

5. Believe it is important to continue normal relation-
ships with an HIV-positive person.

6. Realize that stigma and rejection are potentially as
harmful to a PLHA as the physical consequences 
of HIV.

7. Expect HIV-positive people to have longer produc-
tive lives with a healthy life style, love and support.

8. Respect and support HIV-positive people who are
willing to declare their status, and try to create a
social environment that will allow them to do so.

A systematic BCC methodology is being used to
develop this film. Both the story line and completed
script are being reviewed by a panel of experts and
pre-tested with a sample of the target audience. Focus
groups are planned in several sites, with a representa-
tive sample of moviegoers to establish a qualitative
baseline. Entrance and exit interviews will measure the
film’s immediate effect. There are plans for follow-up
qualitative research six months after the release of the
film with focus groups of viewers and non-viewers to
gauge recall and the film’s long-term effects.

This engaging story of a likeable heroine who, 
with her son’s support, takes a courageous stand to
acknowledge her positive status, should help change
the discourse on HIV/AIDS in India by challenging
expected notions of stigma and discrimination against
PLHA.
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I N T R O D U C T I O N

HIV prevention efforts targeting young people have traditionally focused
on delaying the onset of sexual intercourse, promoting abstinence,
decreasing frequency and number of sexual partners, safer sexual practices
and condom use and treatment for sexually transmitted diseases (STDs).
Despite these efforts, more than half of all new HIV infections in the
world occur among young people under age 25. 

The key to working successfully with young people is to develop genuine
adult-youth partnerships early on in the planning of interventions. This is
essential for developing shared objectives, as well as to better understand
the specific determinants of positive behavior change, including the
enabling factors that can create a supportive environment for change. 

Y O U N G  P E O P L E ’ S  V U L N E R A B I L I T Y  T O  H I V

In most countries, first sexual intercourse occurs during the adolescent
years.  But this early sexual initiation does not necessarily correlate with
personal knowledge regarding sexual functioning and associated risks.
Many young people are still denied access to information, and other 
contextual and environmental factors play an even more significant role
in placing young people at risk of HIV infection. 

A key challenge to success in HIV prevention with young people is to
ensure their direct involvement in the assessment, planning and imple-
mentation of programs that affect them. Since young people live in their
own distinct environments and sub-cultures, this requires a flexible and
collaborative approach based on genuine youth-adult partnerships.

G U I D I N G  P R I N C I P L E S  F O R  Y O U T H  H I V  

P R E V E N T I O N  P R O G R A M S  

The expanded AIDS pandemic requires focusing equally on care and 
prevention, including impact mitigation and the development of better
coping strategies for young people and communities already affected.
Issues of care, support and impact mitigation cannot be totally dissociated
from prevention strategies. 
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A P P R O A C H E S  T O  H I V  A N D  Y O U T H

In general, evaluation of adolescent reproductive health programs indicates
that the following areas need to be addressed, ideally simultaneously, to
increase effectiveness:

Youth: Increase knowledge, encourage healthy attitudes, develop skills
and form or change behaviors.

Community: Improve the social environment.

Infrastructure: Increase access to and use of health and social services.

A P P R O A C H E S  I N V O L V I N G  Y O U N G  P E O P L E  

L I V I N G  W I T H  H I V / A I D S  ( P L H A )

Many youth programs presume that young people’s needs are limited to
prevention. But there also are increasing numbers of young PLHA. Some
were born with HIV and are now reaching puberty. Not all young people
know that they are HIV positive, so voluntary counseling and testing
(VCT) may be a crucial element of behavior change interventions.

W O R K I N G  W I T H  Y O U N G  P E O P L E  

I N  D I F F E R E N T  S E T T I N G S

This section outlines effective programming targeting youth in schools,
displaced youth and young injecting drug users—groups that require very
different strategies. As a general rule, schooling provides the opportunity
to access information and develop skills that may help prevent risk behav-
ior. But reaching the nearly 40 percent of the world’s youth who are
excluded from basic school life often implies working within the con-
straints of multiple and immediate survival needs. In approaching drug
use issues, it is essential to devise a community-based intervention that
engages drug user social networks.

P E E R  E D U C A T I O N  A S  A  P R O G R A M  M E T H O D O L O G Y  

In this section, peer education is cited as one of the most important
approaches to youth programs. In AIDS prevention/care programs, peer
educators are trained in the information and factual issues surrounding
HIV/AIDS and, in some programs, basic family planning and sexual
health issues.

Peer education is an opportunity for competent adults to transfer their
knowledge and experience to young people in such a way as to give a
sense of ownership to the young participants. This process increases deci-
sion making skills, self-esteem and—most important of all—motivation
to continue as peer educators. 
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L E S S O N S  L E A R N E D :  P L A N N I N G  A N D  I M P L E M E N T I N G

P R O G R A M S  F O R  Y O U N G  P E O P L E

There are many lessons learned in youth programs as a whole-and not
only from peer education approaches. This section summarizes these in a
step-by-step introduction to developing HIV prevention programs for
young people, providing a framework for using them in a variety of set-
tings. Setting up and implementing a youth prevention program will
involve carrying out several parallel sets of activities at the same time. 

C A S E  S T U D I E S

AS H E-CO M B I N I N G ARTS W I T H PE E R

ED U C AT I O N,  JA M A I C A

The Ashe Performing Arts Ensemble and Academy has become a leader 
in the Caribbean in behavior change communication (BCC). Since 1994,
Ashe has been creating and performing theatrical pieces on issues related
to STD/HIV, adolescent reproductive health, drug prevention, environ-
mental protection and violence prevention. Every ensemble player and
academy student is trained through a rigorous peer education program.

C O M M U N I T Y  C O U N S E L O R S  I N  S E X U A L  H E A L T H :

Z I M B A B W E  W O R K  C A M P S  A S S O C I A T I O N

The Zimbabwe Work Camps Association, a youth volunteer service pro-
viding manual labor to community building and agro-forestry projects,
developed an integrated  youth AIDS/STD prevention strategy. A training
focus for their work camp leaders was developed to enable them to carry
out sexual health counseling as an integral part of their existing commu-
nity work—and to experience this counseling approach for themselves, as
part of their training as behavior change agents.
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H
IV prevention efforts targeting young people have tradition-

ally focused on delaying the onset of sexual intercourse, pro-

moting abstinence or decreasing the  frequency and number

of sexual partners, promoting safer sexual practices and condom use and

providing treatment for sexually transmitted diseases (STDs). Despite

these efforts, more than half of all new HIV infections in the world occur

among young people under age

25. In countries where HIV

prevalence is 15 percent or more, at least 35 percent of boys now age 15

will die of AIDS.

Young people are difficult to categorize as a single group since they live

within extremely variable contexts. This is why prevention programs are

developed and implemented in a host of settings and for a wide range of

youth groups. Contradictions abound in any society’s hopes for the next

generation. Despite the collective ideal of providing healthy, caring, safe

and happy environments for children to grow in, reality uncovers a series

of physical, sexual, psychological, social and moral abuses. Despite decades

of program and community efforts targeting adolescents, health services

continue to neglect the specific needs of youth, schools still debate 

the inclusion of sexuality education in curricula and programs still resist

benefiting from the dynamism, wisdom and courage of young people.

Regardless of the importance that children and youth have across cultures,

millions of young people live, love, survive and die on the streets. And yet

these millions of young people have immediate life and death needs that

could easily be responded to.

I N T R O D U C T I O N
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“Kids think they know everything but have all kinds of miscon-
ceptions about HIV, STD and birth control. Actually, they don’t
know what to do about sex when it’s time—they’re too confused to
think about condoms.”—Teenager in Rotterdam

The key to working successfully with young people is to develop gen-

uine adult-youth partnerships early on in the planning of interventions.

This is essential for developing shared objectives, as well as to better

understand the specific determinants* of positive behavior change, includ-

ing the enabling factors that can create a supportive environment for

change. What do youth want? What do they really need? What are they

able to achieve and with what support? Once answers to these questions

have been found, projects (or programs) can then adopt more effective

strategies.

This chapter focuses on how to work with young people, the impor-

tance of youth and community participation and of building youth-adult

partnerships. It emphasizes the experience and lessons learned from peer

education programs—one of the most popular and innovative approaches

to HIV prevention among youth.
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* These are factors that influence individual behavior, and are identified in different behavioral models and
formative research. They are usually psychosocial, and can include: belief that a new behavior is important;
intention/motivation; skills/ability, as well as physiological factors such as withdrawal symptoms when attempting
decreased drug use. Environmental factors of individual behavior change are sometimes called enabling factors.
They can include “any characteristic of the environment that facilitates action and any skill or resource required
to attain a specific behavior.” Absence of the characteristic, skill or resource blocks behavior. In this way, absence
of male or female condoms, antiretroviral therapy, palliative care, MTCT prophylaxis and so on, can block 
specific behavioral changes.



Y O U N G  P E O P L E ’ S
V U L N E R A B I L I T Y  T O  H I V

Adolescents (ages 10 to 19) comprise approximately
one-quarter of the total population in most resource-
constrained countries and one-seventh in industrialized
countries.1 First sexual intercourse commonly occurs
during the adolescent years. In most sub-Saharan
countries, for example, 40 percent or more of women
ages 20 to 24 have had sexual intercourse prior to their
first marriage and before age 20.1 But this early sexual
initiation does not necessarily correlate with personal
knowledge regarding sexual functioning and associated
risks. Well into the second decade of the AIDS epi-
demic, many young people are still denied access to
information on the grounds that it may “stimulate”
sexual behavior. In Russia, for example, less than 10
percent of adolescents receive sex education from
schools or medical professionals.3 In Bangladesh, more
than 90 percent of girls and almost 90 percent of boys
ages 15 to 19 did not know how to protect themselves
from HIV; the same was true for more than 70 percent
of the girls and 80 percent of the boys of the same age
group in Mozambique.2

Other contextual and environmental factors play an
even more significant role in placing young people at
risk of HIV infection. For example, gender distinctions
increase risk for both young girls and boys, even if girls
are more acutely affected. Violence is another key fac-
tor. In Uganda, 49 percent of sexually active primary
school girls reported being forced to have sexual inter-
course and 22 percent anticipated receiving gifts or
money in exchange for sex.1 Limited economic
resources, the selling of sex for survival, widespread
migration from rural areas to urban centers and
increasing trafficking of girls for prostitution are
among other important determinants of vulnerabilities. 

Family-level vulnerabilities include less stable living
arrangements, lack of parental presence or destructive
parental influence, and little parental awareness of
young people’s sexuality. In Cameroon, a recent
household study demonstrated that young people liv-
ing in single-parent households were 1.6 times as
likely as those living in two-parent households to be
sexually active, 2.8 times as likely to have concurrent
partners, 1.7 times as likely to have had casual sex in
the previous year and 1.1 times as likely not to use
condoms.4
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“Young people never talk about HIV and don’t
think it involves them. They can’t imagine it, and
don’t want to think or hear about it, either. They
are afraid of their futures and what will happen
to them. Many are indifferent to their lives.”
—Teenage immigrant from Africa in Portugal

“Girls are afraid to talk about HIV, STD and
pregnancy prevention. If a girl brings up using a
condom with boys she is considered too loose or a
bad girl. So everyone just forgets about it.”

—High school student in Berlin

Health policies and legislation often interfere with the
delivery of services for at-risk youth, access to commodi-
ties and the implementation of harm reduction programs
in places where injection drug use (IDU) is an important
mode of HIV transmission (see Chapter 22). Stigma and
discrimination may hamper services for young people
with special needs, such as injecting drug users, youth
with homosexual orientations or with disabilities and
young people living with HIV/AIDS (PLHA).

Young people are confronted with rapid changes in
their bodies, social and gender roles, identities and
emotions. Intercourse at premature age, genital mutila-
tion and forced sex resulting in injuries to the genital
tract, place young girls at a higher biological risk of
HIV than boys, while young boys may have difficulty
using condoms that are too large for undeveloped
penises. Most prevention programs acknowledge these
factors, together with the associated sense of invulnera-
bility and risk taking that often characterizes the
behaviors of young people. Nevertheless, promoting
and maintaining risk reduction behaviors involves
dealing with broader and more complex behavioral
determinants and enabling factors.

Youth programs need to be adapted to specific cul-
tures, sub-groups, lifestyles and ages.5 With so many
risk factors and vulnerabilities to consider—at the indi-
vidual and environmental levels—planners of programs
targeting young people face the challenge of identifying
multiple behavioral determinants and selecting the
most important factors for their programs to address.



Y O U T H  PA R T I C I PAT I O N
A N D  W O R K I N G  W I T H
Y O U N G  P E O P L E  

As mentioned in the introduction, a key challenge
to success in HIV prevention with young people is to
ensure their direct involvement in the assessment, 
planning and implementation of programs that affect
them. Since young people live in their own distinct
environments and sub-cultures, this requires a flexible
and collaborative approach based on genuine youth-
adult partnerships—the forging of which is a skill in
itself.

To actively involve young people in programs and
decision making, adults may need to reconsider their
own views. Adults often consider young people to be
too immature, irrational and generally unqualified to
participate in the decision making process. The issue
becomes highly sensitized and controversial because
HIV prevention involves debate surrounding cultural
values, gender roles, condoms, drug use, relationships,
family and a broad spectrum of sexual behaviors and
social norms. 

The situation today for young people is very dif-
ferent than the one faced by their parents. Young peo-
ple are usually more in tune with social change than
their parents, and as a result their thoughts, pressures,
feelings and attitudes can be difficult for adults to
understand. The situation is amplified for those
young people who are marginalized or disenfranchised
due to poverty, stigmatization, social instability, drug
use and the failure of adult mentors or institutions 
to help them. In many cultures, youth groups and
support networks have taken on roles once played by
parents and gatekeepers.

In many societies young people have been kept
under direct control of adults, in passive roles that do
not allow them to influence the policies and decisions
that affect them. Many young people feel disenfran-
chised and need to be guided into a fully participatory
role. But the dangers of manipulation or tokenism,
where young people merely become ornaments in a
political process,6 need to be avoided. The aim of
youth participation is not simply to give young people
a vote, but to enable and empower them to take
responsibility for their own health.7

When seeking to involve youth, it is worth
considering:

Whom do the intended youth participants repre-
sent? Do they represent genuine youth-serving
organizations, and/or the intended beneficiaries of
the program?

Whether the program design is based on sound
needs assessments among the intended youth bene-
ficiaries, regardless of whether youth are formally
represented within the program management?

How can the views and perspectives of the youth
beneficiaries be synchronized with those of the
donors and other stakeholders?

G U I D I N G  P R I N C I P L E S  
F O R  Y O U T H  H I V
P R E V E N T I O N  P R O G R A M S  

The expanded AIDS pandemic requires focusing
equally on care and prevention, including impact miti-
gation and the development of better coping strategies
for young people and communities already affected.
Issues of care, support and impact mitigation cannot
be totally dissociated from prevention strategies. There
are many synergistic links.  HIV prevention and care
approaches both require dealing with deep human
concerns, such as irrational fear of and discrimination
against youth living with HIV, or those marginalized
due to ethnicity, social class, sexual orientation or
background. The following guiding principles reflect
the key lessons learned internationally in youth AIDS
programs:

Humanize the epidemic: HIV is about
people, and when young people are placed
at the center of the response it becomes
clear that HIV prevention is more than
information dissemination. A humanized
vision of the epidemic acknowledges the
fact that program responses differ according
to the characteristics of the young people in
need. It also recognizes HIV prevention as
an opportunity to help young people under-
stand the complexities of behavior,
strengthen their decision making processes
and spur their self-development.
Humanizing the epidemic also promotes
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the importance of support and mutual soli-
darity, particularly for young people living
with or affected by HIV/AIDS. It includes
awareness of both individual and collective
rights and responsibilities.

Build upon what already exists: It is not
necessary to reinvent effective approaches
because much has been learned over the
decades of implementing programs target-
ing young people in a variety of settings.
Systems have been created, curricula and
materials have been developed, and young
people, practitioners, researchers and policy
makers have been trained and can serve as a
resource. Access to this information and the
possibilities of sharing experience are
improving through electronic means and
specific practitioner and research networks.

Prioritize the most vulnerable: Most com-
munications programs and curricular activi-
ties are meant to reach as many young peo-
ple as possible, but not all young people are
at the same risk for HIV. Often outside the
mainstream, high-risk youth should be taken
into consideration during strategic planning.

Engage communities and bring in par-
ents and extended families: Vulnerability
to HIV increases when contextual factors-
such as poverty and abuse—are exacerbated
by weakened social support mechanisms.
With the progressive dissolution of the
nuclear family brought about by migration,
turmoil, socioeconomic stresses or disease,
society has charged schools and youth pro-
grams with molding healthy and responsi-
ble youth. But schools and programs are no
substitute for family structures, however
good they may be. Programs should take
into consideration the concerns of parents,
extended family members or other available
adult mentors, together with community
leaders and professionals, to secure their
interest and support in maintaining and
strengthening available “social capital” for
the support of young people. 

Establish mutual support systems
between schools, services, programs and
communities: Schools and health services
often isolate themselves from the commu-
nity where they are located and from the
places young people spend most of their
time. Integrating school programs and
health services into community-based activ-
ities reinforces messages and provides mutu-
ally beneficial support mechanisms. For
many young people, the HIV epidemic is
not felt as real enough to influence behavior
change.

Design programs with a gender perspec-
tive: Vulnerability to HIV as well as health-
seeking behaviors and coping mechanisms
are different for boys and girls. Gender-sen-
sitive programming is essential for effective
HIV prevention. Programs should take this
into consideration and provide conditions
to address specific gender-related needs. 

Define roles and responsibilities for dif-
ferent levels: A program will benefit from
participatory planning processes that take
into account the concerns of beneficiaries
and the roles and responsibilities of stake-
holders.

Ensure appropriate supervision and an
ongoing learning process: Capacity
building is an ongoing process and not a
one-time intervention. Technical support
systems using traditional and innovative
approaches should be developed to ensure
the quality of the interventions. Providing
technical support includes facilitating the
coordination of activities and maintaining
communication between sectors to ensure
synergy, i.e., that the whole becomes more
than the sum of the parts.
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A P P R O A C H E S  T O  H I V  
A N D  Y O U T H

In general, evaluating adolescent reproductive
health programs requires addressing the following
areas, ideally simultaneously, to increase effectiveness:

Youth: increase knowledge, encourage healthy atti-
tudes, develop skills and form or change behaviors.

Community: improve the social environment.

Infrastructure: increase access to and use of health
and social services.8

YO U T H:  IN C R E A S I N G
KN OW L E D G E,  AT T I T U D E S,  SK I L L S
A N D BE H AV I O R S

HIV/AIDS-related topics are closely associated
with personal and cultural values. As noted, issues
touch upon deep human concerns. This is well illus-
trated in the irrational fear of, and discrimination
towards, people living with HIV/AIDS (PLHA).
Topics related to sexual risk-taking touch upon rela-
tionships, sexualities, religious faith, taboos, gender
roles and the nature of family.1

There are wide variations in the attitudes and
beliefs held in any group of young people, so it is
important that program participants gain not only
knowledge, but also an appreciation of differences in
values, lifestyles and beliefs.2 This can be done through
discussions and interactive exercises in which young
people learn from each other’s experience or from
experiences outside their immediate cultural environ-
ment.

Whether the program uses media campaigns, edu-
cational entertainment, peer education or interactive
group discussion, information needs to be presented in
a way that leads to  personal understanding of the top-
ics that arise. Programs should take into account the
local myths, including misinformation, and gain an
appreciation of the local world views that lie behind
them. The participation of young people in this
process of self-analysis increases motivation to change
behavior. Young people need to have questions
answered by informed adults whenever necessary. But
the adults should present information from the per-
spective of young people’s own age-related experience.
Creative repetition may be necessary to allow for
proper understanding and help dispel misinformation.

Care should be taken not to overload youth with
information.  Addressing the key determinants of risk
reduction behaviors is more important than imparting
factual knowledge.

Program experience shows that two individual
determinants are important to delaying sex, decreasing
the frequency of sex and lowering the number of sex-
ual partners among youth, and these are common to
many different programs:10

1. Intention or motivation (to delay sex, have sex less
often or have sex with fewer sexual partners).

2. Skills or ability (to delay sex, have sex less often or
have sex with fewer sexual partners).

Exactly how to develop intention or motivation
depends upon the context and the behavioral change
models used. Exactly which skills need to be devel-
oped again depends upon the young people at issue
and the risk-taking contexts. Motivation can involve
simply understanding that HIV is serious and recog-
nizing one’s own risk, or it may involve more complex
issues such as motivation through spiritual or other
personal growth.

Skills can include life planning and decision 
making, negotiating saying “no” or having safer sex,
proficiency in condom use and, among injecting drug
users (IDUs), safely using syringes. Young people 
will eventually need to practice what they have learned 
and develop communication skills for handling risk
situations. This is usually done through interactive
exercises, counseling and feedback from other young
people, such as through role playing.

Self-development components in programs offer
greater personal understanding of sexuality, gender,
relationships, sexual orientation, drug use, risk assess-
ment and improved social skills. Young people need to
understand how they and others make decisions that
can lead to risk taking and unhealthy behavior. This
includes the personal decision-making process and
development of an increased awareness of how peer
pressure, social norms and mass media influence deci-
sions.11
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Risk-related decisions are often spontaneous and
based upon complex motives. Risk-taking in general
can be a natural tendency among young people; they
need to gain the self-confidence to translate healthy
intentions into real-world practice. One useful
method is to act out real-life scenarios where tough
decisions have to be made, then using group discus-
sion to reflect on the process.

CO M M U N I T Y:  IM P ROV I N G T H E
SO C I A L EN V I RO N M E N T

Most behavioral change is affected by factors
within the social environment. Young people are espe-
cially vulnerable to social and environmental condi-
tions because they are enmeshed in a range of highly
influential contexts including the adult world, institu-
tions and their peers.12 Key enabling factors, as well as
barriers to specific behaviors, need to be identified and
strengthened or overcome to create a supportive envi-
ronment. Cultural norms can have both protective
and adverse effects on behaviors.13

“We have strong traditions in our country.
We don’t usually speak about sex. It’s not a topic
of education in schools. To this is connected the
total disregard of AIDS. Young people say it’s not
a problem. Another thing is misunderstanding
from the state institutions.”

—Youth peer educator from Slovakia.

Abusive or coercive gender interactions usually
increase vulnerabilities and need to be addressed.
Collaborative efforts are often more successful since
individual program attempts alone do not have the
power to generally influence norms.  In fact, they may
actually put individual program implementers and
participants at risk for violent backlash. For this rea-
son, it is important that programs link with newly
emerging expanded and comprehensive responses
(ECR) at the national level (see the section below,
under planning and implementing programs).

Building young people’s social capital is crucial. For
instance, family or proxy-family relationships are a

good starting point for change, since parents and sig-
nificant adults greatly influence young people’s lives
and aspirations. Working with those who have signifi-
cant relationships with targeted youth can provide
reassuring guidance and motivation for the youth
themselves, enabling a young person to act on the
vision and inspiration provided by a role model, rather
than on impulse. 

Community action is a key element in creating a
supportive environment for young people. When the
community endorses an HIV prevention program,
people of all ages get involved in addressing the under-
lying factors that influence the spread of the virus.
This facilitates alliances between local institutions,
policy makers and grassroots associations.14

Young people, the community and its institutions
have a common aim, and young people can contribute
greatly to designing and implementing prevention pro-
grams. If the young people are old enough, this may
result in a new youth organization or the integration
of the program into existing youth association activi-
ties. Such an approach requires solid support from a
community’s adults and a healthy alliance between
local agencies, institutions, parents and policy makers,
and requires successful coordination of the alliance to
keep it together and involved.15 This is achieved
through personal contacts, meetings, seminars, train-
ing programs for intermediaries and even recreational
activities. These programs often begin at a single
agency or health center and then expand to include
other youth in the community.

IN F R A S T RU C T U R E:
IN C R E A S I N G ACC E S S TO HE A LT H
A N D SO C I A L SE RV I C E S

Health-seeking behavior is a key aspect of preven-
tion and care strategies. Barriers to the use of services
can be related to distance, cost, inconvenient hours,
fears around confidentiality, poor provider knowledge
and behaviors and general policies that interfere with
delivering services to young people.
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Youth-friendly services require several characteristics:

Health providers who respect young people and are
specially trained to work with them in a way that
ensures privacy and confidentiality.

Health facilities that accommodate the needs and
characteristics of the young people they serve and
provide comprehensive reproductive health and
other locally appropriate services.

Program design that involves youth, is user-friendly
and has a well-established field referral system and
integration of prevention and care strategies.

A P P R O A C H E S  I N V O L V I N G
Y O U N G  P E O P L E  L I V I N G
W I T H  H I V / A I D S  ( P L H A )

Many youth programs suppose that young people’s
needs are limited to prevention. But there are increas-
ing numbers of young PLHA. Some were born with
HIV and are now reaching puberty. Not all young
people know that they are HIV positive, so voluntary
counseling and testing (VCT) may be a crucial ele-
ment of behavior change interventions. (See Chapter
23 for in-depth discussion of VCT.)

But this, too, holds its challenges. Young people are
not able to cope alone with the shocking impact of an
HIV-positive test result, and may find their situation
more hopeless and catastrophic than someone in their
mid-adult years. In any event, receiving such news is
not only a drama—it is a crisis. Carefully researched
support structures need to be in place before VCT
services are made widely available to youth. They
should make full use of existing social capital networks
and train appropriately placed counselors to provide
adequate support before, during and after the process
of deciding to test. If these supports are not in place,
young people can be driven to suicide rather than con-
front a new reality of living with HIV.1

Even assuming that a young person gets to the
point where he or she can cope with his or her diagno-
sis, programs need to be in place that address their
specific needs.16 Youth with HIV need to be able to

discuss their sexual desires, rehearse negotiation of
safer sexual practices, plan and cope with the frighten-
ing experience of sero-status disclosure, have access to
family planning services, learn coping mechanisms and
receive support to continue living productive and
meaningful lives. They also need special care and sup-
port services that can tend to their other needs such as
nutrition, psychosocial support or legal services to
ensure such basic rights as schooling.

Programming for young PLHA should:

Ensure confidentiality.

Assist in creating a support network that includes
establishing a referral system to health and social
services and self-help groups.

Build skills for disclosure of HIV status and coping
strategies to face stigma and discrimination.

Support participation in prevention activities with-
out the pressure of disclosing HIV status.

W O R K I N G  W I T H  Y O U N G
P E O P L E  I N  D I F F E R E N T
S E T T I N G S

YO U T H I N SC H O O L S

There is a correlation between formal schooling
and vulnerability to HIV. Studies suggest that in high-
prevalence countries men and women with more edu-
cation tend to have less risky behavior and that better
educated girls tend to delay their sexual debut. But
this is not necessarily true for young men who, in
some countries, may be more likely to have more sex-
ual partners the more educated they are. As a general
rule, though, and depending upon the socioeconomic
context, schooling provides the opportunity to access
information and develop skills that may help prevent
risk behavior.

Schools are responding to HIV in a variety of 
ways. Some limit themselves to lectures on biological
facts. Others use life-skills education, which aims to
reinforce existing positive attitudes and reduce risk
behavior by further developing social, cognitive and
emotional coping skills.17

HIV may be integrated into a broader sexual
and/or reproductive health agenda, and there is evi-
dence to suggest that rather than standing alone, HIV
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prevention programs are more effective if they are
integrated into the curriculum.18

But implementing HIV programs in schools
requires more than curriculum development and para-
curricular youth activities. To be effective they must:

Build awareness among adults as well as young
people, so that communication between teachers,
students, parents and community members can be
established.

Provide teachers with ongoing technical support,
supervision, networking and institutional support
for developing sustainable and effective approaches.

Establish systems to ensure youth participation in
designing and delivering curricular and extracurric-
ular activities.

Ensure referral systems to STD and other health
and social services in addition to information and
skills building.

Introduce, early on, the issues of stigma and 
discrimination.

Respond to the needs of students living with
HIV/AIDS.

DI S P L AC E D YO U T H

Nearly 40 percent of the world’s youth are
excluded from basic school life.19 Approximately half
of the world’s refugees are under age 18.20 Reaching
youth in marginalized circumstances often implies
working within the constraints of multiple and imme-
diate survival needs, rapid transformation of the char-
acteristics of the key population, violence, substance
use and abuse and a fundamental distrust of adults. 

The erosion of social capital or personal support
structures, brought about by whatever means, hampers
the very development of self in youth.21 In these cir-
cumstances, sex may be a mechanism of survival, the
only source of affection or another manifestation of a
lack of self-esteem, anger, pain or violence.  HIV and
other reproductive and sexual health problems are sel-
dom seen to be a priority; more immediate survival
concerns take precedence. Even if the more painful and
obvious symptoms of STDs are recognized, treatment
is made difficult by the lack of appropriate services.

Programming for street youth should consider 
ways to:

Incorporate HIV while responding to broader
needs, thus addressing the risk environment and
not only individual risk behaviors.

Acknowledge limitations and set realistic priorities.

Manage time, since street life makes it difficult for
young people to concentrate on activities for a long
period, especially if they are under the influence of
alcohol or other drugs.

Reach out to young people and design services that
are accessible and available at convenient times.

Develop learning methodologies that reflect young
people’s realities.

Pay attention to the needs of outreach workers,
who are often overwhelmed with the serious needs
of numerous individuals. 

DRU G US E

Drug and alcohol use is an increasing health, social
and economic problem throughout the world, and
young people are especially vulnerable to it. Individual
background, social networks and peer relations can be
powerful mechanisms in adolescent drug use.22

Attitudes towards drug use, drug users and drug para-
phernalia are based on cultural norms and history, reli-
gion and national legislation. In approaching drug use
issues, it is essential to devise a community-based
intervention using maximum resources and including
a strategy that engages drug user social networks.23,24

Drug prevention and treatment can involve several
government agencies and legal structures, including
law enforcement, justice, public health authorities,
social health services, youth support systems and par-
ents. In many countries, there are harsh legal penalties
for drug use, which can drive it underground and,
consequentially, limit the possibilities for offering safe
practice information, support and treatment. Tackling
the problem requires comprehensive packages involv-
ing young people, drug users, the community, stake-
holders and decision makers. Young people need to
become active participants so that programs are real-
ity-based and meaningful to them. Drug prevention
among young people needs to be integrated into
social, health and educational policies and services.
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Education alone is not sufficient to reduce risk
behavior.  Highly vulnerable young people who are
active IDUs require packages offering AIDS educa-
tion, condom distribution, confidential counseling
and HIV testing, access to clean needles and syringes,
bleach materials and referrals to various treatments.25

Young IDUs also need to be informed about spe-
cific practices they can use to protect themselves and
others. Outreach can be used for those groups that are
not reached by existing services, and peer education
can be a useful approach. Programs and outreach
efforts should not neglect to focus on unsafe sexual
behaviors that put IDUs and their partners at risk.

IDU and HIV are closely connected, and IDU is
the major mode of HIV transmission in many parts of
the world. High-risk behaviors are common among
drug- and alcohol-using youth, and new harmful drug
use patterns and drugs continue to emerge. HIV is
also spread through unsafe sexual practices among
IDUs and is commonly associated with the sex indus-
try, further complicating the matter. Runaway, street
youth and disenfranchised young people can be espe-
cially vulnerable to HIV infection through drug use
and high-risk sexual practices because they lack access
to health, social and drug treatment services. (See
Chapter 22 for more information about HIV and
IDU.)

There are many young PLHA who also inject
drugs. They and their families need care and support,
including access to affordable clinical and home-based
care, social services, psychosocial support and counsel-
ing services.

Slowing the epidemic among young people requires
the strategies mentioned elsewhere in this chapter, as
well as a strategy that:

Prevents drug abuse

Facilitates various forms of treatment and social
support

Establishes programs that involve active drug users
and their communities in HIV prevention efforts

This will require increasing the knowledge, under-
standing, and skills of parents, youth workers, drug
workers, opinion leaders and decision makers.26

P E E R  E D U C AT I O N  A S  
A  P R O G R A M
M E T H O D O L O G Y

“Peer education” is used here in its broadest sense to
illustrate the various uses of a participatory, youth-to-
youth approach to health promotion. In this section,
peer education is cited as one of the most important
approaches to youth programs, but it is by no means
the only methodology. Other programs, particularly
those that identify, train and support the participation
of significant adults are also extremely important.
Indeed, successful programs have often taken a two-
pronged approach, where both adult mentors and peer
educational approaches work synergistically, such as
school programs that reach pupils through both teach-
ers and peer educators.27

OV E RV I EW O F PE E R ED U C AT I O N

Peer education is distinct from general youth pro-
gram participation, since the former requires selecting
individual youth to be trained as peer educators who
are then seen as better informed relative to their peers.
They are encouraged (and supervised) to act as infor-
mation disseminators or behavioral change agents. In
AIDS prevention/care programs, peer educators are
trained in the information and factual issues surround-
ing HIV/AIDS and, in some programs, basic family
planning and sexual health issues. Some are trained in
health promotional methodologies and skills, such as
life planning promotion, community facilitation and
primary level counseling and referral skills.28,29

For peer education programs aimed at promoting
individual behavior change, the place to start is with
the peer educators themselves, so these young promot-
ers will be able to facilitate change in others.30 This
change may involve attitudes, skills, motivation, beliefs
and actual behaviors (individual level), as well as youth
norms (at the group level), depending upon the train-
ing and program design.
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“The training has been like a parcel for us
[which we carry] everywhere we go. It is not just
for others.”
—19-year-old male sexual health community

counselor, Zimbabwe.

If the peer education training fails to engage the
trainees and they fail to internalize any change, the
results of the program will undoubtedly suffer.
Because change takes time, a two-day course will
achieve very little, if anything. Training in co-counsel-
ing skills for youth, which really can effect behavioral
changes in peers (as illustrated in the quote below) can
take three to four weeks of experiential learning in a
workshop situation, with field experience and feed-
back as an additional process.

“I had been involved before in a two-day
family life education peer educators course. After
that training I just forgot about it. But here, in
this training [see Zimbabwe case study below] I
now go to pubs and sex workers come to talk and
drink—and I say I want to stop that now (even
if they offer it with condoms). Some of my friends
have also changed, and are even now talking
about this change with friends of my mother’s.”

—Young male sexual health community 
counselor, Zimbabwe.

Peer educators are ideally representative of the 
target youth group or social network they seek to
influence, and operate within a previously recognized,
sometimes well-defined, “sphere of influence,” before
then branching out into other groups or communities
if and when appropriate.31 The peer education
approach advocates the right of young people to gain
access to information about sexuality, STDs (includ-
ing HIV), condoms, contraception and drugs, in 
contrast to programs that use more traditional educa-
tional structures.

Peer education as a methodology is the result of
years of practical experience in HIV prevention
throughout the world, as well as experience with the
health promotion movement and social science
research.32 The general approach also reflects the chang-
ing role of youth in many societies. In some parts of
the world, peer education has become a movement in
the sense that supporters advocate change in current
information hierarchies, greater political representation,
increased youth participation, and recognition of
young people’s rights to adequate sexual health infor-
mation and services.33

Peer education has its critics who believe that over-
idealization of the methodology has led to its overly
enthusiastic adoption.34 There is a clear need to increase
the monitoring, feedback mechanisms, evaluation and
operations research of peer education programs.35 This
in itself involves transferring monitoring, evaluation
and documentation skills to program managers, peer
educators and their field supervisors.

LE V E L S O F PE E R ED U C AT I O N

Peer education as a behavioral change strategy
draws upon such well-known behavioral models as:

Diffusion of Innovation Theory: Certain
individuals from a given population act as agents 
of change by disseminating information and 
influencing group norms in their community.36

Social Learning Theory: Some people serve as
models of human behavior and these “significant
others” are capable of eliciting change in their peers
or other community members, based on their 
values and interpretation system.37

Theory of Reasoned Action: One of the influen-
tial elements of change is an individual’s percep-
tion of social norms, or of what people who are
important to that individual think or do about a
particular behavior.38

Both theory and practice indicate the importance
of training peer educators not only in information dis-
semination, but also in levels of awareness and skills
needed to influence others on a behavioral level—such
as through providing a role model, sharing skills in
negotiating abstinence or safer sex, making referrals to
STD or other services and playing a facilitation or
counseling role.
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Peer education can involve a range of approaches,
depending upon the level of “change facilitation”
expected of the educators. A program may aim for 
any combination of the following levels of change
facilitation (all of which can apply to one or more of
the behavioral models mentioned above):

1. Information dissemination
2. Individual and group behavior change 
3. Community awareness and mobilization

Information dissemination
This may be carried out using a pedagogical

approach or outreach methodologies. A pedagogical
approach involves presenting information in a formal
setting, typically a classroom or youth center. A typical
project involves peer educators giving presentations
in a lecture setting using didactic and interactive tech-
niques, with or without an adult present. The activi-
ties or session can include adult facilitation, but the
presence of peer educators will ensure the use of an
implicit and explicit language more adapted to the
young students, and resulting questions may be more
direct, as long as the adult presence does not inhibit
openness. Usually, however, young students know
when and where to approach the peer educators after a
formal session has ended. The approach is often used
as a complement to other curricular activities, such as
school-based sex education or life planning skills.

The outreach approach is best used to reach out-of-
school youth or youth in a more informal setting, often
where risk behaviors are common, such as in bars or
night clubs, at transport stops or other gathering
points. Using peer educators can be a steppingstone
towards reaching marginalized and otherwise harder-to-
reach youth, who require special efforts due to their
vulnerability to HIV.39-41 In time, youth reached
through peer educators may themselves become educa-
tors among their own very specific groups.42

Facilitating individual behavior change 
This level relies upon informal peer-to-peer com-

munication and social or sexual networking influences,
creating the right conditions for dialogue, contempla-
tion and action. This includes spontaneous discussions
between young people as well as planned activities 
carried out by peer educators—such as games, plays,
condom distribution, World AIDS Day events, film
and music sessions, setting up information kiosks or
simply being active as a group member during local
community events.43

This approach focuses more directly on influencing
the key determinants of behavioral change, which may
or may not be specially researched and identified in a
program. In general, these determinants include inten-
tion or motivation to change and the skills and abili-
ties needed to change. It involves influencing others’
opinions and beliefs and building skills to negotiate
the desired changes. Perceived norms within a group
may also change gradually as a result of the role-mod-
eling of the peer educators and their contacts.44

The role of peer educators is based on the premise
that they possess “critical and unique access to their
intended audiences.”45 It is important to select peer
educators on this basis, seek to better understand their
sphere of influence and monitor their progress to max-
imize project impact.

Using natural opinion leaders with large social net-
works can qualitatively and quantitatively amplify the
effect of peer education. If the target group is large or
diverse, peer educators representing various subgroups
can be useful. A sense of ownership by the target
group and identifiable peer educators will contribute
to the project’s strength. This approach can be particu-
larly effective in reaching high-risk marginalized
groups, such as street youth, gay, lesbian and bisexual
youth, young sex workers and young IDUs.46 (See also
Chapters 8, 11 and 22.)

Peer-facilitated community mobilization
Due to social structures and the sensitivity of the

subject of AIDS, a youth peer education project is
only possible in some contexts if it is supported by a
broad range of community leaders. Where there is
support, young peer educators are typically responsible
for developing and implementing activities throughout
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the community. In this context, peer educators 
represent broader sectors of the community—such as
family groups or participants in a village meeting—
rather than only youth. This work is essential to creat-
ing a more supportive environment for the individual
behavioral change process mentioned above.

TH E CH A L L E N G E S
O F PE E R ED U C AT I O N

Peer education ultimately aims to empower mem-
bers of the target group to design and implement their
own programs. This involves adult support in coordi-
nating action plans and maintaining support from
policy makers, administrators, intermediaries, medical
and social science professionals and parents.47

Peer education is an opportunity for competent
adults to transfer their knowledge and experience to
young people in a way that imparts a sense of owner-
ship to the young participants. This process increases
decision-making skills, self-esteem and—most impor-
tant of all—motivation to continue as peer educators.
Some programs start up and continue to rely upon
small gifts or monetary incentives to keep peer educa-
tors motivated.

Caps, T-shirts, transportation costs and refresh-
ments all help, but in the longer term, cultivating a
continued sense of personal growth, independence
and self-esteem in these young educators makes them
the most effective change agents. This can be achieved
in a variety of ways, depending upon the social con-
text, including: refresher training and diversification of
locally appropriate skills, such as education in family
planning, childhood nutrition, STDs, drugs and harm
reduction; access to credit and training in small-scale
enterprise skills; status-enhancing credentials such as
project business cards, certificates or letters of intro-
duction.

Many lessons have been learned in youth programs
as a whole, not only from peer education approaches.
The following section summarizes these in a step-
by-step introduction to developing HIV prevention
programs for young people. Since this chapter cannot
cover all youth groups and settings, it aims to provide
a framework so it can be used in a variety of settings. 

L E S S O N S  L E A R N E D :
P L A N N I N G  A N D
I M P L E M E N T I N G  P R O G R A M S
F O R  Y O U N G  P E O P L E

SE T T I N G U P YO U T H
HIV PR E V E N T I O N PRO G R A M S

Setting up and implementing a youth prevention
program will involve carrying out several parallel sets
of activities at the same time; namely:

Procuring resources

Involving young people

Planning

Building a project coalition

Implementation and monitoring

Support and maintenance

Designing and carrying out an evaluation

Procuring resources
Like most public enterprises, programs will require

funding, which can come through grants, allotments
and subsidies, or utilizing current resources. Policy-
making agencies, private sponsors, or research founda-
tions can also be potential sources of funding.
Financial sources need not be limited to those spon-
soring HIV and drug prevention. Since expanding
AIDS peer education reflects expanding youth devel-
opment approaches, there are potential sources of
sponsorship in many local, national and international
systems. It is not unusual for funding to be earmarked
for vulnerable groups such as migrants, certain ethnic
groups and displaced youth. Whatever the source of
financing, the organization responsible for allocation
will have to be convinced of the project’s worthiness
and will need to see that young people are already
investing their time and motivation in the general
idea. This is why planning and youth involvement
should be underway before applying for grants. The
energy and motivation of young people and the caring
of adults are, perhaps, the most valuable start-up
resource.
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Involving young people
The main focus throughout the program will be

the young beneficiaries, the group(s) of young people
targeted. Young people often have little true awareness
about HIV—what it entails and how it affects them
personally—unless they come from high-prevalence
countries where they are already losing their parents
and older siblings. They will need to be approached,
informed, have their opinions heard and eventually be
given a sense of participation in the program. This
relationship will need to be maintained. The hosting
agency will have to take responsibility for the continu-
ity of the program and stay attuned to the needs and
concerns of the young implementers and beneficiaries.
This is essential if any positive change process is to be
expected.

Systematic social assessments with youth require
participatory approaches that can help them identify
their key concerns, needs, priorities and hopes for
change.48 HIV is seldom initially identified as a 
priority, especially when other pressing issues—such as
unemployment, street violence and crime—are over-
whelming. These assessments are vital, since programs
must be seen as beginning from the young people’s
own starting point. When analyzing the results, how-
ever, efforts need to be made to clarify the linkages
between stated concerns and vulnerability to HIV,
making beneficiaries aware of the linkages and how
their vulnerability could be reduced.

Planning an intervention
Once there is baseline data on the needs and con-

cerns of the target group and their vision for change, 
a project plan can begin. A project should ask itself the
following basic questions:

Where are the youth now relative to their sexual
health and well-being?

What would the youth like to achieve regarding
their sexual health and well-being? This is the
project goal or overall objective.

What do they have to do to get to their desired
situation? These are the project’s specific objectives
or outcome.

How can the project help them do this? State clearly
what the project’s products and services—some-
times called results or intermediary objectives—will
be. The youth will use these to help them make
changes to arrive at their desired situation. 

What activities must the project carry out to pro-
duce these products and services? These are usually
listed in the work plan.

The following graphic illustrates the basic planning
process for developing a project logic model, and the
four key steps involved:**   

Where possible, wording should illustrate that the
project goal and objectives form a specific part of
shared, perhaps much broader, goals or objectives
stated in the relevant planning framework(s) of
expanded and comprehensive responses to HIV/AIDS
at the national level (ECR). (See relevant sub-section
below.) Operational links to ECR should also be 
discussed at the initial planning stages.

Different donors, or implementers, use different
planning language, but steps one to four, outlined in
Figure 1, are common to most intervention plans.
These steps appear obvious and logical enough. But a
significant proportion of youth projects around the
world often start to plan from the activities level,
making assumptions that doing X will lead to the
youth doing Y at the objectives level.

In the case of AIDS prevention, most youth proj-
ects have a behavior change focus. Assumptions are
made in these projects that, for example, providing
IEC materials and condoms will raise the use of con-
doms among youth. But this misses a vital part in the
planning process: the causal link between levels three
and two. The project should ask itself what young
people need to be able to do Y, to reduce their vulner-
abilities to HIV? What are the current barriers to them
doing it? Which are the most important? Can the
project address those barriers? That is, what are the
key determinants to adopting safer sexual practices for
the targeted youth, and can the project help? Although
these determinants need to be assessed locally, they
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for New and Ongoing Projects and Programmes, 1997, GTZ. Adapted and
applied to behavior change interventions for HIV/AIDS prevention and care
programming by H. Hughes, in The Behavioral Change Process in Objectives/
Results Oriented Program Planning. Unpublished technical support document,
Malawi, June 1999.



will invariably be related to increasing the intention/
motivation and skills/abilities of the youth to change
certain behaviors.10

A planning approach that is based on what youth
really need to make the changes they desire will often
lead projects away from a simplistic focus on IEC and
condom use. The focus may shift—for example, to
helping youth make more realistic personal risk assess-
ments, developing their vision for a personal and col-

lective future, building skills in condom negotiation or
other safer sexual behaviors for use with present or
future sexual partners, or avoiding risk situations—as
appropriate. 

In summary, planning should not begin by think-
ing about specific project products and services or
activities. It should start according to the changes that
youth can imagine themselves making and which they
feel are realistic (given specified intervention support)
and with an analysis of what help they need to make
this change. This ensures that youth will participate
voluntarily, that the final benefits will be recognized
and therefore sustained by them and that the project
will be evaluated as a success.

The evaluation plan should be made at the plan-
ning stages. This means that key indicators of change
need to be selected, at least for stages two to four, and
a plan drawn up showing the data for each indicator
that need to be collected, who is responsible, using
which collection methods, and by when. (See the 
evaluation sub-section below.)

It is rare that a single project or program can
address the range of interrelated issues that emerge
from doing participatory needs assessments and plan-
ning. A project coalition is necessary, both to prioritize
an area of focus for the eventual plan, and to help
reach the chosen objectives through collaboration with
others.

Building a program coalition
Working with young people, especially those who

have not reached the age of majority, means involving
gatekeepers and intermediaries such as parents, teach-
ers, religious leaders, district and other health workers
and youth workers.  Constant negotiation is needed 
to gain support of key stakeholders and validate the
perspective of the young people involved. The build-
ing of a project coalition depends upon the nature of
the initiating agency, the setting, the young people
and the model being used. In outreach programs, the
coalition may include, for example, pub or café own-
ers, youth and outreach workers and youth leaders. 

One of the main difficulties is the process of con-
sensus building when the coalition is composed of
individuals and institutions with different perceptions,
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F i g u r e  1

Situation A

Goal
Describes the 
ultimate changed
situation envisaged
by youth and 
project managers.
Stage 1

Target youth action

Situation B

Project Objectives
Describe the actions,
or behaviors, of the
target youth, which
they need to take, 
or adopt, in order 
to reach their 
ultimate goal.
Stage 2

Project Results
Describe products
and services gener-
ated by the project,
to facilitate actions,
or behaviors, by 
the target groups.
Stage 3

Project Activities
Describe the practi-
cal steps required to
obtain results.



roles and responsibilities. But it is the coalition that
often energizes a project or program and helps define
different roles. A solid coalition is composed of repre-
sentatives of the young beneficiaries and the adults or
institutions responsible for or involved with them.49

It includes practitioners, those who provide political,
technical and financial support and, most of all, com-
munity leaders. Good leadership is essential to ener-
gize people and maintain their interest, involvement
and cooperation.

Links to expanded and 
comprehensive responses (ECR)

The AIDS pandemic has now been around long
enough for many countries to be planning on a larger,
more integrated scale, with more comprehensive
services to targeted populations, addressing a broader
range of prevention and care needs.50 Youth are a high
priority target in many of these programs, with
national indicators stating significant reductions in
prevalence rates among 15- to 24-year-olds in high-
prevalence countries, or maintenance of low incidence
among 15- to 49-year-olds in low prevalence coun-
tries. In terms of youth, these expanded programs aim
to rapidly reach the most vulnerable youth, build
capacity to provide care and treatment and adapt and
use development interventions—such as existing youth
exchange programs—as appropriate. This requires
considerable liaison, collaboration and multisectoral
involvement. For sustainability and political support,
youth project coordinators should aim to have
their project role clearly articulated within a more
comprehensive country-level planning framework, as
appropriate to their planning situation.

Priority areas for expanded responses for youth in
resource-constrained settings include:

Provision of IEC, or preferably defined behavior
change interventions, including life skills

STI syndromic care

HIV VCT services

Harm reduction services specific to IDUs

Vocational training, microfinance

Sectors involved in expanded and comprehensive
planning for youth include:

Health

Youth

Sports

Education

Religious

Popular culture and its media

Economic

Social services

Community development

NGOs

Private sector

International donors

Planning any youth intervention warrants, more
than ever, establishing strategic links with national and
district-level strategic responses and adopting some
common approaches to monitoring and evaluation,
including indictor areas and targets.*** These links
should be made to ensure that the key determinants 
to change among youth are addressed collaboratively
in a comprehensive fashion. Joint efforts also need to
ensure the set-up of resource transfer systems, such 
as cost-effective and affordable supplies of essential
commodities, including STD drugs.

Implementation
Once a coalition has been created and key links to

relevant expanded and comprehensive programs at the
national/district level have been identified, the project
plan can be further developed. This process of ongoing
collaboration needs to include additional facilitation 
of youth participation, empowerment and sense of
project ownership.51
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*** For example, to find country-specific estimates of baseline and target levels of
coverage for youth interventions in sub-Saharan Africa up to year 2005, see Cost
of Scaling HIV Program Activities to a National Level in Sub-Saharan Africa:
Methods and Estimates by the AIDS Campaign Team for Africa (ACTafrica).
New York: World Bank, November 2000.



Involving young people in this way—together with
the input from potential coalition members—can lead
to the creation of a realistic work plan and external
relations strategy to which everyone feels committed.
The need for flexibility in both planning and imple-
mentation arises from working with dynamic young
people who have a wide range of interests, gatekeepers
and intermediaries who may have second thoughts
and policy makers who may develop new priorities.

Once consensus has been built around the basic
project strategy, a work plan can be drawn up specify-
ing who is responsible for various results or activities,
by when they are expected, and what indicators would
show that progress has been made.

Support and maintenance
Technical support should be provided as needed to

those involved in the program. It should be empha-
sized that there are limitations to what young partici-
pants are independently capable of doing, and that this
situation is age-dependent. Despite their enthusiasm,
they should not be overloaded with adult responsibili-
ties and roles.

Young program staff or volunteers typically need:

Skills training in information dissemination, 
presentations, activities and developing and 
implementing a strategic external relations plan.

Access to databases and wider information net-
works.

Understanding of group dynamics and conflict
management.

Critical feedback for their work, encouragement
and emotional support.

Program staff will need to apprise other stakehold-
ers of the needs, issues and interests of the young
beneficiaries and participants. Young people may offer
critical opinions and resistance. Rather than seeing
resistance as a source of negative conflict, it can be
seen as an opportunity for improvement. The program
may need to negotiate with young people and stake-
holders to meet the aims of longer-term change and
increased youth participation.

The program coordinator
The program coordinator will not only coordinate

the program’s action plan but also set its style. The
coordinator’s key external relations work will include
negotiating with policy makers, administrators, inter-
mediaries, medical and social science professionals,
parents and the targeted young people. During the
planning stage, it is important to give attention to hir-
ing or appointing the appropriate person. This person
should have excellent interpersonal skills and be well
trained or experienced in key areas. The coordinator
needs to enjoy working with young people, under-
stand their spirit and have a sense of responsibility for
their care and development—something not everyone
feels or can demonstrate.

Designing and carrying out 
an evaluation

There is a huge body of theory and practice around
evaluation. In the field, this can sometimes seem overly
complex. At the most fundamental level, an evaluation
is an extension of the project model and implementa-
tion plan, and is simply a way of assessing the model’s
success or failure in terms of achieving its objectives or
actual implementation (i.e., a process evaluation). For
each of the four planning stages mentioned in the
planning graphic above, project managers can gather
opinions—from the youth themselves as well as other
key stakeholders—on indicators that show change and
achievements. Many individual projects can only really
evaluate from levels four to two, since the goal of level
one has so many other influencing factors outside the
control of the project, including other projects and
programs. But the individual project contribution to a
common goal or objective at the national or district
level can be made more attributable to project data if
the project has good documentation on target group
coverage and measurement of its success. 

As mentioned in the ECR sub-section above, coun-
tries are increasingly adopting a more comprehensive
and scaled-up approach to HIV/AIDS programming.
This hinges on collection and analysis of the sum total
of project efforts, under common goals and objectives,
to help identify gaps, trends and future strategies.

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  S E V E N 179



Individual youth projects need to stand up and be
counted, but this can only be done with a clear evalua-
tion plan linked to the project model and, where pos-
sible, to the planning frameworks of ECR.

Each indicator should be as specific as possible, 
stating its timeframe, quantity and quality. If the future

funding of a program depends upon an evaluation,
it is worth reaching agreement on the methods and
language to be used with the donors. If sustained and
increasing youth participation is also fundamental, the
youth’s own suggestions for measuring success should
also be incorporated into the project evaluation plan.
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T a b l e  1
An Example of Generic Indicator Levels in Youth
HIV Prevention and Care Behavior Change Interventions

Strategy Objectively verifiable indicators Some helpful hints

Goal
Stage 1

Reduced vulnerability to 
HIV among targeted youth.

Objectives
Stage 2 

Youth changing their high-risk behaviors to
lower risk behaviors (these should be speci-
fied, and can include sexual, health-seeking,
and/or drug avoidance, or safer drug-using
behaviors).

Health care providers showing improved
client-provider interactions, and/or deliver-
ing more comprehensive package of serv-
ices to youth according to defined needs.

Results
Stage 3

Project identifies and addresses key selected
determinants of behaviors mentioned above.

Project provides improved access to quality
STD diagnosis and treatment, and training
to health providers to improve youth-provider
interaction.

Activities
Stage 4 

Project activities ensure that the products
and services (in 3 above) are developed.

At the national level, this may be indicated
by lowering HIV and STD epidemiological
trends and risk reduction trends in behav-
ioral surveillance surveys (BSS)

For example: By project month Z, z% of
youth reached by intervention, show:

  delay of onset of sexual relations
  reduction in number of sexual partners
  increase in use of condoms
  increase in self referrals for diagnosis 
and treatment of STD.

For example: By project month Z, z% 
of health care providers reached by 
intervention, show:

  improved youth-provider interactions
according to agreed standards

  increased provision of a wider 
range of services, to meet needs 
as previously defined.

For example: By month Y, y% of youth 
participating in [#activities listed in stage 
4 below] report and/or show through
tests/observation increased [knowledge,
awareness, motivation and/or skills, related
to risk reduction behaviors].

By month Y, # service provider sites have
STD treatment and diagnosis capacity, and
y% of providers receive training and follow
up in improved youth-provider interactions
according to agreed standards.

Refer to project work plan. Indicators show
that # activities have been carried out by an
agreed deadline, to an agreed standard
(where necessary).

An individual youth project goal will in-
variably form a more specific part of an
overall goal articulated by the country/
district AIDS plan. NGO projects should 
try to build links with national level plans,
including M&E plans.

The project needs a baseline of information
gathered from target youth at the start of the
project, to show this kind of change. The
same survey is then carried out at the end 
of the project.

Individual project results at this level can 
be shown to contribute to overall changes
documented in local BSS. 

Quality of results, such as building 
motivation and skills through group work,
can be specified by making reference
to an attached set of activity objectives/
indicators and standard levels to be
achieved by participants.



had attended a number of AIDS awareness workshops,
but the organization felt that, to be effective change
agents, the youth leaders needed to “discover who they
are, what role they can play in society, and what they
think about their own, and their society’s, future.”

ZWA youth work camp leaders (mostly male, ages
20 to 25, with ordinary levels of education) were
based in provinces all over the country and involved in
coordinating international and local volunteer work
teams for selected rural development projects. The
majority were otherwise unemployed.  H. Hughes,
then GTZ’s reproductive health advisor, developed a
training focus for the work camp leaders, to carry out
sexual health counseling as an integral part of their
existing work—and to experience this counseling
approach for themselves, as part of their training as
behavior change agents.

The curriculum focused on developing primary
level co-counseling skills and consisted of three five-
day workshops, held over six months. During the time
between workshops, participants were involved in
ZWA work camps as well as their own district initia-
tives. Course content included:

Primary-level counseling skills development (about
75 percent of course focus)

Improved learning around sexual relationships,
including human sexuality and gender interaction

Basic knowledge of STD/HIV/AIDS and family
planning

Teaching and group leadership skills development

Facilitation of key stages in participatory commu-
nity problem solving

Awareness of local resources and service delivery
points, for referrals

Fifteen of the 18 work camp leaders completed the
training, including a follow-up evaluation workshop.
A key focus in evaluating the training impact was the
degree to which trainees internalized the training and
underwent personal change. Few sexual health pro-
moters can be successful in effecting change in others
without first internalizing a change process for them-
selves. In general, the course significantly raised aware-
ness with regard to personal responsibility.  Ninety
percent of the participants stated that they had
changed their own sexual behaviors, and nearly all
demonstrated that their feelings about their own
behaviors had became prominent.

There was consistent evidence from the community
evaluation questionnaires and the youth counselors’
log books that most of what the training participants
had gained for themselves was being gained for others.
The young counselors had, to varying degrees,
acquired the skills to provide other young people with
an opportunity to explore values, feelings and behav-
iors; develop coping strategies; and make timely self-
referrals, particularly for STD treatment and diagnosis.
The development of basic listening and reflection
skills also enabled these young peer counselors to
branch out more effectively into the facilitation of
broader community mobilization.
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C A S E  S T U D I E S

AS H E:  CO M B I N I N G ARTS
W I T H PE E R ED U C AT I O N,  JA M A I C A

In Kingston, Jamaica, where the realities of life 
can be harsh for young people and it is difficult to
secure any job, let alone a fulfilling job, the high rate
of STDs in many communities is most certainly a 
secondary concern. They have many more pressing
worries in their lives than STDs, including HIV.
Beyond their basic life needs there are also personal
needs, such as the belief in a future in which they can
follow their dreams and be professionally fulfilled.

When young people work as STD/HIV peer edu-
cators in prevention programs they are usually asked
to work as volunteers. They are rarely able to meet
their survival requirements this way. Their work as
peer educators can go some distance toward providing
them with a sense of pride and self-fulfillment, but
most are not able to cultivate their activities into a
full-time career.

The Ashe Performing Arts Ensemble and Academy
is a dynamic nongovernmental organization that gives
young people the chance to follow their dreams and
helps them to meet their basic life needs. The young
adults who form the Ashe Ensemble are full-time,
paid performers—actors, singers, dancers, musicians,
technicians—who perform around Jamaica and
throughout the Caribbean, presenting a variety of 
cultural and pop shows.

In addition to their cultural programs, Ashe has
become a leader in the Caribbean in behavior change
communication (BCC). Since 1994, Ashe has been
creating and performing theatrical pieces on issues
related to STD/HIV, adolescent reproductive health,
drug prevention, environmental protection and 
violence prevention. These pieces are performed for
students, teachers, health providers, communities 
and politicians. Every ensemble player and academy
student is trained through a rigorous peer education 
program. Before, during and after performances, they
are sent out into audiences and communities to meet
in small groups or one-on-one to discuss the topics
being addressed. Performers make ideal peer educators
since their profession trains them in the communica-

tion and interpersonal skills necessary to make tal-
ented health educators. The strongest ensemble 
members are also trained as trainers, paid to work with
teachers, guidance counselors and youth leaders
throughout Jamaica in using the performing arts to
teach family life education and peer education skills,
rather than traditional “chalk and talk” methods.

Because these young people are fulfilled financially
and professionally, their lifespan as peer educators 
continues beyond the normal one- to two-year time-
line. It is not uncommon to find Ashe peer educators
who have been active—making weekly peer education 
contacts—for more than six or seven years. Ashe’s
approach to peer education has the potential to trans-
fer to other organizations around the world. 

Organizations interested in using this model must
be committed to a holistic approach to peer education.
This means they must recognize the diverse needs of
young people and seek ways to fulfill them before they
can expect their peer educators to make years-long
commitments to their work. Organizations must 
also provide opportunities for advancement, income
generation and education. The young people trained
in these programs will then be free to concentrate on
STD/HIV and help their peers meet the challenges of
the sexual world. 

CO M M U N I T Y CO U N S E LO R S I N
SE X UA L HE A LT H:  ZI M B A B W E WO R K
CA M P S AS S O C I AT I O N

In December 1996, the national coordinator of the
Zimbabwe Work Camps Association (ZWA), a youth
volunteer service providing manual labor to commu-
nity building and agro-forestry projects, approached
an international development cooperation agency
(GTZ, Germany) for assistance in developing a youth
AIDS prevention strategy. ZWA’s work camp leaders
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I N T R O D U C T I O N

Because of high infection rates and large numbers of sexual partners, sex
workers have been considered a core group for the transmission of HIV
and other sexually transmitted diseases (STDs). In addition, men who
have both commercial and non-commercial sex partners play a major role
in bringing HIV infection into the general population. These “bridge”
populations may be as important as core groups in direct prevention pro-
grams. The regular partners, or non-commercial partners of sex workers,
are another important core group.

There is increasing evidence now that targeted programs to reduce trans-
mission of HIV infection within core groups are feasible, effective and
have led to successful risk reduction and decreased levels of infection. This
chapter focuses on prevention of HIV in female sex workers, their clients
and partners. Male and transgender sex workers, whose numbers are small
in most developing countries, are not dealt with separately.

S T A T E - O F - T H E - A R T  A P P R O A C H E S ,  S T R A T E G I E S

A N D  E X P E R I E N C E

There is no single, universal model for providing prevention activities to
sex workers, their clients and partners. The content of the intervention
package itself, and the strategies to deliver that package, have to be
adapted to different situations. 

T H E  I N T E R V E N T I O N  P A C K A G E

Many projects have found that HIV prevention activities among sex 
workers, their clients and partners, are most effective when the intervention
package contains at least three key elements: 

Information and behavior change messages

Condoms and other barrier methods

Sexual health services
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S U C C E S S F U L  S T R A T E G I E S

Intervention packages will be delivered more efficiently if a combination
of strategies is used. Strategies that have been successful in a number of
targeted interventions all over the world include: 

Use of informal contacts, key informants and “leaders” to access the
population

Peer health promotion and education

Outreach activities

Condom social marketing and distribution

Accessible sexual health services

C O M M U N I T Y  I N V O L V E M E N T  A N D  N E T W O R K I N G

If intervention programs targeting core groups are to succeed, they must
be undertaken in full partnership with the targeted population. The suc-
cess and sustainability of projects also depends on involving a range of
people who influence commercial sex activity, either directly or indirectly.
Networking of projects targeting sex workers is also important for sharing
information about effective approaches and materials between organiza-
tions that provide services to sex workers, their clients and partners.

P O L I C Y  I S S U E S

Political approaches to prostitution have an impact on, and are frequently
inseparable from, control programs. Decriminalizing sex work and
encouraging safer environments are important policy issues in prevention
among female sex workers.

S P E C I A L  A P P R O A C H E S  T O  P R E V E N T I O N  P R O J E C T S  

Three special approaches dealing with specific problems of HIV 
prevention and care in sex workers are discussed:

Income-generating projects

Care and support for HIV-infected sex workers

Overlapping risks of injecting drug use and commercial sex

L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

A number of lessons learned and recommendations are presented, which
support targeted interventions to reduce transmission of HIV in sex 
workers, their clients and partners.
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F U T U R E  C H A L L E N G E S  

Some specific future challenges in preventing HIV infection in sex 
workers, their clients and partners can be identified. These include issues
related to:

Access to the most difficult-to-reach groups

Female-controlled methods

Designing prevention projects for partners of sex workers

Income-generating projects

Care and support for sex workers with HIV/AIDS

C A S E  S T U D I E S

HIV/STD PR E V E N T I O N I N FE M A L E

SE X WO R K E R S I N AB I D J A N,  CÔ T E D’IVO I R E

In Abidjan, Côte d’Ivoire, intervention activities were initiated by the
Ministry of Health’s Projet de Prévention et de Prise en charge des femmes
libres et leurs Partenaires (PPP). The activities included mobilizing commu-
nity leaders, providing health education in group sessions in or near sex
work sites, and peer education. These activities have contributed to an
increase in condom use and a decline in prevalence of HIV infection and
other STDs. This integrated approach may serve as an intervention model
for similar populations elsewhere in the region.

HIV/AIDS PR E V E N T I O N ST R AT E G I E S AM O N G FE M A L E

SE X WO R K E R S :  CE N T RO D E OR I E N TAC I Ó N E

IN V E S T I G AC I Ó N IN T E G R A L (COIN) DO M I N I C A N RE P U B L I C

In response to rising HIV prevalence rates among sex workers, the NGO
COIN in 1989 began Avancemos, its first full-scale HIV prevention
intervention using peer education. COIN is also in the process of forming
a micro-credit cooperative to assist sex workers to develop their own
businesses and savings as well as developing HIV and violence prevention
interventions for the growing number of Dominican female sex workers
working outside the country.
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S
ince the beginning of the AIDS epidemic, sex workers in develop-

ing countries have been one of the groups most vulnerable to HIV

infection due to their large numbers and rapid change of 

sexual partners. High rates of other sexually transmitted diseases (STDs)

and sexual practices such as dry sex or sex during menses further increase

the probability of HIV transmission in sex workers. Sex workers also are

often in a poor position to

negotiate safe sex because of

social, economic, cultural and legal factors. Figure 1 compares data on

HIV prevalence among female sex workers with data from pregnant

women in the same city and in different developing countries. In some

cities, such as Lagos, Rio de Janeiro and Bombay, the HIV prevalence of

female sex workers was found to be more than 20 times higher than

among pregnant women.

Because of high infection rates and large numbers of sexual partners,

sex workers have been considered a core group for HIV transmission.1

In addition, men who have both commercial and non-commercial sex

partners play a major role in bringing HIV infection into the general 

population. These “bridge” populations may be as important as core

groups in direct prevention programs.2 Military personnel, long-distance

truck drivers and migrant workers are easily identified as potential clients

for commercial sex and targets for prevention activities. But in many

developing countries, male purchase of commercial sex is a social norm,

and married men purchase sexual services on a regular basis. In

Zimbabwe, 38 percent of male students and 25 percent of working-class

men reported having had sex with a commercial sex worker.3

I N T R O D U C T I O N
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Another important core group are the regular partners, or non-

commercial partners, of sex workers. In a study among “lovers” of female

sex workers in Bangladesh, 32 percent of them reported sex with other sex

workers, and 28 percent reported another sexual partner, apart from their

wife.4 Because of the important role of core groups in HIV dynamics, 

programs to reduce transmission of HIV infection within these groups

could have a considerable effect in slowing the spread of the HIV epi-

demic, at a relatively low cost.5 It is sometimes stated that core groups are

less important for HIV control in situations where the HIV prevalence is

already high and has spread into the general population. But high preva-

lence does not change the basic epidemiologic principle that the core

group accounts for a disproportionate amount of HIV transmission.6

192 C H A P T E R  E I G H T — R e d u c i n g  H I V  R i s k  i n  S e x Wo r k e r s , T h e i r  C l i e n t s  a n d  Pa r t n e r s

60

50

40

30

20

10

0

FSW
Pregnant women

U
.S

. 
$

F i g u r e  1
Prevalence of HIV in Female Sex Workers (FSW)
and Pregnant Women, in Different Cities in 
Developing Countries

Rio de 
Janeiro,
Brazil

1992 - ‘93
(5, 6)

San Pedro
Sula,

Honduras

1995
(7)

Lagos,
Nigeria

1996
(4)

Kinshasa,
Congo

1996
(3)

Abidjan,
Côte d’Ivoire

1997
(1, 2)

Bombay,
India

1994
(8)

Chiang Rai, 
Thailand

1993
(9)



There is increasing evidence now that targeted programs to reduce

transmission of HIV infection within core groups are feasible and effec-

tive. Targeted interventions have led to successful risk reduction and

decreased levels of infection. Reported condom use with the last client in

Abidjan, Côte d’Ivoire, increased from 63 percent in 1991 to 91 percent

in 1997.7 The Thai 100 Percent Condom Program has been associated

with an increase in condom use among sex workers, from 14 percent to

94 percent.8

It should be stressed that there are important underlying principles for

successful projects, including non-discrimination and respect for human

rights. Prejudice, violence, arrest and harassment and compulsory testing

for STD and HIV further stigmatize sex workers and jeopardize the suc-

cessful implementation of prevention programs. (Issues related to human

rights and HIV/AIDS are discussed in more detail in Chapter 27.)

This chapter focuses on prevention of HIV in female sex workers, their

clients and partners. Male and transgender sex workers, whose numbers

are small in most developing countries, are not dealt with separately.
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S TAT E - O F - T H E - A R T
A P P R O A C H E S ,  S T R AT E G I E S
A N D  E X P E R I E N C E

There is no single, universal model for providing
prevention activities to sex workers, their clients and
partners. Not only the content of the intervention
package itself, but also the strategies to deliver that
package have to be adapted to the different situations.
The following sections will examine the components
and “tools” of an intervention package; selected strate-
gies and “best practices” for delivering the package;
community involvement and networking; and policy
issues. Finally, some special approaches to targeted
interventions are discussed. 

TH E IN T E RV E N T I O N PAC K AG E

Many projects have found that HIV prevention
activities among sex workers, their clients and partners
are most effective when the intervention package 
contains at least three key elements: 

Information and behavior change messages

Condoms and other barrier methods

Sexual health services

Information and behavior 
change messages

The goal of sex work-related STD/HIV prevention
messages is to reduce the health risk, and in particular
the risk of STD/HIV infection, associated with sex
work. Basic knowledge of HIV transmission and the
protective role of condoms is usually high among sex
workers in most developing countries with a mature
HIV epidemic. Behavior change messages should
therefore focus on: 

Alternative safe sex practices

Use and conservation of male and female condoms

Lubricants

Symptoms of STDs

Health-seeking issues

Clarification of misunderstandings about unsafe
traditional practices or beliefs

Creative tools can be helpful in conveying informa-
tion and behavior change messages. In Brazil, for
example, a survey among female sex workers collected
all their questions on HIV and STDs. The questions
and their answers were compiled in a booklet and 
distributed among sex workers.9 Other innovative
behavior change message tools developed to target sex
workers in different countries include videos, comic
strips, pictorial flip-charts and WalkMan and cassette
tape sets.10-13

Improving skills related to condom use and partner
negotiation is essential to putting the preventive mes-
sages into practice. These skills include strategies to
reduce accidental or deliberate condom breakage, and
alternative methods for applying condoms (such as
using the mouth) that are more acceptable for clients.
Different communication and negotiation skills are
needed with the non-commercial partners of sex work-
ers. There is often a pattern of condom use by level
of intimacy and familiarity. For example, while 100
percent of the sex workers surveyed in the Dominican
Republic reported condom use with a new client, only
89 percent actually used a condom with repeat clients
and only 29 percent with a long-term partner.14 In a
similar survey in Cambodia, there was 89 percent
consistent condom use with a client, 75 percent with a
regular client and 42 percent with a “sweetheart.”15

When female sex workers in Abidjan were asked why
they did not use condoms with their partner, 49 per-
cent said that they trusted him, 17 percent wanted a
child from him, 17 percent said they loved him and
10 percent said the partner refused to use a condom.7

Targeted information and behavior change mes-
sages are also needed to decrease ignorance, misinfor-
mation and condom resistance among the clients of
sex workers. In Abidjan, a survey was conducted
among 526 clients of female sex workers.16 Although
the level of general knowledge about HIV was high,
36 percent of the clients believed that HIV could be
transmitted by witchcraft and 61 percent believed that
it could be transmitted through mosquito bites. One
of the most common reasons reported for not using a
condom was that they were “not used to it.” If both
sex worker and client are fully informed about sexual
health they are more likely to have safe sex.
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Condoms and other barrier methods
The male condom is currently the only effective,

widely available HIV/STD prevention method. 
Access to condoms is therefore essential to effective
preventive behavior among sex workers, their clients
and partners. Sex workers with many clients per day
may complain of vaginal irritation and pain when
using condoms. Water-based lubricants not only 
prevent these problems, but also decrease condom 
breakage. To increase their availability, water-based
lubricants are being sold at a subsidized price in a sex
worker clinic in Abidjan. More than 30,000 units 
(5 ml) were sold in 1998.17

Use of the male condom depends primarily upon
the cooperation of the male sex partner. Effective
methods under the control of women that allow them
to protect themselves or reduce risks are urgently
needed for female sex workers. In Thailand,
a group of sex workers were given the option of using
the female condom if clients refused or were not able
to use male condoms. Another group was instructed to
use male condoms consistently. The proportion of
unprotected sexual acts was reduced by 17 percent in
the group that had the female condom option. There
was also a 24 percent reduction in the incidence rate
of STDs in this group.18 This study shows that offering
female sex workers an additional choice may result in
better protection.

Other female-controlled methods should be tested
for efficacy and acceptability. Some clinical trials with
vaginal spermicides resulted in significant reductions
in STD rates, but their protective effect against HIV is
still being studied.19 Diaphragms have many potential
advantages: they can be re-used, require no waiting
time after insertion, fit nearly all women and may
require no negotiation. But they leave a portion of the
vagina unprotected and their effect on microbes,
including HIV, that can be transmitted through sites
other than the cervix, needs further study.20

Sexual health services
Now that it is clear that STDs facilitate HIV trans-

mission, prompt STD treatment has become a key
strategy for HIV prevention. High STD infection rates
have been reported in sex workers and their clients.
Good quality STD care not only results in immediate
health benefits, but also has the potential to slow
down the HIV epidemic.21 Table 1 summarizes the
effect of some targeted interventions on STD infec-
tions. Decreased levels of infection were observed not
only in the targeted population itself, but also in the
bridge population (miners in South Africa), and even
in the general population (military conscripts in
Thailand).

Given the prominent role of core groups in the 
epidemiology of STDs, diagnostic algorithms need to
be highly sensitive to enable treatment of as many
infections as possible. STD symptoms in male clients
and partners can be efficiently managed using simple
algorithms based on a syndromic approach. The diag-
nosis and prompt treatment of STDs in female sex
workers are complicated by the large proportion of
asymptomatic infections, the absence of a simple, valid
and rapid screening test for cervical infections, and 
the problem of adapting risk assessment diagnostic
algorithms to this high-risk population. Algorithms for
STD case management in female sex workers have
been validated in different settings and successfully
implemented.22,23 These include guidelines for monthly
STD check-ups, presumptive treatment at first visit
and adapted risk evaluation. (Chapter 15 provides
further details on specific diagnostic strategies.) 

There may also be considerable need for other
reproductive health services for sex workers, such as
family planning services. Only 17 percent of the sex
workers in Vietnam used contraceptives24 and 13 
percent of the female sex workers in Abidjan used 
hormonal contraceptives.25 Sixty-two percent of the sex
workers interviewed in Abidjan expressed their wish to
receive family planning services in a confidential sex
worker clinic. The need for family planning services is
also evidenced by the high number of abortions
among sex workers. The reported abortion rate was 37
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percent in Abidjan, 40 percent in Brazil, and 35 
percent of the women in the Gambia had terminated
a pregnancy in the past five years.25-27 It therefore
seems logical to integrate family planning services into
health services for female sex workers. But it should be
stressed that promotion of hormonal contraceptives
should always be done in combination with an
enhanced condom promotion program to avoid a
decrease in condom use when a safe non-barrier con-
traceptive method is used. (Dual protection is further

discussed in Chapter 17.) In addition to reproductive
health services, other services may be provided includ-
ing general health services, legal assistance, reference to
welfare services and training programs. These services
will contribute to increasing the acceptability of the
prevention messages.
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T a b l e  1
Decreased Infection Rates Following Targeted
Interventions For Sex Workers and Their Clients

Site Intervention Outcome Ref

Female sex workers (FSW)

Zaire (RDC) BCC, condom promotion, monthly In FSW: HIV incidence 12/100PY—4/100PY 17
STD screening/treatment

Côte d’Ivoire BCC, condom promotion, monthly In FSW: HIV incidence 16/100PY—5/100PY 18
STD screening/treatment

Thailand BCC, condom promotion In military conscripts: HIV incidence 19
(100 percent condom campaign) 2.5/100PY—0.5/100PY; STD incidence: 

tenfold decrease.

India BCC, condom promotion In FSW, Intervention vs. Control: 20
HIV incidence 5/100PY vs. 16/100PY;
syphilis incidence 8/100PY vs. 22/100PY;
Hepatitis B incidence: 3/100PY vs. 11/100PY

Zimbabwe BCC, monthly STD check-up In FSW: vaginal infection 40 percent—9 percent; 21
syphilis 35 percent—4 percent
In miners: decreased visits to STD clinics.

South Africa BCC, condom promotion, In FSW: Gc/Ct infection 25 percent—10 percent; 22
monthly presumptive treatment genital ulcers 10 percent—4 percent
for bacterial STD In miners: Gc/Ct infection 11 percent—6 percent;

genital ulcers 6 percent—1 percent; visits to
STD clinic decreased.

Bolivia BCC, condom promotion, In FSW: Prevalence Gc 26 percent—10 percent; 23
improved STD care syphilis 15 percent—9 percent; genital ulcers 

6 percent—1 percent

Truck drivers

Kenya BCC, condom promotion, In truck drivers: Incidence Gc: 15/100PY—5/100PY; 24
STD diagnosis and treatment NGU: 10/100PY—2/100PY; genital ulcers 

9/100PY—2/100PY



Three components, one package
Combining the three key elements—information

and behavior change messages, condoms and other
barrier methods and sexual health services—in one
package will result in a better, more effective HIV 
prevention intervention. In South Africa, for example,
condom sales remained low among high-risk women
in a mining community, even after the introduction of
a condom social marketing program within the com-
munity. The women said they were tired of receiving
condom messages while other health issues were
ignored.28 Condom use started to increase when STD
services were offered. In Peru an STD control program
for female sex workers was inadequate because it did
not address the behavioral and condom use compo-
nents sufficiently.29

SU CC E S S F U L ST R AT E G I E S

There is no single “best practice” approach to 
delivering the HIV prevention package to sex workers,
their clients and partners. Intervention packages will
be delivered in a more efficient way if a combination
of strategies is used. Strategies that have been success-
ful in a number of targeted interventions all over the
world include: 

Use of informal contacts, key informants and
“leaders” to access the population

Peer health promotion and education

Outreach activities

Condom social marketing and distribution

Accessible sexual health services

Use of informal contacts and key informants to
access the population

Sex workers, their partners and clients are generally
a very mobile and hard-to-reach population. Some
commercial sex environments are very closed and 
contact with them is extremely difficult, such as when
legal or cultural conditions force sex workers to 
operate in secret. The multiple forms of sex work

(clandestine, registered, occasional, under the guise of
small business, for paying school fees, etc.) add to the
complexity of the phenomenon. Because of these diffi-
culties, the task of accessing sex workers may be diffi-
cult but by no means impossible. Initial entry into the
sex worker community should be made through infor-
mal contacts and the use of key informants.30 It is usu-
ally possible at this stage to establish the existence of
communication networks, informal groupings and
leadership patterns. For example, Family Health
International’s AIDS Control and Prevention (AID-
SCAP) Project in Senegal used registered female sex
workers to approach clandestine sex workers.31 In
Vietnam and China, female sex workers were
approached through “education centers,” where they
are sent for several months if they are arrested.24

The same strategy can be used to reach clients and
partners of sex workers if they belong to an easily
identified high-risk group. Contacts in truck compa-
nies may facilitate access to long distance truck drivers,
for example, and were used in truck driver projects in
Tanzania and Kenya.32,33 In Brazil, the Santos Port
Authority was approached to reach the workers of the
large port of São Paulo.34 Miners in South Africa were
reached through the health authorities of the mining
companies.35 But most often, clients of sex workers do
not form a visible, coherent social grouping. To reach
them, strategies for reaching the general sexually active
male population should be used, including mass
media, social marketing, billboards and general health
services. Innovative approaches can be effective, such
as in Lagos, Nigeria, where mobile health educators
approached urban commuting workers stuck in 
traffic jams.36
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Peer health promotion and education
The use of peer educators has been recognized as an

effective strategy for reaching targeted populations with
behavior change and condom promotion messages.
Peer education involves the sharing of information
about attitudes and behavior among same-community
members. In the context of sex work, peer health edu-
cators are persons who have worked or are still active as
sex workers and are thus able to communicate more
easily with their peers. Clients and partners, including
truck drivers and military personnel, may be more
receptive to prevention messages given by their own
peers. But peer educators require considerable training
and supervision to gain credibility and full acceptabil-
ity by their peers. In Zimbabwe, informal leaders
among the sex workers were recruited and trained as
peer educators. They attended three-hour meetings
held each week throughout the year, through which
they were trained in STD and HIV information, 
educational and counseling techniques, condom pro-
motion and community mobilization.30 In Kenya, each
peer educator was responsible for a group of approxi-
mately 20 peers within her catchment area, and they
became resource persons, STD and AIDS educators,
promoters and distributors of condoms.30 The experi-
ence of sex workers as peer educators can enhance their
credibility, especially where sex workers are suspicious
about contact with officials. But there may be some
difficulties with using peer educators, especially in 
situations in which there are significant tensions and
rivalries in the sex industry. In Honduras, for example,
peer educators promoting condom use were often 
met with suspicion by sex workers who feared they
were trying to steal clients, because many clients were
willing to pay more for unprotected sex.37

Outreach activities
Outreach is the term used when activities or serv-

ices are taken to sex workers or their clients. For
behavior change messages, outreach is often through
face-to-face interviews or group education sessions in
the workplace or home, informal meeting places or
local community venues. A team of fieldworkers in a
project in Madagascar goes twice a week, at night, to
sex worker worksites.38 The team’s outreach activities
include discussing HIV prevention, distributing con-
doms, and providing free tickets for check-ups at the
local STD clinic. The same project designed a specially
equipped mini-bus with audio-visual material. The
bus travels around the capital, leaving informational
leaflets and distributing condoms at bus-stops.38 The
AIDSCAP project in the Dominican Republic used
provocative theater techniques, carried out in brothels,
bars, areas surrounding active businesses and busy
commercial sex zones.39 Another theater group is being
used for the same purpose in Kinshasa, Democratic
Republic of Congo (RD Congo).40

Services outreach may be effected through mobile
clinics. STD services and condom promotion and 
distribution to high-risk women were provided at a
mobile clinic located near meeting places for miners
and sex workers in a mining community in South
Africa.41 In Cotonou, Benin, a study demonstrated the
feasibility of the outreach methodology for contacting
male clients and non-paying sexual partners of female
sex workers directly onsite at prostitution venues
for HIV prevention activities.42 Male clients in the
company of a female sex worker were approached
individually by an outreach worker who, with the aid
of the sex worker, explained the purpose of the study
to the client and asked him if he would like to partici-
pate. No payment was offered to the clients, though
they were offered a free leucocyte esterase dipstick
(LED) test and a physical examination for STDs, as
well as free STD treatment when appropriate. Each
participant also received individual preventive counsel-
ing and free condoms.42
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Condom social marketing
versus free condoms

Condoms should be promoted continually and
made accessible and affordable. In theory, condoms
should be given free to highly vulnerable populations.
The distribution of free condoms can also help out-
reach workers gain access to sex businesses or provide
an incentive to sex workers to attend an STD clinic or
an educational session. But in most developing coun-
tries, health promotion projects do not have a steady
supply of free condoms. Social marketing, or selling
condoms and lubricants at subsidized prices, is usually
more sustainable than supplying free condoms. Social
marketing programs for condoms are one of the most
successful HIV interventions in developing countries.
Non-traditional outlets located near sex worker work-
sites increase the availability of condoms. Social mar-
keting of condoms and distribution of condoms to the
targeted population through multiple approaches—
free, targeted distribution, community-based distribu-
tion programs, health facilities and other commercial
outlets such as pharmacies and village stores-should
complement each other to achieve a maximum 
availability of condoms. In Abidjan, for example, a
survey among sex workers revealed various condom
outlets, including the sex worker clinic, pharmacies,
small stores, ambulant vendors, market places, hotels
and brothels.25

Access to sexual health services
Sex workers often have no access to good quality

services. Among female sex workers who reported a
history of STDs in Vietnam, 46 percent used self-
treatment, 27 percent did not receive treatment and
only 27 percent had access to health services.24 Even
when they are available, there are a number of reasons
for poor utilization of services, such as stigma, incon-
venient hours of operation and economic, language or
other cultural barriers. Different projects have tried 
to increase the accessibility of services by promoting
sex-worker-only clinics. In Abidjan, the Projet
RETRO-CI set up a confidential clinic for female sex
workers called the Clinique de Confiance. For reasons

of confidentiality, the clinic is located in a discreet
place in a popular area in town, and does not advertise
itself as a clinic. It offers free STD treatment, HIV
counseling and testing, and condom promotion to sex
workers and their regular partners.43 In Bombay, India,
a sex-worker-only clinic was established in each red-
light area to provide basic health care services and
referrals.44 Other projects have tried to improve the
quality and access of existing health facilities. In Rio
de Janeiro, Brazil, sex workers received a card with a
list of public health care facilities that provide good
quality STD care. Clinics made this list if they had
available STD drugs and their physicians had received
training in STD care.45

The question of whether it is better to set up spe-
cial services for high-risk populations or to integrate
STD services into primary health care remains unan-
swered. A Tanzanian study evaluated different
approaches to STD services for women working at
truck stops.46 Service utilization was lowest in one site
with insufficient drug supplies. The sites where serv-
ices were offered outside health facilities or at times
other than normal clinic hours had higher rates of uti-
lization than those where STD services were integrated
into established health services.46 In the Republique
du Congo (Kinshasa), attendance of sex workers at a
specialized clinic dropped dramatically when the clinic
was opened to the general population.47 These data
indicate that specialized services for sex workers could
provide them with additional safe and confidential
options for sexual health services. Specialized services
may also offer better opportunities for targeted 
educational sessions and regular screening activities. 
A regular visit by the sex worker will enhance the 
relationship of trust with health care workers and 
provide a forum for prevention messages. 
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C O M M U N I T Y
I N V O L V E M E N T  A N D
N E T W O R K I N G

If intervention programs targeting core groups are
to succeed, they must be undertaken in full partner-
ship with the targeted population. In Calcutta, India,
for instance, peer educators were represented in 
several forums, such as the steering committee, partici-
patory council, field committee and NGO AIDS 
coalition. The aim was to facilitate community owner-
ship and eventually hand it over to the community.12

Community involvement is especially important to
understand and address the needs of sex workers. These
needs may have little to do with HIV/STD prevention,
but taking them into account helps to enhance the
credibility and acceptance of the intervention.

The success and sustainability of projects also
depend on involving a range of people who influence
commercial sex activity, either directly or indirectly.
In Bali, Indonesia, a behavior intervention project
included education of female sex workers, education
programs for pimps and a media campaign targeting
clients of low-price sex workers.48 In Bombay, madams
and brothel managers were also included in a number
of interventions including condom promotion and
health education activities.44

Networking of projects targeting sex workers is
important for sharing information about effective
approaches and materials among organizations that
provide services to sex workers, their clients and part-
ners. Networking is also important for advocacy at the
international and regional levels. The Network of Sex
Work Projects (NSWP), for instance, is an interna-
tional network consisting of sex workers and organiza-
tions that provide services to sex workers. The NSWP
aims to provide practical information and opportuni-
ties for information sharing among organizations that
provide services to sex workers; raise awareness of the
health and welfare needs of sex workers; advocate at
the international level for policies and actions which
further the human rights of sex workers; develop and
maintain links between sex workers, service providers
and relevant international agencies; and facilitate
opportunities for the voices of sex workers to be heard
in international forums in which ideas about commer-
cial sex are exchanged.

P O L I C Y  I S S U E S
Political approaches to prostitution have an impact

on, and are frequently inseparable from, control pro-
grams.49 Some countries have laws that prohibit and
criminalize sex work. The effects of such laws include
sex workers operating in secret, frequent arrest and
abuse by the police, contact with other criminal activi-
ties and difficulty accessing organizations that provide
services to sex workers. Other countries continue to
make compulsory registration and health checks a
working requirement. But the most vulnerable sex
workers tend to work illegally without access to health
care.49 In Dakar, Senegal, unregistered sex workers
were more likely to be infected with gonorrhea, tri-
chomonas and syphilis than were registered sex work-
ers.50 In Vietnam and China, prostitution is considered
illegal and a “social evil.” Female sex workers are sent
to “education centers” for several months if they are
arrested in their workplaces.24 Repression exacerbates
the problem since sex workers are further marginalized
from health services and prevention interventions in
the attempt to evade legal restrictions on their work.
Decriminalizing sex work and encouraging safer envi-
ronments are important policy issues in prevention
among female sex workers.
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S P E C I A L  A P P R O A C H E S  T O
P R E V E N T I O N  P R O J E C T S  

Three special approaches dealing with specific
problems of HIV prevention and care in sex workers
are discussed here:

Income-generating projects

Care and support for HIV-infected sex workers

Overlapping risks of injection drug use and 
commercial sex

IN CO M E-GE N E R AT I N G PRO J E C TS

All over the world, poverty and lack of alternative
options are associated with prostitution. Because of
economic considerations, some sex workers still have
sex with men who refuse to use a condom. In many
situations, clients offer to pay more for sex without a
condom. In South Africa, the price of sex without a
condom was four times the price of one with a con-
dom.51 In a study in Abidjan, female sex workers were
asked at what point they gave up arguing with a client
who did not want to use a condom. Of these, 71 
percent said they never gave up, but 20 percent said
they stopped arguing when they “needed the money.”7

To help women stop working in the commercial
sex industry, some projects give sex workers vocational
training, help them obtain hawker/vendor licenses,
provide small enterprise management advice, help
them establish cooperative ventures or offer them
loans to start small businesses. Many of these projects,
however, lack clear goals and realistic expectations of
what sex workers might achieve. Compared to com-
mercial sex, few other jobs offer the same advantages
for women, including ease of entry, a ready market
and higher earnings than any other job these women
could find.30 A study in Thailand found that HIV and
STD infection rates decreased after the women left sex
work but were still substantial, indicating the women’s
continued risk of infection even after leaving the
industry.52

But sex workers who do not rely on sex work as
their only source of income are in a better position to
negotiate safe sex. Projects may attempt to provide
sex workers with income from other part-time work as
a bulwark against inadequate or unreliable income. 
This could give sex workers some independence from
clients and might help women, especially those who
earn insufficient income from clients, to reject those
who refuse to use condoms.3 Further research is
needed to assess the effectiveness of such projects.

CA R E A N D SU P P O RT F O R
SE X WO R K E R S W I T H HIV/AIDS

In most countries, a large number of sex workers
have already been infected at an early stage of the 
epidemic. Health structures where first line STD case
management is offered to sex workers usually have
limited facilities to treat opportunistic infections. Sex
workers should be referred to specialized clinics that
offer good, affordable services in a non-stigmatizing
environment. But in most settings these services are
scarce. The access to antiretroviral therapy (ART) for
sex workers in developing countries, where only a
wealthy few can afford such treatment, is even more
complicated. But the lack of antiretroviral (ARV)
therapy should not be an excuse for not offering care
and support to sex workers infected with HIV.

Health services for female sex workers should
include cotrimoxazole prophylaxis of opportunistic
infections in the minimum package of care as soon as
the first symptoms of infection appear. Sex workers
have needs that should be addressed regarding HIV
testing and counseling, information and education if
they are HIV positive; advice on care and support;
access to people living with HIV/AIDS groups; and
planning for their future.

In the Dominican Republic, a peer educator who
was found to be HIV positive formed her own AIDS
support group.53 In the Biryogo health center in
Kigali, Rwanda, a Service Social SIDA (AIDS social
service) was started in 1989 because of increasing
numbers of AIDS patients, many of them sex workers.
The services provided include pre- and post-test coun-
seling, home visits, monthly meetings for HIV-positive
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people, weekly information sessions and a tontines
pour les prostituées (savings bank for sex workers).54

(Voluntary counseling and testing (VCT) and man-
agement of HIV disease and its complications are
discussed further in Chapters 23 and 25 respectively.)

OV E R L A P P I N G RI S K S O F
IN J E C T I O N DRU G US E A N D
CO M M E RC I A L SE X

Drug use, especially intravenous drug use, has been
documented in female CSWs in several countries.
Most of the research has been focused on female sex
workers so the extent of this problem among male sex
workers is unknown. For example, 3.5 percent of a
sample of sex workers in the city of São Paolo,55 90
percent of sex workers in St. Petersburg, Russia56 and
84 percent of street sex workers in Melbourne,
Australia, had a history of injection drugs.57 These
overlapping risk behaviors—commercial sex work and
injection drug use—increase the risk of HIV infection
and amplify the potential spread of the virus in com-
munities.

Interventions with CSWs who are also injection
drug users (IDUs) require the simultaneous imple-
mentation of prevention strategies from two separate
disciplines:  harm reduction for IDUs (see Chapter
22) and sexual transmission reduction, using con-
doms, behavior change and STD care (See Chapters
6, 12, and 15). Unfortunately, most harm reduction
programs fail to adequately address their clients’ risk
of HIV infection through sexual transmission and do
not explicitly address commercial sex issues. Similarly,
most sex worker interventions do not address their
risk of HIV through injection drug use. Interventions
are further complicated by the fact that while many
women IDUs may engage in commercial sex for
income they do not necessarily identify themselves as
CSWs, and therefore would not be easily accessed by
CSW intervention projects. In settings where intra-
venous drug use is common, harm reduction projects
should explicitly look for and address the additional
vulnerabilities in IDUs who engage in commercial sex.

L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S

Targeted interventions to reduce transmission of
HIV in sex workers, their clients and partners are a
feasible and efficient use of resources in all stages of
the HIV epidemic.

A combination in one package of information 
and behavior change messages, condoms and other 
barrier methods and sexual health services will
result in more effective HIV prevention.

New approaches are needed to increase condom
use with repeat clients and regular partners.

Offering female sex workers additional choices of
preventive methods will result in better protection.

Condom social marketing and free distribution of
condoms should complement one another.

Specialized services for sex workers could provide
them with additional safe and confidential options
for sexual health services and behavior change 
education.

Income-generating projects often have unrealistic
goals.

F U T U R E  C H A L L E N G E S  
Making prevention interventions among sex work-

ers, their clients and partners work successfully is in
itself a major challenge in HIV prevention. But some
specific challenges for the future can be identified: 

Access to the most difficult-to-reach
groups. Adolescents, young girls living with
their parents, unregistered sex workers and
part-time sex workers are some of the most
difficult groups to reach. Many of them
have a hidden life as a sex worker, which
complicates their access to prevention activ-
ities. Efforts should be made to reach these
women since they are highly vulnerable to
HIV/STD infection. 

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  E I G H T 203



Female-initiated methods. Effective meth-
ods under the control of women that allow
them to protect themselves or reduce risks
are urgently needed for female sex workers.
Existing, effective methods—such as male
and female condoms—should be made
available and promoted among female sex
workers. New methods, such as vaginal
microbicides, should be tested for efficiency,
feasibility and acceptability.

Designing prevention projects for part-
ners of sex workers. Many projects report
low levels of condom use between sex work-
ers and their non-paying partners. Because
these relationships are of unknown stability
and fidelity, they may also constitute a 
considerable HIV risk. The challenge is
twofold: to reach the partners of sex work-
ers and design an adapted prevention inter-
vention for them. 

Income-generating projects. Operations
research is needed to assess the effectiveness
of income-generating projects. At present
very little is known about the extent to
which other part-time work might affect the
sexual behavior of sex workers.

Care and support for sex workers with
HIV/AIDS. In the future, more and more
projects will be confronted with the 
growing problem of sex workers with
HIV/AIDS. Experience from small-scale
pilot projects should be disseminated and
guidelines developed for the care and 
support of sex workers with HIV/AIDS.

C A S E  S T U D I E S

HIV/STD PR E V E N T I O N I N
FE M A L E SE X WO R K E R S I N AB I D J A N,
CÔ T E D’IVO I R E

In Abidjan, female sex workers and their clients
appear to have played a central role in the HIV epi-
demic. In 1990 the HIV prevalence rate among female
sex workers was very high (69 percent), and sexual
contact with female sex workers was common among
men in Abidjan. In response to this dramatic situation,
geographical mapping of the sites where FSW lived
and where they recruited clients was undertaken in
1991. Also in 1991, a baseline community-based
interview survey (CBIS) was conducted on the socio-
demographic characteristics of sex workers, their
knowledge of HIV/STD transmission, condom access
and use and their access to STD treatment services.

Based on this situation analysis, intervention activi-
ties were initiated by the Ministry of Health’s Projet de
Prévention et de Prise en charge des femmes libres et leurs
Partenaires (PPP). The activities included mobilizing
community leaders, providing health education in
group sessions in or near sex work worksites and peer
education. PPP’s activities were extended from three
districts in 1991 to all 10 districts in 1994. The group
health education sessions were conducted in bars,
hotels and other sex work worksites by PPP staff,
including health educators and social workers using
slides, video films and drawings as audiovisual sup-
port. Peer education was conducted by sex workers
and former sex workers trained in communication
techniques and in STD/HIV prevention. The peer
educators used a picture album as an STD/HIV/AIDS
education tool and a wooden penis model to demon-
strate condom use.

Clinique de Confiance, a clinic open only to FSW
and their stable sex partners, started its activities in
1992. Operated by Projet RETRO-CI (a collaborative
HIV/AIDS research project of the Centers for Disease
Control and Prevention, Ivoirian Ministry of Health
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and the Institute of Tropical Medicine, Antwerp,
Belgium), the Clinique de Confiance offers free group
health education, diagnosis and treatment for STDs,
HIV counseling and testing and condoms. During
PPP’s peer education activities and group health edu-
cation sessions, information was routinely given about
the STD/HIV services that Clinique de Confiance
offers to FSW.  Follow-up CBIS were conducted in
1993, 1995 and 1997.

There were major shifts in both the CBIS and at
Clinique de Confiance in the country of origin of FSW.
There have been fewer Ghanaian women and more
Ivoirian and Nigerian women in recent years, and
FSW have also tended to be involved in sex work for
shorter periods of time and to charge more for sexual
intercourse.

In the CBIS, reported condom use with the last
client increased from 63 percent in 1991, to 91 
percent in 1997. The proportion of women who had
visited Clinique de Confiance increased from nine per-
cent in 1993 to 37 percent in 1997, and these women
were more likely to report having used a condom with
their last client, compared with women who had not
attended the clinic (e.g., 87 percent versus 72 percent
in 1995). FSW who attended Clinique de Confiance for
the first time reported increased, consistent condom
use with all clients during the last working day
between 1992 and 1998, from 20 percent to 78 per-
cent. There were corresponding, significant declines in
the prevalence of HIV infection from 89 to 32 per-
cent, and of gonorrhea from 33 percent to 11 percent.

In Abidjan, community-based and clinic-based 
prevention activities targeting FSW were strengthened
through collaboration. These activities have con-
tributed to an increase in condom use and a decline in
HIV and other STD prevalence rates. This integrated
approach may serve as an intervention model in simi-
lar populations elsewhere in the region.

This case study was written by Peter D. Ghys (Projet
RETRO-CI, Abidjan, Côte d’Ivoire and Institute of
Tropical Medicine, Antwerp, Belgium) and Michel
Ayokoin (program manager of the PPP project, Abidjan,
Côte d’Ivoire).

HIV/AIDS PR E V E N T I O N ST R AT E G I E S
AM O N G FE M A L E SE X WO R K E R S:
CE N T RO D E OR I E N TAC I Ó N E
IN V E S T I G AC I Ó N IN T E G R A L (COIN)
DO M I N I C A N RE P U B L I C

The number of female sex workers in the
Dominican Republic has been conservatively estimated
at 60,000 women. It is also estimated that another
30,000 Dominican women work in commercial sex
settings outside the country. Of the women working in
the commercial sex industry in the Dominican
Republic, an estimated 80 percent work out of sex
establishments such as bars, discos and brothels, and an
estimated 20 percent work from the street. Female sex
work occurs throughout the country and is particularly
prevalent in larger cities and tourist areas.

Commercial sex and sex tourism are important ele-
ments that have historically contributed to the growth
of HIV prevalence in the Dominican Republic. HIV
median point prevalence from Ministry of Health
sentinel surveillance sites among female sex workers
rose from 3.3 percent in 1991 to 7 percent in 1995.
While the average HIV prevalence rate among female
sex workers in Santo Domingo has remained relatively
stable at approximately six percent to seven percent
over the last few years (1996 to 1998), prevalence rates
in other areas of the country have continued to
increase as high as 10 percent in specific sites.

In response, the NGO Centro de Orientación e
Investigación Integral (COIN) was founded in 1987.
In 1989 it began its first full-scale HIV prevention
intervention in the commercial sex industry of Santo
Domingo, the capital of the Dominican Republic. The
intervention was called Avancemos and continues to
this day in Santo Domingo and several other regions
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of the country where there are significant numbers of
sex workers. The basis of the intervention is a strategy
of “education among equals,” or peer education. Sex
workers educate each other about HIV/STD preven-
tion techniques such as condom use and negotiation
skills, as well as other related issues such as self-esteem,
gender and sexuality, human and occupational rights
and reproductive health. 

The Avancemos intervention uses two types of peer
educators or health messengers: leaders and volunteers.
The health messenger leaders are sex workers or former
sex workers who receive advanced training on how to
educate and mobilize current workers, their clients 
and sex establishment owners and managers regarding
HIV/AIDS/STD prevention and care. They use a 
variety of different approaches such as group work-
shops, individual counseling and street theater. The
health messenger volunteers are current sex workers
who reinforce on a daily basis the leaders’ educational 
messages with their peers in the sex establishment
environment. Professionally trained educational staff
from COIN provide training and supervision to the
health messenger leaders. 

Through the Avancemos project, several innovative
educational materials—such as comic strips, posters,
brochures and music spots for sex establishment disc
jockeys—have been designed by and for sex workers,
their clients and sex establishment owners and man-
agers. In addition to educational techniques and 
materials, COIN also facilitates and implements 
condom social marketing and mobile clinical STD
services. The peer educator/health messengers serve as
the critical links to these other project services by
selling condoms within the sex establishments and
motivating and referring sex workers to their monthly
STD check-ups in either COIN’s mobile clinic or
local government STD clinics. 

As a result of COIN’s programming, several other
NGOs have been formed that now provide both 
HIV prevention programming and care for people 
living with HIV/AIDS. One such organization is
Movimiento de Mujeres Unidos (MODEMU), a
national union of female sex workers led by many of

the health messenger leaders and volunteers empow-
ered and inspired by the Avancemos project.
MODEMU’s mission is to protect and promote sex
workers’ legal, health and economic rights and devel-
opment. The organization is also in the process of
forming a micro-credit cooperative to assist sex work-
ers in developing their own businesses and savings, as
well as developing HIV and violence prevention
interventions for the growing number of Dominican
female sex workers working outside of the country.

Using this integrated approach, COIN’s efforts
have had an important influence on the adoption of
HIV-related protective sexual behavior among female
sex workers in the Dominican Republic. For example,
knowledge, attitude and practice (KAP) surveys,
conducted between 1990 and 1996 in COIN’s area of
intervention in Santo Domingo, showed that consis-
tent condom use between bar-based sex workers and
their new clients rose from 67 percent (1990) to 73
percent (1992) to 93 percent (1996). Less dramatic
increases in condom use were seen between bar-based
sex workers and their regular clients: 32 percent
(1990) to 49 percent (1992) to 50 percent (1996). In
a 1999 survey of female sex workers from both bars
and brothels in Santo Domingo, 92 percent reported
always using condoms with their new clients and 
58 percent with their “friends of trust” (amigos de
confianza) or regular clients in the last three months.
Seventeen percent reported using a condom the last
time they had sex with their husbands. More than half
of sex workers in the survey sample reported having
some sort of regular partner such as a friend of trust or
a husband. 
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Seeking to fill these gaps in condom use, COIN
became interested in successful condom promotion
strategies used by other countries in commercial sex
settings. In 1996 AIDSCAP supported COIN in 
conducting formative qualitative research to test the
feasibility of adapting the Thai 100 percent condom
program to the Dominican context. The Thai pro-
gram mandates condom use in all commercial sex acts,
access to condoms in sex establishments and regular
STD screenings for sex workers via government policy
and regulation. The burden of compliance with these
policies and regulations lies with the establishment
owners and managers who can be sanctioned by the
government for their noncompliance. 

The formative research revealed support on the
part of study participants—including sex establish-
ment owners and managers, sex workers, their clients
and regular partners—for the creation and implemen-
tation of policies and rules to promote and monitor
condom use within the sex industry. But one of the
most important barriers to condom use found in the
study was again related to issues of trust and intimacy
among sex workers and their regular clients and other
steady partners. Based on the results of this formative
research, a 100 percent condom use intervention trial,
sponsored by the Population Council/U.S. Agency for
International Development (USAID), is currently
underway and will test an adapted version of the Thai
condom program. This adapted model will address
both the environmental and structural determinants of
condom use in the Dominican context, as well as the
relational and cultural dynamics of trust and intimacy
among sex workers and their regular partners. The
ongoing intervention research will be implemented by
COIN in Santo Domingo and CEPROSH, an NGO
in Puerto Plata, together with the National Program
for the Control of Sexually Transmitted Disease and
AIDS (PROCETS) and the Dominican Ministry of
Public Health (SESPAS). The current intervention
model seeks to combine the empowerment-based
learning and solidarity of COIN’s Avancemos project
with critical policy and regulatory mechanisms docu-
mented by the Thai 100 percent condom program,
but adapted for the Dominican context.
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I N T R O D U C T I O N

It is clear that if national efforts to prevent the spread of HIV/AIDS are to
be effective and sustainable, they must be multisectoral in nature and
include the involvement of private sector businesses. To date, the business
response has been mixed, and most businesses in developing countries
have not yet developed or sustained comprehensive workplace programs,
nor have they made substantive contributions to national prevention
initiatives.

This chapter will focus on key steps needed to more fully engage the 
business sector in HIV/AIDS prevention and care programs. The steps are
straightforward: awareness of the problem and its implications for busi-
nesses; appreciation of prevention interventions; involvement and support
of management and workers in defining appropriate policies for the work-
place; and implementation and monitoring of both policies and programs.

T H E  B U S I N E S S  M O T I V A T I O N  F O R  H I V / A I D S  P R E V E N T I O N

A 1997 UNAIDS survey on corporate responses to HIV/AIDS, conducted
at 203 companies, found that the major motives for corporate action
were: (1) The welfare of infected employees; (2) Prevention, to safeguard
investments in staff and training; and (3) Avoidance of legal problems.
Since then, additional studies have provided a more comprehensive
picture of private sector concerns regarding HIV/AIDS in the workplace.
For example, companies want to know how HIV/AIDS affects 
their productivity and profits, and what are the costs involved in typical 
prevention and care programs.

R E Q U I S I T E S  F O R  E N G A G I N G  B U S I N E S S E S  I N  H I V / A I D S

Experiences from several countries point to the key factors that contribute
to effective workplace programs and policies. These factors are discussed
below.
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G E T T I N G  A N D  S U S T A I N I N G  M A N A G E M E N T  C O M M I T M E N T

The establishment of a successful and sustainable HIV/AIDS workplace
program is contingent upon genuine support from the upper-management
team. To gain management commitment, two aspects of the epidemic
need to be identified and, where possible, quantified: the costs of
HIV/AIDS and the costs of HIV/AIDS prevention.

E F F I C A C Y  O F  W O R K P L A C E  P R O G R A M S  A N D  P O L I C I E S

Workplace prevention programs and policies that are sustained, flexible
and sensitive have been shown to work. Examples of effective programs
(counseling, condom distribution) and policies (clear guidelines on illness,
accommodation, testing, benefits) are needed to demonstrate to compa-
nies that such approaches are feasible and will offer returns.

O P P O R T U N I T I E S  F O R  P R O G R A M  M A N A G E R S

It is possible to work directly with business managers and employee
representatives to develop and sustain workplace programs and policies.
Several steps will strengthen the process. These are outlined below.

A S S U R I N G  T H A T  R E L E V A N T  P O L I C I E S  C O M P L E M E N T  

P R E V E N T I O N  P R O G R A M S

The integration of prevention and care policies, along with a workplace
program on HIV/AIDS as part of a company’s standard employee benefits
package, is a key strategy to achieve sustainability of the program. It can
also lead to unexpected spin-offs. 

S T R E N G T H E N I N G  M A N A G E M E N T  A N D  S T A F F  C A P A C I T Y

T O  A D D R E S S  H I V / A I D S

Companies seeking to reduce the impact of the epidemic on their 
employees have tried to improve the ability of staff at all levels to reduce
HIV/AIDS risk, and make prevention and care a more integral part of
their operations. 

I D E N T I F Y I N G  C O N C E R N E D  B U S I N E S S  L E A D E R S  

As a select number of companies develop workplace programs and poli-
cies, their management staff can start to influence peers at other compa-
nies. Example, endorsement and guidance are likely to be as important as
outside factors in drawing more companies into the prevention network.

212 C H A P T E R  N I N E — H I V / A I D S  P r o g ra m s  i n  P r i v a t e  S e c t o r  B u s i n e s s e s



O F F E R I N G  C L E A R ,  P R A C T I C A L  A D V I C E  

Many companies continue to seek guidance on how to develop prevention
programs and policies that will serve their employees while also assuring
the profitable continuation of business. There are several resources that
can aid companies in developing policies and programs and monitoring
their effectiveness.

P R O M O T I N G  B U S I N E S S  P A R T N E R S H I P S

HIV/AIDS program managers have numerous opportunities to promote
partnerships with and among businesses. Depending upon the needs and
resources available, partnerships can take numerous forms, including:

Collaboration

Networking

Community alliances

Consultation

F U T U R E  C H A L L E N G E S

Working with businesses to stem the HIV/AIDS epidemic is one part of a
larger multisectoral response. Many business managers are aware that the
epidemic threatens the flow of commerce and profits. For these reasons
there are mutual needs and interests in building an HIV/AIDS prevention
partnership with business. 

C A S E  S T U D Y

FO R D MOTO R CO M PA N Y,  SO U T H AF R I C A

Ford Motor Company of Southern Africa developed a comprehensive
HIV prevention program to focus on communication, education, testing
and community involvement. The program was extended to employees,
contract workers, pensioners and their families, and has reached more
than 12,000 people since 1999. This activity is providing an important
link to workplace and community-based prevention programs.
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I
t is clear that if national efforts to prevent the spread of HIV/AIDS

are to be effective and sustainable, they must be multisectoral in

nature and include the involvement of private sector businesses. As

managers of workplaces in resource-constrained environments, the busi-

ness community has a critical role to play and can use company resources,

creativity, organizational structures, access to communities and investment

decisions to aid national AIDS

prevention initiatives.

To date, the business response to the epidemic has been mixed. A num-

ber of large corporations have adopted policies to guide management and

workers who face difficult decisions relating to HIV/AIDS in the work-

place. Some companies have implemented—often with outside help—

prevention interventions for employees and occasionally the surrounding

community. But most businesses in developing countries have not yet

developed or sustained comprehensive workplace programs, nor have they

made substantive contributions to national prevention initiatives.

This chapter will focus on key steps needed to more fully engage the

business sector in HIV/AIDS prevention and care programs. The steps are

straightforward: awareness of the problem and its implications for busi-

nesses; appreciation of prevention interventions; involvement and support

of management and workers in defining appropriate policies for the work-

place; and implementation and monitoring of both policies and programs.

I N T R O D U C T I O N
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T H E  B U S I N E S S
M O T I VAT I O N  F O R
H I V / A I D S  P R E V E N T I O N

A 1997 UNAIDS survey on corporate responses to
HIV/AIDS, conducted at 203 companies, found that
the major motives for corporate action were: (1) 
The welfare of infected employees; (2) Prevention, to
safeguard investments in staff and training; and (3)
Avoidance of legal problems.1 Additional studies since
then have provided a more comprehensive picture of
private sector concerns regarding HIV/AIDS in the
workplace. For example, companies want to know
how HIV/AIDS affects their productivity and profits,
and what are the costs involved in typical prevention
and care programs.2 Some business leaders are cautious
about accepting government-published epidemiologi-
cal data because they have not witnessed a major epi-
demic within their establishment; others are skeptical
of the efficacy of prevention programs.3 In addition,
some companies worry about losing competitive
advantage in the marketplace if they invest their own
resources in HIV/AIDS prevention and care policies
and programs—rather than investments in what is
deemed more productive activities, such as new equip-
ment or staff training—without similar investment by
competing companies, such as has occurred in South
Africa. This is why HIV/AIDS program managers
seeking new or expanded partnerships with private
sector businesses will need to provide sound eco-
nomic/financial data on the impact of the epidemic
on a foundation of good epidemiological data, credi-
ble examples of effective prevention interventions and
their costs and flexible plans and technical expertise to
design appropriate programs and policies. 

R E Q U I S I T E S  F O R
E N G A G I N G  B U S I N E S S E S  
I N  H I V / A I D S

Experiences from several countries point to the key
factors that contribute to effective workplace programs
and policies. These factors are discussed below.

GE T T I N G A N D SU S TA I N I N G
MA N AG E M E N T CO M M I T M E N T

The establishment of a successful and sustainable
HIV/AIDS workplace program is contingent upon
genuine support from the upper-management team.
The challenge lies in being able to advocate for
HIV/AIDS as a management issue in the workplace
and in the communities in which workers live. To be
successful, HIV/AIDS prevention efforts should
involve not only workers at the shop-floor level, but
executives as well. In this regard, non-profit organiza-
tions working with businesses must also include man-
agers in their target groups. Management commitment
must be seen as including but extending beyond cor-
porate philanthropy and compassionate responses such
as donations and fundraisers. Sustaining HIV/AIDS
programs must be viewed as a means to achieve overall
effective human resource management, assured
through business ownership of the problem.4,5

As noted earlier, business managers are concerned
about the financial cost of HIV/AIDS to their 
operations, and the cost of investing in HIV/AIDS
prevention and care. This is why gaining management
commitment requires identifying and, where possible,
quantifying these two aspects of the epidemic. 

The costs of HIV/AIDS
As the virus tends to infect sexually active employ-

ees in their prime working ages (20 to 45 years old), 
it can reduce work performance and productivity.
Experienced personnel with special skills, years of
training and institutional memory are difficult and
costly to replace. Increased absenteeism and labor
turnover likewise add to the costs of running a com-
pany. And the impact felt is not simply from the loss
of the most skilled workers. A flower estate in Kenya
reported high HIV/AIDS-related absenteeism among
its unskilled workers and subsequent losses in 
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Major Factors in 
Economic Cost of HIV/AIDS 
to a Business

Disruption of production due to: 
Sick leave
Absenteeism
Funeral attendance

Health insurance and/or medical care

Recruitment and training

Death benefits



productivity.6 A trucking firm in Zimbabwe reported
higher costs associated with less experienced drivers
who had more accidents.7

In the absence of clear policies understood by both
management and employees, there can be confusion,
lowered morale and work disruptions. In fact, a mere
rumor that an employee(s) may be infected with HIV
can lead to workplace conflict and reduced productiv-
ity. For example, employees in a large canning factory
in Thailand went on a two-hour strike because they
refused to work with a colleague they thought was
HIV positive.

Shell Company, Thailand
In 1992, as the AIDS epidemic worsened

in Thailand, the Shell Company of Thailand
established a comprehensive, non-discrimina-
tory HIV/AIDS policy that is still in place.
The policy provides counseling, syringes and
needles where health facilities are sub-stan-
dard, medical confidentiality and education to
all new expatriate and permanent staff.

With support from the United Nations
Children’s Fund (UNICEF), Shell in 1997
launched the Peer Education at the Pump
Project (PEPP). The project provided educa-
tion for fuel attendants at Shell petrol stations,
the majority of whom are youth considered at
high risk for HIV infection. The project con-
tributes to AIDS awareness among youth and
will reach a much wider audience through
their peers in the workplace as well as through
other friends and relatives outside of the
pump. At least 800 youths were trained in
peer counseling through the project.

Responsibilities to their customers,
employees and society are mandated by a body
of general principles governing how each Shell
company conducts its affairs. These principles
guide the company as it responds to the epi-
demic. Shell recognizes the opportunity to use
the experience gained in one country or region
to help others elsewhere.
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The costs of HIV/AIDS prevention
Nearly two decades of prevention efforts make it

possible to gauge the costs to companies of imple-
menting HIV/AIDS policies and programs. To help
demonstrate costs and potential savings, either general
or sector-specific costs can be presented to companies.
In Kenya, for example, research conducted by FHI
found that in several businesses absenteeism due to
HIV-related illnesses and medical and death benefits
were the major costs to be expected. Total losses due
to HIV/AIDS among employees were estimated to
reach as high as 20 percent of profits by 2005 for
some businesses. In contrast, comprehensive preven-
tion programs—education, STD treatment and con-
dom distribution—for these companies were likely to
cost two percent or less of business profits by 2005.
Some of the benefits, such as improvements in worker
morale, cannot be quantified but are no less important
to companies.8

EF F I C AC Y O F WO R K P L AC E
PRO G R A M S A N D PO L I C I E S

Workplace prevention programs and policies that
are sustained, flexible and sensitive have been shown
to work. Likewise, prevention interventions in com-
munities outside company gates where employees live
and maintain their social lives have generated numer-
ous examples of what works. Businesses are often
reluctant to initiate workplace programs because of
inadequate knowledge or the belief that it is not their
role as an employer to do so. But it is not enough just
to tell business managers that prevention can work.
Examples of effective programs (counseling, condom
distribution) and policies (clear guidelines on illness,
accommodation, testing, benefits) are needed to
demonstrate to companies that such approaches are
feasible and will offer returns.



O P P O R T U N I T I E S  F O R
P R O G R A M  M A N A G E R S

Once these requisites exist, it is possible to work
directly with business managers and employee repre-
sentatives to develop and sustain workplace programs
and policies. Several steps will strengthen the process.
These are outlined below.

AS S U R I N G T H AT RE L E VA N T
PO L I C I E S CO M P L E M E N T PR E V E N T I O N
PRO G R A M S

Businesses implementing workplace programs
often do so without developing workplace policies. A
workplace HIV/AIDS policy outlines exactly how the
company will handle HIV in the workplace, what the
company program entails, how it is administered and
to what benefits an HIV-infected employee is entitled.
The integration of prevention and care policies, along
with a workplace program on HIV/AIDS, as part of a
company’s standard employee benefits package, is a
key strategy to achieve sustainability of the program.
It can also lead to unexpected spin-offs.

For example, since 1994 the Regent Hotel in
Bangkok has integrated new employee orientations—
approximately three, held every two months—to
include at least one 30-minute session on the topic of
AIDS. Employees also participate in seminars on
HIV/AIDS education and prevention, living with
HIV-positive people and trained HIV/AIDS leader-
ship. This initiative led in 1996 to staff participation
in a project to reduce the vulnerability of young
northern Thai women to the sex industry. Under the
project, five young women receive vocational train-
ing—including English language, hotel and life skills
training—for five months per year. The hotel covers
the costs of food, uniforms and per diems. The Regent
was the first hotel to initiate such a project containing
an AIDS training component. Effective peer influence
by the general manager led an adjacent hotel, the
Grand Hyatt, to better the Regent by offering an
AIDS training project and hiring all the young
women who finished it.

ST R E N G T H E N I N G MA N AG E M E N T
A N D STA F F CA PAC I T Y TO AD D R E S S
HIV/AIDS

During the first decade of the epidemic, many
businesses considered an occasional AIDS awareness
talk to be sufficient for employees. More recently,
companies that seek to reduce the impact of the 
epidemic on their employees have tried to improve the
ability of staff at all levels to reduce HIV/AIDS risk
and make prevention and care a more integral part of
company operations. Broadly speaking, these manage-
ment strategies include mainstreaming HIV/AIDS
prevention into the workplace, minimizing the costs of
mainstreaming and monitoring the impact on staff
attitudes and behavior. Mainstreaming is not simply
offering an occasional HIV/AIDS prevention lecture
for employees; rather, it entails changes in policies and
sensitivity to situations that increase risk for employ-
ees. A hotel personnel officer in Bangkok reported:
“As I become an effective manager of HIV/AIDS, I
become a better personnel manager. Prevention is an
ongoing process.” The officer added, “Our ‘Employee
of the Month’ could celebrate his honor by treating his
friends to a night out on the town,” noting that the
night on the town might typically include commercial
sex. So alternatives for celebrating were offered.

A number of companies in southern Africa have
assigned a full- or part-time person to coordinate
HIV/AIDS workplace programs. Other companies,
such as Barclays Bank in Botswana have set up a
Health and HIV/AIDS advisory committee, composed
of management and staff representatives, to deal with
issues that arise. Still other companies have included
HIV/AIDS policies and programs in their training for
human resource and other managers, to more effec-
tively reduce the impact of the epidemic on company
resources.9
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Old Mutual, South Africa
Old Mutual is an international financial

services group. In the early 1980s, Old Mutual
became involved in a variety of AIDS educa-
tion initiatives, both internally as well as in
the community. The company provides an
advice service called OMUCARE, whereby
people who are HIV positive can obtain
much-needed financial advice, including
access to life cover.

As part of the company’s commitment to
the broader community in which it operates,
Old Mutual maintains a multifaceted
HIV/AIDS program with six full-time staff.
The program is aimed at school-going
teenagers of all racial and cultural groups
throughout the country. It motivates peer
group leaders not only to be active AIDS
ambassadors in their schools and communi-
ties, but also to assist HIV/AIDS service
organizations.

I D E N T I F Y I N G  C O N C E R N E D
B U S I N E S S  L E A D E R S  

As a select number of companies develop work-
place programs and policies, their management staff
can start to influence peers at other companies.
Example, endorsement and guidance are likely to be as
important as outside factors in drawing more compa-
nies into the prevention network.

OF F E R I N G CL E A R,
PR AC T I C A L ADV I C E

Many companies continue to seek guidance on
how to develop prevention programs and policies that
will serve their employees while also assuring the prof-
itable continuation of business. Although most busi-
nesses have employee welfare policies, they have little
or no experience with HIV/AIDS in the workplace,
and some may find themselves overwhelmed by the
dynamics of HIV. Fortunately, there are several
resources that can aid companies in developing  poli-
cies and programs and monitoring their effectiveness.
For example, the Private Sector AIDS Policy developed
by FHI is an extensive how-to guide that can be used
by companies or groups advising companies. Its step-
by-step approach is adaptable to the needs of large-
and medium-sized companies.10 The AIDS Briefs are
another resource.   They provide an overview of the
impact of HIV/AIDS on various business sectors and
list appropriate questions for working with those sec-
tors to strengthen prevention and care responses.11

In one joint-venture company in Vietnam, Haiha-
Kotobuki Confectionary, the benefits of HIV/AIDS
prevention programs are clear. The program increased
staff knowledge of HIV and maintenance of good
health, which led to a higher quality of life. Staff
involvement in the program at all levels increased their
own work group management and motivational skills.
These activities as a whole led directly to improved
human resource management of the company. As a
result of the program, managers and supervisors are
better able to interact and comprehend staff percep-
tions and behavior in relation to HIV/AIDS and other
workplace issues, and have become more adept at
managing and reducing higher risk behaviors. 
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Effective HIV/AIDS 
Programs and Policies will:

Be integrated into organizational structure

Minimize work disruptions and financial 
burdens to both the company and employees

Reduce fear and discrimination

Contribute to higher staff morale and a 
positive corporate image



There are other value-added benefits of a com-
pany’s commitment to staff and their families. One
major benefit, according to the deputy director, is cor-
porate public relations: “Instilling public trust in a
company’s quality products and the procedures
involved in providing the product to the public is vital
to our success.”12 For Haiha-Kotobuki this means not
only higher company profits but, more importantly,
influencing other companies to undertake similar pro-
grams that benefit staff and their families. 

P R O M O T I N G  B U S I N E S S
PA R T N E R S H I P S

HIV/AIDS program managers have numerous
opportunities to promote partnerships with and
among businesses. Depending upon the needs and
available resources, partnerships can take numerous
forms, including collaboration as implementing part-
ners, networking, alliances with communities and 
consultation. Both persuasion and directives can be
used to influence business behavior.
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Haiha-Kotobuki Joint Venture
Co., Ltd., Vietnam

The Haiha-Kotobuki joint venture became
involved with the Vietnam Chamber of
Commerce and Industry (VCCI), CARE
International and the National AIDS Committee
(NAC) in a project to promote business partner-
ships to assist the government of Vietnam’s efforts
to prevent and control HIV and AIDS. The
project attempts to do this by:

Increasing knowledge and awareness of the risk
of HIV/AIDS and skills for protection within
the business community;

Piloting a model of HIV/AIDS education
within the workplace; and

Developing policy with recommendations to
encourage domestic and foreign companies to
contribute to HIV/AIDS programs in their
workplace.
Top management support was needed for such

an initiative. VCCI identified a high-ranking and
highly committed Vietnamese member of the

Haiha-Kotobuki joint venture. A large number of
company staff also were willing to be involved
and trained in emerging social issues that impinge
upon their business. Corporate leadership meant
corporate responsibility in matters related to their
staff, their families and the wider community.

One major activity undertaken by Haiha-
Kotobuki was the development of an HIV/AIDS
workplace policy. The policy assists managers and
workers in taking the initiative to protect them-
selves, their families and the community against
HIV/AIDS, as well as providing care and support
for PLHA in the company. Haiha-Kotobuki iden-
tified six categories of importance: implementa-
tion of prevention programs; testing; confidential-
ity; preventing discrimination; flexible work con-
ditions for HIV-positive staff; and responsibility
for HIV-positive staff. Staff who may be infected
with HIV are treated equally and have access to
all company benefits, including holiday allowance,
social and health insurance, emergency support
and free lunch in the company cafeteria.



CO L L A B O R AT I O N

The partnership American International Assurance
(Thailand), established with CARE International
through its AIDS prevention project in the Samut
Prakarn Province in Thailand, was designed to protect
the company’s financial interests while seeking to
reduce the incidence of HIV infection.1 The company
worked with CARE to create an AIDS information
network and prevention programs targeting industrial
factory workers in the province. In the long run, HIV
prevention will directly benefit the insurance industry’s
business and underline its long-term commitment to
Thai society.

American International Assurance’s  long-term
involvement with AIDS initiatives since 1992 led to
senior management’s decision to go beyond commu-
nity donations and corporate philanthropy. The com-
pany set out to integrate HIV/AIDS initiatives into its
business operations, thereby assuring sustainability and
demonstrating long-term corporate responsibility.
With this goal, the company developed the idea of
promoting prevention and non-discriminatory work-
place programs among its policyholders. This will be
undertaken by developing an evaluation and accredita-
tion scheme which rewards companies that undertake
effective HIV/AIDS workplace programs with a rate
reduction in their group life insurance policy. Existing
government and NGO networks will provide technical
capacity to achieve this, thereby strengthening partner-
ships between the three sectors. 

Collaboration can lead to cost-sharing between
businesses and implementing agencies. In Tanzania,
a union-led intervention negotiated with managers to
share the cost of workplace prevention interventions.
Once the program was underway, several companies
were reluctant to contribute their agreed-upon share,
but the formal pre-agreement provided a lever to even-
tually obtain the companies’ contributions.13 Other
cost-sharing arrangements usually have been in the
form of in-kind contributions by companies, primarily
covering salaries of peer educators during their train-
ing or allowing employees to attend prevention educa-
tion sessions during business hours. But prevention
programs initiated by external groups have encouraged

larger companies to step up and absorb the cost of
onsite STD treatment. In Kenya and Zimbabwe, sev-
eral managers reported that they would continue to
support condom distribution within the workplace,
even if external funding ended. From the business per-
spective, cost-sharing also exists in the form of the
government taxes.3

NE T WO R K I N G

Established in 1993 as a link between the private
and public sectors, the Thailand Business Coalition on
AIDS (TBCA) works with businesses to create AIDS-
supportive work environments by providing
HIV/AIDS education and prevention seminars and
promoting the adoption of appropriate HIV/AIDS
workplace policies. TBCA remains one of the first
fully staffed, full-time organizations addressing busi-
ness and AIDS. It has also assisted in developing the
Malaysian Business Coalition on AIDS, the South
African Business Council on AIDS, the Zambian
Business Coalition on AIDS, the Botswana Business
Coalition on AIDS and the FICCI-UNAIDS Business
Coalition Program on AIDS. 

The Foreign Investors Chamber of Commerce and
Industry (FICCI) of Bangladesh has sought to prevent
the kind of impact that AIDS is having in neighboring
India and Nepal. With limited government budgets
and a large population base of semi-skilled and
unskilled workers, HIV prevention now has clear eco-
nomic benefits for low- prevalence Bangladesh. FICCI
is working in partnership with UNAIDS to launch an
extensive HIV/AIDS prevention campaign involving
seminars for human resource managers, safe blood
drives and raising general awareness. Through several
high-level advocacy meetings and the Declaration on
Responding to HIV/AIDS, the FICCI has reached out
to the business community to implement intervention
programs.
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FICCI, Bangladesh
In response to HIV/AIDS in Bangladesh,

the business community has formed a coalition
to confront the potential epidemic in the com-
munity and the workplace. Various activities
have already taken place through the joint
efforts of the Foreign Investor’s Chamber of
Commerce and Industry (FICCI) and donor
agencies. Preventive measures including infor-
mation, education and communication (IEC)
and counseling are among them. Three stages
were developed to implement HIV/AIDS
workplace programs. The first phase consisted
of raising the awareness and advocacy of the
employers, managers and employees. The sec-
ond phase involved developing appropriate IEC
materials. During this phase a trainer’s manual
was formulated, tested and finalized, then used
to train manager supervisors and trade union
leaders at the enterprise level. In the third
phase, factories were visited to open discussion
among the workers, whose suggested solutions
were recorded. During these discussions, proper
management of HIV was prioritized, including
safe blood, STD treatment and condom use.
The initiative was launched with the support of
the top management.

In 1998, FICCI and UNAIDS conducted
a seminar on the business response to
HIV/AIDS. This was the first large-scale
effort to raise AIDS as an area of critical con-
cern for business. The seminar was followed
by a human resource manager training work-
shop, facilitated by the Thailand Business
Coalition on AIDS with assistance from local
resource associates. 

CO M M U N I T Y AL L I A N C E S

Working with community and activist groups
offers two major benefits: insight into the effectiveness
of workplace responses to the epidemic and a con-
cerned constituency for advocacy. Since the early
stages of the epidemic in Brazil, close collaboration
between HIV/AIDS activists and state and federal 
government officials has been instrumental in defining
the direction of prevention and care programs and
generating resources, including some corporate
resources. More recently, that alliance has been espe-
cially important in assuring effective distribution, at
reasonable cost, of generic AIDS drugs produced by
the private sector.14

CO N S U LTAT I O N

Ongoing dialogue with the business community
offers project managers opportunities to engage in a
variety of emerging issues related to HIV/AIDS 
and business. Among these issues are the cost and
availability of HIV/AIDS drugs, including palliative
drugs; the availability of adequate labor to serve
business needs; and aligning business projects with
national and local HIV/AIDS prevention. Brazilian
program managers and businesses have been involved
for several years in drug-related discussions and 
negotiations. Private sector representatives also form
part of a broad coalition to limit taxation on female
condoms by pressuring the government to include
condoms as essential commodities.15
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Worker’s Sole Central 
(CUT), Brazil

Since the early 1990s, HIV/AIDS/STD
prevention programs in Brazil have collabo-
rated with the Worker’s Sole Central (CUT), a
national trade union organization. Workers
from the construction and steel sectors of
CUT have been involved in the training pro-
gram and taken information, advice and con-
doms back to co-workers. Other CUT work-
ers from large companies such as Ford and
Volkswagen and petroleum-producing compa-
nies have been trained as workplace actors for
HIV/AIDS/STD prevention programs. The
training included a series of methodologies
using participatory approaches. As a result, a
series of HIV/AIDS/STD prevention activities
was developed at the industry ground level.

The Worker’s Sole Central has been deeply
engaged as part of a broad national coalition
to exempt condoms from taxation and in the
campaign to include condoms as a part of the
subsidy for low-income workers.

The labor needs of businesses are already apparent
in some countries or sectors. Barclays Bank (Zambia)
considered closing several branch offices because of
trained personnel shortages. In Zimbabwe, businesses
are considering substituting machines for people if
they cannot find sufficient workers.3 The experiences
of companies in resolving staffing issues offer examples
that program managers can use to persuade other
companies to address HIV/AIDS. For example,
Zimbabwe’s government-business-labor forum for dis-
cussion of common issues related to HIV/AIDS is one
way for program managers to be closely involved in
addressing these issues while learning and sharing
information relevant to other situations.9 Likewise, as
the relationship between major construction projects
and HIV vulnerability is more clearly identified, pro-
gram managers will have opportunities (if not the
responsibility) to assess the impact of such projects on
workers and local communities.16,17

F U T U R E  C H A L L E N G E S
Working with businesses to stem the HIV/AIDS

epidemic is one part of a larger multisectoral response.
One major difference in working with businesses is
their emphasis on commerce and financial profits.
While these differences have limited the involvement
of the private sector in HIV/AIDS prevention and
care, many business managers are aware that the epi-
demic threatens the flow of commerce and profits.
Thus there are mutual needs and interests in building
an HIV/AIDS prevention partnership with business.
This chapter has identified a number of points to
strengthen the role of businesses in the partnership,
including:

Demonstrating that prevention can work and can
be cost effective.

Opening and maintaining effective communication
with businesses at regional and country levels.

Designing strategies to achieve sustainability
through regular monitoring and assessment of the
impact of programs.

C A S E  S T U D Y  

FO R D MOTO R CO M PA N Y,
SO U T H AF R I C A

South Africa currently has more than 4.5 million
HIV-infected individuals, more than any other coun-
try, with approximately 1,500 new infections per
day. South Africa has the largest and most developed

economy in sub-Saharan Africa and generates 45 
percent of sub-Saharan Africa’s gross domestic prod-
uct.  It is precisely because South Africa has a relatively
sophisticated formal economic system that its eco-
nomic performance is so vulnerable to the potential
effects of the epidemic. 

One example of a business response to HIV/AIDS
is that of Ford Motor Company of Southern Africa
(Ford-SA). The HIV/AIDS workplace program was
developed during the second quarter of 1999, and is
led by a steering committee chaired by the CEO of
Ford-SA with cross-functional representation of man-
agement and employees.

224 C H A P T E R  N I N E — H I V / A I D S  P r o g ra m s  i n  P r i v a t e  S e c t o r  B u s i n e s s e s



The company developed a comprehensive HIV
prevention program to focus on communication, 
education, testing and community involvement. Two
HIV/AIDS program coordinators were hired from
within Ford-SA to lead this initiative. In  August 1999
the program concluded and published a Ford-SA pol-
icy statement on HIV/AIDS, which is laminated and
hangs on walls throughout the plant and in the rest-
rooms.  Forty peer educators, 20 at each plant, were
trained and wear red ribbons to be easily identified.
They conduct their training at the workplace, during
the workday. The program also promoted alignment
of benefit programs, offering additional coverage when
positive HIV/AIDS status is declared to medical
schemes.

The program is extended to employees, contract
workers, pensioners and their families, and has reached
more than 12,000 people. The company provides
leadership on HIV/AIDS within the South African
auto industry by serving as a resource for the industry
and hosting an HIV/AIDS conference with other
employers. The steering committee believes that
employees no longer hesitate to engage in open discus-
sion on the topic of HIV/AIDS, with more and more
seeking advice and clarity. As a direct result of Ford’s
efforts, General Motors requested a briefing on the
global epidemiology of HIV/AIDS and is currently
following up on plans to implement a similar work-
place program in their own South Africa plant.

The two Ford plants in South Africa, in Pretoria
and Port Elizabeth, stopped production for an after-
noon so the CEO could introduce the program and
demonstrate his support for HIV/AIDS education in
the workplace. This was an extremely powerful means
of engaging the company and its management, since
managerial support is of the utmost importance when
implementing such programs.

Since April 1999, Ford also has ensured maximum
access to free condoms, with a 400 percent increase in
the volume dispensed onsite. Condom dispensers are
located in all the facility restrooms and are fully
stocked at all times. Approximately 10,000 condoms
are distributed each month.

In addition to workplace education programs, poli-
cies and family days, there are also community-based
activities funded through Ford Motor Company-USA
(Ford-USA) and the Centers for Disease Control and
Prevention (CDC) Foundation. These activities com-
plement the workplace programs by providing out-
reach and education to the communities in which the
Ford employees reside. One example is the Life Skills
Program in Port Elizabeth. Life Skills will work in 
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Lessons Learned From the
Thailand Business
Coalition on AIDS18

Approach businesses in a non-confronta-
tional, non-threatening way.

Use relevant and persuasive case studies to
illustrate the importance of HIV/AIDS
workplace policies and programs.

Meet early on with high-level corporate staff
to obtain their endorsement.

Do not highlight existing laws unless they
are inherently useful and conducive to busi-
nesses trying to manage HIV/AIDS issues
in an effective, PLHA-supportive manner.

Mainstreaming, monitoring and minimiz-
ing the impact of HIV/AIDS provide clear
benefits to business.

HIV/AIDS cost-benefit data from other
businesses, though important, may have
limited use for another company.
Encourage companies to develop such 
data for themselves.



40 schools with sixth-grade students and aims to pro-
vide an understanding and awareness of HIV/AIDS,
prevent transmission of HIV/STDs, create a support
structure in communities for persons infected with
HIV, protect and promote the rights of persons
infected with HIV and reduce the personal, social and
economic impact of HIV infection.

The CDC, with financial support from USAID, 
is implementing an important adjunct activity in the
Ford-SA program in South Africa. The three major
labor federations of South Africa—Congress of South
African Trade Unions (COSATU), Federation of
Unions of South Africa (FEDUSA) and National
Council of Trade Unions (NACTU)—have developed
HIV/AIDS in the workplace programs for their con-
stituency. This activity is providing an important link
to workplace and community-based prevention pro-
grams at Ford and Ford-SA. The workers receive
training through their union leaders, the training is
then reinforced in the workplace, and, with support
from Ford-USA grants to the CDC Foundation, the
information is reinforced in community planning in
the workers’ townships (See Life Skills program
above).

This case study was written by Victor Barnes and
Jennifer Newberger, Division of HIV/AIDS Prevention/
Intervention Research and Support (DHAP/IRS), Centers
for Disease Control and Prevention (CDC).
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a n d T h e i r  P a r t n e r s

I N T R O D U C T I O N

The relationship between population mobility and the spread of
HIV/AIDS has received increased attention, particularly in developing
areas of the world. Much of the mobility associated with increased risk of
HIV/STDs is driven by economic reasons, but increasing numbers of 
people worldwide are forced into movement as refugees due to civil wars
and international conflicts. This chapter provides an overview of selected
prevention interventions for mobile populations, identifies principal 
lessons learned from these experiences and makes recommendations for
future prevention actions. 

P O P U L A T I O N  M O B I L I T Y ,  H I V / A I D S / S T D  R I S K S  A N D

P R E V E N T I O N  I N T E R V E N T I O N S

Although population mobility is a global phenomenon, useful data on
mobility are scarce in developing countries. Data are also limited on HIV
seroprevalence levels among mobile groups considered at high risk of
HIV/STDs.

A N  O V E R V I E W  O F  S E L E C T E D  P R E V E N T I O N  

I N T E R V E N T I O N S

Many international donors in the 1990s began to appreciate that liveli-
hood mobility can be an important factor in HIV risk and the spread of
HIV. Consequently, HIV/AIDS prevention and care interventions among
mobile populations in resource-constrained areas of the world have
proliferated, but their impact has rarely been evaluated.

A  C L O S E R  L O O K  A T  I N T E R V E N T I O N S  I N  W E S T  A F R I C A

A N D  S O U T H E A S T  A S I A

IN T E RV E N T I O N ST R AT E G I E S

West African and Southeast Asian interventions have tried to develop
stronger linkages between improved access by target groups to prevention
information and support for their efforts to engage in protective actions
against HIV infection. Their strategies include:

Supporting protective actions against HIV infection

Getting the right prevention messages to the right people

Following up carefully and adequately staffing
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IN T E RV E N T I O N IM PAC TS

While reports of increased levels of HIV/AIDS awareness and knowledge—
and, occasionally, HIV protective actions—are common to prevention
interventions in many places, West African and Southeast Asian 
interventions highlight two challenges to HIV prevention among mobile
populations and populations in resource-constrained settings: 

Misconceptions about how HIV is transmitted and prevented, and
denial of the reality of AIDS are common. 

Time, persistence and financial resources are needed to create
conditions for people to change, reinforce and sustain their behavior.

K E Y  C O N C E P T S  F O R  P R E V E N T I O N  I N T E R V E N T I O N S

VU L N E R A B I L I T Y TO HIV IN F E C T I O N

A combination of social, physical and emotional factors can make mobile
populations highly vulnerable to HIV/STD infection.

RI S K S O F HIV A N D STD IN F E C T I O N

The HIV/STD risk situations faced by migrants are shaped by economic
forces and labor policies. Mobile populations move because they have to,
and the emergence and high incidence of STDs is closely linked to
migration.

HU M A N RI G H TS O F MO B I L E PO P U L AT I O N S

There is considerable evidence that the rights of mobile populations are
vulnerable to abuse. Improving the conditions of mobile populations,
including their human rights, can decrease their vulnerability over the
long term. 

A D D I T I O N A L  C O N S I D E R A T I O N S  F O R  I N T E R V E N T I O N S

GE N D E R IS S U E S

Gender issues need more attention as increasing numbers of people on the
move are women. HIV/AIDS prevention interventions for these women
need to focus on their vulnerability and rights as well as on their risk
behaviors.

TR A F F I C K I N G O F GI R L S F O R PRO S T I T U T I O N

About one million women and children are sold yearly to the sex industry.
As youth is in high demand in the sex industry, an unknown but high per-
centage of those trafficked are adolescents and children. Dependence, high
mobility, gender and age make these children very vulnerable to
HIV/AIDS and other reproductive health problems.
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AD A P T E D IN T E RV E N T I O N S

Interventions need to be adapted to specific target groups and settings as
people engaging in mobile livelihood strategies differ not only in terms of
the specific types of income-earning activities they pursue, but also in the
degree to which they are mobile. 

I M P O R T A N T  S T A G E S  I N  P R O C E S S E S  O F  

P O P U L A T I O N  M O B I L I T Y  

The development of prevention interventions needs to be based on solid
understanding of major stages in the processes of population mobility and
the relationship between these stages and the risks of HIV infection faced
by people on the move and their sexual partners. These stages are:

Pre-departure

Transit

Initial adaptation in destination areas

Successful adaptation

Return

LE S S O N S LE A R N E D A N D RE CO M M E N D AT I O N S

Lessons learned are identified from this multi-stage review, and for each
lesson listed, recommendations are made for future interventions.

A FR A M EWO R K F O R ID E N T I F Y I N G PR E V E N T I O N

OP P O RT U N I T I E S

A framework is proposed for identifying opportunities for prevention
interventions in relation to the key concepts and major stages of 
population mobility described. 

CH A L L E N G E S TO FU T U R E PR E V E N T I O N IN T E RV E N T I O N S

F O R MO B I L E PO P U L AT I O N S

Challenges are identified for future HIV/AIDS prevention among mobile
populations in resource-constrained settings.

C A S E  S T U D Y

The Coordination of Action Research on AIDS and Migration (CARAM)
in Asia provides an example of a multi-country HIV/AIDS prevention
intervention for mobile populations.
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The relationship between population mobility and the spread of dis-

ease has been noted by epidemiologists, public health workers and

social scientists.1 Since the 1980s, this relationship has received

increased attention as a factor in the spread of HIV/AIDS throughout different

parts of the world.2-9 Mobility via road, rail, water and air transport and on foot

in the case of refugees, contributes to the spread of HIV across areas within

countries, across international borders, and across larger economic regions that

include several countries and conti-

nents. Mobility in itself, however,

does not spread HIV and STDs. These infections are disseminated through a

combination of population mobility and patterns of high-risk sexual contacts by

people on the move and their sexual partners in settings at different points in

their travels: home communities, transit points and destinations. 

Much of the mobility associated with increased risk of HIV/STDs is driven

by economic factors, which involve people moving between areas having greater

and lesser constraints on the resources they need for their livelihoods.10-13 In addi-

tion, increasing numbers of people worldwide are forced into movement as

refugees due to civil wars and international conflicts. In both instances, mobility

often involves people traveling between areas where HIV seroprevalence rates

and the risks of HIV infection are significantly different. This is illustrated by

recent data from West Africa. Figures 1 and 2 below show major patterns of

two-way migration between originating and destination areas in countries having

marked differences in the burden of AIDS and levels of HIV-1 seroprevalence.

What kinds of livelihoods are found among mobile populations or people on

the move? Migrants are included, although this term as it is often used can

mask considerable diversity. A closer inspection of this category reveals impor-

tant differences in how often migrants travel and return home, how far they

travel, what they do in destination areas and whether or not they are docu-

mented. These differences shape situations of HIV/STD risk faced by mobile

populations. Itinerant traders and hawkers who may also be migrants are

I N T R O D U C T I O N
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included, as are sex workers (sometimes referred to as commercial sex workers

(CSWs), mine workers, soldiers, long-distance truckers, bus drivers and their

helpers, railroad crews, fishermen and boat crews, pastoralists and refugees.

While tourists and more affluent business travelers are of interest to 

international HIV/AIDS prevention, these groups are less typical in resource-

constrained settings and will not be considered here.

This chapter provides an overview of selected prevention interventions for

mobile populations, identifies principal lessons learned from these experiences

and makes recommendations for future prevention actions. It begins by outlin-

ing the state of data and research on population mobility and HIV/AIDS in

resource-constrained areas.

The chapter then provides an overview of prevention interventions for

mobile populations, based largely on information from program documenta-

tion and presentations made at several international HIV/AIDS conferences.

This is followed by a more in-depth review of a smaller number of prevention

interventions in West Africa and Southeast Asia. Next, three important con-

cepts are presented—vulnerability, risk and human rights—that need to be

addressed by HIV/AIDS prevention interventions for mobile populations. The

importance of addressing gender-related issues and specific target groups is also

emphasized. The chapter then examines several key stages in the processes of

population mobility (also referred to as the migratory process), highlights

opportunities for prevention interventions at each stage and cites examples of

interventions as appropriate. Lessons learned are identified from this multi-

stage review, and for each lesson listed, recommendations are made for future

interventions. A framework is then proposed for identifying opportunities for

prevention interventions in relation to the key concepts and major stages of

population mobility described. Challenges are identified for future HIV/AIDS

prevention among mobile populations in resource-constrained settings. The

chapter ends with additional details from a case study of a multi-country pre-

vention intervention in Southeast Asia. 
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P O P U L AT I O N  M O B I L I T Y,
H I V / A I D S / S T D  R I S K S  
A N D  P R E V E N T I O N
I N T E R V E N T I O N S

AVA I L A B I L I T Y O F IN F O R M AT I O N O N
PO P U L AT I O N MO B I L I T Y A N D
HIV/AIDS

While population mobility is a global phenome-
non, useful data on mobility are scarce in developing
countries. Data are also limited on HIV seropreva-
lence levels among mobile groups that are often con-
sidered at higher risk of infecting others or being
infected by HIV/STDs. Nevertheless, some categories
of mobile populations receive more attention than
others. In 1998, for example, 22 (55 percent) of 40
countries in sub-Saharan Africa reporting to UNAIDS
provided some (often spotty) seroprevalence data on
sex workers. Only nine countries reported seropreva-
lence among truck drivers and military personnel,
respectively, and one country in 40 provided data on
“displaced pregnant women” and “war-displaced peo-
ple.”14 No seroprevalence data were available on
migrants, male or female, whether engaged in labor or
trade at their destinations. Seroprevalence data from
Asian countries reveal a similar emphasis on these
same groups of people on the move.

Presentations at World AIDS conferences in 1996
(Vancouver) and 1998 (Geneva) highlighted the
absence of a comprehensive view of the relationships
between diverse forms of livelihood mobility in
resource-constrained areas of the world, and the risks
of HIV/STD infection faced by mobile populations
and their sexual partners. Presentations at the World
AIDS Conference in 2000 (Durban) revealed a grow-
ing interest in these issues. Few sociological studies in
developing countries have examined the details of the
relationship between different types of population
mobility, particularly cross-border or transnational
mobility, patterns of high-risk sexual behavior among
mobile populations and their sexual partners and vul-
nerability to HIV and STDs.5,15,16 Studies often cover
only single countries, based on perspectives from des-
tination countries (such as the United States or
European countries) or that concern internal migra-
tion (such as China or South Africa). 

AN OV E RV I EW O F SE L E C T E D
PR E V E N T I O N IN T E RV E N T I O N S

Interventions for HIV/AIDS prevention and care
among mobile populations in resource-constrained
areas of the world have proliferated since the 1990s,
but their impact has rarely been evaluated. Intervention
data are often limited to such process indicators as
numbers of education sessions completed or condoms
distributed. Before conclusions can be drawn about
initial lessons learned—much less to make recommen-
dations about state-of-the-art strategies—comprehen-
sive and comparative analysis of the strengths and
weaknesses of diverse interventions for mobile popula-
tions and the impacts of interventions must be done.

The information available provides a perspective on
efforts to date. Much of it comes from unpublished
project documents, presentations made at interna-
tional conferences and symposia and, less often, from
published works. The results from a preliminary
assessment of 21 prevention interventions among
mobile populations in 13 sub-Saharan African coun-
tries,17,18 an inventory of presentations at World AIDS
conferences and Asian and African AIDS congresses,
and an internal review of the Coordination of Action
Research on AIDS and Migration (CARAM)-Asia 
program19 provide profiles of interventions for mobile
populations.

Most interventions in sub-Saharan Africa are fairly
recent and have been short-lived. Slightly more than
half (52 percent) date from 1994 and operated for an
average of three years. Similar observations about the
start of interventions in other areas of the world reflect
the fact that it was not until the 1990s that many
international donors began to appreciate that liveli-
hood mobility can be an important factor in the risk
of HIV infection and spread HIV/AIDS.20-24
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Multiple-country or cross-border HIV/AIDS pre-
vention interventions are rare despite widespread
cross-border travel by mobile populations; only
three cross-border interventions were identified 
in Africa23,25-28 and two in Southeast Asia.29 This
can be explained in part by the complexity of
coordinating and implementing these programs
within political and organizational frameworks
where AIDS programs have always been national
in scope. Organizational and financial resource
requirements are great and, with some exceptions,
most donor aid flows to national—not multi-
country—interventions.

Commercial sex workers and long-distance truckers
and their crews receive the most attention by inter-
ventions, particularly single-country interventions.
Diverse mobile target groups, ranging from dock-
workers to boat crews, bar girls and market women
to mine workers, are also included in single-coun-
try interventions, but far less often.

Multiple-country interventions include migrants
(men) as well as sex workers and truckers.

The size of groups targeted and those effectively
reached varies greatly. Target groups in sub-Saharan
Africa ranged from 300 peer educators to 40,000
miners, truckers and forest industry workers. The
size of “target groups effectively reached” ranged
from 248 women, mostly sex workers, to 230,000
“people educated.” Nearly half of the interventions
listed no target group numbers or accomplishments
in terms of numbers of people reached.

Outputs of interventions are diverse and range
from creation of awareness and empowerment to
numbers of condoms or handbills distributed and
training sessions held.

Very few interventions identified community-based
forms of social support among mobile-population
target groups, particularly in destination areas that
may provide opportunities for local-level linkages
for enhanced effectiveness.

Interventions often use volunteer peer educators
recruited from target groups; peer workers fre-
quently complained about insufficient incentives
for their work.

A CLO S E R LO O K AT
IN T E RV E N T I O N S I N WE S T AF R I C A
A N D SO U T H E A S T AS I A

Selected interventions in West Africa and Southeast
Asia provide insight into the accomplishments and
challenges facing HIV prevention efforts among
mobile populations. West African interventions focus
on gold mine workers and sex workers in Ghana,30 and
migrant men from Niger and their sexual partners,
including sex workers in Niger, in transit to Côte
d’Ivoire and in their destination areas in Abidjan.31

CARE International implements both interventions
with ministry of health partners. Interventions in
Southeast Asia include programs implemented by the
NGO Teneganita for Bangladeshi, Philippine and
Indonesian migrant workers in Malaysia,32-34 and pro-
grams implemented by CARAM for rural populations
moving to Phnom Penh and leaving Cambodia to
work in Malaysia.35,36

Intervention strategies
Support for protective actions against HIV infection

The Ghana and Niger interventions target both
men and women, as do interventions with Bangladeshi
and Indonesian migrant plantation and factory workers
in Malaysia. Workers in Malaysia may live in com-
pounds but they are free to come and go. Interventions
with Philippine housemaids target women only because
of their social isolation and limited ability to move out-
side the households where they work.

While most interventions target women alongside
their male sexual partners, all interventions discovered
that special efforts are needed to ensure that in prac-
tice women benefit as much as men. This requires that
interventions address the gender-related constraints on
power that women confront in everyday life, particu-
larly in their sex lives, as they try to protect themselves
and their sexual partners from HIV/STD infection.
Target groups benefit broadly from improved preven-
tion knowledge, but a major empowerment challenge
for women consists of translating improved knowl-
edge, awareness and concern into protective actions
against HIV infection.
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Interventions in Ghana and Niger tried to work
with mobile-population target groups in different
ways to link prevention awareness and knowledge
with such concrete protective actions as using con-
doms with sexual partners. The CARE-Ghana project
trained public and private practitioners in syndromic
STD treatment. Sub-district and district health offi-
cers, local drug sellers, and non-formal health practi-
tioners were trained to recognize STD symptoms
among miners and their sexual partners, provide
counseling and make referrals for treatment. The
CARE-Niger project developed a network of educa-
tors in the home communities of many migrants in
the Tahoua district of Niger, one of the most impor-

tant areas for sending migrants to coastal areas, partic-
ularly Côte d’Ivoire. Educators were recruited from
among migrants (particularly those identified as play-
ing leadership roles among the migrant men), sex
workers and Muslim religious leaders. Additional peer
educators were recruited among migrants to provide
prevention education at locations in Niamey’s largest
bus depot and at the Niger/Burkina Faso border.
Community-based educators provided prevention
information to migrants and their wives and sexual
partners, while educators based at transit points pro-
vided additional information to the migrant men
before their departure for Côte d’Ivoire.
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CARE-Niger also planned to provide migrants with
brochures containing information on STD treatment
resources along with their Abidjan travel itineraries.
Unfortunately, this innovative idea could not be
implemented due to an interruption in project fund-
ing in early 1998.37

The Malaysian NGO Teneganita worked with
Bangladeshi male migrant workers, primarily assisting
them with immigration documents. Based on the trust
built in this way, extension workers from Teneganita

were invited into the compounds where migrants live.
There they organized focus groups to discuss repro-
ductive health, migrants’ sexual needs and how to deal
with STDs. The sessions often took place at night
after workers returned from late shifts, and were con-
ducted secretly because employers frequently objected
to such interventions, fearing the organization of labor
unrest. The men sometimes took Teneganita staff to
nearby brothels so they could educate sex workers
about HIV/STD prevention.
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544
(NA; 1.0)

823
(NA; 2.6)

205
(26.7; NA)

F i g u r e  2
AIDS Cases & HIV-1 Seroprevalence
Levels in West African Countries

532
(0.9; 0.5)

4,736
(42.1; 2.5)

3,393
(23.6; NA)

26,726
(30.5; 6.7)

13,576
(33.3; 5.5)

1,660
(16.7; 4.7)

2,275
(57.5;
4.4)

11,352
(28.6; 7.7)

2,393
(6.1; 0.4)

4,085
(36.6; 1.5)

232
(28.7; 10.1)

9,204
(78.9; 6.8)

37,963
(61; 12.1)

24,692
(72.6; 2.7)

2,275 — Cumulative number of AIDS 
(57.5; 4.4) — HIV-1 seroprevalence rates in urban high-risk groups;
HIV-1 seroprevalence rates in urban low-risk groups
NA — Data not available
Source: Health Studies Branch, International Programs Center, Population Division, 
U.S. Census Bureau. HIV/AIDS Surveillance Database, June 2000 Release, Washington, D.C.



The CARAM Cambodia pre-departure program
started with classes on reproductive health for female
migrants leaving for Malaysia. This contributed to
increased awareness of their situation, vulnerability
and options. They were given contact information in
Malaysia so they could continue these kinds of discus-
sions in their destination areas.

Using different approaches for different results, the
West African and Southeast Asian interventions have
tried to develop stronger linkages between improved
access by target groups to prevention information and
support for their efforts to engage in protective actions
against HIV infection. They have, for example, com-
plemented standard safe sex messages by adding access
to syndromic management and referrals for STD
treatment (Ghana), and by providing contact informa-
tion in their destination areas to female migrants in
search of support on reproductive health issues
(Cambodia).

Getting the right prevention messages 
to the right people

The CARE-Ghana intervention used an IEC strat-
egy of audience segmentation, which involved peer
educators recruited from among gold miners and sex
workers who provided messages developed for specific
age, religious and occupational target groups. This is
an important IEC strategy that is often recommended
but rarely used in programs for mobile populations in
Africa.

The Teneganita intervention with migrant workers
started with focus group discussions and selection of
potential peer educators. Flyers and brochures from
Bangladesh and Indonesia provided the basis for
developing more educational materials in Malaysia.
These were often more comprehensive and easier to
read than locally available materials. The project also
planned to develop materials based on the migrants’
experiences.

The CARAM project in Cambodia aimed to add
components to what began as a reproductive health
education program. This was difficult, however,
because the company that recruited housemaids for
work in Malaysia was reluctant to raise issues related
to HIV/AIDS/STD during pre-departure training for
the young women. Government apathy was another
challenge. When CARAM approached the Cambodian
government about training housemaids, their response
was that they considered it a private business matter,
not a public concern. These kinds of difficulties reveal
the importance of including a range of stakeholders in
the development of pre-departure programs. The
September 2000 Asian Summit on pre-departure,
post-arrival and reintegration programs is an example
of efforts to strengthen services in these areas. Officials
representing health ministries, labor and immigration
organizations worked with migrants, NGOs, recruit-
ing agents, employers and physicians that test for HIV
to prepare a regional plan and manual for service
development and guidelines for national plans.38

Careful follow-up and adequate staffing 
are important

The interventions reviewed illustrate the impor-
tance of following up activities at multiple levels. The
CARE-Niger intervention was the first project in West
Africa—and very possibly in sub-Saharan Africa—to
attempt an intervention for mobile-population target
groups in their home communities, at transit points,
and in their destination areas 2,500 kilometers away in
Abidjan, Côte d’Ivoire. Challenges to the project’s suc-
cess were compounded by the fact that CARE did not
have offices in Côte d’Ivoire. As a result, follow-up of
the migrant peer educators trained in Niger for work
in Abidjan was insufficient, and they were left to work
largely on their own.31

The lack of follow-up in Abidjan weakened the
project’s effectiveness and made it difficult to say what
changes, if any, were occurring in patterns of HIV risk
behaviors and risk prevention among migrants in des-
tination areas. This is an important point because
Abidjan was the setting of intensive, high-risk sexual
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networking by many of the migrant men. Most
migrants traveled without female companions 
to Abidjan, the epicenter of the West African HIV
epidemic, where they spent three to nine months.16

Follow-up also suffered in Niger, where the small
numbers of project staff were unable to ensure quality
peer education at the numerous project sites in the
migrants’ home communities. If CARE—or any
organization that implements multi-country HIV pre-
vention interventions for mobile populations—can
resolve these challenging follow-up requirements, it
will be poised for more effective cross-border HIV
prevention work in West Africa.

CARE-Ghana appears to have learned from the
difficulties encountered by CARE-Niger. The Ghana
intervention has more and better-trained staff, and
gives greater emphasis to follow-up and support of all
actions. The Ghana project also provides refresher
courses to its intervention workers. Despite these suc-
cesses, CARE-Ghana acknowledges that more follow-
up, support and quality control are needed for its
diverse HIV/AIDS/STD prevention actions.

After the forced repatriation in 1998 of thousands
of Bangladeshi and Indonesian migrants in Malaysia,
Teneganita’s work in Malaysia seemed to be less effec-
tive. But Shisuk, the CARAM member in Bangladesh,
together with the Welfare Association of Repatriated
Bangladeshi Employees (WARBE), developed activities
to assist returning migrants with the kinds of difficul-
ties they commonly face, such as lost access to savings
accounts and reintegrating themselves into their home
communities. In this situation, follow-up through a
multi-country network proved to be very useful.

These different experiences all highlight the impor-
tance of mobilizing adequate resources to address one
of the more complex HIV/AIDS prevention challenges
of our time: Protecting people on the move, their sex-
ual partners and their families from HIV/AIDS/STD.

Intervention impacts 
Evaluations have credited the CARE interventions

in these two countries with significantly increasing
HIV/AIDS awareness and knowledge among migrants
and their sexual partners in Niger, and gold miners
and their sexual partners in Ghana. Similar observa-
tions have been made among the migrant groups
approached by Teneganita outreach workers.

Positive changes, albeit more modest, were also
observed in self-reported reduction of HIV/STD risk
behaviors, such as increased condom use, fewer sex
partners and reduced contacts with sex workers. Of
particular interest in Ghana, the sex workers who
served large numbers of informal-sector gold miners
reported a decline in their activities since the start of
the project’s education actions and condom promo-
tions. As a result, the Ghana project is now engaged in
a micro-credit program to assist sex workers in develop-
ing alternative lower-risk income-generating activities.

While reports of increased levels of HIV/AIDS
awareness and knowledge—and,  occasionally, HIV
protective actions—are common to prevention inter-
ventions in many places, the West African and
Southeast Asian interventions point to two challenges
to HIV prevention among mobile populations and
populations in resource-constrained settings. 

First, despite efforts by national AIDS programs
and interventions such as those considered here to
increase HIV/AIDS awareness, levels of knowledge
among the mobile target populations remained low.
Misconceptions were common about how HIV is
transmitted and prevented. Philippine housemaids in
Malaysia were an exception. They were better educated
and had access to Philippine newspapers containing
more information about HIV/AIDS than the
Malaysian press.39 Denial of the reality of AIDS was
also common. These areas of weakness indicate a con-
tinuing need for accurate information linked to com-
munity-based follow-up to better ensure the transla-
tion of awareness and knowledge into protective
actions in resource-constrained settings. 

Second, effecting sustainable behavior changes to
reduce HIV/STD risk requires considerably more time
and effort than increasing awareness and knowledge.
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Time, persistence and financial resources are needed
to create conditions that foster, reinforce and sustain
behavior changes for HIV prevention.  Empowerment
and increased self-esteem are important contributing
factors, particularly because people on the move often
are obliged to pursue their livelihoods in settings that
do not encourage them to do the right thing; that is,
use their increased information and awareness for pro-
tection against HIV infection.

KEY CO N C E P TS F O R
PR E V E N T I O N IN T E RV E N T I O N S

The symposium “Mobile Populations and HIV” 
at the 12th International World AIDS Conference in
Geneva in 1998 identified three linked concepts as
key to effective HIV/AIDS prevention and care pro-
grams for mobile populations: vulnerability, risk and
human rights. It is important to review their relevance
for interventions with mobile populations. 

Vulnerability applies to many people on the move
and is created by the precarious conditions that are
typical of livelihood mobility in resource-con-
strained areas. Community-based interventions are
needed to address issues related to migrants’ vul-
nerability.

Risk applies to individual behavior and responsi-
bility, and the opportunities and threats people face
as they attempt to satisfy their needs. Interventions
that focus on health education and individual
behavior change are needed to address risk issues.
Taking responsible action—doing the right thing
to prevent HIV/STD infection—requires that 
people have the right to do so.

Human rights are essential for programs with
mobile populations, which should include advo-
cacy and focus on improving pertinent policies.
(HIV/AIDS and human rights are discussed in
more detail in Chapter 27.)

Vulnerability to HIV infection
Mobile populations are often marginalized, which

results in low self-esteem and short-term survival
strategies. Most travel without their regular sexual
partners but are at an age when sexual needs are often
felt strongly. Mechanisms of social control in their
home communities help to maintain patterns of sexual
networking and behavior that fit more or less within
boundaries of behavior shaped by shared values and
social norms. The effectiveness of these norms may be
attenuated in the new environments of destination
areas. Studies by CARAM in several Southeast Asian
countries indicate that migrants may lead parallel lives,
using separate sets of rules for behaviors at home and
in destinations. This facilitates the denial of certain
high-risk behaviors.40 These factors, combined with
reduced access to HIV/AIDS prevention messages in
their native languages and to health care facilities, con-
tribute to increased risk of HIV/STDs for people on
the move and their sexual partners.

Many governments show little or no concern for
migrants’ problems in these difficult and risky circum-
stances. In some cases, governments prohibit relation-
ships between migrants and local populations. People
on the move are too often considered simply as a 
disposable source of labor that can be sent back home
when the work is done. These factors increase the vul-
nerability of mobile populations to HIV infection.41

Focus on this increased vulnerability of migrants leads
to interventions at the community level, such as the
development of STD facilities and peer work to create
greater HIV/AIDS awareness.
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Risks of HIV/STD infection 
The HIV/STD risk situations faced by migrants

are shaped by economic forces and labor policies.5,16

Ironically, they result from efforts by people on the
move to reduce or spread other kinds of risk they face
as they pursue their livelihoods under resource-con-
strained circumstances.16,42

Mobile populations move because they have to.
The emergence and high incidence of STDs is closely
linked to migration.43,44 It has been demonstrated that
migration is an independent risk factor for acquiring
HIV/AIDS in Southern Africa,4,45,46 where border
towns that attract laborers and traders may contain
large numbers of HIV-infected people.9 Data from the
Philippines in 1992 revealed that 12 percent of HIV-
infected people were infected overseas; data from 2000
indicate that the percentage has gone up to 24 per-
cent.29 Records from the central hospital in Niamey,
Niger, showed that as early as 1991, when the esti-
mated AIDS ratio was about two cases or less per
100,000 population, 70 percent of all AIDS cases had
histories of migrating to the West African coast, par-
ticularly to Côte d’Ivoire (Figures 1 & 2). The Tahoua
and Niamey districts, which are the home areas and
major transit zones respectively for most of the coun-
try’s migrants, accounted for 90 percent of all known
AIDS cases.16

Education programs are needed that use languages
understood by large numbers of mobile populations
and that are also culturally sensitive in other ways.
These programs need to give clear and accurate infor-
mation to people on the move and their sexual part-
ners about the risks they are running, stimulate them
to adopt protective behaviors and avail themselves of
health care facilities. Prevention education programs
also must provide target groups with opportunities for
interaction with information providers, questions, 
follow-up and clarification. Outreach activities by
well-trained peer educators can contribute importantly

to these educational efforts, but as noted elsewhere in
this chapter, particular care is needed to ensure contin-
ued effectiveness of peer education actions.

Human rights of mobile populations
Mobile populations face significant human rights

issues that are closely related to the situation of
increased vulnerability and risk. There is considerable
evidence that the rights of mobile populations are sub-
ject to abuse. This is particularly true of people who
travel without necessary immigration documents.
Advocacy is needed to address human rights and pol-
icy regarding HIV screening of migrant workers and
other mobile people, among other areas.

Much has been written about the portrayal of
HIV/AIDS as a “hostile outsider.”47-52 For too long,
authorities have considered migrants as HIV
“carriers.”53 They are blamed for the spread of AIDS,
and in some countries this has led to mandatory HIV
testing of migrant workers, or testing under conditions
in which they are not aware they are being screened
for HIV. Since the onset of the Asian economic crisis
in 1997, HIV testing has been a tool used by authori-
ties for repatriating migrants, thereby reducing pres-
sures on the national labor markets.54 While manda-
tory testing of migrants interferes with human rights,
current immigration policies too often serve narrowly
defined national goals in ways that can raise serious
ethical questions.55,56

As noted earlier, mobility of people with
HIV/STDs and other infectious diseases through geo-
graphic space is one factor that contributes to the
spread of infection. It is very important, however, that
national policies and programs for HIV/AIDS preven-
tion focus on situations of risk and vulnerability faced
by people on the move and their sexual partners, and
on ways to improve prevention—rather than focusing
on population mobility per se. Public health experts
have been quick to understand these problems,57 and
have strongly warned against discrimination against
mobile populations as they cross borders from one
country to another in pursuit of their livelihoods.58-60 It
is only by improving the conditions of mobile popula-
tions that their vulnerability can be decreased over the
long term. This requires that their human rights be
respected.
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AD D I T I O N A L CO N S I D E R AT I O N S
F O R IN T E RV E N T I O N S

Gender issues 
Gender issues need more attention, as increasing

numbers of people on the move are women, a fact
that causes some to speak of a feminization of migra-
tion and population mobility. In 1997, for example,
60 percent of migrants from the Philippines and 80
percent of the migrants from Sri Lanka were female.
More women are looking for opportunities in produc-
tion, although they are often paid less than men.
Large numbers of women on the move from resource-
constrained areas of the world are also finding jobs as
housemaids and entertainment workers in the service
sectors of other countries. The migration of female
entertainment workers has become a global phenome-
non and many women also become involved in sex
work.

Women and girls from Myanmar, Laos, Cambodia
and China are brought to brothels in Thailand. The
Thai Ministry of Public Health in 1997 estimated that
16 percent of sex workers in Thailand came from out-
side the country and that 90 percent of them came
from Burma. An estimated 30,000 Burmese sex work-
ers are active in Thailand, half of them infected with
HIV. Thirty percent of sex workers in Cambodia are
Vietnamese. Thai women and girls are brought to
Japan and several European countries to work in the
sex trade.61 In the Netherlands, more than 50 percent
of the sex workers come from outside the European
Union countries. Many female migrants reach their
destination countries without immigration documen-
tation, adding to their vulnerability to HIV infection.
HIV/AIDS prevention interventions for these women
need to focus on their vulnerability and rights, as well
as on their risk behaviors.62

Trafficking of girls for prostitution
It is difficult to determine where recruiting and

voluntary migration stops, and where trafficking
begins. This is especially true with regards to children.
Is the voluntary decision of their parents to have their
children “employed” by a recruiter also a voluntary
decision of these children themselves? About one mil-
lion women and children are sold yearly to the sex
industry, a yearly trade worth an estimated US$7 bil-
lion. As youth is in high demand in the sex industry,
an unknown but high percentage of those trafficked
are adolescents and children. In Vietnam, for example,
parents sell children to entrepreneurs who use them
for begging, sex work and drug dealing. Mothers in
Hanoi rent their children for 20,000 duong (US$2).
There are an estimated 1,500 of these “rented” chil-
dren.  Some of the Vietnamese HIV-infected women
identified by CARAM Cambodia were sent by their
mothers to Cambodia at age 16 to contribute to the
family income. 

The ratio of child sex workers in Vietnam is
believed to be steadily increasing: from 2.5 percent in
1989 to 11.42 percent in 1995. In recent years,
MOLISA (Ministry of Labor, Invalids and Social
Affairs) and UNICEF estimate that there were up to
200,000 sex workers with approximately 7 percent
(UNICEF) to 10.5 percent (MOLISA) children.
Depending on geographical area, child prostitution
may vary from 5 percent to 20 percent, and is said to
be more evident in the south than in the north. As
there are many Vietnamese sex workers in Cambodia,
it can be assumed that a corresponding percentage of
Vietnamese sex workers in Cambodia are minors.
Vietnam is just one example; in other poor countries
we come across similar estimates. Approximately
200,000 Nepalese women and children are working in
the sex industry in India. Few of them realize fully
what awaits them at the moment they are recruited by
agents that search rural villages for young girls. When
traffickers found out that control in Bombay brothels
was stepped up, they started to bring the trafficked
girls to Madras, Calcutta or Pune.
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Due to poverty in developing countries and high
demand for these specific sex services in rich parts of
the world, there is a steady increase in trafficking of
female children. Hard data are difficult to get hold of,
due to the criminal character of trafficking. In the
Netherlands, for example, reports based on 93 police
reports concerning minors in prostitution in 1998
estimated that there were between 1,000 and 1,500
child sex workers in the country. Of these, 300 to 400
are Nigerian girls. These girls are often transferred to
other parts of Europe to work for some weeks, which
makes it hard for authorities to get a clear picture of
the situation. Dependence, high mobility, gender and
age make these children very vulnerable to HIV/AIDS
and other reproductive health problems.

Adapted interventions
Interventions need to be adapted to specific target

groups and settings. People engaging in mobile liveli-
hood strategies—described in the aggregate as mobile
populations or people on the move—differ not only in
terms of the specific types of income-earning activities
they pursue, but also in the degree to which they are
mobile. Migrant workers with labor contracts may
spend several years in their destination sites, while
individuals, particularly undocumented workers
engaged in occasional labor or trade, may spend just a
few weeks or months before returning home or mov-
ing to another location. Trafficked women may be
transferred to different brothels every two or three
weeks. Differing levels of mobility among these kinds
of target groups affect the feasibility and effectiveness
of HIV/AIDS prevention interventions.

The greater the degree of mobility, the more
difficult it becomes to implement interventions.
Development of satisfactory understanding of the risk
situations faced by people on the move may be slowed,
particularly when access to needed information or
entrée to groups relies on recurrent contacts with the
same people, such as key informants or influential

members of target groups. High levels of mobility can
make it difficult to gain access to a critical mass of tar-
get group members and maintain contact with them
for follow-up and assessment of intervention impacts.
Problems related to limited access include small num-
bers of people contacted, severe constraints on their
time and availability and limited interest and attention
spans. When high levels of mobility affect intervention
staff (such as peer educators), the tasks of training,
supervising performance and providing quality control
become particularly difficult.

Interventions with mobile populations need to con-
centrate on settings and the moments in livelihood
mobility processes when target groups are physically
accessible and reasonably attentive to well-prepared
intervention content. These settings typically include
their home communities prior to departure and follow-
ing their return, transit areas inside and outside home
countries and destination areas where they work, live
and organize their sex lives. Both mobile populations
and their spouses and other potential sexual partners
should be targeted in each setting. Because so many
people on the move travel to distant, often foreign
destinations unaccompanied by regular sexual partners,
and because the frequent opportunities for sexual net-
working are relatively free of the normative constraints
that operate in their home communities, interventions
should give particular attention to destination areas
where migrants and others work, live and seek sexual
satisfaction.

The next section reviews several major stages in the
processes of livelihood mobility where needs and
opportunities exist for HIV/AIDS/STD prevention.
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IM P O RTA N T STAG E S I N PRO C E S S E S
O F PO P U L AT I O N MO B I L I T Y

Prevention interventions need to be based on a
solid understanding of the specific features of the set-
tings in which mobile populations encounter HIV
infection risks. Interventions also need to establish
contact with mobile populations at key stages in what
is described broadly as the migratory process. These
stages include pre-departure, transit, initial adaptation
to new settings, successful adaptation and return.

Pre-departure
Pre-departure is characterized by a combination of

push and pull factors. Individuals may be pushed 
into mobile livelihood strategies by limited access to
the real incomes they need for their well-being.
Individuals, particularly younger people, may also be
attracted to mobility because they seek a change of
scene, greater freedom from the demands of life in
their home communities or greater economic auton-
omy from parents.

During times of crisis or scarcity, migration may be
seen as a survival strategy for families in some com-
munities, leading to local traditions of migration. In
the Philippines and in several Sahelian countries, for
example, migration has been an acceptable survival
strategy for much of this century and possibly longer.63

In some instances, crisis situations such as drought
and famine force younger family members, including
daughters, to migrate to support their families.64,61

Pre-departure interventions for communities of
mobile populations should increase awareness about
how mobility as a livelihood or survival strategy can
create situations of high risk for contracting HIV and
STDs. Although pre-departure programs need to pro-
vide information about reproductive health and

HIV/AIDS,  experience reveals gaps in practice. In the
Philippines, for example, HIV/AIDS information is
not a standard component of mandatory one-day 
pre-departure orientations, despite a law requiring that
this information be provided. Prospective migrants
who have signed labor contracts are given information
on airport procedures, government and NGO pro-
grams and services for migrant workers, and realities
in the destination country—but HIV/AIDS preven-
tion information is not regularly included.

Transit
This stage involves travel, border crossings during

international travel and arrival at destinations. Travel
can be time-consuming because migrants sometimes
have to spend long periods at border crossings. Travel
can be particularly risky for undocumented (described
by some as illegal) travelers, as they can become easy
targets for unscrupulous recruiting agents at border
locations. Agents at the Thai-Burmese border, for
example, offer very poor deals to women who have
just been repatriated after being caught working ille-
gally in Thailand. Offers of similarly disadvantageous
arrangements have been observed among mobile pop-
ulations elsewhere.

A range of interventions is possible in these set-
tings. Interventions that focus on protecting migrants’
human rights are particularly important. Prevention
education interventions are also very important.
Pharmacists and drug sellers can be trained to provide
STD treatment when requested by people on the
move who buy medications.

The Border Area HIV/AIDS Prevention Project
(BAHAP) project, implemented by CARE Inter-
national and funded by USAID, is an example of an
intervention in cross-border areas to reduce the spread
of HIV/AIDS in Southeast Asia. Using a “twin city”
approach, participatory rapid assessments are first 
conducted to collect information about communities
on either side of the Thai-Burmese, Thai-Cambodian,
Cambodian-Vietnamese and Vietnamese-Lao borders.
These assessments provide a picture of border activi-
ties. Risk profiles of HIV infection are prepared for
the areas and interventions are developed. The project
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team learned during the first year that border areas are
not necessarily higher-risk relative to other places.
Settings, including border-crossing areas, become
places of higher risk for HIV and STDs because of
conditions that are specific to a given locale and which
must be satisfactorily understood for interventions to
be effective.

Initial adaptation in destination areas
This is a time when migrants and other people on

the move find their way in environments that may be
new to them, develop social support networks and
identify ways to satisfy their basic needs. This is also a
time when they may be particularly vulnerable to situ-
ations in which sexual contacts expose them and their
partners to HIV and STDs. Combined with pre-
departure interventions for spouses and sexual partners
in home areas, interventions at this stage need to focus
on typical risk situations, encourage protective behav-
iors against HIV and STDs and address the conditions
that increase vulnerability. This period may take
months to years, depending on the education levels of
mobile populations, cultural differences between home
and destination countries and the degree to which
mobile populations can benefit from social support
structures created by earlier arrivals from the same
country.

In areas where the migrants work and live, outreach
work, peer-run programs and drop-in centers for those
with health and other problems are useful interven-
tions. Community building is essential, and protection
and empowerment of women are important.
Appropriate education about reproductive health is
also essential and needs to be supported by family
planning, abortion counseling, STD prevention and
care, condom promotion, confidential HIV counseling
and testing services and attention to migrants’ rights.

The Transnational AIDS/STD Prevention among
Migrant Prostitutes in Europe Project (TAMPEP) for
migrant sex workers covers the Netherlands, Italy,
Germany and Austria. It is a model intervention that

reaches 23 different groups of women and transgender
individuals from Eastern Europe, Southeast Asia,
Africa and Latin America. The project provides
migrant sex workers with culturally appropriate HIV
and STD education and resources, and aims to
increase individual empowerment and responsibility.
TAMPEP’s methodology is based on the professional
roles of cultural mediators and peer educators/peer
supporters. Cultural mediators are field workers with
the same cultural backgrounds as target group mem-
bers. They support the intervention and facilitate the
integration of immigrants within the scope of public
health services.

There is a great need for HIV/AIDS/STD preven-
tion and care programs for refugees. UNHCR and
UNAIDS have developed policies, but very few inter-
ventions have been implemented due to a lack of
resources. UNAIDS promotes a minimum HIV/AIDS
prevention and care package for the acute stage of
emergency situations. The package consists of (1)
Ensuring a safe blood supply by testing transfused
blood; (2) Avoiding HIV transmission from refugees
to relief workers by taking universal medical precau-
tions (washing hands thoroughly, using protective
gloves, safe handling and disposal of needles, disinfect-
ing medical instruments, etc.); (3) Providing free con-
doms; and (4) Providing basic HIV/AIDS informa-
tion.

Relief agencies can initiate more comprehensive
HIV/AIDS interventions after essential services are
restored. The minimum package can be improved and
community-based condom promotion should be
undertaken. The need for STD control, and counsel-
ing and clinical care for people with HIV/AIDS
should also be addressed.65,66 Because of the frequency
of interactions between refugee and local populations,
prevention interventions for refugees and internally
displaced populations also need to include members of
host and nearby communities. Special programs are
needed in centers for refugees because their language
and cultural differences may mean that they do not
benefit from prevention information disseminated by
national AIDS control programs. Translating national
materials is a first step, but outreach work by trained
members of refugee communities is also essential. 
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A rare example of an intervention among refugee
populations underscores these more general remarks.
Not long after a genocidal civil war in 1994 led hun-
dreds of thousands of Rwandans to flee their country,
a prevention program was initiated in camps for
refugees at Benaco and three other sites in the Ngara
District of Tanzania. Intervention components
included community outreach education covering a
range of HIV/STD prevention methods, condom dis-
tribution, syndromic STD management, home-based
care for people with AIDS and psychosocial support,
including support groups for women and younger
people. CARE International in Tanzania implemented
the program in partnership with several other organi-
zations (Population Services International, John Snow,
Inc., and the African Medical Research and Education
Foundation), with funding from USAID through the
AIDSCAP Project of Family Health International.
Based on this experience, three requirements were
identified for effective interventions with refugee pop-
ulations: (1) Flexibility, creativity, cultural sensitivity, a
good understanding of power relations among camp
residents, and a great deal of patience; (2) Actions that
address the increased vulnerability of women and
youth; and (3) Good coordination of efforts by multi-
ple relief agencies.67

Successful adaptation
The amount of time needed for people on the

move to successfully adapt to their destinations
depends on several factors. These include individual
factors (character, educational and cultural attributes);
differences between countries and regions of origin
and destinations (linguistic, religious and other cul-
tural characteristics) and the ability of migrants and
other people on the move to cope with and adjust to
these differences; and the effects of relevant policies in
destination areas and countries (national policies that
isolate foreigners impede processes of adaptation 
while more liberal polices facilitate free movement
and adaptation). 

Successful adaptation in destination areas also
depends on the presence or absence of social support
networks that function to ease the transition from

being a new arrival to becoming a member of a resi-
dent expatriate community. Many of the larger cities
in West Africa (such as Accra, Abidjan, Lomé and
Lagos) have well-established communities of foreign-
origin residents, some of which span several genera-
tions. Some neighborhoods in these cities have strong
and long-standing linkages with specific communities
in countries of origin. Thus, men and women of all
ages who come and go as migrants, truckers and sex
workers are potentially able to tap into these social
support networks that may reproduce the structures
found in home communities. These support networks
can ease access to housing, jobs, information about
local police practices, credit, assistance with repatria-
tion in case of serious financial difficulties, illness or
death and sexual contacts. In  terms of facilitating
access to sexual contacts, the process may not include
attention to HIV/STD risk and prevention.

Community-based social support mechanisms like
this, which embody shared concerns among members
for the well-being of a community, may inadvertently
contribute to members’ increased risk of HIV/STDs.
For many, particularly where older and more conserva-
tive male members occupy leadership positions, there
may be neither interest in nor openness to incorporat-
ing knowledge about HIV prevention into existing
value systems. This apparent lack of synchronization
between shared beliefs and values and the relatively
recent advent of HIV/AIDS may create a challenge to
public health efforts among mobile populations in
destination areas. Nevertheless, community-based
structures like these offer opportunities to develop
linkages with prevention interventions and a degree of
cultural change that will support and possibly
empower wider-spread HIV/AIDS awareness and risk
reduction efforts by communities of mobile people.
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Return
If and when migrants return to their home coun-

tries they need to reintegrate themselves, which may
be difficult. In many cases, they have experienced per-
sonal and cultural changes while away, and their
changed behaviors may lead to increased HIV/STD
risk to them and their sexual partners at home. These
kinds of situations also lend themselves to interven-
tions.

Some programs are particularly concerned with
returning migrants. With the help of the Bangladeshi
NGO Shisuk (CARAM Bangladesh), the Welfare
Association of Repatriated Bangladeshi Employees
(WARBE) was founded to protect the rights of
returned migrant workers. It also aims to create oppor-
tunities for discussion of sexuality, STDs and
HIV/AIDS with returning migrants and their sexual
partners. This is important because much of the
Bangladeshi population believe that returning
migrants brought the HIV epidemic home.
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A Framework for Identifying Prevention Opportunities

Our review identifies three concepts that are important for understanding the relationship between livelihood
mobility and risks of contracting HIV/STDs on the one hand, and developing approaches toward
HIV/AIDS/STD prevention on the other: vulnerability, risk and human rights. These concepts often charac-
terize the situation of people on the move and require attention by prevention interventions. Each of these
points can be addressed by complementary interventions at different stages in the migratory or livelihood
mobility process as described above. The relationship of these concepts, stages and types of possible interven-
tions are summarized in the matrix below. This framework suggests appropriate interventions for particular
stages and settings. In practice, combinations of interventions are often needed, and in all cases attention
must be given to advocacy.

Vulnerability Personal Risk Human Rights

Community-based Personal directed Advocacy work
interventions interventions

Pre-departure Awareness project for Education on health and Lobbying with policymakers
young people in areas with migrants. on protection of migrants from
high migration. exploitation by agents and 

middle-men.

Transit Education and condom 
promotion in places where
migrants stop or stay for 
a while.

Initial adaptation Awareness projects. Culturally sensitive Lobbying for the human rights of 
Development of appropriate health and STD/HIV migrants in the receiving country.
health/STD services. education in own language. Networking with local labor unions.

Successful adaptation Awareness of own identity Culturally sensitive Asking special attention for problems
in relation to sexuality. educational material. of second generation migrants.

Return Community work to support Education of friends and family Influencing media to report
reintegration of returning migrants. of repatriating migrants on appropriately on returning

HIV/AIDS and mobility. migrants and HIV/AIDS



L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S

Our review of interventions has highlighted several
important lessons.  For each lesson identified, one or
more recommendations are offered with a view toward
the development of future interventions for mobile
populations and their sexual partners in resource-con-
strained settings. Both the lessons and recommenda-
tions should be considered as one step in what must
be a continuing process of examining prevention
interventions. The process should include repeated
assessments, analysis and dissemination of lessons
learned from interventions, planning for more effec-
tive interventions, assessments, analysis and dissemina-
tion of lessons learned and so on.

1. The types of population mobility most often asso-
ciated with increased risk of HIV infection are
driven to a large extent by people’s efforts to cope
with the effects of uneven socioeconomic develop-
ment. People are moving because they must do so
for their livelihoods. Social disruption and war are
also factors that play increasingly important roles
in the kind of mobility that is associated with risk
of HIV.

Recommendations: While no single intervention
can address all the complex individual and broader
socioeconomic factors associated with population
mobility and HIV risk, it is necessary nevertheless
for policymakers, international donors and inter-
vention staff to remain keenly aware of the
broader contexts of population mobility and HIV
risk. A better balance is also needed between inter-
ventions that target individuals (such as behavior
changes) and interventions that aim to modify
broader structural, environmental issues that are
associated with and possibly conducive to greater
or lesser vulnerability and risk of HIV infection.

2. The relationship between specific forms of mobil-
ity and HIV risk situations is not well understood,
in large part because so little detailed, qualitative
analysis has been done.

Recommendations: More studies, especially qual-
itative studies that focus on particular problems or
gaps in understanding the relationship between
mobility and HIV risk, are needed to build on or
complement existing work. Studies focused in this
manner need to be linked with intervention

actions, particularly flexible pilot actions that
increase understanding of both problems or issues
and promising intervention outcomes.

3. Numerous prevention interventions have been
undertaken with mobile populations but little is
known about their methods, strengths and weak-
nesses, successes and failures and the results of
their actions.

Recommendations: More assessments of interven-
tions are needed to identify major lessons learned
and develop a more solid foundation for future
prevention work. Assessments should incorporate
published and unpublished project documents and
input from both program staff and members of
target populations. The geographic focus should
be national and regional, with comparative analysis
insofar as possible. The results should be widely
disseminated through regional workshops and
satellite meetings at regional and world-level con-
ferences.

4. Most HIV/AIDS prevention interventions for
mobile populations operate within single coun-
tries, despite the fact that most population mobil-
ity entails travel across international borders, often
to destinations that are culturally, economically
and politically different from home communities. 

Recommendations: More cross-border interven-
tions are needed to address the particular situa-
tions of mobile populations and the prevention
challenges and opportunities associated with these
situations. In the event that cross-border interven-
tions are not feasible, single-country interventions
must be comprehensive in scope, covering home,
transit and destination areas. Wherever mobility
by nationals from a given country creates linkages
to neighboring or more distant countries, and
where livelihood mobility is associated with the
risk and spread of HIV/STDs, single-country pro-
grams need to ensure high levels of coordination
and collaboration with interventions in the other
countries.
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5. The multiple demands of working with mobile
populations in single-country and cross-border
interventions often make it difficult to ensure sat-
isfactory follow-up, support and quality control
when actions occur at multiple sites. 

Recommendations: Interventions with multiple
sites must ensure that adequate resources are avail-
able for high-quality actions at all sites. Strong fol-
low-up and quality control are critically important
for all actions, particularly those at sites in distant
destination areas where people on the move are
known to engage in high-risk sexual contacts.
National and international organizations must
mobilize greater resources for HIV/AIDS preven-
tion among mobile populations and their sexual
partners.

6. Responses by stakeholders other than mobile-pop-
ulation target groups can hinder the effectiveness
of interventions.

Recommendations: Prevention interventions
need to incorporate as many key stakeholders as
feasible when identifying, planning, implementing
and assessing actions. Insufficient attention to a
range of stakeholders may result in reduced
program effectiveness. In instances where stake-
holders and potential partners are uncooperative
or unresponsive, interventions need to work with
those who are responsive and keep others
informed as appropriate.

7. There is little evidence that interventions have
identified or developed operational linkages with
community-based forms of social support among
mobile-population target groups.

Recommendations: HIV/STD prevention inter-
ventions need to identify and assess the role of
community-based social support structures among
mobile populations and, if appropriate, develop
operational linkages with them. Doing so may
help address the recurrent challenges of (a) increas-
ing the degree to which target group communities
appropriate, or take on as their own, the logic,

objectives and messages of prevention interven-
tions, leading to a kind of normative, cultural
change; and (b) sustaining protective intentions
and actions against HIV infection.

8. Mobile populations may be marginalized and dis-
enfranchised in destination areas and countries,
perceived and treated in a hostile manner. Under
conditions where there are negative perceptions in
the absence of legal support for newcomers,
mobile populations are particularly liable to suffer
abuses of their rights.

Recommendations: Prevention interventions need
to focus resources on protecting the rights of
mobile populations whenever feasible, through
specific actions and a focus on progressive policies
in destination countries.

9. Most prevention interventions occur in social set-
tings where people combine mobile livelihoods
and high-risk sexual networking, such as truck
stops, border crossings, major markets, truck
(lorry) parks, bus depots, port areas and high-
density urban settings. Some interventions also
operate in the home communities of mobile popu-
lations. Outside home areas, the settings can be
extremely difficult for prevention efforts. They are
noisy, crowded places where a constant flow of
people and vehicles often contributes to short
attention spans and low levels of interest by target
groups whose top priority is more often gaining
their livelihoods than preventing HIV/STDs.

Recommendations: Interventions need to con-
tinue innovative efforts to work with mobile popu-
lations on their own terms, in the settings where
they pursue their livelihoods and face HIV/STD
risks. Use more formative or action research to 
better understand the social order and dynamics of
these apparently chaotic places.  Also use flexible
pilot initiatives to assess innovative approaches for
working with people on the move in these high-
risk settings.

10. Interventions rely heavily on volunteer peer 
educators recruited from target groups. While this
provides potentially privileged entrée to target
groups, the frequent lack of satisfactory financial
incentives leads to complaints and turnover of
educators and occasional problems with peer 
educator performance.
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Recommendations: Use incentives as needed on a
case-by-case basis and do so appropriately to avoid
making educators appear overly privileged relative
to their counterparts, which contributes to isola-
tion and reduced effectiveness. Select, train and
retrain educators with a view to strong character
and a good fit with their peers and the larger com-
munity. Consider using social mapping or simpli-
fied network analysis to assist with this. Identify
existing forms of social support that occur among
mobile populations and ensure that the work of
peer educators fits with the objectives of these 
support structures, while seeking to increase their
openness to increased and continuing concern for
HIV/AIDS prevention and support of members’
protective actions.

F U T U R E
C H A L L E N G E S

Continued progress in HIV/AIDS/STD prevention
among mobile populations in resource-constrained set-
tings worldwide will depend on the ability of pro-
grams to address multiple challenges, including: 

Using creative approaches to deal with the com-
plexities of HIV risk and transmission associated
with livelihood mobility so that opportunities for
innovative interventions can be identified.  Avoid
using overly routinized intervention approaches
that do not encourage continued learning.

Identifying and understanding community-based
structures of social support among mobile popula-
tions and developing operational linkages with pre-
vention interventions where feasible.

Integrating representatives from mobile popula-
tions in identifying, designing, implementing and
assessing interventions.

Providing prevention messages and prevention sup-
port that are responsive to the diverse situations of
mobile populations, and ensuring procedures to
verify delivery, understanding and use of messages
by target populations at all significant points along
their travel itineraries.

Integrating HIV/STD prevention messages and
care within a broader range of reproductive and
family health issues.

Protecting and promoting the human rights of
mobile people to empower them for protective
actions against HIV/STD infection.

Developing interventions that address structural
and environmental factors as well as the individual
behavioral factors associated with HIV/AIDS risk.

Using multilateral support to develop immigration
policies that are supportive of HIV/AIDS preven-
tion interventions—for example, by ensuring the
ratification of the 1990 UN Convention on the
Protection of the Rights of all Migrant Workers
and Members of their Families.

Increasing the visibility of underprivileged mobile
populations in the policies and programs of
national and international HIV/AIDS prevention
programs.

Capturing and widely disseminating findings about
successes and failures, difficulties and break-
throughs of current prevention interventions for
the benefit of more effective future interventions,
for replicating and scaling-up programs.
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C A S E  S T U D Y

CARAM: PA RT I C I PATO RY AC T I O N
RE S E A RC H A S A N IN T E RV E N T I O N F O R
MI G R A N TS

We have seen that multiple-country HIV/AIDS
prevention interventions for mobile populations are
infrequent. The Coordination of Action Research on
AIDS and Migration (CARAM) in Asia, which has
been referred to several times in this chapter, provides
another example and will be described in greater detail
here.*

CARAM is a partnership of seven NGOs in
Bangladesh, Thailand, Malaysia, Cambodia, Vietnam,
Indonesia and the Philippines for a regional program
of action research on mobility and AIDS. CARAM
has four objectives:

1. Do advocacy work to (a) demonstrate how
migrants’ working and living conditions increase
their vulnerability to HIV and STDs at national
and regional levels, and (b) improve their situa-
tions.

2. Develop grass-roots interventions for migrant pop-
ulations to provide health/HIV/AIDS/STD educa-
tion and increase their access to health facilities.

3. Develop action research models for the collection
of data for advocacy work, and to develop and
implement interventions for improved health edu-
cation and access to health facilities.

4. Protect migrants’ human rights.

The CARAM network disseminates information
on its progress in research, interventions and advocacy
in the newsletter CARAM News. CARAM’s coordina-
tion center in Malaysia also organizes yearly work-
shops for partners and satellite symposia, booths and
publicity at international conferences, including the
World AIDS conferences and the International
Congress on AIDS in Asia and the Pacific.

CARAM has developed a research methodology
that emphasizes migrants’ perspectives, to ensure that
migrants’ realities are described and understood in
relationship to the HIV epidemics in Asia. The

research approach is participatory.  Groups that should
benefit from interventions based on the research
are involved in setting priorities, identifying research
objectives and providing analysis that will result in
interventions. These groups or actors include the
migrant populations, grassroots organizations that
work with them and local health care workers and
politicians.68 The research is action-oriented in the
sense that it must result in interventions that are also
assessed by the approach. It uses a cyclical approach
whereby problem statements lead to data collection,
analysis and identification of potential solutions,
which leads to further data on intervention impacts,
analysis of data and so on. Quantitative and qualita-
tive research methods are used to ensure satisfactory
scientific quality. The CARAM program also involves
a great deal of capacity building for NGOs, CBOs and
other grassroots organizations. CARAM’s research and
interventions are closely linked with concerns about
migrants’ human rights and the need to improve their
situations, which means that much of CARAM’s
action research produces materials for advocacy work.

The combined efforts of the country program in
the CARAM network result in the following interven-
tions for migrants:

Pre-departure programs for prospective migrants to
help them understand the conditions of the host
country and teach them about sexuality and sexual
health, specifically about HIV/AIDS.

Follow-up in the host countries with (a) appropri-
ate health education in the language of the
migrants and fitting their daily realities, and (b)
access to health care facilities (especially STD serv-
ices). The care has to be affordable and culturally
and socially significant.

Reintegration programs for returned or repatriated
migrants.

CARAM’s participatory action research approach
can be used by program managers to design culturally
appropriate prevention and care interventions for
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* For additional information about CARAM’s experiences, consult its Web site
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tives in West Africa described or cited earlier, see CARE International in Niger
1995, 1998, Kpognon 1997, PSI n.d., UNAIDS 1998. See UNAIDS 2000 for a
particularly interesting and innovative example of action research supported by the
UNAIDS regional HIB/AIDS prevention initiative in West Africa.



mobile populations. Research in the field of HIV/
AIDS—concerning sexual behavior, hidden prejudices
against foreigners, people with other sexual preferences
and so on—makes the cooperation of those involved
very important. People who are stigmatized and fear
discrimination—or worse—are unlikely to share infor-
mation with outsiders. Experience with participatory
action research has shown that involving mobile popu-
lations in research and identifying possible interven-
tions contribute greatly to the feasibility of resulting
interventions.69 Many anthropological research
techniques, particularly Rapid Appraisal, reveal a top-
down approach to data collection and analysis, often
driven by the need of public health officials and health
educators for information.

The steps used by Teneganita, the CARAM NGO
partner in Malaysia, provide an example of how a par-
ticipatory prevention program can be developed for
mobile populations:

1. Outreach workers visit sites where migrants work
and live. They are introduced by contacts of the
migrants. In the case of established migrant com-
munities, the contacts may occur via religious
organizations (temples or churches), which provide
opportunities for dialogue. It is important to real-
ize, however, that members of religious organiza-
tions may not necessarily represent the broader
migrant community. Outreach is more difficult
with these kinds of contacts. Language can often
be the most important barrier to effective outreach.
Winning the confidence of target mobile popula-
tions can require considerable time because many
of them, particularly people without immigration
documents, may be suspicious of outsiders. 

2. Outreach workers organize focus group sessions
with migrants about HIV/AIDS and sexuality.

3. Sessions are taped and analyzed, using focus group
discussion methodology. It is best to do the analy-
sis together with migrants, but this can be difficult
in practice because, as we have noted earlier, these
people work hard and prefer to spend their free
time in different ways. Results from the analysis
should be presented soon to the migrants’ commu-
nity as a “reality check,” to see whether they recog-
nize themselves.

4. Session participants who are especially enthusiastic
are invited to participate in the research. While this
is a key element of the approach, it is sometimes
difficult to identify potential participants because
they may feel that the activity is not in their own
interest. Cooperation from the community may be
low if outreach workers show an interest only in
HIV/AIDS-related issues, while migrants are pri-
marily concerned with their documentation prob-
lems.

5. Selected participants are then trained. Training
should be simple and focus on attitudes, cultural
factors and differences and the relationship
between HIV/AIDS risk and broader processes of
development.70

6. Short, concise questionnaires—20 questions at
most—are developed to collect additional quantita-
tive baseline information. 

The same system can be used later for feeding back
collected information and for HIV/AIDS/STDs edu-
cation.

Maintaining a good relationship with migrants and
other mobile populations is a key to success with this
research approach. This differs from more conven-
tional research where data collectors arrive in the com-
munity, get what they want, disappear to report to
policymakers and donors and never return.
Community participation is very important, although
this can be difficult when authorities and employers
are not supportive.
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I N T R O D U C T I O N

Few challenges in responding to HIV/ AIDS have proven to be as difficult
as reaching and providing effective prevention and care services to men
who have sex with men (MSM). Although homosexual and bisexual
behaviors have been documented in all countries and cultures, widespread
stigma and discrimination are associated with such practices. This has
often made it difficult even to begin discussing the risk of HIV infection
and the impact of AIDS among populations of MSM. One of the nega-
tive consequences of stigma and discrimination in many settings has been
the relatively limited development of sexuality-based communities and
community support structures. Many government agencies and interna-
tional donors have almost completely failed to prioritize MSM in develop-
ing programmatic responses to the HIV/AIDS epidemic.

Fortunately, at least some local-level community and advocacy organiza-
tions have gradually emerged to respond to the epidemic in a range of
resource-constrained settings, offering a growing understanding of the
ways it is possible to reach MSM through prevention and care programs,
and the key components that such programs ideally should include to be
effective. This chapter briefly reviews programs designed for MSM in a
range of resource-constrained settings to outline some of the ways these
key components have been identified and the extent to which they are
essential to effective program development.

S T A T E - O F - T H E - A R T  A P P R O A C H E S ,  

S T R A T E G I E S  A N D  E X P E R I E N C E

DE F I N I N G T H E MSM PO P U L AT I O N

There is significant and growing evidence that MSM are an important
population vulnerable to HIV infection everywhere in the world. In spite
of growing levels of heterosexual transmission in Latin America, for exam-
ple, HIV prevalence levels among populations of MSM have ranged from
20 percent to 35 percent in the major cities of a number of larger coun-
tries. HIV prevalence and incidence data for homosexually and bisexually
active men are less readily available for countries in Asia and Africa. This
is due in part to the fact that terms such as “homosexuality” and “gay” fail
to adequately describe the diverse forms of traditional male-male sex that
can be found in many African and Asian societies. 
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CO N F RO N T I N G A HI S TO RY O F DE N I A L A N D NE G L E C T

The history of the HIV/AIDS pandemic has been marked by continued
denial and neglect of the importance of prevention and care services for
MSM, particularly on the part of official HIV/AIDS programs. This
denial and neglect has unfortunately been widespread almost everywhere,
but it has been most explicit in relation to the HIV/AIDS epidemics
found in resource-constrained settings. 

HIV/AIDS PR E V E N T I O N

EF F O RTS AM O N G MSM I N AF R I C A

Only a small number of AIDS prevention programs or behavioral inter-
ventions directed at MSM have been developed in the sub-Saharan
African region; the situation is only marginally better in northern Africa.
Even on the basis of relatively unsystematic information, however, it is
clear that in Africa, as in other parts of the world, nongovernmental
AIDS-service organizations and gay and lesbian rights organizations have
been largely responsible for the initiatives that do exist.

PR E V E N T I O N EF F O RTS AM O N G MSM I N AS I A

The situation in Asia is also marked by relative neglect of MSM as an
important population for HIV/AIDS prevention programs.  Fortunately,
it is not characterized by the kind of almost absolute denial that still 
seems widespread throughout much of sub-Saharan Africa. In a number
of South and Southeast Asian countries, important programs directed at
MSM, and at the newly emerging gay communities found in many 
countries, have been initiated. 

PR E V E N T I O N EF F O RTS

AM O N G MSM I N LAT I N AM E R I C A

As in Asia, small, nongovernmental, gay and AIDS activist organizations
in Latin America typically have taken the lead in developing HIV preven-
tion programs. For the most part these initiatives have been relatively
small-scale, carried out without significant financial support and even,
in some cases, in the face of official resistance. Nonetheless, by focusing
on strategies such as street outreach, cultural activism and community-
building and mobilization, important steps are being taken to redress the
previous lack of attention to one of the most vulnerable population
groups in virtually all of the countries in the region.
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PR E V E N T I O N EF F O RTS AM O N G MSM I N T H E CA R I B B E A N

The Caribbean region has HIV prevalence rates second only to sub-
Saharan Africa.  It is important to examine the role of MSM in 
transmission as regionally there is widespread denial of MSM activity to
the point that it is often disregarded or ignored as a mode of HIV 
transmission. Although the levels of HIV among MSM in the Caribbean
are not completely known, there are strong indications that it is high. 

L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

It is clearly possible to provide a strong theoretical framework for the
development of programs that should make it possible for policy makers
and other stakeholders to design and implement meaningful programs
even in the absence—or while awaiting  the results—of more experimen-
tally valid scientific research findings.  If implemented urgently enough,
these programs will surely save lives and reduce HIV/AIDS-related human
suffering.  A number of key principles emerge that can be defined as
absolutely essential for the development of effective HIV/AIDS prevention
and care programs for MSM. 

F U T U R E  C H A L L E N G E S

It is essential that programs for MSM remain deeply rooted in community
structures and organizations precisely because these contexts provide the
necessary vehicle for reaching isolated individuals and segments of the
larger population group out of which they have grown. The task that
remains for the future—everywhere in the world—is to recognize this fact
and provide these communities and community-based organizations with
the resources, structural and policy support and creative freedom necessary
to do their work.

C A S E  S T U D Y

PR E V E N T I V E IN T E RV E N T I O N AT PU B L I C

SE X SI T E S I N SA N T I AG O

The Chilean experience of an HIV/AIDS prevention program in public
sex sites (PSS) will be of particular interest to countries where public sex,
particularly sex between men, is more difficult to acknowledge or where
homosexuality is more stigmatized.
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O
ver the last two decades few challenges in responding to

HIV/ AIDS have proven to be as difficult as reaching and

providing effective prevention and care programs to men

who have sex with men (MSM). There are multiple, complex reasons for

this difficulty. Although homosexual and bisexual behaviors have been

documented in all countries and cultures, widespread stigma and discrimi-

nation are often associated with

such practices. This has made it

difficult in many places even to begin to discuss the risk of HIV infection

and the impact of AIDS among populations of MSM.1

One of the negative consequences of stigma and discrimination in

many settings has been the relatively limited development of sexuality-

based communities and community support structures. Perhaps most wor-

risome, many government agencies and international donors have almost

completely failed to prioritize MSM in developing programmatic

responses to the HIV/AIDS epidemic. This has limited what might have

been one of the most effective ways of overcoming the negative impact of

widespread discrimination:  the development of more effective health and

welfare services, such as STD clinics specifically serving homosexually or

bisexually active men, and human rights protection with an emphasis on

sexual rights and the protection of sexual minorities.1,2

Fortunately, at least some local-level community and advocacy organi-

zations have gradually emerged to respond to the epidemic in a range of

resource-constrained settings. They offer a growing understanding of the

ways it is possible to reach MSM through prevention and care programs

and the key components that such programs ideally should include to be

I N T R O D U C T I O N
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effective.1 Unfortunately, these truly heroic efforts on the part of commu-

nity-based organizations and frontline prevention workers have rarely been

given adequate research attention in ways that might make possible a

more systematic evaluation of their impact. A good deal of descriptive

information is available, however, outlining the components of many pro-

grams.  On the basis of such observational and descriptive case studies, it

is possible to develop a strong theoretical model that synthesizes what

would appear to be the key ingredients necessary for the design of mean-

ingful HIV/AIDS prevention programs for MSM. Based on these

accounts, it is apparent that at least five different elements must be present

to reduce the risk of infection and guarantee responsible care and treat-

ment for those who are already infected with HIV:

1. What might be described as “the democratization of information” is

essential. While information alone is clearly not enough to ensure effec-

tive risk reduction,3 ensuring access to correct and current information

about HIV and AIDS is nonetheless a necessary condition for the devel-

opment of effective programs—especially for highly marginalized popula-

tions who are often excluded from the normal flow of information in

mainstream social life. 

2. To guarantee that information reaches the widest possible popula-

tion of MSM—including those segments that are most hidden and mar-

ginalized—systematic outreach efforts aimed at connecting with these

men, on their own terms and in their own social and sexual settings, con-

sistently have been shown to be a key component of effective prevention

and care.
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3. To give consistency and long-term support to the democratization of

information and the development of systematic outreach efforts, commu-

nity mobilization and building must be a primary focus of AIDS-related

programming.  Effective responses to the epidemic can be sustained over

time only within the context of increasingly strong and coherent commu-

nity support structures.

4.  Building stronger communities in turn must be linked to an 

ongoing process of collective and individual empowerment aimed at 

overcoming the discrimination, oppression and even violence that have

consistently been associated with heightened vulnerability in the face of

HIV and AIDS. 

5. The defense of human rights has been identified as absolutely 

essential to developing a broader social climate capable of reinforcing risk

reduction and guaranteeing access to care and treatment services.

Defending human rights, particularly for highly stigmatized populations

such as MSM, is necessary not only because it is ethically correct, but also

because it is pragmatically necessary to bring individuals and communities

into broader support structures capable of providing them with appropri-

ate social, psychological and clinical services.

Taken together, these key components offer a framework within which

to develop prevention and care programs capable of effectively reaching

MSM. They combine to produce what has been identified as the single

most important element in all HIV/AIDS prevention programs for all

population groups: a supportive social environment in which it is possible

to reach MSM and provide them with the information, skills, tools and
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social mobilization necessary to respond effectively to the risk of HIV

infection. While such programs to now have been relatively limited, the

existence of this framework offers real hope that even with a reasonably

small investment of human and financial resources, their scope and impact

can be significantly extended in the future.

This chapter briefly reviews programs designed for MSM in a range of

resource-constrained settings to outline some of the ways these key com-

ponents have been identified and the extent to which they are essential for

effective program development. It emphasizes the ways these components

have emerged in relatively small-scale, community-based program develop-

ment, and offers suggestions about  the implications for scaling-up pro-

grams that will be able to reach a broader public in a range of different

resource-constrained settings.
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S TAT E - O F - T H E - A R T
A P P R O A C H E S ,  S T R AT E G I E S
A N D  E X P E R I E N C E

DE F I N I N G T H E MSM PO P U L AT I O N

There is significant and growing evidence that
MSM are an important population vulnerable to HIV
infection everywhere in the world.2,4 This has been
true since the  beginning of the epidemic among the
populations of gay and bisexual men in the United
States, Canada, Australia and in many of the countries
of Western Europe, where HIV prevalence rates rang-
ing from 20 percent to 50 percent were often reported
during the 1980s.5 Much the same can be said of
Latin American countries where, in spite of growing
levels of heterosexual transmission in some countries,
HIV prevalence levels among populations of MSM
have ranged from 20 percent to 35 percent in the
major cities of a number of larger countries such as
Argentina, Brazil and Mexico, and from 5 percent to
10 percent in provincial areas and smaller countries
such as Costa Rica.6

HIV prevalence and incidence data for homosexu-
ally and bisexually active men are less readily available
for countries in Asia and Africa, where a clearly
defined “gay” identity seems to be considerably less
common than in the United States, Europe or even
Latin America—and where the widespread denial of
significant levels of sexual activity between men may
also have resulted in a lack of research attention to
these otherwise “hidden” populations.4 Throughout
Asia, behavioral surveys of men have often reported
high levels of bisexual behavior, and male-male sex has
been responsible for an important percentage of the
HIV infections reported among men.  In a study of
military conscripts in Thailand, for example, male-
male sex was reported by only 7 percent of the sam-
ple, yet it was associated with 13 percent of the HIV
infections in this population in 1995. While there has
been strong denial of male homosexual behavior in
sub-Saharan Africa over the years, social and behav-
ioral studies by African researchers are increasingly
calling this denial into question. They suggest that in
many countries largely hidden homosexual practices
may in fact be far more common than previously
reported—and that levels of male-male HIV transmis-
sion may themselves be hidden in the HIV prevalence
estimates for supposedly uniformly heterosexual men.7

Part of the problem here undoubtedly is due to the
fact that terms such as “homosexuality” and “gay” fail
to adequately describe the diverse forms of traditional
male-male sex that can be found in many African and
Asian societies.8,9 Closer study of the contexts within
which male-male sex occurs—among adolescents or
adults, as part of clan solidarity, in connection with
spiritual and initiation activities—will in time reveal
what many local people already know. Male-male sex
does occur throughout the world, although only some
forms are understood as being homosexual or “gay.”

CO N F RO N T I N G A HI S TO RY O F
DE N I A L A N D NE G L E C T

Even though there is significant evidence that
MSM are an important population vulnerable to HIV
infection, the history of the HIV/AIDS pandemic has
nonetheless been marked by continued denial and
neglect of the importance of prevention and care serv-
ices for this population group—particularly on the
part of official HIV/AIDS programs. This has unfor-
tunately been widespread almost everywhere, though it
has  been most explicit in relation to the HIV/AIDS
epidemics in resource-constrained settings. In fact, the
lack of available data in some regions, particularly in
Asia and  Africa, is likely the result of official denial
feeding into the limitation of HIV/AIDS research
agendas.

The persistent denial of the importance of MSM
has been clearly documented in a study by the Panos
Institute in association with the Norwegian Red
Cross.2 The study included a targeted survey of
national AIDS programs, AIDS service organizations
and nongovernmental organizations involved in AIDS-
related work and gay groups and individuals in coun-
tries around the world. The survey’s goal was to docu-
ment both the extent of same-sex behavior but also,
even more importantly, the kinds of programmatic
and prevention responses that had been generated in
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response to HIV vulnerability among MSM in the
developing world. Data were collected from more than
40 national AIDS programs, more than 100 AIDS
service organizations (ASOs) and NGOs, and more
than 50 gay organizations in countries throughout
Africa, Asia and Latin America. Unfortunately, only
25 percent of national AIDS programs list MSM as a
target group for AIDS prevention campaigns. Only 9
percent report the development of programs for male
sex workers—in contrast to 84 percent targeting het-
erosexual adults, 78 percent targeting adolescents or
teenagers and 69 percent targeting female sex workers.2

These results were confirmed when national AIDS
programs were asked not whether they specifically tar-
geted prevention programs to MSM, but whether any
AIDS-related services were available to MSM in their
countries.  Once again, a large majority, 74 percent,
stated that no such services were available, while only
24 percent reported that some services were available.
When asked what kinds of services were available, 23
percent said advice and counseling services; 18 percent
said information and education programs; 16 percent
said condom distribution; 12 percent said outreach
work; and 9 percent said there were  HIV testing and
treatment services targeted to MSM.2 These extremely
limited AIDS-related services for MSM clearly reflect
the almost complete lack of official attention to these
populations in the international response to the
HIV/AIDS pandemic, particularly in resource-con-
strained countries.

Given this history of denial and neglect on the part
of most official governmental programs, the fact that
at least some efforts have been developed and demon-
strated important signs of success is a testament to the
creativity of community-based organizations and
activists in countries around the world. While these
programs are often poorly documented and only rarely
evaluated in any systematic way, they offer real hope
concerning what is possible in terms of AIDS preven-
tion programs for MSM in resource-constrained
settings—particularly if more adequate sources of
funding and political commitment can be generated
on the part of governments and donors.3

HIV/AIDS PR E V E N T I O N EF F O RTS
A M O N G MSM I N AF R I C A

Only a small number of AIDS prevention pro-
grams or behavioral interventions directed at MSM
have been developed in the sub-Saharan African
region.2,3,10 The situation is only marginally better in
northern Africa. The Association Marrocaine de Lutte
contre Le Sida, for example, has conducted outreach
work with male sex workers in Casablanca and
Marrakesh, aimed at raising HIV and AIDS awareness
and promoting condom use.11 While limited informa-
tion has been collected on the sexual practices and
self-perceptions of the men concerned, as well as on
the number of contacts made and condoms distrib-
uted, information concerning the impact of this out-
reach work is not available.

But even on the basis of relatively unsystematic
information, it appears that in Africa, as in other parts
of the world, nongovernmental AIDS-service organiza-
tions (ASOs) and gay and lesbian rights organizations
have been largely responsible for the initiatives that 
do exist. In the Panos Institute survey of prevention
programs for MSM, only one national AIDS program
(Mozambique) of the 20 surveyed reported any tar-
geted prevention programs for MSM, though the
extent of such programming is unclear. Likewise five
percent of the 53 ASOs surveyed indicated they are
developing at least some kind of service.  But the few
gay and lesbian organizations that exist in sub-Saharan
Africa are the only ones that have explicitly prioritized
work for MSM.2 The Panos report also suggests that a
number of gay organizations in Africa have taken lead-
ing roles in providing AIDS services to sex workers
and prisoners.2 In spite of these efforts, it is clear that
much more must be done, and that there is still a
pressing need in this context.

268 C H A P T E R  E L E V E N — R e a c h i n g  M e n W h o  H a v e  S e x  w i t h  M e n



PR E V E N T I O N EF F O RTS A M O N G
MSM I N AS I A

The situation in Asia is marked by relative neglect
of MSM as an important population for HIV/AIDS
prevention programs.  Fortunately there is not the
kind of almost absolute denial that still seems wide-
spread throughout much of sub-Saharan Africa.3 In a
number of South and Southeast Asian countries,
important programs have been initiated which target
MSM and the newly emerging gay communities in
many countries. In India, for example, as in most
other parts of Asia, small, emerging gay community
and gay rights organizations have served as the point
of departure for outreach activities aimed at reaching
non gay-identified men and building a stronger sense
of gay community among this population.

In spite of the possible difficulties and contradic-
tions implicit in such a strategy, a number of organiza-
tions have initiated important efforts. In the early
1990s, for example, a nongovernmental group in
Mumbai began to publish Bombay Dost (an Indian
word meaning “friend”), a magazine targeting gay men
and lesbians printed quarterly in English with a Hindi
section. The group also started marketing condoms
with Hindi- and English-language instructions on
proper usage, and actively networked with other organ-
izations throughout the country.12 Since then the
Humsafar Trust, also in Mumbai, has provided a wide
range of AIDS-related information and services
through printed materials, a library of resources, sup-
port groups and “street counselors” who can be
accessed by leaving messages on a publicized voice mail
system. They have also worked further among non-
gay-identified MSM, including the “massage boys” of
one of Mumbai’s beaches, in certain public sex envi-
ronments and within several other sexual networks.

A range of other programs to promote the sexual
health of MSM can also be found elsewhere in India.
In Calcutta, for example, the Counsel Club has
launched a gay magazine called Pravartak to reach sub-
stantial numbers of gay-identified middle-class men in
Calcutta and surrounding areas, and there are plans to
extend this work to meet the needs of non gay-identi-
fied MSM. In Lucknow, Friends India publishes a
quarterly magazine called Sacred Love, whose articles
promote HIV-related risk reduction.

Despite a number of preliminary studies docu-
menting the complex and clandestine character of
most same-sex relations in India, there have been rela-
tively few other broad-based programs. A widespread
denial of homosexual behavior as a key element in
HIV transmission in India still seems to be a major
problem, even among AIDS prevention workers.13

There are some notable exceptions to this trend in the
work of the Community Action Network in Chennai
(Madras) which has conducted a number of interven-
tions among transgender and non-gay-identified sex
workers in the city.14 Elsewhere in Tamil Nadu, the
Praktiti sexual health project has worked with truck
drivers to promote sexual risk reduction in relations
with other men. In Cochin, in the state of Kerala, the
Indian Council for the Prevention of AIDS has under-
taken some limited sexual health promotion among
local male-male sexual networks. But again, these
interventions and activities have not been rigorously
evaluated for their effectiveness in promoting risk
reduction and reducing the number of new HIV
infections.

Throughout much of Asia, as in India, there con-
tinue to be debates about how best to address the sex-
ual health needs of MSM. In Bangladesh, for example,
three contrasting frameworks of motivation and iden-
tity have been documented in relation to MSM: (1)
Those among a few English-literate middle-class men
for whom the term “gay” is an adequate self descrip-
tion; (2) Those for whom sexual identity is linked
more closely to who is giving and who receiving in
acts of penetration; and (3) Those for whom sexual
access to other men is perceived as a matter of “dis-
charge,” urgency and relief rather than a question of
desire or longing.15 Also in Bangladesh, the Association
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for Health and Social Development has been under-
taking prevention work among students and members
of the professional and middle classes in the manner of
an activist gay-oriented group. The Bandhu (which
means “friend”) Social Welfare Society has been offer-
ing education about HIV and AIDS, distributing con-
doms and facilitating access to STD treatment services
among men who do not identify themselves as gay,
but for whom the role taken in penetration is more
salient.3

In Sri Lanka there have also been a small number
of prevention projects and activities among MSM.
“Companions on a Journey” is a gay group founded in
1994 to develop gay support networks, decriminalize
homosexual behaviors, provide AIDS awareness and
promote sexual health among gay men and those with
emerging gay identities. The organization runs a drop-
in center and has begun outreach work among male
sexual networks, promoting community building and
safer sex. While a number of other agencies have been
involved in HIV prevention activities among male sex
workers and their clients, much of this work has
focused on relations with “foreign” tourists, leaving
well-developed sexual-exchange networks among local
men largely unexamined—and almost completely
ignored in local service provision.3

Given Singapore’s strict legal regulations condemn-
ing homosexual behavior, the problem of reaching
clandestine populations of MSM in the country has
been especially difficult. As a result, at least one docu-
mented prevention program relied on outreach work
as the key strategy for reaching men in settings associ-
ated with same-sex contacts. Wallet-sized invitations
were distributed for events organized by the interven-
tion team, where games and quizzes were conducted
focusing on AIDS-related issues such as HIV testing,
safer cruising and safer sex practices. A four-session
risk reduction workshop was also organized. Over a
two-year period, from 1990 through 1992, attendance
at these events jumped from five to more than 200
participants, though evaluation of this work has been
limited, as most participants have failed to respond to
knowledge, attitudes and beliefs (KAB) surveys con-
ducted by program staff.16

In the Philippines, the Library Foundation, a gay
community organization, has sought to promote
greater HIV/AIDS awareness among MSM. Beginning
in the early 1990s, the foundation developed a series
of eight weekend-long workshops on Healthy
Interactions and Values in which 15 to 30 participants
discuss HIV/AIDS, safer sex and the organization of
homosexuality and gay life in the Philippines. The
foundation conducted pre- and post-workshop surveys
of participants, finding a 90 percent increase in AIDS
awareness and a “high level” of behavior change
among them.17,18 As this program was extended from
1992 to 1993, the Library Foundation reported an
increasing sense of gay community developed through
interpersonal networking and periodic social activities.
The program focused increasingly on moving beyond
HIV/AIDS information to address issues of empower-
ment and community mobilization.19 There has also
been work among male sex workers in the Philippines
to promote risk reduction, raise self-esteem and
encourage greater awareness of HIV-related risks.20

Targeted outreach work also has been carried out in
the Philippines by the ReachOut AIDS Education
Foundation in the only acknowledged gay bathhouse
in Manila. Patrons of the bathhouse were given a KAB
survey, and the results were used to develop a safer sex
brochure, which was distributed together with con-
doms and lubricants. Safer sex seminars have also been
organized for patrons, and initial results suggest an
increased level of knowledge, improved personal risk
assessment and increased condom use inside the bath-
house.21

In Vietnam, the Nguyen Friendship Society is
reported to have carried out a range of educational,
outreach and other activities—including condom dis-
tribution—to MSM in Ho Chi Minh City.22 Fashion
events have been organized to promote AIDS aware-
ness and enhance self-esteem among MSM. There are
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reports of similarly innovative, but as yet unevaluated,
outreach work among different groups of MSM in a
range of locations in Indonesia, including Surubaya.23

There seem to be a number of patterns in review-
ing these reports from Asia. As in other parts of the
world, the projects targeting MSM have almost always
been conducted by small, nongovernmental, gay or
gay-emergent organizations with limited staff and
resources. Much of this work has focused on outreach
activities that seek to reach MSM in settings where
they congregate, socialize or meet sexual partners. A
number of groups also have begun to initiate meetings
and workshops aimed at involving men with AIDS
prevention programs and organizations. As in the case
of the Library Foundation in the Philippines, they are
increasingly emphasizing notions of collective empow-
erment and building a stronger sense of gay commu-
nity as a way of providing social support for risk
reduction.3

PR E V E N T I O N EF F O RTS A M O N G
MSM I N LAT I N AM E R I C A

Many of the same approaches for AIDS prevention
and intervention directed at MSM are being used in
Latin America.  As in Asia, small, nongovernmental,
gay and AIDS activist organizations have tended to
take the lead role in developing prevention programs.
In Mexico, for example, gay rights organizations such
as Colectivo Sol have undertaken a range of HIV pre-
vention activities. A Todo Vapor, Colectivo Sol’s proj-
ect in the public steam baths of Mexico City, aims to
inform patrons and bathhouse managers about STD
and HIV transmission, safer sex practices and condom
use. Condoms and water-based lubricants have been
distributed as part of this work.1

In Costa Rica, a well-developed gay subculture
coexists with more traditional forms of homosexual
and bisexual behavior—independent of a distinct
“gay” identity. The Instituto Latinamericano de
Prevención y Educación (ILPES) has undertaken a
wide range of prevention activities, including a tele-
phone information line, holistic workshops in which
sexual health concerns are addressed within the
broader framework of self-understanding and self-
esteem, work in prisons and outreach work in a 

variety of locations, including male brothels. A recent
evaluation of ILPES’ workshops for gay men showed
them to be effective in reducing the incidence of
reported unprotected insertive and receptive sex.24

A number of important programs have been devel-
oped in Peru.25-27 In collaboration with the
Homosexual and Lesbian Movement in Lima, an edu-
cational intervention was initiated in 1988 for a
cohort of 50 middle-class homosexual and bisexual
men in Lima. The men in the cohort attended a pro-
gram of three workshops that used group dynamics
and audiovisual materials to provide information
about HIV/AIDS and eroticizing safer sex practices.
Evaluation documented a relatively high initial level of
information about HIV/AIDS, as well as significant
willingness to change risk behavior as a result of par-
ticipation in the workshops.24 This work was extended
in the early 1990s through the work of the Via Libre
Association in Lima. Following a survey on AIDS-
related knowledge, attitudes, beliefs and practices, a
three-and-a-half hour workshop was developed to
improve HIV/STD risk perception, increase motiva-
tion and skills related to prevention and develop soli-
darity with people living with HIV/AIDS (PLHA).
Pre- and post-workshop questionnaires were used to
evaluate knowledge, attitudes and perceived skills.  A
follow-up survey was used to compare recent behavior
with that of a non-interview control group, as well as
to assess the accuracy of risk perception. The program
was reported to have raised knowledge and decreased
discrimination against PLHA, with a high percentage
of the participants approving of the workshop
methodology.27

Brazil probably has the largest number and most
varied range of projects. A number of important early
activities, such as an AIDS hotline and free condoms,
were developed in the mid- to late-1980s by a range of
gay rights organizations, including Atobá in Rio de
Janeiro and the Grupo Gay de Bahía (GGB) in
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Salvador.28 Like the projects in other parts of the devel-
oping world, these early initiatives for the most part
were both poorly funded and relatively unsystematic
due to their lack of resources.

One important exception to the relatively few
small-scale intervention programs that have character-
ized the response to HIV/AIDS in most other devel-
oping countries has been the “Homosexualities
Project” developed for MSM in Rio de Janeiro and
São Paulo. The project sought to develop a range of
activities and strategies designed to clarify the relation-
ship between homosexuality and HIV/AIDS, and cre-
ate a supportive social environment for risk-reducing
behavioral change on the part of the emerging gay
community. It aimed to address the stigma and dis-
crimination related to homosexuality in Brazilian soci-
ety, seeking to demystify homosexual behavior and
develop a more realistic assessment among the popula-
tion as a whole of the relationship between AIDS and
homosexuality. Intervention methods included a range
of outreach activities aimed at reaching MSM in the
diverse sites in which work was carried out, and devel-
oping a range of cultural activities such as theater
workshops, video and theater production and related
cultural events.29-32

One of the most important elements of the
Homosexualities Project in Brazil was the fact that it
was developed in partnership among local AIDS-serv-
ice organizations, gay activist groups and university
research centers. Largely because of this partnership,
it was possible to develop a set of ongoing research
activities to monitor intervention activities through
ethnographic observation and to monitor community
impact through repeated surveys of sexual behavior
and behavior change.12,32 These studies showed that
between 1990 and 1995 there was a dramatic increase

in the perception of risk on the part of the men inter-
viewed concerning their potential risk of HIV infection
as well as in their belief that they could take positive
action to avoid infection. Although the number of men
reporting anal sex in the six months prior to the inter-
view rose from 67.4 percent in 1990 to 76.3 percent in
1995, the proportion of unprotected anal sex fell from
54.1 percent in 1990 to 22.0 percent in 1995. The
proportion of anal sex protected by condoms rose even
more dramatically, more than doubling from 34.0 per-
cent in 1990 to 68.7 percent in 1995.32

An expanding number of interventions throughout
Brazil in recent years have sought to address the needs
of MSM, as well as men involved in sex work or in
prison. AIDS-service organizations and gay groups—
such as GAPA-Minas Gerais in Belo Horizonte,
GAPA-Ceará in Fortaleza, GAPA-RS and Nuances in
Porto Alegre, Grupo Dignidade in Curitiba, Atobá
and the Grupo Arco-Íris in Rio de Janeiro, as well as
GGB and GAPA-Bahía in Salvador—have all devel-
oped programs largely funded by the National AIDS
Program of the Brazilian Ministry of Health.31 In a
number of cases, special programs have been designed
for behaviorally bisexual men, sex workers and men in
prisons.32-34

Throughout the Latin American region, a growing
number of HIV/AIDS and gay organizations have
become increasingly involved in similar prevention
activities. The Corporación Chilena de Prevención del
Sida35 and the Centro Lambda36 in Santiago, Chile, for
example, have developed a range of research and pre-
vention activities directed at gay and bisexual men (see
the case study below). As in Asia, these initiatives for
the most part have been relatively small-scale—most
frequently carried out without significant financial
support, and in some cases, unfortunately, even in the
face of official resistance. By focusing on strategies
such as street outreach, cultural activism and commu-
nity-building and mobilization, important steps are
being taken to redress the previous lack of attention to
one of the most vulnerable population groups in virtu-
ally all of the countries in the region.

272 C H A P T E R  E L E V E N — R e a c h i n g  M e n W h o  H a v e  S e x  w i t h  M e n



PR E V E N T I O N EF F O RTS A M O N G MSM
I N T H E CA R I B B E A N

The Caribbean region* has HIV prevalence rates
second only to sub-Saharan Africa. By year-end 2000,
UNAIDS estimates that an average of 2.3 percent of
adults in the Caribbean were infected, 35 percent of
them women.37 Heterosexual contact was the primary
mode of transmission and male-male sex a distant 
second.  Up to five percent of the adult population in
Haiti is HIV positive. The rates varied in countries
such as Trinidad and Tobago (1.05 percent adult),
Barbados (1.17 percent adult), Guyana (3.01 percent
adult) and the Bahamas (4.13 percent adult). 38 The
number of new AIDS cases in this region doubles
every four to five years. Many cultural, social and
behavioral factors and practices contribute to such
high rates in the Caribbean, including early sexual ini-
tiation; acceptance and even encouragement of multi-
ple sexual partners for males; low levels of condom
use; substance abuse; denial that sexual activity occurs
in prisons; and social norms that prevent open dia-
logue about sex with youth in schools.

While heterosexual contact is the primary mode of
HIV transmission in the Caribbean, it is important to
examine the role of male-male contact in transmis-
sion. There is widespread denial in the region of
MSM activity, so it is often disregarded or ignored as a
mode of HIV transmission. Homosexual behavior is
illegal in most Caribbean countries (i.e., Barbados,
Jamaica, and Trinidad and Tobago).39 There are high
levels of homophobia in the region and homosexuality
is highly stigmatized by  the general population as well
as influential sources such as religious groups and
politicians. Because of the stigma and fear of persecu-
tion and even prosecution, MSM are often not open
about their sexual orientation. In fact, many MSM do
not self-identify as homosexual or even bisexual.
Research has shown that there are a significant num-
ber of men in the Caribbean region who have sex with
men, and are not only openly involved in sexual 
relationships with women, but self-identify as being
heterosexual.40 This obviously has serious implications
for prevention programs and makes it extremely diffi-

cult to target this group with effective communication
interventions. These complex factors result in a lack of
interventions targeting MSM.

An analysis of HIV data from this region reveals a
high percentage of “other” listed as the mode of trans-
mission. In conjunction with research this lends cre-
dence to the supposition that there are relatively high
levels of MSM transmission in the Caribbean. The
“probable exposure” category of  the Pan American
Health Organization (PAHO)/ World Health
Organization (WHO) 1997 estimates of HIV cases in
the English-speaking Caribbean suggests that 14.5 
percent of all new exposures were attributable to male-
male contact. More recent statistics report an average
of 18 percent of cases listed as “unknown” across the
region and as high as 35 percent in some countries.39

Although the levels of HIV among MSM in the
Caribbean are not completely known, there are strong
indications that it is high. This comes mainly from the
high percentage of those who claim “other” as their
transmission mode and from health care practitioners
who report a large number of young gay men dying
from AIDS.41

Commercial sex in this region is complex and
deserves mention and examination in the context of
HIV/AIDS and MSM programming. There are vari-
ous forms of heterosexual and homosexual prostitution
in the Caribbean—street workers, bar workers and
independent workers—as well as many types of sex
tourism, such as casino girls, “sanky panky” (MSM),
beach boys/“rent a dread” and female tourism workers.
Among these are men and women who cater to both
men and women in heterosexual and homosexual set-
tings. Sentinel surveillance in the Dominican Republic
for 1999 shows an HIV prevalence rate of 10 percent
among commercial sex workers.42,43
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HIV/AIDS interventions with MSM are further
complicated by the existence of often complex sub-
groups within the broad category of MSM.  In the
Dominican Republic, for example, there are four main
sexual identity groups that may include MSM behav-
ior: cross dressers, homosexuals, gigolos and bisexuals.
These sub-groups need to be more fully understood
and considered when creating prevention messages. It
is extremely important to consider the role of MSM in
society—their behavioral patterns and individual and
group needs when planning prevention, care and sup-
port programs in the Caribbean. Programs need to
foster openness, promote understanding and work
towards eliminating stigma.44 The most successful pro-
grams will understand and address the social and psy-
chological factors behind MSM behaviors. Programs
also will work to help men protect themselves in their
sexual relations with other men, as well as with their
female partners and future children. MSM interven-
tions will be strengthened by working with the men
on skills-building and self-esteem issues. Successful
MSM programs have decreased vulnerability in this
group. They become successful by having the backing
of political leaders and other key stakeholders.
Acceptance of MSM and successful interventions with
MSM in the Caribbean region still have a long way to
go, but MSM are an important constituency of HIV
prevention planning and implementation, and can no
longer be ignored by policy makers and program
implementers.

L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S

In countries and cultures around the world, the
types of small-scale, community-based programs
described above have emerged to respond to the vul-
nerability of MSM in the face of HIV and AIDS.
Given their limited scale, it is not surprising that such
programs have not been enough to turn back the tide
of the epidemic. Because they have almost never been
systematically evaluated through the use of experimen-
tal or quasi-experimental research designs, the pro-
grams have not provided the kind of empirical infor-
mation base that would ideally be available to pro-
grammers and policy makers in developing countries
seeking replicable models of HIV/AIDS prevention
programs for MSM. One of the most obvious conclu-
sions from this review is that rigorous intervention and
evaluation research on the structure, process and out-
comes of prevention programs for MSM in developing
countries are urgently needed.

In spite of these limitations, however, the descrip-
tions we have reviewed above—they are largely based
upon observational reports and case studies rather
than experimental evaluation designs—nonetheless
provide a clear sense of the issues that must be
addressed. On the basis of such reports, it is clearly
possible to provide a strong theoretical framework that
will enable policy makers and other stakeholders to
design and implement meaningful programs even in
the absence—or while waiting for the results—of
more experimentally valid scientific research findings.
If they are implemented urgently enough, these pro-
grams will surely save lives and reduce HIV/AIDS-
related human suffering. 

First and foremost, the programs have demon-
strated the fact that correct, up-to-date information
about HIV/AIDS is necessary to prevention and care,
which must be guaranteed to all population groups—
especially those that have traditionally been marginal-
ized and stigmatized in society. But the programs also
have confirmed the fact that although access to infor-
mation is necessary for responding effectively to the
epidemic, it alone is not enough to ensure a successful
response.

Beyond knowledge and information, or behavior
change models based on notions of rational decision
making, there are more intangible social, cultural, eco-
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nomic and political issues of central importance.
Above all else, perhaps, these programs demonstrate
the importance of reaching out, building communities
capable of providing community support structures,
empowering MSM to take action on their own behalf,
and ensuring their basic human rights and dignity—
even in the face of persistent stigma and discrimina-
tion on the part of the wider society. In fact, a number
of key principles emerge from this experience that can
be considered as absolutely essential to the develop-
ment of effective prevention and care programs. To be
successful, such programs must recognize:

The diversity of both identity and behavior among
MSM, and their HIV prevention and sexual health
needs.

In many cultures concepts such as homosexuality,
bisexuality or being “gay” may have little meaning,
and even in societies that use such categories many
MSM may not consider them to be relevant to
their own identities or experiences.

The value of gay community attachment for men
who do identify as gay, and show confidence in
their emerging sexual identity.

The value of community outreach work in public
sex environments, bars and other sites where men
meet other men to have sex.

The importance of mobilizing communities and
developing community support structures to reach
MSM and provide them with social and psycho-
logical support for adopting and sustaining safer
sexual practices.

The importance of collective and individual
empowerment in the face of widespread stigma and
discrimination as a key element of all intervention
programs for MSM.

The importance of defending basic human rights
for MSM as part of broader efforts to develop a
social climate capable of supporting the reduction
of vulnerability to HIV/AIDS and other health
risks.

Each of these principles is centrally important to
creating a social context capable of reaching MSM.
Ultimately it will only be possible to reduce the vul-
nerability of MSM to HIV and AIDS by linking all
such principles together as part of a coherent program
of mobilization and support.

F U T U R E  C H A L L E N G E S
Recognizing the applicability and interdependence

of such principles is the key challenge to the develop-
ment of HIV/AIDS programs for MSM in resource-
constrained settings—whether in the countries and
cultures of the developing world or among the many
poor and marginalized populations in the so-called
developed countries. Such recognition will be possible
only by building on the experience of highly localized
community-based programs to scale-up existing activi-
ties with the goal of reaching larger and more isolated
segments of the MSM population. Scaling-up, in turn,
will require a serious investment in formative and 
evaluation research to ensure that programs meet the
needs of communities and help reduce vulnerability
and behavioral risk. It will also require ongoing 
commitment to providing the necessary resources for
ensuring successful prevention. It helps very little to
promote condom use, for example, if condoms are
unavailable or inaccessible. (See Chapter 12 for infor-
mation on condom social marketing strategies.)

Treating STDs as an important way of reducing
HIV infection will be doomed to failure if health care
services are unable to guarantee a nondiscriminatory
environment for attending patients who are homosex-
ually or bisexually active. (Chapter 15 discusses STD
control among special populations.) Increasing the
scale of program activities must never be confused
with substituting their fundamental community
base—or taking control of program activities out of
the hands of community members in favor of profes-
sional staff or bureaucratic administrators from outside
the community. It is essential that programs for MSM
remain deeply rooted in community structures and
community organizations precisely because these con-
texts provide the necessary vehicle for reaching isolated
individuals and segments of the larger population. 
The task that remains everywhere in the world is to
recognize this fact, and provide these communities and
community-based organizations with the resources,
structural and policy support and creative freedom
they need to do their work.
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C A S E  S T U D Y

PR E V E N T I V E IN T E RV E N T I O N AT
PU B L I C SE X SI T E S I N SA N T I AG O

Sites where there is public sex between men have
traditionally been the focus of AIDS prevention pro-
grams in Western gay communities. Such interven-
tions have been less common in other countries where
there is public sex, particularly between men, because
it is more difficult to acknowledge or because homo-
sexuality is more stigmatized. This makes the Chilean
experience of an HIV/AIDS prevention program in
public sex sites (PSS) of particular interest in this
chapter.*

This program was implemented by the
Corporación Chilena de Prevención de SIDA (Chilean
AIDS Prevention Council [CChPS]). In the first
phase, carried out in 1993 and 1994, CChPS assessed
homosexual activity in public places to characterize the
context and identify the intervention needs in these
venues. This assessment was aimed at determining pat-
terns of sexual behavior among homosexual and bisex-
ual men who have sex in public places; their level of
information about STD/HIV/AIDS; risk perception;
attitudes and beliefs about their sexual activity; and
the role of public sex in their affective and emotional
life. Two types of spaces, namely open venues such as
parks (“type 1”) and saunas (“type 2”) were targeted.

Of the 35 persons who were approached, 22 mostly
middle- and upper-middle-class men agreed to have
verbal contact in the locations studied, while another
six participated in in-depth interviews. They ranged in
age from 17 to 50, with an average between 21 and 30.
Sixteen defined themselves as homosexual, three as 
heterosexual, two as bisexual and one did not specify.
Twenty expressed their fear of contracting STD/HIV/
AIDS. Ten reported practices posing high- or medium-
risk for HIV/AIDS, and another 10 had less than basic
information about the transmission and prevention of
STD/HIV/AIDS. Twenty believed that preventive
interventions were important in those places. 

Information gathered in this first phase led to the
conclusion that riskier situations occur in open spaces
because the brevity of the encounter impedes the
negotiation of safer practices. In contrast, saunas offer
better conditions in which to negotiate safer practices.
The men had a range of motives for seeking sex in
these spaces. A few individuals who seem to seek
anonymous sex to escape emotional abandonment are
highly vulnerable and require the design of specific
preventive interventions. A second group of individu-
als, who look for anonymous sex—sometimes under
the influence of alcohol—are also highly vulnerable
and have special intervention needs. A third group
appear to seek casual sex for personal convenience.
They seem to be less vulnerable and more receptive to
prevention messages. It became clear that most indi-
viduals understood prevention to mean not doing
things that they did not find exciting or amusing.

The second phase sought to implement and evalu-
ate an intervention aimed at:

Providing adequate sexual health information to
the MSM population who use PSS, so it is possible
to do realistic assessments of personal behavioral
risks.

Facilitating access to condoms and safer sex infor-
mation.

Generating common ground between the preven-
tion program monitors and the users of public sex
spaces so as to present prevention as a lifestyle
applicable everywhere and in any situation, without
giving up pleasure.

Both open spaces and saunas were targeted. CChPS
devised a schedule of visits to the sites and reprinted
educational materials. Intervention records, which
would serve in monthly process evaluations and to
measure the intervention impact, were revised and
improved. A training workshop for new monitors was
designed and applied in January 1996. Visits to PSS
were made three times a week on the busiest days
between May and July 1996, and the team held
weekly meetings to evaluate program implementation
and prepare evaluation reports.
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Process information collected in the first semester
of 1996 reveals that a total of 8,100 PSS users were
observed, 64.5 percent of whom were reached and
given educational materials and condoms. First-level
contact—asking the monitor for information about
STD/HIV/AIDS or CChPS—was made with 780
(9.6 percent) individuals.  Second-level contacts—the
individual talking about his sexuality, emotions and
doubts about STD/HIV/AIDS—were made with 225
individuals (3.2 percent). Of the total population
observed and interviewed at the PSS, 68 (0.31 per-
cent) individuals phoned CChPS with more specific
questions, and 79 (0.97 percent) visited CChPS to use
its services.

Monthly qualitative and quantitative reports on
the visits to the PSS were prepared so the impact of
the intervention could be analyzed. Of the 225 con-
tacted at a second level, 96.8 percent felt the interven-
tion was very adequate, positive or very positive, and
declared that the distribution of condoms at PSS was
very important, since having them at hand might
increase their use. On the downside, three percent
were indifferent or reacted negatively to the interven-
tion without stating their reasons.

This research experience is of particular value in
the region because it has an adequate framework of
development (i.e., a formal needs assessment), a focus
on a usually neglected sex scene which should be a
priority for prevention efforts and a well-documented
process and impact evaluation.  Another of the study’s
merits was its success in gaining access to subjects who
are looking for the anonymity of the PSS in Chile,
where homosexuality is illegal.

R E L E VA N T  C H A P T E R S

Chapter 12 Social Marketing for HIV/AIDS Prevention

Chapter 15 Issues in STD Control for Special Populations
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I N T R O D U C T I O N

There is no single, comprehensive solution to the problem of increasing
HIV infection rates in many of the world’s resource-constrained countries.
But there are effective ways to reduce both the rates and the consequences
of infection. In reviewing this list of prevention strategies, it is obvious
that although condoms alone are not enough to prevent the spread of
HIV/AIDS, they are an important part of any HIV prevention strategy.

This chapter focuses on lessons learned from the social marketing of con-
doms. It gives special attention to condom social marketing because of the
important contribution to HIV prevention of promoting the distribution
and sale of condoms among some of the world’s most resource-constrained
settings. The chapter also argues that the same social marketing approach
can and should be applied to other critical HIV prevention behaviors. It
provides arguments for the expansion of a social marketing methodology to
address other critical aspects of HIV prevention.

S T A T E  O F  T H E  A R T  A P P R O A C H E S ,  

S T R A T E G I E S  A N D  E X P E R I E N C E

The term “social marketing” has often been used as a label for programs
that are really social communications or social advertising activities.
Genuine social marketing focuses on both external (access to resources,
new services and lower barriers) as well as internal (clever and persuasive
messages) influences on behavior. One of the greatest strengths of condom
social marketing programs has been their ability to increase access to reli-
able condoms among populations not served by the commercial sector.

Social marketing is characterized by five activities that constitute the basic
project development process followed in the examples presented through-
out this chapter. These are the characteristics that make social marketing
so applicable to a broad range of HIV prevention behaviors and programs.
These activities, which are described in this section, are:

Ongoing, iterative research, planning, action, assessment and replanning

Consumer research

Audience segmentation

Exchange

Marketing mix
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T H E  S O C I A L  M A R K E T I N G  O F  

C O N D O M S  F O R  H I V  P R E V E N T I O N

Condom social marketing took on special importance with the emergence
of HIV/AIDS. A relatively difficult and unreliable method of contracep-
tion, the inherent deficiencies of condoms became challenges to be over-
come, as there was no other viable product with the same potential to pre-
vent HIV/AIDS. An early Swiss program provides a model of successful—
and ongoing—condom social marketing, and demonstrates how monitor-
ing and evaluation are used to constantly adjust a national program to the
changing needs of the epidemic. The Appendix offers summaries of studies
and lessons learned that represent the best information to date on the
application and effectiveness of social marketing applied to the marketing
and sale of condoms in resource-constrained countries, with a special focus
on Africa. 

T H E  S O C I A L  M A R K E T I N G  O F  H I V  

P R E V E N T I O N  S E R V I C E S  A N D  B E H A V I O R

HIV prevention requires more complex efforts than condom sales alone.
An intervention framework is needed that is both systematic and adapt-
able to various cultures, one with a solid scientific base and which has
shown its ability to absorb new theories as they arise. There is a similar 
situation with respect to HIV/AIDS medication in that both the drugs
and information about proper compliance will have to be marketed.   

Service and behavioral marketing refers to the application of social 
marketing to non-packaged products. Project examples are provided that
demonstrate how social science has contributed to understanding the 
barriers and determinants of critical condom use behavior.

L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

As developing countries move to address broader issues of HIV/AIDS 
prevention, social marketing with its rigorous systematic approach to
understanding people and the cultural context in which they behave has
much to contribute. A number of recommendations are provided.
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F U T U R E  C H A L L E N G E S

Future challenges to the effective use of social marketing in HIV/AIDS
prevention include:

Manpower development

“Condom fatigue”

Condom quality control

The expansion of social marketing to the marketing of behaviors and
categories other than condom sales 

C A S E  S T U D I E S

This case study from the AIDSCAP program in Cameroon provides an
example of how condom social marketing can be effectively integrated
within a broader, more comprehensive program of HIV/AIDS prevention.
This is perhaps one of the most important lessons to emerge over the
years. Condom social marketing alone should be thought of as only one
tool—albeit a very important one—for effective HIV/AIDS prevention.

Operations research on the Tsa Banana program in Botswana demon-
strated that this adolescent social marketing intervention significantly
improved adolescents’ beliefs regarding AIDS and preventive behavior
within eight months after the start of the intervention. In particular the
program increased awareness of the severity of HIV/AIDS, increased the
beliefs that condoms and abstinence provide protection and demonstrated
that it is not easy to convince males to use condoms.
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T
here is growing recognition that the HIV/AIDS pandemic is

fostered by complicated cultural, social and behavioral factors.

In this complex context, there is no single, comprehensive

solution to the problem of increasing HIV infection rates in many of the

world’s resource-constrained countries. But there are effective ways to

reduce both the rates and consequences of infection, including:

Reducing an individual’s

number of sexual partners;

Ensuring that all extramarital sex includes the proper use of a reliable

condom;

Providing counseling to HIV-positive married couples; 

Promoting early treatment of infants of HIV-positive mothers;

Promoting proper feeding of infants of HIV-positive mothers;

Reducing stigmatization and discrimination against HIV and persons

living with HIV/AIDS (PLHA); and 

Ending gender inequalities that limit a woman’s ability to protect her-

self from HIV/AIDS.

In addition to these direct actions, a number of indirect actions are

believed to be important to successful HIV/AIDS prevention, including:

Promoting national leadership that favors science-based HIV prevention;

Promoting policies such as tax-free importation of condoms;

Improving accurate information about HIV transmission;

Reducing the number of harmful myths about HIV;

Promoting social norms supportive of HIV prevention; and

Increasing the self-efficacy of high-risk populations in using prevention

effectively.
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In reviewing this list of prevention strategies,* it is obvious that con-

doms alone are not enough to prevent the spread of HIV. But condoms

are an important, perhaps essential, part of any HIV prevention strategy.

This chapter focuses on lessons learned from the social marketing of

condoms. It also argues that the same social marketing approach can and

should be applied to other critical HIV prevention behaviors.  It provides

arguments for the expansion of a social marketing methodology to address

other critical aspects of HIV prevention. Some experts have tried to differ-

entiate between condom social marketing and behavioral interventions—

social marketing of non-condom prevention behaviors—but this distinc-

tion is semantically and programmatically misleading. 

The fact is that both commercial marketing and social marketing have

a long history of dealing with more than packaged products. Service mar-

keting in the commercial sector and both behavioral and advocacy market-

ing in the social sector are well studied. The attempt to limit the lessons

of social marketing to the promotion of packaged products denies HIV

prevention the rich experience of success offered by the field of social

marketing.

This chapter gives special attention to condom social marketing

because of its important contribution to HIV prevention in promoting

the distribution and sale of condoms among some of the world’s most

resource-constrained settings. But broader application of social marketing

will be needed as the world moves to intensify its efforts on HIV/AIDS

prevention.
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S TAT E  O F  T H E  
A R T  A P P R O A C H E S ,
S T R AT E G I E S
A N D  E X P E R I E N C E

DE F I N I N G SO C I A L MA R K E T I N G

Social marketing has been in the literature since
the 1970s, applied in various ways to promote child-
hood immunizations, diarrheal disease control, family
planning, improved nutrition and diet and environ-
mental behavior. Too often, however, the term “social
marketing” has been used as a label for programs that
are really social communications or social advertising
activities. Media campaigns and clever slogans and
messages characterize these narrower applications, and
they often include sophisticated consumer research
and targeted messages. This is why they are often
confused with social marketing.

Genuine social marketing focuses on both external
(access to resources, new services and lower barriers) 
as well as internal (clever and persuasive messages)
influences on behavior. Social marketing is defined as:
A program management process (implies sequenced
action steps) designed to influence human behavior
(not only knowledge or attitudes) through consumer-
oriented decision making (marketing) leading to
increased societal benefit.

The social marketing of condoms looks very much
like the marketing of other frequently used consumer
products. It is an integrated effort designed to make a
seamless program of the choice of condom styles, the
places where condoms are made available, the price
charged for condoms and the promotion of condoms
in a way that maximizes the consumer’s ability and
willingness to purchase and use them. One of the
greatest strengths of condom social marketing pro-
grams has been their ability to increase access to reli-
able condoms among populations not served by the
commercial sector. Access is just one of the critical
variables in a successful marketing program. The pric-
ing of condoms to ensure that they have value and are
also affordable is also critical. A choice of products has
been shown to be useful, particularly as a condom
market matures with customers who want both variety
and reliability. Finally, the multiple ways of promoting
condoms can be critical to success. What benefits do
consumers care about? Which channels of communi-
cation do they use and trust? The answers to these
questions constitute the primary thrust of a successful
condom social marketing program.

A social marketing project includes five basic activi-
ties, which together constitute the project develop-
ment process followed in the examples presented
throughout this chapter. These characteristics make
social marketing so applicable to a broad range of HIV
prevention behaviors and programs. The process com-
prises these activities: 

Ongoing, iterative research, planning, action,
assessment and replanning

Consumer research

Audience segmentation

Exchange

Marketing mix

Continual and iterative process
of research, planning, action, assessment
and replanning

Like many other program planning models, 
marketing uses a sequenced framework of assessment,
planning, setting objectives, pre-testing, application,
monitoring, reassessment and modification. Unlike
some social planning models, there is fundamental
recognition in marketing that this is a permanent
cyclical process. No one at Coca-Cola would argue
that marketing Coke is something you do, and once
accomplished need do no more because everyone
knows about and likes Coke. Selling Coke is some-
thing you have to do every day in ever-new ways to
meet an ever-changing consumer. In many social 
programs, however, there is an assumption that behav-
ior change is something to be “accomplished,” and
once in place, behavior should sustain itself through
some natural reward or the power of some cognitive
process. This has led to a linear planning model that is
inconsistent with behavior change. 

People and communities change over time. There
are very few “natural rewards” for many of the safer
sex behaviors being promoted in HIV prevention
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efforts. Safer sex behaviors face continual competition
from unsafe behaviors, and people and communities
need a permanent program of behavior change that
aims to reinforce existing adopters of changed behav-
ior, as well as helping people at high risk become new
adopters. Social marketing provides a framework for
programs to continually assess, plan and provide new
support to meet the demands of those changes.

Consumer research
People and their behaviors are sufficiently complex

to warrant a multi-faceted (qualitative plus quantita-
tive) and iterative research process to identify and
track changes in knowledge, attitudes and behavior
that may influence the outcomes of interest to pro-
gram managers. The key contribution of social mar-
keting here has been multifaceted research, a skillful
integration of qualitative and quantitative methods to
produce practical answers to program design ques-
tions. Rather than asking what is not known about
HIV prevention, market research is focused on
answering such practical questions leading to program
decisions, as: 

How are people different so that we can target their
specific wants?

What benefits do people care about in an HIV 
prevention product such as condoms?

Where will people be most likely to get those 
products?

What are the toughest barriers for them to deal
with, and how can they be lowered?

How important is the price of a condom to 
different users?

What messages—language, metaphors, images—
break through the clutter of other messages and
resonate as authentic for them?

Audience segmentation
Although people and communities are different,

they can be grouped in ways that maximize certain
similarities that often go beyond risk behavior or
demographics. Programs can take advantage of these
meaningful similarities and develop specific interven-
tions to address each “segment” identified. For exam-
ple, all men who have numerous sexual partners are
not alike. Some men with multiple partners may be
condom users, while others are not.  Some may see
multiple partners as a lifestyle, while others may see it
as related to being young and free for only a few years.
Consumer research can help us make distinctions that
are useful in reaching different subsets of this audience
with greater precision and efficiency.

Exchange
People do things in exchange for benefits. This

means that behavior change often involves a cost to
individuals or audiences (giving up multiple sexual
partners or time, for example); giving something up
may require that a program manager offer some bene-
fit to achieve a desired change (life-long commitment);
and successful behavior change requires understanding
that people value many things other than health or
wealth in this process of exchange (identity as a man
for some may mean having many sexual partners).

Marketing Mix
The concept of marketing mix is shaped by a belief

that people’s behavior is influenced by four domains
that they weigh against competing alternatives when
choosing a behavior: 

Product (an idea, service or behavior that offers a
benefit)

Price (the financial, emotional, social and temporal
costs of the product)

Place (distribution channels through which the
product is offered)

Promotion (methods for motivating or encourag-
ing individuals to use the product)
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To be considered social marketing, a program must
demonstrate serious consideration of all five basic
activities outlined above. But the strategic considera-
tion of the full “marketing mix” is what differentiates
social marketing from the concept of traditional
health education, social advertising or social commu-
nication.

TH E SO C I A L MA R K E T I N G O F
CO N D O M S F O R HIV PR E V E N T I O N

Condom social marketing took on special impor-
tance with the emergence of HIV/AIDS. Male con-
doms had rarely been a preferred method of family
planning: they are difficult to use, the unreliability of
their use has been recognized for years and men tend
to be less disciplined than women in effectively using
a method. In the era of HIV/AIDS, however, these
deficiencies became challenges to overcome, as there is
only one other viable product, the female condom,
with the same potential as condoms to prevent
HIV/AIDS. But the female condom has yet to prove
itself in a large-scale marketplace.

Among the world’s first and most successful
HIV/AIDS social marketing programs was the Swiss
Stop AIDS program. While Switzerland is certainly
not a resource-constrained country, the Stop AIDS
program was started by a small group of gay men
who believed that if gay men were to use condoms
they needed a specific branded condom (the Hot
Rubber) with special appeal and distribution. Over
time the program evolved into a national, govern-
ment-supported effort with many phases. Stop AIDS
demonstrates clearly how social marketing can be
used to successfully promote a much wider range of
prevention behaviors than condom promotion alone.
It is an excellent example of how monitoring and
evaluation are used to constantly adjust a national
program to the changing needs of the epidemic. 

The Stop AIDS Campaigni

The Stop AIDS campaign is one of the
longest running and most carefully evaluated
social marketing programs for AIDS preven-
tion in the world. It was launched in 1987 as
a national, multi-media campaign designed to
increase condom use among Switzerland’s gen-
eral population and targeted risk groups,
reduce discrimination against individuals with
HIV/AIDS, and increase solidarity between
those living with HIV/AIDS and the rest of
the population.

Its initial audience was gay men, but as the
epidemic began to expand it reached out to a
truly national audience. The campaign’s most
important difference was to constantly meas-
ure not only condom use but changing atti-
tudes toward the AIDS epidemic. One prod-
uct was the condom, but another product was
anti-discrimination and later needle exchange.
The Swiss were convinced that as long as
AIDS was feared, risky sex would remain
underground. The price of prevention was
lower than the price of high-risk behavior,
because the price of prevention no longer
included the fear of discovery. In addition to
condom promotion and needle exchange
being promoted on radio and TV, community
groups were organized, a special Hot Rubber
brand created for gay men, and new distribu-
tion points opened throughout the country
for condoms and for counseling and testing. 

Among the indicators of the Stop AIDS
campaign’s success were:

Increased condom sales: Between 1986
and 1990, condom sales increased by 80
percent (from 7.6 million to 15 million
units).

Increased condom use: Between 1987 and
1990 condom use among 17- to 30-year-
olds increased from 8 percent to almost 50
percent. Condom use among 31- to 45-

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  T W E L V E 289

continued



year-olds also increased during that time
(from 22 percent to 35 percent).

Did not increase the number of partners:
Between 1987 and 1989 the number of
people that considered mutual faithfulness
effective protection against HIV transmis-
sion had increased from 18 percent to 49
percent. In the 17- to 20-year-old age
group, the number of those who had more
than three partners actually decreased
slightly.
An important element of the Stop AIDS

campaign was its strategy of gradually phasing
in different messages over a period of several
years. This approach had the effect of allowing
the population to slowly digest the informa-
tion being presented while making subtle
changes in attitude and behavior. Soon after
the initial condom campaign, the media strat-
egy began to include ads targeting the issues of
needle sharing and faithfulness.

Condom social marketing
in resource-constrained countries

Three international organizations have been partic-
ularly active in the application of condom social mar-
keting to the problems of HIV/AIDS in resource-con-
strained countries. They are Population Services
International (PSI), the Futures Group and Family
Health International (FHI). The Appendix includes
summaries of studies and lessons published by these
organizations, which represent the best information to
date on the application and effectiveness of social mar-
keting applied to the marketing and sale of condoms
in resource-constrained countries, with a special focus
on Africa. 

TH E SO C I A L MA R K E T I N G
O F HIV PR E V E N T I O N SE RV I C E S
A N D BE H AV I O R

As indicated at the beginning of this chapter, HIV
prevention requires more complex efforts than con-
dom sales alone. What is needed is an intervention
framework that is both systematic and adaptable to
various cultures, has a solid science base and has been
shown to absorb new theories as they arise. As drugs
become available, both the treatments as well as proper
compliance with them will need to be marketed. For
example, HIV testing and counseling for married cou-
ples, proper feeding of infants with HIV-infected
mothers and the proper treatment of HIV-infected
pregnant women will also need to be marketed. (See
Chapters 17, 18 and 23 for more information about
preventing mother to-child-transmission of HIV and
voluntary HIV counseling and testing.) Another
example can be found in a recent study in Northern
Thailand, which concluded that HIV-related tubercu-
losis (TB) sufferers did not seek treatment for TB
because of stigma and a misguided belief that TB is
not treatable.2 This type of problem, as well as such
issues as encouraging blood donorship and the social
marketing of drugs for HIV and other sexually trans-
mitted diseases (STDs), is an obvious case where social
marketing can also be useful. 

For many professionals, marketing still means
manipulation. This attitude must evolve. Marketing is
a systematic way to understand and then balance the
needs of people against their wants and desires. When
social marketing is successful it respects different cul-
tures and finds within each one the positive forces that
can support healthy behavior. And yet social marketing
is bottom-line oriented: its goal is not empowerment,
liberation or equity per se, but rather the reduction of
morbidity and mortality. To effectively market complex
and difficult prevention behaviors, a systematic process
is needed which first establishes then maintains touch
with different types of audience segmentation. Social
marketing is such a process, uniquely focused on meet-
ing the wants and needs of those segments. 

290 C H A P T E R  T W E L V E — S o c i a l  M a r k e t i n g : Tw o  A p p r o a c h e s  t o  H I V / A I D S  P r e v e n t i o n

continued



Service and Behavioral Marketing refers to the
application of social marketing to non-packaged prod-
ucts—services such as STD treatment and behaviors
such as condom use versus condom sales, talking to
partners about sex and condoms, delaying sexual initi-
ation or adopting multiple safer sex behaviors. Many
programs have found that behavioral science adds two
new and rich dimensions to the social marketing
framework: service marketing and behavioral market-
ing. As demonstrated in the examples below, even for
behaviors like condom use versus condom purchase,
social science has contributed enormously to under-
standing the barriers and determinants of this critical
condom use behavior. For example, of all various pos-
sible determinants for condom use—after easy access
has been assured—social norms, behavioral skills and
self-efficacy seem the most promising starting points
for investigation and intervention design. 

Understanding Perceived Social Norms in the
Caribbean helped set priorities in a behavioral
social marketing project. An analysis of 1990 and
1991 national Knowledge, Attitudes, Beliefs and
Practices (KABP) data in St. Vincent compared con-
dom users and nonusers and found that users were
significantly more likely to talk to their friends about
condoms, believe that their friends use condoms and
have their sex partner suggest using a condom.3

Similar results regarding the strong role of perceived
social norms were found from analyses of St. Lucia
KABP data.4 Supplemental focus group research with

sexually active youth revealed that they considered
their parents to be obstacles to their own condom use.
Focus groups with parents revealed that they did not
approve of sexual activity among youth. While parents
wanted their children to use protection if they were
sexually active, they seldom discussed sex or expecta-
tions for behavioral protection with their children. In
1991, a two-phase “When You Can’t Protect Them
Anymore...Condoms Can!” program was launched in
St. Vincent and the Grenadines, St. Lucia and
Grenada, using radio spots, call-in shows, a serial
drama, a  telephone hotline and public forums. Phase
I targeted parents, encouraging them to talk with their
teenagers about sexual responsibility and condoms.
Phase II aimed at sexually active teens, using a
“lifestyles” approach to sexual responsibility, and high-
lighting the options available to teens, including talk-
ing with friends, parents and partners. Tracking survey
data from St. Vincent and the Grenadines showed sig-
nificant changes in key attitudes and normative beliefs
among those exposed to the campaign.5 Targeting
focused scarce program resources on important and
achievable goals. 

Actual skill practice with condoms increased
both perceived self-efficacy and reported condom
use and was studied within the context of commu-
nity implementation. Skill has been identified as a
major factor potentially influencing behavior for a
wide range of health behaviors, including condom use.
Condom skills intervention studies conducted in the
Dominican Republic, Trinidad and Tobago, St.
Vincent and the Grenadines and Jamaica found that:
(1) Physical skill and self-efficacy at putting on a con-
dom can be increased by educational interventions
administered in a face-to-face session as well as with
an illustrated brochure; and (2) Physical skill and self-
efficacy at putting on a condom was associated with
increasing other determinants of condom use and with
higher reported condom use.6
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Combined norm and skill interventions
increased condom use. The Academy for Educational
Development (AED) conducted a field experiment in
the Dominican Republic to examine the role of skills
interventions in facilitating condom use. The study
enabled comparison of the effectiveness of a skill inter-
vention with interventions designed to influence social
norms and perceived susceptibility. It included 300
sexually active men who worked in a sugar mill who
were each randomly assigned to one of five study
groups: control, susceptibility, norm, skills and com-
bined norm and skills. An index of condom-protected
sex acts was constructed to study behavioral changes.
Results showed that condom use dropped in the con-
trol and susceptibility intervention groups. It increased
relative to the control group in the individual norm
and skills groups. Condom use increased most dramat-
ically in the combined norm and skill group, along
with measures of intentions and actual skill. This
study, as well as a number of other studies conducted
across cultural settings, led the project’s principal
investigator Dr. Susan Middlestadt to report, “I believe
that in the domain of HIV prevention, there are two
particularly promising intervention points: skills and
social norms.”7

As developing countries move to address broader
issues of HIV/AIDS prevention, social marketing with
its rigorous systematic approach to understanding peo-
ple and the cultural context in which they behave have
much to contribute. 

L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S

Condom social marketing should be considered an
important element of any national program to pre-
vent HIV/AIDS where condom access is low.

In resource-constrained countries social marketing
may be best organized and implemented by a pri-
vate sector organization, rather than over-burdened
governments.

Governments can help promote effective condom
social marketing through policy support to these
programs in the form of tax-free importation of
condoms, support for widespread advertising of
condom products and the reduction of barriers to
distribution.

Free distribution of condoms should not be
excluded in countries where there are successful
condom social marketing programs. But free distri-
bution should be organized to compliment, rather
than compete with, condom social marketing.

Pricing of condoms should be used to maximize
sales, not to maximize the income of the social
marketing organization. This may suggest the need
for greater subsidies in poorer countries. 

Segmentation, distribution, pricing, advertising and
branding are all critical elements of successful con-
dom social marketing that should be resolved by
country-specific consumer-based research, rather
than the development of international norms or
policies.

Because consumers change over time and are influ-
enced by more than a condom marketing program,
successful condom social marketing programs
should be free to monitor and change marketing
tactics to meet the changing needs of consumers.

Social marketing has more to contribute to the pre-
vention of HIV/AIDS than just condom social
marketing. Social marketing has already been suc-
cessfully applied to the promotion of services and
key prevention attitudes such as social norms and
self-efficacy.
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F U T U R E  C H A L L E N G E S
Manpower development is important to the

highly technical profession of condom social market-
ing. It is critical to train and prepare a growing cadre
of specialists in marketing research, market manage-
ment, product development, business management
and social science. 

Condom fatigue has already been noted in popu-
lations in the United States and Europe. There are not
enough data to predict what will happen after several
years of condom use on a large scale in the countries
of Africa, for example. Fatigue has been combated by
an ever-growing number of condom product improve-
ments such as lubrication, color and ribbing. It is
unclear whether such tactics will work or be accessible
to most resource-constrained countries. 

Condom quality control may become an impor-
tant issue as the condom market expands. The U.S.
market was flooded in the mid-1990s with cheap and
less effective Asian condoms. Ensuring a supply of
truly effective condoms for Africa will require regular
vigilance.

The expansion of social marketing to the mar-
keting of behaviors and categories other than condom
sales will be resisted by professionals who still perceive
social marketing as relating only to physical products.
Further investments are needed to educate policy
makers about the critical role played by condom social
marketing and the possible value of expanding the use
of social marketing to other HIV prevention needs. 

C A S E  S T U D I E S

AIDSCAP PRO G R A M I N CA M E RO O N*
The AIDS Control and Prevention (AIDSCAP)

program in Cameroon (1992-1996) was designed to
address unmet needs in HIV prevention. Available
HIV prevalence information in 1992 indicated that
Cameroon still had a relatively low HIV prevalence
rate, estimated to be between 0.5 percent and 1 per-
cent of the general population. But surveillance studies
suggested that the epidemic was increasing rapidly
among specific populations within Cameroon—specif-
ically, urban youth, commercial sex workers (CSWs),
sexually transmitted disease (STD) patients and the
military.

The program focused on improving behavior
change communication (BCC) for select targeted
groups at higher risk of HIV and STDs, expanding
condom availability and affordability through condom
social marketing and assisting the Ministry of Public
Health to establish a national STD control service. It
was funded by the U.S. Agency for International
Development (USAID) through a cooperative agree-
ment with Family Health International (FHI).

AIDSCAP/Cameroon’s primary responsibility was
to build the capacity of the National AIDS Control
Service (NACS) to design, implement, evaluate and
sustain programs that prevent sexual transmission of
HIV and STDs. The AIDSCAP program was imple-
mented by government and nongovernmental organi-
zations (NGOs) and operated at the national level and
in geographically focused areas, addressing specific
components of the Medium Term Plan of the National
AIDS Control Program. The program actively collabo-
rated with the World Health Organization (WHO)
and the German Technical Cooperation (GTZ) on sen-
tinel surveillance, and with GTZ on the development
of national STD treatment guidelines and peer educa-
tion activities. AIDSCAP’s subcontractors, Population
Services International (PSI) and the Institute of
Tropical Medicine (ITM), were instrumental in imple-
menting the condom and STD strategies in Cameroon.

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  T W E L V E 293

* The materials for this case study were drawn from the Family Health
International Web page, <www.fhi.org>, where additional information on condom
social marketing is also available.



National interventions included the condom social
marketing program implemented by PSI, and support
to the Ministry of Public Health for the national sen-
tinel surveillance program and to develop national
STD treatment guidelines. Geographically focused
activities included interventions with CSWs and their
clients, STD patients, university students, military,
youth and truck drivers.

The AIDSCAP/Cameroon program focused on
building capacity through three complementary and
mutually reinforcing strategies: BCC, condom promo-
tion and STD prevention. Below is an overview of
these strategic approaches.

BCC strategy
The AIDSCAP/Cameroon BCC strategy included

peer health education, community-based outreach
programs, developing and distributing educational
materials and alternative media such as theater. The
heart of the Cameroon program was its pioneering
behavior change interventions that have inspired the
peer education models currently used around the
world. Interventions with the military, university stu-
dents, STD patients and CSWs and their clients were
implemented by the NACS in collaboration with the
ministries of defense, higher education and health.
CARE/Canada and Save the Children-USA, two inter-
national NGOs, respectively implemented the in- and
out-of-school youth project and a community-based
intervention project in the East and Far North
Provinces of the country. The BCC interventions
focused on adoption of risk reduction behavior,
including promotion of abstinence for young adults,
fidelity for couples, partner reduction, condom use
and treatment for STDs. 

The projects used multiple, reinforcing communi-
cation channels and information, education and 
communication (IEC) activities. Specific approaches
included interpersonal counseling and educational
techniques, such as formal education sessions, drama,
informal chats, one-on-one counseling and mass and
traditional media. The projects also focused on 
building capacity for sustainability through training,
developing and producing peer health educator manu-
als for CSWs, the armed forces, youth and university
students. Over the course of the program, AIDSCAP/
Cameroon trained more than 2,000 peer educators
and leaders, who in turn educated more than 700,000
women, men and youth about HIV/AIDS prevention.
More than 1.18 million educational materials that
reinforced communication activities and behavior
change, radio and television spots were produced and
distributed.

Condom promotion
The BCC strategy was complemented and rein-

forced by the condom social marketing program.
Condom programming was implemented by an AID-
SCAP subcontractor, Population Services International
(PSI). Under AIDSCAP, the condom social marketing
program expanded countrywide to reach additional
target group populations. As part of its strategy, PSI
established officially recognized and supervised distrib-
utors in all major urban centers using specific market-
ing techniques and advertising to cover all of
Cameroon’s 10 provinces. More than 9,500 condom
sales locations were established for Prudence condoms.
The program also used peer educators, especially
CSWs, to serve as condom sales agents in nontradi-
tional venues while CSM sales staff supplied the more
traditional commercial outlets. In Yaoundé alone,
CSWs sold more than three million condoms. A num-
ber of CSWs were so successful as condom sales agents
that they were able to leave the sex work profession.
Over the life of the AIDSCAP project, the social mar-
keting program sold more than 24 million condoms
and distributed close to one million free ones.
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STD prevention
When the AIDSCAP/Cameroon project began

there was no national STD control program. AID-
SCAP/Cameroon efforts, led by an AIDSCAP sub-
contractor, the Institute of Tropical Medicine (ITM),
concentrated on supporting the NACP in the devel-
opment of national STD guidelines. As a result of
these efforts, a national STD control plan and stan-
dard diagnosis and treatment guidelines were adopted
by the Ministry of Health. These guidelines were
essential for effective and appropriate STD treatment
as well as for promoting the rational, cost-effective use
of antibiotics. As part of this initiative, AIDSCAP
supported a collaborative study with the Centre
Pasteur du Cameroun to investigate the sensitivity of
gonorrhea to 10 antibiotics commonly used in
Cameroon. The results of the study were used to vali-
date the proposed treatment guidelines and assist care-
givers in treating gonorrhea. In the final year of the
project, the treatment guidelines were adopted and
approved by the Ministry of Health for use in its
decentralized training program. At the central level, a
core group of 10 physician/trainers were trained in
their use, followed by a decentralized training for 40
military prescribers. In addition, a pilot study on
prepackaged urethritis treatment (MSTOP) to
improve access to STD treatment was completed and
evaluated.

Capacity building
With assistance from AIDSCAP, governmental and

nongovernmental agencies strengthened their capacity
over the course of the program to mobilize communi-
ties and individuals towards positive action in the
fight against AIDS. They made significant progress in
raising awareness about STDs and HIV/AIDS and
creating a positive environment to support behavior
change. Important technical and financial manage-
ment skills for HIV prevention programming and
implementation were transferred to the Ministry of
Health and local NGOs.

Significant accomplishments were achieved over the
life of the project, including:

Increasing the capacity of the Ministry of Health to
plan, manage and evaluate comprehensive
STD/HIV/AIDS programs.

Educating more than 700,000 men, women and
youth about how to protect themselves from
HIV/AIDS and STDs.

Training more than 2,000 individuals working in
professional and/or volunteer capacities to sustain
HIV prevention activities in their communities.

Distributing close to 25 million condoms, all but
one million of which were sold through the con-
dom social marketing system.

Distributing more than one million educational
and promotional materials that reinforce behavior
change communication efforts and condom use. 

Developing and adopting national guidelines for
STD diagnosis and treatment by the Ministry of
Health.

The final country program evaluation was com-
pleted under a grant with Institut de Recherche et des
Etudes de Comportement (IRESCO), a local research
institute. IRESCO conducted the end-of-project
knowledge, attitudes, beliefs and practices (KAPB)
surveys among all the target groups. Analysis of base-
line and post-intervention quantitative survey data
suggests that knowledge about HIV/AIDS increased
significantly in all target groups and that many of the
target groups have adopted safer sexual behaviors such
as increased condom use with a non-regular partner,
reduced number of partners and/or seeking treatment
for STDs. Specific documented outcomes include:
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Increased knowledge of two correct methods of
preventing HIV among all the target groups. One
of the most dramatic increases was evidenced among
youth in the Eastern Province. In 1993, only 37 per-
cent were able to cite two correct methods of HIV
prevention. By 1996, this had increased to 70 per-
cent. Among both male and female university stu-
dents, the proportion of respondents able to cite two
correct ways of preventing HIV infection increased
from 79 percent and 84 percent respectively, to 95
percent and 96 percent. Among clients of sex work-
ers, knowledge of two correct HIV prevention meth-
ods increased from 50 percent in 1994 (unprompted)
to 86 percent (prompted) in 1996. Knowledge about
prevention methods also increased among CSWs
from 40 percent (unprompted) in 1994 to 87 percent
(prompted) in 1996. 

Increased reported safer sexual behavior related
to condom use among several target groups. Of the
CSWs who reported having ever used a condom, the
percentage rose steadily from 28.3 percent in 1988, to
88 percent in 1996. The percentage of clients who
reported ever having used a condom also rose signifi-
cantly, from 55.5 percent in 1990 to 81 percent in
1996. Consistent condom use by CSWs with non-reg-
ular clients increased from 52 percent in 1994 to 75
percent in 1996, and 63 percent with regular clients.
The proportion of CSW clients who report using con-
doms during their last sexual encounter with a non-
regular partner increased from 54 percent in 1992 to
97 percent in 1996. The percentage of female students
reporting having ever used a condom increased signifi-
cantly from 56 percent in 1993 to 85 percent in 
1996. The percentage of men in the military reporting
consistent condom use during the past 30 days with
CSWs increased from 48 percent in 1993 to 59 
percent in1996. 

Other risk reduction behaviors such as reduced
number of partners were also evidenced in several
target populations. The percentage of male students
reporting more than one sexual partner in the last
three months dropped from 53 percent to 36 percent
between 1993 and 1996. In 1993, 18.6 percent of
male university students reported having had sexual
relations with an occasional partner during the 30 days
preceding the survey, and by 1996 this figure had
decreased significantly to 9.4 percent. Between 1993
and 1996, the percentage of male members of the mil-
itary reporting more than two sex partners in the past
three months dropped significantly from 47 percent to
37 percent. STD treatment-seeking behavior increased
among several target groups. For example, the percent-
age of CSWs seeking STD care at a health care clinic
rose from 34 percent in 1992 to 86 percent in 1996,
and among their clients from 65 percent in 1992 to
84 percent in 1996. Among male university students
in 1993, 72.6 percent reported seeking treatment for
their most recent STD either at a health center, with a
nurse, doctor or pharmacist, and in 1996 this percent-
age rose significantly to 85.7. 

Many lessons were learned from the AIDSCAP
interventions. Some of these are highlighted as major
lessons learned from the overall project.

Informal educational “chats” about relevant sexual
issues and personal experiences with HIV/AIDS
were an effective way to support behavior change
among CSWs. 

Drama is a practical and accepted medium through
which to reach people in bars and beer houses with
educational messages.

Prevention efforts should include “regular” partners
of sex workers.

Peer education projects need to explore innovative
ways to motivate their volunteers.

It is crucial to involve political and religious leaders
in decision making to break cultural and religious
barriers to AIDS prevention.

It is critical to continue subsidizing condoms to
achieve sustainable behavior change.

Serious consideration should be given to subsidiz-
ing STD drugs as well.
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TH E TS A BA N A N A
PRO G R A M I N BOTS WA N A

The Tsa Banana adolescent reproductive health
program was designed to identify, develop and pro-
mote youth-friendly reproductive health information,
products and outlets. The program was implemented
in Lobatse from March 1995 through March 1996 by
the Botswana Social Marketing Program/Population
Services International (PSI). It included: (1) a com-
munications campaign; (2) youth-oriented social mar-
keting of condoms;(3) community outreach through
peer sales educators; and (4) development of adoles-
cent-friendly outlets. Peer educators taught adolescents
condom negotiation skills, correct condom use and to
“Abstain, Be Faithful and Condomize” (ABC).

Data were collected using a quasi-experimental
control group research design. Pre- and post-interven-
tion surveys were conducted in both the intervention
location (Lobatse) and a comparison location
(Francistown) by the Social Impact Assessment and
Policy Analysis Corporation (SIAPAC)-Africa. A
pre-intervention survey was conducted in mid-1994
among a random sample of 1,002 adolescents ages 13
to 18. A post-intervention survey was conducted
among 2,396 adolescents in October 1995.

Analysis is based on the Health Belief Model
(HBM), which attributes changes in individuals’
health behavior to their beliefs about: (1) the severity
of the health threat; (2) their susceptibility to it; (3)
the benefits/effectiveness of protective measures; (4)
the barriers/negative implications of taking protective
action; and (5) a trigger which leads individuals to act
on these beliefs. HBM is suitable for intervention
design and improvement because the components of
the HBM model correspond with specific program-
matic activities. Logistic regression analyses were used

to estimate the change in the odds of expressing each
health belief between the pre- and post-intervention
surveys, after controlling for school enrollment, level
of education and the respondent’s age.

By October 1995, 68 percent of females and 71
percent of male adolescents had heard of the Tsa
Banana Program. Promotional items such as T-shirts,
stickers and pamphlets had been seen by 59 percent of
females and 64 percent of males, and more than 20
percent of males and females had heard about Tsa
Banana condom demonstrations or had seen one.
Nineteen percent of females and nine percent of males
had attended or heard about the project launch, which
consisted of an outdoor opening ceremony and a large
promotional show.
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T a b l e  1
Changes in Adolescents’
AIDS-Related Beliefs (Observed Only
in the Control Location)

Desired Changes Undesired Changes

Males Females Males Females

None Hard to Shy about None
convince a buying
partner to condoms in a 
use condoms. public place

or to obtain
them from a
health worker.



IM PAC T O F T H E TS A BA N A N A
PRO G R A M O N HE A LT H BE L I E F S

Changes in health beliefs that occurred only in the
comparison location (without the  intervention) are
shown in Table 1. All of the changes reported here
were statistically significant. Females in the follow-up
survey are 0.6 times as likely as women in the baseline
survey to believe that it is hard to convince a partner
to use a condom. At the same time, males were 2.2
times more likely to be shy about buying condoms in
a public place, and 1.8 times more likely to be shy
about obtaining them from a health worker. This is
why in the absence of the intervention there were
simultaneous desirable and undesirable changes.

Table 2 summarizes the changes in health beliefs
that occurred in the intervention location but not in
the control location. These changes can be attributed
to the intervention. After the intervention, males were
1.5 times more likely than before to believe that peo-
ple use condoms to avoid sexual risks, and only 0.7
times as likely to believe that it is hard to convince a
partner to use a condom. Females were 2.7 times as
likely as before the intervention to believe that AIDS
cannot be cured, 3.4 times more likely to believe that
people use condoms, 1.5 times more likely to believe
people abstain, and only 0.2 times as likely to believe
that sex is good because it can lead to marriage. No
undesired changes occurred only in the intervention
location. The fact that these positive changes were all
achieved within the first eight months of the interven-
tion testifies to the success of the Tsa Banana program.

Changes that occurred in the intervention as well
as the control location are shown in Table 3. These are
secular trends not attributable to the intervention. It is
a desirable change for males to believe that sexually
active people are at risk of HIV/AIDS, that people
reduce risk by abstaining from sexual activity, that
many of their friends use condoms and that they are
less likely to believe that sex is good because it can
lead to marriage.    

But there is also evidence of undesired secular
changes in beliefs. Females in both locations are more
likely to feel shy about purchasing condoms in public
and believe that women lose respect if they initiate
condom use and that few of their friends use con-
doms. They are less likely to believe that people avoid
casual and multiple partners to avoid risks. Among
males, there is an increase in the belief that sex is good
because it enhances one’s status.

While the positive impact of Tsa Banana is clear,
the program was unable to effectively counter these
undesirable changes, at least within the study’s short
timeframe. But the Tsa Banana program may have
been instrumental in countering the increased ten-
dency of males (but not females) in the comparison
community to feel shy about purchasing or otherwise
obtaining condoms.
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T a b l e  2
Changes in Adolescents’
AIDS-Related Beliefs (Observed Only
in the Intervention Location)

Desired Changes Undesired Changes

Males Females Males Females

People use AIDS cannot None None
condoms to be cured.
avoid risks.

People use
Hard to condoms to
convince a avoid risk.
partner to
use a condom. People abstain

to avoid risk.

Sex is good
because
it leads
to marriage.



This operations research study demonstrates that
the Tsa Banana program had a positive impact on sev-
eral adolescent health beliefs. Within eight months,
the intervention resulted in significant increases in the
beliefs that AIDS cannot be cured (severity), people
use condoms or abstain to protect themselves (benefits
of protective action) and that it is easy to convince a
partner to use condoms (barriers to protective action).
In this short time span, however, the intervention was
not able to effectively counter all of the undesirable
secular trends taking place in the absence of the inter-
vention. This research highlights the complexity of the
factors that affect program impact. Males and females
differ, both in their responses to the Tsa Banana cam-
paign and in secular trends.

This research shows that intervention programs
may need to counter undesirable changes. For exam-
ple, the evidence that adolescents are increasingly shy
about purchasing condoms and that females believe
they lose respect if they initiate condom use suggests
that the stigma associated with condom use is increas-
ing. Growing awareness that condoms protect against
the sexual risks involved in having casual and/or mul-
tiple partners may tend to stigmatize condoms
through the association with high-risk behavior even
as it increases the perception of the benefits of using
them. This enhanced understanding of the complex
factors that affect program impact will help program
managers improve ongoing as well as future AIDS
prevention programs.

This case study was written by Dominique Meekers,
Guy Stallworthy and John Harris, Population Services
International (PSI), Research Division. Data collection
for this project was funded by the USAID Botswana
Population Sector Assistance Cooperative Agreement No.
623-0249-A-00-3010-00, through the Africa Bureau,
Health and Human Resources Division, USAID.

A P P E N D I X
A recent review of condom social marketing

research and evaluation published by PSI (Summer
1999) provides important insights into the answers to
several of the key questions posed at the beginning of
this chapter.

TH E IM P L I C AT I O N S O F FR E E
A N D CO M M E RC I A L DI S T R I B U T I O N
F O R CO N D O M US E:
EV I D E N C E F RO M CA M E RO O N 8

This study used survey data to define how adoles-
cents in urban Cameroon obtain condoms and
whether the method of procurement—free from social
marketing or other commercial sources—is related to
actual use and continuation of use. Results of the
study showed that condom marketing is more effective
than free distribution at reaching sexually active
adolescents. Of those who obtained free condoms,
only 52 percent had ever used condoms, in contrast 
to 91 percent of those who bought social marketing
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T a b l e  3
Changes in Adolescents’
AIDS-Related Beliefs (Observed in Both
the Control and Intervention Location)

Desired Changes Undesired Changes

Males Females Males Females

Sexually active None Sex is good People avoid
people risk because it casual or
AIDS. enhances multiple

status. partners to
People abstain reduce risk.
to avoid risk.

Few friends
Few friends use condoms.
use condoms.

Shy about 
Sex is good purchasing
because it condoms
leads to in public.
marriage.

Women lose
respect if 
they initiate
condom use.



condoms and 84 percent of those who bought other
commercial condoms. These differentials persist after
controlling for other factors, providing empirical evi-
dence for the assumption that fewer marketed con-
doms are wasted than those distributed free of charge.
On the other hand, free distribution was more effec-
tive than marketing at reaching younger, sexually inex-
perienced adolescents. These results demonstrate the
complementary relationship between social marketing
and free distribution of condoms.

SE X UA L AC T I V I T Y A N D
CO N D O M US E I N LU S A K A,  ZA M B I A 9

Based on data from a sample survey conducted in
Lusaka in 1996 (n=806), this study showed that
among women, there is a strong association between
the advertising recall for the social marketing condom
brand Maximum and condom use. This association
was present even after controlling for education. After
comparing this data with a 1990 WHO/Global
Programme on AIDS (GPA) survey of Lusaka, results
showed that there was a significant increase in the
knowledge of condoms and a decrease in travel time to
a source of condoms between 1990 and 1996. These
findings indicate that condom marketing promotion
and distribution campaigns have been successful in
increasing the use of condoms in Lusaka. The 1996
data also shows that about 6 percent of women and 24
percent of men last had sex with a casual partner; and
that overall, 17 percent of women and 24 percent of
men used a condom during their most recent inter-
course. Using multivariate regression analysis, the
study also showed that women whose last intercourse
was with a regular or casual partner were more likely
to use a condom, as were women who recalled hearing
a social marketing message advertising condoms. For
men, condom use was higher for those who were
younger, had higher than secondary education and
had easy access to condoms. The study concluded that
because of gender inequity, programs directed at men
are more likely to succeed than those aimed at devel-
oping women’s skills in negotiating condom use. 

CH A N G I N G AD O L E S C E N TS ’  BE L I E F S
AB O U T PROT E C T I V E SE X UA L
BE H AV I O R: TH E BOTS WA N A TS A
BA N A N A PRO G R A M 10

This study examined the effect of the Tsa Banana
adolescent reproductive health intervention—youth-
oriented condom social marketing, peer sales educa-
tors, communications campaigns and development of
adolescent-friendly outlets—on beliefs about protec-
tive sexual behavior. The study used a quasi-experi-
mental research design, comprised of a before-and-
after survey in the intervention location and in a con-
trol location. The analysis provides strong evidence
that in just eight months the project had a positive
impact on several health beliefs— including an
increased awareness of the benefits of condom use and
a reduction in important barriers to condom use, such
as perceived difficulties in convincing partners to use
condoms. The findings also indicate that several issues
need further attention.  For example, results in both
the intervention and control location suggest that con-
dom use is increasingly stigmatized among Tswana
adolescents, which may partially offset program bene-
fits. By examining negative secular trends as well as
positive program effects, the study provided managers
with a more complex understanding of the factors
affecting program performance and identified issues to
be stressed in subsequent communications. 
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AN EVA LUAT I O N O F T H E
EF F E C T I V E N E S S O F TA RG E T E D SO C I A L
MA R K E T I N G TO PRO M OT E
AD O L E S C E N T A N D YO U N G AD U LT
RE P RO D U C T I V E HE A LT H I N
CA M E RO O N 11

This study examines the effectiveness of a youth-
targeted social marketing program for improving
adolescent reproductive health in urban Cameroon.
The PSI/Cameroon Social Marketing Program
(PMSC) Horizon Jeunes program targeted adolescents
and young adults for a period of 13 months using
peer education, youth clubs, mass media promotion
and behavior change communications. 

Program effectiveness was examined using a 
quasi-experimental research design with a pre- and
post-intervention survey in an intervention and con-
trol site. The results demonstrate that the intervention
had a significant effect on several determinants 
of preventive behavior, including awareness of sexual
risks, knowledge of family planning methods and 
discussion of sexuality and contraceptives, although
the effect varied for men and women. 

The intervention increased the proportion of
women who reported using oral contraceptives and
condoms for family planning. But there was no signif-
icant change in the proportion who used condoms
during their last sexual intercourse, suggesting that
condom use is not yet consistent. Among men, the
intervention had a pronounced effect on the use of
several family planning methods, including oral con-
traceptives, intrauterine devices (IUDs) and injectable
contraceptives. Even though the intervention success-
fully increased the use of various family planning
methods, there is no evidence that the intervention
increased the use of condoms for STD prevention.
The data show that while cost and availability are no
longer important constraints to condom use among
youths, many youths do not use condoms because
they trust their partners or have had problems with
condom use in the past. 

TH E PRO M OT I O N O F SA F E R SE X
AM O N G HI G H-RI S K IN D I V I D UA L S I N
MO Z A M B I QU E 12

Using data from a nationally representative sample
of sexually active adults, this study examined the effec-
tiveness of Mozambique’s JeitO condom social market-
ing project in increasing safe sex practices among men
and women at risk of contracting HIV. The study
tested the hypothesis that exposure to program inter-
ventions (communications and access) increases con-
dom use with non-regular partners. The population’s
exposure to the program was high and multivariate
analyses showed that exposure to condom social mar-
keting advertising, communications and knowledge of
a condom source are associated with higher levels of
condom use with non-regular partners.

Analyses of regional differences in condom use
showed that knowledge and use of condoms with non-
regular partners were higher than the national average
in all four provinces where the project had been oper-
ating longer (18 months versus six months).
Multivariate analyses also showed that the above-aver-
age level of condom use in the capital, Maputo, can be
attributed to the higher socioeconomic status of this
population. The above-average level of condom use in
the Sofala and Manica provinces was partly due to
their high levels of exposure to the program. These
findings indicate that the JeitO project’s behavior
change communications and condom distribution
were effective in encouraging safer sex practices among
high-risk individuals. 
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AN EVA LUAT I O N O F T H E
EF F E C T I V E N E S S O F TA RG E T E D SO C I A L
MA R K E T I N G TO PRO M OT E
AD O L E S C E N T RE P RO D U C T I V E
HE A LT H I N GU I N E A 13

This study examines the reach and impact of an
adolescent reproductive health intervention in Guinea.
During an eight-month period, the program used peer
education and mass media to reach youths, as part of a
larger nationwide social marketing program. The
results indicated that even though short-term, youth-
targeted social marketing programs may be able to
improve reproductive health knowledge, significant
behavior change requires a longer intervention. The
results also showed that low-budget peer educator
interventions by definition will have limited reach
unless they are supplemented by intensive large-scale
mass media activities. 

Research conducted by the Futures Group also
adds several important insights on regional message
development, the importance of targeting women and
the critical need to creatively distribute products.15

CRO S S-CO U N T RY ST U D Y
O F CO N D O M PRO M OT I O N F O R
AIDS PR E V E N T I O N 14

The Futures Group completed a cross-country
study examining approaches to condom promotion
among groups with behaviors that put them at risk of
contracting HIV/AIDS. The study sought to docu-
ment the different techniques for condom promotion
that the Futures Group has developed and imple-
mented, as well as to evaluate the effectiveness of dif-
ferent interventions. It examined the results of two
types of condom social marketing projects: those that
integrated HIV/AIDS prevention strategies into exist-
ing family planning programs, and those that specifi-
cally developed condom social marketing activities
with an HIV/AIDS focus.

The results of the study suggest that the different
strategies implemented had varying levels of impact,
but conclude that HIV/AIDS prevention messages can
be effectively integrated into family planning pro-
grams. There is skepticism of this finding among sev-
eral practitioners who have identified serious barriers
to this integration. Agencies in countries where family
planning is still politically controversial have not wel-
comed the addition of HIV/AIDS to their agenda.
Audiences and benefits offered can be different, and
the organizational branding of family planning versus
AIDS can present a problem. One important finding
of the study is the effectiveness of a general “protec-
tion” theme in promoting condoms for HIV/AIDS.
This type of message escapes the political and religious
backlash that frequently occurs in some conservative
countries, and at the same time seems to clearly com-
municate an HIV/AIDS prevention message.

The Futures Group has used this approach success-
fully in marketing condoms for both HIV/AIDS and
family planning in several sub-Saharan countries. In
Malawi, for example, the research indicates that 94
percent of men interviewed were aware of the adver-
tisements and that spontaneous recall of the
HIV/AIDS prevention messages was high, despite the
fact that HIV/AIDS is never directly mentioned in the
advertising. Eighty-five percent found the theme of
the advertisements appealing, and the same percentage
said they were very likely to use condoms in the
future. Current condom use among urban men
increased from 28 percent before the campaign in
1991, to 60 percent in 1993 after the campaign. In
addition, more men were using condoms “always” or
“more than half the time” (65 percent versus 35 per-
cent in 1991). The finding that the image of the con-
dom had improved after the campaign was especially
important. In 1993, men were significantly less likely
to agree that condoms are used only for extramarital
relations, that condoms are unreliable because they
break and that condoms reduce sexual pleasure.

The study also examined the importance of
addressing gender differences when promoting con-
dom use. In Zimbabwe, the Futures Group designed
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communication campaigns targeting women to
increase the use of condoms within marriage or steady
relationships. Since women’s attitudes toward con-
doms and their condom negotiation skills are key fac-
tors in condom use, these advertisements encouraged
women to ask their partners to use condoms. As with
the Protector campaign for men (see below), the mes-
sages focused on general protection and avoided direct
mention of HIV/AIDS. But research tests conducted
before launch of the advertisements, showed that
women clearly understood HIV/AIDS prevention
from the messages.

MA R K E T I N G PR OT E C TO R
CO N D O M S I N AF R I C A 15

The Futures Group launched the Protector brand
condom in eight countries in Africa using a regional
branding and advertising strategy. The communica-
tions campaign is designed to: (1) Communicate a
dual message of protection for both family planning
and AIDS; (2) Convey the image of a high-quality
product; (3) Associate product use with positive
behavioral attributes; (4) Change the condom’s image
from negative to positive; and (5) Make the product
more acceptable to use.

Both the Protector condom package graphics and
the advertising campaign address these goals. The
package shows a good-looking young African couple
in order to associate the product with attractive and
upscale adults. The campaign slogan “Be Wise. Always
Wear Protector Condoms,” promotes the benefits of
using condoms as part of today’s modern lifestyle. The
package design and advertising campaign received
more than 90 percent approval ratings in the market
research in all eight countries. The Futures Group has
found that combining a positive motivational message
with aggressive, hard-hitting distribution/promotional
strategies is the most successful approach to increasing
condom use.
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I N T R O D U C T I O N

Individual behaviors are recognized as the main reasons for risk of
HIV/AIDS. In turn, individuals are shaped by the social, economic, polit-
ical and cultural environments in which they live. This chapter examines
some of the factors that open and close opportunities for children, adoles-
cents, women and men in many developing countries, the contextual
forces that place people in HIV-risk situations and exacerbate the impact
of AIDS on households and communities. At first glance these structural
factors may seem beyond the scope of program managers. But there are
ways that programs can contribute to reshaping structural constraints.

T H E  S T R U C T U R A L  C O N T E X T  O F  H I V / A I D S

The long-term neglect, if not exploitation, of most rural and many urban
areas by both colonial and post-independence governments has limited the
opportunities for generating incomes and improving household and com-
munity life. The promises of development largely have either failed to
materialize or been captured by national elites and international corpora-
tions. Given the steady stream of hardships faced by tens of millions of
people over the past three decades, the impact of HIV/AIDS is viewed by
lower income and dispossessed peoples as another socioeconomic con-
straint with which they and their countries must deal. 

TH E IM PAC T O N WO M E N

Women have experienced the greatest losses and burdens associated with
the economic and political crises, economic shocks, and structural con-
straints. Inequities in gender roles have run in parallel with inequities in
income and assets. Among the ways in which structural shocks have
affected women are:

Breakdown of household regimes and attendant securities

Loss of livelihood

Loss of assets

Survival sex
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TH E DI S I L LU S I O N M E N T O F YO U T H

There are well recognized multiple socioeconomic constraints on opportu-
nities for young people in much of the developing world who are finish-
ing school and entering the workforce. The system has not been working
for many young people, and combined with the realities of the
HIV/AIDS pandemic, this has led to growing disillusionment among
young people. 

L E S S O N S  L E A R N E D  F O R  S T R U C T U R A L  R E S P O N S E S

Despite the pervasiveness of HIV/AIDS and its steady impact, communi-
ties, NGOs, local leaders and others offer numerous innovative and cre-
ative responses to the epidemic. Programmatic responses to the structural
causes of HIV/AIDS can begin at three levels: institutional,
programs/projects and community.

AD D R E S S I N G CO N S T R A I N TS AT T H E IN S T I T U T I O N A L LE V E L

At the institutional level the goal is to assure that development institutions
do the jobs they were established to do and serve the population desig-
nated in their mandates. There are two interrelated ways to address insti-
tutional constraints:

Advocacy and oversight of policies and programs.

Resource enhancement. 

RE S P O N S E S TO ST RU C T U R A L CO N S T R A I N TS

AT T H E PRO G R A M LE V E L

The second level of structural response is in the area of programs and
projects—designing and implementing projects to reduce risk. This sec-
ond level can be seen as a link between institutions and communities. 

CO M M U N I T I E S A N D ST RU C T U R A L CH A N G E

Problem solving with communities incorporates a variety of lessons that
have been learned over several decades of development programs and 
initiatives. The lessons illustrate the links between community-program-
institution, and can be categorized as: ownership, process and resources.

C A S E  S T U D Y

CH I K A N K ATA HO S P I TA L:
EF F E C T I V E FAC I L I TAT I O N W I T H CO M M U N I T I E S

A set of HIV/AIDS programs run by Chikankata hospital, in central
Zambia, provides a good example of facilitation with communities. 
A home care program evolved into a community counseling program,
promoting the transfer of responsibility for behavior change from the 
program implementers to the community.
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ndividual behaviors are recognized as the main reasons for risk of

HIV/AIDS. In turn, individuals are shaped by the social, economic,

political and cultural environments in which they live. Their behav-

iors are sanctioned or condemned by society, and the choices they face in

life are often determined by forces outside their control. For example, the

quality of teachers at a primary school can determine literacy levels,

livelihood options and problem-

solving skills for girls and boys.

This chapter examines some of the factors that open and close opportu-

nities for children, adolescents, women and men in many developing

countries, the contextual forces that place people in HIV-risk situations

and that exacerbate the impact of AIDS on households and communities.

At first glance these structural factors may seem beyond the scope of 

program managers. But there are ways that programs can contribute to

reshaping structural constraints.

I N T R O D U C T I O N
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T H E  S T R U C T U R A L  
C O N T E X T  O F  H I V / A I D S

For many impoverished people, HIV/AIDS is only
one of many problems and constraints that surround
their lives.1 The long-term neglect, if not exploitation,
of most rural and many urban areas by both colonial
and post-independence governments has limited the
opportunities for generating incomes and improving
household and community life. The wealth and bene-
fits promised by development largely have either failed
to materialize or been captured by national elites and
international corporations.

Given the steady stream of hardships faced by tens
of millions of people over the past three decades, the
impact of HIV/AIDS is viewed by lower-income and
dispossessed peoples as another socioeconomic con-
straint with which they and their countries must
deal.2,3 Other constraints have included dramatic price
increases for basic commodities, reduced value for
export commodities, adoption of structural adjust-
ment programs with rapid cost-of-living impacts,
droughts, floods, wars and civil violence. Every coun-
try in eastern and southern Africa has been involved
in or affected by warfare within the past two decades.
Nearly all Latin American and sub-Saharan African
countries have struck agreements with the World
Bank and International Monetary Fund to impose fis-
cal constraints on government spending. These agree-
ments often involved increased costs of agricultural
production, new or increased fees at schools and
health facilities, increased food prices and cutbacks in
government employment. These constraints severely
exacerbated income and gender inequalities and the
already precarious living conditions of many people,
making them more vulnerable to sexually transmitted
diseases (STDs). And because the agreements were
made from the late 1970s through the1990s, they
made national and local responses to the epidemic
more difficult to sustain.4

Few of these constraints have been effectively ana-
lyzed to suggest direct correlations with individual
vulnerability to HIV/AIDS—or to restructuring pre-
vention and mitigation programs. But several
researchers have argued that the structural adjustment-

type policy changes in the 1980s fostered situations
that potentially promoted behaviors that place large
numbers of people at increased risk of HIV infection.5-7

For example, attendance at STD clinics in Kenya
dropped by as much as 60 percent after the World
Bank directed the country to implement charges for
STD clinic services.8 Similar decreases in clinic usage
have been reported in Mozambique, the Congo,
Ghana and Zimbabwe after user fees were either intro-
duced or increased.9-11 In the context of an emerging
HIV/AIDS epidemic, the timing of these economic
and social changes was key. The resources were
unavailable at a time when national governments and
local communities needed to invest in job creation,
social stability, health and education. 

Describing the relationship between HIV and eco-
nomic change on the Shan State borders of Burma,
Doug Porter argues, “It is more than coincidence that
the HIV epidemic now coursing through these borders
has arisen in tandem with economic deregulation and
liberalization. And in large part, the pace and geo-
graphic spread of HIV infection is connected to larger,
externally driven economic forces in ways similar to
changing marketing networks, the organization of
transport, or people’s movement.”12

Even activities often described as “development”
have contributed to vulnerability. Workers at the Katse
Dam construction site in Bokong, Lesotho, were
found to have seroprevalence rates nearly seven times
higher than people in nearby villages.13 In
Mpumalanga, South Africa, HIV/AIDS and other
STDs have increased dramatically, “thanks to a
multi-million dollar infusion of cash to develop the
area,” as another group of researchers put it.
Infrastructure construction has not only attracted large
numbers of men, but the wages they earn allow them
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to offer rural women and schoolgirls money, food and
clothing in exchange for sexual favors.14 Similar struc-
tural factors are well documented at the mines in
South Africa, in port cities in Honduras and Brazil,
and at the agricultural estates of Kenya.

TH E IM PAC T O N WO M E N

Women have experienced the greatest losses and
burdens associated with the economic and political
crises, economic shocks and structural constraints.
Inequities in gender roles have run parallel with
inequities in income and assets.15 Among the ways in
which structural shocks have affected women are:
breakdown of household regimes and attendant securi-
ties, loss of livelihood, loss of assets and survival sex. 

Breakdown of household 
regimes and attendant securities

Decades of change in economic activity and gender
relations have placed women in increasingly difficult
situations.16 HIV/AIDS has accelerated the process and
made “normal” sexual relations very risky. Women
whose husbands have migrated for work are said to fear
the return of the men, knowing they may be infected
with HIV.17 Although poorly documented, the range
and depth of women’s responsibilities have increased
during the era of AIDS. More active caregiving for sick
and dying relatives has been added to the existing
workload.18 Children, beginning with girls, have been
withdrawn from school to save on costs and add to
labor within the household. Thus, HIV/AIDS is rap-
idly facilitating further differences along gender lines.

Loss of livelihood
Whether women receive remittances or

“allowances” from men working away from home or
earn income themselves, AIDS has made the availabil-
ity of cash more problematic. In Malawi, women and
men increasingly work on farms belonging to larger
and/or wealthier farmers in order to earn income or
in-kind payments, often neglecting production on
their own holdings.19

Loss of assets
Although poorly documented, there are fairly sub-

stantial investments in medical care  among many
households affected by HIV/AIDS. These costs are
actually disinvestments to the family and survivors.
In Abidjan, Côte d’Ivoire, for example, families living
with AIDS experience a monthly disavings of nearly
5,000 CFA francs. Household food security is often
affected by HIV in negative ways.20 In many parts of
Africa, women lose all or most of the household assets
following the death of a husband. 

Survival sex
Low incomes, disinvestments and constrained cash

flow all place economic pressures on women.
Anecdotal evidence and some studies indicate that
these pressures push a number of women into situa-
tions where sex is coerced in exchange for small cash
or in-kind payments.21 Along the Thai-Burmese bor-
der, many of the sex workers are young women caught
up in the “green harvest,” in which their work is a
means to repay loans made to their families by money
lenders who recruit young women for the sex industry.
Most of the young women return home infected with
HIV.22,23

Taken together, these and existing education,
employment, legal and other structural biases facing
women add to the shocks that have disrupted social
institutions over the past decades.
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TH E DI S I L LU S I O N M E N T O F YO U T H

The multiple socioeconomic constraints on oppor-
tunities for young people who are finishing school and
entering the workforce are well recognized. The belief
has eroded that life can be improved through rural
enterprises. The long-established practice of migrating
to employment centers also is failing to provide as
much opportunity for employment as in the past. The
system has not been working for many young people,
who increasingly turn to alternative forms of income
generation and social support. Richards writes:
“HIV/AIDS cuts short the normal life expectancy, and
already [c. 1999] young people in Tanzania make it
clear that they have to work with the space [life-span]
they will get. Life has to be lived to the full, but per-
haps over 30 to 40 years rather than a normal three
score years and ten.”24 A study of young people in cen-
tral Ghana uncovered similar fatalistic attitudes that
may not be fully generalizeable but reflect the situa-
tions in which many young people find themselves
today. One observer notes, “Such attitudes to death in
the era of AIDS point to apparent misunderstanding
or lack of motivation for behavioral change in the
existing socioeconomic circumstances.”25 In other
words, the attitude can be expressed as: “Why change
my sexual behavior when I see little hope for improve-
ment in life’s opportunities?” It seems that such atti-
tudes are not simply statements of fatalism, but also of
disillusionment and realism.
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L E S S O N S  L E A R N E D  F O R
S T R U C T U R A L  R E S P O N S E S

And yet there are “astonishingly vigorous responses
to AIDS,” as reporter Mark Schoofs put it in his
Pulitzer Prize-winning series on AIDS in Africa.26

Despite the pervasiveness of HIV/AIDS and its steady
impact, communities, NGOs, local leaders and others
offer numerous innovative and creative responses to
the epidemic. Programmatic responses to the struc-
tural causes of HIV/AIDS can begin at three levels:
institutional, programs/projects and community.

AD D R E S S I N G CO N S T R A I N TS AT T H E
IN S T I T U T I O N A L LE V E L

At the institutional level, the goal is to assure that
development institutions do the jobs they were estab-
lished to do and serve the population designated in
their mandates. Numerous studies have illustrated
that, in fact, many government ministries and agencies
do not fulfill their developmental mandate. Where
institutions have functioned, they have played impor-
tant roles in HIV/AIDS prevention and care pro-
grams. Thailand’s health care system, for example, was
adapted to more fully diagnose and treat STDs.
Likewise, a committed public health system in São
Paulo State, Brazil, responded early and rapidly to
HIV/AIDS, setting a pattern for the country as a
whole.27 There are two interrelated ways to address
institutional constraints: (1) advocacy and oversight of
policies, and (2) resource enhancement. 

Advocacy and oversight
of policies and programs

Governments and public and private institutions all
need to be informed and pushed at times. Advocacy for
policies, laws and programs—and for their implemen-
tation—have been essential in shaping the responses to
HIV/AIDS in Brazil, South Africa, Kenya, and else-
where. Advocacy in each of these countries has grown
out of alliances among HIV/AIDS organizations,
development, women’s and human rights groups,
academics and concerned individuals both inside and



outside of institutions. In these and other instances,
effective advocacy is the outcome of a process that is
likely to include:

Promotion of innovative and fairly specific options,
backed by supporting information.

Development of a long-term strategy for action,
including organizing constituents, communicating
with decision makers and negotiation.

A core group (five to 20 people) to guide the
process.

The role of program managers in the advocacy
process can include:

Acting as a link between affected groups and advo-
cacy groups and decision makers.

Generating information about the needs, interests
and resources of affected groups, and of the
strengths and constraints of programs and projects
seen during implementation.

Joining networks and coalitions, thereby adding
strength and credibility to the advocacy efforts.

Helping to inform and organize constituents and
supporters, particularly among peers within their
institutions.

Resource enhancement
The second approach to institutional change is

resource enhancement through greater efficiencies or
by adopting new ways to use existing resources.
Efficiencies have been sought through integrating serv-
ices—such as integrating STD diagnosis and treatment
with other reproductive health services, expanding the
skills of staff or bringing underutilized sectors, such as
primary and secondary schools, into HIV/AIDS pre-
vention and care. For example, the introduction of
HIV/AIDS education into primary and secondary
school curricula is increasingly accepted, despite oppo-
sition from some religious authorities, parents’ groups
and politicians. Where HIV/AIDS or broader repro-
ductive health information has been integrated into
school curricula, the results are often positive, at least
in terms of student knowledge of sexuality and
HIV/AIDS prevention and, to some extent, behavior
change.28

In Senegal, Thailand and Uganda, national
HIV/AIDS programs have worked with religious com-
munities and authorities to gain early acceptance for
prevention. Rather than shunning or confronting reli-
gious groups—which has occurred in a number of
donor-sponsored national programs—religious author-
ities are engaged because they are credible and influen-
tial leaders of public opinion and molders of cultural
patterns.

Enhancement of resources has been achieved in
Uganda through a blending of government (central
and decentralized), private and community responses
and responsibilities. As the impact of the epidemic has
grown, the government has accepted co-responsibility
with NGOs and households for providing prevention
and care services. The government has acknowledged
its own limitations and the strengths of communities
and community-based NGOs.29 It has not sought to
shift its responsibilities to households by employing
the rhetoric of household-coping mechanisms. The
resources of each sector become complementary, rather
than fragmented.

Integration of services or multisectoral responses
has been described as “mainstreaming.” UNDP argues
that mainstreaming does not mean adding HIV/AIDS
promotion to existing functions—such as having agri-
cultural extension workers promote HIV/AIDS aware-
ness or distribute condoms. Rather it implies careful
planning by ministries and organizations so that their
functions take into account the environment within
which HIV/AIDS prevention or mitigation can
occur—such as designing agricultural programs to
address the severe labor constraints in HIV/AIDS-
affected households, or assuring that school curricula
include practical reproductive health information for
young people.
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Responses to Structural Constraints
at the Program Level

At the second level of structural response are pro-
grams and projects designed and implemented to
reduce risk. This level can be seen as a link between
institutions and communities. Besides implementing
activities, programs have two roles in addressing struc-
tural factors of HIV/AIDS: (1) passing along informa-
tion and (2) facilitating dialogue. Useful information
can include reporting on the bureaucratic constraints
to implementation of activities, timely evaluation of
implementation that is not distorted to tell funders
what they want to hear, descriptions of how commu-
nities are responding to prevention initiatives and how
the epidemic is affecting communities. All of these
points of information can be collected and reported
through tools that exist within the HIV/AIDS or
development communities. New perspectives are
needed to provide information that will be useful to
advocacy organizations and networks, other program
managers who are searching for effective methods,
concerned bureaucrats and decision makers and the
media.

The second role is that of the facilitator who works
formally and informally with communities and the
networks with which the program is affiliated.
Program staff are in a position to stimulate thinking
and consideration of new ideas and approaches, share
experiences from and across different programs and
help groups look more closely at their existing skills
and resources. It is likely that only a handful of pro-
gram staff will have the sensitivity, patience, credibility
and appreciation of local cultures and social systems to
be effective facilitators with communities. To be effec-
tive they need the support of the program itself—a
willingness to trust and respond to community input
and take the time needed to build trust and confi-
dence on both sides. Facilitation does not mean hand-
ing all decision making or resources to communities.
Rather it is based on the premise of equal partners,
each bringing valuable experiences and perspectives
that can be merged to address prevailing issues.

CO M M U N I T I E S A N D
ST RU C T U R A L CH A N G E

The purpose of programs acting as facilitators with
communities is that the latter have numerous
strengths and abilities to identify, develop and imple-
ment initiatives for HIV/AIDS prevention, care and
mitigation. In some cases, communities can identify
problems and responses for themselves but may lack
the resources to implement solutions. In other
instances, facilitators can aid communities in identify-
ing problems, options for response and needed
resources. From an international public health per-
spective, community actions may appear too small,
too scattered and too fragile to effectively contain the
HIV/AIDS epidemic. The concerns have some validity
when initiatives are viewed individually. But when
considered collectively, the initiatives illuminate the
factors that will strengthen the linkages between devel-
opment and HIV/AIDS prevention and care.

Problem solving with communities incorporates a
variety of lessons that have been learned over several
decades of development programs and initiatives.
The lessons illustrate the links between community-
program-institution, and can be categorized as: 

Ownership
Local groups are able and willing to identify the
prevailing problems and needs around which
options and solutions can be discussed.

Inclusion in identifying problems and options of
affected people and groups—especially women and
representatives of the numerous marginalized
groups usually identified as core transmitters or
high-risk groups, such as commercial sex workers,
migrant workers, transport workers and uniformed
services.

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  T H I R T E E N 315



Process
A timeframe long enough for groups to build trust,
debate, test options and identify the range of avail-
able skills and resources.

Facilitators—preferably though not necessarily
from within communities—to  stimulate discus-
sion, offer new perspectives, link with external
resources and keep a process moving.

Resources
Identification and use of community resources
(skills, economic).

Selective and moderate insertion of external
resources, as determined in close consultation with
affected groups.

A supportive economic, political and social environ-
ment that eases problem solving, rather than creat-
ing new problems or sustaining prevailing ones. 

Approaches will vary because not all communities
are alike. The diversity yields numerous insights and
examples for testing programs on a larger scale, but it
also makes developing and implementing prevention,
care and mitigation programs more complex and
time-consuming. Diversity also means that some

communities do not respond in a supportive way—
stigma, fear and despair can be found in every coun-
try. But local leadership and supportive national poli-
cies and statements can help alter these perceptions,
strengthen existing initiatives and offer fertile ground
for new ones. 

Household and community-level coping mecha-
nisms in the face of adversity are now widely recog-
nized and cited as attributes by many agencies outside
of local communities. Coping mechanisms are among
the resources and skills that communities bring to
HIV/AIDS prevention and care. But in too many
instances, the rhetoric about coping mechanisms has
become an excuse for doing little or nothing to reduce
the pressures on communities or even to work more
closely with communities. Dialogue will illuminate
how coping mechanisms serve households and com-
munities.  It will also demonstrate the limits to coping
with multiple constraints.

As Figure 1 illustrates, organizations at various
places in society have responsibilities toward the
HIV/AIDS epidemic. Effectively addressing those
responsibilities over time can contribute to both
HIV/AIDS prevention as well as authentic develop-
ment. A handful of the tools, none of them especially
new, are available to organizations to stimulate new
thinking and action. In turn, those tools become links
between organizations.   

The table indicates some of the responsibilities of
organizations and select tools available to program
managers for assisting in achieving those responsibili-
ties. The arrows indicate some of the links between the
organizations.
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F i g u r e  1
Addressing Structural Constraints to HIV/AIDS Prevention and Care: Some Links

Institutions Tools Programs/Projects Tools Communities

Fulfilling Mandate Advocacy Implementation Dialogue Problem identification

Resource Enhancement Networking Evaluation Surveys Problem solving

Supportive policies/laws Efficiencies Information Sharing Facilitation Resources

The Table indicates some of the responsibilities of organizations and select tools available to program managers for assisting in achieving those 
responsibilities. The arrows indicate some of the links between organizations.



Applying Lessons 
for Structural Change
Goal:

Assist development planners and public health
officials in fitting HIV/AIDS into a wider develop-
ment framework.

How?
Train planners in the socioeconomic realities of
HIV/AIDS.
Develop multisectoral training activities for pro-
gram planners and managers to learn from and
with one another.
Develop the capacity to conduct HIV/AIDS
impact assessments before undertaking large con-
struction projects.
Require private sector industries to improve social
conditions for workers and facilitate family soli-
darity.

There is a wealth of organizational and manage-
ment experience within HIV/AIDS- affected house-
holds and communities—most of which are not
known to, and thus are ignored by, “development”
planners and HIV/AIDS specialists. These experiences
are the building blocks for altering the environment
that perpetuates poverty and susceptibility to
HIV/AIDS.

How?
Integrate lessons learned about community initia-
tives and community development into training
programs for program managers and their staff.

Recognize that the HIV/AIDS epidemic is at least
two to three years ahead of national and interna-

tional responses. Thus, communities are living the
daily realities well before most of us come to under-
stand their situations. It is possible to move closer to
the course of the epidemic by listening regularly to
communities. Communities can more immediately
suggest needs, concerns, options and solutions without
the filtering processes that now inhibit transfer of
those messages. 

How?
Substantially increase community-based research
by shifting research funding from the lengthy 
academic and medical studies to ones that use
well-established participatory research methods. 
As sentinel surveillance evolves to include
behavioral surveillance, the latter can evolve to
include coping and innovation surveillance.

Adopt bureaucratic and procedural methods that
treat HIV/AIDS as a crisis.

How?
Loosen—if not greatly abandon—donor agency
reporting and financial management requirements
for implementing agencies. This will shift more
resources to field implementation. 
Include significant HIV/AIDS prevention within
the curricula for new recruits to government serv-
ice and teacher training.
Include line items for HIV/AIDS prevention, care
and mitigation in every sector and every project
and program.
Shift 25 percent of existing international funding
for HIV/AIDS from internal bureaucracies to field
implementation.
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C A S E  S T U D Y

CH I K A N K ATA HO S P I TA L:  EF F E C T I V E
FAC I L I TAT I O N W I T H CO M M U N I T I E S

A set of HIV/AIDS programs run by Chikankata
hospital, in central Zambia, provides a good example
of facilitation with communities. At the hospital a
home care program evolved into a community coun-
seling program. As the Chikankata staff explain, the
program “promoted the transfer of responsibility for
behavior change from the program implementers to
the community.” From the beginning, “all the com-
munity members or participants are recognized as
thinking, creative people with the capacity for action.”

Chikankata trained facilitators to be resource per-
sons for communities, fitting into existing structures
and not trying to create new ones or to work from a
set agenda. One outcome was the abandonment of 
ritual cleansing through sexual intercourse with a 
surviving spouse by a brother of the diseased hus-
band—a high-risk behavior. Another was the willing-
ness of community members to take part in the direct
care of people living with HIV/AIDS, a role formerly
believed to belong to relatives.

Not surprisingly, the community counseling pro-
gram stretched into other aspects of community life.
School children and teachers were exposed to informa-
tion about HIV/AIDS and sexual behavior. Teen
pregnancies at the participating schools dropped, as
did pregnancies among out-of-school young women.30
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I N T R O D U C T I O N

Sexually transmitted diseases (STD) impose an enormous burden of 
morbidity and mortality in many resource-constrained countries, both
directly through their impact on reproductive and child health and 
indirectly, through their role in facilitating the sexual transmission of 
HIV.  Because of this relationship with the HIV epidemic, there is now
increased interest in STD control in resource-constrained countries. 

The treatment of symptomatic STD is a key strategy for HIV prevention.
The Joint United Nations Programme on AIDS (UNAIDS) and the World
Health Organization (WHO) have recommended that high priority be
given to the development of STD control programs. They further recom-
mend that countries deliver high quality services with optimum coverage
for STD-infected people using existing primary health care services,
as well as expanding services to such other primary health care units as 
family planning and maternal and child health (FP/MCH) services.

This chapter reviews some of the concepts and practical aspects of STD
case detection and management strategies that can be implemented at the
level of primary health care, with special reference to resource-constrained
environments.

S T D  P R E V E N T I O N  A N D  C A R E :  C O N C E P T U A L  F R A M E W O R K S

STD control programs should aim to reduce the rate of new (incident)
STD through a combination of strategies, including behavior change,
increased condom use and treatment of patients with STD. 

STD prevention and care strategies have long been influenced by the
transmission dynamics model. Other models have been developed to con-
ceptualize the strategies needed to control STD—the epidemio-biological
model and the operational model—which are described in this section. 

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  F O U R T E E N 321



P A T I E N T  C A S E  M A N A G E M E N T  S T R A T E G I E S  I N  

P R I M A R Y  H E A L T H  C A R E  S E T T I N G S

Primary health care facilities may refer to health centers, dispensaries or
hospitals at the district, regional or provincial level, and are often the first
point of contact between patients and public health services. This section
outlines general principles related to designing and providing STD case
management in these settings.

S T D  D I A G N O S I S  A N D  M A N A G E M E N T

While laboratory diagnosis is the STD diagnosis method of choice in
many parts of the industrialized world, most health centers and dispen-
saries in resource-constrained countries do not have access to reliable
laboratory facilities. Consequently, clinicians may use presumptive clinical
diagnosis, a less reliable method. To address the limitations of both 
laboratory and presumptive clinical diagnosis in the management of
STDs, the syndromic management approach was developed. These three
approaches are discussed in this section.

S T D  C A S E  M A N A G E M E N T

The components of comprehensive STD case management described in
this section include:

History taking and examination

Identification of the STD

Antibiotic treatment for the STD

Educating and counseling the patient

Condom promotion and supply

Partner notification and management

Clinical follow-up

The section also discusses case finding and management of syphilis in
pregnancy and the role of the private sector in STD case management. 
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O R G A N I Z A T I O N  O F  S T D  C A S E  M A N A G E M E N T  S E R V I C E S

The integration of STD case management services at the clinical level is
discussed in terms of outpatient departments and antenatal care, maternal
and child health and family planning services. Detailed logistical consider-
ations are presented, including equipment and consumables, STD drugs,
personnel and time required and case reporting and surveillance. Other
topics outlined in this section include:

The role of the laboratory in STD case management

Referral system and the role of the categorical STD clinics

The role of district/regional personnel: training, supervision and 
monitoring

L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

Key lessons learned since the start of the HIV epidemic relate to:

STD diagnosis and treatment

Key elements of STD case management

Increased access to proper treatment through innovative approaches

Case finding

Importance of supervision and in-service training

F U T U R E  C H A L L E N G E S

Challenges for effective STD control and for future research are presented.
These include improving inappropriate STD services, addressing gender
inequalities in sexual relationships, the lack of access of males to sexual
health services and the urgent need for the development of rapid tests for
gonorrhea and chlamydial infection. 

C A S E  S T U D I E S

DE C E N T R A L I Z E D SY P H I L I S SC R E E N I N G A N D TR E AT M E N T

IM P ROV E S SY P H I L I S DE T E C T I O N A N D TR E AT M E N T I N

AN T E N ATA L CL I N I C SE T T I N G S I N NA I RO B I ,  KE N YA

A decentralized syphilis screening and treatment pilot project was insti-
tuted in Nairobi in1992. This project demonstrates the feasibility and cost
effectiveness of congenital syphilis prevention and control decentralized to
the clinic level, while highlighting several operational and logistical issues
that must be addressed for optimal implementation.
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MA N AG E M E N T O F SY M P TO M AT I C WO M E N I N

LOW E R STD PR E VA L E N C E SI T UAT I O N S—EX PE R I E N C E

F RO M BA N G L A D E S H

Appropriate case management strategies for women complaining of symp-
toms possibly related to infection in the reproductive tract were evaluated
among a group of 465 women in rural Bangladesh. Results reflect the low
prevalence of infections in these women and the difficulty of interpreting
clinical signs that have a relatively low specificity. Levels of overtreatment
were very high.  Not only does this carry financial repercussions, but the
social costs associated with women erroneously receiving a diagnosis of an
STD are very high.

STD SY N D RO M E MA N AG E M E N T AT RU R A L PR I M A RY

HE A LT H CA R E CL I N I C S I N NO RT H E R N TA N Z A N I A

Between 1992 and 1994, a community-based clinical trial was conducted
to test the impact of improved STD control on the incidence of HIV
infections in adults from the communities in the Mwanza District of
Tanzania. The study demonstrated that it is feasible to integrate effective
STD services into the existing primary health care structure of a resource-
constrained country. It also documented that syndromic management had
several limitations.
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S
exually transmitted diseases (STDs*) are caused by more than 30

different pathogens, including bacteria, viruses, protozoal agents,

fungal agents and ecto-parasites. The various diseases are grouped

together because sexual contact is epidemiologically important for their

spread, though not necessarily the only mechanism through which the

infections can be acquired. The World Health Organization (WHO)

estimates that there are approxi-

mately 340 million incident

cases of the five main curable STDs (gonorrhea, chlamydial infection,

syphilis, chancroid and trichomoniasis) every year, with 85 percent in

resource-constrained countries.

STDs impose an enormous burden of morbidity and mortality in many

resource-constrained countries, both directly through their impact on

reproductive and child health, and indirectly through their role in facilitat-

ing the sexual transmission of HIV. It has been estimated that in urban

populations in sub-Saharan Africa, for example, “classical” STDs—exclud-

ing HIV/AIDS—are responsible for some 17 percent of the total burden of

disease in women of reproductive age. Yet it is only in recent years that they

have been accorded any priority by national ministries of health or the

international community.

The increased interest in STD control in resource-constrained countries

is largely a result of the HIV epidemic. Earlier reports of an association

between the classical STDs and HIV infection have now been supple-

mented by virological studies showing that current STDs increase levels of

HIV in genital secretions.1 It has been demonstrated that treatment of 

bacterial STDs can reduce HIV genital shedding in individual patients.2

A community-randomized trial in the Mwanza Region of Tanzania further

demonstrated that improved clinical services for STDs can significantly

reduce the incidence of HIV infection in resource-constrained countries

using a low technology, sustainable and cost-effective strategy.3

I N T R O D U C T I O N
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For these reasons, UNAIDS and WHO have recommended that high pri-

ority be given to the development of STD control programs and maintain

that the treatment of symptomatic STD is a key strategy for HIV prevention.

This is why they still recommend that countries deliver these services with

optimum coverage for STD-infected people, using existing primary health

care services and expanding services to other primary health care units such

as family planning and maternal and child health (FP/MCH) services.

Services for special groups often require establishing other services. (Chapter

15 discusses STD services for special groups.)

STD control programs have three main objectives: (1) Preventing the

development of diseases, complications and sequelae; (2) Interrupting the

transmission of sexually acquired infections; and (3) Reducing the risk of

HIV infection.

These objectives can be achieved through prevention measures aimed at

reducing STD incidence and prevalence by shortening the duration of 

infection and disease centered around STD case detection and management,

thereby reducing the probability of complications, sequelae and disease

transmission. Prevention measures are comprised of behavior change com-

munication (BCC) activities aimed at reducing the level of individuals’

exposure to STD. 

This chapter reviews some of the concepts and practical aspects of 

STD case detection and management strategies that can be implemented at

the level of primary health care.  It offers special reference to resource-

constrained environments, though most of the principles reviewed can

equally apply to primary health care settings in both resource-constrained

and industrialized countries.
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* The term sexually transmitted disease (STD) is used throughout this chapter to describe sexually transmitted
infections and the diseases, complications and sequelae that result. For example, a sexually transmitted infection,
gonorrhea, results in a disease, cervicitis, which may lead to a complication, salpingitis. Permanently impaired
fertility would be a sequelae.



S T D  P R E V E N T I O N  A N D
C A R E :  C O N C E P T U A L
F R A M E W O R K S

STD control programs should aim to reduce the
rate of new (incident) infections through a combina-
tion of strategies, including behavior change, increased
condom use and treatment of patients with STD. The
latter component of STD control programs aims to
reduce the duration of an individual’s infectiousness.

STD prevention and care strategies have long been
influenced by the transmission dynamics model.4 The
model expresses the transmission of an STD in terms
of its basic reproductive number (R0), which is to say
the average number of new (or secondary) STD cases
generated by an index (or primary) case in a defined
population over a period of time. It has been demon-
strated that R0 is a function of the probability of
transmission of the STD during sexual intercourse
(B), the rate of partner change (C) and the duration
of the infection (D) (R0 = B*C*D). If R0 >1—that is,
if an index patient can infect more than one sexual
partner per unit of time—the STD pathogen will
spread (epidemic phase). If R0 <1, the transmission
will eventually be interrupted.

Other models have been developed to conceptual-
ize the strategies needed to control STD. The epi-
demio-biological model maps out links between the
different stages of an STD infection from “uninfected
case” to “complications,” and identifies interventions
at each stage (see Figure 1).   

The operational model identifies the many differ-
ent obstacles that patients with an STD have to over-
come before they can be considered cured by health
services (see Figure 2). At each step, a proportion of
patients will drop out. Multiplying the proportions of
patients taking each step provides an estimate of the
cure rate achieved by the health services of interest.
This model shows how in most resource-constrained

countries only a fraction of STD cases are successfully
treated.5,6 In this way it clarifies the four main reasons
for failure to control STDs:

1. Failure to prevent unsafe sexual behavior

2. Failure of people with symptoms to access health
services

3. Failure to identify and treat patients with 
symptoms

4. Failure of health services to provide adequate 
treatment   
Each of these steps, in turn, suggests points for

potential interventions. Starting from the bottom of
the model, broad options for STD control include:

Improving STD case management, including 
partner notification

Improving STD treatment-seeking behavior

Case finding or screening for neglected or 
asymptomatic STDs

Mass treatment of the general population and/or
presumptive treatment of high-risk groups

Primary prevention (BCC strategies, condoms,
microbicides, vaccines)

All these models highlight the fact that one of the
cornerstones of STD control is prompt, effective
and comprehensive treatment of all individuals with
symptomatic infections.
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PAT I E N T  C A S E
M A N A G E M E N T  S T R AT E G I E S
I N  P R I M A R Y  H E A L T H  
C A R E  S E T T I N G S

Primary health care facilities usually refer to health
centers or dispensaries expected to deliver integrated
community health care—including curative and 
preventive services—and are often the first point of
contact between patients and public health services.
Many hospitals at the district, regional or provincial
level also deliver primary health care in addition to
their specialized care. For this reason many of 
the approaches described in this chapter would be 
applicable to these settings. 

GE N E R A L PR I N C I P L E S

The goals of STD case management are to:

1. Provide appropriate antimicrobial treatment to cure
and decrease infectivity.

2. Reduce risk-taking behavior.

3. Ensure that sexual partners are appropriately
treated to break transmission and prevent compli-
cations.

The components of a comprehensive STD case
management should include:
■ Accurate diagnosis.
■ Effective antimicrobial treatment of STDs.
■ Education on:

● The nature of infection

● The mode of transmission of infection

● Adherence to prescribed treatment

● Risk reduction

● Proper use of condoms

● The need for all sexual partners to be treated
■ Providing condoms and instructions on use.
■ Providing information on partner treatment.
■ Follow-up examination (if convenient to

patient/service provider) to assess treatment 
outcome.

330 C H A P T E R  F O U R T E E N — S T D  C a s e  M a n a g e m e n t  i n  P r i m a r y  H e a l t h  C a r e  S e t t i n g s

F i g u r e  1
Intervention Strategies: 
Epidemio-Biological Model

Non-infected Infected asymptomatic Infected symptomatic Complicated

Prevention Screening/case finding Case management

Mass treatment

Partner treatment



To ensure adequate coverage
and maximum efficacy, STD case
management should fulfill the 
following requirements:

Ensure privacy and confiden-
tiality for the patient. 

Ensure a good and caring staff
attitude toward the patient.

Provide accurate diagnosis.

Provide treatment at the first
visit with the health services.

Provide rapid cure with effec-
tive drugs.

Address issues of condom 
promotion, partner notification
and education/counseling.

Be adaptable for all levels of
use.

Be flexible for integration with other health 
services.

It is also important in designing STD services to
know the factors that influence the patient’s choice of
facility, including:

Accessibility:

Proximity to work or residence

Convenient opening hours

Quality of services:

Efficiency of service delivery

Effectiveness of treatment

Competent and friendly staff

Availability of drugs

Acceptability:

Non-stigmatizing

Non-judgmental staff attitudes

Affordable fees

Confidentiality

Surveys of health-seeking behavior in resource-
constrained countries indicate that a substantial pro-
portion of people, particularly men, with symptomatic

STD seek treatment in the informal or private sector—
from traditional healers, unqualified practitioners,
street drug vendors, pharmacists and private practition-
ers—and will attend formal public health services only
after alternative treatments have failed.7,8 To improve
access to information and appropriate treatment for
these people, it is essential to have initiatives to enlist
the support of private doctors, pharmacists, street
(drug) vendors and traditional healers for sexual health
promotion, enhancement of appropriate STD case
management strategies and partner notification. 

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  F O U R T E E N 331

F i g u r e  2
Intervention Strategies: Operational
Model of STD Management
(e.g., Women in Africa)

All women

With STD (40%)

Symptomatic

Seek treatment

Go to health unit

Treat correctly

Compliant

Treatment effective

Partner treated

100%

50%

35%

30%

6%

4%

3%

1%

TC

(50%)

(70%)

(86%)

(20%)

(66%)

(75%)

(33%)



S T D  D I A G N O S I S  A N D
M A N A G E M E N T

LA B O R ATO RY,  CL I N I C A L A N D
SY N D RO M I C AP P ROAC H E S

The traditional method of STD diagnosis has been
laboratory diagnosis to determine the etiological
agent(s). This means demonstrating the presence of
the STD pathogen(s) either directly, by microscopy,
culture, antigen or other DNA-detection techniques or
indirectly (e.g., by serology). While this is still the
method of choice in many parts of the industrialized
world, it is expensive in terms of diagnostics, infra-
structure and maintenance. It also often results in

delays in diagnosis and treatment. And in fact most
health centers and dispensaries in resource-constrained
countries do not have access to reliable laboratory
facilities. Consequently, clinicians either need to refer
their patients to specialist centers, resulting in further
delays, or attempt to make a presumptive clinical diag-
nosis by identifying particular clinical features. This
method has often proven inaccurate or incomplete.9

WHO has developed and advocated the syndromic
management approach to address the limitations of
both etiological and presumptive clinical diagnosis in
the management of STDs, particularly for patients
who attend the first level of primary health care. STD-
associated syndromes are easily identifiable groups of
symptoms and clinical findings on which the health
care providers can base their presumptive diagnosis.
Management is simplified by using clinical algorithms
or flowcharts, allowing time in the consultation to
provide simple education messages, discuss partner
notification and promote condoms. Antimicrobial
treatment is provided at once to cover the majority of
pathogens presumed responsible for the particular
syndrome, in that specific geographical area.9

Table 1 summarizes the advantages and disadvan-
tages of syndromic management of STDs. 

Syndromic management is simple and lends itself
to use in a variety of outlets such as STD clinics, 
primary health care facilities, pharmacies, FP/MCH 
services and private practitioners. The sensitivities and
specificities* of the approach for the diagnosis and
management of urethral discharge syndrome and 
genital ulcer syndrome in various settings have been
very satisfactory. Its other advantages include cost
effectiveness, diagnosis and treatment at first visit and
increased patient satisfaction.10
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Advantages

Problem orientated (responds to patient’s symptoms)

Highly sensitive and does not miss mixed infections

Treatment given at first visit

Provides opportunity and time for education and counseling

Avoids expensive laboratory tests

Avoids unnecessary return visit for laboratory results

Curtails referral to specialist centres

Can be implemented at primary health care level

Disadvantages

Overdiagnosis and overtreatment with the 
following consequences:

Increased drug costs
Possible side effects of multiple drug reactions
Changes in vaginal flora
Potential for increased drug resistance
Domestic violence

Requires (re)training of staff

Requires monitoring and updating

Possible resistance to its introduction from medical establishment

Still requires a referral system

T a b l e  1
Advantages and Disadvantages of
Syndromic Management of STDs

* The sensitivity of a test is its ability to detect all cases to be found; a good test
with a high sensitivity should not miss too many infections. The specificity of a
test is its ability to correctly identify as “negatives” the individuals who are not
infected. The positive predictive value is the correct prediction when a test is “posi-
tive” to actually find an infected case (by gold standard); conversely, the negative
predictive value is the correct prediction when a test is “negative” to actually con-
firm that the individual is not infected.



Standardizing case management through syn-
dromic management has the following benefits:

It improves diagnosis and comprehensive case
management.

It simplifies drug ordering and management. 

It improves reporting and surveillance.

It simplifies training and supervision.

But syndromic management also has two main
limitations.  First is the cost of overdiagnosis and
treatment of patients with no infection or only one
infection. This includes the direct costs of antimicro-
bials as well as the indirect costs in terms of adverse
drug reactions, alterations in normal gut flora (such 
as increases in shigella infection) or vaginal flora (such 
as increases in candidiasis) and possible domestic 
violence. The second limitation is that since vaginal
discharge is a poor indicator of cervical infection, the
syndromic management approach has a low specificity
and positive predictive value for detecting cervical
infections in women presenting with vaginal dis-
charge. Some sociodemographic and behavioral char-
acteristics in an individual have been found to be 
predictive of the presence of cervical infections. WHO
has recommended including such sociodemographic
or behavioral factors, combined in a risk score, in the
flowchart of vaginal discharge (see Figure 3).

This approach has been evaluated in several coun-
tries, but has yielded disappointing results.10 The
evaluation found that risk factors and scores need to
be setting-specific because there can be considerable
variations within the same country; the performance
of the flowcharts was not significantly improved; and
risk score was found to be inadequate in societies
where most women will not admit to extramarital or
premarital sexual activity for fear of social sanctions.11

It should be noted that the syndromic approach
relies on people recognizing symptoms and presenting
for treatment. Like laboratory-based diagnosis, syn-
dromic management does not address the issue of
asymptomatic or poorly symptomatic infections or
poor treatment-seeking behavior. In these instances,
additional case-finding strategies will be needed, 
such as partner referral, laboratory-based screening or
presumptive treatment.

An important prerequisite for effective syndromic
management is a well- functioning primary health care
system, well-trained and supervised staff and a regular
supply of effective drugs.

KEY EL E M E N TS O F DE V E LO P I N G
SY N D RO M I C CA S E MA N AG E M E N T

It is important to define the main STD syndromes
in any setting before developing management proto-
cols. There are seven major syndromes:

Urethral discharge in men—suspected urethritis,
commonly due to Neisseria gonorrhoeae and/or
Chlamydia trachomatis and/or non-gonococcal/non-
chlamydial pathogens (such as Mycoplasma species)
often referred to as “non-specific urethritis.”

Testicular pain and swelling—suspected epi-
didymo-orchitis in men due to Neisseria gonor-
rhoeae and/or Chlamydia trachomatis or non-spe-
cific urethritis pathogens.

Abnormal vaginal discharge—predominantly
caused by organisms causing vaginal infection, 
such as Trichomonas vaginalis, Candida albicans or
bacterial vaginosis. Neisseria gonorrhoeae and
Chlamydia trachomatis—which are of greater public
health importance because of their complications—
can cause a cervical discharge and consequently
manifest as vaginal discharge. “Abnormal” dis-
charge refers to a change in abundance, color, odor
or consistency of genital secretions as perceived by
the patient and confirmed by a trained health care
worker as abnormal.

Lower abdominal pain in women—suspected
pelvic inflammatory disease (PID) due to Neisseria
gonorrhoeae and/or Chlamydia trachomatis and/or
anaerobic pathogens such as those commonly
found in bacterial vaginosis.
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T a b l e  2
Steps in the Design and Distribution of STD Algorithms,
Their Implementation and Revision

1. Flowchart development

Stakeholders’ involvement: STD/AIDS national program manager, national drug/pharmacy expert, consultant STD specialist, 
gynecologist, microbiologist, samples of users  (health staff), supervisors (member of district management team), and consumers 
(patients’ association, members of the community).
Preliminary research: health care-seeking behavior patterns, sources of STD care, etiological pattern of syndromes, gonococcal 
antimicrobial susceptibility.
Choice of drugs: efficacy, safety, cost.
Drug system: procurement, storage, distribution channels.
Design of algorithms.
Pilot testing with users and with consumers.

2. Flowchart evaluation

Validation—outcomes of the flowcharts are compared to gold-standard STD diagnosis of etiological agents supposed to be covered:
calculate sensitivity, specificity, positive and negative predictive values, correct treatment rate, overtreatment rate.
Feasibility (infrastructure and personnel required).
Acceptability (by health care provider, by patients, by program managers).
Cost:

Cost per patient.
Cost per case correctly treated (or cured).
Long-term costs.

3. Flowchart distribution

Printing of flowcharts.
Distribution.
Storage/display.

4. Appropriate training of health care providers, pharmacists and policy makers

Training manual.
National trainers and quality insurance.
Training of trainers at regional/district/local level.
Supervision district/regional/national.
Feedback mechanism.

5. Revisions

Define constituency and frequency of revision workshops.
Conduct necessary research in sentinel sites:

Etiological patterns.
Clinical efficacy.
Microbial efficacy.
Quality of care.

Criteria for modifications.

6. Criteria for the choice of STD drugs

>95% effective for the pathogens under consideration.
Can treat more than one pathogen.
Single dose, if possible.
Not injectable, if possible.
Few side effects.
Can be safely administered during pregnancy or to lactating mothers.
Children’s formulation.
Cost.
Can be easily procured, transported and stored.



■ Genital ulcers—caused by Haemophilus ducreyi
(chancroid), Treponema pallidum (syphilis) or
Herpes simplex virus (HSV) type-2 (sometimes also
HSV type-1). Donovanosis (caused by the agent
Calymmatobacterium granulomatis) may be impor-
tant in such settings as South India, South Africa
and Papua, New Guinea.  Lymphogranuloma
venereum (LGV—caused by special strains of
Chlamydia trachomatis L1-L3 strains) produces only
transient and mild ulcerations.

■ Inguinal bubo—associated with chancroid (caused
by Haemophilus ducreyi) or LGV (Chlamydia 
trachomatis L1-L3 strains).

■ Neonatal conjunctivitis (ophthalmia neonato-
rum)—defined as conjunctival inflammation in
the newborn occurring within 28 days of birth.
Most cases occur within two weeks of life. Bacterial
infection of the mother’s genital tract—mainly
with Neisseria gonorrhoeae or Chlamydia trachomatis
—is frequently the cause of the infection. If the
mother is infected at the time of vaginal delivery,
there is a 30 percent to 50 percent risk of transmis-
sion to the baby’s eyes.12

Management protocols can be developed after
determining the syndromes and their common or
important causative organisms. The following steps
should be followed (see Table 2):
■ Develop a flowchart.
■ Evaluate the flowchart.
■ Distribute the flowchart. 
■ Train health care providers, pharmacists and policy

makers.

The establishment of flowcharts and the choice of
drugs will be determined by laboratory-based findings.
This is one of the areas in which laboratory facilities
are required. It is possible to use information from a
neighboring country or region in the first instance. 
If a country has no adequate laboratory capacity, a
link with a regional or international laboratory should
be made to determine the epidemiology of STDs in
the local setting.

In the process of developing an STD flowchart it is
important to involve the main stakeholders: experts in
the field of STD or reproductive tract infections

(national STD specialists, microbiologists, gynecolo-
gists, STD program managers) as well as representa-
tives of those who use the flowcharts at all echelons of
the health service (primary health care managers, 
hospital doctors, nurses, pharmacists, Essential Drug
Program [EDP] managers, antenatal care
[ANC]/MCH/FP managers). This helps to build con-
sensus around the guidelines, ensure that recommen-
dations are relevant for all levels of use and identify
mechanisms for patient referral.
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F i g u r e  3
Flowchart Vaginal Discharge 
(Without Microscope, 
Using Risk Score)

Patient complains of 
vaginal discharge 
(vaginal itching)

Lower abdominal 
tenderness 

or partner symptomatic
or risk score positive*?

■ Treat for cervical   
and vaginal infection

■ Educate
■ Counsel if needed
■ Promote/provide

condoms

no

yes

■ Treat for cervical and
vaginal infections

■ 4 C’s
■ Return if necessary

*Risk score = any 2 of:
Age <21
Single
>1 partner in last 3/12
New partner in last 3/12 

Source WHO, 1995



The flowcharts are simple step-by-step tools guid-
ing the diagnosis and treatment. Depending on the
level of use and the users’ qualifications, a number 
of additional steps may be incorporated such as using
a speculum or a simple laboratory test. Examples of
STD flowcharts are displayed in Figures 3 to 5.

Generic names of drugs may appear on the flow-
charts. These drugs should ideally be single dose and
taken orally, at least 95 percent effective on targeted
pathogens and without severe side effects. Suitable
alternatives for pregnant or lactating women and
dosages for children must be identified. Financial,
administrative and procurement aspects must also be
taken into consideration. (See Table 2.)

Finally, it is important to agree beforehand on
when and how to modify STD flowcharts as this will
influence the collection of important data on the 
etiological composition of syndromes, clinical (in
vivo) and microbial (in vitro) efficacy of treatment
and quality of care in selected sentinel sites at regular
intervals.

WHO conducted and published a large review of
the studies evaluating many of the WHO flowcharts
in various settings.13 The authors concluded that 
“syndromic approach, utilizing currently available
flowcharts, works well in the management of people
with symptomatic urethritis, genital ulcer disease, and
vaginitis, and [owing to] the lack of specific defining
risk-factors and/or signs and symptoms, the syn-
dromic management performs less well in the identifi-
cation and management of women with cervicitis.”
WHO recommended that further research be carried
out to improve the identification and management of
cervical infections—in particular to develop afford-
able, rapid and simple diagnostic tests.

As with many health interventions, a complex 
balance must be achieved between the sensitivity and
specificity of the recommended flowcharts. Low 
sensitivity means that infected persons do not receive
adequate care, are exposed to the possible sequelae of
untreated infections and remain potentially infectious
to others. Low specificity may result in high levels of
overtreatment. The latter is problematic at both the
health service provision and the individual levels. One
option for program and policy makers is to articulate
cost implications in terms of absolute cost and cost-
effectiveness of the utilization of the flowcharts. 
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F i g u r e  4
Flowchart Urethral Discharge
(Without Microscope)

Patient complains
of urethral 
discharge

(and/or dysuria)

Examine: milk 
urethra if 
necessary

Ulcer(s)
present?

no
Discharge
confirmed?

yes

■ Treat for 
gonorrhoea and
chlamydia

■ 4 C’s
■ Return if 

necessary

no

■ Educate
■ Counsel

if needed
■ Promote/

provide
condomsyes

Use appropriate 
flow chart

4 C’s
Counsels
Compliance
Condom
Contact tracing



WHO recently concluded a cost analysis
using a standardized cost tool to compare
some of the recurrent program costs of syn-
dromic management.  This exercise looked at
the evaluated flowcharts in their use for men
and women. Basing the cost calculations on
variable costs of drugs and supplies borne by
the program and using cost per person and
true case treated, it was possible to plot the
results against the recorded prevalence of STD
in the study. This exercise did not calculate
the cost of treating possible sequelae of
untreated disease. The prevalence of cervical
infection in the studies ranged from 0.9 to
19.5 percent in symptomatic women. 

This analysis demonstrated that the total
cost per true case treated decreased as preva-
lence of infection increased. Using the recom-
mended flowcharts in symptomatic women
demonstrated that the overtreatment percent-
age significantly decreased as cervical infection
prevalence increased. The cost per person
ranged from US$0.32 to US$1.89. The total
cost per true case treated ranged from
US$6.42 to over US$100, depending on
prevalence. The cost for men was considerably
lower than for women. From a public health
point of view, cost-effectiveness is achieved
when the prevalence of cervical infection
exceeds six percent. But the degree of
overtreatment may have such adverse conse-
quences as an accelerated emergence of drug
resistance and high budgetary implications.
Further cost and cost-effective analysis are
needed to better guide programs in their 
decision making.
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F i g u r e  5
Flowchart Genital Ulcers

Patient complains 
of genital sore 

or ulcer

Examine

Vesicular or 
recurrent lesion(s)

present?

no

yes

Treat for syphilis
and chancroid
4 C’s
Advise to return
in 7 days

no

Educate
Counsel
if needed
Promote/
provide
condomsyes

Management
of herpes
Educate
Counsel if needed
Promote/provide
condoms

Ulcer(s)
present?



CO M P R E H E N S I V E
CA S E MA N AG E M E N T O F STDS

History taking and examination
History taking is important for a number of 

reasons. If done properly, and if privacy is assured, the
process of taking a history establishes a rapport
between health care provider and patient. History can
give early clues to the possible presence of an STD,
traumatic lesions, previous treatments and allergies. A
history will assess the patient’s risk behavior, duration
of infection and will help identify the sexual partners
who may have exposed the patient or have been
exposed by him/her.

It is essential to examine the patient in good light
and on an examination couch. Besides verifying the
complaint, the exam also may uncover another condi-
tion of which the patient may not have been aware.
For example, a mild urethritis and a genital ulcer may
co-exist though the patient is aware of or reporting
only one of the conditions. Table 4 details the ele-
ments of a good examination.   

Identification of the STD
This can be done through syndromic diagnosis or

laboratory testing, as discussed earlier. Clinical diagno-
sis tends to be unreliable, even in experienced hands.

Antibiotic treatment for the STD
Regardless of the means used for diagnosis, the

availability and use of effective antibiotics is essential.
Single-dose or short duration regimens are preferable.
The drugs must be available at the first point of con-
tact with an STD-infected patient and, if possible, the
first dose should be taken in the presence of the health
care worker (directly observed treatment). This is why
STD drugs should be kept on hand—in a separate
lockable box or cupboard—in the clinic room.

Ineffective or partially effective drugs actually result
in increased treatment costs as patients repeatedly seek
treatment for the same condition or its complications,
or need to be referred to a higher level of care.
Partially effective treatments may also lead to the rapid
appearance of resistant strains of an organism and per-
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Requirements

Appropriate diagnosis

Treat at first encounter

Rapid cure with effective drugs

Simplicity

Integration

Modifying risk behavior

Breaking the chain of transmission

Components

History taking and symptoms

Examination

Diagnosis

Treatment

“4 C’s”
Counseling
Compliance
Condoms
Contact(s)

Provide appointment for follow-up if necessary

T a b l e  3
Requirements and Components
of Proper STD Case Management

S T D  C A S E  
M A N A G E M E N T

DE F I N I T I O N

STD case management is the care of a person with
an STD-related symptom, clinical sign (or syndrome)
or with a positive test for one or more STDs. The
components of comprehensive case management are
shown in Table 3.   



re-infected and/or spreading the
infection to his/her partners,
thereby maintaining the chain of
transmission. Finally, educating
patients about the nature of their
infection will enhance their coop-
eration with the health care
worker’s advice.

Counseling relates more to
issues of anxiety and coping 
with the infection and its social
consequences. (See Chapter 23 for
a comprehensive look at HIV 
voluntary counseling and testing.)
Counseling is important in dis-
cussing, identifying and dealing
with issues causing stress or anxiety,
such as:

Informing the partner or spouse
about the STD diagnosis.
Learning about, and coming to
terms with, worrisome compli-
cations, such as infertility.
Coping with chronic/incurable
infections, such as HIV, herpes
genitalis and genital warts.

This is why it is important to
take the opportunity to help
patients assess their own risk for
STD/HIV infection and enable

them to understand why they must adhere to treat-
ment and advice, avoid re-exposure, reduce risk and
consistently use condoms for risk-takers and respond
to issues of partner notification. Counseling should
also discuss any sense of guilt or blame—such as for
passing on infection to a child or partner—and help
reinforce the patient’s own positive decisions and
choices.

sistent sub-clinical infections. Drug choices should be
clearly defined in terms of first line drugs, alternatives
in case of allergies or other contraindications and
treatment failures.

Educating and counseling the patient 
There are compelling reasons to educate and coun-

sel the STD patient. First, a person who has presented
for STD care at a health center is at his/her most
receptive phase for education about the nature of 
the infection, its consequences and risk reduction to
prevent future infections. Second, if the patient is not
educated he or she is at higher risk of becoming 
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Taking history from a patient with an STD

Explore main symptoms and duration.

Take a sexual health history: when did the patient have sex, with whom, and in what 
manner (including use of condoms).

Past history of STD and treatment.

Prior treatment during this episode and history of allergy.

Help identify sexual partners who may have exposed / been exposed.

Ask women about menses, contraception and obstetric history.

Examination of women Examination of men

Put patient at ease, and Put patient at ease, and if possible 
reclining on a couch. reclining on a couch.

Inspection of pubic hair, genitals, Inspection of pubic hair, genitals and 
including separation of labia and inguinal lymph nodes.
inguinal lymph nodes.

Retraction of foreskin in 
uncircumcised patients.

Abdominal and bimanual examination If discharge not seen, 
of the posterior urethra. massage (“milking”).    

Where speculum and lamp are available, Palpation of testicles and epididymis.
a pelvic exam, allowing visualization of   
the cervix and vaginal walls. 

Bi-manual examination.

Examine anus, rectum, mouth and Examine anus, rectum, mouth and 
skin when appropriate. skin when appropriate.

T a b l e  4
Components of a Good History Taking
and Physical Examination*



In a busy clinic there is often
little time for a clinician to provide
comprehensive health education.
This may best be provided by a
trained health educator, nurse or
counselor, in a separate room
during one-on-one discussions. It
is important to reinforce key edu-
cation messages by giving patients
an information leaflet, which
should be designed in a way and
translated into languages that are
easy to understand and relevant for
them.

The following topics should be
addressed during one or several
sessions:

Infectious nature of STDs

Transmission through sexual
intercourse

Increased risks of infertility and
other complications

Importance of completing
treatment, even after improve-
ment

Reasons for reporting back to
the clinic

Risk of re-infection by the
partner and reason for sexual abstinence or using
condoms while in treatment

Advantages and necessity of treating sexual 
partner(s)

How to use a partner referral slip (see section on
partner notification)

Reduction of number of partners and/or condom
use as preventive measures

Other methods of reinforced education through
group sessions or general education sessions through
video have been tried in industrialized country set-
tings, but they have not proven superior to individual
counseling in achieving high partner notification rates
and decreasing index patient re-infection rates. 

It is important that health education on STDs is
not restricted to patients with STD. Education efforts
can be targeted to groups of patients attending health
services for other reasons, such as general outpatient
departments and ANC/MCH clinics. This strategy
should encourage the patients’ reporting of genital
symptoms, should they occur. It will also increase
acceptance of STD screening efforts in some groups,
such as syphilis detection in pregnant women.
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T a b l e  5
Methods, Principles and Factors Influencing the
Choice of Methods of Partner Notification

Method Actions involved

Active partner notification Initiation by the health care provider:
telephone, visits.

Passive partner notification Initiation by the index case consulting for 
the STD, using leaflet and other personal 
communication channels.

Contractual notification Health care provider and patient agree on 
the strategy before hand: the patient will look
for the sexual partners and if failing to have
referred anyone after a certain period of 
time, the health care provider will actively 
look for the partners.

Principles of partner notification Factors influencing the choice of methods 

No coercion Pathogens or syndromes to be targeted.

Confidentiality Available staff, their training and their role.

Accessibility Number of contacts to trace (time, resources).

No bad consequences for Distances/mobility/reliability of addresses.
index case and/or their partners
(e.g., danger of domestic violence) Resources (finances, equipment, 

transport, time).

Literacy of the population.

Local health policy 
(e.g., mandatory notification).

Social and cultural factors.



Messages given during these clinic sessions should be
consistent with and reinforce education efforts in the
general community, highlighting common symptoms
and complications of untreated STDs, the need for
prompt treatment and adequate protective measures.
This approach may help alleviate the general stigma
attached to STDs by making them a topic commonly
discussed by health staff.

Condom promotion and supply
The STD consultation provides an opportunity to

promote and supply condoms, as patients should be
more receptive to understanding their usefulness in
decreasing their future exposure to STD/HIV.

This activity has four components:

Condom promotion

Condom demonstration

Condom supply

Advice on further condom supply

First, patients must be told about the importance
of condoms and their contribution to further limiting
exposure to STD and HIV. The health care worker
should explain how condoms work, how they should
be used and properly disposed of, and discuss any 
cultural, social or mythical obstacles the patient may
have about them. The health care worker should then
demonstrate proper condom use using a penis model. 

Condom use will require some negotiating skills
with sexual partners. Such skills should ideally be
taught by a trained counselor, but this may not be
possible at the first visit and may require further visits
or referral to other groups.

The clinic should supply a few free condoms. The
health care worker should indicate where condoms
can be acquired, either at the clinic or at various dis-
tribution points in the community. The health care
worker should be aware of and mention to the patient
any commercial outlets that sell condoms or any social
marketing programs. (Examples of such programs and
of their effectiveness are provided in Chapter 12.) 

Partner notification and management
Contacting or notifying sexual partners of STD

patients, persuading them to present themselves to a
site offering STD services and treating them—
promptly and effectively—is an essential part of any
STD control program, and an integral part of compre-
hensive STD management.

Partner notification is intended to:

Notify partners at risk to protect the uninfected
and decrease transmission among the infected.

Avoid re-infection of the index case and interrupt
the chain of transmission to the community.

Reduce the asymptomatic STD reservoir in the
population.

Table 5 summarizes the principles of partner
notification, methodology and the factors influencing
the choice of methods.   

It is important to pay attention to the social and
cultural acceptability of partner notification to avoid
ethical and practical problems that may result in unde-
sirable outcomes, especially for women who may be
rejected or physically harmed. This is especially crucial
because the lack of specificity of genital symptoms in
women makes it difficult to distinguish between com-
mon vaginal or endogenous infections—which often
are not sexually acquired and therefore would not 
warrant treatment of the partner(s)—and sexually
acquired cervical infections for which treatment of the
partner(s) should be required. Clearly, then, without a
specific etiological diagnosis—when using the clinical
or syndromic approaches—it is important to exercise
caution before initiating contact tracing with female
index patients.

Health care workers need to be properly trained 
in undertaking partner notification in a sensitive and
confidential way, since many patients may resent
attending public health services in the first place
because they fear being told to bring in their sexual
partners. Partner notification should not be compul-
sory, nor should treatment of the index case be delayed
until partners are brought forward.

Partners who present to the health services should
be treated presumptively with a predefined treatment
corresponding to that of the index case, targeting the
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same pathogens, and no time should be wasted in try-
ing to identify the etiology of the disease. This can be
done simply by indicating the index patient’s diagnosis
—usually through a coded number—on the partner
slip. This code should correspond to a standard pre-
scription. Syndromic diagnosis and management lend
themselves well to this sort of approach.

It is also important to take a rapid history from the
contact to determine the course of action, possible
allergies to treatment and to identify potential second-
ary contact(s) to be notified and treated. Take time to
educate and counsel the contact, particularly on the
need to complete treatment, even in the absence of
symptoms, and to use condoms—just as for the index
case.  In the case of the partner or spouse of a woman
with vaginal discharge, the health care worker should
cautiously explain that infections diagnosed in their
female partner may not necessarily be sexually trans-
mitted, but may be caused by other agents, and that
from a public health point of view it is necessary to
administer treatment.

Clinical follow-up
Although it may be logistically difficult for patients

in some settings, they should be encouraged to return
for follow-up, particularly if symptoms persist. During
this follow-up visit they may be restarted on the initial
treatment if compliance seems to have been a prob-
lem, receive alternative treatment if failure of first-line
treatment is suspected or be referred to another level
of care if second-line drugs are not available. They
may also be referred if the case seems too complicated
to handle at the particular level of care or a different
expert opinion is warranted—such as for surgical
assessment or suspected cancer. Explicit referral guide-
lines should be defined for each level of care.

C A S E  F I N D I N G  A N D
M A N A G E M E N T  O F
S Y P H I L I S  I N  P R E G N A N C Y

Case finding refers to the testing for STDs in indi-
viduals seeking health care for reasons other than
STD. It is important because of the asymptomatic
nature of many infections, particularly in women, and
of the serious complications resulting from untreated
infections.

Syphilis infection during pregnancy is a serious
condition with a dramatic effect on pregnancy out-
come. If untreated, it has been estimated that between
30 percent and 60 percent of pregnant women with
syphilis will experience adverse pregnancy outcomes
such as fetal death (spontaneous abortion or stillbirth),
prematurity or congenital abnormalities. Syphilis
prevalence rates between 3 percent and 19 percent
have been reported in pregnant women from resource-
constrained countries, and are increasing rapidly in
many of the former Soviet Union republics.

DI AG N O S I S A N D MA N AG E M E N T

Pregnant women may occasionally present with
clinical features of primary or secondary stages of
syphilis—though the patients themselves may fre-
quently overlook these conditions. Health staff working
at antenatal clinics should thus be trained in recogniz-
ing the early clinical stages of syphilis, by performing a
simple systemic clinical examination involving an
inspection of the vulva for any ulcers (primary stage) or
characteristic lesions of condylomata lata (secondary
stage), and an inspection of skin and other mucosa for
any skin rash on the body, palms and soles, or around
the mouth or neck—the most common places to find
secondary syphilis. Genital ulcers should be treated
syndromically—including treatment for syphilis—
while suspect skin lesions should either be referred to
experienced clinicians, confirmed by a laboratory test
or treated on the spot without further testing.

Testing for syphilis should be incorporated into
routine antenatal services based on the use of non-
specific treponemal antigen agglutination tests such as
the rapid plasma reagin (RPR) test or venereal diseases
research laboratory (VDRL) test. Treatment of women

342 C H A P T E R  F O U R T E E N — S T D  C a s e  M a n a g e m e n t  i n  P r i m a r y  H e a l t h  C a r e  S e t t i n g s



with a positive serology—and of their sexual partners
—should follow the national recommended guidelines
for the management of serologically diagnosed
syphilis.

Case finding and treatment of maternal syphilis
clinics in antenatal clinics has been shown to be 
feasible, inexpensive and highly cost-effective, as
demonstrated in a pilot program in Nairobi, Kenya.14

Despite such encouraging results, many national
congenital syphilis control programs in resource-
constrained countries remain inefficient for several
reasons:

Late attendance at antenatal clinics

Logistical constraints, including shortages of 
laboratory equipment and supplies, drugs and
transport facilities

Lack of well-trained and motivated staff

Poor follow-up for results and partner notification
rates

Lack of priority by public health decision makers

(For a detailed discussion of HIV risk reduction in
women before, during and following pregnancy, see
Chapters 17 and 18.)

R O L E  O F  T H E  P R I VAT E
S E C T O R  I N  S T D  
C A S E  M A N A G E M E N T  

The role of the private sector in STD case manage-
ment in many resource-constrained countries can no
longer be ignored. (For a detailed account of private
sector involvement in HIV prevention, see Chapter 9.)
Research on the treatment-seeking behavior of STD
patients in many countries has shown that a great
proportion of patients may attend private or informal
services exclusively or prior to enlisting public health
services. There are, however, indications that the man-
agement of STD patients in the informal or private
sector is less than optimal, as allopathic practitioners
may not use adequate drugs, suitable drug regimens or
may not provide proper education and counseling,
while traditional healers and herbalists may use 
remedies with no proven antimicrobial efficacy.

There have been attempts to enroll support from
the private sector in providing syndromic case man-
agement and partner notification in various countries
such as Nepal, Cameroon, Uganda and Peru.15-18

Among the approaches suggested are preferential sub-
sidy of the private market price of certain essential
drugs to encourage rational drug use and reduce the
significant mark-ups applied to pharmaceuticals; 
establishing drug shop/pharmacy associations to main-
tain uniform prices; using generic antimicrobials; and
pre-packaging treatment courses. 

Social marketing of a sealed pre-packaged treat-
ment for male urethral discharge—“MSTOP,” con-
taining the full treatment course, condoms, referral
slips and an instruction sheet—was not very successful
in Cameroon,16 mainly because of resistance by the
local medical establishment, and because packets were
opened and drugs sold separately. A few years later,
however, a similar concept (“Clear Seven”) was well
accepted in Uganda by both patients and private
health care providers as it was found to be convenient,
more effective and cheaper than the usual treatment.
But the reduction of profit margins due to low prices
was seen as a disadvantage.17 Currently there are no
pre-packaged treatment kits for genital ulcers or 
genital discharge in women, but a pilot study with
encouraging preliminary results is underway in South
Africa.19
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O R G A N I Z AT I O N  O F  S T D
C A S E  M A N A G E M E N T
S E R V I C E S

ORG A N I Z AT I O N O F STD CA S E
MA N AG E M E N T AT T H E CL I N I C LE V E L:
IN T E G R AT E D SE RV I C E S

Integration with outpatient work
Specialized (categorical) STD clinics are expensive

to run, inaccessible to most rural populations and
often stigmatizing for patients. This is why it is more
desirable to integrate STD case management in the
general medical outpatient department (OPD). The
syndromic approach also allows many cadres of health
personnel to be trained to diagnose and treat patients
during their daily routine.

Depending on local conditions, STD patients may
be identified through a private interview in the general
OPD of a busy clinic and internally referred to a 
different room where examination, treatment and
counseling can be provided. In this context, “inte-
grated STD care” means integration within the health
facility. It presupposes that all staff working at OPD
have at least been sensitized to the syndromic
approach and can correctly identify suspected STD
cases, and are able to refer—even if not all are
involved in treatment. Enough privacy must be pro-
vided at this level to allow patients to be honest about
their symptoms. Specialized hours of operation and
easily identifiable room or staff should be avoided to
avoid stigmatization of services.

In less busy clinics, assuming that privacy can be
ensured—only one patient at a time in the room,
doors closed and screens separating the examination
couch—it is possible to manage STD patients within
the general flow of patients. In this context, “inte-
grated STD care” means that the health care provider
is able to identify and manage STD patients all by
him/herself, and sometimes deliver counseling and
supervise on-spot treatment. It assumes that all health
care providers have been trained in STD case manage-
ment. Often tasks can be shared, with one staff mem-
ber taking charge of the diagnosis and prescription
while another oversees the delivery of drugs, condoms,
counseling and so on. 

To improve efficiency of comprehensive case man-
agement, pre-packaged treatment packs—containing
all necessary syndromic treatment as well as education

leaflets and partner notification cards—were intro-
duced in the Hlabisa district of Kwa-Zulu Natal in
South Africa.20 Compared to health care workers
trained in providing standard syndromic management
without treatment packs, those using them were more
likely to provide correct management (88 percent ver-
sus 55 percent), had more time for proper counseling
(88 percent versus 46 percent) and displayed better
attitudes towards patients.21

Integration of STD case detection 
and management with ANC/MCH or FP
planning services

Within this setting, well-trained and sensitive staff
can always look for symptoms and perform a physical
examination.  But this strategy may not be useful
because of the frequent asymptomatic nature of cervi-
cal infections and the poor specificity of clinical signs.
Case finding on the basis of a risk assessment, even in
the absence of symptoms, also has not been proven
useful in many populations. 

Logistical considerations—
equipment and consumables

Some basic equipment, consumables and drugs
for diagnosis and treatment of STDs are essential. A
regular supply must be maintained to provide quality,
timely STD services and to maintain the clients’ confi-
dence in the reliability of services. Essential clinical
infrastructure, STD equipment and consumables and
BCC materials are listed in Table 6.

In some primary health care settings, it may be
possible to perform speculum examination, which will
allow for visualization of the cervix and collection of
vaginal specimens to identify vaginal infections.
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STD drugs
Oral, single-dose STD treatment regimens are

ideal because they improve adherence to the drug reg-
imen and reduce the risk of developing antimicrobial
resistance.  But they cannot always be provided
because they are usually more expensive. Appropriate
monitoring of efficacy should be arranged through
the reference clinic and laboratory, and some primary
health care sites should participate in the information
gathering.

It is important to maintain the supply of drugs and
regularly check for expiration dates, etc. In general,
drugs need to be kept in closed containers away from
heat, frost and light. A locked room, cupboard or box
is preferable.

Primary health care clinics may receive centrally
organized drug kits, such as those sent at regular inter-
vals by the Essential Drug Program (EDP). The kit
often contains standard quantities of the various drugs
needed to treat the most common clinical conditions.
In this case, it is important that two things happen:
(1) The STD program officials must link with the
EDP officials to include the specific drugs they need;
and (2) The district teams must make sure the kits
reach peripheral health units. 

District teams are increasingly being given respon-
sibility for drug management, according to their
needs. Drugs will be ordered from either a fixed
budget or a revolving fund. District teams should be
trained to estimate drug needs based, for example, on
retrospective analysis (of the most recent one to three
months) of drug prescription. Using standardized
flowcharts and prescriptions can facilitate these esti-
mates and predictions.

Personnel and time required
Even in high STD prevalence areas, the number of

new STD patients presenting will rarely exceed a
handful per day. There may be more in urban areas
once good services have been established and become
well known to the population. It should be possible to
allocate at least 10 to 15 minutes per STD patient—
enough time to take a correct history, perform a brief
examination, provide basic explanations, take treat-
ment action and make necessary notes in registers—
all of which are indispensable elements of professional
care. Realistically, however, more time would be
required to conduct proper education and counseling.
For this reason it is suggested that in busy outpatient
clinics a dedicated counselor have this role. At least
two clinicians at each outpatient clinic should be
trained in STD case management to cover for
absences.
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Components

Infrastructure
Privacy (screen, separate room)
Examination couch
Source of light (lamp or torchlight)

Equipment
Sterilization equipment if specula are to be used 
(e.g., sterilizers or stoves); 
Basin (for soaking specula)
Penis model in order to demonstrate the use of condoms

Clinic supplies
Gloves
Cotton
Disinfectant
Condoms

Additional supplies where possible:
Specula (different sizes)
Sponge-holder forceps
Swabs
Slides
Coverslips
pH paper
KOH solution

BCC materials, flowcharts, records and forms
Educational leaflets
Education posters
Other IEC material (eg. flipcharts)
STD treatment flowcharts/guidelines
Partner notification slips
Appointment sheets
HIS forms
Monthly tally sheets
STD record sheets or log book

T a b l e  6
Essential Infrastructure, Equipment
and Consumables for STD Care at
Primary Health Care Level



Additional time for health education will be
required when STD care is provided at ANC/MCH or
FP clinics. The most practical way to provide this is to
have a health care worker hold a 10- to 15-minute
education session with small groups of women. The
additional contact time for the clinical procedure
ranges from three minutes for a healthy woman to 10
minutes if an infection is diagnosed or suspected.
Again, most of the time required for educating and
counseling the individual patient may be delegated to
another staff member who serves as a health educator,
and this person should receive the necessary training.

CA S E RE P O RT I N G
A N D SU RV E I L L A N C E

Health care workers are accustomed to keeping
patient register books, filling in tally sheets and/or
producing monthly reports. The amount of paperwork
is often enormous and yet, unfortunately, health care
workers rarely receive the necessary feedback on the
data they collect. But health unit data can provide use-
ful information for the district health management
team as well as health care workers themselves.

Case reporting and surveillance can be organized in
the following ways:

Through the routine health information system
(HIS) which tracks the main consultation diag-
noses for each health unit. This often requires a
redesign of the HIS forms to capture the syndrome
diagnosis categories. Summarized reports, consist-
ing of weekly or monthly tally sheets, will provide
the number and distribution of STD syndromes
treated by age group and sex.

Selected sentinel sites may be asked to keep a sepa-
rate patient register book for STDs. Depending
upon their capacity, these sites could carry a num-
ber of activities in relation to the national STD
surveillance system, such as antenatal syphilis (and
HIV) sentinel surveillance, monitoring of STD
cure rates and participation in gonococcal resist-
ance monitoring. Only absolutely essential data
should be collected, such as patient name or identi-
fication number, sex, age, residence, syndromic
diagnosis and the treatment given and whether
condoms were provided. A separate column should
be used to enter such follow-up data as date of
return, clinical observation and partners treated.
These registers can form the basis of discussions
with the supervisor at their regular visits. Some
simple data can be extracted from them and ana-
lyzed by the health care worker alone or with the
supervisor. Such monitoring indicators can become
targets to attain and act as a motivating factor.

TH E RO L E O F T H E
LA B O R ATO RY I N STD CA S E
MA N AG E M E N T

There are two levels on which to conceptualize the
role of the laboratory in STD control:

The clinical level, where the laboratory can be used
to aid diagnosis, screening and case finding. 

The public health level, where the laboratory can
contribute to the development and validation
of national STD case management guidelines, and
can assist in the necessary epidemiological and
microbiological monitoring.

The ideal diagnostic or screening test should be
accurate, inexpensive, simple, rapid, based on conven-
ient culturally acceptable samples, stable under adverse
conditions and functionally packaged. Highly specific
tests are required for diagnosis to avoid overtreatment.
High sensitivity and specificity are required for screen-
ing and case finding activities. Since the advent of
molecular diagnostic techniques, very few of the old
“gold standard” tests have remained cost-effective
options. But the newer, more sensitive and more
expensive techniques have become further out of the
reach of laboratories in resource-constrained countries.
Simpler STD diagnostic techniques are being devel-
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oped, but even they do not dispense with the need for
basic equipment and maintenance, a regular supply of
reagents, the presence of properly trained and super-
vised staff and regular quality control.

A few recent reviews have summarized the available
information on the validity, feasibility and cost of
existing tests for STDs.22,23 Table 7 provides sugges-
tions on using laboratory services at various levels.

RE F E R R A L SY S T E M A N D
T H E RO L E O F T H E CAT E G O R I C A L
STD CL I N I C S

Even where routine STD care is integrated with
general health services, a proportion of patients will
still require referral to more specialized services. This
form of secondary care can be provided at clinics
staffed with clinicians experienced in STD case man-
agement. Efforts should be made to strengthen referral
services at intermediate health care levels, such as 
district hospitals (or equivalent) and gynecological
outpatient departments. STD services can be organ-
ized as described in Figure 6.   
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T a b l e  7
Role of the Laboratory in STD Case Management

Peripheral/primary
health care level

(Optional—Simple tests for
vaginal infections: pH, KOH,
wet mount microscopy).

RPR/VDRL.

Clinical efficacy of algorithms
(in selected sentinel sites). 

Syphilis rates in ANC. 

Intermediate/district level

Microscopic diagnosis of
vaginal infections.

(Optional—Diagnosis of 
gonorrhoea: microscopy
(men) and possibly culture).

RPR/VDRL.

Confirmatory tests for 
syphilis (TPHA).

Participating in
aetiological/algorithm
validation studies. 

District/regional level 
syphilis statistics.

Quality control of peripheral
syphilis testing.

Antimicrobial susceptibility 
of N gonorrhoeae (disk
diffusion).

National/reference level

Culture: N gonorrhoeae, 
H ducreyi.

Chlamydia EIA.

(Optional—PCR or LCR).

RPR/VDRL.

Confirmatory tests for 
syphilis (TPHA).

Conducting/coordinating
aetiological studies.

Evaluation of algorithms.

National level 
syphilis statistics.

Quality control of 
syphilis testing.

Monitoring antimicrobial
susceptibility of N gonor-
rhoeae and H ducreyi
(MIC or E-test).

Guiding choice of drugs
to be included in essential
drug list.

Training, supervision, quality
control schemes.

Clinical activities

Diagnosis

Case Finding

Public health activities

Contribution to 
STD guidelines

Epidemiological
and microbiological
monitoring



A few categorical STD clinics can also support this
network. At the regional or provincial level, one STD
clinic could act as a reference center.

The reference categorical clinic should fulfill several
roles:

Serve as a referral center for complicated STD cases.

Organize STD training (and elements of 
supervision).

Monitor the epidemiology of STD and contribute
to establishing and revising national guidelines.

In addition to its function as a referral center for
primary health care or intermediate echelon clinics,
the reference center is also responsible for training
health care workers, either clinicians or laboratory
attendants.

The third role of a reference center is to monitor
the epidemiology of STD by looking at:

The pattern of STD etiologies

The pattern of resistance of Neisseria gonorrhoeae,
or, in some settings, Haemophilus ducreyi

Clinical and microbiological cure rates

The pattern of service usage

Quality of care

At the national level, a National Reference STD
Center also should be responsible for developing and
reviewing the national STD management guidelines,
ensuring the development of STD training curricula
for various staff cadres and organizing “training of
trainers” (TOT), developing and coordinating the
STD research agenda and maintaining quality assur-
ance schemes for laboratory or clinical care. A number
of peripheral reference centers can assist the National
Reference Center in its tasks. 

TH E RO L E O F DI S T R I C T/RE G I O N A L
PE R S O N N E L: TR A I N I N G,
SU PE RV I S I O N A N D MO N I TO R I N G

Although integrated with the daily routine of
patient management, STD control efforts may depend
to some extent on vertical services. The first level of
vertical services may be found at the district or
regional level where specialized staff will provide tech-
nical and policy support to staff from the periphery
units. These staff must provide regular input in terms
of training, support and monitoring of primary health
care workers, in addition to organizing district-level
STD control activities. Without these essential 
elements, STD control efforts may collapse.

Training
Training is an integral part of health care program

management and focuses on developing human
resources in a way that supports the program policies,
activities and outcomes. Training also improves staff
professionalism and morale.

Basic training and continuing education are both
essential for quality STD care. The health care worker
should understand the strategy into which the primary
health care services fit. The STD treatment protocols—

348 C H A P T E R  F O U R T E E N — S T D  C a s e  M a n a g e m e n t  i n  P r i m a r y  H e a l t h  C a r e  S e t t i n g s

F i g u r e  6
Organogram of STD Services

National Reference Centre
(National guidelines, quality assurance, 

training of TOT)

Reference Centres
at Provincial/Regional level

(Referral of cases, training and supervisor
evaluation of flowcharts and monitoring)

Referral Centres
at District level

(Referral of cases, 
training and supervision)

Referral Centres
at District level

(Referral of cases, 
training and supervision)

PHC PHC PHC PHC PHC PHC PHC PHC



which should be developed with representatives of
service providers—should be relevant to the health
problems associated with STD and appropriate to the
setting. A health care provider needs to understand
the rationale behind a particular protocol if he or she
is to adhere to it. Once this is achieved the knowledge
base needs to be strengthened.

A training program for health care workers can be
planned based on the concept described above.
Training needs can be identified after the strategy for
STD prevention and care is outlined at the national
level—at the state or provincial level in the case of
larger or federal countries. Training needs can be
identified once the protocols are developed and serv-
ices are in place. It is important that the training
involves appropriate cadres.

Among the important considerations in designing
STD training are:

Structure and content with an emphasis on both
knowledge and skills:

Comprehensive case management 

Use of flowcharts

Counseling

Case reporting

Drug ordering

Training materials:

Trainers’ manual 

Teaching aids

Participants’ manual

Choice of participants—train those who do the job

Choice of trainers—staff who can potentially
supervise participants

Duration of training—a few days to a few weeks

Methodology:

Self-directed teaching

More participatory methodology rather than
didactic

Use of case studies and problem-solving
exercises

Practical training at a clinic in conditions 
similar to routine work

Evaluation of training: 

Knowledge gain of participants

Rating of the training by participants

Plan refresher courses

Supervision
Supervision is one of the most important aspects of

assessing performance and outputs.  It ensures compe-
tence through observation, discussion, support and
guidance. Effective supervision will require a checklist
based on the importance of items needed to achieve
the set targets. This may include the number of
patients seen and treated correctly, availability of
drugs, availability and accessibility of condoms and the
ability of health care workers to improvise correctly in
times of shortages or adverse reactions—such as
whether or not a health care worker is able to give an
appropriate alternative syphilis treatment to a pregnant
woman who is allergic to penicillin.

It is the role of the national STD program team to
help the peripheral units to identify indicators and set
realistic targets. Supervision, however, should be the
responsibility of the district or regional management.
This will serve to inform the district of the prevailing
constraints and how to remedy them. The national
management should conduct periodic monitoring and
supervisory visits together with the district team. 
This will give an incentive to district management and
staff alike.

Supervision should be regular and routine, but not
too frequent. A monthly supervisory visit can initially
be set, then subsequently decreased or increased
depending on the problems encountered. Such visits
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should focus on problem solving, reviewing difficult
cases and praising good work. Traditional issues related
to case reporting, drug utilization, stock management
and ordering also need to be addressed.

Monitoring, evaluation
and feedback with clinic staff

District supervisors are responsible for collecting
and compiling data from all primary health care clinics
in their district. As much as possible, the recording of
such data should be integrated within the general pri-
mary health care information system.  Some health
units, however, may be selected to monitor important
data such as clinical cure rates or partner treatment
rates. District personnel should assist the health care
worker in completing the monitoring forms. Quarterly
data can be generated by compiling forms from several
health units, and this information should then be
reported to higher levels to compile national statistics.
It should also go to the peripheral units that helped to
generate the data. Marked differences between health
units should be discussed in detail and—if necessary—
advice for improvement given. Examples of useful
STD monitoring indicators are provided in Table 8.

Ad-hoc surveys of the quality of STD case manage-
ment using the WHO Prevention indicators (PI) 6
and 7 may also prove useful as complements to the
supervision reports. Several methods for collecting
these indicators have been described.10
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T a b l e  8
STD Monitoring Indicators

Syndromes

Male and female genital discharge syndromes (M-GDS, F-GDS), 

Male and female genital ulcer syndrome (M-GUS, F-GUS), 

PID (optional) *

Ophthalmia neonatorum (optional) *

* depending on extent of problem locally 

STD monitoring indicators                 

Trends in STD patients attendance over time (quarterly)

Rates of follow-up visits; rates of completed follow-ups
(until final out come is determined)

Outcomes of treatment per syndrome (quarterly or overall) 
(see below)

Partner notification rates

Condom acceptance rates

Quality of STD care                

WHO prevention indicators (PI) 6 & 7
PI 6: Proportion of STI patients treated in an appropriate way 
(according to national/regional standards)

PI 7: Proportion of STI patients receiving basic advice on   
condoms and on partner notification

PI 6 criteria 
1) History taking

Ask questions about STD
Ask about symptoms 
Ask about duration
Ask about recent sexual contacts

2) Examination
For all patients: examine
For all patients: undress (lie down)

For male patients: milk urethra
For male patients: retract foreskin

For female patients: external genitalia
For female patients: bimanual palpation
For female patients: speculum exam

PI 7 criteria
Condom advice given 
Partner notification advice given

Methods
Interviews and focus group discussions with staff and patients
Observations of STD patients management at clinics
STD patients exit interviews
“Mystery/dummy” patients visits



L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S

Since the beginning of the HIV epidemic, STD
control has assumed greater importance because of the
close interrelationship between STDs and HIV, which
share the same principles of control. As the Mwanza
trial demonstrated, improved management of sympto-
matic STDs will decrease HIV transmission.

Here are the key lessons learned over the years:

STD diagnosis and treatment

Etiological approach by laboratory test is preferable
but not practicable everywhere and may incur
delays in initiating treatment.

Syndromic approach is recommended for the 
management of patients with:

Urethral discharge

Genital ulcer

Inguinal bubo

Vaginal discharge (for vaginal infections)

Diagnosis and management of cervicitis caused by
Neisseria gonorrhoeae or Chlamydia trachomatis in
women is complicated.

Risk-assessment strategies to discriminate between
cervical and vaginal infections need to be carefully
evaluated and adapted to local conditions; the
existing WHO suggested score could be used as a
basis for this work.

Developing affordable, rapid and simple diagnostic
tests for Neisseria gonorrhoeae and Chlamydia tra-
chomatis infections is a top priority.

A number of highly prevalent but neglected infec-
tions—such as genital herpes and bacterial vagi-
nosis (BV)—can easily be diagnosed and/or
included in management flowcharts with the aid of
such simple tests as the pH paper and “whiff test”
which detects a fishy amine odor from vaginal fluid
when mixed with 10 percent potassium hydroxide
(KOH) and indicates BV.

Key elements of STD case management

Use flowcharts for syndromic diagnosis and case
management.

Integrate it with general outpatient services.

Use the opportunity for health education.

It is important and difficult to ensure proper
counseling.

Partner notification is likely to be more effective if
index patient is indeed symptomatic.

Be aware of the potential danger of domestic vio-
lence after partner notification. 

Provide all components of treatment at the same
place and avoid referrals.

Increase access to proper treatment through innova-
tive approaches

Involve the private sector, both allopathic and tra-
ditional.

Offer workplace-based STD services.

Provide pre-packaged treatment kits for urethritis.

Case finding 

Provide onsite syphilis testing for syphilis during
pregnancy.

Importance of supervision and in-service training

Regularly monitor the quality of STD services by
auditing cure rates, prevention indicators PI6 and
PI7 and patient and staff satisfaction.

Provide a continuum between prevention and care
through BCC by encouraging STD treatment-seek-
ing behavior and prevention messages.
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F U T U R E  C H A L L E N G E S

CH A L L E N G E S F O R
EF F E C T I V E STD CO N T RO L

Improving inappropriate STD services requires:

Training and re-orientating health care providers to
be non-judgmental and adopt positive attitudes
towards patients with STD.

Ensuring the availability of services that offer 
private consultation and examination.

Ensuring that effective drugs are consistently avail-
able at the patient’s first clinical encounter point. 

Maintaining a consistent supply of condoms.

Better, simpler and cheaper diagnostic tests for
STD, and defining their utilization for case finding
or management.

Providing sustainable strategies to detect and treat
STDs in women, adolescents and high-risk 
populations.

Addressing gender inequalities, the lack of male
responsibility in sexual relationships and the lack of
access for males to dedicated sexual health services.

Influencing societal norms (“shame”), education
and information.

Addressing structural issues and capacity in
resource-constrained countries.

Addressing policy issues, political will and neglect.

Addressing economics, poverty, instability and
migration.

CH A L L E N G E S F O R FU T U R E RE S E A RC H

Research needs:

Integrate services, including analyses of barriers,
conditions of success and maintenance of quality of
care.

Develop rapid tests for Neisseria
gonorrhoeae/Chlamydia trachomatis and evaluation.

Evaluate the role of endogenous infections in
pathology.

Determine the role and strategy for controlling
such endogenous infections as BV or for targeted
prophylactic treatment in pregnant women.

Determine the role of asymptomatic versus symp-
tomatic infection in maintaining the prevalence of
STD and HIV in a community.

Assess the role of single mass treatment or selective
periodic presumptive treatment in controlling STD
prevalence at the population level.
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C A S E  S T U D I E S

DE C E N T R A L I Z E D SY P H I L I S
SC R E E N I N G A N D TR E AT M E N T
IM P ROV E S SY P H I L I S DE T E C T I O N A N D
TR E AT M E N T I N AN T E N ATA L CL I N I C
SE T T I N G S I N NA I RO B I ,  KE N YA

In the early 1990s, syphilis control in antenatal
clinics (ANC) in Nairobi, Kenya, was a centralized
system whereby women had blood taken for syphilis
serology at the first ANC visit. The blood was trans-
ported to a central laboratory for testing and results
were returned to the clinic in two to four weeks.
Women found to have reactive serology were referred
to a specific clinic within the city. This system was not
very effective—fewer than 60 percent of pregnant
women had blood specimens taken at their first visit.
Of these, 87 percent had their syphilis test results
recorded on their ANC records, but only 9.1 percent
of syphilis seroreactive women received adequate treat-
ment. In response to the low level of effectiveness
documented in this centralized system, a decentralized
syphilis screening and treatment pilot project was
instituted in Nairobi in 1992. Components of this
decentralized, clinic-based model of onsite diagnosis
and treatment of maternal/partner syphilis included:

Laboratory support:

An ANC nurse performed syphilis serology

Quality control procedures were established
with monthly feedback to ANC staff.

Diagnostic and treatment supplies provided to the
ANC clinics.

Training of ANC nurses in:

Performance of the RPR card test

Treatment of seroreactive women

Counseling patients

Partner referral

Supervision and monitoring

Over the 12 months of this pilot project, 13,131
pregnant women were tested for syphilis.  Eighty-
seven percent of the seroreactive women were treated

at their first ANC visit. A total of 86 percent of the
women were counseled about the importance of sexual
partner treatment. While about 50 percent of the 
partners of seroreactive women were treated at the
same clinic as the index case, it is unknown how many
women actually notified their partners. It cost an 
estimated US$26.00 per case treated, and US$48 per
congenital syphilis case averted.

This pilot project demonstrates the feasibility and
cost effectiveness of congenital syphilis prevention and
control decentralized to the clinic level.  But several
operational and logistical issues must be addressed for
optimal implementation:

There must be a mechanism for ongoing support-
ive supervision to maintain a quality program, staff
motivation and morale.

ANC clinic staff need high quality training.

The clinics need adequate and continuous supplies
of diagnostic equipment, diagnostics, reagents and
drugs.

There has to be quality assurance of the onsite 
laboratory testing.

This project was implemented by the University of
Nairobi, Nairobi, Kenya; Institute of Tropical
Medicine, Antwerp, Belgium; University of Ghent,
Brussels, Belgium; University of Manitoba, Winnipeg,
Canada; and the Nairobi City Council, Nairobi,
Kenya, with support from MotherCare/John Snow
International, the Commission of the European
Communities and the sub-program Science and
Technology for Development, the Commission of the
European Communities.
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MA N AG E M E N T O F SY M P TO M AT I C
WO M E N I N LOW E R STD PR E VA L E N C E
SI T UAT I O N S—EX PE R I E N C E F RO M
BA N G L A D E S H

Appropriate case management strategies for women
who were complaining of symptoms possibly related
to infection in the reproductive tract were evaluated
among a group of 465 women in rural Bangladesh.24

Among women seeking care at the primary health care
level, their presenting complaints were established
then correlated against both the clinical findings and
diagnoses made by trained health care providers
(trained in syndromic management) and against 
laboratory results. The drug costs were also calculated
for treating women according to the recommended
algorithms for use at primary health care level.

Most women (95 percent) presented with com-
plaints of an abnormal vaginal discharge. This is con-
sistent with surveys from other areas of the world,
indicating that this is one of the most common rea-
sons that women seek health care. A smaller number
had complaints of vaginal itching, lower abdominal
pain or painful intercourse. Health care workers diag-
nosed eight cases of cervical infection, 164 cases of
vaginal infection and three cases of genital ulcer dis-
ease. Since all health care workers had been trained in
the syndromic management of symptomatic women,
the women were treated according to standard algo-
rithms.

But laboratory diagnosis revealed that a reproduc-
tive tract infection was responsible for the symptoms
in fewer than 40 percent of these women. Thirty-two
percent had bacterial vaginosis (Nugent’s criteria on
Gram Stain) or candida (wet preparation); 1.5 percent
had trichomonas (wet preparation and culture); and
1.1 percent had either gonorrhoea (culture) or chlamy-
dial infection (urine polymerase chain reaction). Fewer
than one percent of women had evidence of current,

active syphilis infection (rapid plasma reagin [RPR]
and treponema pallidum hemagglutination [TPHA]
tests). The correlation between the health care workers’
diagnoses and the presence of laboratory diagnoses
were zero percent for cervical infection and genital
ulcer disease, and just under 30 percent for each of the
endogenous infections. 

These results reflect the low prevalence of infections
in these women and the difficulty in interpreting
clinical signs that have a relatively low specificity. This
combination of factors resulted in high levels of over-
treatment. In fact, the WHO recommended algorithm
shows that more than 90 percent of drug costs went
to overtreatment. Not only does overtreatment
carry financial repercussions in this community, but
erroneous STD diagnoses carry a high social cost for
women.

When most women presenting for care do not
show evidence of infection on laboratory diagnosis, it
is clear that other reasons for their self-perceived
symptoms need to be elucidated. It may be that other,
more appropriate interventions are necessary to
improve the quality of care for these women. For
example, it remains to be seen whether they are
misinterpreting as abnormal what are in fact normal
variations in their vaginal discharge. Further qualita-
tive investigations among these women may highlight 
the reasons they seek care and what they perceive as
normal or abnormal. 

In the meantime, it is important for policy makers
and program managers to be aware that the epidemi-
ology of these infections in resource-constrained
countries is not entirely homogeneous. Extrapolation
of results and attendant interventions from one area
to another without evaluations of appropriateness
and effectiveness can result in the application of inap-
propriate interventions in some areas. It is therefore
recommended that before designing programs, the
epidemiology and prevalence of the infections being
targeted should be ascertained and approaches modi-
fied based on these data as well as the clinical setting
in which they will be used.

This case study was written by Dr. Sara Hawkes,
Population Council/India. The research was supported by
the UK Department for International Development and
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the International Centre for Diarrhoeal Disease Research,
Bangladesh (ICDDR-B), Centre for Health and
Population Research. Contributors to the study were from
ICCDR-B, London School of Hygiene and Tropical
Medicine in London and the Laboratory Centre for
Disease Control in Winnipeg.

STD SY N D RO M E MA N AG E M E N T
AT RU R A L PR I M A RY HE A LT H CA R E
CL I N I C S I N NO RT H E R N TA N Z A N I A

A community-based randomized trial was con-
ducted between 1992 and 1994 to test the impact of
improved STD control on the incidence of HIV 
infections in adults living in 12 rural communities in
northern Tanzania.25 The study, done in the Mwanza
region, showed that improved STD control resulted in
a 38 percent reduction of new HIV infections com-
pared to communities where there was no improved
STD control. The study also reduced the level of some
STDs in the communities where STD control was
improved.  In particular, the prevalence of sympto-
matic urethritis in men was reduced by 50 percent,
and that of active syphilis by 30 percent.25,26 Several
lessons were learned during this trial about STD 
control, which will be reviewed in this case study.27,28

Design elements of the STD intervention used in
this study are applicable to any STD service develop-
ment, including:

Integration: STD control was integrated into the
existing primary health care structure using the
existing staff and health facilities. STD case man-
agement services were part of routine care—no
special clinic hours were organized for STD care.
Partner referral was done through the use of con-
tact cards. Patients were asked to return for follow-
up visits. Training, supervision and drug supply
logistics were initially organized centrally through
the regional program office. Subsequently, respon-
sibility for training, supervision and logistics was
decentralized to the district teams.

Training: A training curriculum and book were
designed. Health care workers were trained in 
comprehensive STD case management using the
syndromic case management approach.

Supervision and ongoing in-service training:
Participating health units were supervised every
two months at the beginning of the intervention.
This frequency was subsequently reduced to every
three months as health workers gained proficiency
in the approach.

Drug supply and logistics: Drugs for STD case
management were supplied to the health units
based on consumption, which was crosschecked
against patient register books.

STD reference center: A reference center was
established in Mwanza town to: (1) monitor the
etiologies of STD syndromes; (2) monitor the
effectiveness of syndrome algorithms in use; (3)
monitor the antibiotic susceptibility of Neisseria
gonorrhoeae; and (4) train health care providers for
the rural health units.

Five sources of data were used to evaluate opera-
tional performance of the program: (1) A survey of
register books to collect data on patients presenting
with STDs and reproductive tract infections (RTIs)
to rural health units with improved STD services;
(2) A survey of register books from health units in
communities without improved services; (3) A survey
of register books from referral clinics, (4) A home-
based study of STD patients who did not return to
the intervention health units for follow-up; and (5) 
A cross-sectional survey of reported STD treatment-
seeking behavior in a random cohort of 8,845 adults
served by rural health units. 
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During the two years of the Mwanza trial, 12,895
STD syndromes were treated at the 25 intervention
health units. The most common syndromes were
urethral discharge (67 percent) and genital ulcers (26
percent) in men and vaginal discharge (50 percent),
lower abdominal tenderness (33 percent) and genital
ulcers (13 percent) in women. Clinical treatment
effectiveness was high in patients from whom com-
plete follow-up data were available, reaching between
81 percent and 98 percent after first-line treatment
and 97 percent–99 percent after first-, second- and
third-line treatment. Only 26 percent of patients
referred to higher levels of health care had presented to
their referral institutions. 

During the trial period, data from the cohort
showed that 12.8 percent of men and 8.6 percent of
women in the intervention communities experienced
at least one STD syndrome. Use of the improved
health units by symptomatic STD patients in these
communities was estimated at between 50 percent and
75 percent, based on various approaches.  Attendance
at intervention units increased by 53 percent during
the first six months of the intervention. The average
attendance rate thereafter was about 25 percent higher
than in comparison communities. 

Home visits to 367 non-returners revealed that 89
percent had been free of symptoms after treatment,
but 28 percent became symptomatic again within
three months of treatment. One hundred percent of
these patients reported that they had received treat-
ment, but only 74 percent had been examined, 57
percent had been given health education and 30 
percent were offered condoms. Patients did not fully
recall which treatment they had been given, but 
possibly only 63 percent had been treated exactly
according to guidelines. 

This study demonstrated that it is feasible to inte-
grate effective STD care services into the existing 
primary health care structure of a resource-constrained
country. Improved services attract more patients, but
additional educational efforts are needed to further
improve treatment-seeking behavior. Furthermore,
clear treatment guidelines, a reliable drug supply 
system and regular supervision are critical. All efforts

should be made to treat patients without delay at the
point of first encounter, as referral to higher levels of
care led to a high number of drop-outs. The syn-
dromic approach to STD control should be supported
by at least one reference clinic and laboratory per
country to ensure monitoring of prevalent etiologies,
the development of bacterial resistance and the effec-
tiveness of the syndromic algorithms in use. 

The program also documented that syndromic
management had several limitations: (1) There was no
impact on asymptomatic infections, which were highly
prevalent in this population among both men and
women; (2) There was no impact on STD prevalence
among pregnant women living in the same communi-
ties; and (3) Despite emphasis on counseling services
during the training of primary health care workers,
there was a limited impact on condom acceptance and
a modest but improved effect on partner notification
in these rural areas. The program also identified the
need to target more vulnerable population groups who
are not reached by a general service approach; namely,
young people and pregnant women.

This case study is based on the work of H Grosskurth,
P Mayaud, D Mabey, R Hayes, and colleagues in
Mwanza at the African Medical and Research
Foundation (AMREF), National Institute for Medical
Research (NIMR), Regional Medical Office (RMO) and
Municipal Office of Health in Mwanza, as well as the
National AIDS Control Programme (NACP) and
Ministry of Health in Dar Es Salaam. The program was
supported by the European Commission of the European
Union (DG VIII and DG XII), the Overseas
Development Agency (now Department of International
Development [DFID]) of the United Kingdom and the
Centre for International Migration (CIM) from the
Federal Republic of Germany, with additional input on
specific studies from WHO/GPA and AMREF Austria.
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I N T R O D U C T I O N

In any society, most transmission of sexually transmitted infection (STI)
occurs within a relatively small segment of the population characterized by
high rates of sexual partner change. Vulnerability to infection based on
high levels of exposure, combined with frequent opportunities to transmit
infection to others, make effective prevention and treatment strategies for
such groups a priority.

Reaching the most vulnerable individuals with effective services is not
always a simple task. Sex workers and others with the greatest number of
sexual partners are often socially marginalized, discriminated against and
may be the last persons reached by traditional health care services. In
addition, standard diagnostic approaches are often not sensitive enough to
detect most infections. 

To meet these challenges, new strategies are being developed and evalu-
ated. This chapter reviews such targeted strategies, with emphasis on those
approaches that seek to reduce the incidence and prevalence of sexually
transmitted disease (STD) as an HIV prevention strategy.

C H A R A C T E R I Z I N G  C O R E  P O P U L A T I O N S

This section is organized around the concept of differential vulnerability
to infection that characterizes core groups, as defined by high rates of sex-
ual partner change. Intervention strategies will be presented under two
main categories, those for “sex providers” and those for actual or potential
“sex clients.” 

Youth require separate consideration because rates of partner change and
STDs are higher among adolescents and young adults compared to older
age groups, an epidemiologic condition that justifies targeted interven-
tions. Youth also present an important opportunity in that effective pre-
vention efforts directed to those who are just beginning sexual activity can
protect an emerging generation. 
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To maximize impact, targeted approaches to STD control require
attention to:

Outreach—how to reach the target group.

Service delivery—how to set up and provide services.

STD management strategies—how to detect and treat STDs.

O U T R E A C H — H O W  T O  R E A C H  T H E  T A R G E T  G R O U P

The most critical step in implementing effective targeted interventions is,
arguably, reaching the core group and convincing individuals of the value
of the intervention. Peer education has been used effectively to organize
target groups, raise awareness about STD and other health issues and 
promote preventive behavior and use of curative services.

S E R V I C E  D E L I V E R Y — H O W  T O  S E T  U P  

A N D  P R O V I D E  S E R V I C E S

Two important issues to consider in setting up or adapting curative serv-
ices are accessibility and acceptability. Accessibility is influenced by such
factors as distance to services as well as convenience of hours of operation.
Acceptability issues include respect for privacy and confidentiality, non-
judgmental attitudes of health care staff and perceived competence of care
providers.

S T D  M A N A G E M E N T  S T R A T E G I E S —

H O W  T O  D E T E C T  A N D  T R E A T  S T D

STD management strategies will need to be sensitive enough to identify
the majority of people infected, while avoiding over-treatment where
possible. While these objectives are the same as for general population
STD services, core groups justify more aggressive approaches.

ST R AT E G I E S F O R HI G H-RI S K WO M E N

Accurately detecting STDs in women presents many difficulties.
Advantages and disadvantages of several approaches are discussed for:

Syndrome management

Screening

Presumptive treatment

ST R AT E G I E S F O R HI G H-RI S K ME N

Strategies for detecting STD in male core groups have been based on the
assumption that most men with STD have symptoms and will eventually
seek care. Treatment of symptomatic men seeking care at public or private
sector clinics should be based on national STD case management guide-
lines.
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L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

By extending appropriate services to vulnerable populations with high
rates of partner change, targeted programs can reduce STD rates where
such reductions will have the greatest impact on community transmission.
Experience from widely different settings over the last few decades has
demonstrated that directing services for prevention and treatment to 
persons with the greatest number of sexual partners is both feasible and
effective.

F U T U R E  C H A L L E N G E S  

While there are examples of successful STD interventions for vulnerable
populations, many are localized demonstration projects with limited scope
and impact, and few combine outreach and prevention with effective STD
screening and/or treatment. Some specific areas for further research are
outlined.

C A S E  S T U D I E S

PE R I O D I C SC R E E N I N G A N D TR E AT M E N T O F

SE X WO R K E R S I N BO L I V I A

An STD screening program for sex workers in La Paz was strengthened to
include more thorough examinations and behavior change interventions,
leading to increased sex worker participation in the program and signifi-
cant benefits. 

P E R I O D I C  P R E S U M P T I V E  T R E A T M E N T  O F  W O M E N  

A T  H I G H  R I S K  I N  S O U T H  A F R I C A

A project to bring preventive and curative services to women at high risk
in a South African mining community has led to decreased STD rates
both for the women attending the clinic and the miners living in the area.

B R I D G E  G R O U P S :  S T D  S C R E E N I N G  F O R  

H I G H - R I S K  M E N  I N  K E N Y A

Male “bridge” groups who work away from home facilitate the spread of
HIV and other STDs from high to low prevalence areas. As a result of this
combined behavioral/clinical intervention, the program documented a
decrease in reported sex worker contact and a reduction of STD incidence
among truck drivers in Mombassa.
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I
n any society, most transmission of sexually transmitted infection

(STI) occurs within a relatively small segment of the population 

characterized by high rates of sexual partner change. Vulnerability to

infection based on high levels of exposure, combined with frequent oppor-

tunities to transmit infection to others, make effective prevention and 

treatment strategies for such groups a priority. There is now ample evidence

that such strategies can have a

large impact on STD transmis-

sion, even in areas where STD prevalence is already high in the general

population. Perhaps the best example illustrating the potential of such tar-

geted approaches comes from Thailand, where focusing prevention efforts

on the commercial sex industry resulted in decreases in STD incidence of

more than 80 percent and significantly reduced HIV transmission.1

Targeting is not limited to situations such as those in Thailand, where

brothels are easily identified. Even in less formal high-risk settings where

promotion of condom use is a more long-term behavioral change process,

targeted strategies can be applied to achieve rapid control of curable

STDs, thereby reducing morbidity and slowing HIV transmission. Such

short-term gains can have a large impact on the ultimate magnitude of a

sexually transmitted epidemic.

But reaching the most vulnerable individuals with effective services is

not always a simple task.  Sex workers and others with the greatest num-

ber of sexual partners are often socially marginalized, discriminated against

and—most significantly for control efforts—may be the last persons

reached by traditional health care services. Even where access to preventive

and curative care is good, standard diagnostic approaches are often not
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sensitive enough to detect most infections. For core groups with high rates

of partner change, each infection missed is likely to generate multiple

threads of secondary infection in the community.

To meet these challenges, new strategies are being developed and evalu-

ated. Peer education has been shown to be a powerful approach to outreach

that emphasizes empowerment of vulnerable high-risk groups and encour-

ages group solidarity and adoption of positive group norms. Special clinical

services, ranging from targeted screening to presumptive treatment, address

the unique needs of these core populations. This chapter reviews such 

targeted strategies, with emphasis on those approaches that seek to reduce

STD incidence and prevalence as an HIV prevention strategy.
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F i g u r e  1
Thai Condom and STD Rates
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C H A R A C T E R I Z I N G
C O R E  P O P U L AT I O N S

In addressing services and strategies for special
groups, this section is organized around the concept of
differential vulnerability to infection that characterizes
core groups. Core groups are defined by high rates of
sexual partner change: It is this high level of exposure
that largely determines an individual’s risk of acquir-
ing and transmitting STDs. 

At the population level, STDs maintain themselves
within sexual networks with sufficient rates of partner
change to produce at least enough new infections to
sustain prevalence levels. The rate of partner change
necessary to sustain an STD varies from pathogen to
pathogen, with estimates ranging from four partners
per year for gonorrhea to 15 for chancroid. Whatever
the STD, however, a higher rate of sexual partner
change means more opportunity for transmission—
and determines the importance of the core population
to STD control.   

SE X WO R K E R S
A N D T H E I R CL I E N TS

Examples of important core groups are sex workers
and their clients. This chapter presents intervention
strategies under two main categories, those for “sex
providers” (sex workers and others who may not iden-
tify with prostitution) and those for actual or potential
“sex clients.” The nature of their work means that sex
workers generally have the highest rates of partner
change and are arguably the most important core
group to target for STD control. Clients of sex work-
ers form a larger, more heterogeneous group that is
more difficult to identify and access. Certain male
occupational groups—transport and migrant workers,
military—may have frequent contact with sex work-
ers, and will be discussed together as potential clients.
Because male core groups also have contact with
lower-risk women such as wives or girlfriends, they act
as a bridge carrying infection from high-prevalence
core groups to the general population so may be
referred to as “bridge populations.”

The distinction between providers and clients in
the context of commercial sex has practical application
when considering intervention strategies. Sex workers
are generally highly aware of the risks implicit in their
profession and can often be identified and approached

directly where they do business. Clients of sex work-
ers, on the other hand, tend to be more secretive and
are often more easily reached indirectly—through
workplace programs, for example. Male core groups
can also be reached “after the fact” through STD clin-
ics or less formal sources of care, such as drug outlets.

Against this simplified view, it is important to 
recognize the diversity of high-risk sexual networks.
Sex workers can be male or female, heterosexual,
homosexual or bisexual, and compensation received
in the form of money, drugs or less explicit forms of
“support.” Despite differences, the person selling sex
generally has more partners, more STD exposure and
more opportunity to transmit infection to others—
factors that make provision of effective STD services a
priority. While strategies need to be adapted to spe-
cific circumstances, many of the principles outlined
here may apply.
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YO U T H

Youth require separate consideration. Rates of part-
ner change and STDs are higher among adolescents
and young adults compared to older age groups, an
epidemiologic condition that justifies targeted inter-
ventions. Youth also present an important opportunity.
Directing effective prevention efforts at those who are
just beginning sexual activity can protect an emerging
generation, even in areas with high adult HIV preva-
lence. But youth comprise a large and heterogeneous
population that includes some very active individuals,
others who are celibate and many who fall between
these extremes. From a programmatic point of view, it
may make more sense to widely promote high-quality,
youth-friendly services and to target special services to
especially vulnerable youth such as adolescent sex
workers or street children. 

Whatever the population, maximizing the impact
of any intervention requires examination of the poten-
tial obstacles to STD control. These can be illustrated
in a diagram that represents a core group with high
STD exposure.   

OB S TAC L E S TO STD
CO N T RO L I N
CO R E PO P U L AT I O N S

The first challenge is one of
awareness.  Not everyone in the
core group recognizes that STDs
are important problems and that
something can be done to prevent
or cure them. Secondly, even
among those who are aware, many
do not use services because of 
difficulty getting to them or
because of negative attitudes of
health care staff. Finally, ineffective
clinical approaches may result in
cure for only a minority of those
who seek care. Unless these obsta-
cles are addressed, STD control
efforts will miss the majority of
infections occurring within the

sexual networks where most transmission takes place.
To maximize impact, targeted approaches to STD

control require attention to:
■ Outreach—how to reach the target group.
■ Service delivery—how to set up and provide 

services.
■ STD management strategies—how to detect and

treat STDs.
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F i g u r e  3
Obstacles to STD Control in Core Groups

High risk of STD exposure

Barriers to using 
services

Low sensitivity 
of screening 

strategy

Low awareness of risk 
and services

Effective prevention

Promotion of services

Access to services

Effective detection 
& treatment

Problem Response



O U T R E A C H — H O W
T O  R E A C H  T H E  TA R G E T
G R O U P

The most critical step in implementing effective
targeted interventions is, arguably, reaching the core
group and convincing individuals of the value of the
intervention. Simply setting up services will not neces-
sarily result in people using them. Involving members
of core groups from the start in the design and imple-
mentation of services is a guiding principle. Members
of the target population are in the best position to
define aspects of service delivery that are important to
those being served.

PE E R ED U C AT I O N

Peer education has been effectively used to organize
groups of sex workers, raise awareness about STD and
other health issues and promote preventive behavior
and use of curative services. High levels of condom
use and declining STD rates have been reported from
longstanding peer programs in Zimbabwe and Kenya.2

(The concept of peer education is discussed in more
detail in Chapter 7.)

HU M A N RI G H TS

Sensitivity to human rights issues is paramount,
especially in societies where sex work is illegal. Even
where sex work has been legalized or decriminalized,
however, issues such as police harassment or abuse by
clients may be of more immediate concern to sex
workers than health matters. Whatever the legal con-
text, addressing the wider range of health and safety
issues within a human rights framework will help to
ensure active participation of such marginalized
groups as sex workers. In Calcutta, India, sex workers
have effectively addressed a range of social and public
health issues, including high rates of STD exposure, as
a community.3 (For further discussion of human
rights, see Chapter 27.)

TA RG E T I N G MA L E CO R E
PO P U L AT I O N S

Reaching male core populations involves different
approaches. Condom promotion and prevention mes-
sages targeting male clients have been effectively
implemented at bars and brothels. These range from
informational—media messages emphasizing the
importance of condom use in commercial sex—to

quasi-regulatory, such as “safe-house” rules mandating
condom use. Because of clients’ concerns about
anonymity, however, it may be difficult to organize
curative services for males at places where sex work
occurs.

Men who are at risk because of separation from
their families—such as migrant workers or military
personnel—can often be effectively targeted by work-
ing through employee health programs. Workplace
health information campaigns and screening programs
can be organized, and peer education among workers
may be effective in disseminating prevention messages
and promoting the use of curative services. Unions or
other employee representatives should be consulted in
designing and promoting services. In seeking to reduce
risk among migrant workers, structural conditions
should not be ignored.  Providing family housing may
be the most effective strategy for reducing STD trans-
mission. (See Chapter 10.)

Core group men can also be reached after the fact
by finding ways to better reach men seeking treatment
for STD symptoms or concerned about possible expo-
sure. Such men have long been considered a priority
core population for such control activities  as contact
tracing.  Improving care at STD or primary health
care clinics is part of the strategy for effectively reach-
ing them. But since men seek care for STDs from a
variety of sources including pharmacies, traditional
healers and drug vendors, innovative training pro-
grams and/or referral mechanisms may be needed to
widen the catchment net. Direct social marketing of
urethritis treatment has been proposed as a strategy for
reaching symptomatic males who might not otherwise
seek care.4

Whatever the strategy, efforts should be made to
reach at least the most active core group populations
in a given area. State-of-the-art STD services for
migrant workers or military personnel will have little
impact on STD rates unless quality preventive and
curative services are also available to their commercial
and casual sex partners.
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S E R V I C E  D E L I V E R Y —
H O W  T O  S E T  U P  
A N D  P R O V I D E  S E R V I C E S

Once peer educators have been trained and are rais-
ing awareness about STDs and how to prevent them,
the demand for curative services will likely increase.
Two important issues to consider in setting up or
adapting curative services are accessibility and accept-
ability. Accessibility is influenced by such factors as dis-
tance to services as well as convenience of hours of
operation. For example, sex workers are unlikely to use
services located far away and open only during hours
when they are working or sleeping. Acceptability issues
include respect for privacy and confidentiality, non-
judgmental attitudes of health care staff and the per-
ceived competence of care providers.  Employees would
be reluctant to use workplace clinical services if STDs
are viewed as “self-inflicted” conditions that could
jeopardize their employment. In general, the more
accessible and acceptable the services, the more likely
they will be used. 

Improving access to STD services for sex workers
may include arranging clinic sessions during conven-
ient hours or organizing special clinics, onsite services
in hotels or brothels or mobile clinics, and are dis-
cussed more fully in Chapter 8. 

Workplace clinics are a logical focus for providing
preventive and curative STD services, especially in
industries that rely heavily on migrant labor. Where
work conditions separate workers from their families,
STDs should be considered occupational hazards
requiring the same attention to preventive and curative
services as, for example, silicosis in the mining indus-
try. Programs may include a strong prevention empha-
sis as well as periodic screening—before workers return
home on leave, for example—in addition to readily
accessible, non-judgmental services for those with
symptoms.

Improving STD care provided through non-clinic
sources, such as pharmacies or traditional healers,
often involves recognition, if not tacit acceptance, of
roles outside accepted regulatory limits. Several
options are possible once it is determined that a signif-
icant proportion of people bypass clinics in seeking

STD care, ranging from training and development of
referral mechanisms to revising regulations governing
the sale of antibiotics. Possible strategies include:

Training pharmacists in national STD guidelines,
ostensibly to ensure stocking of recommended
drugs. Such training would also improve—
without condoning—treatment dispensed without
prescription.

Training and developing referral mechanisms for a
wide range of providers, including pharmacists and
traditional healers. Awareness of STDs would be
raised and cooperation sought in referring patients
to clinics.

Packaging syndrome-specific treatment doses (pre-
packaged STD therapy) together with information,
condoms and partner referral cards may help pro-
mote compliance with all elements of STD case
management.

Social marketing of STD drugs. The idea of direct
sale of antibiotics to patients through a limited
number and type of approved vendors should be
carefully evaluated.

Similar strategies may help reach more adolescents
and young adults with preventive and curative STD
care. These may be built around school-based or spe-
cial clinics designed to provide services in an accessi-
ble, non-judgmental manner, or focus on improving
the quality of services provided by pharmacies or other
sources already used by youth. Formative research and
involvement of the target population in designing
services will help ensure that the services are used. 
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S T D  M A N A G E M E N T
S T R AT E G I E S — H O W  T O
D E T E C T  A N D  T R E AT  S T D S

Once special services have been organized to meet
increasing demand, decisions must be made about
which strategies are appropriate for detecting and
managing STDs. If outreach and peer education com-
ponents are successful in reaching persons with the
highest rate of partner change, and services are suffi-
ciently accessible and acceptable to attract them, STD
management strategies will need to be sensitive
enough to identify the majority of people infected,
while avoiding overtreatment where possible. While
these objectives are the same as for general population
STD services, the higher prevalence and incidence
rates among core groups justify more aggressive
approaches.

ST R AT E G I E S F O R
HI G H-RI S K WO M E N

In general, tests—whether laboratory or risk-
based—are more cost-effective, with higher positive
predictive values or less overtreatment, for sex workers
than for populations of women with low STD preva-
lence. Because of the potential for secondary transmis-
sion, sensitivity (the ability to detect infection when
present) becomes a more important criterion when
evaluating diagnostic and treatment strategies for core
groups. Advantages and disadvantages of several
approaches are discussed below:

Syndrome management—Requires the presence
of symptoms to identify infection. Standard risk
assessment criteria used to guide the treatment of
cervical infection (new partner, multiple partners)
are universally present among sex workers. Risk
assessment is thus essentially equivalent to pre-
sumptive treatment* for sex workers who develop
symptoms. The weakness of using syndrome man-
agement alone is that most infections will be
missed due to a high prevalence of asymptomatic
disease.

Screening—Many routine screening programs for
sex workers are also limited by reliance on symp-
toms or clinical signs for identifying STDs (see text
box). This has been supplemented in some places
by serological tests for syphilis, cervical and/or vagi-
nal microscopy, and in some cases routine gonor-
rhea culture and chlamydia assays. If affordable,
regular laboratory screening of sex workers for the
common curable STDs using sensitive tests would
identify both symptomatic and asymptomatic
STDs, and likely contribute to lower transmission
rates.

Presumptive treatment—Where screening is not
feasible for cost or other reasons, presumptive treat-
ment may be justified. The target population is
presumed to have STDs, whether they have clinical
symptoms or not and without screening. Because
of high prevalence rates and frequent re-exposure,
sex workers can be treated presumptively for the
common curable STDs on a one-time or periodic
basis. Such an approach may be an effective emer-
gency measure to rapidly reduce high prevalence
rates over the short term. 
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How Effective are Existing Programs
for Sex Workers?

Attempts to control or regulate prostitution have
long been a focus of STD control efforts. Military
forces have taken measures to ensure that “venereal
diseases” do not compromise combat efficiency.
Regulations restricting access to bars and nightclubs
to women with “health cards” are common in port
cities around the world. Even regulations requiring
syphilis screening for food handlers may have had
more to do with patterns of commercial sex than
with a misunderstanding of how STDs are transmit-
ted. Since such regulatory programs are still com-
mon, it is worth examining their strengths and
weaknesses.

Typically, public health measures to regulate
prostitution require periodic (weekly to monthly)
examinations. They generally emphasize protecting
the client or “society,” and enforcement is usually
delegated to the police. When a woman is diag-
nosed as having an STD, her card is withdrawn
pending a negative follow-up test. Women found
“operating” with invalid cards are subject to arrest
and/or (unofficial) harassment by police. STD pre-
vention usually takes second place to treatment in
such programs, and little effort is directed at the
clients of sex workers.

A major weakness of such schemes is the
approach employed to identify which women are
actually infected with an STD. Diagnosis of infec-
tion is often based on symptoms or easily recog-
nized clinical signs and supplemented by simple lab-
oratory tests (microscopy, syphilis serology) where
available. This approach has problems, including the
facts that:

Most STDs in women are asymptomatic, 
making disease less apparent.

The most common clinical sign—vaginal dis-
charge—is neither sensitive nor specific for
STDs, so women with infection may have no
signs, while those with discharge may have a
non-sexually transmitted condition. 

Commonly available laboratory tests do not
detect most STDs because of their low sensitivity.

Under such a system, several disincentives work
to undermine cooperation on the part of the sex
worker. Many women without STD are treated
unnecessarily and have their cards confiscated, while
a significant number of women with STD are given
a clean bill of health—and a false sense of security.
Not surprisingly, given the real consequences of
reduced earning potential, many women—who do
not succeed in circumventing registration in the first
place—will resort to douching or self-treatment
prior to their examinations in an effort to mask any
sign of infection. 

Despite these limitations, there is evidence that
regulatory systems may have some effect on STD
transmission, at least among registered sex workers.
Syphilis, for which there is a simple screening test,
has been maintained at low levels in port cities as
diverse as Singapore, Mombassa and Dakar. It is
clear, however, that such approaches often create two
categories of sex work:  a sanctioned, official one in
which women have regular contact with health serv-
ices, and a clandestine one in which women avoid
all contact with the authorities. Numerous studies
have documented higher rates of STD among clan-
destine compared to registered sex workers.

New strategies have evolved over the last few
decades. In Europe, Australia, and elsewhere, sex
workers’ rights are increasingly recognized and their
participation sought in improving health and safety
conditions for themselves and their clients.
Prevention efforts are emphasized and near universal
condom use in commercial sex encounters has
become the norm in some countries.
Decriminalization of sex work and the concept of
“safe houses”—where mandatory condom use is
enforced by brothel management—is promoted. In
other places, peer education has been used success-
fully to organize sex workers and promote condom
use, and more effective strategies for STD detection
and treatment are beginning to be implemented.
Intervention research is needed to better define the
optimal combination of services that would reduce
risk of disease acquisition and transmission among
sex workers and their clients.
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Most voluntary or regulated clinical services avail-
able to sex workers in poorer countries are limited to
detection and treatment of symptomatic STD. A few
successful programs employing screening and treat-
ment or presumptive treatment have been described.
Some have documented an impact on STD rates
beyond the women themselves. In these experiences,
intervals for screening or presumptive treatment vary
from weekly (for gonorrhea cultures, for example) to
monthly or longer (for presumptive treatment).

One of the first projects to take a comprehensive
approach to STD prevention and care was the Projet
SIDA (AIDS Project) in Kinshasa, Democratic
Republic of Congo (DR Congo).5,6 Instead of coercing
women into attending clinics, voluntary participation
and use of prevention methods were promoted within
networks of sex workers. Regular screening for curable
STDs was conducted using sensitive laboratory tests.
Over the life of the project, condom use increased and
STD prevalence and HIV incidence decreased signifi-
cantly. This approach has been successfully applied in
other sites including Dakar, Senegal; Abidjan, Côte
d’Ivoire; and La Paz, Bolivia. (See Case Studies.)

Despite the documented success of this approach
in countries with limited resources, regular screening
using sensitive (and expensive) laboratory tests has not
been widely replicated beyond research settings.
Attempts to develop less expensive algorithms for
detection of STDs (primarily cervical infections) in
sex workers, based on risk factors, clinical signs and
microscopy have been reported from Benin,7 Côte
d’Ivoire,8 Senegal9 and the Philippines.10 Results
among populations of sex workers with
gonorrhea/chlamydia prevalence rates of 20 percent to
35 percent suggest that such approaches work better
than in general population women with lower STD
rates.  For example, a sensitivity of 86 percent and
positive predictive value of 46 percent were demon-
strated in Abidjan using diagnostic criteria of either
clinical evidence of cervicitis on speculum exam, or
cervical or vaginal gram stain with at least 10 leuko-
cytes per high power field. While facilities for specu-
lum exam and microscopy may not be universally

available, this approach is more feasible for widespread
application than screening using cultures or ELISA
technologies. Still, the limitations of this approach
should be recognized—two-thirds of all women
screened in the Abidjan study received treatment, and
one in seven infections were missed.

Where accurate screening is not feasible or afford-
able, another alternative to laboratory-based screening
is presumptive treatment of the common curable
STDs. Several of the algorithm validation studies
mentioned above suggested that presumptive treat-
ment may be a more effective (100 percent sensitive)
and cost-effective alternative when used either at a sex
worker’s first visit or on a periodic basis. This
approach was applied in a South African mining com-
munity where sex workers received monthly treatment
with azithromycin (one gram) as presumptive treat-
ment for common STDs.11 Rates of genital ulcers,
gonorrhea, and chlamydia decreased among the
women using the services, and there was a measurably
significant impact on STD prevalence among local
miners. (See Case Studies.)

As emergency measures to rapidly reduce commu-
nity STD prevalence, intensive screening or presump-
tive treatment of sex workers may not be needed
indefinitely. Once prevalence rates decrease, the justifi-
cation for such measures diminishes. Maintenance
programs that include vigorous promotion of barrier
protection, syndrome management of symptomatic
STDs and less frequent screening—or  intermittent
“morning after” emergency STD treatment—may be
sufficient to maintain low rates.

While many of the details require further evalua-
tion, the potential impact of targeted STD control
interventions—to reduce prevalence rates in endemic
areas or as outbreak control measures—has been
demonstrated in diverse settings. Examples are sum-
marized in Table 1.   
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T a b l e  1
Select Examples of Screening of Presumptive Treatment Interventions

Location Year Target Disease Intervention/Results
Population

Indonesia 1957 to present Sex workers Syphilis Periodic prophylactic penicillin reduced
ref. 16 non-treponemal syphilis seroreactivity from

87% in 1957 to 1.5-4.2% in 1992 (some
of this reduction likely due to yaws 
eradication campaign).

Olongapo, Philippines 1967 - Sex workers Gonorrhea Sustainable reductions among sex workers
ref. 17 and servicemen with regular screening;

transient additional reduction with addition
of one-time selective mass treatment of SW.

Orange County, 1981 Sex workers, Chancroid Control of outbreak through neighborhood
California USA patients with ulcers educational campaign, clinic referrals and
ref. 19 and partners presumptive treatment of sex workers, 

patients with ulcers and partners.

Winnipeg, Canada 1987 Sex workers Chancroid Rapid control of outbreak through outreach
ref. 20 and contacts to sex workers, presumptive treatment

of ulcers and contact tracing.

La Paz, Bolivia 1992 - 1995 Sex workers Genital ulcers, Reduced prevalence of GC, CT and genital
ref. 12 gonorrhea, chlamydia ulcers among women following introduction

of regular screening.

Mombasa, Kenya 1993 - 1994 Truck drivers Genital ulcers, STD reductions following behavioral 
ref. 14 and assistants gonorrhea, chlamydia interventions and screening.

Free State, South Africa 1996 - present Women at high risk Genital ulcers, Significant reductions in GC, CT and genital
ref. 10 in mining community gonorrhea, chlamydia ulcers among women; in area miners, 

GC/CT prevalence decreased by 43% 
and genital ulcers by 78% after 9 months.



ST R AT E G I E S F O R
HI G H-RI S K ME N

Strategies for detection of STD in male core
groups have been based on the assumption that most
men with STD have symptoms and will eventually
seek care. For this reason, little attention has been
paid to identifying men with asymptomatic or mini-
mally symptomatic disease. Education to raise aware-
ness of STD symptoms and encourage use of health
care services may help shorten the period during
which men are infectious. Serologic syphilis testing
and gonorrhea culture are effective screening tools
where they are affordable. Although the sensitivity of
some screening tests, such as leukocyte esterase dip-
stick (LED), is low, cost is also low, and periodic
urine-based screening of high-risk male populations
may be a cost-effective adjunct to other control meas-
ures. The high cost of more sensitive urine tests, such
as ligase chain reaction (LCR) and polymerase chain
reaction (PCR), currently makes their use prohibitive
in most settings. 

STD services appropriate to workplace or youth
programs may include:

Preventive education and condom promotion
through peer educators and other channels.

Syndrome management for symptomatic men at
their worksites or in youth clinics.

Screening for STD—examination, serologic testing
for syphilis, gonorrhea culture, LED for urethri-
tis—at routine occupational or school health exams
and/or before going home on leave.

Treatment of symptomatic men seeking care at
public or private sector clinics should be based on
national STD case management guidelines.
Informational sessions for pharmacists, traditional
healers or drug vendors may be indicated. Experience
from Nepal and elsewhere suggests that such training
can improve the quality of STD treatment dispensed
over the counter.12 Whatever the source of treatment,
pre-packaged STD treatment packs can help ensure
compliance with national treatment guidelines and
promote preventive aspects of care. Such packets may
be suitable for broader sale directly to men in high-
risk situations—for example, as a socially marketed
product available through outlets in red light districts.

L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S

Targeted STD control interventions complement
clinical services available to the general population. 
By extending appropriate services to vulnerable popu-
lations with high rates of partner change, targeted 
programs can reduce STD rates where such reductions
will have the greatest impact on community transmis-
sion. Experience from widely different settings over
the last few decades has demonstrated that directing
services for prevention and treatment to persons with
the greatest number of sexual partners is both feasible
and effective (Table 1). General lessons drawn from
successful programs include:

Address the needs of the vulnerable population as 
a first priority. Broader public health objectives will
be met only if services are also beneficial to the 
target population, and are perceived to be so.

Principles of voluntary cooperation and respect for
human rights are essential to the success of any
effort involving socially marginalized groups.
Programs attempting to “regulate” sex work must
recognize the importance of gaining the support
and participation of those involved. Otherwise,
health or other regulations will likely be circum-
vented, leading to increases in higher risk “clandes-
tine” activity.

Examples of possible components for targeted STD
services for both vulnerable women and men are
presented in Table 2. 

HOW TO RE AC H
T H E TA RG E T GRO U P

Representatives of the vulnerable population
should be included from the beginning and have an
active role in the design and implementation of 
services. Experience suggests that even the most 
vulnerable groups can be effectively engaged once
trust is established.
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Peer education is an effective strategy for reaching
vulnerable population groups. In addition to promot-
ing services, peer educators can positively influence
group attitudes towards condom use and other aspects
of preventive behavior and assist the group in improv-
ing unsafe conditions. 

HOW TO SE T U P
A N D PROV I D E SE RV I C E S

Special services for sex workers should address a
wide range of sexual health needs in an accessible,
nonjudgmental manner to maximize participation.

Workplace and school-based clinics may provide
opportunities for screening high-risk populations
for STD, in addition to promoting prevention and
making treatment available to those with symp-
toms.
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T a b l e  2
STD Clinical Services for Vulnerable Groups — Possible Components

Female core groups Male core groups

Priority populations

Objective

Barrier promotion

Treatment of symptomatics

Detection and treatment
of asymptomatic

OR

Presumptive treatment
of asymptomatic infections

Other services

Other program elements

Sex workers, other vulnerable women with
multiple partners.

Detect and treat as many infections as 
possible (maximize sensitivity). Frequency
of examination/treatment should be based
on exposure rates.

Male condom, with female controlled
backup method.

Syndrome management (including presump-
tive treatment for cervical infection in symp-
tomatic women).

Screening for syphilis (q3-6 mo), gonorrhea
culture/chlamydia assay (q1-4w.), trichomo-
niasis/bacterial vaginosis (q1-4w), cervical
dysplasia (q1-2y)

Frequency 1-3 months (depending on expo-
sure).  Examination when symptoms appear
or every 3-6 months with RPR and wet mount.

Contraception, referrals for other health
problems, social services, legal advice.

Peer education, periodic monitoring of
prevalence rates and antibiotic resistance.

Clients of sex workers, STD patients, 
others (migrant workers).

Emphasis on symptomatics, exploit 
opportunities for detection of 
asymptomatic infection.

Male condom.

Syndrome management at worksite clinics. 
Improved treatment at alternative sources of
care (pharmacies, other). 
Social marketing of urethritis treatment.

Examination for inapparent infections 
(not noticed by patient). 
Lab screening: RPR, urine dipsticks (LED) 
for urethritis, gonorrhea culture, chlamydia
assay where feasible.

Possible uses in high risk populations (for
example prior to migrant workers returning
home on leave).

Voluntary HIV counseling and testing. 

Peer education, periodic monitoring of
prevalence rates and antibiotic resistance.



Community-based treatment strategies—including
the involvement of pharmacists, traditional healers
and others—can extend the reach of clinical serv-
ices. Social marketing of STD treatment in high-
risk settings may be an effective approach, espe-
cially for men.

HOW TO DE T E C T A N D
TR E AT STDS

Standard approaches to identifying and managing
STDs perform poorly among high-risk populations
because too many infections go undetected.

Sensitive methods for STD detection are justified
on the basis of public health as well as individual
benefit. False-negative results multiplied by the
number of exposed partners result in a large num-
ber of avoidable secondary infections.

For similar reasons, presumptive treatment may be
justified in situations where adequately sensitive
tests for treatable STDs are unavailable or unaf-
fordable.

Prevalence and the rate of exposure to STD are
two criteria for deciding frequency of screening or
presumptive treatment. Strategies may change as
STD prevalence declines.

Program monitoring should include measures of
STD prevalence and  related behavior. Antibiotic
susceptibility patterns of N. gonorrhea—and others
in certain regions—should be monitored to ensure
continued effectiveness of treatment regimens.

Examples of specific strategies for routine detec-
tion/treatment of curable STDs in female sex workers
are outlined in Table 3. Three examples requiring
different levels of resources are described. 

F U T U R E  C H A L L E N G E S  
While there are examples of successful STD 

interventions for vulnerable populations, many are
localized demonstration projects with limited scope
and impact, and few combine outreach and prevention
with effective STD screening and/or treatment.
Specific areas for further research include:

What is the optimal screening strategy for different
vulnerable groups? How often should sex workers,
migrant workers or military personnel be screened?
Which screening tests are sufficiently sensitive and
cost-effective in each case?

How long should presumptive treatment continue
when it is used to rapidly reduce STD rates?  How
can lower STD rates be maintained once presump-
tive treatment is reduced or withdrawn?

How can barrier method use be increased to high
enough levels to maintain low STD rates? How
can peer educators be most effective in promoting
barrier methods? 

Does provision of STD screening and/or treatment
services act synergistically to raise awareness and
increase use of effective barrier protection? What
can be done to minimize the risk that treatment
will instill a false sense of security and undermine
adoption of preventive measures?

What is the role of screening for asymptomatic or
minimally symptomatic infection among men
working away from home? 

How can men who seek STD care outside the
health system best be reached? Is there a role for
innovative strategies such as community-based or
socially marketed STD treatment?

What is the risk of development of antibiotic 
resistance when aggressive treatment strategies are
used to treat individuals with many sexual partners?
Is this risk, if real, offset by decreases in STD
prevalence?

Answers to such operational questions will help to
refine and improve the quality of STD services for the
people who need them most. Existing evidence already
indicates, however, that well-implemented targeted
interventions can have a dramatic impact on STD
rates. Perhaps the main questions two decades into the
AIDS epidemic are:
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How much can effective core group interventions
contribute to STD control? If they contribute sig-
nificantly, how much of an impact will they have
on HIV transmission?

Is there a role for public health campaigns to
reduce the prevalence of specific curable STDs,
such as chancroid, that are particularly vulnerable

and linked to HIV transmission? Is eradication a
feasible objective for some STDs?

How can comprehensive targeted interventions be
scaled up to have an impact on a national level?
Can successes such as Thailand’s be replicated or
adapted in other countries? 
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T a b l e  3
Strategies for Strengthening Preventive and Curative
STD Services for Sex Workers (By Level of Available Resources)

Examination-based Screening Laboratory-based Screening Presumptive Treatment

Strategy

Prevention

Resource
Requirements

Cost
Effectiveness

Gonorrhea/
Chlamydia

Syphilis

Chancroid

Trichomonas/
Bacterial
Vaginosis

Examination and simple lab tests
to detect a proportion of asympto-
matic infections.
Improved management 
of symptomatics.

Condom with female controlled
backup method (diaphragm?).

Low initial and recurrent.

Moderate (effectiveness limited by
lower sensitivity).

Syndrome management with 
presumptive treatment of cervical
infections in women with symp-
toms of vaginal discharge.
Treatment of asymptomatic women
with signs of cervical inflammation
or pelvic tenderness on exam
(gram stain).

Syndrome management 
of genital ulcers. 
Speculum exam to detect 
unapparent ulcers. 
Syphilis screening
(non-treponemal) q six months*.

Syndrome management 
of genital ulcers.
Speculum exam to detect 
unapparent ulcers.

Syndrome management of 
women with symptomatic vaginal
discharge using metronidazole.
Microscopy where feasible.

Regular laboratory testing to
detect asymptomatic infections.
Improved management 
of symptomatics.

Condom with female controlled
backup method (female
condom/diaphragm?).

High initial and recurrent.

High when averted secondary
infections considered.

Gonorrhea culture + chlamydia
ELISA (monthly*). Syndrome
management with presumptive
treatment of cervical infections 
in women with symptoms of 
vaginal discharge.

Syndrome management 
of genital ulcers. 
Speculum exam to detect 
unapparent ulcers. 
Quantitative syphilis screening
(RPR) q 3-6 months*.

Syndrome management 
of genital ulcers.
Speculum exam to detect 
unapparent ulcers.

Syndrome management of 
women with symptomatic vaginal
discharge using metronidazole.
Microscopy q one month*.

Periodic presumptive treatment
of common curable STDs.
Supplemental treatment where
indicated for symptomatic patients.

Condom with female controlled
backup method (female
condom/diaphragm?).

Moderate to high recurrent.

High when averted secondary
infections considered.

Presumptive treatment with
azithromycin or alternative
combination therapy (monthly*).

Supplemental treatment (benza-
thine penicillin) for symptomatic
genital ulcers (azithromycin may
effectively treat incubating syphilis).
Quantitative syphilis screening
(RPR) q 3-6 months*.

(Covered by presumptive
treatment).

Supplemental treatment of 
women with symptomatic vaginal
discharge using metronidazole.
Microscopy or presumptive
treatment with metronidazole
q one month*.

*Illustrative intervals - should be adapted based on local incidence and prevalence rates.



C A S E  S T U D I E S

PE R I O D I C SC R E E N I N G A N D
TR E AT M E N T O F SE X WO R K E R S
I N BO L I V I A 13

Several studies have documented that screening
programs for sex workers alone have little if any
impact on STD transmission, especially when services
are coercive, inadequately designed and poorly sup-
ported.14 This was the situation in La Paz, Bolivia, in
the early 1990s. There, sex workers were required to
attend weekly “check-ups”—usually limited to a brief
history and external examination—and quarterly
syphilis screening. Despite regulations, clinic atten-
dance was poor and STD rates remained high.

This program was strengthened beginning in 1992
with quarterly “comprehensive” examinations that
included a more thorough sexual and medical history,
gynecologic examination with speculum, cervical gram
stain, vaginal wet mount and syphilis serology.
Gonorrhea culture and chlamydia test results were
available at follow-up visits a week later. Perhaps most
importantly, behavior change interventions were
launched in the brothels to increase condom use and
encourage use of the new services. As a result, sex
worker participation in the program increased and 
significant benefits were documented. Between 1992
and 1995, reported condom use increased from 36
percent to 73 percent, while prevalence of gonorrhea
declined from 25.8 percent to 9.9 percent, syphilis
from 14.9 percent to 8.7 percent and genital ulcers
from 5.7 percent to 1.3 percent.

The STD screening protocols used in this project
included both clinical and laboratory criteria to 
identify STDs. Women with ulcers were treated for
both syphilis and chancroid. Cervical infection was
diagnosed on site if there were either clinical signs
(mucopurulent discharge) or gram stain evidence of
inflammation, and co-treatment was given to cover
gonorrhea and chlamydia. Syphilis testing rapid
plasma reagin (RPR) was performed on site.

Project staff attribute the observed decline in STD
prevalence to the combination of increased condom
use and improved STD detection and treatment, and
hypothesize that the provision of curative services

contributed to the success of the condom promotion
efforts. Other sites have also reported this synergy
between preventive and curative components of sex
worker programs.

Other projects that have reported positive out-
comes for sex workers participating in periodic STD
screening and treatment include DR Congo, Côte
d’Ivoire, Senegal, Peru, Indonesia and the Philippines.
Algorithms that combine one-time presumptive treat-
ment with periodic screening are increasingly being
employed.

PE R I O D I C PR E S U M P T I V E
TR E AT M E N T O F WO M E N AT HI G H
RI S K I N SO U T H AF R I C A 11

The women of Virginia, a mining community in
South Africa’s Free State, call the project Lesedi, or
“We have seen the light.” Once suspicious of the free
diagnosis and treatment of STDs it offered—and of its
connection with HIV prevention—they now embrace
the project as their own. The project brings preventive
and curative services to women at high risk in a South
African mining community.

The project owes much of its popularity to a com-
mitted team of peer educators who were recruited
from among early clinic attendees. Because sex work is
covert and core groups are not easily identified in 
the mining communities, referrals to the clinic are
generally by word of mouth. Besides promoting clinic 
attendance, peer educators advocate for consistent
condom use and keep an eye out for newcomers to the
community who may need referrals.

Once at the clinic, women receive additional 
prevention counseling as well as treatment for sympto-
matic STDs. The approach used to identify and treat

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  F I F T E E N 377



STDs at Lesedi is periodic presumptive treatment.
A form of epidemiologic treatment similar to partner
treatment, PPT is recommended based on the
women’s high likelihood of infection—half the women
had one or more STDs at first visit. Women attending
the Lesedi clinic initially receive one gram of
azithromycin each month as presumptive treatment
for gonorrhea, chlamydia, chancroid and incubating
syphilis.

In evaluating this first phase of the intervention,
STD rates were measured both for the women 
attending the clinic and miners living in the area.
Among women using the services, STD prevalence
was reduced by as much as 85 percent. Local miners
screened nine months after the project began were
found to have 43 percent fewer gonorrhea/chlamydia
infections than before the intervention and 78 percent
fewer genital ulcers. STD consultation rates at mine
health services were also monitored.  Miners living in
hostels near the intervention had significantly lower
rates of symptomatic STDs than those living farther
away. In addition, self-reported condom use in com-
mercial sex rose from negligible levels to as many as 
30 percent of encounters after one year and up to 60
percent after three years. As STD prevalence decreased
and condom use increased, the interval of PPT was
increased. After three visits, women continue to attend
monthly for counseling but the frequency of PPT is
decreased to once every three months.

How important was presumptive treatment to this
decline of STD prevalence?  Data on STD rates dur-
ing the first nine months were examined to determine
the proportion of women who would have received
treatment by the more conventional means of syn-
drome management. While two-thirds of women with
STD at their first visit had symptoms that would have
warranted syndromic treatment, only 15 percent were
symptomatic at follow-up visits. 

Other sex worker interventions using presumptive
treatment are being evaluated in Cambodia, Côte
d’Ivoire and the Philippines. Some are using one-time
presumptive treatment at first visit—where STD
prevalence is highest—to rapidly lower the prevalence
followed by other interventions to maintain the
reduced rates.

BR I D G E GRO U P S:  STD 
SC R E E N I N G F O R HI G H-RI S K
ME N I N KE N YA 15

Male bridge groups who work away from home
facilitate the spread of HIV and other STDs from
high- to low-prevalence areas. Truck drivers have been
identified as an important male occupational group
that, due to frequent and prolonged travel, are at high
risk of acquiring STDs and transmitting them to 
regular and casual sex partners.

In Mombassa, an important Indian Ocean port
and transport hub for eastern and central Africa, an
intervention was implemented at the depots of six
large trucking companies. Employees were offered
risk-reduction counseling and STD screening at onsite
clinics once every three months. At each visit the men
received risk-reduction messages, reinforced condom
promotion and a physical exam. Laboratory screening
included syphilis and HIV serology, gram stain and
culture for gonorrhea and antigen detection for
chlamydia. They received their results at a follow-up
visit a week later.

As a result of the combined behavioral/clinical
intervention, the program documented a decrease in
reported sex worker contact from 12 percent to 6 
percent and a reduction of STD incidence from 34 to
10 per 100 person-years. There were substantial meas-
urable decreases in genital ulcer disease, gonorrhea and
non-gonococcal urethritis.

Less invasive and less expensive—but also less 
accurate—screening methods have been used to screen
high-risk men in other places. Among South African
miners, adding leukocyte esterase dipstick (LED)
increased the sensitivity from 13 percent to 46 percent
over an algorithm based on signs and symptoms
alone.16 Other studies have shown that LED can help
detect some asymptomatic infections, though at the
cost of significant overtreatment. The more accurate
DNA amplification tests that are increasingly used for
screening adolescents in developed countries are cur-
rently unaffordable for most countries.
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I N T R O D U C T I O N

Despite the availability of curative treatment for bacterial, protozoal and
fungal sexually transmitted infections (STIs), sexually transmitted diseases
(STDs) caused by these infections remain a public health problem in both
industrialized and resource-constrained countries. Many of the latter, in
particular, still appear to have high endemic rates of infection.

This chapter addresses the need for a national program for the care and
prevention of STD. It also emphasizes supervision and evaluation of such
a program.

T H E  N A T I O N A L  S T D  P R O G R A M

In resource-constrained settings, an effective national STD program
management structure can help establish and maintain prevention activi-
ties and ensure access to effective and acceptable services. This section
describes the key elements in a national STD program that determines
national policy and overall strategy, prepares an operational plan and
implements or oversees support components with decentralized service
delivery:

Program structure

Technical support

Selection of program priorities

Prioritization of support components

Operational planning

Resource mobilization
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P E R I P H E R A L  S T D  M A N A G E M E N T  

Peripheral STD managers—who may be at the regional, provincial or
even district level—implement the services and interventions. The roles
of the central and peripheral STD programs must be carefully defined to
avoid confusion of areas of responsibility and duplication of activities;
their roles must be essentially complementary, not competitive. This
section looks at issues related to local planning and implementation.

S U P E R V I S I O N ,  M O N I T O R I N G  A N D  E V A L U A T I O N

This section highlights areas of difference between various AIDS programs
and indicates where coordination of activities is beneficial. Program
managers – whether national or local – are responsible for supervision,
monitoring and evaluation. If AIDS and STD programs are integrated or
closely coordinated, joint planning of monitoring and evaluation is logi-
cal, as many of the activities are closely linked. Supervision has a more
immediate relationship with implementation, as it is a routine, continuing
activity that measures the immediate process and provides support and
problem-solving.

S U M M A R Y  A N D  R E C O M M E N D A T I O N S

Although many countries have formal national STD programs, lack of
guidance on what constitutes the basis for an effective STD program has
often hampered their success, especially in resource-constrained settings.
This section summarizes a suitable package of activities for an STD care
and prevention program and offers recommendations for developing such
a program.
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I
t is paradoxical that, in spite of  available curative treatment for

bacterial, protozoal and fungal sexually transmitted infections

(STIs), the sexually transmitted diseases (STDs*) caused by

these infections remain a public health problem in both industrial-

ized and resource-constrained countries. In most industrialized coun-

tries, however, the rate of infection is low and often decreasing. In

contrast, many resource-con-

strained countries still appear

to have high endemic rates of infection.

Unlike the bacterial, protozoal and fungal STIs, transmission of

viral STDs—including HIV—may be controllable only through

behavior change: by reducing high-risk sexual activities, especially

among those who are particularly vulnerable and at heightened risk

due to frequent partner change.

Identifiable reasons for past failure to control curable STD and

limit the spread of viral infections include the following:

Policy makers and planners have given low priority to allocating

resources for STD control, often because STD is perceived to be

associated with discreditable behavior, failure to appreciate the 

magnitude of the disease’s complications and sequelae or failure to

recognize the magnitude of the problem.

� Control efforts have concentrated on symptomatic patients 

(usually men), and  failed to identify asymptomatic individuals

(commonly women) until complications have manifested.

� Services have often been delivered through specialized treatment

facilities, which provide inadequate coverage and are stigmatiz-

ing, particularly for women.
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� Interventions have not been directed at those populations whose

high-risk sexual behavior most influences continuing high rates of

infection.

� Treatment strategies have focused on unrealistic requirements 

for definitive diagnosis rather than on practical decision making.

� Ineffective low-cost antibiotics have continued to be used for 

reasons of economy.

� There has been little emphasis on educational and other efforts to

prevent infection.

� Academic interest in teaching and researching STDs is limited,

and low professional status accorded health-care workers engaged

in STD care and prevention activities.

� There has been an absence of authoritative guidance on a rational,

practical and well-defined package of activities as a basis for 

prevention and control programs.

This chapter addresses the need for an organizational basis for a

package of activities under the heading of a national program for the

care and prevention of STD. Such a program must be closely linked

to a national AIDS program, ideally with decentralization of many

activities, including service delivery. Supervision and evaluation of

an STD program are also emphasized.
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* The term sexually transmitted disease (STD) is used throughout this chapter to describe sexually transmitted
infections and the diseases, complications and sequelae that result. For example, a sexually transmitted infection,
gonorrhea, results in a disease, cervicitis, which may lead to a complication, salpingitis. Permanently impaired
fertility would be a sequelae.



T H E  N AT I O N A L  S T D
P R O G R A M

A national STD program that sets a national policy
and overall strategy, prepares an operational plan and
implements or oversees support components with
decentralized service delivery can best address the
problems listed in the introduction.

Most countries have some centrally managed STD
activities; many have formalized these into a national
program. A few countries, such as the United
Kingdom, have no central program. In the UK, each
geographic management unit is required to provide
access to STD services; how this is to be done is not
defined. This approach is probably only suitable for
countries with well-developed and well-resourced
health systems, as access to quality primary health-care
services is particularly important.

In resource-constrained settings, an effective
national STD program management structure can
help set up and maintain prevention activities and
ensure access to effective and acceptable STD services.

Program management is the organization
and control of available human, material and
financial resources to ensure their use in an effec-
tive and appropriate manner to achieve the pro-
gram’s objectives. In the case of STD, “political
advocacy to ensure that resources are adequate”
should be added.

NAT I O N A L STD
PRO G R A M ST RU C T U R E

The structure of a national STD program will
depend on a country’s general health care system, par-
ticularly its degree of decentralization. Experience has
shown that decentralization of health programs is
valuable, since it confers ownership of health services
to the local authority and promotes efficient use of
resources. If STD budgets are fully decentralized,
however, there is a danger that resource allocation may
be politicized. It is often difficult to justify allocation
of limited funds to prevent and treat what are consid-
ered to be self-inflicted diseases associated with antiso-

cial and immoral behavior. This is particularly true
when trying to provide non-judgmental quality serv-
ices to such stigmatized groups as sex workers. (See
Chapter 15 for in-depth discussion of STD control for
special groups.)

Prevention activities for both conventionl STD and
HIV are similar and complementary; the audiences are
identical. The programs should therefore be integrated
or, if this is unacceptable, closely coordinated.1

Primary prevention through behavior change commu-
nication (BCC) activities should not be duplicated,
but should form a single component of the AIDS and
STD programs.

The STD program can be an independent unit
within the Ministry of Health, part of the National
AIDS Program or part of a larger division such as
communicable diseases. Probably the best situation
would decentralize services to municipalities and local
districts, with the STD and AIDS programs fully inte-
grated. The National STD Program would assume the
following responsibilities:

Plan and oversee implementation of support
components.

Coordinate nongovernmental interventions and
activities.

Monitor and supervise implementation of 
decentralized STD service delivery.

Coordinate with the AIDS program in the delivery
of behavior change communication (BCC).

Conduct evaluation of all STD activities.

Coordinate STD surveillance.

Effectively advocate for resources with planners 
and policy makers.

Whether integrated or not, the STD program
should be headed by a full-time program manager
with a public health background and appropriate tech-
nical support.
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The Relationship
between AIDS and STD

The prime mode of transmission of HIV
and other STD is sexual, although blood,
blood products, donated organs or tissue are
also transmission modes.  An infected
woman can also transmit infection to her
fetus or newborn child.

Many measures for preventing sexual trans-
mission of HIV and other STD are the
same, as are the target audiences for these
interventions.

STD clinical services are an important
access point for people at high risk of both
HIV and other STD, not only for diagnosis
and treatment but also for education.

There is a strong association between the
occurrence of HIV infection and the pres-
ence of other STD, making early diagnosis
and effective treatment of STD an impor-
tant strategy for the prevention of HIV
transmission.

Trends in STD incidence and prevalence
can be useful early indicators of changes in
sexual behavior, and are easier to monitor
than trends in HIV seroprevalence.

TE C H N I C A L SU P P O RT TO T H E
NAT I O N A L STD PRO G R A M

The STD program manager should have access to
expertise in technical/scientific and policy-making
issues related to STD control. Ideally, this will be pro-
vided by an STD technical advisory group, which will
have, or may access, expertise in:

Clinical care of STD

Public health

Women’s issues

Legal and human rights

Laboratory medicine

Epidemiology

HIV/AIDS

Behavioral sciences

Health services planning and management at 
primary and secondary health care levels

Training

BCC

Evaluation

The inclusion of academic and professional organi-
zations, nongovernmental organizations (NGOs), and
community groups whose members are most likely to
access the services should be considered.

The technical advisory group should meet at regu-
lar intervals to review the components of the program,
make suggestions for development and implementa-
tion priorities and advise on gaps or deficiencies.

One of the most important functions of the STD
technical group is to establish a multidisciplinary
approach that will encourage ownership of program
components by the implementers. For example, the
World Health Organization (WHO) recommendation
that STD services should be integrated in first-level
health care services will require the cooperation of sev-
eral Ministry of Health programs, such as primary
health care, family planning (FP), and maternal and
child health care (MCH).

Situational assessment
Few countries have no STD program. One of the

tasks of a national STD program manager is to review
the existing program and develop or reorganize as nec-
essary, taking into consideration the present situation
and international “best practices.”

The program manager should have a clear under-
standing of the existing situation in order to prioritize
and design activities to remedy identified deficiencies.
Longstanding STD programs may already have infor-
mation on the availability of resources and program
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Making or Updating
a Situational Assessment
Objective

To understand the current STD status, and
what can be done to improve it, the following
must be assessed:

The STD situation in the country or a 
particular area:

Epidemiology and clinical syndromes–
STD pathogens and their antibiotic sensi-
tivities, character and size of populations at
greatest risk.

Existing services, public sector and private
sector, including physicians, other health-
care workers providing STD services, phar-
macies and unqualified health care
providers.

STD health care-seeking behavior among
the general population and high-risk and
vulnerable groups.

The political, legal and social factors that may
influence the national (or local) program:

Positive or negative political commitment. 

Legal constraints:

Registration of sex workers and/or 
establishments

Availability of antibiotics without 
prescription
Reporting of STD patients by name

The available resources:

Allocation of funds from the Ministry of
Health (or local authority).

Available personnel.

Infrastructure, equipment, materials, 
consumables.

Availability of and funding for drugs.

Resources for study, operational research,
curriculum development (university clinic,
medical schools, social studies and educa-
tional institutions, etc.).

Actual/potential additional resources (such
as international agencies, donors, NGOs).

Availability and commitment of other
health care programs/services that can
deliver STD care (such as reproductive
health programs).

Means

Key informant interviews:

Ministry, district and local officials.

Health care providers.

NGO staff.

General and target populations.

Documents:

Reports, laws and regulations.

HIV/AIDS plans.

Health facility and laboratory records.

Publications and internal reports from local
and national government offices, NGOs,
donors and neighboring countries (areas).

Visits and observation.

Output
An up-to-date situational assessment is the

basis for logical planning of STD care and preven-
tion. It should look particularly at individuals,
institutions and agencies focused on STDs and
allied social problems that may provide commit-
ment and leadership in developing services or the
program in general. 



activities, epidemiological data from case reporting,
surveys and other operational research. Information on
nongovernmental services and activities may also be
available.

Situational data, however, must be reviewed at reg-
ular intervals to identify changing patterns and direct
planning. The status quo cannot be accepted without
periodic review. No matter how well-implemented
existing activities may be, their relevance and adequacy
must be assessed on a regular basis.

The central STD program is responsible for 
ensuring that the general situation is being assessed
continuously, but peripheral authorities must also be
encouraged to review their local situations and ensure
that services are and remain appropriate.

Coordination of activities
The STD program must have a clear overview of

the activities and interventions being undertaken. In
resource-constrained settings it is very common for
external agencies, donors, NGOs, etc. to help support
the STD program. Their activities must be coordi-
nated with each other and with the program require-
ments. Their support must be directed toward priority
situations and avoid duplication.

Training in case management, advice on treatment
and means of  service delivery must be consistent with
program policies. To achieve this, the program must
ensure that there is a consensus on national STD case
management guidelines and training curricula for staff
at different levels of the health service.

Coordination of Activities
Republic of the Philippines
Situational Assessment

Several NGOs with different sources of
funding provided training to first-level health-
care workers in STD case management using a
syndromic approach:

Flow charts used for training varied.
Several training curricula were used.
Treatments varied.
Key informants reported having had several
training courses with no consistent messages.

Solution
First

The National AIDS and STD Prevention
and Control Program (NASPCP) contracted
with an NGO to:

Develop National STD Case Management
Guidelines (NSCMG) based on available
data, with assistance from the National STD
Technical Group.
Prepare a training curriculum based on the
NSCMG.

The NCMG and training curriculum were
presented at a consensus workshop, discussed
and agreed upon by all agencies providing STD
services and training.
Second

The NASPCP field-tested the guidelines and
curriculum for feasibility.

Third
The same NGO conducted a validation of
the flow charts for vaginal discharge, and
developed (and is currently validating) a
variation to the flow chart.

Expected Outcomes
Training is consistent between different
agencies.
Consistent service provided by first-level
health-care workers (in primary health care,
maternal and child health care and family
planning) is consistent.
A revised and validated flowchart for women
will be available.
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STD policy
A national STD policy should be developed, based

on a situational assessment. This policy should outline
principles that guide the strategy and approach of the
local or national program. At a minimum it should
indicate:

Government commitment to addressing control of
STDs

Principles for the control strategy (for example,
confidential, non-judgmental and non-stigmatizing
service provision)

Guidelines for service delivery (integration of STD
services into the general health care system, promo-
tion of services for women and for high-risk and
vulnerable groups, etc.)

Principles upon which training curricula will be
based

Logical and realistic goals for the national program

It is also useful to develop local (regional or
provincial) STD policies that emphasize commitment
to the general principles of the national policy and
provide greater detail on local implementation. Such
local policies create a greater sense of ownership and
commitment.

Vertical versus horizontal systems
The National STD Program will decide which sys-

tem of STD services will be promoted. Options
include vertical programs and horizontal programs, or
a combination of the two.

Vertical STD programs provide services through
categorical STD clinics. Although these clinics can
deliver quality STD care, access is often limited to the
immediate geographic area and attending such clinics
may be stigmatizing. In horizontal programs, STD
services are delivered through the general health care
system at the point where the individual first attends.
Access is easy and services acceptable to the individual.
Expertise is limited, however, and a referral service is
necessary for those who fail to improve using the 
syndromic case management now widely promoted at
first-level health care. (For in-depth discussion of the
syndromic approach to STD care, see Chapter 14.)

A reasonable compromise is the provision of rou-
tine STD case management through first-level health
care, with referral services at categorical STD clinics or
hospital outpatient departments (OPD), such as gyne-
cology or dermatology, where expertise and laboratory
support are available or can be made available.

Since most countries will have some categorical
STD clinics, integrating STD services into the general
health system may be opposed by influential venereol-
ogists who fear the reduction in their roles. The STD
program should reassure them that their importance
will actually increase with the development of better
and more relevant referral services. It should be noted
that the categorical clinic may be more acceptable to
some marginalized groups—such as sex workers, who
are unwilling to admit to their occupation in an inte-
grated clinic, and migrant workers, who may have lim-
ited access to integrated services.

The Role of Categorical or
Specialized STD Clinics

Provision of STD care in urban settings for
high-risk and vulnerable groups such as sex
workers and their clients, migrants, trans-
port workers and any other group with poor
access to health care. (Note: sex workers and
their clients, potential or actual, may not be
willing to attend together. It may, therefore,
be necessary to provide separate facilities or
at least separate sessions.)

Referral services from primary health care,
hospital outpatients and private practice.

Training of health care staff in appropriate
STD case management (such as etiologically
based STD services for gynecologists, 
syndrome-based services for primary health
care).

Performance of special studies necessary for
the STD control program, such as antimi-
crobial susceptibility testing, prevalence of
etiological agents within recognized syn-
dromes and feasibility and validity of flow
chart approaches.
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Having determined—with the assistance of the
national technical group—the type of system best
suited to the situation, the program manager must
identify steps to be taken for its implementation.
These are outlined in Figure 1.

SE L E C T I O N O F PRO G R A M PR I O R I T I E S

Identification of priorities is an essential step in
developing an operational plan for the implementation
of the STD program. Available resources seldom, if ever,
match optimal requirements. Decisions must be made
on the work program—consistent with the accepted
overall strategic plan—that can feasibly be undertaken
with available human and financial resources, within
the timeframe of the operational plan. 

Priorities may include:

Support activities (operational research, special stud-
ies, surveillance, development of guidelines, etc.)

Routine STD services (STD case management
integrated into the general health-care system
including primary health care, MCH and FP)

Specific service-delivery interventions based on 
the situational assessment data (clinics directed at
particular target groups such as truckers along a
highway, sex workers at truck stops, military and
police camps and barracks, prisons, etc.)

Specific BCC interventions, (such as promoting
STD health care-seeking behavior)

Services specifically directed at women (strength-
ened gynecology outpatient departments, etc.)

If the health system is fully decentralized, service
delivery will be managed at the lowest level reached by
decentralization. The national program then must 
provide guidance—not only for routine service delivery
through the general health services, but also for 
specialized STD services such as those provided in 
categorical STD clinics or in gynecology or dermatol-
ogy departments. The program will advocate  provision
of services, provide guidance on service delivery and
clinical case management and training, and may
arrange for STD-specific funds in the allocation of
monies from  the central government.

Although specific service interventions, such as for
high-risk and vulnerable groups, may be initiated by
the national program, these interventions will still
require coordination with the local STD programs and
activities.

BCC should be a joint function of the STD and
AIDS programs. If they are integrated,
STD/HIV/AIDS BCC will be implemented by an
IEC unit. The STD program’s role will be advisory.

PR I O R I T I Z AT I O N
O F SU P P O RT CO M P O N E N TS

All of the following support components are essen-
tial to development and management of an STD 
program. An existing program will most likely already
contain these elements, but they must be reviewed
and updated from time to time. It is not possible to
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implement them all at once; forward planning over
two to five years is appropriate. Priority should be
given to existing support functions that are least satis-
factory or most needed for overall program strategy.

The support components are interrelated. For
example, STD case-management guidance needs input
from special studies/operational research/surveillance;
training requires case management guidance. 

Guidelines on STD case management
Clear guidance on STD case management within

the capabilities of the non-specialist health care worker
must be part of STD services in the general health 
system. National STD case management (NSCM)
guidelines must be developed and agreed upon so that
consistent quality care can be provided.

Training
Once NSCM guidelines are agreed upon, a train-

ing curriculum can be prepared and a training plan
developed. The central program will develop and 
periodically review the curriculum; it will also support
peripheral management in its implementation. In
addition to clinical training, such curricula should
emphasize communication skills, tolerant and non-
judgmental attitudes, client confidentiality and gender
sensitivity. STD specialists and other staff providing
referral services must also be encouraged and enabled
to remain up-to-date.

Operational research and surveillance
It is difficult to completely separate surveillance

from special studies/operational research. Figure 2
indicates elements of both.

Other operational research may be identified that
is unrelated to surveillance, but helpful to directing
the program—such as a study of STD health care-
seeking behavior in high-risk and vulnerable groups
and determinants of such behavior.  Some surveillance
may link well with HIV surveillance activities, such as
prevalence of serological markers for syphilis routinely
obtained from specimens collected for HIV serosur-
veillance, and STD prevalence surveys periodically
performed with HIV sentinel surveillance.

Laboratory services
Laboratory support is rarely available—other than

at tertiary or referral hospitals—in resource-con-
strained settings. Syndromic case management 
eliminates the need for laboratory investigations in
STD diagnosis in all except the syndrome of vaginal
discharge and, to a lesser extent, lower abdominal pain
in women. Unfortunately, the syndromic approach to
vaginal discharge cannot distinguish the difference
between vaginitis and cervicitis, particularly in a low-
prevalence situation. The need for laboratory support
remains and must be addressed.

Identification and treatment of sex workers with
gonococcal or chlamydial cervicitis is an essential part
of STD control: Their vulnerability to infection, by
reason of their multiple partners, results in further
transmission to clients and thence to the general pop-
ulation. The probable higher prevalence of sexually
acquired cervicitis in sex workers justifies a syndromic
approach with treatment for vaginitis and cervicitis in
symptomatic sex workers complaining of, or found to
have, vaginal discharge. It cannot, however, even with
the incorporation of clinical findings, reliably identify
asymptomatic sex workers with gonococcal or chlamy-
dial cervicitis; laboratory support is necessary.

The national program can help provide essential
laboratory support by:

Identifying sites where  support is required and
advocating its provision.

Ensuring  availability of necessary equipment in
peripheral laboratories, categorical STD clinics,
hospital laboratories serving OB/GYN depart-
ments, etc.

Providing logistical management of reagents and
consumables—the availability of these products is a
major constraint to laboratory support.

Providing seed funding or supplies to promote and
enable development of laboratory cost recovery
schemes.

Providing curricula and training.
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F i g u r e  2
Generic System of Surveillance

Ministry of Health

National STD
Technical

Committee

National STD Program
(NSTDP) Manager

STD surveillance 
focal point

Universal
reporting by 
STD clinics

Regional Medical Office

The purpose of the surveillance system is the delivery of 
information & advice to the Minister of Health in order 

to make & justify decisions on resource allocations 
& to assist in developing guidance to clinicians.

NSTC provides advice on the
interpretation & implications of

surveillance data.

STD surveillance focal point 
coordinates all surveillance 

activities, actively ensures timely
reporting of data, prepares 

quarterly reports for STD 
manager & assists STD manager

prepare an annual report.
Ensures feedback & distribution 

of reports to reporters.

Screening (eg antenatal) &
reports of notifiable disease from

various sources, eg ophthalmia
neonatorum, congenital syphilis.

Regular prevalence studies in 
risk (vulnerable) populations,

including SW & MSM, by 
ref lab &/or NGO.

Regular (annual?) antimicrobial
studies performed by reference

lab &/or NGO & reported 
to NSTDP.

Regional staff actively ensure
quarterly reporting from sentinel

sites, prepare & transmit via
RMO monthly figures to NSTDP.

Periodic surveys will look 
at prevalence of selected 

STD in representative 
urban communities.

Periodic surveys will determine
the aetiology of syndromes 

used in syndromic case 
management based reports.

Facilities from representative sites
will send quarterly syndrome
based reports of cases seen.
Facilities may include health 

centers providing primary 
health care, MCH, FP, gynae, 

private source.

Case reporting from
screening or disease 

notification

Periodic aetiological
prevalence studies in 

vulnerable groups

Periodic antimicrobial 
susceptibility studies 

at representative 
urban sites

Periodic aetiological 
community surveys at 
representative sites

Periodic surveys at 
sentinel sites reviewing

aetiologies of syndromes
Selected representative 
sentinel sites reporting 
on a syndromic basis

reports feed
back

reports feed
back

reports

feed
back



Logistics
The program must ensure that effective STD

drugs—recommended in the NSCMG—are included
in the Essential Drugs List and available locally. Drug
cost is a major constraint for many STD programs.
The national program may help by bulk purchase,
subsidies and promotion of cost recovery through
drug revolving funds. It can support the availability of
condoms in similar ways.

Maintenance and replacement of laboratory equip-
ment, reagents, materials, consumables and other sup-
plies are essential to the full delivery of STD services.
These logistics must be addressed by both central and
local management.

OPE R AT I O N A L PL A N N I N G

It is valuable to prepare a medium-term plan that
outlines the expected strategy development over an
extended period, usually five years. A more detailed
plan is prepared for a two-year period, the first year
fully developed with all activities for implementation
defined (including time scale, responsibilities, imple-
menting agency, cost and source of funding). The sec-
ond year is less detailed, and can be revised if necessary.

The detailed operational plan cannot be finalized
until the STD program policy is agreed upon, a clear
understanding of the existing situation reached and
activity priorities determined.

RE S O U RC E MO B I L I Z AT I O N

The operational plan will have been developed
with a realistic idea of resources available from the
Ministry of Health and other sources, according to the
situational assessment. Additional resource mobiliza-
tion from national government, private sector and
international partners is valuable for activities that
need not be immediately sustainable, such as opera-
tional research and periodic surveillance surveys.
Funds provided for service activities and ongoing
interventions are usually time-limited and inherently
difficult to sustain.

P E R I P H E R A L
S T D  M A N A G E M E N T  

The National STD Program is heavily involved in
broad issues of overall planning, policy making,
resource mobilization, coordination, etc., and much
less with service and intervention implementation.
This is the role of the peripheral STD managers, who
may be at the regional, provincial or even district level.
But principles that apply to the national program also
apply to the local program, and local AIDS and STD
programs and activities should be coordinated. This is
best achieved by combining the roles of AIDS and
STD managers. For example, when the AIDS program
was integrated with the STD program in the
Philippines, the local STD coordinators became the
AIDS/STD coordinators.2 The reverse happened when
the STD program was developed in Lao People’s
Democratic Republic (PDR): each Provincial
Committee for the Control of AIDS (PCCA) took on
responsibility for local STD programs.3

The central and peripheral STD programs are
essentially complementary, not competitive. Their
roles should be carefully defined to avoid confusion in
areas of responsibility and duplication of activities. For
example, the peripheral program will be responsible
for collecting case reporting data from its area and 
forwarding it—perhaps after local analysis—to the
central program. There, the final data analysis will be
made and put into the context of reports from other
peripheral programs. The results—and any central
decisions that have been made based on them—will be
fed back to the peripheral programs, which will then
meet with reporting facilities to discuss the results and
plan necessary actions.
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LO C A L PL A N N I N G

Like the national program, the local program will
make best use of its budget and resources by forward
planning, using a work plan. The purpose of a work
plan includes:

Realistic planning of activities based on available
resources.

Coordinating STD, including HIV, activities with
other programs and agencies:

The AIDS program, particularly STD/HIV
IEC

The general health system within which STD
services are integrated

Local and international NGO with STD 
interventions

Measurement of achievements and identifying 
lessons learned.

Quantitative targets must be set to measure
achievements in the work plan, and means of verifica-
tion identified.

Preparing yearly work plans should be considered
an essential management procedure.  Successful and
logical implementation depends on it. It is not usually
possible to complete all the details required at the
beginning of the year, so the work plan should be 
considered a dynamic document.

It is worth remembering that, as in all programs,
time is a resource; its use must be properly planned.
Program managers often have little control over the
use of time by health-care providers, but should set an
example with their own staff. This is particularly
demonstrable in the organization of meetings, which
should be well planned, run to time, achieve clear
objectives and produce rapid feedback via written
minutes.

IM P L E M E N TAT I O N

Sound management is critical for the success of
public health activities, and is best undertaken by local
staff who understand the community. Interventions
directed at high-risk and vulnerable groups benefit
from staff who are close to and sympathetic to the tar-
get population.

Human resources
In the public sector, staff are often poorly paid;

their salaries may be insufficient to support a family.
As a result, motivation is low, moonlighting is com-
mon and private practice thrives. Although it is not
within the control of local management staff, the
implications of poor remuneration must be kept in
mind. Advocacy with the national program and
donors, nongovernmental agencies and organizations
may be helpful.

Higher salaries in nongovernmental projects and
interventions draw good workers away from the public
sector and make services even less sustainable. Linking
nongovernmental projects with STD program activi-
ties may provide incentives, both in terms of salaries
and working conditions.

Cambodian Health
Care Workers
Monthly salaries of health care workers: US$15

Cost of living for a family of four: not less
than US$200 per month

UNAIDS, Japanese International
Cooperation Agency and the European Union
(EU) have now or in the past supplemented
government health-care workers’ salaries as a
means of acknowledging their efforts and 
preventing defection of the best staff to non-
governmental employment.
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Roles and responsibilities of management and serv-
ice staff should be clearly defined  to avoid duplication
and resentment that can arise from misunderstandings.

Strengthening capability to perform work well and
raising the capacity to do so are very important areas
for program management. Training requirements
should be very carefully evaluated. Long didactic
workshops—beloved of donors because of their high
visibility and by participants because of the per diems,
break from routine and the recreational possibilities—
are not necessarily the best way to instil knowledge,
and are certainly not good at imparting practical 
skills. Short interactive workshops or onsite training/
mentoring with an opportunity to put the theory into
practice are better.

In-service training is valuable if the expertise is
available. This may take the form of:

Regular supervisors available to discuss 
problems, identify/correct misinterpretations

Short visits by skilled health-care staff or 
technicians to demonstrate correct methods

Exchanges between experienced and junior staff
from different clinics

International training and experience are useful for
motivational reasons and to introduce or enhance par-
ticular skills. Care must be taken, however, that inter-
national study is appropriate; for example, training in
an area within the same geographic region and similar
epidemiology may not have the same sophisticated
structure or facilities.

International Study
and Experience

Training - I
A project in support of STD services in

one state in Nigeria provided training for six
medical officers. These officers attended a
three-month course that led to a diploma in
venereology from the University of London.

Outcome - I
Two years later, only three officers

remained at their original posts. All had con-
sidered the course excellent, but found most
of what they had learned irrelevant to possible
STD practice in their situation.4

Training - II
The Ministry of Health/EU STD Project

in Lao PDR invited the director of the Thai
Ministry of Public Health Venereal Disease
(VD) Division to assess the training require-
ments for STD laboratory support. As a
result, the chief of the bacteriology reference
laboratory and laboratory staff in secondary
and tertiary hospitals in the project pilot area
worked in the laboratory of the Thai VD
Division for six weeks. Theoretical input was
also provided.

Outcome - II
Eighteen months later, etiological STD

service is provided in the gynecology OPD
and the Center for Dermatology and
Venereology, supported by their hospital labo-
ratory bacteriology reference center, provides
quality control, supervision, a reference serv-
ice, and in-service refresher training.5

Coordination of information
Regular, perhaps monthly, coordination meetings

for a program area provide an opportunity to exchange
information and experience, and lead to both problem
recognition and solving. They help develop team
spirit, commitment and loyalty.
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To best coordinate information, it is important to
include regular and timely feedback of the analysis
from data collected by facilities and organizations in
the program area. Workers lose interest in collecting
data if they are not told why it is necessary, what it
shows and what actions will follow. Some data—such
as antimicrobial susceptibility of organisms—are only
valuable if circulated quickly, before significant
changes occur.

100% Condom 
Pilot Project Cambodia

A key component of this pilot project has
been monthly coordination meetings between
partners with different agendas: the provincial
government, police, health care providers and
outreach workers to sex establishments and
their sex workers.

Outcome
A successfully implemented project with

strengthened STD services is being used by
sex workers.

Material resources and logistics
The peripheral STD program manager should

ensure that the equipment, materials, consumables,
reagents and medical drugs are available as and when
they are required. Logistical problems are common
constraints on STD service provision.

Requirements are minimal for routine STD serv-
ices integrated into first-level health care. Couches, a
means for privacy, specula and sponge holders, gloves
for vaginal examination, means of sterilization and
sterile syringes and needles are all that is likely to be
required—but the absence of any of these may be
excuse enough for abandoning the services.

At referral clinics (such as categorical STD clinics,
gynecology departments and dermatology OPD),
requirements are slightly different but even more
important: Laboratory support requires functioning
apparatus (at least microscopes, candle jars, incubators,
refrigerators, sterilizing equipment and voltage stabiliz-
ers), and enough glassware, consumables and reagents.
The number of referral facilities is less important than
the capability to provide consistent service.

Availability of appropriate drugs is a major problem
in resource-constrained settings. Throughout the
health system, drugs recommended for STDs should
be those listed in the national STD case-management
guidelines. But few health systems anywhere in the
world can afford to provide free drugs for all.
Peripheral program managers must seek ways to subsi-
dize the more expensive drugs. Bulk buying for drug
revolving funds can help, but will still leave many
STD-infected individuals unable to afford the medi-
cines. This is an area where help can usefully be sought
from donors and international agencies, NGOs, etc.
This may well be one-time funding, and not a continu-
ing process, but it may be the only alternative.

Medical information system
A functioning and appropriate medical information

system is necessary to implement the STD program;
such a system is also necessary for monitoring and
evaluation. Record keeping and reporting are vital
functions for STD service provision and program
management.

A dedicated computer and printer and access to
telephone, facsimile and photocopying are no longer
luxuries, but essential to proper program management.
This should be factored into the work-plan budget.
Again, this is an area where external funding can be
sought without risk to sustainability—as long as funds
are included for maintenance.

Transport
Without access to vehicles, monitoring and super-

vision will be poorly implemented. This is also an
area where external support can be sought if transport
facilities from the regional, provincial or district health
offices are not available.

398 C H A P T E R  S I X T E E N — S T D  Pr o g ra m  M a n a g e m e n t  a n d  Ev a l u a t i o n



A National
STD Program Lao PDR

Problem
In a 1995 survey of countries and areas of the

Western Pacific Regional Office of WHO, only
Lao PDR was identified as being without some
form of a national STD program.6 The National
Committee for the Control of AIDS (NCCA) of
the Ministry of Health recognized this as a major
deficiency.

Solution
An international donor undertook a situational

assessment and, based on its findings, contracted
with the Ministry of Health to develop a national
program.7

The project objectives were to:

Strengthen the Ministry of Health’s capacity
and capability to manage a national STD 
program.

Strengthen the public health care system to 
provide access to consistently acceptable, 
effective and affordable STD services.

Establish support mechanisms for planning,
monitoring and supervising a national STD
care and prevention program.

Means
Implementation activities have included:

Setting up a central STD management unit
within the NCCA bureau, reporting to the
NCCA manager.

Convening a national STD technical advisory
group (STAG).

Developing a system for preparing annual 
operational plans.

Developing a National STD Policy and Strategy
at a multisectoral workshop and consensus
meeting.8

Developing a peripheral program management
structure involving provincial committees for
AIDS control.

Developing national case management guide-
lines and a training curriculum for syndromic
approach at a consensus workshop.

Piloting routine STD service delivery in the
general health-care system in two geographic
areas (Vientiane and Savannakhet).

Piloting referral services for women in the
OB/GYN OPD in secondary and tertiary
hospitals, and for men in a pre-existing but
strengthened Center for Dermatology and
Venereology, with support for an etiological
approach.

Strengthening a Center for Laboratory and
Epidemiology to provide training/
support/quality control to the referral hospital
laboratories.

Developing a National Policy and Strategy for
STD Surveillance9:

i) Implementing regular reporting from
sentinel sites and

ii) Conducting periodic surveys among:

High-risk and vulnerable groups in
coordination with behavioral and HIV
sentinel surveillance managed by WHO
and other donors;

Antenatal clinic attendees by
coordinating with the Maternal and
Child Health Center and the
Reproductive Health Research Unit of
WHO in STD prevalence studies.

Coordinating with CARE International, Lao
PDR, in providing prevention activities for
high-risk and vulnerable groups in the pilot
areas.

Formalizing a program of special studies and
operational research including antimicrobial
susceptibility.

Instituting a system of routine supervision and
monitoring of peripheral and referral STD
services with plans for evaluation at regular
intervals.
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Constraints

Support to the project is time-limited.

Although sustainability has been built into
all activities, it is still not certain that the
Ministry of Health will be financially able
to provide consumables, materials and
reagents, or service and replace equipment
as necessary.

There is a lack of funding for extension of
the referral services to a wider area.

Results

A national central and peripheral STD pro-
gram structure is in place with appropriate
support activities.

Access to STD care, using the syndromic
approach, is available at all levels of the
health system in the pilot areas, and is
gradually being extended nationally
through training.

Access to acceptable STD referral services
with etiological case management is avail-
able in the pilot areas.

Expected Outcomes

Lower STD rates with improvement in the
health of the community, particularly
women and children; and

Reduced risk of HIV transmission.

S U P E R V I S I O N ,
M O N I T O R I N G  A N D
E VA L U AT I O N

This section highlights the areas of difference
between HIV/AIDS programs, and indicates
where coordination of activities is beneficial. (The
principles of monitoring and evaluation have been
addressed in Chapter 5.)

Supervision, monitoring and evaluation are
duties of program managers, whether national or
local. If AIDS and STD programs are integrated
or closely coordinated, joint planning of monitor-
ing and evaluation is logical, because many of the
activities are closely linked. Behavioral surveillance
surveys (BSS), for instance, measure risk behaviors
common to both. Serosurveillance of syphilis can
be performed on the same specimen used for HIV
sentinel surveillance and vice versa. STD periodic
prevalence surveys (SPPS) can be undertaken at
the same time as HIV surveillance surveys (HSS).

Supervision has a more immediate relationship
with implementation: It is a routine activity that
measures the immediate process and provides sup-
port and problem-solving. The national manager
supervises broad aspects of the total STD pro-
gram, including the local manager’s performance,
while the local manager supervises—through his
staff—activities of service provision, etc. 
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Supervision of STD Services
Supervision is particularly important in

STD service delivery:

Providers in health care centers may 
actually see few cases of STD; supervision
supports them in recognizing and correctly
managing cases.

Categorical STD clinics benefit by supervi-
sion of approaches to high-risk and 
vulnerable groups and acceptability of 
service provision.

Specialist services such as gynecology and
dermatology providing STD referral serv-
ices benefit from reminders of their capabil-
ity and roles.

STD drug revolving funds need careful
supervision to prevent diversion of potent
and expensive drugs into general use.

Laboratories providing STD support bene-
fit from supervision of logistics, services and
laboratory investigation revolving funds.

It is both practical and convenient to develop
checklists at each level of supervision.  Monitoring
and evaluating the extent to which STD control is
being achieved provide essential information for 
further improvement of programs.

Indicators for STD prevention activities follow
exactly those for the AIDS program. But indicators
that verify the level of achievement of other STD 
operational objectives differ somewhat from those of
the AIDS program. Selecting indicators and setting
goals for the national and peripheral programs will be
undertaken during program planning and re-planning,
and should be consistent in central and local planning.

Indicators and goals for service components in
individual projects will be determined at the planning
stage. Both implementing agencies and stakeholders
should be involved in this development process. It is
particularly important that indicators and goals devel-
oped are consistent and complementary to national

goals and indicators, and those of the particular local
program within which the project is to take place.

Individual projects should have a built-in frame-
work for evaluation:

Formative evaluation should be provided by the 
situational assessment already described, which
determines the needs and resources available and
priority of the intervention, and enables the appro-
priate goals and indicators to be determined.

Continuous process evaluation can be a useful part
of the supervision and monitoring activities, as well
as of the traditional mid-term and final evaluation
activities. Such evaluation allows fine-tuning and
more serious re-planning as the project proceeds, if
necessary.

Effectiveness is most likely to be explored at a final
evaluation and—if the project is reasonably long
term—at mid-term evaluations. The most valuable
method will be the estimation of change of preva-
lence and incidence of STD over the project life,
which can be assumed to result from the project
activities. This type of evaluation is only possible if
there are baseline data.

EVA LUAT I O N RE L AT E D TO STD
AC T I V I T I E S

Whether in programs or projects, many factors
must be considered in evaluating STD activities. These
include quality of STD services provided, coverage,
effectiveness evaluation and laboratory services.

Quality of STD services
Indicators for evaluating the quality of STD 

services are included as the first and second STD 
service indicators in the WHO/Joint United Nations
Programme on HIV/AIDS (UNAIDS) evaluation
criteria for HIV programs.10,11 Key questions to be
addressed in monitoring service quality include:

Are services providing quality care for men and
women presenting with symptoms, signs or worries
about STD?
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Are necessary drugs, diagnostics
and other commodities 
available?

Are services used effectively as
an entry point for HIV and
STD prevention?

The choice of methods
described above depends on the
local circumstances, available
resources and acceptability to local
health care providers. The follow-
ing should be considered:

Private practitioners may accept
a brief interview, but not allow
review of their records or 
observation of clinical sessions.

Mystery client surveys may be
viewed as intrusive and there-
fore ultimately counterproduc-
tive in standardizing high 
quality services.

Inclusion of a limited set of
quality indicators into ongoing
monitoring systems may be
most practical.

A comprehensive approach may be to combine
routine monitoring with periodic in-depth health
facility reviews.

Confidentiality and respect for the individual must
be strictly adhered to in the collection, storage and
publication of data.

Coverage
As many persons as possible—particularly those in

high-risk or vulnerable groups—should have access to
STD services when they need them. Coverage must
therefore be evaluated not only on the basis of avail-
ability of services, but also their uptake and reasons for
non-utilization.

Effectiveness evaluation
Evaluating the effectiveness of an STD care and

prevention program requires determination of 
prevalence trends and incidence of STD and STD-
related behaviors—including STD health care-seeking
behaviors—condom use and sexual behavior. Sexual
behavior and condom use can be measured as part of
the National AIDS Program; it should be possible to
incorporate STD health care-seeking behavior in 
program surveys.

The main elements of STD surveillance should be:

Facility reports from a number of sentinel sites

A small number of geographic sites are selected
as representative of the population as a whole,
with reports strengthened to give consistent,
reliable case information;
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Commonly Used Methods for Evaluating
Quality of STD Case Management12

Method Advantages Disadvantages

Provider interviews   Commonly used method   Reporting bias (knowledge 
  Relatively easy does not necessarily reflect
  Permits evaluation of a actual practice).
range of knowledge 
and skills

  Standardized protocols exist

Direct observation   Commonly used method   Logistically difficult and 
  Transparent expensive.
  Standardized protocols exist   Biases

Need to select facilities with 
sufficient volume to permit
observation.
Providers’ awareness of 
being evaluated.

Mystery patient/   May be less expensive   Possible negative reactions of 
shopper than direct observation health-care workers to being 

  Less likelihood of observed without their 
observation bias knowledge.

  Mystery patient/shopper does 
not have clinical signs that 
may affect management.

Record review   Avoids observation bias   Information in records can be
  Less costly limited and often inconsistent.

Patient exit   May be less expensive than   Recall biases (patients may
interviews direct observation not accurately remember   

  Less likelihood of details of clinical procedures
observation bias or counseling messages).



As many facilities as possible within each site,
both public and private sector, will be encour-
aged to report at regular intervals and should
include primary health care, MCH, FP and sec-
ondary referral such as categorical STD clinics,
OB/GYN departments and dermatology
departments;

Facilities should provide initial and refresher
training, diagnostic support such as improved
laboratory capability and administrative sup-
port;

Data should be analyzed locally and/or centrally,
with timely feedback to reporting facilities; and

Case reporting should be based on syndromic
case management as the lowest possible level
where etiological diagnosis is available, report-
ing will allow conversion to syndromes in order
to compare findings across all reporting sites. 

Case reporting can only indicate the minimum
number of STD cases occurring within a population.
Trends in cases reported, however, can indicate the
acceptability and quality of services provided and
assist in advocacy and eventual resource allocation.

Surveys can spot such trends:

Specific periodic surveys on community groups

Groups may include: high-risk and vulnerable
groups likely to have high incidence of infec-
tion (sex workers, truck drivers, the military,
migrants, etc.);

Antenatal clinic attendees usually considered as
a surrogate for sexually active women in the
general population;

General population—most difficult and
expensive to undertake;

Frequency of performance of surveys will
depend on the likelihood of changes in
prevalence—in the absence of any outside
influence such as known demographic
change or specific STD intervention, every
four to five years may be enough.

Surveys to direct clinical guidance

Antimicrobial susceptibility studies; usually on
N. gonorrhoeae and, where appropriate, on H.
ducreyii; and

Studies to identify causative etiological agents
in syndromes.

In practice, surveillance markers may be limited to
a few common, curable STDs or identifiable syn-
dromes.

Laboratory services
Consistent availability of laboratory support to

STD services is rarely widely available in resource-
constrained settings. It is, however, an essential
requirement for reference and referral centers, and very
desirable in facilities attended by women, such as
OB/GYN departments and facilities where female sex
workers present for care.

Coverage and quality of services should be carefully
monitored. It is appropriate for the central referral
laboratories to develop and provide a system of quality
control. It is useful for academic institutions that can
do so to periodically evaluate service provision and
quality control. Such institutions may undertake this
alone or share the responsibility with institutions from
other countries (preferably in the same geographic
region) with greater or more sophisticated laboratory
resources.
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S U M M A R Y  A N D
R E C O M M E N D AT I O N S

Although many countries have formal National
STD Programs, an important constraint on their
success in controlling STD—particularly in
resource-constrained settings—has been the
absence of guidance on what constitutes the basis
for an effective program. This chapter outlines a
suitable package of activities for an STD care and
prevention program. It provides guidance on what
a program should include to best organize and con-
trol available human, material and financial
resources and ensure their use in an effective and
appropriate manner.

Within the constraints of an individual country’s
health care system it is recommended that there be
a central STD program whose overall role is one of
planning, coordination, advocacy, guidance and
supervision. This central program should be com-
plemented by peripheral (regional, provincial or
district) programs that implement service delivery
and interventions.

National and peripheral STD programs should be
integrated or at least closely coordinated with
equivalent AIDS programs.  Prevention messages
for HIV and other STDs, target audiences and the
facilitation of HIV transmission by many STDs
argue for this approach.

Prevention activities should be developed and
implemented by the AIDS program. The STD 
program can provide input on messages specific to
STD—for example, advice on STD health care-
seeking behavior.

STD programs should define the principles upon
which an overall strategy is based. In this and 
other technical areas, a technical advisory group
including epidemiological, medical, socio-cultural,
training, BCC and evaluation expertise is recom-
mended.

Routine STD services should be delivered to the
general population through the general health care
system, so that access is easy and services are
acceptable.

Categorical STD clinics and specialist outpatient
clinics, such as dermato-venereology, are of value in
providing services to difficult-to-access groups such
as sex workers, their clients and men who have sex
with men. 

A regularly updated situational assessment will
guide the program in developing and revising its
operational plan and resource allocation.

The program should ensure that interventions
implemented by nongovernmental agencies and
organizations are consistent with program policies.
As much as possible, such interventions should
complement the STD program and avoid duplica-
tion.

To make the best use of available resources, an
operational plan should be developed after priori-
tizing support activities (special studies, operational
research, surveillance, clinical guidance, laboratory
services, training, etc.), routine STD service deliv-
ery and service interventions targeted to specific
high-risk and vulnerable groups and to women in
general. This plan will consider input from non-
governmental sources to promote complementary
services and prevent duplication of coverage.

In developing operational plans, the central and
peripheral programs should set quantitative targets
to measure achievements; progress toward these 
targets should be identified.

Staff management and implementation programs
are critical to success. For the peripheral programs,
local staff with knowledge of the area and trust of
its communities and target populations is very
desirable.

Information should be shared between managers
and implementing staff, particularly at a local level.
Regular coordination meetings to exchange infor-
mation and experience motivate and help to pre-
vent or solve problems. Meetings should include
timely feedback on analysis of reported data.

Logistic failures are a common constraint on STD
service delivery. It is a responsibility of the periph-
eral program to ensure that enough equipment,
materials, consumables, reagents and drugs are
available to implement the planned interventions
and that activities are available when and where
they are required.
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Cost-recovery schemes are recommended to
increase the availability of drugs and laboratory
investigations.

Nongovernmental support can help purchase
equipment such as vehicles and hardware for med-
ical information systems. If possible, running costs
and maintenance should accompany such dona-
tions. Support from nongovernmental sources for
services is usually time-limited and runs the risk of
being nonsustainable.

Supervision is a routine activity particularly impor-
tant in STD service delivery. Each level of supervi-
sion should develop appropriate checklists.

Evaluating the achievement of the central and
peripheral STD program provides information for
further planning and re-planning.

Surveillance is an important element in STD serv-
ice evaluation. If possible, it should be coordinated
with the AIDS program surveillance activities to
limit resource needs and avoid duplication of
effort. Examples of coordination are syphilis serol-
ogy combined with HIV sentinel surveillance and
behavioral surveillance.

STD surveillance should include:

Sentinel site reporting rather than universal case
reporting;

Periodic prevalence surveys from high-risk and
vulnerable groups, such as sex workers and
identifiable groups of their potential clients;

Periodic prevalence surveys from groups
believed to be representative of the general pop-
ulation—for example, pregnant women;

Periodic or continuous monitoring of antimi-
crobial susceptibility, e.g., N gonorrhoeae, H
ducreyii; and

Behavioral surveillance including STD health
care-seeking behavior.

Evaluation specific to STD programs, as opposed
to AIDS programs, should look at:

Quality of STD case management delivered

Are services providing acceptable and effec-
tive care?

Are drugs, diagnostics, etc. available?

Is appropriate STD/HIV prevention BCC
provided at the clinical site?

Coverage

Availability of services, their uptake and rea-
sons for nonutilization,

Effectiveness

Prevalence/incidence trends

Trends of STD health care-seeking
behavior.

Laboratory support for STD services is usually lim-
ited in resource-constrained settings. It is essential,
however, in reference and referral centers and
highly desirable where women are likely to attend
with reproductive health problems. Evaluation of
laboratory functioning should look at:

Coverage—is laboratory support consistently
available? If it is inconsistent, what are the 
constraints (lack of skills, irregular availability of
reagents, consumables, etc.)?

Quality of service including quality control by
reference laboratories, national or international
academic institutions. 

The STD program in reviewing projects funded
and implemented by NGOs should ensure that
evaluation forms an integral part of the project.

R E L E VA N T  C H A P T E R S

Chapter 5 Evaluation and Surveillance Approaches for 
HIV/AIDS Programs

Chapter 14 STD Case Management in Primary Health
Care Settings

Chapter 15 Issues in STD Control for Special Groups
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I N T R O D U C T I O N

In the last few years, the proportion of women among people living with
HIV/AIDS (PLHA) has risen dramatically—and the number of infants
who acquired HIV from their infected mothers has steadily increased. The
first part of this chapter reviews a number of issues related to the primary
prevention of HIV among women, with particular relevance to mother-to-
child transmission (MTCT). The second part discusses the design and
delivery of family planning services to women at risk and HIV-infected
women. Information is also provided to guide contraceptive choice in
these women.

P R I M A R Y  P R E V E N T I O N  A M O N G  W O M E N  

O F  C H I L D B E A R I N G  A G E

Women are more vulnerable than men to HIV infection because of 
biological, social and economic factors. Interventions directed at women
at high risk of HIV can lead to substantial increases in condom use and 
corresponding decreases in HIV risk. However, evidence suggests that
HIV prevention programs for women must move beyond providing
information.  Programs must help alter individual behavior by addressing
broader gender-based barriers to change and developing necessary
support systems.

MOV I N G BEYO N D HI G H-RI S K GRO U P S

Targeted interventions for high-risk groups, such as female sex workers,
may have the greatest impact on the rate of HIV spread, at least in the
early phases of an epidemic. But women in a wide variety of situations
and partnerships are at risk of HIV infection, and should be included in
prevention programs.

RE AC H I N G AD O L E S C E N TS

High rates of teenage pregnancy and STDs indicate the extent of unpro-
tected sexual activity among young people, and therefore their vulnerabil-
ity to HIV/AIDS. An intensified effort is needed to reach adolescents with
relevant services.
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AD D R E S S I N G T H E NE E D S O F PR E G N A N T

A N D LAC TAT I N G WO M E N

Primary HIV infection during pregnancy and breastfeeding poses an
increased threat of MTCT. HIV prevention interventions directed at 
pregnant and lactating women could make an important contribution to
reducing MTCT.

EX PA N D I N G ACC E S S TO HIV CO U N S E L I N G A N D TE S T I N G

Expanded access to HIV counseling and testing could help seronegative
persons accurately assess their own risk and develop an appropriate risk-
reduction plan.  Counseling and testing can also give seropositive persons
the knowledge and support to prevent transmission to others—including
infants—even before pregnancy is initiated. 

EM P OW E R I N G WO M E N

Widespread and sustained HIV-risk reduction among women will be 
realized only through action that addresses the gender-power imbalances
and the social and economic factors that constrain behavior change. 

F A M I L Y  P L A N N I N G  F O R  W O M E N  A T  R I S K

Women at risk and HIV-infected women also need support and resources
to prevent unintended pregnancies. In recent years, efforts have been
made worldwide to expand and strengthen family planning services and
deliver a broader range of services within a reproductive health approach.
Some of the proposed changes should help reduce unintended pregnan-
cies, thereby reducing the frequency of MTCT of HIV.

IN C R E A S I N G ACC E S S TO FA M I LY PL A N N I N G SE RV I C E S

The large numbers of HIV-infected infants in Africa are a consequence of
high fertility rates combined with high infection rates and low rates of
contraception use. Family planning services must be rapidly expanded,
with special attention to quality of care, contraceptive choice, equal access
and relevance to women and young people in need. 

DUA L PROT E C T I O N

Decisions about contraceptives should reflect both the need to prevent
STDs and the need to prevent unwanted pregnancies. To date, the meth-
ods most effective at preventing STDs—barrier methods—may not be the
most effective contraceptives. Combining a barrier method with a more
effective contraceptive can maximize the dual protective effect. 
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CO N T R AC E P T I V E SA F E T Y

Some contraceptive methods may even facilitate the acquisition, progres-
sion or transmission of STDs, including HIV. IUDs and hormonal 
contraceptives, for example, do not protect against STDs and may carry
other risks.

TH E SPE C I A L NE E D S O F HIV-IN F E C T E D WO M E N

Most HIV-infected women in the developing world are unaware of their
serostatus. Increased availability of voluntary HIV counseling and testing
would help them obtain essential care and support services and plan their
futures. HIV-positive women should have access to appropriate family
planning and reproductive health care counseling and services, so they 
can make—and act on—informed decisions concerning contraception,
continuation or termination of pregnancy and prenatal practices to reduce
perinatal transmission of HIV.

POT E N T I A L IM PAC T O N FE RT I L I T Y

AM O N G WO M E N AT RI S K

Experience in Rwanda indicates that family planning services can signifi-
cantly decrease the rate of unintended pregnancy among women at 
high risk of HIV. The effect of such services in reducing fertility among
HIV-infected women is often limited, however. Many HIV-infected
women desire more children, and few are willing to inform their partners
about their status.

L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

Widening the choice for reducing the risk of MTCT of HIV will
ensure that interventions consider the needs and rights of women for
basic information and services.

HIV prevention programs should be directed at a broader range of
women at risk.

HIV counseling and testing services can help women make more
informed reproductive choices. 

More effort is needed to deal with the social and economic factors that
increase women’s vulnerability to HIV and address men’s responsibility
for both infection protection and contraception. 

The strengthening and convergence of health services that serve women
of reproductive age may be a necessary foundation for interventions to
prevent HIV among women and infants. 

The focus of family planning programs should be broadened to include
other reproductive health concerns and other populations.

Family-planning providers should more systematically consider the risk
of STD, including HIV, in counseling women about their contraceptive
choices.
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HIV-infected women should have access to appropriate family planning
and reproductive health-care counseling and services.

Operations research is required to develop and test modalities for dual
protection in different settings. 

More research is needed to develop new or modified contraceptive and
infection protection technologies that can expand the range of options
for safer sex.

More basic and epidemiological research is required to elucidate the
association between contraception and acquisition or transmission of
STD, including HIV.

C A S E  S T U D I E S

An innovative project in rural northeast Thailand demonstrates how
community action can lessen cultural forces that put women at risk of
HIV. In Tanzania, a school-based program was developed to protect
schoolgirls from sexual exploitation by older boys and men, including
teachers.
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I
n the last few years, there have been marked changes in the pattern

of HIV spread. The proportion of women among people living with

HIV/AIDS (PLHA) has risen dramatically:  In 1998, women

accounted for 43 percent of all infected people. As these numbers grew, so

did the number of infants who acquired HIV from their infected mothers.

In 2000, an estimated 600,000 children under age 15 were newly infected

with HIV.1 These children most

commonly acquired HIV from

infected mothers during pregnancy, childbirth or breastfeeding.

There have been important advances in the development of approaches

to reduce MTCT of HIV. The most effective interventions, however—

including antiretroviral therapy and the provision of breast-milk substi-

tutes—are not widely available in resource-poor settings where HIV 

infection is most prevalent and the risk of MTCT of greatest concern.

Here, prevention of HIV infection among women of childbearing age 

and avoidance of unintended pregnancy among women at risk and HIV-

infected women could greatly reduce HIV infection among infants.

The first part of this chapter reviews a number of issues related to the

primary prevention of HIV among women, with particular relevance to

MTCT. The second part discusses the design and delivery of family-

planning services to women at risk and HIV-infected women. In addition,

information is provided to guide these women’s contraceptive choices.
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I N T R O D U C T I O N





P R I M A R Y  P R E V E N T I O N
A M O N G  W O M E N  
O F  C H I L D B E A R I N G  A G E

Women are more vulnerable than men are to HIV
infection for many reasons.2 In particular, women are
biologically more susceptible to infection if exposed to
HIV and other STDs. Women also are often socially,
economically and sexually subordinate to men,
increasing the likelihood of their exposure to risky
practices such as coerced sex and restricting their abil-
ity to adopt HIV-preventive strategies. Thus, HIV
prevention interventions should be gender specific.

Most interventions directed at women have been
conducted among those at high risk of HIV, such as
sex workers. Available data indicate that these pro-
grams can lead to substantial increases in condom use
in commercial and casual sexual encounters and corre-
sponding decreases in the risk of HIV infection.3,4

There is less experience with HIV prevention among
women who are at risk for other reasons. But encour-
aging results have been found in peer-led small-group
interventions that include training in social and sexual
communication and assertiveness skills for disadvan-
taged women.5,6

Mixed-sex group interventions bring women and
men together, and can be an opportunity to open a
dialogue and enhance communication skills.7

Community development projects that build upon
women’s capacity for informal organization and exist-
ing support networks also show promise. (See Case
Studies.) These projects indicate that women can be
mobilized around the issue of HIV prevention and
provided with the skills and support they need to
negotiate safer sex with their partners. Evidence
strongly suggests that HIV prevention programs for
women must move beyond providing information if
they are to have the greatest impact on MTCT.
Programs also must assist in individual behavior
change by addressing broader gender-based barriers to
change and developing necessary support systems.7

MOV I N G BEYO N D
HI G H-RI S K GRO U P S

Targeted interventions for high-risk groups, such as
female sex workers, may have the greatest impact on
the spread of HIV, especially in the early phases of an
epidemic. Nevertheless, women in a wide variety of
situations and partnerships are at risk of HIV infection
and should be included in prevention programs. For
example, many women in stable relationships are
exposed to HIV infection not because of their own
behavior, but because of their partners’ behavior.8 In
most settings, infected infants are born to women who
do not belong to identified high-risk groups.

Women in stable relationships need to develop
communication skills and strategies to protect them-
selves from infection. But for those interventions to be
effective, they should involve the male sexual partners
as well.

RE AC H I N G AD O L E S C E N TS

High rates of teenage pregnancy and STDs indicate
the extent of unprotected sexual activity among young
people, and therefore of their vulnerability to
HIV/AIDS. More than half of all new HIV infections
past infancy currently affect people under 25.9 But
young people face many obstacles in accessing HIV
prevention information and resources. An intensified
effort is needed to reach adolescents with relevant serv-
ices. The goal is to enable them to manage their sexual
and reproductive lives in a responsible and informed
way, and to protect themselves from sexual violence,
unwanted pregnancies and STDs, including HIV.

Young people must be reached early, through pro-
grams for adolescents who are not yet sexually active.
These should include school-based sexual health edu-
cation programs (see Case Studies) as well as special
programs for out-of-school adolescents to build their
self-confidence, train them in communication skills
and help them make informed and responsible choices
regarding abstinence, delayed sexual initiation and
consistent use of condoms. A major effort is required
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to modify or reorganize reproductive health services so
that young people can obtain STD and contraceptive
services easily and in confidence. We must also change
the policy environment to enhance the acceptability of
adolescent HIV interventions.

AD D R E S S I N G T H E NE E D S O F
PR E G N A N T A N D LAC TAT I N G WO M E N

Primary HIV infection during pregnancy and
breastfeeding poses an increased threat of MTCT.
Since it is widely assumed that women who are preg-
nant or lactating are at lower risk of HIV infection
because of prevalent cultural norms about sexual 
abstinence during pregnancy and in the first months
after delivery, few purposive efforts have focused on
preventing HIV during this period. In most settings,
however, sexual intercourse is rarely interrupted for
long around the period of childbirth, and women may
be more susceptible if sexually exposed to HIV during
pregnancy, though this has not been studied in any
detail. The infant may also be at higher risk of HIV
acquired by the mother during pregnancy or during
breastfeeding.

HIV prevention interventions directed at pregnant
and lactating women could make an important
contribution to reducing MTCT. For many women,
antenatal and obstetric services provide a rare opportu-
nity for contact with a trained health worker who can
provide advice and support regarding STD/HIV risk
assessment and risk reduction, reproductive tract 
infection (RTI)/STD case finding and management
and—if desired—HIV counseling and testing. Women
and their partners may be more receptive to messages
about safer sex at this time. Health workers also
should pay particular attention to blood safety and the
rational use of transfusions in the management of 
anemia and complications of pregnancy and delivery.

EX PA N D I N G ACC E S S TO
HIV CO U N S E L I N G A N D TE S T I N G

The purpose of HIV counseling and testing in 
programs to reduce MTCT is often narrowly defined
as the identification of infected women in antenatal
settings. But greater access to HIV counseling and
testing could also help in other ways:  Knowledge of
serostatus can help seronegative persons assess personal
risk and develop an appropriate risk-reduction plan. 
It can also provide seropositive persons with the
knowledge and support to prevent transmission to
others, including infants, even before pregnancy is 
initiated.  HIV counseling and testing may be particu-
larly helpful to persons who are in stable relationships.
Some evidence suggests that HIV counseling and 
testing directed at couples (as opposed to individuals)
can lead to significant behavior change, especially in
high-prevalence areas. Encouraging results have been
found in serodiscordant couples,10 who are at greatest
risk of producing HIV-infected infants. But since an
important aim of HIV counseling and testing is to
encourage informed decision making and behavior
change, individuals must have ready access to resources
and services that allow choices for action and support
and maintain behavior change. These include access to
condom supplies, family planning and other reproduc-
tive health services, RTI/STD treatment services and
care and support services for HIV-affected persons.
Linkages between these diverse but mutually support-
ive services should be considered. Expanded voluntary
and counseling services (as they become available) will
also improve access to care or support services for
women.
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EM P OW E R I N G WO M E N

Prevention efforts for women are hampered
because available methods for reducing HIV transmis-
sion remain under the control of men. Repeatedly,
male resistance to condom use emerges as a major
obstacle to interventions that seek to protect women.
More study is needed to understand and reconcile the
contrasting perspectives of men and women and to
increase male responsibility in sexual issues, including
HIV prevention. There have been few real attempts to
involve men in this way.

At the same time, the increasing availability of
female-initiated methods of protection—such as the
female condom—shows some promise in strengthen-
ing women’s ability to negotiate condom use. The
development and evaluation of other methods of pro-
tection—such as vaginal microbicides, which ideally
can be used without men’s consent—is urgently
needed.

Widespread and sustained HIV-risk reduction
among women will ultimately be realized only through
action that addresses the gender-power imbalances and
the social and economic factors that restrict behavior
change. Eventually, structural-level interventions—such
as changes in laws and policies related to education,
employment and marriage—will be required to change
social norms regarding sexual behavior and create a
supportive environment for more equitable decision
making among men and women.

FA M I L Y  P L A N N I N G  F O R
W O M E N  AT  R I S K

Women at risk and HIV-infected women also need
support and resources to prevent unintended pregnan-
cies. Efforts have been made in recent years to expand
and strengthen family planning services to deliver a
broader range of services within a reproductive health
approach. Some of the proposed changes should help
reduce the frequency of MTCT of HIV.

IN C R E A S I N G ACC E S S TO FA M I LY
PL A N N I N G SE RV I C E S

Contraceptive use remains low in much of the
developing world, and may be especially low in set-
tings where prevalence of HIV infection is high. The
large numbers of HIV-infected infants in Africa are a
consequence of high fertility rates combined with high
infection rates. In such settings, many women want 
to delay or limit childbearing, and yet do not use 
contraception. There is an urgent need to address this
unmet demand for family planning services. Rapid
expansion of services with special attention to quality
of care, contraceptive choice, equal access and rele-
vance to women and young people is needed.

Particular attention should be paid to developing
services that can reach groups such as adolescent girls
and single women, who are especially vulnerable to
both unintended pregnancy and HIV and other STDs,
and yet remain underserved by traditional family 
planning programs and other reproductive and sexual
health services. A strong case can also be made for
increased male participation in family planning 
programs, in view of the major role of men in contra-
ceptive decision making and the use of condoms.11,12

The convergence and eventual integration of family
planning services and other reproductive health serv-
ices—including maternal and child health services
and services for the prevention and treatment of
RTI/STD—at the primary health-care level is receiv-
ing increasing attention. Evaluations of integrated
services indicate, however, that many problems can
arise in practice.13 A major effort is needed to train
and support multipurpose health-care workers in
delivering expanded services in AIDS-affected areas,
assist them in discussing family planning and sexual
health issues and dealing with the painful dilemmas
that HIV infection raises for some of their clients.
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studies suggest that the use of
nonoxynol-9 may actually increase
the risk of HIV acquisition.19

Many family-planning
providers downplay barrier meth-
ods, because they are less effective
in typical situations of inconsistent
use than other contraceptive
options. On the other hand, con-
traceptives that are most effective
in preventing pregnancy provide
little, if any, protection against
STDs. This leads providers to 
recommend a “dual method”
approach, in which a highly 
effective contraceptive is used to
prevent pregnancy, and condoms
are also used during any act of
intercourse with a risk of STD
transmission. This places a greater

burden on both women and men, however, and is
only sustainable among couples with a high level of
motivation. Studies indicate that, in general, the more
effective the primary contraceptive is in preventing
pregnancy, the lower the level of consistent condom
use.21 Other possible approaches to dual protection
include the provision of emergency contraception as a
back-up to condom use—in case of breakage, for
example.

CO N T R AC E P T I V E SA F E T Y

Concerns about STD and HIV also demand greater
attention to ensuring quality of care and safety in the
delivery of family-planning services. Some contracep-
tive methods may actually facilitate the acquisition,
progression or transmission of STDs, including HIV.
For example, even though IUDs are considered to be
among the most safe and effective contraceptives,
they are associated with an increased risk of pelvic
inflammatory disease (PID).22 Although the risk of 
PID among IUD users remains low, this method is not

DUA L PROT E C T I O N

Family-planning providers have a special role to
play in counseling people on responsible sexuality and
providing them with the means to prevent HIV and
other STDs, as well as unintended pregnancy. Providers
should be able to discuss the connection between
STD/HIV and contraceptive use, since the risk of
infection is an important consideration in choosing a
contraceptive (Table 1). Greater emphasis must be
placed on barrier methods within the contraceptive
choices offered in family planning programs. This will
serve to encourage simultaneous contraceptive and 
disease protection (dual protection), and is particularly
important in settings where HIV prevalence is high.
Male and female condoms—if used consistently and
correctly—can effectively prevent pregnancy14,15 and
reduce transmission of STDs, including HIV.16,17

Other barrier methods (such as diaphragms, caps and
vaginal sponges) may provide some protection against
cervical infections when used with currently available
spermicides, and are similar to male condoms in reduc-
ing typical pregnancy rates. However, they are less
effective in preventing HIV transmission, since they
cover the cervix, but not the vaginal wall.18,15 Recent
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T a b l e  1
Effects of Contraceptives on 
Bacterial and Viral RTI

Contraceptive Bacterial RTI Viral RTI
methods

Condoms Protective Protective

Spermicides Modestly protective against cervical No evidence of 
gonorrhea and chlamydia protection In vivo

Diaphragms Protective against cervical infection Protective against
Associated with vaginal anaerobic cervical neoplasia
overgrowth

Hormonal Associated with increased Not protective
cervical chlamydia
Protective against symptomatic PID, 
but not unrecognized endometritis

IUD Associated with PID in first month Not protective
after insertion

Fertility awareness Not protective Not protective

Source: Cates20



generally recommended to women who are at high
risk of STD, since it does not protect against infec-
tion. Candidates for IUD insertions should be care-
fully screened for the presence of current genital
infection and assessed for STD risk. IUDs should be
inserted only when procedures for infection preven-
tion and client follow-up are adequate. This requires
that family-planning providers receive further training
in screening, counseling and insertion techniques. 

It remains unclear whether oral or injectable 
hormonal contraceptives increase a woman’s suscepti-
bility to STD—including HIV—or her infectivity to
her partner if she is already infected. Some studies
have found greater risk of cervical infections with
chlamydia trachomatis among users of oral contracep-

tives than among non-users, though the risk of 
symptomatic PID may paradoxically be reduced.20 The
research conducted to date on the influence of hor-
monal contraceptives on HIV acquisition or transmis-
sion is inconclusive.23,24 Such methods are otherwise
safe, effective and convenient and women should 
continue to use them. However, because hormonal
contraception does not protect against STDs, women
who are uncertain about their partners’ infection status
should also encourage them to use condoms for “dual
method” protection against both unintended preg-
nancy and infection.    
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B o x  1
When Should Women or 
Couples be Advised to Use Dual
Methods for Protection Against
STDs and Pregnancy?

Decisions about contraceptives should reflect
both the need to prevent STDs and the need to
prevent unwanted pregnancies. To date, the meth-
ods most effective at preventing STDs—barrier
methods—may not be the most effective contra-
ceptives. Combining a barrier method with a more
effective contraceptive can maximize the dual pro-
tective effect. But dual method use is relatively
new, and is not appropriate for all clients.
Deciding when to promote dual method use can
be difficult, especially since it requires more coun-
seling and places greater demands on each client.
Providers have a responsibility to help clients
choose which method or methods to use in light
of this dilemma between pregnancy prevention
and disease prevention. Providers will have to eval-
uate the dual needs of each client to assist him/her
in making a safe and appropriate decision.

A needs assessment can identify populations at
risk and STD/HIV prevalence rates for a geo-

graphical area, thus helping providers under-
stand STD/HIV risk their clients generally face.

Clients who consider themselves or their part-
ners at high risk of HIV and other STDs are
good candidates for dual method use.

Some clients may be able to achieve protection
against both STDs and pregnancy using a bar-
rier method alone. Motivated clients might
safely use male condoms alone, because con-
doms are very effective at both disease and
pregnancy prevention when used correctly and
consistently.

For women at risk of STDs who cannot per-
suade their male partners to use a male con-
dom, the female condom or the diaphragm
with spermicide can be used for both STD
protection and contraception.

Regardless of her history, a woman should
always be informed if the contraceptive method
she is using does NOT protect her against
STDs. If she is ever in a situation where she
suspects she may be at risk (for example, her
partner has other sexual partners), she should
immediately start using additional protection.

Source: Adapted from Cates25



TH E SPE C I A L NE E D S
O F HIV-IN F E C T E D WO M E N

Most HIV-infected women in the developing world
are unaware of their serostatus.  Increased availability
of voluntary HIV counseling and testing would cor-
rect this, and help them obtain essential care and 

support services and plan their
futures. This implies training and
supporting more health workers at
the primary health-care level in
risk assessment and counseling
techniques, and establishing link-
ages with HIV counseling and
testing services. The use of rapid,
simple and low-cost testing meth-
ods may help expand availability
of such services soon.

Improving the standard of care
for HIV-infected women and
reducing widespread stigmatization
and discrimination in health-care
settings may help increase demand
for HIV counseling and testing
services. At the very least, women
who are known to be HIV-positive
should have access to appropriate
family planning and reproductive
health care so they can make and
enact informed reproductive deci-
sions concerning contraception,
continuation of a pregnancy and
prenatal practices to reduce perina-
tal transmission of HIV. Thorough
and sensitive counseling regarding
their reproductive choices is criti-
cal. The risk of HIV transmission
to a partner or unborn baby
should be discussed:  Dual protec-
tion should be encouraged and
information about available
contraceptive methods provided.
Such counseling should take into

consideration the complexities of the decision making
process and support women’s rights to determine their
own reproductive future.

Limited and conflicting data are available to guide
the choice of a contraceptive method for HIV-infected
women. The goal is high contraceptive efficacy and
low risk of HIV transmission. Method selection 
must also take into consideration potential risks associ-
ated with local genital irritation, interference with

420 C H A P T E R  S E V E N T E E N — Re d u c i n g  H I V  In f e c t i o n  i n  Wo m e n  a n d  Pr ov i d i n g  F P  S e r v i c e s  t o  Wo m e n  a t  R i s k

T a b l e  2
Contraception for the HIV-Infected Woman

Method Possible benefits Possible drawbacks

Oral Good effectiveness with Unclear interaction of steroids
contraceptives consistent use. and immune function.

Less blood loss and anemia risk. Interaction with certain
antibiotics, antiretrovirals,
other drugs.
Possible increased shedding
of virus from cervix.
No STD protection.
No HIV protection for partner.

Norplant, Good low-maintenance Unclear interaction of steroids
Depo-Provera effectiveness. and immune function.

Possible increased shedding
of virus from cervix.
No STD protection.
No HIV protection for partner.

IUD Good low-maintenance Risk of uterine infection
effectiveness. secondary to insertion.

No STD protection.
No HIV protection for partner.
Increased days of bleeding,
possible anemia.

Diaphragm, cap, Some STD protection. Vulvovaginal irritation
spermicides increases vulnerability to RTIs

for some users.
Requires good technique.

Male, female Good STD protection Male condom requires partner
condom HIV protection for partner. cooperation; partner cooperation

helpful with female condom.
Requires good technique.

Surgical Good low-maintenance efficacy No STD protection.
sterilization for women who desire no No HIV protection for partner.

more children.

Source: Adapted from Guest30



menstrual bleeding patterns and drug interactions
(Table 2). For example, antituberculosis drugs such as
rifampin have been shown to increase metabolism of
oral contraceptives and may decrease contraceptive
efficacy.26 IUD use by HIV-infected women has been
discouraged by a WHO expert group and the
International Planned Parenthood Federation, on the
basis of theoretical concerns about pelvic infection and
blood loss.27,28 But the risk of short-term IUD-related
complications among HIV-infected women is similar
to that among uninfected women in Kenya.29 An IUD
may be a safe method for appropriately selected HIV-
infected women with continuing access to medical
services. As mentioned above, some recent studies
have raised concern that hormonal contraceptives may
increase a woman’s infectivity, perhaps through
increased cervical viral shedding. More research is
required to resolve this issue. Until further data are
available, HIV-infected women who desire contracep-
tion should consider a combination of barrier and
hormonal methods, tubal ligation or the IUD.

POT E N T I A L IM PAC T O N FE RT I L I T Y
A M O N G WO M E N AT RI S K

In Rwanda, counseling and provision of contracep-
tives proved effective in preventing MTCT.31 At the
time of the study, seroprevalence of HIV was 30 per-
cent among urban women; contraceptive use was low
(three percent to four percent), and there was great
concern about the risk of perinatal HIV transmission.
An intervention that increased access to and informa-
tion about hormonal contraceptive methods led to
increased contraceptive use and decreased fertility
among a cohort of women with high levels of HIV
infection. These women had previously received HIV
counseling and testing, which had led to high rate of
condom use but a continued high rate of pregnancy.

Overall, the enhanced family-planning services led
to greater use of hormonal contraception (from 16
percent to 24 percent), a shift to longer-lasting hor-
monal methods and a decrease in attrition among
users. The increase in the rate of contraceptive use was
observed equally among HIV-positive and HIV-nega-
tive women. Nine percent of HIV-positive women
became pregnant in the year after the intervention was
initiated, compared to 22 percent in a prior 12-month
period when contraceptives were not provided at the
study site. The corresponding proportions for HIV-
negative women were 20 percent after the intervention
compared with 30 percent before the intervention.

The greater reduction in incident pregnancy
among HIV-positive women compared with HIV-
negative women—despite similar contraceptive use
rates—suggests that other factors (such as progression
of HIV infection) may have influenced the fertility
outcome. This experience nevertheless indicates that
the provision of family planning services can signifi-
cantly decrease the rate of unintended pregnancy
among HIV-positive women. In general, however,
such services do little to reduce fertility among HIV-
infected women. Many HIV-infected women desire
more children and few are willing to inform their 
partners about their status.32,33

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  S E V E N T E E N 421



L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S

Widening the choice for reducing the risk of
MTCT of HIV requires more attention to prevent-
ing HIV infection among women in the first place
and providing better reproductive health services,
including family planning, to women at risk. This
will ensure that interventions to prevent MTCT
consider the needs and rights of women for basic
information and services.

HIV prevention programs should be directed at a
broader range of women at risk, including adoles-
cent girls and young women, women in stable 
relationships and pregnant and lactating women. 

HIV counseling and testing services can help
women make more informed reproductive choices.
Couples counseling seems to be particularly effec-
tive. Linkages should be established between HIV
counseling and testing services and family planning
and other reproductive health services to enable
and support behaviors that can reduce MTCT.

More effort is needed to deal with the social and
economic factors that increase women’s vulnerabil-
ity to HIV, and to increase male responsibility for
both infection protection and contraception. 

Strengthening and convergence of health services
that serve women of reproductive age may be a
necessary beginning for interventions to prevent
HIV among women and infants. Such efforts
should integrate maternal and child health, family
planning, and RTI/STD services at the primary
health-care level.

Family planning programs must be broadened to
include other reproductive health concerns—
including STDs and HIV/AIDS—and reach other
populations, such as adolescents and young
women.

In particular, family-planning providers should
more systematically consider the risk of STD,
including HIV, in counseling women about their
contraceptive choices. 

HIV-infected women should have access to appro-
priate family-planning and reproductive health-care
services, including sensitive counseling about repro-
ductive choices.

Operations research is required to develop and test
modalities for dual protection in different settings.
This should include studies of user perspectives to
better understand the priorities that people attach
to preventing pregnancy and infection, how these
priorities change over time and over relationships
and how people perceive and apply messages about
dual protection.

More research is needed to develop new or modi-
fied contraceptive and infection protection tech-
nologies that can expand the range of options for
safer sex. Additional female-controlled methods,
such as vaginal microbicides (which are effective
against STD/HIV and do not require male cooper-
ation or consent) are of highest priority.

More basic and epidemiological research is required
to elucidate the association between contraception
and acquisition or transmission of STD, including
HIV.
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C A S E  S T U D I E S

TOWA R D S RE D U C I N G T H E SP R E A D O F
HIV I N NO RT H E A S T E R N TH A I
VI L L AG E S :  EVA LUAT I O N O F A
VI L L AG E-BA S E D IN T E RV E N T I O N 34

This innovative project in rural northeast Thailand
demonstrated how cultural forces that put women at
risk of HIV can be lessened through community
action. Project activities included village-level meet-
ings to mobilize and involve community leaders and
change agents, an audio-drama and other participa-
tory communications activities at village level. This
intervention aimed to change prevailing community
norms about sexual behavior and HIV/AIDS risk. The
program increased communications between men and
women about condom use and HIV/AIDS. In partic-
ular, married, monogamous women were able to tell
their husbands not to visit sex workers or to encourage
them to use condoms in commercial sex encounters
and discuss ways to ensure that HIV is not transmit-
ted between them, thus breaking the “norm of discre-
tion and silence.” Condom use in marriage did not
increase, however, and continued to be reported pre-
dominantly for contraceptive purposes. 

PROT E C T I N G SC H O O L GI R L S
AG A I N S T SE X UA L EX P LO I TAT I O N:
A GUA R D I A N PRO G R A M I N MWA N Z A,
TA N Z A N I A 35

A school-based program was developed in Tanzania
following reports of sexual exploitation of girls by
older boys and men, including teachers. Female teach-
ers were trained to serve as guardians in all primary
schools in two districts of Mwanza region. Their role
was to help children in cases of sexual violence and
harassment and to act as counselors on sexual health
problems. An assessment of the implementation of the
program found that about half of the girls in the high-
est three classes of the primary schools had had sex.
The median age at first intercourse was 15 years.
Sexual exploitation of schoolgirls by schoolboys, young
men and teachers was common, and cases of sexual
violence and harassment were reported from all 62
schools in the study.

The guardian program was well accepted, and gen-
erated considerable public debate on the issue of sex-
ual violence. This has served to bring the problem into
the open and make sexual abuse by teachers more dif-
ficult than in the past. But most guardians were
opposed to any sexual activity by schoolgirls, a belief
in keeping with social norms of the region. Nearly all
guardians said that should a schoolgirl approach her
with questions about sex, pregnancy or condoms, the
guardian would not answer the question other than to
encourage the girl to remain abstinent.
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I N T R O D U C T I O N

More than five million children under age 15 have acquired HIV since
the AIDS epidemic began, and almost four million of them have already
died of AIDS. The vast majority of infected children acquire the virus
from their mothers. Although Africa accounts for only 10 percent of the
world’s population, to date close to nine-tenths of all HIV-infected babies
have been born in that region. The United Nations Programme on AIDS
(UNAIDS) believes that by 2010, AIDS may have increased mortality of
children under age five by more than 100 percent in regions most
affected by the virus.

HIV-1 perinatal transmission rates, in the absence of any intervention,
range from 25 percent to 40 percent in developing countries, and 15 to
25 percent in developed countries. Although several factors could explain
this difference, HIV postnatal transmission through breastfeeding is 
currently considered to play a major role in the higher rates observed in
developing countries. Therefore it is assumed that 15 to 25 percent of
infants born to HIV-positive women are infected during pregnancy or
delivery. This chapter focuses on the risk of transmission from a pregnant
HIV-positive women to her child in the womb and during labor/delivery.

W H E N  D O E S  T R A N S M I S S I O N  O C C U R ?

Not taking into account postnatal transmission through breastfeeding,
HIV perinatal transmission can occur both during pregnancy (in utero)
and during labor/delivery (intrapartum). Sequential PCR tests and viral
cultures performed in children born to HIV-infected mothers have sug-
gested that a substantial proportion of HIV vertical transmission occurs
late in pregnancy (around the time of delivery) and during intrapartum.
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R I S K  F A C T O R S  F O R  M T C T  O F  H I V  D U R I N G  

P R E G N A N C Y  A N D  D E L I V E R Y

The risk of MTCT of HIV is multifactorial, influenced by the characteris-
tics of the virus, the mother, the process of delivery and the neonate.

MAT E R N A L FAC TO R S

Maternal factors for MTCT of HIV include: 

Stage of maternal HIV disease 

Maternal nutritional status

Disruption of placental barrier integrity by chorioamnionitis 

Sexually transmitted disease (STD) during pregnancy

OB S T E T R I C A L FAC TO R S

Both vaginal delivery and being the first-born of twins have been found to
be associated with higher risk of MTCT of HIV compared to, respec-
tively, C-section delivery and being the second-born twin. Other obstetric
factors found to be associated with higher transmission rates are:

Pre-term delivery

Hemorrhage during labor

Bloody amniotic fluid

Invasive procedures during pregnancy or labor

FAC TO R S RE L AT E D TO T H E CH I L D

Genetic characteristics of the fetus have been suspected as potential risk
factors for transmission. 

VI R A L FAC TO R S

MTCT rates of HIV-1 are higher than that of HIV-2.

428 C H A P T E R  E I G H T E E N — R e d u c i n g  t h e  R i s k  o f  M TC T  o f  H I V  D u r i n g  P r e g n a n c y  a n d  D e l i v e r y



O P T I O N S  ( E F F I C A C Y  P R O V E N  O R  U N D E R  S T U D Y )  

F O R  P R E V E N T I N G  M T C T  O F  H I V  D U R I N G  

P R E G N A N C Y  A N D  D E L I V E R Y

Advances in understanding the timing of, and risk factors for, HIV peri-
natal transmission have been of great importance in designing, evaluating
and implementing interventions to reduce MTCT of HIV. Options that
have been proven to be effective or still under evaluation involve:

Antiretroviral therapy (ART)

Mode of delivery

Vaginal disinfection

Vitamin A supplementation in HIV-infected pregnant women

Immunologic interventions

Passive immunization 

Active immunization (vaccines)

I S S U E S  T O  C O N S I D E R  W H E N  P L A N N I N G  

M T C T  I N T E R V E N T I O N S

Strategies to reduce MTCT of HIV should involve:

Effective primary prevention programs and family planning services

Adequate and functioning antenatal care programs

Access to confidential voluntary counseling and testing (VCT)

Follow-up care for mother and infant

Regulation and supply of antiretroviral drugs and breastmilk substitutes

L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

Introducing antiretroviral (ARV) therapy and/or replacement feeding
options to reduce MTCT of HIV is a complex process. Costs and benefits
need to be carefully assessed. A summary of the key issues for considera-
tion in policy making, and ways in which the strategy might be tailored to
suit local conditions are proposed.
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F U T U R E  C H A L L E N G E S

It appears likely that MTCT interventions will come into much wider use
in the near future. The most important challenge is to ensure that basic
HIV/AIDS and reproductive health services are ready to integrate the new
interventions, which will entail the following issues:

Rising need for VCT services

Reorganization of pre-, peri- and postnatal care and family planning 

Making decisions about infant feeding

Remaining questions about ARV therapy, infant feeding, and MTCT

Care for orphans

C A S E  S T U D I E S

Two case studies identify areas of concerns and offer recommendations for
preventing MTCT of HIV.

BOTS WA N A GE A R S U P TO PR E V E N T MTCT O F HIV
The first population-based MTCT pilot project in Africa was launched in
Botswana, offering VCT to all pregnant women in government health
facilities, oral ZDV to HIV-positive women starting at 34 weeks of preg-
nancy and during labor and ZDV syrup to babies born to HIV-positive
mothers. Several issues of concern were identified and recommendations
made.

TH A I L A N D:  SP R E A D I N G T H E BE N E F I TS O F RE S E A RC H

A program to reduce MTCT of HIV using a short-course of ZDV was
launched in a Thai province hit hard by the epidemic. The program has
been incorporated into routine mother and child health care, and has
identified key conditions for success.
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M
ore than five million children under age 15 have acquired

HIV since the AIDS epidemic began, and almost four

million of them have already died of AIDS. The vast

majority of infected children acquire the virus from their mothers.1

Although Africa accounts for only 10 percent of the world's population,

to date close to nine-tenths of all HIV-infected babies have been born in

that region, largely as a conse-

quence of high fertility rates

combined with very high infection rates. In urban centers in southern

Africa, for example, HIV infection rates of 20 to 30 percent are common

among pregnant women tested anonymously at antenatal clinics. Rates of

50 percent have been recorded in parts of Zimbabwe, and over 40 percent

in Botswana. According to data from UNAIDS, there are very few places

outside sub-Saharan Africa where the prevalence of HIV infection among

pregnant women has reached even 10 percent, let alone the extremely high

figures seen in this region. This is partly because the epidemic in other

badly affected countries—such as India and Southeast Asian countries—is

younger and less advanced than in sub-Saharan Africa, so there is no room

for complacency. AIDS threatens to reverse years of steady progress in

child survival achieved through such measures as the promotion of breast-

feeding, immunization and oral rehydration. The United Nations

Programme on AIDS (UNAIDS) believes that by 2010, AIDS may have

increased mortality of children under age five by more than 100 percent

in regions most affected by the virus.

I N T R O D U C T I O N
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HIV-1 perinatal transmission rates, in the absence of any intervention,

range from 25 percent to 40 percent in developing countries, and 15 to

25 percent in developed countries. Differences between developing and

developed countries in mother-to-child (MTCT) HIV transmission rates

were presumed to be due to differences in methodological procedures.

However, recently it was shown that even when using standardized meth-

ods of calculation, these rates remained higher in developing countries.2

Although several factors could explain this difference, HIV postnatal

transmission through breastfeeding is currently considered to play a major

role in the higher rates observed in developing countries. Therefore it is

assumed that 15 percent to 25 percent of infants born to HIV-positive

women are infected during pregnancy or delivery.

While means of reducing the pediatric HIV/AIDS epidemic through

HIV prevention among women and through providing family planning

options are developed in Chapter 18, this chapter focuses on the risk of

transmission from a pregnant HIV-positive women to her child in 

the womb and during labor/delivery. Information relative to postnatal-

transmission (during breastfeeding) is detailed in Chapter 19.
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W H E N  D O E S
T R A N S M I S S I O N  O C C U R ?

Results from virological testing of abortion prod-
ucts, sequential polymerase chain reactions (PCR)
among children born to HIV-infected women and
clinical findings have shed light on the timing of
MTCT of HIV. Not taking into account postnatal
transmission, HIV perinatal transmission can occur
both during pregnancy (in utero) and during
labor/delivery (intrapartum). Sequential PCR tests and
viral cultures performed in children born to HIV-
infected mothers have suggested that a substantial pro-
portion of HIV vertical transmission occurs late in
pregnancy (around the time of delivery) and during
intrapartum. A study conducted among breastfeeding
women in Zaire estimated the proportions of infection
attributable to in utero, intrapartum/early postpartum,
and late postpartum transmissions at 23 percent, 65
percent and 12 percent respectively.3 These estimates
were supported by data from non-breastfed infants:
two-thirds of the infected infants are assumed to be
infected intrapartum, and 95 percent of the remaining
infants are considered infected in late pregnancy (last
two months). 

R I S K  FA C T O R S  F O R  
M T C T  O F  H I V  D U R I N G
P R E G N A N C Y  A N D
D E L I V E R Y

The risk of MCTC of HIV is multifactorial, influ-
enced by the characteristics of the virus, the mother,
the process of delivery and the neonate.

MAT E R N A L FAC TO R S

Stage of maternal HIV disease 
Factors related to stage of maternal HIV disease 

represent the major determinants of HIV perinatal
transmission. Many studies found higher risk of 
transmission associated with advanced maternal HIV
disease. High levels of maternal plasma viral load have
been shown to be associated with higher risk of MTCT
of HIV. However, transmission can occur at any level
of maternal viral load.4 Maternal primary infection,
characterized by a transient high viral load, has also
been found to be risk factor for MTCT of HIV.5

Maternal nutritional status
Nutritional deficiencies, particularly vitamin A

deficiency, have been suggested as an important risk
factor in developing countries.6 Vitamin A deficiency
is common among African women who are pregnant
and infected with HIV. In a study conducted in
Malawi, 58 percent of HIV-infected pregnant women
enrolled into the study were deficient in vitamin A.6

Other maternal factors
Other maternal factors involved in HIV perinatal

transmission are disruption of placental barrier
integrity by chorioamnionitis and sexually transmitted
diseases (STDs) during pregnancy.7 Additionally, other
maternal factors have been associated with transmis-
sion including maternal smoking, illicit drug use and
multiple sexual partners during pregnancy.8

Obstetrical factors
Both vaginal delivery and being the first-born of

twins have been found to be associated with higher
risk of MTCT of HIV.9 Data from recent studies cor-
roborate the hypothesis that cesarean section delivery
performed prior to labor and rupture of membranes is
associated with lower risk of transmission.10,11 In gen-
eral, differences observed in the risk of transmission
between vaginal and elective cesarean section deliveries
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are considered to be due to the greater exposure of the
fetus to cervicovaginal secretions or maternal blood
during vaginal deliveries. In vaginal deliveries, the
first-born twin, by passing through the birth canal
first, in effect mechanically cleans it, and thus reduces
the risk for the second-born twin. 

Other obstetric factors found to be associated with
higher transmission rates are pre-term delivery, hemor-
rhage during labor, bloody amniotic fluid and inter-
ventions and invasive procedures during pregnancy or
labor, such as amniocentensis, needling procedures,
amnioscopy, fetal scalp electrodes and episiotomy.12 In
addition, a duration of ruptured membranes exceeding
four hours has been consistently and significantly asso-
ciated with higher risk of transmission. The most
probable mechanism involved in the association
between premature membrane rupture and vertical
transmission is the high risk of ascending HIV infec-
tion through greater exposure to maternal cervico-
vaginal secretions.

FAC TO R S RE L AT E D TO T H E CH I L D

Genetic characteristics of the fetus have been sus-
pected as potential risk factors for transmission. For
example, a mutation in a gene coding for a cellular
receptor for HIV (CCR5) has been found associated
with a decreased risk of transmission .13

Multiple studies indicate that maternal HIV infec-
tion is associated with elevated rates of adverse preg-
nancy outcome including stillbirth, prematurity and
low birthweight.14 Data from some studies indicate
that maternal HIV infection can be responsible for
intrauterine growth retardation.

VI R A L FAC TO R S

Data from prospective studies have found that
MTCT rates of HIV-1 are higher than that of HIV-
2.15 It has been suggested that transmissibility may
vary between HIV subtypes, with possible increased
transmission with sub-type E or C, but data are yet
inconclusive.

O P T I O N S  F O R
P R E V E N T I N G  M T C T  O F  
H I V  D U R I N G  P R E G N A N C Y
A N D  D E L I V E R Y

Advances in understanding the timing of, and risk
factors for, HIV perinatal transmission have been of
great importance in designing, evaluating and imple-
menting interventions to reduce MTCT of HIV. Since
1994, the scientific progress made and the increasing
availability of various preventive options enable dra-
matic decreases in the risk of transmission, to below
two percent.11

AN T I R E T ROV I R A L TH E R A P Y (ART)
The rationale for administering antiretroviral drugs

to HIV-infected pregnant women and their newborns
is the decrease of maternal viral load and the inhibi-
tion of viral replication in the newborn. In 1994,
results from the ACTG076 clinical trial conducted in
the United States and France brought the first break-
through in the field of MTCT of HIV. This clinical
trial found that by administering zidovudine (ZDV)
orally from the second trimester of pregnancy, intra-
venously during labor to HIV-infected mothers and by
giving their non-breastfed newborns ZDV during their
first six weeks of life, the risk of perinatal transmission
of HIV could be reduced by two-thirds, from 25.5
percent (placebo group) to 8.3 percent (treatment
group).16 The widespread implementation of the
ACTG076 regimen has resulted in a striking decline
in the risk of HIV perinatal transmission in the
United States and Europe.

For resource-poor countries, implementation of
the ACTG076 regimen was impossible due to its
complexity, prohibitive cost and other logistical 
obstacles. Therefore, shorter, simpler (less frequent
dosing and oral administration only) and less costly
regimens targeting the time of maximal risk of 
transmission (late pregnancy and labor) have been
designed and evaluated.
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Short-course oral ZDV regimens starting at 36 or
38 weeks gestational age (300mg twice daily) were
evaluated in Thailand17 among non-breastfeeding
women, and in Côte d’Ivoire and Burkina Faso in
West Africa among breastfeeding women.18,19 Other
trials evaluated the safety and effectiveness of even
shorter regimens starting as late as onset of labor and
consisting of a two-week combination of ZDV and
lamivudine (3TC)20 or nevirapine (NVP), adminis-
tered at a single dose to the mother at onset of labor
and a single dose to the child within 72 hours of life.21

All short regimens of proven efficacy, with trans-
mission risk by age four to six weeks reduced by one-
third to one-half (corresponding to transmission rates
between 8 percent and 15 percent), are described in
Table 1. To date, it is very difficult to differentiate
these regimens in terms of efficacy. However, each reg-
imen has advantages and disadvantages with respect to
potential toxicity, concerns for future treatment
options, practicality and feasibility for implementa-
tion. For example, NVP is the most practical and least
costly regimen (US$4) but one single dose is able to
select viral resistance.22 Where antiretroviral (ARV)
therapy is available for long-term treatment, it is as yet
unclear which could be the impact of such resistance
selection on long-term treatment options for the
mother.   

MO D E O F DE L I V E RY A N D VAG I N A L
DI S I N F E C T I O N

Cesarean section delivery
A European prospective randomized study and a

meta-analysis of 15 studies10,11 evidenced a significant
protective effect of elective cesarean section (transmis-
sion rate of 1.8 percent in the European study) com-
pared to vaginal delivery (10.5 percent). Elective
cesarean section is increasingly offered in combination
with ZDV prophylaxis to HIV-infected pregnant
women in developed countries. However, cesarean sec-
tion delivery presents some important limitations for
developing countries. In resource-poor settings,
cesarean section is associated with high rates of mater-

nal morbidity and mortality.23 In addition, the relative
cost of cesarean section and the lack of adequate
equipment in these settings are some other important
issues to be considered.

Prenatal and intrapartum
management of HIV-infected women 

Since invasive procedures such as amnioscopy, fetal
scalp electrodes, episiotomy and prevention of prema-
ture membranes rupture have been found to be associ-
ated with a high risk of HIV transmission, such proce-
dures should be avoided when possible during prenatal
and intrapartum management of HIV-infected
women.

Vaginal disinfection
It was hypothesized that the disinfection of the

birth canal with an antiseptic or virucidal solution
prior to vaginal delivery could prevent MTCT of HIV
at low cost. In addition, vaginal disinfection with
chlorhexidine during labor was found to be effective
in reducing neonatal morbidity associated with vaginal
colonization by group B streptococci.24 Unfortunately,
no significant reduction of HIV transmission was
found in two studies conducted in Malawi and Kenya
that assessed the efficacy of birth canal disinfection
using a 0.25 percent solution of chlorhexidine.
However, the results from the Malawian study showed
a reduction in the transmission risk when membranes
were ruptured more than four hours before delivery,
and a reduction in both morbidity and mortality due
to neonatal sepsis.25
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T a b l e  1
Perinatal HIV-1 Transmission Clinical Trials of Antiretrovirals

NO BREASTFEEDING

Study Antepartum Intrapartum Postpartum Transmission rates Percent Percent
Mother Infant Active Placebo reduction

THAI CDC 300mg 2 times 300mg Q3h None None 9.4 percent 18.9 percent 50 percent 0.008
daily starting at
36 weeks

MIXED BREASTFEEDING2

Study Antepartum Intrapartum Postpartum Transmission rates Percent Percent
Mother Infant Active Placebo reduction

PETRA (ZDV/3TC)
(A) 2 times daily every 3h 1 week 1 week 7.8 percent 16.5 percent 53 percent 0.001

starting at 36 (3TC Q12h) (Q12h) (Q12h) (at 6 weeks)
weeks

(B) None Same Same Same 10.2 percent 37 percent 0.02

BREASTFEEDING

Study Antepartum Intrapartum Postpartum Transmission rates Percent Percent
Mother Infant Active Placebo reduction

ABIDJAN CDC 300mg 2 times 300mg Q3h None None 12.2 percent 21.7 percent 44 percent 0.05
daily starting at (at 4 weeks)
36 weeks

ABIDJAN ANRS 300mg 2 times 300mg Q3h 300mg None 14.8 percent 21.7 percent 32 percent NA
daily starting at twice daily, 1wk (at 6 weeks)
36 weeks

KAMPALA NIH 200mg None 2mg/kg 11.9 percent 21.3 percent3 44 percent 0.003
within 72 hours (at 6-8 weeks)

Note:
All regimen dosing refers to zidovudine (ZDV), except the PETRA study, which administered ZDV/ lamivudine (3TC), and the Kampala study, which
administered nevirapine (NVP).
Polymerase chain reaction (PCR) is a very sensitive HIV-diagnostic test that becomes positive very rapidly after infection. By four to six weeks of age, all
infants infected during pregnancy, labor or delivery will have positive PCR while few infants infected through early breastfeeding will already be PCR+.
PCR at age four to six weeks is thus the most useful test to study transmission that occurs during pregnancy and labor/delivery. Trial results are thus given at 
four to six weeks postpartum. Transmission rates at later ages and the impact of breastfeeding on the efficacy of antiretroviral therapies are developed in
Chapter 19.
2 Mixed breastfeeding, including full breastfeeding, early weaning and no breastfeeding.
3 NVP was not compared to placebo but to a very short ZDV regimen from labor to one week postpartum.



VI TA M I N A SU P P L E M E N TAT I O N I N
HIV-IN F E C T E D PR E G N A N T WO M E N

Based on studies that found a significant associa-
tion between maternal vitamin A deficiency during
pregnancy and HIV perinatal transmission, several
placebo-controlled trials have been carried out in
Africa (Malawi, Zimbabwe, Tanzania and South
Africa). These trials were assessing the efficacy of 
vitamin A alone or in combination with other
micronutrients in reducing perinatal transmission of
HIV. Results now available from two of these studies
have found no significant effect of vitamin A supple-
mentation in the risk of HIV perinatal transmission.
However, the study in Tanzania found that multivita-
min supplementation significantly decreased the risk
of low birthweight, severe pre-term birth and small
size for gestational age at birth.26,27

IM M U N O LO G I C IN T E RV E N T I O N S

Passive immunization 
The use of polyclonal antibodies may exert its

effect by decreasing the infectivity of maternal blood,
preventing infection of the placental barrier and by
transferring a broad range of neutralizing antibodies to
the fetus during late pregnancy and at delivery. Two
trials have been initiated, the first in the United States
(ACTG protocol 185) and the second in Uganda. The
ACTG 185 study was stopped because of unexpected
low rates of transmission (4.7 percent in the HIV
immunoglobulin [HIVIG] group versus 4.8 percent
in the placebo group) due to the concurrent routine
use of ZDV by women.28 A Phase III Ugandan trial
assessing the efficacy of HIVIG when added to NVP
is currently underway.

Active immunization (vaccines)
Based on data from some studies, and experience

from other viral infections, it has been suggested that
humoral and cell-mediated protective immunity could
be achieved in newborns through active immunization.
Several Phase I trials are ongoing or planned. The
active immunization of newborns is targeted at preven-
tion of postnatal transmission during breastfeeding,
and would likely be combined with ARV therapy to
prevent transmission during pregnancy and delivery.

I S S U E S  T O  C O N S I D E R
W H E N  P L A N N I N G  M T C T
I N T E R V E N T I O N S

EF F E C T I V E PR I M A RY PR E V E N T I O N
PRO G R A M S A N D FA M I LY PL A N N I N G
SE RV I C E S

The first priority in any strategy to reduce MTCT
of HIV is to prevent women of childbearing age from
becoming infected with the virus in the first place. 

In the AIDS era, family planning services have a
special role to play in counseling people about 
responsible sexuality and providing them with the
means to prevent STDs/HIV and unwanted preg-
nancy. HIV-positive women need appropriate advice
on contraception and pregnancy. In developing
countries, breastfeeding is an important means of 
regulating fertility. Additional family planning services
should be made available for HIV-positive women
who choose not to breastfeed.

The issues of preventing HIV infection in women
and providing family planning options are fully 
developed in Chapter 17.

AD E QUAT E A N D FU N C T I O N I N G
AN T E N ATA L CA R E

Programs to reduce MTCT can only be established
where there is a properly functioning primary health
care system, with efficient and accessible maternal and
child health services. For MTCT prevention to be
most effective, it is important that women be encour-
aged, through education and information programs, to
attend antenatal clinics as early as possible in preg-
nancy. Even with a regimen as simple as NVP, women
need to come early enough to be counseled, offered an
HIV test, tested and receive test results. For peripar-
tum care in general—and HIV VCT in particular—to
be acceptable, maternal and child health care (MCH)
staff need to care for women with empathy and confi-
dentiality.
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ACC E S S TO CO N F I D E N T I A L
VO LU N TA RY CO U N S E L I N G A N D
TE S T I N G (VCT)

Any ARV intervention will require the identifica-
tion of HIV-positive women to allow them access to
the intervention. VCT is thus the cornerstone of an
HIV care service for pregnant women, and should be
established or strengthened concurrently if ARV inter-
ventions to reduce MTCT are proposed. And yet in
the developing countries where 95 percent of mother-
to-child infections take place, there are very few coun-
seling and testing services that allow a woman to find
out her HIV status. 

VCT for HIV provides benefits beyond preventing
transmission from mother to child. These services have
been shown to contribute to an increase in safe behav-
ior at the individual level, and are likely also to reduce
the ignorance, fear and stigma associated with HIV
infection in the population at large. HIV counseling
and testing in relation to pregnancy and other repro-
ductive health services may prove a valuable entry
point for provision of VCT to the wider community
of healthy and asymptomatic women and their part-
ners. Some reproductive health settings such as STD
clinics, pediatric services and family planning clinics
may provide an opportunity to offer testing to poten-
tial mothers and fathers of further children, while
antenatal services will allow testing to be offered to
women already pregnant and their partners.

Voluntary HIV testing of pregnant women must be
confidential and undertaken with informed consent
and access to ongoing counseling. Whenever possible,
partners should also be counseled and offered VCT.
Up to 25 percent of couples in some developing coun-
tries have been found to have sero-discordant HIV
results. For sero-discordant couples, advice about pre-
venting HIV transmission through safer sex has been
shown to significantly reduce the rate of transmission
to the uninfected partner. In addition, women alone

will often be unable to take decisions with financial
implications for the family, such as infant feeding
decisions. Furthermore, measures to reduce MTCT of
HIV, especially the avoidance of breastfeeding, make it
virtually impossible for HIV-positive women to keep
their infection a secret from their families and people
in the wider community.

VCT is further discussed in Chapter 23.

FO L LOW-U P CA R E
F O R MOT H E R A N D IN FA N T

A guiding principle for policy makers and planners
is that interventions to reduce MTCT should be part
of the broader strategy to prevent the spread of HIV
and other STDs, to promote maternal and child
health and to care for HIV-positive women and their
families.

Postpartum care for HIV-positive women should
include continued counseling about infant and young
child feeding, advice on prevention of HIV transmis-
sion to sexual partners, access to and provision of fam-
ily planning and emotional and medical support for
the mother and the family. Infections in HIV-positive
women may be more common in the postpartum
period, and women should be told about the signs and
symptoms of these infections in order to seek care early.
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A Question of Ethics
Introducing antiretroviral programs for the

prevention of MTCT of HIV in countries
where antiretroviral drugs are not available for
the treatment of HIV-positive people more
generally has raised sometimes heated debate
about ethical implications. It is a key principle
of health care that any measure taken be in the
interests of the mother and baby as a pair, and
the question asked is this: If a mother’s access
to antiretroviral therapy (ART) is limited to
the period of pregnancy and labor, does this
amount to treating the mother for the sake of
her baby alone? 

In fact, the question is based on an erro-
neous perception, for ARV therapy used for
the purpose of preventing MTCT of HIV is
not really a treatment, but a “vaccine” for the
infant. A useful analogy is the rubella vaccine
given to pregnant women to protect their off-
spring from the ill effects of maternal infec-
tion. Rubella vaccination does not meet with
ethical objections, despite the fact that it, too,
could be seen as treating the mother for the
sake of the baby.

The issue of ARV therapy for HIV-infected
people must be considered separately from the
issue of ARV therapy for prevention of MTCT
of HIV. It requires debate and policy decisions
outside the scope of MTCT policy making.
However, it is a point of principle when
adopting antiretroviral drugs/replacement
feeding (ART/RF) that HIV-positive pregnant
women must be assured of the best possible
care available in their countries. In some
places, antiretroviral drugs will be available for
therapy and prenatal VCT may help women
to access antiretroviral combinations; in oth-
ers, such treatment will simply not be feasible.

RE G U L AT I O N A N D SU P P LY
O F AN T I R E T ROV I R A L DRU G S A N D
BR E A S T M I L K SU B S T I T U T E S

If provided through the program, a system for dis-
tribution and supply of both antiretroviral drugs and
breastmilk substitutes must be organized. Both of
these products have high resale values and may be mis-
appropriated for other uses. Regular supply, secure
storage, distribution and accounting need to be
ensured.30

There is a risk of spillover of artificial feeding to
infants of uninfected mothers. If breastmilk substi-
tutes are provided, strict controls must be in place
and it must be distributed according to the provisions
of the International Code of Marketing of Breastmilk
Substitutes.31 This topic is further discussed in
Chapter 19.

AR E T H E IN T E RV E N T I O N S
AF F O R D A B L E A N D CO S T-EF F E C T I V E?

Short-course ARV treatment should be evaluated
with regard to the required investment in drugs and
the supportive infrastructure as well as the expected
benefit to woman, child and community health care.
Today, the antiretroviral drugs needed for one HIV-
positive pregnant woman plus infant formula for six
months can be obtained for US$100 or even less. In
communities with a 40 per 1,000 birth rate, a 15 per-
cent prevalence of HIV infection among pregnant
women, and 10 percent of HIV-positive women
knowing their HIV serological status (and accepting
the intervention), the cost per capita of the interven-
tion (ART and infant formula) would be US$0.06
(US$100 x 40/1000 x 0.15 x 0.10 = US$0.06). This
assumes that the infrastructure does not need to be
upgraded and that VCT is accessible independently of
MTCT programs. This calculation does not take into
account savings of medical and other expenditures to
care for HIV-positive infants, which can be substan-
tial. In fact, in most situations it more than compen-
sates for the cost of the intervention.

Clearly, there will be initial costs to introduce ARV
therapy for reducing MTCT transmission of HIV
infection in health care systems that do not meet the
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requirements described above, as these systems will
have to be upgraded. In particular, if the costs of 
routinely offering VCT are to be supported by MTCT
prevention programs, the cost of the program will
greatly increase and the cost-effectiveness will vary
according to the HIV prevalence in the area: The lower
the prevalence, the more it will cost to identify one
HIV-positive pregnant woman. Models show that
where there is greater than 5 percent to 10 percent
HIV prevalence, cost-effectiveness will remain quite
stable, but below 5 percent to 10 percent prevalence,
cost-effectiveness of the intervention rapidly decreases.29

In such cases, targeted screening strategies will lead to
better cost-effectiveness.

L E S S O N S
L E A R N E D  A N D
R E C O M M E N D AT I O N S

Introducing ARV therapy
and/or replacement feeding
options to reduce MTCT of HIV
is a complex process. Costs and
benefits need to be carefully
assessed. Policy makers need to
decide what kind of program is
feasible and most appropriate for
their countries, and whether or not
to test models of the strategy in
pilot projects before introducing it
more widely.29

Below is a summary of the key
issues for consideration in policy
making, and ways in which the
strategy might be tailored to suit
local conditions are proposed. The
following issues need consideration:

HIV seroprevalence rates in the
country or community will
determine the costs of inaction
and the relative cost-effective-
ness of different screening
strategies.
Attitudes towards HIV in the

country or community will determine the risk of
discrimination against women found to be infected
with HIV, the likelihood of infringement of their
rights, and the expected acceptability of the inter-
vention.

The risks associated with replacement feeding will
determine whether or not the intervention can be
introduced on a large scale immediately, or whether
pilot projects will initially be needed so that lessons
can be learned about how to make replacement
feeding safer.

The state of the existing health system and MCH
services (including family planning) will determine
the expenditure of effort and resources required to
strengthen them sufficiently to support the new
program.

The maturity of the epidemic and level of social
support that has developed to cope with it will
determine how big a burden will be imposed upon
the MTCT programs by increased demand for
health care and counseling.
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F i g u r e  1
Cost-Effectiveness By HIV Seroprevalence
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LOCAL HIV PREVALANCE

< 5 percent > 5 percent

Minimal resource Routine antenatal VCT Routine antenatal VCT
constraints
(e.g., in industrialized countries) Long ARV/RF Long ARV/RF

Resource constrained Local health system meets Known HIV+/ Routine
requirements Targeted antenatal VCT antenatal VCT

+
Low risk associated Short ARV/RF Short ARV/RF
with RF and VCT

Resource constrained Local health system does Known HIV+/ Pilot introduction
not meet requirements Targeted antenatal VCT of routine antenatal

and/or Unknown risks Short ARV/RF VCT + short ARV/RF
associated with RF

(ARV/RF to be offered also to
known HIV + women

Prepare health system

Key: VCT = voluntary counseling and testing; ART/RF = antiretroviral drug therapy and/or replacement feeding.



1. Local health system meets requirements
Access to adequate Mother-and-Child Health services including antenatal, delivery, postnatal and family planning services and continuing medical and psychosocial
support for mother and child.

2. Short ARV
Short antiretroviral regimen such as one-month ZDV (Thai trial), two doses NVP (HIVNET012) or two weeks ZDV/3TC (PETRA).

3. Long ARV
Other regimens including ACTG 076 and regimens using a combination of antiretroviral drugs and antiretrovirals for the neonate as well as the mother.

4. Known HIV positive
Women who present for antenatal care having already been tested for HIV outside the maternal health services, and found to be infected. 

5. Targeted antenatal VCT
VCT offered to pregnant women and their partners in communities (geographical or social networks) where HIV prevalence is particularly high. 

6. Routine antenatal VCT
VCT offered to all women attending antenatal services and their partners as a matter of course.

7. Pilot introduction of VCT and ARV/RF
Introduction of the full strategy in a selected number of sites, and careful monitoring and evaluation of the processes and their impact, with particular attention to 
replacement feeding.

8. Prepare the health system 
Where the health system does not meet the requirements for the successful introduction of the strategy, careful preparation is needed for voluntary counseling and testing,
mother-and-child health services, and medical and support services for HIV-positive women and their children.

T a b l e  2
Combination of Services Appropriate
to Different Circumstances



The wider benefits to society will have to be taken
into account when balancing costs and benefits of
the intervention.

Available financing for MTCT interventions and
associated services will be a major consideration in
decision making.

These factors will vary a great deal from one place
to another. Table 2 proposes a decision-making process
to assist policy makers who wish to consider adopting
an ARV/RF strategy that is suited to their situation,
and that reflects the local HIV prevalence rate, avail-
able resources, health system performance and
expected risks associated with replacement feeding.   

In many places it will be a good strategy to intro-
duce VCT and ARV therapy and/or RF in a limited
way in pilot programs, so that lessons can be learned
about how best to operate the new service before it is
introduced more widely. This is especially important
in places where stigmatization of people with
HIV/AIDS is common, and where there is uncertainty
about the safety of RF or the acceptability of VCT.
Pilot sites should be selected on the basis of having
good basic health services already in place (or opportu-
nities to strengthen it) and efficient referral systems.

F U T U R E  C H A L L E N G E S
The progress of research on HIV prevention

through antiretroviral drugs and other interventions
strongly suggests that MTCT interventions will come
into much wider use in the near future. The most
important challenge is to ensure that basic HIV/AIDS
and reproductive health services are ready to integrate
the new interventions.

RI S I N G NE E D F O R VCT SE RV I C E S

As interventions become more widespread, HIV-
infected women will have to know their HIV status in
order to benefit from them. Therefore, VCT services
will be required on larger scale than is currently avail-
able in most countries. This implies an expansion of
VCT in general and within prenatal programs.
However, the counseling component of VCT is often
seen as being time consuming, adding to already heavy
workloads, difficult and emotionally draining. Quality,
costs and acceptance of different models of counseling
interventions need to be tested.

The decision to take an HIV test is never an easy
one. The acceptability of VCT will likely be related to
the quality of the services (confidential, non-coercive,
non-judgmental, etc.), the level of tolerance vis-à-vis
HIV-positive people, and the availability of psycholog-
ical support and care services for HIV-positive women.
Acceptance of HIV testing and ARV therapy in devel-
oping countries needs further study. In reports from
some countries, clinic attenders were found to be very
willing to find out their HIV status. However in other
settings, although antenatal attenders consented to
testing, a substantial proportion did not return for
their results or for post-test counseling. 
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Stigma and Discrimination
In many countries today, women are still

facing the risks of stigma and discrimination.
It is therefore essential to the safety and
acceptability of MTCT interventions that
effective steps are taken to combat rejection of
people with HIV/AIDS. Where women fear
discrimination and violence if they are identi-
fied as HIV-infected, they will be reluctant or
completely unable to take advantage of oppor-
tunities offered to protect their infants from
infection. Special attention should be paid in
particular to developing positive and non-
judgmental health staff attitudes towards
HIV/AIDS. In places where stigmatization of
HIV-infected people is a serious problem, it
would be advisable to introduce VCT in a
pilot site where the risks can be carefully
monitored and strategies for dealing with
stigma and discrimination tested. 

RE O RG A N I Z AT I O N O F
PR E- ,  PE R I- A N D PO S T N ATA L
CA R E A N D FA M I LY PL A N N I N G

Some 40 percent of the world’s female population
lack access to adequate antenatal care. In sub-Saharan
Africa, less than half of all births are attended by
professional health staff, with proportions well below
this being reported from individual African countries
as well as from parts of Asia. This represents a huge
challenge for those committed to seeing that mothers
and babies everywhere benefit from advances made in
science and technology.

Expanding access to counseling, testing, family
planning services and antenatal and postnatal care—
along with adapting obstetrical practices and introduc-
ing ARV therapy—will have a heavy impact on clini-
cal facilities. All aspects of providing and monitoring

treatment for mothers and children will have to be
planned and implemented. Prenatal care will be the
first area affected but, since infants born to HIV-
infected mothers will need extra care themselves,
postnatal settings will also come under pressure. HIV
testing and the monitoring of HIV infection and ARV
therapy will also impose extra work on laboratories.
Family planning services for HIV-positive women—
especially for those choosing not to breastfeed—will
need strengthening.

MA K I N G DE C I S I O N S
A B O U T IN FA N T FE E D I N G

In developing countries, prolonged breastfeeding is
heavily promoted for all children because it is a cheap,
natural means of providing adequate nutrition and
protection against many childhood diseases, with birth
spacing as a secondary benefit. In comparison, the cost
of infant formula, along with the clean water and fuel
needed to prepare it, is often beyond the means of
poor families in developing countries. Furthermore,
when incorrectly used, feeding with infant formula
may lead to severe malnutrition and fatal infectious
diseases. Even safely used it may lead to stigma and
rejection for women who find they are infected with
HIV and, after counseling, decide not to breastfeed—
a visible act in most developing countries. The choice
of feeding method can thus be a difficult dilemma for
an HIV-positive mother and health caregivers who will
have difficulty understanding that breastfeeding may
not be always the best option.
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RE M A I N I N G QU E S T I O N S
A B O U T ARV TH E R A P Y,  IN FA N T
FE E D I N G A N D MTCT

The efficacy of short-course ARV therapy in pre-
venting HIV transmission from an HIV-positive
mother to her child is now well established. However,
as for any effective treatment, ZDV, 3TC, and NVP
can induce rare but severe toxic effects. In addition,
NVP-resistant virus can be selected after a single dose
of NVP. The potential implications of temporary
selection of resistant virus for subsequent pregnancies
or future therapeutic options for the mother, should
they become available, is unknown.

Studies are still needed to assess the risks and bene-
fits of exclusive breastfeeding associated with early and
complete cessation of breastfeeding, and to examine
ways to reduce transmission while continuing breast-
feeding through, for example, prescription of anti-
retroviral drugs during a reduced period of breastfeed-
ing. Chapter 19 discusses further the challenges of
reducing HIV risk to infants after delivery.

CA R E F O R OR P H A N S

Around the world, already over 11 million children
have lost their mothers—and often their fathers—
before they reached age 15. Although some of these
children are or will be infected with HIV and others
will not, all will need care and support as they grow
up. In many countries the extended family is the tradi-
tional social security system which looks after orphans
and affected families. But this system is already being
pushed to the breaking point in the worst affected
communities—long before the full impact of AIDS
has been felt. Preventing MTCT of HIV may increase
the number of HIV-uninfected children that are
orphaned and need social support. However, it is
important to recognize that in the absence of preven-
tive interventions, more HIV-positive children will be
born and require not only support but medical care.
(This challenge is more fully explored in Chapter 26.)

C A S E  S T U D I E S

BOTS WA N A GE A R S U P TO PR E V E N T
MTCT O F HIV

The Botswanan Prevention of Mother-to-Child
Transmission (MTCT) of HIV Program was launched
in Gaborone and Francistown in April 1999.32

Through the program, VCT was offered to all preg-
nant women in government health facilities, oral ZDV
was provided to HIV-positive women starting at 34
weeks of pregnancy and during labor, and ZDV syrup
was given to babies born to HIV-positive mothers.
The intervention also included infant-feeding counsel-
ing and provision of infant formula to women who
opted not to breastfeed. In the first eight months of
the program, over 4,000 of 7,000 antenatal clinic
(ANC) clients had been counseled, of which 46 per-
cent were tested for HIV and 41 percent were found
positive. By January 2000, 221 women and 367
infants had received ZDV. A program review was com-
pleted in January 2000 to recommend the advisability
of scaling-up the program.

In general, the program was found to be function-
ing well for this stage of a pilot project. It is the first
population-based MTCT pilot project in Africa and
received a high level of commitment from the
Botswana government. The program is being inte-
grated into ANC services, which are of a high standard.

Despite the general well functioning of the pro-
gram, several issues of concern were identified and the
following recommendations were made:

More effort needs to be put into developing an
adequate information, education and communica-
tion (IEC) strategy, so that women and their part-
ners and families know more about the program
before reaching the clinic.

Communities need to be mobilized through a 
variety of efforts to support HIV-positive women
and their families.
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To increase coverage with pre-test counseling,
counseling skills among health care workers should
be more widespread. The counseling sessions
should be streamlined and made more routine.

For more women to benefit from the full ZDV reg-
imen, they must be encouraged to enter into the
program at an earlier stage of their pregnancy, while
at the same time NVP could be considered for
HIV-positive women who attend too late for ZDV.

Guidelines on infant feeding need to be clearer,
and women who opt to formula feed need follow-
up support.

After weighing the pros and cons, the program
review team concluded that scaling-up was advisable.
However, some preconditions were suggested, includ-
ing the implementation of the above recommendations.

TH A I L A N D:  SP R E A D I N G
T H E BE N E F I TS O F RE S E A RC H

In July 1997, Thailand introduced a program in
the northern province of Phayao to reduce MTCT of
HIV using a short-course of ZDV.33 The relatively
poor province, home to 517,000 people, is particu-
larly hard hit by the epidemic, with some 5.5 percent
of pregnant women infected with HIV at the start of
the intervention. Today, ARV therapy courses are
offered through seven public hospitals—the most
peripheral level of the health service with the facilities
and capacity to handle the new service. The vast
majority of pregnant women in Phayao attend antena-
tal clinics, where VCT has been available since 1993.
At the start of the program, all pregnant women were
offered counseling and testing on their first antenatal
visit and told about the new measures to reduce the
risk of MTCT of HIV. Virtually all who were offered
an HIV test accepted, and by the end of 1997, close
to 68 percent of those who were HIV positive had
been enrolled in the program. Breastmilk substitutes
are supplied to all participants, and are free of charge
for one year to those with little income. 

Despite the inconvenience for women of having to
attend a hospital throughout pregnancy rather than a
local health center, and the possibility that this would
identify those with HIV and expose them to stigma
and discrimination, the treatment has had a 90 per-
cent compliance rate. The program has been incorpo-
rated into routine mother and child health care, and
requires two days of extra training for laboratory tech-
nicians and three days for hospital-based counselors. 
It was set up with very little external assistance and is
run by the Ministry of Public Health at an additional
cost of just US$0.13 per capita per year—or less than
one percent of public health expenditure in Thailand.
It has identified key conditions for success as:

An uninterrupted supply of key resources such as
HIV tests, ZDV and laboratory supplies

Accessibility of services to all in the target 
population

Acceptability of services to target population 

Continuity of care, and compliance 

High quality of service

Free and informed choice about participating, and
self-reliance in adhering to regimen

Equity of coverage, with special effort made to
reach groups who may remain excluded
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I N T R O D U C T I O N

The rapid expansion of the AIDS epidemic in resource-constrained set-
tings, greater understanding of HIV transmission through breastmilk and
increasing child mortality have forced the problem of mother-to-child
transmission (MTCT) to the top of the international health policy
agenda. MTCT can take place during pregnancy, during delivery and in
the postnatal period through breastfeeding. Although fewer than half 
the babies born to HIV-infected women acquire HIV, increasing HIV
prevalence among pregnant women has resulted in a very rapid increase
in the number of HIV-infected children.

Breastfeeding can offer many benefits. For infants, breastfeeding provides
adequate nutrition and protective anti-infective agents during the first six
months of life. For mothers, breastfeeding facilitates uterine contraction,
protects against excessive blood loss and delays the return of normal men-
struation—the last conserves iron and contributes to child spacing. This
chapter focuses on breastfeeding practices and alternatives, and examines
some of the socioeconomic factors that determine whether mothers choose
to breastfeed.

M A G N I T U D E  O F  B R E A S T M I L K  T R A N S M I S S I O N  O F  H I V  

Breastmilk transmission of HIV has been documented among infants of
newly infected women and among women with established infections.
According to the best available estimate, one out of seven children breastfed
by an HIV-infected mother will become infected through breastfeeding.

Infants of HIV-infected women are at risk as long as they breastfeed.
While there are limited data on the correlates of breastmilk transmission
of HIV, prematurity, age at weaning and infant immune responses are
believed to modify risk. 
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W E I G H I N G  R I S K S  A N D  B E N E F I T S  O F  P R E V E N T I O N  O F

B R E A S T M I L K  T R A N S M I S S I O N  O F  H I V

Replacement feeding prevents breastmilk transmission of HIV. However,
in resource-constrained settings the infant-feeding decision should be
based on the balance between the risk of HIV transmission if the mother
does breastfeed and the risk of death due to artificial feeding if she does
not. Not breastfeeding can result in social stigmatization, economic 
hardship and early return of fertility. Women must be aware of all risks 
in order to make an informed decision. 

P R E V E N T I O N  O F  B R E A S T M I L K  T R A N S M I S S I O N  O F  H I V

The most effective way of preventing breastmilk transmission of HIV
while ensuring that babies enjoy the benefits of breastfeeding is to protect
women of child-bearing age from HIV infection. HIV-infected women
should be assisted with counseling and accessible family planning services
to limit fertility and interventions to prevent breastmilk transmission of
HIV through breastfeeding. These interventions include strategies to
replace or shorten the duration of breastfeeding and reduce the infant’s
vulnerability to infection. 

Prevention of breastmilk transmission of HIV can be achieved through
the implementation of a seven-step program. Each step is outlined with
accompanying practice points.

Step 1: Good nutrition during pregnancy and the postnatal period

Step 2: Good breastfeeding technique instruction

Step 3: Reduction of  infant’s vulnerability to infection

Step 4: Voluntary Counseling and Testing (VCT)

Step 5a: Risk-reduction counseling for HIV-negative women

Step 5b: Counseling for HIV-positive women

Step 6: Antiretroviral Therapy (ART) to reduce MTCT

Step 7: Infant-feeding options for HIV-positive women

Topics covered under Step 7, which was adapted from
UNICEF/UNAIDS/WHO, include:

Breastmilk substitutes

Modifications of breastfeeding

Safer breastfeeding

Micronutrient supplementation

Avoidance of dehydration
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Unsuitable replacement feeds

Complementary feeding and weaning

Family planning services

Ethical considerations

Spillover

P R E P A R I N G  T H E  H E A L T H  C A R E  S Y S T E M  

F O R  P R E V E N T I O N  S T R A T E G I E S

Health care systems must be prepared before implementing a program to
prevent HIV transmission through breastfeeding. Health workers should
be skilled in HIV counseling and testing, prevention of MTCT, lactation
management and promotion of good breastfeeding techniques, standard
midwifery procedures, management of antiretroviral therapy (ART) inter-
ventions, replacement feeding, nutrition counseling and family planning
for HIV-infected couples. The health care system should also be strength-
ened to provide a continuum of care to manage the mother-infant pair.

C O S T - E F F E C T I V E N E S S  O F  S T R A T E G I E S  T O  

P R E V E N T  B R E A S T M I L K  T R A N S M I S S I O N  O F  H I V  I N

R E S O U R C E - C O N S T R A I N E D  S E T T I N G S

The high cost of infant-feeding options other than breastfeeding can be a
major difficulty in resource-constrained communities. Any evaluation of
cost-effectiveness must involve the definition of “effectiveness” and how it
is measured. Although replacement feeding may not pay for itself in
health care savings and may not compare favorably with other child sur-
vival strategies in cost-effectiveness analysis, there is a strong moral and
ethical obligation to use all known strategies to prevent MTCT through
breastfeeding.

P O L I C Y  C O N S I D E R A T I O N S

The International Code of Marketing of Breastmilk Substitutes and 
subsequent related World Health Assembly resolutions (which place
restrictions on the ways in which the formula industry can market breast-
milk substitutes) have helped reduce the impact of commercial marketing
on breastfeeding. Although violations of the code continue, the WHA
code and resolutions remain more relevant than ever in the context of
HIV/AIDS, where there is a clear medical need for breastmilk substitutes.
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L E S S O N S  L E A R N E D  A N D  F U T U R E  D I R E C T I O N S

Careful monitoring of programs to prevent MTCT in resource-
constrained settings provides an opportunity to answer a number of
important programmatic questions:

How can health care workers best provide the information that HIV-
positive mothers need to make infant-feeding decisions and best 
support these women in carrying out their decisions?

How can such infant-feeding counseling and services be provided while
minimizing their potential negative impacts?

What is the risk of HIV transmission through breastfeeding under 
different conditions?

What factors modify this risk?

What is the risk of death due to artificial feeding under the same 
conditions?

C O N C L U S I O N

The risk of MTCT through breastfeeding presents a huge challenge for
HIV-infected women who must decide how to feed their infants, for the
health care workers who counsel them and for the decision makers who
must provide appropriate policy guidelines and resources. Research and
pilot studies are planned or currently underway to provide better under-
standing and more effective solutions.

C A S E  S T U D I E S

Two case studies provide examples of interventions to prevent MTCT in
resource-constrained settings.

TH A I PRO G R A M TO AVO I D BR E A S T F E E D I N G

I N HIV-IN F E C T E D WO M E N

Thailand recently implemented several large regional programs of short-
course ziduvodine (ZDV) treatment and avoidance of breastfeeding. With
monitoring, these programs may provide more specific information about
the acceptability and risks of HIV-infected women avoiding breastfeeding
in a variety of settings.

TH E ZA M B I A N ND O L A DE M O N S T R AT I O N PRO J E C T

A demonstration project is being implemented to introduce VCT and
improved infant-feeding counseling into antenatal care and community
services in a low-income area. The project aims to reduce MTCT by
encouraging pregnant women and their partners to be tested for HIV and
providing counseling on HIV prevention, improved care and nutrition
during pregnancy and delivery and infant-feeding options for HIV-
positive and uninfected mothers. 
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T
he rapid expansion of the AIDS epidemic in resource-con-

strained settings, greater understanding of the magnitude of

breastmilk transmission of HIV and increasing child mortality

have forced the problem of mother-to-child transmission (MTCT) of

HIV* to the top of the international health policy agenda. MTCT can

take place during pregnancy or delivery and in the postnatal period

through breastfeeding.1

Although fewer than half the

babies born to HIV-infected women acquire HIV, increasing HIV preva-

lence among pregnant women has resulted in a very rapid increase in the

number of HIV-infected children. The Joint United Nations Programme

on HIV/AIDS (UNAIDS) estimates that about 600,000 children under

age 15 were newly infected with HIV in the year 2000.  Ninety percent of

them acquired infection from their mothers – and 90 percent of these

infected children live in sub-Saharan Africa.2

Breastfeeding can offer many benefits to both mother and infant.

Exclusive breastfeeding (no other fluids and foods) provides infants with

adequate nutrition for the first six months of life. Giving babies any other

food during this early stage displaces breastmilk without increasing calorie

intake and exposes the infants to pathogens that may cause diarrhea and

other illnesses. Breastmilk has many protective anti-infective agents

including macrophages, different types of lymphocytes, immunoglobulins,

lipids and a variety of soluble factors such as lactoferrin.3-5 Breastfed babies

have fewer and less severe episodes of diarrhea, pneumonia or other infec-

tions. In the developing world, where the leading causes of infant morbid-

ity and mortality are infectious diseases, breastfeeding provides significant

I N T R O D U C T I O N
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protection to the young infant.6-10 Breastfeeding also helps babies and their

mothers develop a close and loving relationship, enhancing mental and

emotional development.4

Breastfeeding is also beneficial to the mother. In the immediate post-

delivery period, the hormone oxytocin, which is produced as a result of

stimulation of the nipples during suckling, facilitates uterine contraction

and thus protects the mother from excessive blood loss. Exclusive breast-

feeding delays the return of normal menstruation after delivery, which

conserves iron and contributes to child spacing—thus reducing reproduc-

tive stress, maternal depletion and maternal mortality.

This chapter focuses on breastfeeding practices and alternatives, and

examines some of the socioeconomic factors that may determine whether

mothers choose to breastfeed. A seven-step program to prevent breastmilk

transmission of HIV is provided.
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M A G N I T U D E  O F
B R E A S T M I L K
T R A N S M I S S I O N  O F  H I V  

BR E A S T M I L K TR A N S M I S S I O N O F HIV
I N NEW LY IN F E C T E D WO M E N

Breastmilk transmission of HIV has been docu-
mented among infants of newly infected women, 11-15

who carry very high viral loads before they develop
HIV-specific immune responses. These women have
an especially high risk of HIV transmission through
breastfeeding: A metanalysis based on four published
studies estimated this risk to be 29 percent (95 per-
cent confidence interval [CI]: 16 to 42 percent).16

BR E A S T M I L K TR A N S M I S S I O N
O F HIV A M O N G WO M E N W I T H
ES TA B L I S H E D IN F E C T I O N

Women with established HIV infections also trans-
mit HIV through breastfeeding.17-19 The best available
estimate of the risk of breastmilk transmission is based
on an analysis of the results of six studies. This met-
analysis estimated the additional risk of breastmilk
transmission of HIV to be 14 percent (95 percent CI:
7 to 22 percent).18 That is, one out of seven children
breastfed by an HIV-infected mother will become
infected through breastfeeding. In a more recent study
from Kenya,20 the transmission rate among infants
randomly assigned to be breastfed was 37 percent ver-
sus 21 percent among infants assigned to be formula-
fed, a risk difference of 16 percent. The investigators
considered that this difference underestimated the
risk, because 30 percent of infants in the formula-fed
group actually received some breastmilk and may
therefore have been infected through breastfeeding.
Although the estimates remain imprecise, experts
conclude that one-quarter to one-half of all MTCT
among breastfed infants may be attributed to breast-
feeding.21

A common problem in interpreting these data has
been a lack of precise definition of the breastfeeding
pattern. Experts have long suggested that truly exclu-
sive breastfeeding (no other fluids or foods) may be
safer than the usual pattern of non-exclusive breast-
feeding or “mixed feeding.” They speculate that the
addition of other foods and fluids to the breastmilk
diet increases the risk of gut infections or physical
trauma, thus increasing vulnerability to transmission.
Previous studies that compared transmission among

“mixed fed” and “exclusively breastfed” babies used
different definitions of these terms, and did not pro-
duce statistically significant results.18,22 In Brazil, trans-
mission was higher among breastfed infants whose
mothers reported early mixed feeding, but this trend
was not statistically significant.23 But in a more recent
South African study,24 infants exclusively breastfed for
at least three months had significantly lower rates 
of infection at age three months (19.4 percent) than
breastfed infants who had also received other foods 
or fluids (26.1 percent). In fact, the transmission risk
among exclusively breastfed infants was not statisti-
cally different from that among formula-fed infants
(19.4 percent). These results offer hope that promo-
tion of exclusive breastfeeding among mothers who
choose to breastfeed may be a feasible and effective
option for reducing the risk of MTCT.

TI M I N G O F BR E A S T M I L K
TR A N S M I S S I O N O F HIV

Infants of HIV-infected women are at risk of
breastmilk transmission as long as they are breastfeed-
ing. Some studies have used time to the first positive
polymerase chain reaction (PCR) to determine when,
during the postnatal period, breastmilk transmission of
HIV takes place. But it is not possible to differentiate
transmission during late pregnancy, delivery and the
early postnatal period. These studies therefore only
reported rates of late postnatal transmission, defined in
different ways by each study.

Late postnatal transmission of HIV refers to babies
who initially are found to be uninfected, but who
become infected following exposure to breastmilk.
There is considerable variation in the published litera-
ture in the rate of late postnatal transmission. This is
not surprising, as different periods of observation, def-
initions and laboratory methods were used to ascertain
infection status. In a pooled analysis of data from
2,807 children from four cohorts in industrialized and
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non-industrialized countries, the overall rate of late
postnatal transmission (first positive PCR after 2.5
months) was estimated to be five percent, with an 
estimated risk of 3.2 infections per 100 child-years of
breastfeeding follow-up (95 percent CI: 3.1 to 3.8 
percent).25 Malawi reported transmission rates of 0.7
percent per person-month during age one month to
five months, 0.6 percent from age six months to 11
months, 0.3 percent from age 12 months to 17
months and 0.2 percent from age 18 months to 23
months.26 These rates suggest declining risk with age.
But such age-related variations in transmission are
difficult to ascribe solely to the age of the infant, as
feeding practices typically also change over this period.
Beginning very early in infancy, other liquids and
foods are introduced in ever-increasing amounts,
which may reduce the amount of breastmilk con-
sumed, thus reducing exposure, or may contribute to
disruption of the integrity of the gut, thus increasing
vulnerability to infection. As these studies did not
measure such feeding mode effects, it is difficult to
distinguish the real cause of any observed age-related
variation in transmission rates. In Kenya, although risk
of transmission of HIV per day of breastfeeding was
about twice as great in the first four months as later in
infancy (0.00042/d before versus 0.00026/d after four
months), the risk of HIV transmission per liter of
breast milk consumed did not vary with age. Rather,
as children grew, they consumed less breastmilk and
therefore the risk of breastfeeding transmission was
reduced.27

CO R R E L AT E S O F BR E A S T M I L K
TR A N S M I S S I O N O F HIV

There are limited data on the correlates of breast-
milk transmission of HIV. A number of factors are
thought to be involved, and the relationships are com-
plex. Cell-associated and cell-free HIV virus is found
in as much as 70 percent of breastmilk samples from
infected women.28-30 One study that compared the

prevalence and concentration of HIV in mature milk
and colostrum found more virus in mature milk.29

But the presence of HIV in breastmilk does not auto-
matically result in breastmilk transmission; there is a
complex interaction with anti-infective factors in
breastmilk.31-34 One study in Rwanda suggested that
the presence of HIV-specific immunoglobulin M
(IgM), an antibody found in breastmilk, may protect
against infection.28 Cracked nipples and mastitis are
also risk factors for breastmilk transmission of HIV.35,36

A baby’s age and immune status are also important in
this relationship, and there are ongoing studies to
determine how prematurity, age at weaning and infant
immune responses modify the risk. 

WE I G H I N G RI S K S A N D BE N E F I TS O F
PR E V E N T I O N O F BR E A S T M I L K
TR A N S M I S S I O N O F HIV

Replacement feeding prevents breastmilk transmis-
sion of HIV. But in resource-constrained settings the
infant-feeding decision must include consideration of
the risk of HIV transmission if the mother does
breastfeed and the risk of death due to artificial feed-
ing if she does not. A number of published studies use
simulation models to weigh these risks, 37-43 the features
and results of which have been reviewed recently.44 The
models all reach the same conclusion: Where there is a
high level of infectious disease mortality in childhood,
breastfeeding is safer for infants of HIV-positive moth-
ers than artificial feeding, despite the risk of transmis-
sion through breastfeeding. Where the baseline infant
mortality is less than about 80 per 1,000 live births
and the risk of death due to artificial feeding is less
than 2.5 times the risk of death of exclusively breastfed
infants, infants of HIV-positive mothers are generally
safer when fed artificially. When the mother’s status is
not known and she is living under conditions of
poverty and poor hygiene, breastfeeding is virtually
always favored.

These analyses generally compare risks during an
entire infancy. But the decision to initiate breastfeed-
ing may be made on the basis of a risk assessment 
covering just the first few weeks or months. The addi-
tional risk of death due to artificial feeding is reduced
as the infant ages, whereas the risk of transmission is
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assumed to be relatively constant
as long as the infant is breastfed.
This situation is illustrated in
Figure 1. As the infant matures
and the risk of death due to artifi-
cial feeding is reduced, the balance
of risks may shift to favor an alter-
native diet. The optimal time to
stop breastfeeding would vary with
the situation, depending on the
shape and location of the replace-
ment diet risk curve, which are
unknown.   

It is tempting to conclude from
the risk analysis that mothers in
resource-constrained settings
should be advised to breastfeed
despite the risk of transmission.
This was the basis of earlier infant
feeding guidelines.45 The rapid
expansion of the epidemic in
resource-constrained settings,
greater understanding of the mag-
nitude of breastmilk transmission
and increasing child mortality have
challenged the old policy that pro-
vides prescriptive advice based on
access to resources. In 1997, a new policy on infant
feeding was formulated that promotes and supports
breastfeeding for infants of women without HIV
infection or of unknown status, and the right of a
woman infected with HIV who is informed of her
serostatus to choose an infant-feeding strategy based
on full information about the risks and benefits of
each alternative.46 This principle of informed choice
presents practical difficulties for health workers, who
must tailor the information they provide to mothers
based on the risks and benefits of each available
infant-feeding option. In most cases this information
is specific to the community and the household. It
therefore requires some assessment of the mother’s
particular situation (hygiene and sanitation in the
home, reliability of supply of ingredients for breast-

milk substitutes, reliability of income, etc.).47 A rapid
method for assessing infant feeding options at the
community level is described in the case study from
Zambia.

In addition to the health risks to the infant, there
are other dangers that the mother must consider.
Preliminary evidence from Kenya suggests that breast-
feeding may jeopardize the infected mother’s own
health.48 Not breastfeeding can result in social stigma-
tization, economic hardship and early return of 
fertility. Women should be aware of all known risks 
in order to make an informed decision. 

F i g u r e  1
Schematic Illustration of the Changing 
Balance of Additional Risk of Death Due to
Artificial Feeding vs. the Risk of MTCT of HIV
Through Breastfeeding
The age at which the risk of death due to artificial feeding falls below the risk of 

transmission would be the optimal age to stop breastfeeding.
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P R E V E N T I O N  O F
B R E A S T M I L K
T R A N S M I S S I O N  O F  H I V

The most effective way of preventing breastmilk
transmission of HIV while ensuring that babies enjoy
the benefits of breastfeeding is to protect women of
child-bearing age from HIV infection. HIV-infected
women should be assisted with counseling and
friendly and accessible family planning services to
limit fertility. Interventions to prevent breastmilk
transmission of HIV through breastfeeding should be
available to infected mothers. These interventions
include strategies to replace or shorten the duration of
breastfeeding and, at the same time, reduce the infant’s
vulnerability to infection. 

Prevention of breastmilk transmission of HIV can
be achieved through the implementation of a seven-
step program. The first four steps are general interven-
tions that can be implemented in all health facilities
and will improve the well-being of all women and
their children. The last three steps are specific inter-
ventions for the HIV-infected woman.

ST E P 1:  EN S U R E GO O D NU T R I T I O N
D U R I N G PR E G N A N C Y A N D T H E
PO S T N ATA L PE R I O D

Vitamin A deficiency and anemia are common in
HIV-infected women. Both these deficiencies are
associated with MTCT.40, 50 Iron deficiency is also asso-
ciated with low birth weight and prematurity, both of
which are risk factors for infant HIV infection.51-54

Vitamin A deficiency in immunosuppressed women is
associated with a significant increase in breastmilk
HIV 29 and with increased mortality in HIV-infected
adults.55, 56 This may be because serum Vitamin A 
levels are reduced as HIV progresses. Vitamin A 
supplementation resulted in a 63 percent reduction
in mortality among HIV-infected children over 24
months of follow-up.57 It has not, however, resulted in
reduced MTCT.58

Use of multiple micronutrient supplements in
pregnancy reduces prematurity and low birth-weight
and ensures adequate stores of iron in babies. In one
randomized clinical trial in Malawi, giving multiple
micronutrients (but not vitamin A alone) to HIV-
infected pregnant women resulted in a 44 percent
reduction in low birth-weight, a 39 percent reduction
in prematurity and improved maternal hemoglobin
and CD4 counts after delivery.59 The role of micronu-
trient supplementation in prevention of MTCT has
not yet been fully evaluated. Maternal iron status and
hemoglobin concentration may also be improved
through prevention and control of malaria during
pregnancy.

Practice points
Women should be counseled to consume a nutri-
tious diet throughout pregnancy and lactation. The
advice should be based on locally available foods. 

All pregnant women’s diets should be supple-
mented with iron, folic acid, zinc and other
micronutrients. Protocols for supplementation
should follow national policy and availability.

Malaria should be prevented through chemopro-
phylaxis and other avoidance and control measures.

Women should be given high-dose vitamin A fol-
lowing delivery.

ST E P 2:  IN S T RU C T O N GO O D
BR E A S T F E E D I N G TE C H N I QU E

Cracked nipples, mastitis and breast abscess signifi-
cantly increase the risk of breastmilk transmission of
HIV. 35, 36 Cracked nipples can be caused by poor suck-
ling technique, particularly latching onto the nipple
rather than the areola. Candida infection and use of
abrasive creams and soaps on the breasts may also
cause cracked nipples. It is very painful to suckle an
infant on cracked nipples, which puts a woman at risk
of breast engorgement because of inadequate emptying
of the breasts from infrequent feeding or avoidance of
feeding. If poorly treated, breast engorgement may
progress to mastitis.9
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Practice points
Instruct all women in good breastfeeding
technique.

Mothers in high HIV prevalence areas who do not
know their HIV status should avoid breastfeeding
from breasts with cracked nipples, mastitis or an
abscess.

If both breasts are affected, the woman should be
encouraged to express breastmilk and pasteurize or
boil it.

If one breast is affected, express and discard breast-
milk from the affected breast to avoid engorgement
while continuing to feed from the unaffected breast.

Treat the underlying condition appropriately.

ST E P 3:  RE D U C E A N IN FA N T ’S
VU L N E R A B I L I T Y TO IN F E C T I O N

The infant risk factors for HIV transmission are
less well-evaluated. But it is generally accepted that the
following factors affect an infant’s vulnerability to
breastmilk transmission of HIV:

Integrity of the infant gut epithelium: This can be
compromised by vigorous suction at birth, poor
nutritional status or oral lesions caused by candida
infection.

Duration of breastfeeding: Longer exposure is asso-
ciated with a higher risk of infection.

Colostrum versus mature milk: HIV is found in
both the cell-free and cellular components of
breastmilk. There is no evidence that colostrum is
more infectious than mature milk. 

Mixed feeding versus exclusive breastfeeding: The
lower rate of infection among infants exclusively
breastfed for at least three months compared with
infants who also received other liquids or food by
this time suggests that exclusive breastfeeding is
protective.24

Practice points (for mothers who 
are HIV-negative or of unknown status)

Exclusively breastfeed infants for the first six
months, then gradually introduce and increase the
quantity of nutritious complementary foods while
maintaining frequent breastfeeding.

Do not deny infants colostrum.

Avoid mixed feeding in the first six months because
it puts an infant at risk of enteric infections, which
could increase vulnerability to HIV infection when
exposed to breastmilk from an infected mother.

Treat both mother and infant for candida infection
as soon as it appears in either of them. 

ST E P 4: VO LU N TA RY CO U N S E L I N G
A N D TE S T I N G (VCT)

All pregnant women should be counseled about
HIV/AIDS, MTCT and the benefits of knowing one’s
HIV status, after which confidential and voluntary
testing should be available.

Practice points
Counsel all women about HIV/AIDS and MTCT.

Promote and provide voluntary and confidential
HIV testing. 

ST E P 5A:  RI S K RE D U C T I O N
CO U N S E L I N G F O R HIV-NE G AT I V E
WO M E N

HIV negative women should be counseled on risk
reduction. A number of studies have documented a
high incidence of HIV seroconversion in the year after
delivery.60, 61 Seroconversion during pregnancy and the
postnatal period is associated with a high risk of
MTCT.

HIV-negative women should be counseled on ways
to reduce their risks of infection, especially during
pregnancy and lactation.

HIV-negative women and women of unknown
HIV status should be counseled to exclusively
breastfeed their infants for the first six months (see
Step 3). 
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ST E P 5B:  CO U N S E L I N G
HIV-PO S I T I V E WO M E N

Counsel and support women to accept their HIV
status.

Review different modes of HIV transmission (sex-
ual, blood-borne and MTCT) and how to prevent
them.

Review the risks of MTCT with the woman, par-
ticularly transmission through breastfeeding.

Counsel women on ART options for their own
health and to prevent MTCT (see Step 6).

Counsel HIV-infected women on options for pre-
venting breastmilk transmission of HIV and associ-
ated costs and risks (see Step 7).

ST E P 6:  AN T I R E T ROV I R A L TH E R A P Y
(ART) TO RE D U C E MTCT

A number of ART regimens of varying cost, com-
plexity and efficacy have been shown to reduce the
risk of MTCT for non-breastfed infants. To date, five
clinical trials have tested ART regimens in breastfed
infants. Since these regimens provide ART only during
the perinatal period, it is not surprising that, with con-
tinued breastfeeding, efficacy is reduced over time.
Still, for the four trials that have reported long-term
(12-month to 24-month) efficacy, ART reduced
MTCT by 21 percent to 35 percent.62

Despite efforts to reduce costs and simplify ART
regimens, most remain unaffordable to public health
services in poor countries. An exception is nevirapine
(NVP).63 A single dose given to the mother during
labor and to the infant during the first 72 hours after
delivery costs only US$4 per treatment and reduces
MTCT among breastfed infants by 35 percent by 12
months; results are comparable to an equivalent treat-
ment with zidovudine (ZDV).64 In comparison with a

placebo and with longer-term postpartum treatment,
NVP would likely be even more effective. Although
concerns about the development of drug resistance to
NVP have so far limited its use to research and pilot
studies, 62 it was recently recommended for wider use.65

Practice point
Women infected with HIV should be supported to
make an informed choice about ART.

ST E P 7:  IN FA N T-FE E D I N G OP T I O N S
F O R HIV-PO S I T I V E WO M E N*

Withholding breastmilk is the most effective
method of preventing breastmilk transmission of HIV.
Alternatives include breastmilk substitutes or modifi-
cations of breastfeeding. For the mother who chooses
to breastfeed, there are strategies that can be used to
make breastfeeding safer.

Breastmilk substitutes. These include commercial
infant formula, home-prepared formulas based on
animal milks or whole animal milk.

Modifications of breastfeeding. These include heat-
treated breastmilk and wet nursing. 

Safer breastfeeding. Strategies for making breast-
feeding safer include breastfeeding exclusively,
providing nutritional support to the mother, using
good breastfeeding technique, treating breast
problems and stopping breastfeeding early.

Practice points
Breastmilk substitutes

Commercial infant formula should be considered
an option by HIV-positive women when: 

The family has reliable access to sufficient formula
for at least six months. (Feeding an infant for six
months requires an average of 20kg powdered
formula [44 450g tins]).

The family has the additional resources—water,
fuel, skills and time—to prepare and feed the 
formula hygienically and according to instructions.

Home-prepared formula is a reasonable option by
an HIV-positive woman when:

Commercial infant formula is not readily available
or is too expensive for the family.
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Supplies of animal milk or other milks are reliable
and the family can afford it—about half a liter per
day—for at least six months.

The family has the additional resources to make
the necessary modifications and feed the formula
safely.

Unmodified cow’s milk could be considered as an
option for an HIV-positive woman when:

Commercial infant formula is not available or is
too expensive.

There is a reliable supply of cow’s milk, but the
family lacks the resources to modify cow’s milk to
make home-prepared formula.

All of these alternatives carry additional risks of
infection and malnutrition and therefore require
early case management of illness and careful growth
monitoring.

MO D I F I C AT I O N S O F BR E A S T F E E D I N G

The mother’s own breastmilk can be expressed,
boiled, cooled and fed by cup. This takes advantage of
the nutritional superiority of breastmilk, while the
heat kills any virus that may infect the infant. The
process requires time, resources and support however,
so it may not be a practical long-term option. Mothers
with breast problems that increase the probability of
infection can use heat treatment in the short-term
while receiving treatment.

Wet-nursing is also an option if an uninfected
woman is willing and able to provide this service for
as long as needed. The wet nurse should be counseled
as per Steps 1 to 3 above.

SA F E R BR E A S T F E E D I N G

Counseling on safe breastfeeding should be pro-
vided for the HIV-positive woman who chooses to
breastfeed. The mother should breastfeed exclusively,
consume adequate amounts of a nutritious diet
(including supplements if available), use good breast-
feeding technique to prevent breast problems, seek

treatment for breast problems and candida if they
occur and practice safe sex (see Steps 1, 2, 3 and 5a).
She should also be counseled on how and when to
safely introduce an alternative diet. 

Shortened duration of breastfeeding reduces an
infant’s exposure to the virus. In addition, the risks of
artificial feeding are reduced as the infant gets older. At
some point, there will be less risk of death due to artifi-
cial feeding than risk of HIV infection through breast-
feeding (Figure 1). In terms of HIV-free survival, this is
the best time to switch to artificial feeding. The exact
timing cannot be known for certain, but will depend
on the situation and the mother’s ability to provide an
alternative diet that is both affordable and safe. 

MI C RO N U T R I E N T
SU P P L E M E N TAT I O N

Animal milks are deficient in essential micronutri-
ents. Commercially prepared infant formula is forti-
fied with these micronutrients, but babies fed home
formulas and whole animal milks need micronutrient
supplements. If micronutrient supplements are not
available, complementary foods rich in iron, zinc, 
vitamin A and folic acid should be introduced by age
four months. 

AVO I D I N G DE H Y D R AT I O N

Non-breastfed infants are at increased risk of diar-
rheal disease and severe dehydration. Mothers and
health workers may need to provide extra water (that
has been boiled and cooled) during diarrheal episodes.
Risk of dehydration is particularly high if the infant
under age six months receives unmodified cow’s milk,
due to its higher concentration of solutes. 
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UN S U I TA B L E RE P L AC E M E N T FE E D S

Some types of milks and foods are not recom-
mended as replacement feeds for infants under age six
months, and may cause harm. These include skimmed
milk, sweetened condensed milk, fruit juices, sugar-
water, dilute cereal gruel and milk products such as
yoghurt and other acid milks.

CO M P L E M E N TA RY FE E D I N G
A N D WE A N I N G

By age six months, babies need additional food to
meet their nutritional requirements. During weaning,
milk continues to be an important component of the
diet, providing one-half or more of the infant’s nutri-
tional requirements between ages 6 months and 12
months, and up to one-third between ages 12 months
and 24 months. An infant who is not breastfed needs
replacement feeding that provides all required nutrients
including fats, carbohydrates, proteins, vitamins and
minerals. Health workers should familiarize themselves
with locally available foods and their nutritional value
in order to provide appropriate nutritional counseling. 

FA M I LY PL A N N I N G SE RV I C E S

Fertility returns earlier among women who are not
breastfeeding, because they do not have the benefit of
lactational amenorrhea. Women who opt for replace-
ment feeding need counseling and provision of appro-
priate contraceptive methods within four to six weeks
of delivery.

ET H I C A L CO N S I D E R AT I O N S

Replacement feeding in a population that tradi-
tionally breastfeeds is difficult and potentially stigma-
tizing. These difficulties should be discussed with the
client when the replacement feeding option is consid-
ered. HIV-infected women and their partners should
make the informed choice on infant feeding. 

There are concerns that MTCT prevention does
not address the health needs of the HIV-infected
woman herself. ART has been shown to improve the
health and longevity of HIV-infected individuals, but
is not readily available in resource-constrained settings.

But affordable non-ART interventions have also been
shown to be beneficial. These include isoniazid and
cotrimoxazole prophylaxis, good nutrition, prompt
and effective treatment of opportunistic infections and
ongoing counseling and support. In most of sub-
Saharan Africa, care of HIV-infected individuals has
been reactive; managed pro-active treatment has not
yet developed. Antenatal VCT provides a new oppor-
tunity for introducing managed care to improve the
well-being and survival of HIV-infected adults.
Improved survival of mothers and fathers postpones
the time when children become orphans.

SP I L LOV E R

The effect of information about the risk of HIV
transmission through breastfeeding on the infant-feed-
ing practices of mothers who are HIV-negative or who
do not know their status (but who suspect that they
are infected) is termed “spillover.” Mothers wanting to
protect their infants from HIV transmission may use
breastmilk substitutes inappropriately, endangering the
health and survival of infants not at risk of HIV infec-
tion. Spillover may be minimized by ensuring that: 

Information for mothers on this subject—from all
sources—is complete, accurate and unbiased.

There is easy and affordable access to VCT (to
minimize the number of mothers who do not
know their status).

Breastfeeding is actively promoted and protected
among the general population through efforts such
as the Baby-Friendly Hospital Initiative and strict
enforcement of the International Code of
Marketing of Breastmilk Substitutes.
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P R E PA R I N G  T H E  H E A L T H
C A R E  S Y S T E M  F O R
P R E V E N T I O N  S T R AT E G I E S

Health care systems must be prepared before
implementing a program to prevent HIV transmission
through breastfeeding. Health workers require knowl-
edge and skills to provide the new services effectively.
They should be skilled in HIV counseling and testing,
MTCT prevention, lactation management and pro-
motion of good breastfeeding techniques, standard
midwifery procedures, management of ART interven-
tions, replacement feeding, nutrition counseling and
family planning for HIV-infected couples. The health
care system should also be strengthened to provide a
continuum of care to manage the mother-infant pair.
This should include development of appropriate fol-
low-up health care to reduce risks associated with
replacement feeding and establishment of a support
network in the family and community.

Interventions to prevent postnatal transmission of
HIV should be monitored to document their impact
on infant morbidity and mortality of exposed chil-
dren. Breastfeeding trends among HIV-negative
women and those of unknown status should also be
monitored.

C O S T- E F F E C T I V E N E S S  O F
S T R AT E G I E S  T O  P R E V E N T
B R E A S T M I L K
T R A N S M I S S I O N  O F  H I V  I N
R E S O U R C E - C O N S T R A I N E D
S E T T I N G S

Apart from the safety of artificial feeding, the high
cost of infant-feeding options other than breastfeeding
is a major deterrent in resource-constrained communi-
ties. For households unable to afford continued sup-
plies of ingredients for replacement feeding, provision
of free or subsidized supplies has been suggested. This
is one component of a series of pilot projects spon-
sored by international agencies.66 Although some mid-
dle-income countries with relatively low HIV preva-
lence—such as Thailand (see case study) and Brazil—
have provided free formula to HIV-positive mothers,
the high cost of such a strategy has raised questions
about cost-effectiveness and affordability, especially in

low-income countries with higher HIV prevalence. In
many countries where HIV prevalence is high, per
capita health expenditure is less than US$10 per year,
and frequent shortages of even the most basic medical
supplies are reported. The cost of any intervention to
reduce MTCT after delivery may need to be justified
on the basis of cost-effectiveness.

An important part of the decision making depends
on how “effectiveness” is measured. If cases of infec-
tions averted are used, this ignores the risks to infant
health and survival of not breastfeeding. Some broader
measure of net health benefit—such as lives, DALYs
or QALYs** saved—is therefore preferred. If the risk
of death due to artificial feeding is actually greater
than the risk of transmission—as may be true in many
situations (see “Weighing the Risks and Benefits of
Prevention of Breastmilk Transmission of HIV”
above)—then any discussion of cost-effectiveness is
meaningless. Assuming that an alternative infant-
feeding strategy would increase HIV-free survival,
cost-effectiveness studies that provide information on
the cost per life saved or per DALY gained allow these
strategies to be compared with competing child 
survival investments.

Many studies of the cost-effectiveness of efforts to
prevent MTCT using ART have been published, 66-73

but only one examined infant-feeding alternatives.73

No studies in a recent review of published and unpub-
lished MTCT cost-effectiveness studies  examine the
cost-effectiveness of alternatives to breastfeeding.74 The
only published study of the cost-effectiveness of alter-
native infant-feeding strategies to prevent MTCT 73

estimates that in South Africa, screening and providing
formula to HIV-positive mothers would cost US$331
per year of life saved, even after accounting for the
savings to the health care system in reduced costs of
caring for HIV-infected infants. Screening and recom-
mending (but not providing) formula would cost
US$200 per year of life saved. The cost-effectiveness
of adding formula to an existing antiretroviral strategy
would be an estimated US$910 per year of life saved.
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fatal as well as fatal conditions. They also allow an adjustment for the duration of
life affected.



These costs do not compare favorably with other
important child health interventions, most of which
cost less than US$100 per DALY saved.75

Although replacement feeding may not pay for
itself in health care savings and may not compare
favorably with other child survival strategies in cost-
effectiveness analysis, there is a strong moral and ethi-
cal obligation to use all known strategies to prevent
MTCT through breastfeeding. In particular, it is
important to provide HIV-positive mothers with
information on the risks associated with different
infant-feeding strategies and to support these women
in whatever infant-feeding strategy they choose. The
issue for the mother is less one of cost-effectiveness
than of affordability. Although hygienically prepared
infant formula may be the preferred replacement feed-
ing option for mothers who choose not to breastfeed,
cost considerations may favor less expensive alterna-
tives. The challenge is to find affordable alternatives
that are safer than breastfeeding.

P O L I C Y
C O N S I D E R AT I O N S

The International Code of Marketing of Breastmilk
Substitutes and subsequent related World Health
Assembly resolutions place restrictions on the ways in
which the formula industry can market breastmilk
substitutes such as infant formula. Although the code
has been instrumental in reducing the impact of 
commercial marketing on breastfeeding, violations
continue.76, 77 In one study, 10 percent of all mothers
interviewed and a quarter of all facilities visited had
received free samples of milk, bottles or teats—none of
them for research purposes.78 These violations are not
isolated occurrences, but reflect what appears to be a
systematic strategy involving multiple violations. In
the context of HIV/AIDS—where there is a clear
medical need for breastmilk substitutes—the code is
even more relevant. It presents no obstacle to the use
of breastmilk substitutes by HIV-positive mothers, but
protects all mothers from promotional activities and
misinformation, ensuring that the information they
receive on the risks and benefits of different infant-
feeding methods is accurate and unbiased.

L E S S O N S  L E A R N E D  A N D
F U T U R E  D I R E C T I O N S

Experience is accumulating on interventions to pre-
vent MTCT  in resource-constrained settings. The
case studies included here provide two examples; there
are many other pilot projects being sponsored by UN
agencies.79 Early data from these and other initiatives
suggest that even if free formula is supplied, accept-
ance is still relatively poor. In the first half-year of
operation in Côte d’Ivoire, for example, only half the
HIV-positive mothers offered free formula accepted
it.80 In a similar trial project in a peri-urban district in
South Africa, although nine out of 10 mothers
accepted the offer of free formula, only 64 percent of
the calculated requirements of these infants was actu-
ally distributed.81 The reasons for these shortfalls are
not well understood and are being investigated. As
these and other efforts to provide alternatives to
breastfeeding are implemented, the impact on infant-
feeding practices must be carefully monitored—not
only the practices of HIV-positive mothers, but also
those of mothers who are HIV-negative or who do not
know their status. Careful monitoring of these pro-
grams also provides an opportunity to answer a num-
ber of important programmatic questions including:

How can health care workers best provide the
information that HIV-positive mothers need to
make infant-feeding decisions, and best support
these women in carrying out their decisions?

How can such infant-feeding counseling and 
services be provided while minimizing the potential
negative impacts (stigmatization of mothers who
choose not to breastfeed, shorter birth intervals,
illness and mortality due to artificial feeding,
spillover, high cost of breastmilk substitutes)?

Other important research questions requiring
urgent answers include:

What is the risk of HIV transmission through
breastfeeding under different conditions?

What factors modify this risk (exclusive versus
mixed feeding, maternal nutritional status, ART,
infant age, etc.)?

What is the risk of death due to artificial feeding
under the same conditions?
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C O N C L U S I O N
The risk of MTCT through breastfeeding presents

a huge challenge for HIV-infected women who must
decide how to feed their infants, for health care work-
ers who counsel them and for decision makers who
must provide appropriate policy guidelines and
resources. The guidance provided here is intended to
help direct these efforts, but it is hampered by uncer-
tainty. As the many research and pilot studies planned
or already underway provide better understanding and
more effective solutions, policy and practice must
keep pace with these developments.

C A S E  S T U D I E S

TH A I PRO G R A M TO AVO I D
BR E A S T F E E D I N G B Y HIV-IN F E C T E D
WO M E N

Thailand (population 60 million) since 1988 has
experienced a rapidly developing HIV epidemic. In
1996, national HIV seroprevalence was 2 percent
among the one million women giving birth annually;
it is 1.8 percent as of the this book’s publication. Since
the early 1990s, the Thai Ministry of Public Health
(MOPH) has recommended that HIV-infected
women avoid breastfeeding. Before the recent intro-
duction of short-course ZDV, this was the main inter-
vention offered to reduce transmission risk. As part of
routine antenatal HIV counseling, pregnant women
learn about the risk of postpartum HIV transmission
through breastfeeding. Although breastfeeding in gen-
eral is actively promoted through the Baby-Friendly
Hospitals Initiative, women who test HIV-positive are
counseled during pregnancy (if identified during 
antenatal care) or immediately postpartum (a relatively
small number identified at delivery) to avoid breast-
feeding. During the typical two- to three-day postpar-
tum stay, nurses instruct HIV-infected women how to
prepare and use formula.

The Department of Health (DOH, MOPH) is
responsible for distributing free infant formula to
women who cannot afford to purchase it themselves.
The DOH budget has been increased to support
regional health promotion offices—which procure
formula at a discount of approximately 20 percent
through annual negotiations with international 

manufacturers, within the guidelines of the Code of
Marketing of Breastmilk Substitutes. Although
UNICEF generally recommends cup feeding, bottle
feeding is preferred in Thailand. A one-year supply of
formula costs approximately US$200 to $250 (about
four to five times the cost of short-course ZDV). The
DOH program originally anticipated providing two
years of formula for the poorest 10 percent to 20 per-
cent of HIV-infected women. In 1998, target duration
was changed to one year in order to provide a higher
level of coverage. In fact, an estimated 70 percent of
HIV-infected delivering women in many regions of
the country receive free formula, although coverage
may only be partial after six months and is commonly
given for 12 to 18 months. 

Despite the recent economic crisis, the program has
been able to expand, but the need for support has also
increased. Jurisdictions and hospitals not covered by
the DOH (such as Bangkok regional, university, mili-
tary and private hospitals) rely on their own funding
and donations to provide formula. Most hospitals 
distribute tins as originally packaged by the manufac-
turer. UNICEF recently completed a detailed review
of formula feeding among HIV-infected mothers 
in Thailand.82 While raising concerns about gaps in 
coverage and the potential for inappropriate and
inconsistent supply and feeding practices, the report
concluded that the program was generally well-
conceived and well-accepted.

Although the impact of formula feeding among
HIV-infected women has not been formally evaluated,
the work at two large Bangkok hospitals over the past
seven years suggests extremely high acceptance (nearly
100 percent), no indications of increased infant 
morbidity or mortality, no adverse impact on baby-
friendly practices and few problems with stigmatiza-
tion. Because bottle feeding, early mixed feeding and
early weaning are relatively common in Bangkok, bot-
tle feeding does not necessarily indicate HIV infection.
Women who do not want to tell others about their
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HIV status commonly say they are not breastfeeding
because of hepatitis A. But more systematic data from
both rural and urban settings are needed to assess 
coverage, acceptability and possible adverse effects.

Thailand recently implemented several large
regional programs of short-course ZDV treatment and
avoidance of breastfeeding. This combined strategy
can reduce transmission risk by 50 percent to an
absolute rate of less than 10 percent. With monitor-
ing, these programs may provide more specific infor-
mation about the acceptability and risks of HIV-
infected women avoiding breastfeeding in a variety of
settings.

This case study was written by N Shaffer, HIV/AIDS
Collaboration, Nonthaburi, Thailand and the 
Centers for Disease Control and Prevention, Atlanta;
S Kanshana, Bureau of Health Promotion, Department
of Health, Ministry of Public Health (MOPH),
Bangkok; W Siriwasin, Rajavithi Hospital, MOPH,
Bangkok; C Bhadrakom, Faculty of Medicine Siriraj
Hospital, Bangkok; T Chotpitayasunondh, Queen Sirikit
Institute of Child Health Hospital, MOPH, Bangkok;
S Chearskul, Faculty of Medicine Siriraj Hospital,
Bangkok; and RJ Simonds, HIV/AIDS Collaboration,
Nonthaburi, Thailand and the Centers for Disease
Control and Prevention, Atlanta.

TH E ND O L A
DE M O N S T R AT I O N PRO J E C T

The Ndola District Health Management Team
(N-DHMT), in collaboration with the National Food
and Nutrition Commission and the LINKAGES
Project of USAID is implementing a demonstration
project to introduce HIV voluntary counseling and
testing (VCT) and improved infant-feeding counseling
into antenatal care and community services in a low-
income area of Ndola, Zambia.85

The project aims to reduce MTCT by encouraging
pregnant women and their partners to be tested for
HIV, providing counseling on HIV prevention,
improved care and nutrition during pregnancy and

delivery; and infant-feeding options for HIV-positive
and uninfected mothers. Antiretroviral drugs are not
being offered, due to concerns about cost and sustain-
ability. Hope Humana, a local NGO already involved
in HIV/AIDS testing, counseling and support, is
training and providing technical assistance to the N-
DHMT on all aspects of the HIV testing, counseling
and linking services with the community. The USAID
HORIZONS Project is providing technical assistance
with operations research.

To ensure that the project meets the needs of the
local population, project designers carried out assess-
ments of the health clinics’ capacity and antenatal,
delivery and postnatal care procedures. Community
groups, organizations and services that can support
project interventions were also surveyed and assessed.
In addition, the designers carried out a rapid, forma-
tive research study to identify feasible and appropriate
infant-feeding recommendations for HIV-positive
women.

The formative research study (carried out over two
months at a cost of less than US$3,000) included
focus group discussions, key informant interviews,
market surveys, household observations, cooking
demonstrations and trials of improved practices. These
trials solicited feedback from caregivers, health
providers and other community members about differ-
ent practices recommended by
UNAIDS/UNICEF/WHO in their guidelines on HIV
and infant feeding. The feasibility and best ways to
encourage practices such as cup feeding, boiling water,
preparing infant formula or diluted and sweetened
cow’s milk, expressing breastmilk and enriching local
recipes for young children were among the subjects
discussed and tested with people in their homes. 

Findings from the formative research were used to
develop strategies for training health providers and
counseling mothers, caregivers and other family mem-
bers about HIV and infant feeding. Specific messages
for counseling HIV-positive women on modified
breastfeeding and safe replacement feeding options
and counseling uninfected women about appropriate
infant-feeding practices have been developed.

This case study was written by Ellen G. Piwoz,
Academy for Educational Development, Washington,
DC.
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I N T R O D U C T I O N

Blood transfusions have life-saving benefits—but they also carry risks. 
The HIV/AIDS pandemic has brought particular attention to the inher-
ent dangers of blood and the importance of preventing transfusion-
transmitted infections. Although an HIV screening test has been available
since 1985, an estimated 5 percent to 10 percent of all HIV infections
worldwide are transmitted by transfusion of contaminated blood and
blood products. Yet prevention of transfusion-transmitted HIV infection
is both achievable and cost-effective. This chapter outlines some of the
challenges to a safe and adequate blood supply and the appropriate use of
blood, as well as strategies that have been implemented to address them.

S T A T E - O F - T H E - A R T  A P P R O A C H E S

ES TA B L I S H I N G A NAT I O N A L BLO O D

TR A N S F U S I O N SE RV I C E

A well-organized blood transfusion service (BTS) is a necessary part of any
safe and effective use of blood and blood products. A national BTS service
must be developed within the framework of the country’s health care
infrastructure—with government commitment and support—and recogni-
tion of the service as a separate unit with an adequate budget, manage-
ment team and trained staff.

SA F E BLO O D DO N O R S

Safety considerations must be built into every stage of the blood collection
process: testing, storing, distribution and transfusion. Multiple successful
strategies have been developed to improve selection and retention of safe
donor populations and minimize risk through donor deferral. These
strategies involve:

Recruitment of volunteer non-remunerated blood donors

Deferral of donors who report risk behaviors

Protection of donors’ health
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EF F E C T I V E BLO O D-TE S T I N G ST R AT E G I E S

Testing all blood donations for HIV and other infectious agents is the 
cornerstone of programs to reduce transmission of infectious diseases by
blood transfusion. Basic components in effective blood-testing strategies
include:

Selection of testing strategies appropriate for local conditions

Training and supervision

Quality management and forward planning

AP P RO P R I AT E US E O F BLO O D

Despite the high prevalence of severe anemia in many resource-poor
countries, use of blood could be substantially reduced, thus decreasing
unnecessary risks and increasing availability of blood to those in need.
Appropriate use can be improved through:

Development and implementation of national, regional or hospital
transfusion guidelines

Emphasis on clinical and hematologic assessment of patients prior to
transfusion

Education of health care providers on the appropriate use of blood and
alternatives to blood use

US E O F BLO O D CO M P O N E N TS A N D BLO O D SU B S T I T U T E S

Decisions related to the provision of whole blood, blood components or
plasma derivatives must consider cost, safety and efficacy. Blood products
should be prescribed appropriately—and only when they are likely to offer
a major benefit to the patient. Blood product options include:

Alternatives to transfusion (such as saline)

Whole blood or red cells

Plasma

Platelets

PR E V E N T I O N O F SE V E R E AN E M I A

The most effective and inexpensive way to prevent anemia-associated mor-
tality and exposure to the risks of blood transfusion is to prevent severe
anemia. In resource-poor areas, increased attention to nutritional deficien-
cies as well as prevention and early effective treatment of malaria could
greatly reduce both transfusions and anemia-related mortality.
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M A N A G E M E N T  O F  B L O O D  T R A N S F U S I O N  S E R V I C E S

Ultimately, safety and availability of the blood supply relies on strong
quality management to ensure an adequate and reliable supply. Program
planning and management of blood banks must anticipate the clinical
demand for blood and the financial, human and technical resources
needed to meet requirements.

PRO C U R E M E N T,  EF F E C T I V E PU RC H A S I N G,
QUA L I T Y AS S U R A N C E A N D FO RWA R D PL A N N I N G

Strong business management of the BTS is critical to its success. Various
procurement strategies could greatly reduce costs incurred by transfusion
services. To ensure a safe blood supply, managers must anticipate demand
and prevent shortages of personnel, equipment and supplies. A clear and
publicly supported delineation of health priorities will help guide plan-
ning and expenditures.

TR A I N I N G A N D RE TA I N I N G EF F E C T I V E STA F F

Where the blood system is a public service—in both industrialized and
developing countries—low pay levels often lead to serious problems in
recruiting and retaining  high quality professional staff. It may be neces-
sary to accept a continued high training overhead and identify (and pro-
vide) incentives to keep trained and experienced staff.

L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

Reduce unnecessary transfusions by effective clinical use of blood.
Transfusion has the potential for acute or delayed complications and
transmission of infection. Minimize unnecessary transfusions through
the effective clinical use of blood and blood products; the appropriate
use of simple alternatives to transfusion (which are safer and most 
cost-effective) can lessen the risks associated with transfusion.

Educate, motivate, recruit and retain low-risk blood donors. High
priority should be given to the elimination of family/replacement and
paid blood-donor systems, since these are associated with significantly
more transfusion-transmitted infections. Recruitment and retention of
voluntary non-remunerated blood donors from low-risk populations are
the foundation of a safe and adequate blood supply.

Screen all donated blood for infectious agents. The blood transfu-
sion service should develop and maintain a national strategy for 
screening donated blood and blood products for infectious diseases,
using the most appropriate and effective tests; and good laboratory
practice in all areas of blood grouping, compatibility testing, compo-
nent preparation, storage and transportation of blood products.
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F U T U R E  C H A L L E N G E S

Transfusion technology continues to evolve in the developed world, lead-
ing to higher costs—often with only marginal gains in safety. The rising
cost of transfusion support makes it important for any national health
plan to critically weigh investment in expensive new technology against
other health priorities. 

C O N C L U S I O N S

Securing national commitment and dedicated resources is vital to the
safety of a country’s blood supply. Blood banking and testing, donor 
selection, personnel training, effective management, anemia prevention
and improving the appropriate use of blood and blood alternatives are
interrelated and will require coordinated programs to be successful. Major
gains in blood safety and availability can be achieved at any level of the
health care system.

C A S E  S T U D I E S

Many countries, often with limited resources, have made great progress
toward securing a safe and adequate blood supply. These case studies
explore factors that may have contributed to their success:

Establishment of a national BTS in Zimbabwe

Targeted blood safety initiatives in Kenya based on results of rapid
assessments

Education, recruitment and retention of safe blood donors in Thailand
and Uganda

Improved appropriate use of blood in Tanzania

Prevention of severe anemia in Vietnam
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O
riginally an emergency life-saving procedure for severe hem-

orrhage, transfusion of blood and blood products became a

routine procedure during World War II. The technique rap-

idly spread throughout the world, and was soon an essential component of

standard medical care, particularly in trauma, surgery, obstetrics and

hematology. But blood transfusions carry their own risks: They can trans-

mit hepatitis viruses, bacterial

infections and—in endemic

areas—parasitic infections such as Chagas disease and malaria. The

HIV/AIDS pandemic has brought new attention to these risks and the

importance of preventing transfusion-transmitted infections. 

In industrialized countries, the dramatic reduction of HIV transmission

by blood transfusion is one of the greatest success stories in the battle

against AIDS. Sensitive HIV-screening tests, recruitment and retention of

low-risk donors and more conservative use of blood have resulted in far

fewer transfusion-transmitted HIV infections. But there are still challenges

to a safe blood supply in many resource-restricted countries. Although a

screening test has been available since 1985, 5 percent to 10 percent of all

HIV infections worldwide are probably transmitted by transfusion of con-

taminated blood and blood products. The global inequity that exists in

the area of blood safety has led WHO to give high priority to the provi-

sion of a safe blood supply worldwide. The WHO Director General made

blood safety the theme of World Health Day 2000 when she announced,

“Despite all the technological marvels that humanity is experiencing, a

reliable and safe blood supply is still out of the reach for untold millions

of people around the world.”1

I N T R O D U C T I O N
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Lack of test kits because of inadequate resources is rarely the sole 

limiting factor in securing a safe blood supply. Providing enough blood—

collected from low-risk donors, appropriately screened for infectious 

diseases in a controlled environment and stored and distributed for appro-

priate clinical use—requires a complex and often expensive health service

delivery system. It is a system that is difficult to attain where resources,

technology and trained personnel are scarce. Nonetheless, many resource-

constrained countries have made important gains. This chapter outlines

some of the challenges to a safe and adequate blood supply and its appro-

priate use, and some of the strategies that have been implemented to

address these problems.

484 C H A P T E R  T W E N T Y — E n s u r i n g  t h e  S a f e t y  o f  B l o o d  a n d  B l o o d  P r o d u c t s



S TAT E - O F - T H E - A R T
A P P R O A C H E S

ES TA B L I S H I N G A NAT I O N A L BLO O D
T R A N S F U S I O N SE RV I C E

WHO has given important emphasis to the estab-
lishment of a well-organized blood transfusion service
(BTS) as a fundamental component for the safe and
effective use of blood and blood products.2

Governments must ensure a safe and adequate supply
of blood. This responsibility may be delegated to a
nonprofit, nongovernmental organization, but the
BTS must be developed within the framework of the
country’s health care infrastructure. The BTS requires
government commitment and support, and recogni-
tion of the service as a separate unit with an adequate
budget, management team and trained staff.

WHO outlines activities that are important in
establishing a blood transfusion service. These include:

Formalization of government commitment and
support

Development of a national blood policy and plan

Development of necessary legislation/regulation for
the BTS

Formation of an organization with responsibility
and authority for the BTS

Formation of a BTS management committee;

Appointment of a medical director

Appointment of a quality manager

Appointment, if necessary, of a specialist BTS
advisory group

Appointment and training of staff experienced in
every key aspect of the BTS

Development and implementation of a budgeting
and finance system to ensure a sustainable blood
program through cost recovery and/or annual
budget allocation

Establishment of a national quality system, includ-
ing guidelines, standard operating procedures
(SOPs), accurate records and monitoring and 
evaluation2

The development of national policy and guidelines
demonstrates a cohesive approach to blood safety and
galvanizes public support for transfusion services.
These guidelines define a standard of patient care,
increase awareness of transfusion issues among health
care providers and contain budget requirements for
transfusion services.3

SA F E BLO O D DO N O R S

Safety considerations must be built into every stage
of the process of blood collection, testing, storing, dis-
tribution and transfusion. The first step in the process
is the collection of blood from low-risk donors, which
serves multiple purposes in terms of safety, efficiency
and cost-effectiveness: Collection of blood from low-
risk donors minimizes many adverse consequences of
subsequent errors in laboratory testing, errors in record
keeping, or lack of sensitivity in laboratory testing—
including failure to detect recently infected persons
who are in the “window period.” Blood from HIV-
positive persons increases costs to the blood transfusion
service for collecting and screening donations that are
later discarded. Targeting collection of blood from low-
risk donors and deferring high-risk donors increases the
proportion of collected blood that will be available for
clinical use, thus improving efficiency of blood collec-
tion and screening. Multiple successful strategies have
been developed to improve selection and retention of
safe donor populations and minimize risk through
donor deferral.
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Volunteer non-remunerated blood donors
An important, internationally accepted strategy is

for all blood to be collected from voluntary non-remu-
nerated donors, that is, persons who donate blood for
altruistic reasons and who receive no material reward
for donation. Financial and technical limitations have
forced hospitals and blood banks in many countries to
rely on patients’ families to provide or replace blood
donations. Many areas still use paid donors. But a
number of states have demonstrated that voluntary
donation can be established in different cultures.

Why has voluntary non-remunerated donation
been emphasized?

Safety: The volunteer donor has no economic
incentive to conceal behavior or clinical symptoms
that may indicate a risk to the patient (such as
intravenous drug use). Multiple published studies
from around the world have demonstrated that
paid donors and family donors are at increased risk
of HIV and hepatitis compared with volunteer
donors. Paid donors may often present as family
donors when family members are unwilling to
donate or concerned about HIV testing and confi-
dentiality. Persons who are motivated to sell their
blood frequently engage in high-risk behaviors such
as unsafe sexual practices or drug use or may place
themselves at risk by donating too frequently.4

Ethical considerations: In many cultures, it is
questionable or unacceptable to condone a system
that potentially or actually exploits the health of
some individuals (usually the poor who sell their
blood when they do not have other employment
options) to benefit the health of others.

Reliability of supply: Dependence on patients’
family members to provide or replace blood for
clinical use limits the ability to maintain a true
blood bank; blood is not stored, tested in a con-
trolled environment or available for emergency use. 

Impact on the appropriate use of blood: Blood
cannot be used appropriately if it is collected from
patients’ families. Health care providers cannot eas-
ily modify their transfusion plans if the family has
gone to the trouble and expense of providing a
donor. By the time a donor is identified, patients
may be transfused late (when transfusion is
unlikely to benefit them) and blood is not available
for those who need it emergently.

The decision to convert to a blood supply that
relies exclusively on volunteer donors is challenging for
any policy maker, since it carries the risk of severe
short-term shortages. Important management, training
and resource issues must be addressed for this transi-
tion to occur successfully. Education and mobilization
of volunteer donors requires specialized training and
interpersonal skills. Blood collection campaigns often
demand substantial resources for transportation, per-
sonnel, equipment, refrigeration and a reliable supply
of electricity and consumables, such as blood bags and
reagents.

Donor recruitment and deferral
Given the high prevalence of HIV among the gen-

eral population of blood donors in many areas, a num-
ber of countries have revisited the issue of identifying
low-risk blood donors—an idea traditionally consid-
ered problematic where heterosexual transmission is
the primary mode of HIV infection. 

By modifying their strategies for donor recruit-
ment, many areas have reduced the prevalence of HIV
in their donor populations. For example, as discussed
above, elimination of paid donors has lowered HIV
seroprevalence in the donor pool.5,6 In Tanzania and
Kenya, seroprevalence among donations of secondary
school students was nearly half that of donations col-
lected from patients’ family members.7,8 In Côte
d’Ivoire, deferral of male donors with a history of con-
tact with a female sex worker in the past five years
would remove 73 percent of HIV-positive donors and
25 percent of seronegative donors.9 In Thailand, defer-
ring male donors who were 21- to 30 years old and
who had a reactive serological test for syphilis would
remove seven percent of HIV-seropositive blood
donors and only 1.5 percent of seronegative donors.10
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Profiles of low- and high-risk donors vary by coun-
try and by region. Development of donor deferral
strategies can be developed through epidemiological
evaluation of donor information and test results col-
lected through routine blood bank practices. Safer
donor populations can be identified through examina-
tion of local patterns of infections, risk groups and
risk behaviors. Understanding the epidemiology of a
given disease in the population—and of asymptomatic
infectious carriers in the community—may help
define criteria for donor recruitment or deferral.
Relevant donor characteristics might include age, gen-
der, reported behavior, marital status and medical his-
tory. Understanding risk factors for incidence (such as
recent infections) may also help guide efforts to reduce
the risk of collecting blood from recently infected
donors who may be in the “window period.”
Retention of low-risk donors has been an important
strategy to improve safety of the donor pool in both
high- and low-risk settings. Taken together, this infor-
mation may help guide donor motivation and recruit-
ment, mass media campaigns and deferral criteria used
in donor screening interviews.

Protecting the health of blood donors
There are numerous reports of donors acquiring

HIV and other infections as a result of having their
blood or plasma collected. This may reflect an inade-
quate or negligent approach to donor selection and
testing, use of contaminated collection equipment or
reuse of disposables. Collection of whole blood is gen-
erally restricted by national policy to three or four
times per year; more frequent removal of blood can
deplete iron stores. Iron deficiency anemia is a special
risk if the individual’s diet is inadequate or where
malaria and hookworm are common. Economically
disadvantaged persons, who may seek income from
selling their blood, may be at particular risk.

EF F E C T I V E BLO O D-TE S T I N G
ST R AT E G I E S

Testing of all blood donations for HIV and other
infectious agents is the cornerstone of programs to
reduce transmission of infectious diseases by blood
transfusion. Well-implemented blood-testing programs
have consistently been shown to reduce the incidence
of transfusion-transmitted HIV and hepatitis to
extremely low levels. Testing of blood donations for
HIV has also been shown to be a cost-effective strategy
compared with other HIV prevention interventions.11, 12 

Selection of testing strategies
The selection of testing strategies appropriate

for individual settings is a critical component of an
effective blood safety program. Effective screening test
systems—including reagents, equipment and basic
quality control materials—are available for HIV,
HTLV, hepatitis B, hepatitis C and syphilis. Test sys-
tems for other transfusion-transmissible agents, such as
CMV, Chagas disease and malaria, are also available.

For example, HIV enzyme immunosorbent assays
(EIAs) are designed for large-scale testing. This
method requires equipment, refrigeration, clean water,
steady power supply and well-trained staff. “Rapid
tests” tend to be technically simpler to perform, allow
a single sample to be tested quickly and do not require
laboratory equipment. Studies have demonstrated that,
although performance varies considerably between
assays, many commercially available rapid tests are as
sensitive as EIA, and when different assays are com-
bined in various testing algorithms, specificity is no
less than that of an EIA-Western blot algorithm.
Utilization of rapid tests rather than EIA could be
important where small numbers of units are being
tested, in hospitals that rely on family members to
provide blood for immediate transfusion or where the
necessary infrastructure for more sophisticated testing
is not available. If the volume of blood testing is small
(fewer than approximately 90 tests per day), rapid tests
are more cost-effective than EIA.

It cannot be overemphasized that availability of
test kits per se is not the only issue; it is critical that
the kits be appropriate for the setting where they are
being used.
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Blood Collection
Blood is collected by venesection; a sterile, dis-

posable plastic pack should always be used. The
blood collection pack contains a sterile solution
that prevents clotting and provides nutrients to
maintain the function of the red cells during stor-
age. The volume taken from an individual at a 
single collection is generally 450 ml or—mainly in
Asian countries—200-250 ml. The product is
referred to as “whole blood,” and can be stored for
three to five weeks at 2˚-6˚C; exact shelf life
depends on the formulation of the storage solu-
tion. During storage, function of the red cells and
some of the plasma proteins is maintained; how-
ever, other constituents (platelets and coagulation
factors V and VIII) lose their activity.

Whole blood and blood components 
In many countries, it is normal practice to 

separate the collected blood by centrifugation, 
followed by transfer to connected sterile plastic
packs. This provides red blood cells, plasma and
platelets. These are referred to as “blood compo-
nents,” and are generally prepared locally in 
hospital blood banks or regional blood centers.
Most countries do not treat these components as
licensed pharmaceuticals, although various forms
of regulation and certification of quality may exist.

Plasmapheresis and plasma derivatives
Plasma may also be collected from an individ-

ual by plasmapheresis: the plasma is removed, and
the red cells returned to the donor. In many coun-
tries, frequent plasma collections from an individ-

ual are permitted (USFDA regulations permit up
to 50 liters per year; Council of Europe guidance,
up to 15 liters per year). Plasmapheresis is widely
used to obtain plasma for bulk processing.
Commercial concerns pay “donors” for each col-
lection. The raw material for the majority of the
world supply of plasma derivatives is obtained
from these paid individuals (see below).

Although plasmapheresis does not deplete the
donor’s red cell and iron reserves, it can remove
four to five kg of protein from the body every
year. In well-regulated institutions, the donor’s
plasma albumin levels are monitored. But it
should be considered whether this level of protein
loss is acceptable among low-income individuals
likely to have an inadequate diet. 

Plasma derivatives are prepared by industrial-
scale manufacturing processes from large volumes
of plasma. Typically, a single production run
would start with a tank of 20,000 liters of plasma,
containing 40,000 individual plasma collections.23

These products’ safety depends on the consis-
tent application of rigorous quality control sys-
tems governing the donors, the plasma itself
and every aspect of the production process.

Plasma derivatives are subject to regulation and
licensing as pharmaceuticals in most countries.
The whole supply process should consequently
be subject to the same rigorous regulation as
other licensed drugs.

A facility to produce plasma derivatives of good
quality requires a substantial and continuing
investment program.



Training and supervision
If HIV testing is to be performed accurately and

effectively, laboratory, blood bank and supervisory
personnel must be well-trained and technically profi-
cient.13, 14, 15 Quality assurance programs and regulatory
oversight are often ignored as vital components of a
successful blood transfusion service.

In a multicenter study in east Africa, samples from
blood donations screened by hospital blood banks
were retested at a reference laboratory. Although all
hospitals had test kits, 30 percent of donations found
HIV-positive by the reference laboratory had not been
removed from the blood supply by routine hospital
screening. Many factors contributed to transfusion
risk, including poor recordkeeping and lack of stan-
dardized reporting systems. In addition; breaks in the
cold chain occurred during transport of test kits;
blood was collected from relatives for immediate use
when rapid tests were not available; and one hospital
did not screen donations from mothers to their infants
because of the erroneous assumption that all mothers
and infants had the same HIV-infection status.14 The
challenges faced by these hospitals are not uncharac-
teristic of those found throughout the region.

National quality systems must be established that
include guidelines, standard operating procedures
(SOPs), training, accurate recordkeeping, monitoring
and evaluation. Establishment of centralized testing
centers facilitates these activities. Expertise may not
exist in smaller settings and control is difficult to
ensure. However, centralized systems may have trouble
providing adequate blood supplies to small or remote
hospitals.  Centralized systems are also difficult to
implement in countries such as India, where transfu-
sion services are operated by governmental, volunteer
and commercial establishments. In these situations,
standardized processes and centralized quality assur-
ance programs have been recommended.

The effectiveness of a blood-testing program
depends entirely on good quality management and an
adequate and reliable supply of appropriate reagents.
Multiple challenges face the quality and reliability of
testing:

If the quality or supply of test reagents is inconsis-
tent, accurate universal testing of all blood dona-
tions cannot be achieved.

Quality of blood-testing supplies may be poor or
have a short shelf-life when delivered.

Test reagents must be stored correctly or they may
be unreliable.

Ensuring quality control, training and oversight is
difficult in decentralized settings where individual
hospitals—particularly smaller ones—are responsi-
ble for blood testing. Even if testing is performed
in a technically correct way, record keeping and
stock management may be irregular.

If a supply of banked blood is not available, blood
may be collected from patients’ relatives for emer-
gent transfusion. Under these conditions, it is 
difficult to maintain standardized testing methods.
Even if testing can be done, it is more prone to
error than if it were conducted in a more controlled
environment.

The establishment of blood banks that collect blood
from volunteer donors—and test and store donations
in a regulated and standardized fashion— greatly
increases the chance that testing will be done correctly,
minimizes errors and improves blood availability.

AP P RO P R I AT E US E O F BLO O D A N D
BLO O D CO M P O N E N TS

Awareness of the risks of transfusion has led clini-
cians and patients in many countries to move toward a
more conservative use of blood and blood products.
Published studies have shown that the use of blood can
be minimized in many clinical situations without
harming the patient. There are often wide variations in
transfusion practices (such as in elective surgical treat-
ment), suggesting that blood use could be decreased
without detriment to patient care. Evaluation of
patients who refused transfusion on religious grounds
has demonstrated that even those requiring major sur-
gery can often be managed safely without transfusion.
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Blood transfusions are used frequently in many
developing country settings, with primary indications
varying considerably by geographic area. In many areas
of Asia and Latin America—particularly in referral
hospitals—surgical patients are the leading users of
blood. In sub-Saharan Africa, transfusion is often used
in the treatment of severe chronic anemia—primarily
the malaria-associated anemia prevalent among young
children—and frequent complications of pregnancy,
nutritional deficiencies and narrow child-spacing
among women of reproductive age. Studies in the
Democratic Republic of Congo, Kenya, Tanzania, and
Côte d’Ivoire have reported that 17 percent to 26 per-
cent of hospitalized children were transfused.17, 18, 19, 20

Despite the high incidence of severe anemia, many
studies have demonstrated that blood use could be
substantially reduced, thus decreasing the risk of trans-
fusion-transmitted diseases and improving availability
of blood to those in need. 

Transfusion guidelines
Many countries have developed and implemented

national or local transfusion guidelines. These guide-
lines define a standard of patient care, increase aware-
ness of blood safety issues among health care providers
and help contain costs.3 Transfusion guidelines can be
developed through literature review and consensus of
expert committees. Involvement of clinicians from the
major disciplines, administrators and policy makers
will help broaden acceptance and implementation of
the guidelines. Various studies have demonstrated that
adherence to such guidelines could reduce transfusions
by as much as 13 percent to 39 percent.21, 22, 23 

But guidelines alone are not usually enough to
modify clinical practice. One study in Tanzania
demonstrated that compliance with transfusion guide-
lines required repeated clinic meetings and supervision
by medical staff.24 Many hospitals use transfusion
boards or committees to oversee education, training
and monitoring of clinical practices.

Patient assessment
Many clinical reports and national guidelines

emphasize the importance of both hematologic and
clinical criteria for transfusion; this is supported by
clinical experience and various research studies. 

One prospective study among Kenyan children
found that they had improved survival if they had
both hemoglobin below 5.0 g/dl and clinical evidence
of cardio-respiratory distress. In this area of Kenya, the
blood bank relied on family blood donations; more
than 40 percent of transfusions were delayed two or
more days while waiting for blood donors or testing.
Children who received these late transfusions had the
same probability of survival as those who survived at
least two days, but were not transfused.17

These studies emphasize the importance of both
clinical and laboratory assessment of patients, as well
as the importance of decreasing reliance on replace-
ment blood donations. To achieve this, adequate labo-
ratory support must be provided for monitoring
hemoglobin or hematocrit. Hematologic assessment
must be available to patients before transfusion and
those presenting for well-child care or antenatal care to
prevent development of severe anemia. Management
issues arise if equipment is available, but the labora-
tory is not adequately staffed or is closed at night or
during weekends. Laboratory testing is needed for
accurate assessment of anemia, as clinical assessment
by evaluation of pallor of the conjunctiva, oral mucosa
and palmar creases does not accurately measure the
severity of anemia.
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AP P RO P R I AT E US E O F
BLO O D CO M P O N E N TS A N D BLO O D
SU B S T I T U T E S

Decisions related to the provision of whole blood,
blood components or plasma derivatives must take
into account cost, safety and efficacy. Moving from
providing whole blood to providing blood compo-
nents greatly increases the complexity and cost of a
transfusion service. Plasma derivatives raise both cost
and the potential for new risk, due to the large pools
of donor plasma in these products.

Caution must be exercised where development of
expensive methods to produce blood components and
plasma derivatives may detract from efforts to imple-
ment more simple, affordable and technically appro-
priate interventions. Investment in the blood supply
system may need to reflect a balance between the clin-
ical needs of the population, the professional demands
of the medical profession for specialized products and
the wider health priorities of the country. Steps must
be taken to ensure that the blood products are safe,
available and used efficaciously. They should be pre-
scribed appropriately—and only when they are likely
to offer a major benefit to the patient. 

Alternatives to transfusion
It must be remembered that patients can often be

successfully managed without the use of blood. In
acute blood loss, replacement of fluids with crystalloid
(saline) or colloid solutions is the first line of treat-
ment—and can be life-saving without the use of
blood. In these situations, patients may need volume,
not more red cells, to increase cardiac output, perfu-
sion and tissue oxygenation. Transfusion of blood or
blood components could often be prevented if saline
or other alternative fluids were available and afford-
able, and if clinicians were educated in their use.

Preoperative hemodilution (when blood is col-
lected from the surgical patient preoperatively and
replaced with crystalloid) serves to expand and dilute

the patient’s blood volume, thus decreasing the
absolute amount of red cell loss if hemorrhage occurs.
Other interventions that can help minimize transfu-
sion include:

Drugs that reduce bleeding in some types of major
surgery.

Iron preparations and erythropoietin, both of
which can assist in rapid correction of anemia. Due
to its cost, erythropoietin use should generally be
restricted to carefully defined situations in which it
offers substantial benefits.

Equipment for the salvage of operative blood
losses. Simple (but potentially unsafe) methods of
salvaging patients’ blood, for example during sur-
gery for ectopic pregnancy, are used in some devel-
oping-country situations and may be life-saving.

Sophisticated devices for blood salvage. Although
used in industrialized countries, they are unsuitable
in many settings. There is an urgent need for devel-
opment and evaluation of appropriate technologi-
cal solutions to provide safe and affordable blood-
salvage systems for use in resource-poor settings.

Whole blood or red cells
Whole blood or red blood cells are the most com-

monly transfused blood components. The indication
for whole blood or red cell transfusion is to correct a
loss of red cells when the oxygen supply to the tissues
falls below a critical level. As indicated above, replace-
ment of blood volume should be achieved through the
use of safer, cheaper fluids such as saline.

Plasma
Plasma tends to be the most misused of all blood

components. Although there are many widely taught
and practiced uses for plasma, there are actually very
few clinically proven indications. The risk of transmit-
ting viral infection to the recipient by plasma transfu-
sion is similar to that of whole blood. Plasma should
be used for the replacement of clotting factors, and
not for volume expansion. In some areas, however,
plasma may be the most readily available intravenous
fluid and is therefore used for management of hypov-
olemia. In these settings, many patients are needlessly
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exposed to HIV, hepatitis and other infections as a
result of clinically inappropriate use of plasma.
Ensuring the availability of alternative intravenous flu-
ids such as saline—priced to encourage their use and
discourage the use of plasma—is one essential condi-
tion for reducing the unsafe use of plasma. Plasma
availability can be limited by concentrating on the
production of whole blood units rather than compo-
nent therapy. Large-scale plasma collection is rational
only if the transfusion system commits to supplying
plasma of an appropriate quality as the source material
for manufacture of licensed derivatives.

Platelets
Platelet preparations are needed primarily for

patients with bone-marrow failure resulting from
chemotherapy for malignant disorders. Modern
leukemia management depends on substantial avail-
ability of platelets. Platelets can be produced by several
methods; all are costly and require skilled staff and
good quality control. Determining how platelets are to
be produced requires a thorough analysis of costs and
other demands on the blood service. Therefore, deci-
sions on platelet production must be related to avail-
ability of other clinical resources required for effective
treatment of malignant disorders and competing
health priorities. It may be appropriate to concentrate
production of platelets in regional blood centers that
support large, specialist cancer and leukemia units.

PR E V E N T I O N O F SE V E R E AN E M I A

The most effective and inexpensive way to reduce
anemia-associated mortality and exposure to the risks
of blood transfusion is to prevent severe anemia.
Although transfusions save lives, they are given to
patients late in the course of their illness, when risk of
anemia-associated mortality is already too great. In
resource-poor areas, increased attention to nutritional
deficiencies, hookworm and malaria prevention and
treatment could greatly lessen both transfusions and
anemia-related mortality. Strengthened ties between
clinical services, national BTSs and the primary health
care system are needed to successfully reduce the need
for transfusion.

M A N A G E M E N T  O F  
B L O O D  T R A N S F U S I O N
S E R V I C E S

Ultimately, the safety and availability of the blood
supply relies on strong quality management to ensure
an adequate and reliable supply of resources. Program
planning and management of blood banks must antic-
ipate the clinical demand for blood and the financial,
human and technical resources needed to adequately
meet supply needs. WHO has developed a program
plan and training resource materials that are available
to any government that wishes to develop an effective,
safe and sustainable blood program.

Blood transfusion services can be an expensive
component of the health care system. Each unit of
blood costs an estimated US$35 to US$50 to collect,
screen and store in a typical developing country. If
other blood products are prepared or purchased, much
higher costs are incurred. These costs must be antici-
pated and funding secured. Establishment of a blood
transfusion service helps protect funds allocated to
blood bank activities. 

PRO C U R E M E N T,  EF F E C T I V E
PU RC H A S I N G,  QUA L I T Y AS S U R A N C E
A N D FO RWA R D PL A N N I N G

Strong business management of the blood transfu-
sion service is critical to its success. Various strategies
can greatly reduce costs. Central procurement of sup-
plies and equipment has many advantages. These
include improved quality of purchased goods and
greater oversight and quality assurance of supplies.
Bulk purchasing invariably lowers costs: Multinational
companies have complex pricing policies; experienced
and well-trained managers who are knowledgeable
about these practices can negotiate prices and signifi-
cantly reduce costs.

492 C H A P T E R  T W E N T Y — E n s u r i n g  t h e  S a f e t y  o f  B l o o d  a n d  B l o o d  P r o d u c t s



When small purchases must be made at the
periphery or individual centers, prices are higher; 
suppliers may not be legitimate and quality is difficult
to ensure. But if centralized procurement and forward
planning are weak, shortages may occur and individ-
ual blood collection centers must use these less effi-
cient and more expensive procurement mechanisms. 

To ensure a safe blood supply, managers must
anticipate demand and prevent shortages of personnel,
equipment and supplies. This requires a good assess-
ment of clinical need based on caseload, relevant
practice guidelines and seasonal variation in blood
requirements. Strong accountability must be built in,
centrally and peripherally. Frequent and reliable means
of communication with the peripheral centers are nec-
essary to anticipate their needs and prevent shortages.

Blood services, like many other parts of the health
system, rely heavily on imported supplies.
Consumable products (such as blood collection packs
and virus screening test kits) constitute a large share
of recurring costs. Devaluation of local currency can
significantly jeopardize a program’s ability to purchase
needed supplies throughout the course of a year with a
fixed annual budget. But currency devaluation is often
difficult to anticipate. To reduce reliance on imported
products and dependence on foreign currency, many
countries have moved to local production of blood
collection bags, test kits and saline. Local production,
or importation of locally produced products from
other low- or medium-income countries, requires
important quality control measures and regulatory
oversight. Pricing policies can also help improve the
clinical use of blood. If saline and other blood alterna-
tives are made widely available—and priced less than
plasma, exposure to the risks of blood and overall
operating costs can be reduced.

A clear and publicly supported delineation of
health priorities will help guide planning and expendi-
tures. General health-sector priorities, high-ranking

physicians and the interests of private industry are not
always compatible. Physicians may want state-of-the-
art treatments of relatively rare disorders that could
drain precious resources from the more basic overall
needs of the country. Industry may promote expensive
technologies that are not technically relevant to the
local setting. A well-organized service will take into
account these competing interests and work from a
clearly prioritized plan. 

TR A I N I N G A N D
RE TA I N I N G EF F E C T I V E STA F F

Where the blood system is a public service—in
both industrialized and developing countries—low pay
levels frequently lead to serious problems in recruiting
and retaining high quality professional staff. Both cli-
nicians and technologists may leave after costly train-
ing or be forced to supplement their income through
another job, either private practice or commercial
employment. It may be necessary to accept a contin-
ued high training overhead and incentives to help
retain those who are already trained and experienced. 

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  T W E N T Y 493



L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S
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Clinical use of blood
National policy and guidelines on
the clinical use of blood.
Training of clinicians and BTS staff.
Prevention, early diagnosis and 
treatment.
Alternatives to transfusion (crystal-
loids and colloids).
Effective clinical use of blood.
Monitoring and evaluation. 

Reduce unnecessary transfusions
by effective clinical use of blood 

Effective clinical use of blood and
blood products.
Appropriate use of simple 
alternatives to transfusion.
Important activities include:

Developing a national policy 
and guidelines on the clinical use 
of blood.
Training for all clinicians  in the 
clinical use of blood.
Prevention, early diagnosis and 
treatment of conditions that could 
result in the need for transfusion.
Availability of intravenous replace-
ment fluids (crystalloids and 
colloids) for the correction of hypo-
volaemia, and pharmaceuticals
and devices to minimize the need
for blood.
Effective clinical use of blood and 
blood products in accordance with 
national guidelines.
Monitoring and evaluation of the 
clinical use of blood. 

Blood screening

Technical officer.
Screening strategies and protocols.
Training of laboratory technical
staff.
Screening of all donated blood 
for TTIs.
Good laboratory practice, including 
standard operating procedures.
Continuity in screening.
Effective blood cold chain.

Screen all donated blood 
for infectious agents

Develop and maintain a national
strategy for the screening of donated
blood and blood products.
Use of appropriate and effective
tests.
Good laboratory practice in: 

Blood grouping.
Compatibility testing.
Component preparation.
Storage.
Transportation.

Important activities include:

Appointment of a designated 
technical officer.
Development of protocols for the
testing, selection and evaluation of
appropriate screening assays to be
used at each site.
Training of BTS laboratory technical
staff.
Screening of all donated blood for
TTIs, including HIV, hepatitis viruses,
syphilis and other infectious agents,
such as Chagas disease.
Good laboratory practice, including
preparation of SOPs in accordance
with BTS guidelines.
Procurement, supply, central storage
and distribution of reagents and
materials to ensure continuity in
screening at all sites.
Maintenance of an effective blood
cold-chain for the storage and 
transportation of blood and blood. 

Blood donors
National blood donor program
officer.
Blood donor unit.
Blood donor recruitment officer.
Standard operating procedures.
Training of staff in blood-donor unit.
Low-risk donor populations.
Educational materials.
Register of voluntary
non-remunerated blood donors.
Donor selection, deferral, care and
confidentiality.
Donor notification and referral.
Monitoring of transfusion-transmitted
infections (TTIs). 

Educate, motivate, recruit
and retain low-risk blood donors

High priority should be given to the 
elimination of family/replacement
and paid blood donor systems. 
Voluntary non-remunerated blood
donors from low-risk populations.
Important activities include:

Appointment of an officer
responsible for the national donor
program.
Establishment of a BTS unit 
responsible for donor education,
motivation, recruitment and 
retention.
Appointment of a designated 
blood donor recruitment officer.
Preparation of SOPs in accordance
with BTS guidelines.
Training of staff in the blood donor 
unit.
Identification of donor populations
at low risk of TTIs.
Development of educational 
materials.
Establishment of a register of 
voluntary non-remunerated blood
donors.
Assurance of safe blood collection 
procedures, including donor 
selection and deferral, donor care
and confidentiality.
Donor notification and referral for
counseling.

Monitoring of TTIs in the donor 
population.



F U T U R E  C H A L L E N G E S
In developed countries, transfusion technology

continues to evolve under pressure for more testing,
more complex processing of blood components and
increasingly strict regulation of plasma fractionation.
This trend leads to steeply escalating costs—often
yielding only marginal gains in safety or efficacy.

The same forces stimulate efforts to develop
technologies that may substitute for blood products
or reduce the need for them. Such technologies are:

Autologous transfusion (pre-deposit donation,
blood salvage)

Antifibrinolytic drugs

Erythropoietin

Other growth factors (such as thrombopoietin,
Granulocyte macrophage colony stimulating 
factor)

Hemoglobin solutions as alternative oxygen carriers;

Fluorocarbon solutions

Coagulation factors produced by recombinant
DNA technology

The rising cost of transfusion support makes it
important—in any national health plan—to weigh
investment against other health priorities, and to con-
centrate on meeting the most critical clinical needs
with the simplest product that is effective.

New concerns about the possibility of transmissible
encephalopathies (BSE, CJD, variant CJD) have led
some countries to make radical changes in the use of
donor blood or selection of donors. But it is still
unknown if such agents can be transmitted by transfu-
sion in humans. 

C O N C L U S I O N S
A screening test to detect HIV-infected blood

donations has been available since 1985, and has
proven to be among the most cost-effective strategies
to prevent HIV transmission.25 But providing a safe
blood supply remains a public health challenge in
many countries. Blood banking and testing, donor
selection, personnel training, effective management,
anemia prevention and improvement in the appropri-
ate use of blood and blood alternatives are interrelated,
and will require comprehensive programs to be suc-
cessful. Securing national commitment and resources
dedicated to blood safety is the most formidable task
—but it is vital to the safety of the nation’s blood 
supply. That being said, major gains in blood safety
and availability can be achieved at any level of the
health care system. Following the suggestions listed
above—at the local, regional or national level—can
yield an affordable and effective method of HIV 
prevention.
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C A S E  S T U D I E S

EN S U R I N G SA F E BLO O D
A N D T H E SA F E US E O F BLO O D

It is complicated and expensive to secure an ade-
quate supply of blood from low-risk donors that is
appropriately screened for infectious diseases in a con-
trolled environment, safely stored and distributed for
appropriate clinical use. Nonetheless, many countries,
often with limited resources, have made great headway
toward this end. These case studies will serve to
explore the factors that may have contributed to these
countries’ successful endeavors.

ES TA B L I S H I N G A NAT I O N A L BLO O D
TR A N S F U S I O N SE RV I C E

A strong government commitment appears neces-
sary for a safe and adequate blood supply. (Zimbabwe
offers a good example of this.  It established a blood
transfusion service as a separate organizational unit.)
Securing national commitment and developing a 
well-organized blood transfusion service provides the
oversight and authority, budget and staff required to
develop and implement a complicated and technically
sophisticated health service. But obtaining national
commitment is difficult to achieve. Success in this area
seems to be linked to the ability to bring together all
the stakeholders, from both public and private sectors,
and move together in a concerted effort to effect the
necessary political will. 

Development of national policy and guidelines has
helped many countries demonstrate a cohesive
approach to blood safety and galvanize public support
for transfusion services. Guidelines define a standard
of patient care, increase the awareness of health care
providers and contain budget requirements for trans-
fusion services.3

BLO O D SC R E E N I N G

Screening for infectious agents is the cornerstone
of programs to reduce transfusion transmission of
HIV. Evaluations conducted in multiple countries
have demonstrated that providing test kits to all sites
that transfuse blood is just one of many important
steps. Training, supervision, management and selec-
tion of test kits appropriate to the needs of each 
particular setting are all key elements in attaining a
safe blood supply.

How does a country determine its needs and
address them appropriately? One example is a rapid
assessment conducted in Kenya, which has a decen-
tralized system with blood collection and screening
performed at individual hospitals. Specimens and test
results were collected from blood screened at six 
hospitals; specimens were then retested at a reference
laboratory. This relatively simple, focused assessment
uncovered great—but correctable—problems with the
screening system. For example, record keeping was
performed in a non-standardized manner; rates of
recording errors were high and results of testing some-
times could not be found. Labeling, storage and
destruction of infected units were not performed
according to standardized methods. One hospital did
not perform HIV screening of donations from moth-
ers to their children, under the erroneous assumption
that both would have the same HIV serostatus. Breaks
in the cold chain were often observed during the
transport of test kits. Lack of supervision, oversight,
accountability and regulatory authority allowed for
substandard laboratory practices. For one month of
the assessment, no test kits were available in the coun-
try; the assessment team had to provide them. Enzyme
immunosorbent assays (EIAs) were often used in hos-
pitals that had low levels of technical expertise and low
volume of testing, adding to increased error rates and
delays in transfusion. Taken together, this assessment
found that one-third of HIV-positive donations were
not removed from the blood supply by routine hospi-
tal screening.
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Based on these results, the Kenyan Ministry of
Health identified donor support for the purchase and
distribution of rapid HIV test kits and developed a
national training program to improve laboratory prac-
tices. Recently, additional funds have been earmarked
for training and development of a standardized quality
assurance program. In these ways, the assessment
identified key areas that needed improvement and
mobilized the resources and political commitment
needed to address them.

ED U C AT I O N,  RE C RU I T M E N T A N D
RE T E N T I O N O F SA F E BLO O D DO N O R S

Simple record reviews and evaluation of HIV sen-
tinel surveillance data have demonstrated to a number
of countries (including Kenya, Botswana, Uganda,
Tanzania and Zimbabwe) that blood collected for
directed or replacement donation by patients’ families
are at very high risk of HIV. In certain areas of Kenya,
hospitals that relied primarily on blood collected 
from patients’ friends and families discarded up to 20
percent of their blood supply because of reactive HIV
serological test results. This is not only expensive
and wasteful, it also increases the chance of an adverse
outcome in the event of a laboratory error or an
unscreened transfusion. Other Kenyan studies con-
ducted with international research collaborators
demonstrated that blood collected from family donors
does not provide blood to patients when it is needed
to improve survival. The researchers determined that
an adequate safe supply required collection from low-
risk donors, with infectious disease testing conducted
in an unhurried and standardized manner. Only then
could blood be available for immediate transfusion
when needed to improve survival.

The elimination of paid donors in many areas,
such as Thailand and parts of India, has reduced HIV
seroprevalence in the donor pool. Zimbabwe and
Uganda have put considerable resources into the edu-
cation and recruitment of volunteer donors, primarily
targeting younger donors with lower HIV seropreva-
lence. In these high-prevalence countries, HIV sero-
prevalence among blood donors has been brought
down to below three percent. These achievements,

however, are only possible with substantial investment
in donor education and recruitment. This is a special-
ized field, and often is not done well when left to
technical staff, such as blood-bank technicians. In
countries that have addressed donor recruitment effec-
tively, media campaigns are conducted through radio,
newspaper and public service announcements. Donor
educators visit mobile collection sites before a blood
campaign to improve understanding of and enthusi-
asm for donation. Cultural mores, taboos and fears
related to blood loss and HIV testing are often
addressed during these sessions. 

Effective donor mobilization programs in Uganda
and Zimbabwe have required dedicated funds, staff
and managerial attention. Uganda’s successful program
has received substantial support from European part-
ners. Efforts have been made to increase cost recovery,
including provision of laboratory testing for voluntary
HIV-counseling and testing sites. Increased national
commitment may also decrease reliance on foreign
donor support. Finally, operational research conducted
in conjunction with policy and program development
has helped identify safer donor populations in coun-
tries such as Côte d’Ivoire, Kenya and Tanzania.

IM P ROV I N G T H E
AP P RO P R I AT E US E O F BLO O D

Reducing the high rate of transfusion has been
emphasized as a practical and cost-effective method for
reducing transfusion-associated HIV transmission. A
large number of countries have put together expert
committees and, through literature review and consen-
sus development, established national transfusion
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guidelines. Studies in the Democratic Republic of
Congo, Ghana and Tanzania have all demonstrated
that adherence to these transfusion guidelines would
reduce the number of transfusions by 13 percent to 39
percent.22, 23, 26, 27 In most countries in sub-Saharan
Africa, prevention of unnecessary transfusions seems
particularly important among children, who receive 50
percent to 67 percent of transfusions, and among
women of childbearing age, who receive 8 percent to
27 percent of transfusions. In Tanzania, more than 75
percent of avoidable transfusions are among children
under five years of age.

Tanzania found that clinical guideline development
alone did not change clinical practices. The country
therefore developed an effective program that relied on
repeated clinic meetings and supervision by medical
staff.24

Many countries have included only hematologic
criteria for transfusion guidelines.  Prospective studies
support guidelines that emphasize both hematologic
and clinical criteria, particularly for transfusion of chil-
dren with chronic anemia due to malaria and nutri-
tional deficiencies. For example, research in Kenya
demonstrated that transfusion was associated with
increased survival of pediatric patients when given to
children with hemoglobin below 5.0 g/dl who also
had clinical evidence of cardio-respiratory compro-
mise, and who were transfused within the first two
days of admission. Those who did not have these clini-
cal criteria, or who were transfused late due to blood
shortages, showed no survival benefit. Similar results
were found in a pilot study conducted in Tanzania.17, 19

Despite the importance of clinical and laboratory
assessment, many hospitals, even in major cities, do
not always measure hemoglobin or hematocrit before
transfusion. In Mama Yemo Hospital, a large hospital
in the capital city of the Democratic Republic of 
the Congo, 24 percent of transfusion recipients did
not have hemoglobin measured first.28 Similarly, in the
capital city of Côte d’Ivoire, half the transfusion 
recipients did not have hemoglobin or hematocrit

measured before transfusion, often because the labora-
tory was closed during nights and weekends. Simple
interventions, such as improving the availability of
inexpensive and technically simple methods to meas-
ure hemoglobin, have had important effects on
improving the appropriate use of blood and compli-
ance with national transfusion guidelines.

PR E V E N T I O N O F SE V E R E AN E M I A

The most effective and inexpensive way to reduce
anemia-associated mortality and exposure to the risks
of blood transfusion is to prevent severe anemia.
Although the procedure can save lives, Kenyan studies
have demonstrated that transfusion is given to patients
late in the course of their disease, when their risk of
anemia-associated mortality is already too great.

Increased attention to nutrition, sanitation, the use
of bed nets and early and effective treatment of malar-
ial illness in endemic areas has a great impact on the
use of blood and anemia-related mortality. In
Vietnam, programs that led to widespread use of bed
nets have resulted in a dramatic reduction of blood
transfusions for the treatment of malaria-associated
anemia. Early detection of anemia and use of effective
antimalarials in chloroquine-resistant areas can also
improve hematologic recovery. Strengthening ties
between transfusion services and the primary health
care systems is often overlooked as an important strat-
egy to prevent the frequent need for transfusion. 
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I N T R O D U C T I O N

Transmission of HIV infection in health care settings is not a major mode
of transmission, and contributes little to the spread of HIV in the general
population. As a result, prevention of infection here will have a very lim-
ited impact on HIV spread in the general population. This is one reason
for the low priority accorded health care settings in resource-constrained
settings. But prevention of such transmission should be considered part of
good quality health care; the subject deserves more attention than it has
received so far.

This chapter examines the risks and prevention of HIV transmission in
health care settings, except through blood transfusion. Similar to other
blood-borne pathogens, HIV is more likely to be transmitted from
patients to health care workers (HCWs) than from HCWs to patients.
The effects of HCWs’ anxiety on attitudes towards HIV-infected patients
have been documented in several studies. Measures to prevent occupa-
tional HIV infection will not only prevent morbidity and mortality in a
small number of HCWs, but can also improve patient care.

T H E  M A G N I T U D E  O F  T H E  P R O B L E M

OCC U PAT I O N A L IN F E C T I O N S

Although HIV transmission from patient to HCW is infrequent in indus-
trialized countries, the situation is different in countries with limited
resources. While there are no direct measures of the magnitude of the
problem there, the few estimates available give reason for concern.
The prevalence of infection in the patient population, the nature and fre-
quency of blood exposure and the likelihood of acquiring infection after a
single blood exposure from an infected patient will determine the risk of
occupational transmission of HIV.

O T H E R  H E A L T H  C A R E - A S S O C I A T E D  I N F E C T I O N S

HIV transmission from patient to patient has been reported in hospitals,
nursing homes and outpatient health care settings in the United States
and other countries. Most transmissions have been associated with
improper infection control practices. Since the onset of the AIDS epi-
demic, only two episodes of HIV transmission from an infected HCW to
patients have been reported.
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Procedures in the informal health sector that may be associated with trans-
mission of HIV infection include: injections by drug peddlers and quacks,
scarifications by traditional healers, circumcision of boys or men and
female genital mutilation (FGM).

P R E V E N T I O N  O F  H I V  I N F E C T I O N  I N  

H E A L T H  C A R E  S E T T I N G S :  E X P E R I E N C E  F R O M

I N D U S T R I A L I Z E D  C O U N T R I E S

Prevention of transmission of HIV in health care settings requires two 
levels of action: 

Prevention of blood exposures. Studies in the United States have shown
that implementation of “Universal Precautions,” as recommended by
the Centers for Disease Control (CDC) in 1987 and later replaced by
“Standard Precautions,” has reduced the frequency of blood exposures
among HCWs. This infection control strategy treats all blood as infec-
tious, and uses various work practices and barrier materials appropriate
to the patient interaction to avoid blood exposure.

Postexposure prophylaxis. Based on current information about primary
HIV infection, the use of antiretroviral agents for postexposure
prophylaxis (PEP) is biologically plausible. The US Public Health
Service recommends PEP after some occupational exposures to HIV,
based on indirect evidence from animal and human studies. 

P R E V E N T I O N  O F  H E A L T H  C A R E - A S S O C I A T E D  H I V

I N F E C T I O N S :  E X P E R I E N C E  F R O M  C O U N T R I E S  W I T H

L I M I T E D  R E S O U R C E S

In countries with limited resources, preventing transmission of HIV 
infection in health care settings is generally not a high priority: often,
basic measures to protect HCWs and patients are not taken. But standard
precautions can reduce the incidence of blood exposures even in resource-
constrained settings—and should be taken.

L E S S O N S  L E A R N E D

The few data available suggest that the risk of occupational HIV infection
in many resource-constrained settings is far from negligible. Health care
workers must be involved in the planning of realistic interventions, and
must receive continual training and supervision.
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T
ransmission of HIV in health care settings occurs from patient

to patient, from patient to health care worker (HCW)

and from HCW to patient. Before blood screening for HIV,

transmission of HIV to patients in health care settings was mainly 

associated with blood transfusion. This is now an extremely rare occur-

rence in industrialized countries—but in some resource-constrained

settings, the risk for patients

receiving a transfusion with

HIV-infected blood may still be considerable.

Even so, these infections account for only a small proportion of the

national toll. A study in Tanzania, for example, estimated that less than

0.4 percent of the total annual incidence of HIV infection was attributed

to medical infections.1 Prevention of transmission in health care settings

will have a very limited impact on the rate of HIV spread in the general

population. But there are other good reasons for allocating resources to

prevention of patient-to-patient transmission and occupational infections.

Avoidance of transmission from one patient to another is an integral part

of quality curative care.

Ensuring the safety of health staff is also the responsibility of health

services managers. The effect of HCWs’ anxiety on attitudes towards HIV-

infected patients has been documented in several studies. Measures to

reduce occupational infection will not only prevent morbidity and mortal-

ity in a small number of HCWs, but will also improve patient care.

I N T R O D U C T I O N
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This chapter examines the risks and prevention of HIV transmission in

health care settings, other than through blood transfusion. (Ensuring the

safety of blood and blood products is addressed in Chapter 20.) Similar to

other blood-borne pathogens, HIV is more likely to be transmitted from

patients to HCWs than from HCWs to patients. Transmission between

HCWs and patients most often is the result of a percutaneous injury (PI)

to a HCW, whereas the majority of patient-to-patient transmissions have

involved breaches in recommended infection control practices.
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T H E  M A G N I T U D E  
O F  T H E  P R O B L E M

OCC U PAT I O N A L IN F E C T I O N S

Determinants of the risk of HIV 
transmission after occupational exposure

Prevalence of infection in the patient population,
the nature and frequency of blood exposure and the
likelihood of acquiring infection after a single blood
exposure from an infected patient determine the risk
of occupational transmission of HIV.

Prospective studies from several countries have esti-
mated that the risk after occupational percutaneous
exposure to HIV-infected blood is approximately 0.32
percent (95 percent confidence interval [CI]= 0.18
percent-0.46 percent),2-4 and after a mucous mem-
brane exposure, 0.09 percent.5 The risk of transmis-
sion after skin exposure has not been precisely quanti-
fied, but is believed to be even smaller: No cases of
HIV transmission after exposure to intact skin have
been documented.6 The risk after exposure to fluids or
tissues other than HIV-infected blood is also
unknown.

Epidemiologic and laboratory studies suggest that a
variety of factors may affect risk following an occupa-
tional exposure. A laboratory study demonstrated that
less blood is transferred across membranes by a needle
that passes through gloves, is of smaller gauge or is
solid rather than hollow bore.7 A retrospective case-
control study of HCWs who have had percutaneous
exposure to HIV found that risk increased with expo-
sure to a greater quantity of blood from the source
patient (as indicated by a device visibly contaminated
with the patient’s blood), a procedure that involved a
needle placed directly in a vein or artery or a deep
injury.8 The risk was also greater for exposure to blood
from patients with terminal illness—possibly reflect-
ing the higher titer of HIV in blood late in the course
of AIDS—or other factors, such as the presence of
syncytia-inducing strains of HIV.

Occupational infections 
in industrialized countries

Since transmission of HIV in health care settings is
infrequent and involves unusual routes of transmis-
sion, most cases in countries with a well-organized sur-
veillance system are detected by studying HIV-infected
persons who have no identified risk for infection.
Several countries have a surveillance system for occu-
pationally acquired HIV infections.

As of December 1999, CDC had received reports
of 56 United States HCWs with documented HIV
seroconversion temporally associated with an occupa-
tional exposure. CDC has also received reports of 136
HCWs with possible occupationally acquired HIV
infections; each of these workers reported the infection
was occupationally acquired and no other risk was
identified. But transmission of infection after a specific
exposure was not documented. Of the 56 documented
episodes, 51 involved infected blood; one, visibly
bloody body fluid;  one, an unspecified fluid; and
three, concentrated virus in a laboratory. Forty-nine
exposures were percutaneous; five were mucocuta-
neous; and one was both percutaneous and mucocuta-
neous; the route of one exposure (to concentrated
virus) is uncertain.9 The 49 percutaneous exposures
involved hollow-bore needles (44), broken glass vials
(two), scalpels (two) or an unknown sharp object
(one).10
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Another 42 documented cases and 56 possible
cases of occupationally acquired HIV infection 
were reported from other countries, including a few
resource-constrained settings, as of September
1997 (Table 1). Forty of these 42 occurred after a 
percutaneous injury (PI); two after massive mucous
membrane exposures.11

Since HCWs do not usually report occupational
exposures, these numbers are certainly low—only 10
percent to 60 percent of percutaneous exposures are
probably reported in the United States.12

Occupational infections in 
countries with limited resources

There are no extensive data on HCWs infected
through occupational exposure in countries with 
limited resources (Table 1), but some studies have
attempted to estimate the incidence of these infections.

A study in nine hospitals in Mwanza Region,
Tanzania, found an average of five PIs per HCW per
year.13 Estimating a 20 percent HIV prevalence among
patients and a transmission probability of 0.25 per-
cent, the incidence of HIV infection through occupa-
tional exposure would be 0.27 percent per year. When
this study was conducted, the incidence of HIV infec-
tion in the general adult population was 0.95 percent
in the rural areas and 1.2 percent in Mwanza town.
Compared to these latter incidence rates, the incidence
of occupationally acquired HIV infection among
HCWs was far from negligible. A study in a Zambian
hospital determined the risk to surgeons was 1.5 per-
cent over five years. Yet surgeons at Katete Hospital
had a  parenteral exposure incidence of 0.7 percent per
procedure—substantially lower than that found in
industrialized countries (1.7 percent-5.6 percent).14

Table 2 summarizes two studies, one from Tanzania,
the other from the United States, which used a similar
methodology to estimate the annual risk of occupa-
tionally acquired HIV infection.14,15

Although there are no direct measures of the 
magnitude of the problem in countries with limited
resources, the few estimates available (such as those
cited above) give reason for concern.  HIV prevalence
in many countries with limited resources is far greater
than in industrialized countries. Rates among hospital-
ized patients of more than 20 percent are not at all
exceptional. In addition to the study in Tanzania,
research conducted in other countries (including
Taiwan and Brazil) also shows a disturbingly high inci-
dence of PIs, often due to insufficient staff training
and equipment, such as inadequate containers for
waste disposal.13, 16

As in the United States, most exposures to blood
are not reported in these countries. A survey of 10,469
HCWs in 16 teaching hospitals in Taiwan found only
18 percent of sharp object injuries were reported.13
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T a b l e  1
Documented and Possible Cases
of Occupationally
Acquired HIV Infection11

Documented Possible

United States 56 136

France 11 27

United Kingdom 4 9

Mexico 9

Italy 5

Australia 4

Spain 5

South Africa 3 1

Germany 3 3

Belgium 2 1

Canada 1 2

Holland 2

Switzerland 2

Denmark 1

Israel 1

Argentina 1

Zambia 1



OT H E R HE A LT H CA R E-AS S O C I AT E D
IN F E C T I O N S

Patient-to-patient transmission
HIV transmission from patient to patient has been

reported in hospitals, nursing homes and outpatient
health care settings in the United States and other
countries. These are usually associated with improper
infection control practices.

The most dramatic reports have come from
Eastern Europe. In the 1980s, between 8,000 and
10,000 Romanian children were infected with HIV
through transfusion of unscreened blood or the use of
contaminated hypodermic needles.17 Similar needles
were also associated with the transmission of HIV to
41 hospitalized children in the Soviet Union.18 Three
patients (two in the United States and one in the
Netherlands) acquired HIV infection after being inad-
vertently injected with blood from an infected patient
during nuclear medicine procedures.19

Hemodialysis centers have been implicated in 
several reported transmission incidents. Nine patients
became infected in a dialysis center in Colombia
between January 1992 and December 1993. Dialysers
were reprocessed separately with five percent
formaldehyde and labeled for use on the same patient.
Access needles, however, were reprocessed by soaking
in a common container with a low-level disinfectant,

with the potential for cross-contamination or use on
another patient. Improperly reprocessed patient-care
equipment (most probably the access needles) was the
likely mechanism of transmission.20 This outbreak was
only discovered by accident; similar situations could
have occurred elsewhere. Transmission during
hemodialysis has been reported in at least three
instances in Argentina with 11 to 30 infected patients
in each episode; most of the episodes were not investi-
gated.21, 22 Lack of infection control measures during
hemodialysis also caused HIV transmission in Egypt.23

The only report of HIV transmission from patient
to patient during a surgical procedure came from
Australia, where five patients whose minor outpatient
procedures were performed on the same day by an
HIV-negative surgeon. These patients were subse-
quently found to be HIV-positive.24 Four had no iden-
tifiable source of infection; the fifth patient had
known risk factors for HIV, was subsequently found to
be HIV-positive and is the probable source of infec-
tion. Although the mechanism of transmission was not
identified, contamination of multidose medication
vials was considered a possible vehicle for transmission
in this outbreak.

In most cases, these transmissions could have been
avoided through adherence to standard infection 
control practices, including aseptic technique, cleaning
and disinfecting or sterilizing equipment between
patients, safe injection practices and appropriate
handling of single-use or single-patient-use devices 
and equipment.
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T a b l e  2

Tanzania United States

Setting 9 hospitals in 6 hospital
Mwanza Region emergency

departments

Estimated HIV 20% high: 4.1% – 8.9%
prevalence in low: 0.2% – 0.7%
patient population

Incidence of 5 0.37
percutaneous injury
per person per year

Annual risk of 0.27% high: 0.026%
occupational low: 0.002%
HIV infection



HCW-to-patient transmission
Since the onset of the AIDS epidemic, only two

episodes of HIV transmission from an infected HCW
to patients have been reported, one in the United
States (1990) and the other in France (1997).25, 26 The
United States case involved six patients whose  infec-
tions were linked epidemiologically and genetically to
a dentist with AIDS.25 Although the investigation
indicated that HIV transmission occurred during
office visits for dental care—and was most likely from
dentist to patient rather than from patient to
patient—the precise event resulting in transmission
could not be determined. 

The French incident involved an orthopedic sur-
geon whose HIV transmission to one patient was 
confirmed through genotypic analysis. Although the
precise mechanism of transmission is unknown, the
duration of the procedure (10 hours), procedure-
related opportunities for PI to the HCW and possible
high viral titer in the surgeon are hypothesized as 
contributing factors. No breaches in infection control
were identified.26

Retrospective investigations to assess the risk for
HCW-to-patient transmission did not detect any
transmission among 22,759 patients treated by 53
infected HCWs. Despite the limitations of retrospec-
tive studies, these data are consistent with other 
studies that show the risk from infected HCWs to
patients is exceedingly low.27

Transmission of HIV infection 
in the informal health sector

Procedures in the informal health sector that may
be associated with transmission of HIV infection
include:

Injections by drug peddlers and quacks

Scarifications by traditional healers

Circumcision of boys or men 

Female genital mutilation (FGM)

A history of scarifications has been linked to
increased risk in some studies, but not in others.28, 29

There are no hard data on the transmission risk of 
circumcision and FGM.

Nor has any increased risk due to occupational
exposure been documented in traditional birth atten-
dants (TBAs) in studies in Rwanda, Zambia and
Uganda.30, 31 TBAs usually do not give injections and
the risk of percutaneous injury should be minimal, but
they do have frequent skin-blood contacts. 

PR EV EN T ION  O F  H I V
IN F E C T ION  I N  H EA LTH  CA R E
S E T T I NGS :  EXP ER I ENC E
FROM  INDUS TR I A L I Z ED
COUNTR I E S

Prevention of transmission of HIV in health care
settings requires two levels of action: 

The first level (primary prevention) involves
reducing PIs and other exposures to blood using a
variety of strategies, including development of
improved engineering controls (such as safer med-
ical devices), work practices (such as technique
changes to reduce handling of sharps) and personal
protective equipment (such as gloves).

The second level consists of prophylaxis of infec-
tion after an exposure, including treatment with
one or more antiviral drugs.

PR E V E N T I O N O F
BLO O D EX P O S U R E S

Studies in the United States have shown that
implementation of the CDC’s “Universal Precautions”
and more recent “Standard Precautions” has reduced
the frequency of blood exposures among HCWs.32-34

These precautions treat all blood as infectious, and
employ various work practices (like not recapping
needles) and barrier materials (gloves, gowns, face 
protection, etc.) appropriate to the patient interaction
to avoid blood exposure.

Although several studies have reported fewer PIs
when needles are not recapped and  sharps disposal
boxes are installed, a reduction in overall injury rates
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has not been consistently observed.35, 36 Injuries associ-
ated with disposal of the sharp are still frequent in all
countries; location of sharps disposal containers, fre-
quency of container replacement and education must
be considered. In the United States, a continuing 
incidence of PIs despite implementation of these
strategies suggests that additional preventive measures
are needed—such as the use of devices with safety 
features. Studies have demonstrated the efficacy of
some safety devices; however, they should not consti-
tute the only prevention option.12 Prevention of PIs
among HCWs will also prevent transmission of HIV
from infected HCWs to patients.

To prevent patient-to-patient transmission of HIV,
the following are recommended:

Standard infection control practices, including
aseptic techniques

Cleaning and disinfecting or sterilizing equipment
between patients

Safe injection practices

Appropriate handling of single-use or single-
patient-use devices and equipment

PO S T-EX P O S U R E PRO P H Y L A X I S

Based on current information about primary HIV
infection, post-exposure prophylaxis (PEP) with
antiviral agents is considered biologically plausible.
The US Public Health Service (PHS) recommends
PEP after some occupational exposures to HIV, based
on  indirect evidence of PEP efficacy that includes
data from animal and human studies.37, 38 But assessing
the efficacy of PEP through a prospective, placebo-
controlled trial may not be possible because of the low
rate of conversion. Data on perinatal transmission
have shown that the protective effect of zidovudine
(ZDV) is only partly explained by reduction of the
HIV titer in maternal blood; ZDV may also have a
direct protective effect on the fetus and/or the infant
after exposure.39,40 In a case-control study among
HCWs, PEP was associated with a decrease of approx-
imately 81 percent in the risk of HIV seroconversion

after percutaneous exposure to HIV-infected blood.8

Failure of ZDV PEP to prevent HIV infection after an
occupational exposure has been reported in at least 21
instances worldwide.41, 42

Based on the PHS recommendations, most occupa-
tional HIV exposures will warrant only a two-drug
regimen, using two nucleoside analogue reverse tran-
scriptase inhibitors, usually ZDV and lamivudine
(3TC). The addition of a third drug, usually a protease
inhibitor (such as indinavir or nelfinavir), should be
considered for exposures that pose an increased risk for
transmission or when resistance to the other drugs is
unknown or suspected (Table 3).37 Although PEP with
the above drugs has not been associated with serious
adverse events, in several studies over 70 percent of
HCWs experienced side effects such as nausea,
headache or fatigue; approximately 50 percent of them
stopped taking the drugs because of side effects. 43, 44
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T a b l e  3
Basic and Expanded Post-Exposure
Prophylaxis Regimens33

Regimen Application Drug regimen
category

Basic Occupational HIV Four weeks (28 days)
exposures for of both zidovudine
which there is (ZDV) 600 mg qd in
a recognized two or three divided
transmission risk doses and lamivudine

(3TC) 150 mg BID

Expanded Occupational HIV Basic regimen plus either
exposures where indinavir 800 mg q8h
the nature of the (to be taken on an 
exposure suggests empty stomach and
an elevated risk for with increased fluid 
transmission (e.g., consumption, i.e., 
meets criteria for 48 oz/day) or
highest or increased nelfinavir 750 mg TID
transmission risk) (with meals)



If PEP is prescribed, it should be started as soon as
possible (within hours of exposure). Although the
optimum duration of PEP is unknown, four weeks
appears protective in HCWs, and medication should
probably be administered for that length of time.
Exposed HCWs who choose to take PEP should be
advised of the importance of completing the pre-
scribed regimen. They should know the side effects of
the drugs, what can be done to minimize these effects
and how they will be clinically monitored for toxicity
during the follow-up period.37

Exposed HCWs should receive follow-up counsel-
ing, postexposure testing and medical evaluation,
regardless of whether they receive PEP. HIV-antibody
testing should be performed for at least six months 
(at six weeks, 12 weeks, and six months after exposure).
Psychological prevention counseling of the worker
and, in some cases, the worker’s family is frequently
beneficial.

P R E V E N T I O N  O F  H E A L T H
C A R E - A S S O C I AT E D  H I V
I N F E C T I O N S :  E X P E R I E N C E
F R O M  C O U N T R I E S  W I T H
L I M I T E D  R E S O U R C E S

In countries with limited resources, preventing
transmission of HIV in health care settings is generally
not a high priority; even basic precautions to protect
HCWs and patients may not be taken. There is a 
consensus for standard precautions; however, there is
little documented experience showing how these 
precautions can best be taken in settings with limited
resources and low staff motivation.

A survey conducted in nine hospitals in Mwanza,
Tanzania, revealed lack of equipment and personal
barrier commodities. The shortage of gloves was wide-
spread and many procedures in labor rooms were
conducted without them; reused gloves were the main
source of protection in some areas.15 Only 37 percent
of rooms in general wards and 89 percent of labor
rooms had containers for sharps disposal. 

The survey also revealed that exposures to blood
were frequent. Approximately nine percent of 623
nurses and one percent of 118 physicians recalled
having a needlestick during the week preceding the
interview; 22 percent of nurses working in labor wards
and 25 percent of those working in operating rooms
had sustained a needlestick in the previous month; 50 
percent had sustained a mucous membrane exposure
in that period. 

To prevent blood exposures, a comprehensive plan
should be developed based on surveillance data from
the institution (where, how and when exposures
occur); measures should focus on the prevention of
blood exposures associated with higher risks of trans-
mission. This plan should include modification of 
procedures and work practices, elimination of unnec-
essary needles, use of devices with safety features,
HCW education and safety promotion in the work
environment. Any prevention program should include
the implementation of barrier precautions (proper use
of gloves, eye protection, etc.) and proper disposal of
sharps. Several countries have adapted these recom-
mendations to their circumstances, considering the
limited resources available. Involvement of HCWs is
fundamental to the success of a prevention plan. 

But these personnel must have training and super-
vision. In a Ribeirao Preto, Brazil health care facility,
HCWs were trained not to recap needles and sharps
disposal containers were installed. Nevertheless, 64
percent of the needles in these containers were found
to be recapped, showing the importance of continuing
education to maintain safe work practices.45

The Groupe d’Etude sur le Risque d’Exposition
des Soignants in France (GERES) is working with a
network of hospitals in Mali, Senegal and Côte
d’Ivoire to reduce the risk of exposure to blood among
HCWs.46 The collaborative program will be imple-
mented in several steps:
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Assessment of the risk of exposures to blood,
including the incidence of PI and the circum-
stances in which PI occurs.

Meetings with several groups (administrative staff,
doctors, nurses, laboratory personnel) to discuss
findings of the assessment and set priorities for
intervention. A risk-reduction strategy will be
defined that is adapted to the local needs and
resources available.

Implementation of the strategy, which will always
include a training component.

Setting up a surveillance system for exposures to
blood that will allow evaluation of the program.

Despite the lack of financial resources or wide avail-
ability of antiretroviral drugs, several countries with
limited resources have considered the use of PEP after
occupational exposures to HIV. Although such a plan
should not be the primary means to prevent occupa-
tionally acquired HIV infection, it has increased aware-
ness of the problem and the need for preventive strate-
gies. In countries with a high incidence of PIs and high
prevalence of HIV, PEP use may become very difficult
because of high costs and toxicity.

PEP should not be accepted as the only strategy for
preventing occupationally acquired HIV infections in
any institution. A program for postexposure manage-
ment will fail if preventive strategies for blood expo-
sures are not a priority. In a study conducted in Brazil,
the direct costs associated with occupational exposures
(such as follow-up testing and PEP drugs) was very
high (US$1,413.10).47 These resources could be used
to reduce exposures—the best way to prevent occupa-
tionally acquired HIV infections. 

HCWs with occupational exposure to HIV should
receive follow-up counseling, post exposure testing and
medical evaluation, regardless of whether they receive
PEP; measures to ensure absolute confidentiality must
be in place. HIV testing should be available and free
for HCWs and source patients. In addition, if an
HCW is found to be HIV-infected at baseline, his/her
rights (professional and other) should be protected.

Prevention of HIV transmission from patient to
patient is a major challenge for countries with limited
resources. Little has been done to evaluate approaches
to be considered in these settings. Strategies to prevent
transmission from patient to patient include:

Promotion of basic infection control measures, such
as cleaning and disinfection or sterilization of
equipment.

Safe injection practices, including avoidance of
injectable drugs if alternative drugs are available
that can be given per os.

Appropriate reuse of devices/equipment.

Appropriate handling of multidose vials.

Reuse of disposable syringes is not cost-effective
and should be avoided; they are not manufactured for
reuse and sterilizing methods may be inadequate.
Reusable syringes and needles should be sterilized or
boiled for at least 20 minutes. Chemical disinfection
by soaking in high-level disinfectants must not be used
for syringes and needles.

Training programs for TBAs include infection 
control. TBAs are usually taught how to boil their
instruments (mainly scissors). Alternatively, the umbil-
ical cord can be cut with a razor blade that is discarded
after use. For instance, the Reproductive Health Kit
for Emergency Situations provided by UNFPA contains
single-edge razor blades to avoid accidental percuta-
neous injuries in birth attendants. It is also recom-
mended that TBAs use gloves to conduct deliveries.
Other traditional practitioners may also be trained in
the prevention of HIV transmission in their practice.

Community awareness about the risks of traditional
practices can be raised. Researchers of the Tanzania
Netherlands Support Program on AIDS, for example,
asked villagers in Mwanza Region, Tanzania to draw
maps of their villages and indicate the places where
HIV transmission was likely to occur. In some cases,
the house of the traditional healer was highlighted and
a rule was imposed on the traditional healer of one-
patient one-razor blade.48

More studies, preferably linked to action, must be
undertaken to better understand the circumstances and
possible preventive measures against HIV infection in
health care settings in resource-constrained areas.
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S U M M A R Y

Transmission of HIV infection in health care set-
tings is not a major mode of transmission and con-
tributes little to the spread of HIV in the general pop-
ulation. As a result, prevention of infection here will
have limited impact on the rate of spread of HIV in
the general population. This is one reason for the low
priority accorded it in resource-constrained settings.
But prevention here deserves more attention than it
has received so far:  It is part of good quality health
care.

L E S S O N S  L E A R N E D

Prevention of HIV in health care settings in
resource-constrained countries has so far received
too little attention.

The few data available suggest that the risk of 
occupational HIV infection in many resource-
constrained settings is far from negligible.

Addressing the problem of occupational risk may
boost staff morale and improve the quality of
patient care.

The first priority should be prevention of exposure
to infected body fluids.

Involvement of health care workers in the planning
of realistic interventions and continuous training
and supervision is vital to the success of any pre-
vention program.

R E L E VA N T  C H A P T E R

Chapter 20 Ensuring the Safety of Blood and 
Blood Products
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I N T R O D U C T I O N

There are an estimated 6 to 10 million injection drug users (IDUs) world-
wide, and as many as 3.3 million of them are infected with HIV.
Approximately 5 percent to 11 percent of AIDS cases globally are related
to injection drug use (IDU). Sharing contaminated equipment and drug
preparations are highly efficient means for transmitting HIV.

This chapter describes the methods used for assessing HIV/AIDS epidemics
among IDUs, interventions available for preventing such epidemics and
evidence for the effectiveness of these programs. It examines the feasibility
and application of various  projects in resource-constrained settings and
their limitations. Finally, it offers guidance for policy makers on  selecting
priority interventions for communities where IDU is a significant factor in
the spread of HIV.

M A G N I T U D E  O F  T H E  P R O B L E M

There have been explosive HIV epidemics among IDUs in a wide range 
of cities in the past 20 years; in some, HIV prevalence among IDUs has
escalated from less than 5 percent to more than 40 percent in a 12-month
period. The hepatitis C virus (HCV) has been an IDU infection far longer
than has HIV, and where HIV prevalence has reached 40 percent or more,
it is proving difficult to bring HCV epidemics under control.

Adolescents comprise an especially vulnerable population. This age group
not only has the highest HIV incidence rates, it is also the age when drug
use is often initiated. 

S T R A T E G I E S  F O R  H I V  P R E V E N T I O N  A M O N G  I D U S

There is evidence that effective interventions exist that can prevent HIV
transmission at both individual and population levels. This part of the
chapter is divided into three sections:

Assessing for intervention

Interventions to reduce individual risk behaviors

Public health interventions to reduce the HIV risk environment
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A S S E S S I N G  F O R  I N T E R V E N T I O N

The rapid spread of HIV associated with IDU demands assessment meth-
ods that are affordable, rapid, will result in immediate action, are easy to
use and can monitor further developments. Rapid assessment and
response (RAR) methods have been used widely in both developed and
developing countries for planning HIV prevention strategies among drug-
using populations. Utilization of behavioral surveillance surveys (BSS) also
recognizes the importance of monitoring and tracking HIV risk behaviors
as well as actual cases and  HIV/AIDS spread.

I N T E R V E N T I O N S  T O  R E D U C E  

I N D I V I D U A L  R I S K  B E H A V I O R S

Different drug-using behaviors pose different risks for HIV transmission.
At an individual level, interventions aim to change behavior to reduce
HIV risks, with the ultimate goal of risk elimination. Specific interven-
tions are:

HIV information, education and communication (IEC) programs

Risk-reduction counseling

Voluntary counseling and HIV testing (VCT)

Disinfection programs

Needle-syringe programs

Agonist pharmacotherapy programs

HIV treatment and care

Each of these approaches is described in terms of its objectives, models 
of delivery, feasibility in resource-constrained settings, effectiveness and
benefits, risks and limitations.

P U B L I C  H E A L T H  I N T E R V E N T I O N S  T O  R E D U C E  

T H E  R I S K  E N V I R O N M E N T

Although the strategies outlined above may reduce individual HIV risks,
no single one can prevent or stop HIV epidemics among drug-using
populations. Principles for preventing or stopping such epidemics are
provided.

A public health response aims to bring all these principles together and
support their implementation by:

Promoting a “healthy public” policy and legislation

Creating a safe and supportive environment for IDUs to adopt 
healthier behaviors

Mobilizing IDUs and their communities to take action to 
reduce risks

518 C H A P T E R  T W E N T Y - T W O — H I V  R i s k  R e d u c t i o n  i n  In j e c t i o n  D r u g  U s e r s



Making health and social services more responsive to the needs of IDUs

Ensuring that members of the community have the necessary
knowledge, skills and capacity to respond to the problem

L E S S O N S  L E A R N E D  A N D  R E C O M M E N D A T I O N S

A number of lessons learned and recommendations are provided, support-
ing the notion that specific actions can prevent, slow or even reverse HIV
epidemics among IDUs in both developed and developing countries.

F U T U R E  C H A L L E N G E S

The major challenge is in scaling-up HIV prevention programs to a reach
and penetration that matches the scale of the IDU population, often when
this is itself growing explosively. Countries or regions where this has been
achieved are few; barriers to effective scaling-up are many.

C A S E  S T U D I E S

TH E LI F E S AV I N G A N D LI F E G I V I N G SO C I E T Y (LALS),
KAT H M A N D U,  NE PA L

The LALS program initially distributed sterile needles and syringes 
purchased privately, then expanded to carry out a range of functions from
primary health care and counseling to syringe exchange and condom 
distribution. LALS’ experience illustrates both the effectiveness of these
programs for their clients and the need to expand and reach the majority
of IDUs in a country or region.

HY VO N G CA F É—CA F É HO PE,
HO CH I MI N H CI T Y, VI E T N A M

Hy Vong (“Hope”) Café in Ho Chi Minh City (HCMC) is Vietnam’s
first needle-exchange café, having grown from the first needle-exchange
program in Vietnam. Besides the needle exchange, the cafe provides
condoms, information, tea or coffee, facilities for showering or washing
clothes and a small STD clinic. 

R A P I D  P R O G R A M — M É D E C I N S  S A N S  F R O N T I È R E S ,  R U S S I A

This project provides training and support for HIV/AIDS prevention
among IDUs in the Russian Federation (RF). It focuses on the use of the
World Health Organization’s Rapid Assessment and Response Guide on IDU
and the European Peer Support Manual.
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S
haring contaminated injection equipment and drug preparations

is a highly efficient means for transmitting HIV:  As many as 3.3

million of the world’s estimated 6 to 10 million IDUs are infected

with HIV. Approximately 5 percent to 11 percent of AIDS cases globally

are related to injection drug use (IDU). 

Injection drug use has mirrored the explosive growth of the HIV 

epidemic. In 1992, 80 countries

and territories reported IDU.

Two years later, 134 countries and territories had documented IDU.

Among them, 114 reported HIV infection associated with IDU, 

compared with only 52 in 1992. IDU is currently a major mode of HIV

transmission in Eastern Europe and the Newly Independent States,

Central Asia, East Asia, parts of South and Southeast Asia, North Africa,

the Middle East, Southern Europe, North America and parts of South

America. IDUs can also play a critical role in the spread of HIV into the

general population through heterosexual transmission with sexual partners

and through mother-to-child transmission (MTCT) from IDU mothers. 

There is evidence from some developed countries—such as the United

States—that IDU is decreasing and IDUs are becoming older. This

can be attributed to increased drug purity (allowing for non-injected

routes of administration) and increasing concern among drug users of the

HIV risk. But evidence from many developing and transitional countries

shows IDU there is increasing, and the average age of drug users is

decreasing. In both developing and developed countries, IDU tends to be

I N T R O D U C T I O N
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more concentrated in marginalized and minority populations, particularly

in urban areas. Nevertheless, it is seen across all social classes and 

non-urban settings. Prevention efforts must recognize the context (or risk

environment) within which IDU occurs.

Despite the rapidly spreading dual epidemics of IDU and HIV,

effective interventions can prevent, stop and even reverse epidemics among

IDUs. This chapter describes the nature and extent of HIV/AIDS 

epidemics among IDUs, methods used for assessing such epidemics and

associated risk behaviors and environments and interventions available

for preventing such epidemics, with evidence of their effectiveness.

The chapter discusses both public health interventions and those targeting

individual behavior change; it examines the feasibility, application and

limitations of each in resource-constrained settings. Finally, these pages

offer guidance for policy makers on selecting priority interventions for

those communities where IDU is a significant factor in the spread of HIV.
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M A G N I T U D E
O F  T H E  P R O B L E M

HIV infection among IDUs can spread rapidly.
Explosive epidemics have been witnessed in a wide
range of cities in the past 20 years, starting with New
York in 1979, followed by such cities as Edinburgh,
Bangkok, Ho Chi Minh City, Odessa and, most
recently, Moscow. In some cities, HIV prevalence has
escalated from less than 5 percent to more than 40
percent in a 12-month period. At the same time, the
epidemic has been prevented or controlled in many
cities, such as Sydney and London. These cities tend
to have four features in common:

Comprehensive and multisectoral HIV prevention
efforts, which were started early (often before HIV
prevalence among IDUs reached five percent).

Outreach services that provide broad coverage of
interventions and establish trusting relationships
between outreach workers and IDUs.

Ready legal access to sterile injection equipment. 

Good access to drug dependence treatment serv-
ices, particularly opioid agonist pharmacotherapy
(such as methadone and buprenorphine).

AD O L E S C E N TS

In the past 15 years, we have learned much about
IDU and associated HIV infection.  But most studies
focus on adult populations, with very limited informa-
tion available on younger IDUs. Adolescence is a 
critical period; it is the age group with the highest
HIV incidence rate and drug use is often begun then.
Young IDUs tend to think and behave in ways that
differ from their older counterparts and are treated
differently within their communities. Specific inter-
ventions targeting adolescents should be considered
(see Table 1).

HE PAT I T I S C (HCV )
The hepatitis C virus (HCV) has been an IDU

infection far longer than has HIV—since the early
1970s at least, but probably longer. It is also more
“infectious” than HIV: in general, smaller amounts of
blood can transmit the virus from one IDU to
another. HCV prevalence in most populations of
IDUs around the world reached 50 percent or more
well before the introduction of harm-reduction meas-

ures for HIV. While there is evidence of HCV trans-
mission through shared injection equipment other
than needles and syringes (such as water, filters, cook-
ers, spoons, etc.), shared reuse of contaminated needles
and syringes is responsible for the majority of HCV
transmissions between IDUs (and in other settings
such as immunization). Bringing HCV epidemics
under control in high HIV prevalence areas is proving
difficult; these situations require far greater levels and
consistency of safer behavior than do low-prevalence
situations. But there is mounting evidence that pro-
grams for HIV prevention are slowly decreasing HCV
incidence among the same populations.1
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Young injectors are more likely than older injectors to:

Be less knowledgeable about HIV/AIDS and drug use.

 Be less inclined to identify themselves a being a drug
user/drug injector.

Deny they are at risk of HIV through both drug injection 
and sexual intercourse.

Initiate their injecting through casual experimentation 
with wider drug use.

 Be intermittent (rather than regular) drug users and use 
(experiment with) a broader range of drugs.

 Be novices, with limited experience of injecting and contact 
with other injectors.

Have a less developed network of drug-using peers.

 Inject in risky environments.

  Be females (although in most communities adolescent boys 
still outnumber adolescent girls).

Have a less significant drug dependence and to be less 
damaged from their drug use.

  Have more frequent sex and more sexual partners.

  Have unclear sexual identities and more likely experiment 
with different sexual practices, including same-sex relationships.

  Be less aware of where and how to access prevention and 
treatment services, and more reluctant to use such services.

  Have less access to existing services, including restrictions
because of their age.

  Be uninfected with HIV and hepatitis B and C.

T a b l e  1
Differences Between Young
and Older Drug Injectors



S T R AT E G I E S
F O R  H I V  P R E V E N T I O N
A M O N G  I D U S

The same interventions can prevent HIV transmis-
sion at both individual and population levels. This
part of the chapter describes them in three sections:

Assessing for intervention

Interventions to reduce individual risk behaviors

Public health interventions to reduce the HIV risk
environment

AS S E S S I N G F O R IN T E RV E N T I O N

IDU patterns and associated HIV-risk behaviors
are dynamic, varying between countries, populations
and time. Such patterns are determined by a broad
range of individual (knowledge, attitudes and behav-
ior) and contextual (social, economic, cultural and
political) factors that together establish the conditions
for HIV spread. Because the mix varies among differ-
ent populations and areas, prevention efforts must be
tailored and responsive to each specific setting. The
local situation must be understood and considered to
ensure the most cost-effective, culturally acceptable
and feasible interventions. The rapid spread of HIV
associated with IDU demands assessment methods
that are affordable, rapid, will result in immediate
action, are easy to use and can be used to monitor 
further developments.

Rapid assessment and response (RAR) methods
have been used widely in both developed and develop-
ing countries to plan prevention strategies among
drug-using populations. These methods tend to have a
number of features in common, including quick
affordable assessment techniques, multiple indications
and data sources and levels—individual, situational,
social, etc. They involve the community in the assess-
ment process, and complement other social science
and epidemiological methods. The World Health
Organization’s Rapid Assessment and Response Guide on
IDU is an example of a methodology that has been
developed specifically to link situation assessment with
development and implementation of appropriate and
timely interventions.2

Despite their usefulness, rapid assessment methods
have limitations. Developing a thorough understanding
of the specific drug-using behaviors and their meanings
or mapping drug-user networks may demand conven-
tional social science research methods with a timeframe
much longer than a few months. Likewise, large-scale
surveys may be necessary to gather quantitative data for
advocacy purposes, plan allocation of resources, design
specific interventions, evaluate the effectiveness of
strategies and monitor trends.

The use of behavioral surveillance surveys (BSS)
also recognizes the importance of monitoring and
tracking HIV risk behaviors as well as actual cases and
spread of HIV/AIDS. BSS can act as an early warning
system, predict the likelihood of HIV spread, gather
behavioral information for program design, evaluate
program effectiveness and help understand the role of
changing behaviors in influencing HIV prevalence.
Family Health International has produced a set of BSS
guidelines that include key indicators for monitoring
trends in HIV risk behaviors among IDUs and
between different population groups.3

IN T E RV E N T I O N S TO RE D U C E
IN D I V I D UA L RI S K BE H AV I O R S

Different drug-using behaviors pose different risks
for HIV transmission. At an individual level, interven-
tions aim to change behavior to reduce risks, with the
ultimate goal of risk elimination. IDUs are in various
stages of readiness to change their drug-using behav-
iors. But given the appropriate information and
opportunity, they are likely to change both drug-using
and sexual behaviors to protect themselves and their
sexual and drug-using partners. Specific interventions
for reducing HIV risk are:

HIV information, education and communication
(IEC) programs

Risk reduction counseling

Voluntary counseling and HIV testing (VCT)

Disinfection programs

Needle-syringe programs

Agonist pharmacotherapy programs

HIV treatment and care

524 C H A P T E R  T W E N T Y - T W O — H I V  R i s k  R e d u c t i o n  i n  In j e c t i o n  D r u g  U s e r s



Information, education 
and communication (IEC) 
Objectives

HIV IEC programs should provide accurate infor-
mation that will increase the IDUs’ knowledge and
modify their attitudes—which in turn will help them
change their behaviors to reduce risks.

Description
IDUs obtain information on drug use and

HIV/AIDS from many sources, including general
awareness (mass media) campaigns, information 
campaigns specifically for IDUs, peer and drug-user
networks, health professionals and outreach workers.
Information may be provided in various forms,
including posters, pamphlets, newsletters, videos and
radio and television broadcasts. IEC materials may
also target families and friends of IDUs and the general
community. (See Chapter 12 for in-depth discussion
of social marketing for HIV/AIDS prevention.)

Content of materials
The same principles for developing IEC materials

for other populations are relevant to IDUs. Their
involvement in this process is critical. IEC should
cover the following areas where appropriate:

Indiscriminate sharing of injection equipment

Reducing the number of sharing partners and 
sharing occasions

Risks of drug preparation techniques

Risks of drug distribution techniques (front- or
back-loading, etc.)

Risks of sharing paraphernalia (filters, cookers,
water)

Needle and syringe cleaning/sterilization techniques

Accessing sterile needles and syringes

Safe disposal of contaminated injection equipment

Alternatives to drug injection

Available drug treatment services

Overdose prevention and management

Hepatitis B and C prevention

Abscess and vein care

Condom use and safer sex

Contact details for health, welfare and other services

Models of delivery
Mass media campaigns can raise general awareness

of HIV/AIDS among IDUs. But specific reference to
them in such campaigns may increase stigmatization
and public disapproval, and cannot usually provide
the necessary (and often sensitive) messages required
for IDUs. Furthermore, mass media campaigns tend
to be very expensive and may not reach the most 
vulnerable groups.

Targeted information campaigns for IDUs, with
explicit information on risk reduction strategies, are
effective in reaching the most vulnerable IDUs and
providing them with very practical information,
including how to access treatment services. Local 
situation assessment is necessary to identify attitudes,
knowledge and specific risk behaviors, target specific
groups, determine the context of IDU, communica-
tion channels and local resources. Appropriate
materials and messages can then be developed in 
collaboration with IDUs themselves.

Drug-user networks and peers are very good—and
cost-effective—mechanisms for disseminating HIV-
risk reduction information.

IDUs often come in contact with health care serv-
ices. Workers should be trained in risk-reduction
strategies, and able to provide accurate and nonjudg-
mental advice. 
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Feasibility in resource-constrained settings
The development and dissemination of IEC materi-

als on IDU and HIV is widespread;  it exists in some
form in most countries with significant levels of IDU.
National policies or legislation may make it impossible
for the government—and in some cases the nongovern-
mental sector—to produce explicit materials, as this
may be construed as encouraging and abetting illegal
behavior. But even in restrictive settings, informal
materials, communication methods and networks
can disseminate information and reach highly margin-
alized populations. Very simple and easily reproducible
materials are likely to be just as effective as more
expensive ones.

Effectiveness
Knowledge of HIV risks is enough to influence

IDUs’ behaviors, including: reducing the number of
sharing partners and sharing occasions, selectively
sharing partners and equipment, safely disposing of
contaminated equipment, cleaning injection equip-
ment, changing drug preparation and distribution
methods, ensuring access to sterile equipment when
needed and accessing treatment and other health 
services. Inaccurate information can result in useless
prevention strategies.4

Benefits, risks and limitations
The development and provision of IEC materials is

feasible and affordable in most resource-constrained
settings. But targeting IDUs presents special problems:
Although this group needs explicit information, 
such information may be offensive to the general 
population, resulting in community opposition. There
may also be difficulties in presenting clear messages 
to IDUs because of high levels of illiteracy, language 
barriers (including the use of street-language) and
diversity of drug-using practices. 

Risk reduction counseling
Objectives

Risk reduction counseling aims to help individuals
clarify their feelings and thinking, and better under-
stand their behaviors and environment, so that 
they will protect themselves against the risks of IDU.
Counseling also provides important psychosocial
support to HIV-infected IDUs and helps them protect
their health and reduce transmission to sexual and
drug-using partners and children (the last, for preg-
nant and breastfeeding mothers). (See Chapters 18
and 19 for more information on reducing the risk of
HIV transmission from mother to child.)

Description
Risk reduction counseling often includes: 

Accurate HIV/AIDS and drug use information

Personal HIV risk assessment (making the individ-
ual aware of his/her specific behaviors and their
associated risks)
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Beyond Appearances
A monthly newsletter on treatment and other
issues for current and ex-drug users

Beyond Appearances, a simply formatted
monthly newsletter, was launched in Delhi,
India, in 1997, with the support of SHARAN,
a non-governmental organization working
with drug users and urban poor communities.
The newsletter provides news and information
to drug users on such issues as HIV and hepa-
titis risk-reduction strategies, maintaining
health, drug dependence treatment, drug pol-
icy and human rights. The newsletter was
developed based on experience in other coun-
tries, such as Australia, where drug-user organ-
izations are very active in producing IEC
materials.



Behavioral skills training (how to use condoms and
sterilize injection equipment, etc.)

Problem solving (accessing help, dealing with crises
and relationships, selecting appropriate prevention
or treatment options, etc.)

Stress management (to reduce stress or better cope
with stressful situations)

Models of delivery
Counseling should be tailored to the needs of the

individual client and sensitive to the setting within
which he or she lives. Whatever the setting, non-direc-
tive and non-coercive counseling is more likely to be
accepted. Approaches that encourage active decision
making by IDUs themselves will more likely result in
sustained behavior change.

Characteristics of the counselor strongly influence
the effectiveness of counseling. Many resource-
constrained settings cannot afford specialist HIV/AIDS
or drug counselors; counseling often forms part of the
general caseload of generalist health care providers or
personnel providing a range of services through
HIV/AIDS or drug treatment programs. Peer coun-
selors—including current and former IDUs and 
members of drug-using networks—can effectively
deliver relevant, acceptable and affordable counseling
to difficult-to-reach IDUs. Training in basic risk
reduction counseling should be given all health and
other workers providing services to IDUs. Counselors
should understand local drug use and HIV risk 
behaviors, know local resources and referral practices,
be nonjudgmental and respect the confidentiality and
other rights of IDUs,  be accepted and trusted by the
client population and  recognize their own limitations. 

The setting for counseling will also influence the
effectiveness, acceptability and utilization of such 
services. Marginalization of IDUs, their fear of arrest
or harassment and their inability to afford services
may make it very difficult to access these individuals.
Outreach approaches delivering counseling—often in
association with other services such as the provision of
injection equipment, condoms and primary health
care—in settings where IDUs live and congregate are
more effective than services offered through formal
and traditional center-based programs.

Feasibility in resource-constrained settings
Many communities and services cannot afford

dedicated HIV/AIDS and drug-use counselors.
Nevertheless, the very nature of the encounter between
health care workers and IDUs requires some degree
of risk reduction counseling. Community health care
workers and peer educators have been trained in 
risk reduction counseling—and have incorporated
these skills into their daily work—in many resource-
constrained countries, including Brazil, India,
Kazakhstan, Malaysia, Myanmar, Nepal, Russia and
Ukraine.

Effectiveness
IDUs have been shown to change both their drug-

and sex-related HIV risk behaviors after participation
in outreach-based interventions. They have reduced
drug injection frequency and sharing of needles,
syringes and other injection equipment and increased
needle and syringe disinfection and condom use.
They have also increased contact with and entry into
drug treatment.5 Peer-outreach programs and social
network interventions have proven cost-effective in
reducing drug-related HIV risk practices.6, 7

Benefits, risks and limitations
Risk reduction counseling provides an opportunity

to respond to the IDU’s needs in a holistic and inte-
grated fashion. Counseling can address factors influ-
encing the IDU’s behaviors and living circumstances.
But the counselor must be trained and skilled in 
counseling approaches and familiar with the existing
evidence for different strategies’ effectiveness. There
can be considerable harm if counselors provide IDUs
with inaccurate information and inappropriate advice. 
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Counselors’ personal beliefs and experiences may
compromise their effectiveness. Moralizing over illegal
drug use and urging abstinence from drug use as the
only option are common problems. Clear guidelines
should be established to ensure confidentiality and
respect of IDUs’ basic human rights. Counselors must
be aware of their own rights and the law regarding
advising on potentially illegal behaviors and associat-
ing with criminalized populations. In some communi-
ties, special attention must be given to securing the
safety of health care workers, particularly those 
providing outreach services in drug-use environments.

Voluntary counseling 
and HIV testing (VCT)
Objectives

Knowledge of one’s own HIV status allows, and
can promote, modification of behaviors to prevent
HIV transmission. Such knowledge can result in
lifestyle modifications to improve general health,
including seeking treatment for opportunistic infec-
tions. It also allows forward planning for families and
partners and provides opportunities for prevention
of vertical transmission from infected mother to child.
(Chapter 23 provides a full range of information on
voluntary counseling and testing strategies.)

Absolute confidentiality is critical in VCT.  IDUs
are already subject to stigmatization and discrimina-
tion; any breaches of confidentiality in HIV testing
can have dire consequences—sometimes even leading
to imprisonment and death.

Description
Professionals or trained and supported peers

should be responsible for counseling. The process
must not be simply a matter of information provision,
but a much more active discussion—one that clarifies
the meaning of a particular test result for a particular
individual. Counseling for testing is not simply a 
matter of giving information, but a much more active
process in which the individual considers possible

courses of action open to him or her. Very often, issues
only become clear to clients with time, so post-test
counseling must be available on an ongoing basis.
Counseling after a negative test result is as important,
in some ways, as counseling after a positive test result.
Professionals or trained and supported peers should
provide counseling.

Models of delivery
VCT is best integrated into existing programs for

IDUs—including syringe programs, primary health
care and drug treatment, if possible. With proper
safeguards to ensure confidentiality, pre- and post-test
counseling can be given in conjunction with other serv-
ices; most staff—including peer and outreach needle-
workers—can be trained to provide the VCT service.

Feasibility in resource-constrained settings
This integration requires training and ongoing 

support and debriefing of staff.  It can be relatively
expensive, but it is particularly important for programs
in which clients otherwise would have no access to
such testing.

Effectiveness
There is little evidence that VCT has a direct

impact on decreasing HIV transmission. But there is
growing evidence that infected IDUs who know their
HIV status often act responsibly to reduce transmis-
sion and protect drug-using peers and sexual partners.
IDUs who test negative, however, do not appear to
change their behavior. In both New York City and
Santos (Brazil), HIV-positive IDUs reported signifi-
cant decreases in distributive sharing of injection
equipment (passing on equipment to another IDU
after using it).8 In New York City, HIV-negative IDUs
were reluctant to change their sexual behaviors,
whereas HIV-positive IDUs showed very significant
reductions in sexual risk practices, and were protective
of their sexual partners.9 These findings suggest that
interventions should be targeted at HIV-positive
IDUs, who should be mobilized to promote sexual
risk reduction among their HIV-negative injecting
peers. Testing did lead to one benefit for both HIV-
positive and -negative IDUs:  participation in primary
health care and drug treatment.
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Disinfection programs
Objectives

Anything that decreases the amount of infectious
virus in used needles and syringes will lessen the prob-
ability of virus transmission. Disinfection programs
aim to reduce the infectiousness of re-used injection
equipment—particularly needles and syringes—for
blood-borne viruses, especially HIV. This can be
achieved by cleaning the needle and syringe to remove
contaminated blood, disinfecting the needle and
syringe with chemical disinfectants or sterilizing the
needle and syringe with heat.

Description
While the only thing that guarantees sterilization is

sufficient heat for a sufficient length of time, most dis-
infection programs promote the use of bleach. Many,
if not most,  programs in the United States rely on
household bleach (sodium hypochlorite solutions) to
disinfect needles and syringes before reuse. Bleach is
effective at rapidly destroying most blood-borne
viruses, including HIV. But bleach is not the only
active chemical disinfectant available, and in many
parts of the world, it is not as widely available as it is
in most industrialized countries. Other chemicals that
may provide some measure of protection include
iodine, hydrogen peroxide, detergents and even (to
some extent) strong alcohol.

Models of delivery
Bleach, and instruction in its use, is usually pro-

vided either by outreach workers for whom this is the
major component of their job (“bleach and teach”), or
as an ancillary approach by other programs, including
needle-syringe and drug treatment programs or pri-
mary health care facilities. Bleach is provided either as
a solution (often in small disposable bottles) or as a
powder to be made into a solution on site before use.
Disinfectants can be distributed by health care work-
ers in a wide range of settings.

Bleach may be a firstline strategy in countries or
other settings (such as  prisons) where needle-syringe
programs are not feasible. In other settings, bleach
provides a backup or second-line alternative where
sterile equipment is not available.

Feasibility in resource-constrained settings
Bleach or other chemical disinfectants are usually

reasonably cheap and eminently feasible in resource-
constrained settings. Their distribution also provides a
key topic around which HIV prevention education
can be pursued, and gives workers and clients an 
effective strategy if sterile equipment is unavailable.
But chemical disinfectants are less effective than nee-
dle and syringe distribution.

Effectiveness
The evidence for effectiveness of disinfection pro-

grams in the prevention of HIV among IDUs is
mixed, with some evaluations finding a protective
effect and others not.10 In general, effectiveness relates
more to the circumstances in which the bleach is dis-
tributed and used—and to how it is used—than to the
programs themselves (see below). Messages to IDUs
have often been confusing, proposing differing types
of decontaminants and concentrations.11 Disinfection
programs are certainly not as effective as needle-
syringe programs, and should not be seen as a satisfac-
tory substitute. They are better viewed as a less effec-
tive alternative where needle-syringe programs are not
possible, or as a second-line strategy to support needle-
syringe programs.

Benefits, risks and limitations
While full-strength bleach or other chemical disin-

fectants efficiently kill HIV and most other blood-
borne viruses in the laboratory, for a variety of reasons
their effectiveness is diminished in the field. To
disinfect properly, bleach must be strong enough and
in contact with the virus long enough—at least 30 
seconds in most situations. In the field, this require-
ment often is not understood or cannot be met
because of situational pressures—the pressure to inject
quickly to escape observation, for example. In addi-
tion, clotted blood protects viruses against the action
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of chemical disinfectants. Rinsing used syringes 
immediately after use increases the effectiveness of 
disinfection programs by removing and diluting much
of the blood before it can clot.

In some communities, IDUs are suspicious of
bleach and other disinfectant agents and are reluctant
to use them for fear of potential toxic effects.
Education and counseling should address these fears
and provide guidance on safe use of disinfectants.

Needle-syringe programs
Objectives

Needle-syringe programs have several objectives,
whose relative importance can be seen hierarchically:

The primary roles of needle-syringe programs are
to distribute sterile injection equipment to IDUs
and remove used and potentially contaminated
equipment from circulation, thereby removing the
possibility of further intentional or accidental use.

These roles relate primarily to needles and syringes,
but can include other equipment—such as cook-
ers/spoons, alcohol swabs and sterile water—and
other materials such as condoms.

Programs can also provide an opportunity to dis-
seminate IEC materials about safer injection as well
as information on sexual transmission.

Needle-syringe programs can also become contact
points for counseling, primary health care, referral
of IDUs to other services and engagement with
drug treatment services.

The primary tasks of distribution and disposal of
injection equipment may be separate or connected
activities: the commonest form of connection is
exchange, where sterile equipment is provided in
return for used equipment. But the need for exchange
depends on circumstances, and other models have
been developed.

These subsidiary roles should not interfere with the
primary task of needle-syringe programs: to ensure
that as many injections as possible take place with 
sterile injection equipment, thus breaking the chain of
transmission of HIV and other blood-borne viruses.

An overarching objective of needle-syringe pro-
grams is to achieve sufficient reach and coverage to
significantly affect epidemics or potential epidemics of
blood-borne viruses among the IDU populations, and
from them to their sexual partners and children. Such
programs must therefore try to reach populations not
otherwise in contact with any services, and to operate
on a large enough scale to ensure that a high propor-
tion of injections are carried out with sterile equip-
ment. This scale depends primarily on the prevalence
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Adequate Coverage is 
Crucial for Program Success

Even evidence-based, culturally appropriate
and well-accepted programs will have little
impact on the epidemic if they are not imple-
mented on a scale large enough to reach a 
critical number of IDUs. The example of
LALS in Kathmandu demonstrates that a
small needle-syringe program (reaching only
1,000 IDUs) may help slow the epidemic, but
can do little to prevent an explosive epidemic
once drug injection and HIV prevalence rises. 

In the Russian Federation, HIV cases are
rising exponentially, predominantly among
IDUs. With an estimated 1.5 to 3.0 million
IDUs in the country, the existing 35 needle-
syringe programs reach only a small propor-
tion of those at risk. As a matter of urgency,
UNAIDS co-sponsors and other partners are
planning to scale up needle-syringe programs
in an effort to cover 60 percent of the IDU
population throughout the country.



of the blood-borne viruses—if the proportion of IDUs
infected with HIV is high, coverage must be high; 
if prevalence is low, less coverage can still be effective.
The goal, however, should always be to ensure that
every injection is carried out with sterile equipment. 

Description
The fundamental activities of needle-syringe pro-

grams revolve around contacting different groups
and providing appropriate and accessible means for
distribution and disposal of injection equipment. 
The actual methods by which these tasks are carried
out will depend largely on the context within which 
the needle-syringe program operates (drug use and
behaviors of drug users, cultural, legal and political
situations and availability of resources). As a result,
location, style of service delivery, hours of operation,
staffing and other characteristics of the program vary
widely around the world and even within a single
country.

Models of delivery
Depending on context, very different models of

service delivery have developed in various settings:
Needle-syringe services must be located close to

where the drug users live or buy and use the drugs.
IDUs tend to inject near their purchase site. The less
deviation from their normal lives involved in collect-
ing or disposing of equipment, the more likely IDUs
are to use the needle-syringe service. Such access can
be achieved by physically locating the program in
these areas, or by outreach on foot or in vehicles.

Needles and syringes can be provided to IDUs in a
range of ways. Sale at pharmacies or other facilities is
common in many countries, and is sometimes pro-
moted as an HIV prevention strategy. But in many 
situations, there are barriers that make it difficult for
IDUs to access needles and syringes. They may be too
expensive (even where unit costs seem very low, most
IDUs inject at least daily and very regularly, resulting
in rapidly mounting costs) or the IDUs may be sub-
ject to discrimination or harassment. Needle-syringe
programs—whether exchange or distribution and 
disposal—are still necessary. The programs are also
needed to provide sterile equipment to IDUs who, for

these or other reasons, cannot or will not access phar-
macies. Vending machines also supply needles and
syringes in a variety of settings (including prisons),
providing anonymous access at all hours.

Needle-syringe programs may be fixed site—deliv-
ered from a stationary location such as a shop front,
office or other health care or drug treatment facility—
or they may be outreach or a mixture of the two.
Outreach may be carried out on foot, with workers
walking through scenes of drug dealing and/or using
and making discreet exchange on the street or in 
vehicles—most commonly a van. This latter can work
as a fixed site, providing services from the same loca-
tions regularly, or can move around to reach different
groups of IDUs. Where laws permit, some needle
exchange or distribution is done by prearranged
delivery (by telephone order) by car or van, or even
carried out through the mail.

Given the need to distribute or exchange as high a
proportion of equipment as possible, different strate-
gies have developed. In many circumstances, where
needle-syringe programs are legal, exchanges are
restricted by policy or law to one-for-one, where a sin-
gle sterile needle and syringe can be provided for each
used one returned. If these restrictions do not apply,
and if the program can supply as much sterile equip-
ment as is required, secondary exchange may become a
large and actively promoted part of the program:
Clients collect sterile equipment not only for them-
selves but also for distribution to other IDUs—in
effect, working as unpaid peer outreach workers. The
rationale for this style of program delivery is that it
increases efficiency with less pressure on program staff
and increases reach to populations who would not
otherwise attend the needle-syringe program. Such
services must be allied with greater efforts at disposal
of used equipment (see below). Outreach needle and
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syringe services can be provided by professional or
peer staff. Both require intensive training and continu-
ing support, as this work demands skill and can be
extremely stressful.

To control epidemics of blood-borne viruses, shar-
ing of injection equipment must be minimized or
abolished. Prisons, juvenile correctional facilities and
drug rehabilitation centers play special and often cen-
tral roles in epidemics, but they are among the most
difficult settings for needle-syringe programs, since
sanctions against IDU in these institutions are so
strong that provision of needles and syringes is usually
impossible. Nevertheless, such programs do exist in
some countries and special consideration must be
given to this issue. 

Feasibility in resource-constrained settings
Establishing a needle-syringe program can be diffi-

cult. While there have been demonstrations of their
cost-effectiveness in preventing blood-borne virus
transmission and eventual disease—especially AIDS—
the benefits may be ignored, and only the cost con-
sidered. Where access to sterile equipment is difficult
even in the orthodox medical setting, justification of
expenditure on IDUs (usually among the most stig-
matized and marginalized people in any community)
can be difficult. The role of HIV epidemics among
IDUs in promoting more general epidemics through
sexual transmission to non-IDUs should be empha-
sized, as should any locally derived measures of cost-
effectiveness.

In fact, if substantial populations of IDUs are at
risk, needle-syringe programs are among the cheapest
and most cost-effective of all HIV interventions. This
is certainly the case when compared with drug treat-
ment programs—and exchange is far more effective
and rapid. Local production of needles and syringes in

most parts of the world means the equipment can 
be obtained relatively cheaply.  Staff costs tend to be
low. Proper disposal of collected used equipment (see
below) is often one of the most significant costs.

In “mature” or “explosive” HIV epidemics among
IDUs—when prevalence is already high or rapidly
increasing—scaling-up programs to reach adequate
coverage may appear expensive. But even in these 
situations, needle-syringe programs remain the most
cost-effective HIV prevention strategy available.

These programs have been established not only in
developed countries, but in a number of developing
and transitional states as well, including Bangladesh,
Belarus, Brazil, Bulgaria, India, Kazakhstan, Latvia,
Nepal, the Philippines, Russian Federation, Thailand
(including among remote hill-tribes communities),
Ukraine and Vietnam.

The Open Society Institute has produced a detailed
guide to establishing and operating needle-syringe 
programs, with particular focus on Central and
Eastern Europe and the Newly Independent States.12

Disposal of used injection equipment
Collection and disposal of used injection equip-

ment is very important. First, it eliminates the possi-
bility for potentially infectious equipment being
reused; and second, it removes a potential source
of accidental transmission to non-IDUs, especially
children. But such collection raises the problem of 
disposal, adding to the present medical-waste problem
in most developing countries. Using landfill is danger-
ous and environmentally unsound; low-temperature
incineration—all that is available in most settings—
is similarly environmentally disastrous. High-tempera-
ture incineration, the method of choice, is usually
unavailable or prohibitively expensive.

Effectiveness
Since the establishment of needle-syringe programs

in the early 1980s, a number of studies in many parts
of the world have attempted to measure these pro-
grams’ effectiveness in preventing HIV transmission
and possible promotion of drug use. Several US gov-
ernment-funded reviews of this evidence have unani-
mously concluded that such programs are effective,
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and do not lead to increases in the numbers of people
injecting drugs.13-16 Furthermore, there is increasing
evidence that such programs can be established in
resource-constrained settings and very difficult envi-
ronments.

Benefits, risks and limitations
Needle-syringe programs—whatever model they

utilize—are the most effective and cost-effective
method yet devised for preventing HIV transmission
among IDUs, and from them to their sexual partners
and children.

Such programs operate best when delivered in the
context of other services, especially primary health
care and drug treatment. But the absence or underde-
velopment of such services should not preclude nee-
dle-syringe programs. This would simply allow further
HIV transmission and increase future burdens on the
health care and welfare systems. Providing sterile
equipment to IDUs is extremely contentious in many
countries. Here, other programs—especially outreach
and drop-in centers providing information and educa-
tion—should be implemented rapidly, while advocacy
for needle-syringe programs continues. Community
education—social marketing for “harm reduction”—is
necessary at every stage of program development and
implementation to achieve community understanding
and support (or at least the absence of opposition).
Promotion of the program’s role in removing poten-
tially infectious used equipment from the environ-
ment, thereby lowering risks of accidental exposure to
the general community, could increase support.

Some countries prohibit giving injection equipment
to IDUs. HIV prevention programs must carefully
assess the implications of such legislation, regulations
and local policing to determine what services can be
provided and their staff ’s potential liability. Advocacy
for changing restrictive legislation and attitudes of law
enforcement professionals is often required before
programs can be established. 

Agonist pharmacotherapy programs
Objectives

Agonist pharmacotherapy treatment (drug substitu-
tion) usually has two aims:  treatment of drug depend-
ence and reduction of health risks and negative health
consequences (such as HIV infection) by encouraging 
a transition from injection to non-injection drug use
(under supervised prescribed treatment). Engagement
and retention in drug dependence treatment also 
provides opportunities for risk counseling and advice,
as well as management of other health and social 
problems.

Description
Agonist pharmacotherapy involves treating drug-

dependent individuals with a drug that has a similar
action to the drug they are dependent on, thereby
preventing a withdrawal syndrome and craving. Most
substitution programs rely on replacing an injected
illicit drug (such as street heroin) with an oral legal
drug (such as methadone). This is done under medical
supervision, reducing the risks associated with injec-
tion—such as transmission of HIV, overdose and vein
damage.

Oral methadone is the most widely used and rigor-
ously evaluated form of treatment for opioid depend-
ence. Although well established in certain areas of the
United States for over two decades, it was not until
the late 1980s that there was a dramatic expansion of
methadone maintenance programs in other regions,
such as Australia17 and Europe. All European Union
countries now have such programs.18 Evidence of the
effectiveness of  methadone maintenance programs in
preventing HIV infection and reducing risk behaviors
has provided the rationale for such programs in many
countries.

Methadone is not the only drug used in opioid ago-
nist pharmacotherapy. Others include buprenorphine,
levo-alpha-acetylmethadol (LAAM), morphine,
codeine, diamorphine (heroin), pentazocine, ethyl 
morphine and tincture of opium. While most are given
orally or sublingually, the substitute drug is sometimes
given by injection, as in Switzerland’s heroin prescrip-
tion program. Services using injection drugs aim to
treat severely dependent and health-damaged IDUs
who have failed on oral substitution programs.
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Agonist pharmacotherapy is not widespread for
other classes of drug dependence, such as ampheta-
mine-type stimulants and cocaine.

Models of delivery
The United States’ methadone programs were ini-

tially limited to dedicated specialist clinics often
attached to major hospitals, with strict guidelines and
regulations covering client eligibility, dosing regimes,
monitoring of drug use (such as through urine test-
ing), compulsory counseling and behavior codes.
Typically, clients would be required to attend clinics
daily for their prescribed dose of methadone under
direct supervision, with limited choice of dose or other
management.

Expansion of these programs and research on the
effectiveness of different service delivery models led to
considerable diversification in programs offered. Low-
threshold programs that provide easier and quicker
access to treatment slots have been set up. There has
also been a move toward community-based and less
expensive programs, involving methadone prescribing
by general practitioners and other medical practition-
ers, dispensing through pharmacies and community
health facilities, mobile dispensing vans and client-
centered services with dosing schedules and other
treatment negotiated between client and  prescriber.
Community-based models of opioid agonist pharma-
cotherapy have made such programs possible in
resource-constrained communities, including urban
slums in India and rural communities in Thailand.

Feasibility in resource-constrained settings
Despite the widespread expansion of agonist phar-

macotherapy programs in many developed countries,
it has been argued that such treatment approaches are
not appropriate, feasible or affordable for developing
countries. But a range of projects have been estab-
lished in Asia, Latin America, Eastern Europe and the
Newly Independent States—although the programs
are often restricted to small-scale or pilot plans. For
example, sublingual buprenorphine maintenance 
programs operate in India. Methadone maintenance
programs have been introduced in Nepal, Vietnam,
Thailand and a wide range of Central and Eastern
European countries such as Latvia, Lithuania, Poland,
Slovenia, Slovak Republic, Hungary, Bulgaria and the
Former Yugoslav Republic of Macedonia. Hong Kong
has a well-established and wide-scale low-threshold
methadone maintenance program.

Many Asian and Central and Eastern European
programs developed in response to dramatic increases
in IDU and associated HIV-risk practices. Abstinence-
based drug treatment programs were nonexistent,
unaffordable or ineffective in preventing relapses to
HIV-risk practices. Some substitution programs
evolved from within the communities where IDUs live
in response to community-identified needs: They were
designed, implemented and managed by the commu-
nities themselves, often without government support
or formal approval. These programs differ markedly
from those in developed countries. Principles of com-
munity involvement and integration with primary
health care services have made these programs feasible,
acceptable and affordable—even in slum communities
and remote tribal villages. 

Effectiveness
Most research on the effectiveness of agonist phar-

macotherapy has been limited to methadone treatment
in developed countries; specific research in developing
and transitional countries is needed to examine the
cost-effectiveness of such programs. Methadone main-
tenance programs are associated with lower rates of
HIV prevalence19 and risk reductions related to injec-
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tion and sharing behaviors20 for individuals during
treatment. Other benefits include retention in treat-
ment, reduction in criminal activity and improved
social functioning.21,22 Comparative studies evaluating
the effectiveness of different programs in reducing
HIV risk behaviors have shown that more effective
programs are characterized by: higher doses (above 50
to 60 mg daily), long-term maintenance as compared
with detoxification to abstinence, better ancillary and
supportive services and better staff-client
relationships.17,23-25

Benefits, risks and limitations
There is clear evidence that agonist pharmacother-

apy can prevent HIV transmission among IDUs in a
range of settings; as a treatment, it tends to be well
accepted by IDUs. Many individuals have strong
feelings about such programs, some viewing them as
replacing one “addictive” drug with another and 
possibly prolonging the individual’s drug dependence.
But if the primary goal is HIV-risk reduction and 
preventing relapse to IDU, agonist pharmacotherapy
programs are more effective than abstinence-based
programs.20

A major limiting factor has been the relatively high
cost of some substitute drugs, requiring funding 
assistance from international development agencies or
client fees. Increasingly, generic drugs such as
methadone and buprenorphine are being produced
locally, which reduces costs and makes the drugs more
affordable in resource-constrained communities. 

Another major obstacle for many countries is the
legal status of drugs used in substitution programs.
For various reasons, drugs such as methadone are
either unavailable or illegal in certain countries, or can
be prescribed only for very specific purposes—not
including the treatment of drug dependence. 

HIV treatment and care
The rate of progression to AIDS for HIV-infected

IDUs is the same as for other groups, but this popula-
tion has special needs: There is a higher death rate
among HIV-infected IDUs from causes unrelated to
HIV infection, including pneumonia, liver disease
(associated with HIV and hepatitis C and/or B 
co-infection), overdose and suicide. Female IDUs face
other issues, especially around pregnancy, childbirth
and breastfeeding. Weight loss and physical wasting
can be worse for IDUs living with HIV because of
malnutrition and poverty, in addition to the effects of
some street drugs. Affected IDUs are at greater risk 
for infections related to injection drug use, including
abscesses, septicemia, endocarditis and tuberculosis
(TB). Co-infection with hepatitis C and/or B is
extremely common.

IDUs living with HIV are often unable or unwill-
ing to access HIV/AIDS treatments or general medical
care because of inappropriately designed services,
stigmatization, negative attitudes of medical and
healthcare staff and poor healthcare experiences. Pain
management is a problem for all IDUs and people 
living with HIV/AIDS (PLHA), but it is worse for
those who fall into both categories: They usually have
a very high tolerance for pain-control drugs.

Objectives
A number of objectives should be considered in

HIV/AIDS management, including: 

Provision of quality care and treatment

Integration of AIDS care and treatment services
into general provision of health care, with HIV
prevention programs

Development of a continuum of care approach

Description
Medical care—both primary health care and espe-

cially support and treatment for HIV-related illness,
can be carried out anywhere—in the home, the street,
primary healthcare facilities, STI and other clinics,
drug treatment centers and  hospitals. In most situa-
tions, IDUs—and often their families—have poor or
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little access to health care; comprehensive treatment
for AIDS-related conditions or the HIV infection
itself may not be available or affordable. Alternative
strategies for providing care and support are needed to
reach these often extremely marginalized people. At
the same time, advocacy is required to improve accept-
ance of IDUs’ health care needs by mainstream serv-
ices and authorities.

Models of delivery
The most successful models for delivery of HIV

services for IDUs are comprehensive: integrating this
special care into harm reduction, primary care and
access to drug treatment or detoxification and treat-
ment. The optimum program integrates all these with
good referral links to other health and welfare services,
working from outreach in the home or streets through
to hospital and hospice. Few such programs exist,
especially in resource-constrained settings—where
such an approach is unachievable even for much of the
general population.

The most common and least expensive model pro-
vides primary health care by nurses or trained peer
workers through outreach or drop-in services. Wound
and abscess care, as well as minor opportunistic infec-
tions, TB, diarrhea and other HIV-related conditions
can be treated in this way. Home-based supportive and
medical care is a next step, involving families in the
care of their HIV-infected members.

Feasibility in resource-constrained settings
Much of the current standard of medical treatment

for HIV infection (highly active antiretroviral therapy
[HAART]) and for the opportunistic infections and
cancers of AIDS is far too expensive for resource-con-
strained settings. But a wide range of care and sup-
portive medical strategies—such as treatment of skin
infections and bacterial pneumonias (using cheap and
available broad spectrum antibiotics), rehydration, TB

treatment and vaccination—can be delivered in
resource-constrained settings. Infrastructure need not
be complex for such service delivery.

Similarly, social support—PLHA networking or
community mobilization for home-based care, for
example—is fundamental in resource-constrained situ-
ations. This carries through to support for the dying—
as important as care of the living—whether in com-
munity hospices or home.

PU B L I C HE A LT H IN T E RV E N T I O N S TO
RE D U C E T H E RI S K EN V I RO N M E N T

Although prevention strategies outlined in the pre-
ceding sections may help reduce individual HIV risks,
no single strategy can prevent or halt HIV epidemics
among drug-using populations. Actions that, com-
bined, can help include: 

Starting prevention interventions early in the 
epidemic (before HIV prevalence among IDUs
exceeds five percent)

Implementing multiple interventions and 
intervention strategies (legal, public health, social
development, etc.) at multiple levels (individual,
community, national, international)

Establishing interventions in multiple settings
(streets, drug-using venues, drug treatment services,
health agencies, prisons, etc.)

Targeting multiple risk behaviors (drug use, 
equipment and drug sharing, sexual behaviors)

Providing access to multiple means for behavior
change (risk reduction information, condoms, 
sterile injection equipment, HIV testing and 
counseling, drug treatment)

Reducing obstacles to prevention and treatment
services (making them affordable, convenient,
user-friendly, confidential)

Recognizing that populations at risk are in various
stages of readiness to engage in an intervention;
repeated opportunities to begin interventions are
necessary26

A public health response should bring all these ele-
ments together and support their implementation by:

Promoting “healthy public” policy and legislation

Creating a safe and supportive environment for
IDUs to adopt healthier behaviors
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Mobilizing IDUs and their communities to take
action to reduce HIV risks

Making health and social services more responsive
to the needs of IDUs

Ensuring that community members have the nec-
essary knowledge, skills and capacity to respond to
the problem

Legislation and health policy
Objectives

Local, national and international policies, legisla-
tion and international treaties regarding illicit drug use
and HIV/AIDS can significantly influence risk prac-
tices and  prevention efforts. Where possible, policies
and legislation should aid prevention efforts, enable
IDUs to change their behaviors and promote an envi-
ronment that minimizes HIV risks.

Description
A wide range of policies, legislation and interna-

tional treaties influences IDU and HIV risk patterns
in communities. Such policies and legislation are not
limited to the health, HIV/AIDS or drug control sec-
tors, but include such diverse areas as immigration,
education, prisons, youth, housing and welfare.
Careful analysis of different policies, legislation and
regulations is needed to understand how they might
affect behaviors and increase HIV vulnerability.

Many countries have policies and laws that present
obstacles to effective prevention strategies, such as nee-
dle-syringe programs, outreach education, agonist
pharmacotherapy and voluntary and confidential test-
ing and counseling. Legislation and regulations that
can hamper prevention efforts include: restrictive pro-
cedures, compulsory drug and STD treatment,
required reporting and registration of illicit drug users,
mandatory HIV testing and exclusion of protection
for illegal drug users.

It may be necessary to change these existing laws
and regulations to implement effective and compre-
hensive HIV prevention programs for IDUs. Legal
expertise is needed to analyze such rules and recom-
mend appropriate changes. More often than not,

strong arguments will be required to convince policy
makers and legislators to make necessary changes,
especially if such changes do not have the support of
the community or relevant constituency.

Models of delivery
The complexities of HIV/AIDS and IDU require

commitment and action across many different sectors.
National HIV/AIDS, drug control and health poli-
cies—with mechanisms for coordinating policies and
actions between different ministries and private and
NGO sectors—are key features of many countries’
response. Such intersectoral cooperation may work on
a local level through district or community coordinat-
ing organizations to guide local actions. It is important
to ensure that all such groups are fully informed about
issues of HIV and IDU. Some mechanism should be
established to ensure input from, or representation of,
IDUs in any such process. For example, drug user
organizations are represented on some government
committees and in some cases are government-funded
(such as the New South Wales Users and AIDS
Association in Australia).

Feasibility in resource-constrained settings
Review and revision of policies, laws and regula-

tions can be a lengthy process, requiring extensive
consultation and consensus building. This is true in
setting up intersectoral mechanisms to coordinate
policies and programs. Nevertheless, increasing num-
bers of developing and transitional countries—such as
Brazil, India and Ukraine—are establishing national 
or state policies that address HIV/AIDS among IDUs.
The state of Manipur in India provides one example
of how a state HIV strategy has made IDU its main
priority. Furthermore, there are examples of legislative
reform in such countries that specifically allow HIV
prevention programs for IDUs (such as laws permit-
ting needle and syringe exchange in Brazil).
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Effectiveness
Although it is difficult to evaluate the impact of

broad policies and specific legislation on HIV risk
practices and transmission, there is evidence from a
number of countries that a committed multisectoral
response is the key to an effective HIV prevention
strategy. Australia and the United Kingdom have tried
this approach, and HIV epidemics among IDUs have
been averted.27, 28

Benefits, risks and limitations
Fear that such actions might undermine illicit drug

control has prevented the widespread adoption and
endorsement of various HIV prevention policies and
strategies for IDUs. Many decision makers argue that
strategies such as needle-syringe programs and risk
reduction education may encourage illicit drug use,
recruit new drug users or send the wrong message
(particularly to young people). Similar arguments have
been used against the promotion of condoms and sex
education. There is no scientific evidence to justify
such concerns. On the contrary, there is evidence that
most HIV prevention strategies support drug control
efforts; they encourage drug users to enter treatment
and offer opportunities to disengage from criminalized
activities.

Mobilizing drug users
Objectives

Recognizing the IDUs’ isolation and fear of harass-
ment or possible arrest, it is understandable that they
do not trust traditional and mainstream services. Peer
educators, outreach workers and networks can bring
prevention services to the hardest-to-reach IDUs and
help establish trust between them and health services.

Description
Involving current and ex-drug users in designing,

promoting and delivering services is important for 
prevention programs. Three types of peer-led interven-
tions may be considered:

First, peer outreach and education programs recruit
and train current or ex-drug users to deliver HIV (and
other health) interventions to drug users, both in- and
out-of-treatment. Training is often similar to that for
other HIV education outreach workers, although peer
workers have the benefit of personal experience and
may be perceived by IDUs as more trustworthy and
credible.

Second, drug-user organizations offer a structured
group of current and ex-drug users, along with other
interested individuals, that can represent the interests
of drug users, advocate on their behalf and support and
implement HIV and other programs for drug users.

Third, drug-user network interventions take advan-
tage of existing communities of drug users to dissemi-
nate information and interventions. Networks of IDUs
provide excellent opportunities for outreach programs
to influence peer group and social norms. Members of
the network are provided with information and HIV
training and are encouraged to disseminate this infor-
mation as well as HIV prevention materials—such as
condoms and sterile injection equipment—throughout
their sexual and drug-using networks.

Feasibility in resource-constrained settings
All three types of peer-led approaches have been

introduced into many different developing and transi-
tional countries. There are difficulties where drug
users are criminalized or registered and cannot be
employed by HIV prevention agencies. Similarly, the
formal organization of drug-user groups may not be
permitted.

Effectiveness
Peer education programs among drug users have

proven effective in reducing both risk behavior and
infection rates,29 while peer-based needle-syringe
exchange programs have proven better at reaching new
clients than programs conducted by non-peers.30 Social
network interventions using peers have been shown to

538 C H A P T E R  T W E N T Y - T W O — H I V  R i s k  R e d u c t i o n  i n  In j e c t i o n  D r u g  U s e r s



be better than professional outreach interventions in
both reaching IDUs and providing HIV education at
lower cost for both recruitment and training.31

Although drug-user organizations have been estab-
lished in developing countries such as India, docu-
mentation of their work has largely been limited to
developed countries such as Australia and the United
States.32

Determining Priorities
As described above, a broad range of interventions

may be applied at different levels, ranging from those
that target individual behaviors to those that focus on
national policies and legislation. Given the possibilities
and limited resources available, how do planners and
decision makers select the best possible combination

of interventions? Feasibility, acceptability and effective-
ness of individual interventions and strategic combina-
tions largely depend on local conditions. The stage
and nature of the HIV/AIDS epidemic in a commu-
nity are also important factors. Clearly, selecting prior-
ities and determining strategic approaches must be
based on an understanding of the local situation—
hence the need for good quality situation assessment
before investing in interventions. Countries with very
low HIV prevalence will have different priorities from
those with concentrated epidemics among specific
populations—such as IDUs or sex workers—or gener-
alized epidemics.
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Information and Education

Develop IEC programs for IDUs, sex workers
and other vulnerable populations, using peer
networks.

In parallel, develop public education campaigns
to reduce stigmatization of IDUs.

Training

Develop workforce of outreach workers skilled
in working with IDUs.

In parallel, provide training to relevant health
professionals in contact with IDUs.

Service Provision

Ensure access to sterile injection equipment,
condoms, VCT and user-friendly STD 
prevention and treatment services.

In parallel, develop drug dependence treatment
services.

Prisons

Provide training for prison staff and prisoners
and negotiate broader interventions with
prison authorities.

HIV/AIDS Care

Ensure equitable access to treatment and care.

Selecting Priority Interventions
for Communities With HIV
Epidemics Among IDUs 
Assessment and Monitoring

Implement rapid assessment to inform 
intervention development.

In parallel, develop a sentinel surveillance
system to monitor behaviors and HIV 
prevalence/incidence.

Advocacy

Educate politicians, community leaders and
other decision makers about the urgent need
for specific interventions. Provide evidence and
experience from other relevant countries
(include study tours for key decision makers).

Policy and Legislation

Negotiate with local authorities a pragmatic
and flexible application of laws and regulations
to lower barriers to assistance and enable IDUs
to change their behaviors to reduce risks.

In parallel, review existing laws and regulations
that impede effective implementation of HIV
prevention strategies.



L E S S O N S  L E A R N E D  A N D
R E C O M M E N D AT I O N S

IDU and associated HIV/AIDS are spreading
rapidly and now affect all regions of the world.

Drug-use patterns and HIV risk practices are
dynamic, differing between populations, geographi-
cally, over time and in different settings. Careful
monitoring and detailed investigation of risk
behaviors and contexts of drug use are necessary to
prepare timely and effective interventions. Rapid
assessment and response (RAR) and behavioral sur-
veillance survey (BSS) methods have been devel-
oped for this purpose.

Multiple behaviors put IDUs at risk of HIV infec-
tion, including: shared drug solutions, needles,
syringes and other injection equipment; contamina-
tion of drug solutions during production or 
distribution; unprotected sex; and various skin-
piercing procedures, such as tattooing. Interventions
must address all potential risk behaviors.

There is evidence that HIV epidemics among IDUs
in both developed and developing countries can 
be prevented, slowed and even reversed through
specific programs, including: community-based
peer outreach, increased access to sterile injecting
equipment and greater access to drug dependence
treatment, particularly methadone. 

At the individual level, IDUs are more likely to
change their drug-use behavior to reduce HIV risks
than their sexual behavior, although HIV- infected
IDUs do change their behavior to protect their sex-
ual partners.

Where effective action has been taken to stem HIV
epidemics among IDUs, no single element has
been found to be effective on its own.
Comprehensive prevention programs, based on
community development principles, operating in
supportive environments that include access to
social welfare and primary health care underlie 
successful approaches.

The earlier it is implemented, the more effective
and cheaper HIV prevention targeting IDUs will
be.  If possible, programs should begin before HIV
is introduced into this population or begins to
spread widely (i.e., before HIV prevalence among
IDUs exceeds five percent).

Information and education projects are most effec-
tive if they are targeted at drug users and those
most vulnerable, provide explicit information and
are developed with the involvement of IDUs them-
selves. Information campaigns on IDU for the gen-
eral public can increase stigmatization of IDUs.

Risk reduction counseling can be effective if it is
delivered by peers through outreach, and involves
natural drug-user social networks.

HIV testing should be voluntary and confidential,
with adequate pre- and post-test counseling pro-
vided by someone who understands IDU issues.
Testing can assist in risk reduction counseling and
referral for treatment.

Disinfection programs have limited effectiveness,
and should be promoted only as a second-line
option when sterile injection equipment cannot be
secured.

Programs increasing the access of sterile needles
and syringes are core components of an effective
HIV prevention strategy. Peer programs are more
effective than those using professional personnel.
Pharmacy programs can be very effective in increas-
ing availability of sterile injection equipment.
Needle and syringe disposal programs must run in
parallel with distribution programs.

Methadone is the most effective drug dependence
treatment for reducing HIV transmission among
opioid users. Because of high relapse rates, absti-
nence-based drug dependence treatment has lim-
ited success.

Many IDUs, particularly those involved in sex
work, are at high risk of sexual transmission of
HIV. Sexual risk reduction information/counseling,
treatment of STDs and condoms should be com-
ponents of HIV prevention programs.
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Infected IDUs should have equal access to HIV
treatment and care. This may require services sensi-
tive and responsive to their specific needs.

Policy and law reform may be required in some
communities and countries to enable specific pre-
vention interventions for IDUs to be implemented.

Drug users can be very effective in mobilizing
action and providing prevention services—such as
through drug-user organizations—for their peers.

Behaviors, peer networks, HIV risks and interven-
tion options of young drug injectors—including
adolescents—often differ from those of older
IDUs, and may require different prevention and
treatment approaches.

F U T U R E  C H A L L E N G E S
There is now much experience in implementing

HIV prevention programs in many different settings.
The major challenge is in expanding these programs
to a reach and penetration that matches the scale of
the drug injection population—often when this is
itself growing, sometimes explosively. Countries or
regions where such expansion has been achieved are
few; barriers to effective scaling-up are many.

It has proven difficult to convince authorities to
take action before HIV has begun to spread—when
action is most likely to be effective. Opportunities to
achieve this are rapidly disappearing, as IDU spreads
to almost every country, rapidly followed by explosive
HIV outbreaks.

Whereas drug injection is beginning at a younger
age (often during adolescence) in many developing
countries, most research and evaluation of interven-
tions have been limited to adult populations. Priority
attention must be given to investigating IDU among
young people and identifying effective HIV preven-
tion strategies for this population. Other particularly
vulnerable and marginalized populations of IDUs,
including prisoners, sex workers, those living in rural
settings, indigenous and minority peoples and the
homeless must also receive consideration. 

C A S E  S T U D I E S

TH E LI F E S AV I N G A N D
LI F E G I V I N G SO C I E T Y (LALS),
KAT H M A N D U,  NE PA L

LALs began in 1991 when two volunteers noticed
much unsafe injection occurring in the streets of
Kathmandu, and began an outreach program distrib-
uting sterile injection equipment. IDU was a hidden
phenomenon in Nepal at that time, despite estimates
of 25,000 to 40,000 opioid users in the Kathmandu
valley, about 10 percent of them IDUs.  Ignorance
about HIV/AIDS and other harms associated with
IDU were the norm. 

LALS initially distributed sterile needles and
syringes purchased privately, overcame distrust among
the IDUs and began to learn from them. With access
to NGO funding, LALS established an office and
staff of outreach workers. Discussions with commu-
nity leaders and authorities helped defuse initial antag-
onism; the formation of a link with the Narcotic
Division was extremely important in assuring LALS’
survival and operations.

At its peak, LALS employed 24 full-time outreach
workers—including peers, ex-IDUs, nurses and social
workers—and carried out a range of functions from
primary health care and counseling to syringe
exchange and condom distribution. A review of the
impact of LALS’ activities from 1991 through 1994
found that although HIV was present, it was not
spreading through LALS clients, who were reporting
marked decreases in frequencies of risk behavior.

LALS operates as an NGO, with only enough
funding to reach 1,000 IDUs, many intermittently.
With growth of the IDU population, and a move to
the injection of buprenorphine rather than heroin, an
HIV epidemic exploded among Nepalese IDUs about
five years ago. Those served by LALS were protected
to some extent, but most Nepalese IDUs were not in
touch with LALS. The organization’s experience illus-
trates both the effectiveness of these programs and the
need to expand them.
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HY VO N G CA F É—CA F É HO PE,  HO
CH I MI N H CI T Y, VI E T N A M

Hy Vong (“Hope”) Café in Ho Chi Minh City
(HCMC) is Vietnam’s first needle-exchange café, hav-
ing grown from the first needle-exchange program in
Vietnam, which was started by the Save the Children
Fund (UK). The HIV epidemic in Vietnam began and
remains largely among IDUs (themselves a rapidly
growing population) with a prevalence of 40 percent
or more in many parts of Vietnam. The epidemic has
lasted longest in HCMC, and it is here that the most
innovative responses, like Café Hope, are operating.
While government took a “hands-off” approach to the
original needle-exchange program, Café Hope is now
supported by the governments of both Canada and
Vietnam.

Café Hope is a small building in an enclosed area
of a park near the waterfront, itself enclosed by a wire
fence. The Provincial AIDS Committee of HCMC,
responsible for management of the café, has an agree-
ment with the police not to target the park unduly or
arrest IDUs simply for injection—it is, to all intents, 
a “safe injection park.” Needle exchange consists of
one container with sterile needles and syringes and
another for disposal, located at the front of the café. 
In addition to the needle exchange, the cafe provides
condoms, information, tea or coffee, facilities for
showering or washing clothes and a small STD clinic. 

The cafe is run by experienced ex-IDU peer work-
ers, who also talk with the customers, settle disputes
and provide education and information. Open 10
hours a day, seven days a week, Café Hope is visited
by about 350 people each day. Increasing numbers of
these are commercial sex workers who also inject drugs
—a population not only at major risk themselves, but
also important vectors in the spread of the epidemic 
to other groups, especially their clients, and a prime
target for interventions.

RAPID PRO G R A M—MÉ D E C I N S S A N S
FRO N T I È R E S ,  RU S S I A

From September 1997 to January 2000, Médecins
sans Frontières-Holland (MSF-H) provided training
and support for HIV/AIDS prevention among IDUs
in the Russian Federation (RF), focusing on the use of
the World Health Organization’s Rapid Assessment and
Response Guide on IDU and the European Peer Support
Manual. As part of their training, participants carried
out a rapid situation assessment (RSA) in their city 
or region, as a major step towards designing and
implementing an effective program to prevent HIV
transmission among IDUs.

To sustain prevention activities from the training
program, MSF-H formed a strategic alliance—the
Russian AIDS Prevention Initiative-Drugs (RAPID)
—with the international organizations IHRD, 
Open Society Institute-Russia (OSI-R) and Médecins
du Monde. RAPID participants who successfully 
completed a Rapid Situation Assessment in their city
or region were invited to apply for technical assistance
from international advisors and funding for harm
reduction programs from OSI-R. The Ministry of
Health of the Russian Federation, through its infec-
tious diseases and narcology departments, had signifi-
cant and practical input in advising and supporting
the training program and selecting participants.
MSF-H and UNAIDS also worked together on joint
training efforts and in developing Russian educational
material prior to the training course. UNAIDS—in
the framework of a broader contract with the Trimbos
Institute—enabled staff of this institute to participate
in the design and delivery of the first three training
courses.

As a result, 199 participants from 61 cities in 52
regions of RF attended the training; 61 rapid situation
assessments were undertaken; and, by mid-2000, 35
HIV prevention programs had been started. This com-
prehensive training program—including two courses
held three months apart, city visits and the program’s
integration with further capacity development and
funding activities—has had a greater practical impact
than the many short training courses that have been
offered on harm reduction and HIV prevention in
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Eastern Europe and elsewhere. This type of training
approach appears to influence attitudes and behaviors
of participants as well as providing knowledge and
skills. The training program has also stimulated col-
laboration between health, law enforcement and other
administrative agencies at the city and regional level;
Ministry of Health structures at the federal level; other
governmental bodies and NGOs and international
agencies working in RF.

The combination of rapid assessment and response
methods with the type of training provided by the
MSF-H program within a strategic framework—
which also includes additional technical assistance and
funding—appears to be effective in assisting countries
in Eastern Europe respond to HIV among IDUs. The
approach may also have application in other parts of
Central and Eastern Europe and the Newly
Independent States and countries in Asia, Africa and
South America.
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I N T R O D U C T I O N

Voluntary counseling and testing (VCT) have become an integral part of
HIV prevention and care programs in many industrialized and some
developing countries. Besides recognizing the importance of VCT in
reducing HIV transmission in those who test seronegative, VCT services
have evolved to reflect the changing needs of communities and the 
changing possibilities in management, treatment and support for HIV-
infected people. This chapter offers information on the role of VCT in
HIV care and prevention programs as well as practical advice on setting
up VCT services.

W H A T  I S  V O L U N T A R Y  H I V / A I D S  

C O U N S E L I N G  A N D  T E S T I N G ?

HIV counseling is defined as “Confidential dialogue between a person
and a care provider aimed at enabling the person to cope with stress and
make personal decisions related to HIV/AIDS. The counseling process
includes an evaluation of personal risk of HIV transmission and facilita-
tion of preventive behavior.”

For the person being tested, HIV testing has consequences that reach far
beyond the diagnosis.  It may have negative consequences in communities
where HIV-infected people are stigmatized.

T H E  C O U N S E L I N G  P R O C E S S

The VCT process begins with raising community awareness of the ways 
in which VCT is beneficial for HIV prevention and access to appropriate
care and support. The process continues with pre-test, post-test and 
follow-up counseling, which can be adapted to the needs of the client(s).

T H E  T E S T I N G  P R O C E S S

The diagnosis of HIV has traditionally been made by detecting antibodies
against HIV. A wide range of HIV antibody tests are available today,
including ELISA-based tests and many newer, simple and rapid tests.
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V C T  M O D E L S  

Different models of VCT are available, and choice will depend on the
needs of the community, seroprevalence of HIV and maturity of the 
epidemic, attitudes and political and community commitment to VCT,
available financing and existing VCT resources.

S E T T I N G  U P  V C T  S E R V I C E S

VCT services will be greatly aided if the following factors are first assured:

Political commitment and institutional ownership

Identification of an implementation team

Awareness of the problem and investment in skills development
for health care workers

Identification of existing resources

Adequate long-term financing

ORG A N I Z AT I O N A L ST E P S

The steps required in establishing VCT services include: 

Site choice

Coordination

Selecting and training staff

Counselor monitoring and support

Record keeping and confidentiality assurance

Choice of testing strategy

Organizing a distribution and supply system

Adapting or developing quality assurance guidelines

C O U N S E L I N G  F O R  P A R T I C U L A R  N E E D S

Counseling can be tailored to certain groups with particular needs and
issues. These issues should include:

Prevention

Premarital counseling and testing

Couples counseling

Counseling for children and families

Adolescents

Maternal-to-child-transmission (MTCT) interventions and antenatal
infant-feeding options

Tuberculosis preventive therapy (TBPT)

Vulnerable groups (injection drug users, commercial sex workers and
men who have sex with men)

Bereavement

Blood donation
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I N N O V A T I V E  A P P R O A C H E S

Some innovative approaches to VCT have shown success. These include:

Group information/counseling

People living with HIV/AIDS (PLHA) support groups

Home testing

B A R R I E R S  T O  V C T

Although VCT is becoming increasingly available in developing and 
middle-income countries, many people are still to be tested. This is the
result of barriers to VCT, which include: 

Stigma

Gender inequalities

Lack of perceived benefit

M O N I T O R I N G  A N D  E V A L U A T I O N

Most evaluations have sought to demonstrate that VCT reduces incidence
of HIV infection and contributes to prevention efforts. Monitoring and
evaluation pose special challenges, because confidentiality is critical. 
Many of the usual monitoring and evaluation techniques are therefore
not applicable. 

E T H I C A L  A N D  L E G A L  C O N S I D E R A T I O N S

Ethical and legal considerations often arise around the issue of HIV 
testing. These include:

Pre-employment/pre-education HIV testing

Mandatory HIV testing

HIV testing following rape

Testing without counseling

Discrimination

Partner notification
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L E S S O N S  L E A R N E D

VCT services have a pivotal role to play as an entry point to HIV 
prevention and care. Lessons learned in VCT encompass:

VCT models

Counselor training

Counseling content

Testing methods

Support services

Involving hard-to-reach groups

IEC, awareness and advocacy

Funding

C A S E  S T U D I E S

UG A N D A:  AIDS IN F O R M AT I O N CE N T R E (AIC)
The AIC philosophy is that knowledge of one’s own HIV infection status
is an important intervention and prevention strategy. The organization
provides rapid testing with same-day results, syndromic management of
other STDs, initiatives to promote VCT and sustain behavior change and
special services for couples with discordant HIV results.

MA L AW I:  MA L AW I AIDS CO U N S E L I N G A N D

RE S O U RC E ORG A N I Z AT I O N (MACRO)
In late January 2000, MACRO introduced onsite use of simple, rapid,
whole-blood, finger-prick testing with immediate confirmation. A preven-
tion counseling protocol was developed, and counselor training conducted
for same-day counseling with same-day test results. These new procedures
dramatically increased demand for services.
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V
oluntary counseling and testing (VCT) for HIV have become

an integral part of HIV prevention and care programs in

many industrialized and some developing countries. While

recognizing the importance of VCT in reducing HIV transmission in those

who test seronegative, VCT services have evolved and expanded to reflect

the changing needs of communities and the changing possibilities in 

management, treatment and

support for HIV-infected people. 

The scope and challenges of VCT have changed over the past decade.

VCT was initially used mainly to diagnose HIV infection in symptomatic

people; testing was promoted as a component of HIV prevention. The

development of antiretroviral treatment for people with HIV, less costly

interventions to reduce the incidence of HIV-associated infections and 

relatively cheap and feasible methods to significantly reduce mother-to-

child transmission (MTCT) of HIV have made the need to promote VCT

for people with asymptomatic infection more compelling. Testing methods

have also become simpler and cheaper, making VCT more feasible in 

many developing countries. 

I N T R O D U C T I O N
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VCT services have a pivotal role to play as an entry point to HIV 

prevention and care. The advantages of this role are shown in Figure 1.

This chapter provides information on the role of VCT in HIV care 

and prevention programs and offers practical advice on setting up VCT

services.
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F i g u r e  1
VCT as an Entry Point 
for HIV Prevention and Care
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W H AT  I S  V O L U N TA R Y
H I V / A I D S  C O U N S E L I N G
A N D  T E S T I N G ?

HIV counseling is defined as,“Confidential dia-
logue between a person and a care provider aimed at
enabling the person to cope with stress and make per-
sonal decisions related to HIV/AIDS. The counseling
process includes an evaluation of personal risk of HIV
transmission and facilitation of preventive behavior.”1

For the person being tested, the procedure has 
consequences that reach far beyond the diagnosis.
Although there are many benefits to knowing one’s
HIV status, testing may have negative consequences 
in communities where HIV-infected people are stig-
matized. No one should be coerced into being tested.
The decision to undergo HIV testing should be
entirely voluntary.

Trust is one of the most important factors in the
relationship between counselor and client. It enhances
that relationship and improves the chances that the
individual will act on the information provided. Given
the possibility of discrimination, ostracism and per-
sonal recrimination that an individual diagnosed with
HIV may face, it is all the more important that confi-
dentiality be guaranteed. Confidentiality forbids any
reference to, or discussion about, a client, except within a
professional relationship, and only then with the consent
of the client.

While some health workers are familiar with coun-
seling clients about other issues such as treatment
options, death and dying and/or family planning,
many are not familiar with HIV/AIDS counseling and
related matters. Even when health workers have been
trained, professional understanding does not necessar-
ily lead to an appropriate change of attitude or to 
professional behavior that guarantees confidentiality.2, 3

Confidentiality must be guaranteed.

T H E  C O U N S E L I N G
P R O C E S S

The VCT process begins with raising community
awareness of how the testing is beneficial for HIV 
prevention and access to appropriate care and support.
Without adequate community understanding, accept-
ance of VCT will probably be poor.

The process continues with pre-test, post-test and
follow-up counseling, which can be adapted to the
needs of the clients—whether an individual, a couple, 
a family and/or children. Counseling content and
approach may vary considerably according to the 
group targeted: young people, gay men, drug users, sex
workers, etc. Content and approaches may also reflect
specifics of the context of the intervention. Examples
include diagnostic HIV counseling (if testing is not
available or desired) and counseling associated with
specific interventions such as tuberculosis preventive
therapy (TBPT) and interventions to prevent MTCT.

Good counseling practice contains certain core
elements of content and quality that are important for 
all counseling sessions, as well as additional subjects
that are important in specific circumstances and when
specific interventions—such as MTCT and TBPT
interventions—are available.

Establishing good rapport by showing respect and
understanding will make problem solving easier in dif-
ficult circumstances. Reports have shown that the
manner in which clients are informed of their HIV
serostatus is very important in facilitating adjustment
to news of HIV infection.4, 5 

Important elements in good quality counseling
include:

Discretion and sensitivity to a nervous or 
embarrassed client

Appropriate physical environment for comfort,
privacy and confidentiality

Good client reception, greeting and introduction

Rapport, respect, interest and empathy

Non-judgmental attitude

Engagement of the client in conversation

Active listening (non-verbal and verbal)

Emotional warmth and support
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Sensitivity to and accommodation for language 
difficulties

Talking about sensitive issues plainly and in a 
manner appropriate to the culture, educational
level and beliefs (spiritual and traditional) of the
client

Prioritizing issues to best use limited time and
short contacts

Techniques to overcome constraints such as time
and privacy

Appropriate management of client’s distress or
emotional reactions

Flexibility to involve partner or significant other,
when appropriate or requested

An outline of the key elements in pre- and post-test
counseling is shown in Figure 2.6

PR E-TE S T CO U N S E L I N G

During the pre-test session, the counselor will help
the client decide whether or not to be tested for HIV.
The following areas should be discussed:

Reason for attending

Knowledge about HIV and its transmission 

Misconceptions

Assessment of personal risk profile

The test itself (process, meaning of possible test
results, window period, etc.)

The meaning of seropositive and seronegative
results and possible implications

Coping with seropositive result

Development of personal risk-reduction plan.

Potential needs and available support

Informed consent/dissent given freely

The client must be given adequate time to ask
questions and digest new information. Where “same
day” testing is used, clients should be given adequate
time to think in the pre-test session.

Some people will defer testing at this stage and
return later for the blood draw, after discussing the test
with their partner, relatives or friends. If a client is not
ready to undergo testing, he/she may wish to discuss
VCT with his/her partner or family and return at a
later date. When a client has a steady partner, he/she
may prefer to return with the partner to be tested
together. This approach is beneficial as it allows cou-
ples to make decisions together about safer sex. 
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F i g u r e  2
The VCT Implementation Process

1. General HIV education in the community
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Future planning and care of children and dependents



PO S T-TE S T CO U N S E L I N G

When simple/rapid tests are used, HIV test results
may be available shortly after the specimen (blood,
saliva or urine) is taken, or later on the same day. If
testing is done at a central laboratory, clients may have
to wait as long as two weeks for their test result.

If the client feels unprepared to receive his/her
results, he/she should be given a future date to return.
It may also be appropriate for him/her to bring a 
supportive friend or relative.

Whatever the result, post-test counseling should
always be given. The two main objectives of the 
post-test counseling session are (1) support, and (2)
prevention of HIV transmission. Post-test counseling
accomplishes this through discussion of the result,
sharing information and encouraging safer sex prac-
tices. Immediate plans, intentions and actions should
be reviewed and follow-up plans discussed. In some
circumstances, counseling sessions may last only 15
minutes. In view of the emotional consequences 
associated with giving an HIV test result, it may be 
necessary to allow up to 60 minutes for post-test
counseling for some people.

Positive results
The following suggestions can aid counselors

(either immediately at the post-test session or during
follow-up counseling) when a result is seropositive:

Give results simply, clearly and humanely.

Allow time for the result to sink in.

Discuss the meaning of the result for the client.

Discuss the personal, family and social implications
—including whom, if anyone, to tell.

Deal with immediate emotional reactions.

Check that adequate immediate support is 
available.

Discuss follow-up care and support, which may
include:

 Ongoing counseling

 Counseling of other family members and 
partners

 Social support

 Legal advice

 Referral for screening and treatment of STDs

 Family planning counseling

 Special services for pregnant women

 Medical referral, including TBPT

Develop a personalized risk-reduction plan, includ-
ing  prevention of HIV transmission to partners
who may be uninfected or untested, and use of
safer sex practices (these areas may be dealt with in
more depth during follow-up counseling).

Identify options and resources.

Receiving a seropositive test result is often shocking
and distressing. The client may be unable to take in
large amounts of information at this time. To be sup-
portive, the counselor should concentrate on showing
empathy and conveying some measure of hope. The
counselor must listen to—and hear—what the client is
saying, and encourage him/her to voice his/her
thoughts and worries. People’s reaction to receiving a
positive result will vary. Some may cry; others swear;
some remain silent. The counselor may feel uncom-
fortable if the client starts crying, but can indicate that
crying is alright by giving him/her some time to
absorb the news. Sometimes, touching the client in a
soothing manner can help, such as putting a hand on
a client’s shoulder for a moment. 

The counselor should explore the client’s immedi-
ate plans, and ensure that he/she will have adequate
support. It is often very helpful to have a follow-up
session after a few days, when the client has had time
to reflect on the implications of the test result, and can
discuss future plans, needs and follow-up.
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Negative results
Although the client will be relieved to receive a

negative test result, it is necessary to discuss repeating
the test after three months if he/she has had unpro-
tected sex in the three months before testing. This is
the “window” period, during which a test may be 
negative, even though the client may have contracted
HIV. It is also important to discuss sexual partners’
serostatus. If this is unknown or positive, he/she will
still be at risk of HIV infection and discussion of safer
sex is important. If the client has a steady sexual 
partner, the benefits of sharing results and testing the
partner can be reviewed.

Intermediate/indeterminate results
Any serum that tests seropositive in the first test—

but seronegative in the second test—should be retested
using the two assays. Concordant results after repeat
testing will indicate a positive or negative result. If the
results of the two assays remain discordant, the serum
is considered indeterminate. Fortunately, indetermi-
nate results are rare. Serum from people with advanced
immunosuppression and signs of disease occasionally
will give an indeterminate result due to a decrease in
antibodies. In these circumstances, a repeat test will
usually be unnecessary and a presumed positive result
can be given on clinical grounds.

If the person is asymptomatic and has an indeter-
minate result on initial screening, a second blood 
sample should be taken after two weeks or more. If the
second result is also indeterminate, it should be tested
with a confirmatory assay (Western Blot or similar
assay). But if this result is also indeterminate, longer
follow-up may be required at three, six, or 12 months.
This will cover anyone who may have been in the win-
dow period. If the result remains indeterminate after
one year, the person is considered to be seronegative.

The counselor must discuss the uncertainties
associated with an indeterminate result with care and
sensitivity. A follow-up plan must be made, explaining
when the follow-up blood tests will be taken. Safer sex
should be advised with all partners, regardless of their
serostatus.

ON G O I N G CO U N S E L I N G A N D
PS YC H O S O C I A L SU P P O RT SE RV I C E S

Some people will require ongoing counseling and
support upon learning their HIV status. In a Zambian
study, fewer than 30 percent of people who tested
seronegative received further counseling sessions, while
more than 50 percent of those who tested seropositive
sought further counseling.7

People turn to different sources for ongoing sup-
port after testing. Rather than confiding in their 
partners, women often turn to female relatives and
men to male friends and relatives. Church-based and
other religious groups provide spiritual support. This
is important for many HIV-infected people in both
developing and industrialized countries.8 In sub-
Saharan Africa, many people seek the help of tradi-
tional healers, who can work closely with counselors
and health workers in providing ongoing support and
care for people with HIV.

For people who test seropositive in developing
countries, the most commonly expressed concerns are
medical.9 Even if asymptomatic, people worry about
becoming ill and not having access to medical care.
Many have seen HIV-infected friends or relatives suf-
fer painful, undignified deaths, and fear this for them-
selves. VCT should therefore be linked with health
care services such as palliative and home-based care
services, and services providing social support. Other
common concerns include the need for material sup-
port, especially for widows who care for orphans and
sick dependents. The AIDS Support Organization
(TASO) in Uganda found  clients ranked the need for
financial and material support higher than ongoing
emotional support following VCT. 10
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T H E  T E S T I N G  
P R O C E S S

The diagnosis of HIV has traditionally been made
by detecting antibodies against HIV. A wide range of
HIV antibody tests are available today, including
ELISA-based tests and many newer, simple and rapid
HIV tests.

ELISA TE S T I N G

The most commonly used HIV-antibody testing
method is the enzyme-linked immunosorbent assays
(ELISA). The original ELISA tests used single recom-
binant antigens; with positive specimens usually 
confirmed using Western Blot technology, which is
technically difficult, time-consuming and expensive.
WHO has recommended testing strategies that show
ELISA alone gives adequate sensitivity and specificity
in high-prevalence areas.11

ELISA tests were originally developed for blood
screening, and these assays are suitable for batch test-
ing (40 to 90 specimens per run, as many as several
hundred specimens per day). This test has become
routine in developed countries with centralized blood
transfusion services, and has been gradually intro-
duced in many developing countries for screening
donated blood. But various elements are essential if
ELISA is to perform accurately. Laboratory equipment
such as pipettes, microtiter trays, incubators, washers
and ELISA readers must be available. A constant sup-
ply of electricity and regularly maintained equipment
are needed. Validity of the test results depends on
skilled technicians who can, for example, pipette with
accuracy, operate the equipment and prepare the 
necessary reagents. Storage at 2-8°C is needed, since
ELISAs are vulnerable to temperature fluctuations.
Reagents must attain 18-25°C for optimal reaction,
but cannot be stored at this temperature, since their
activity declines.

SI M P L E/RA P I D TE S TS

More recent advances in technology have led to the
development of various rapid tests. Some use the same
basic biochemistry, while others use simple agglutina-
tion techniques. Most come in a kit form that requires
no other reagent or equipment and allows a single test
to be performed (as opposed to batch testing). Because
they are easy to use, staff can perform these new tests
with minimal laboratory training. Some may also 
be stored at room temperature. Furthermore, their
diagnostic performance is comparable with traditional
ELISAs.

Advantages of using 
simple/rapid tests in VCT settings

Several evaluations12 have demonstrated that sim-
ple/rapid tests perform similarly to ELISA tests. Errors
in HIV antibody testing can be due to specifications
in the tests, errors in the laboratory or clerical errors.
Operational studies examining the use of simple/rapid
tests in developing country settings—such as the
AIDS Information Center (AIC) in Uganda—indicate
that most errors are clerical and results of the
simple/rapid tests are comparable to those of ELISA.13

Although the cost per individual simple/rapid test
may appear higher than the cost per ELISA test kit,
considerable savings can be achieved in situations
where small numbers of tests are made. Often, many
of the tests in the multiple ELISA test assays are not
used and, when accurate costs are computed, the use
of simple/rapid tests is more cost-effective.

Compared with the technically more difficult
ELISA tests, the simple/rapid tests are easy to perform
and interpret with less chance of error, thereby giving
more accurate results overall. The majority of
simple/rapid tests will give a preliminary result within
a few minutes. Definitive results can also be obtained
quickly if alternative simple/rapid tests are used for
confirmation (see WHO testing strategies II and III).

All tests should be selected from the list of WHO
recommended assays. They should also have been
checked by a reputable national research laboratory to
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determine performance under local conditions and on
local sera. Based on these results, a testing strategy
should be specified that clearly states the following:

After testing with one rapid test, all samples testing
negative shall be reported as negative.

After testing with one rapid test, all those testing
positive shall be subjected to a second and different
rapid test.

Those testing positive by the second test shall be
reported as positive.

Those testing negative by the second test (but 
positive by the first test) shall be subjected to a
third test (the tie-breaker).

This strategy must be tested and proven accurate
against a “gold standard.” Verification can be carried
out by the national research institution. An example of
this process was provided by the AIDS Information
Center in Uganda.14

It is important to emphasize that although HIV
antibody testing is highly sensitive and specific, all
seropositive results from one test must be confirmed
by an additional, different test.15

V C T  M O D E L S  
Different models of VCT are available; choice will

depend on the needs of the community, HIV sero-
prevalence and stage of the epidemic, attitudes and
political and community commitment to VCT, avail-
able financing and existing VCT resources.
Community acceptance of PLHA should also be fac-
tored into any decisions.
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VCT Sites
VCT is being carried out in various settings
in industrialized and developing countries,
depending on needs and resources, includ-
ing:

Freestanding sites

Hospital services

NGOs within the hospital:

Integrated into general medical services
as part of specialist medical care
(STD, dermatology or chest clinic;
antenatal and family planning services,
etc.)

Part of the continuum of care/home-based
care (including palliative care services)

Health center (urban or rural)

Private sector (clinics and hospitals) 

Workplace clinics

Legal requirements: pre-employment,
pre-travel, pre-marital

Youth and school health services

Health services for vulnerable groups:

Sex workers

Prison populations

Refugees

Men who have sex with men

Children and orphans

Self testing/home testing

Research project/pilot project:

Associated with antenatal services and
interventions

Associated with tuberculosis service
and TB preventive therapy

Blood transfusion services



S E T T I N G  U P  V C T  
S E R V I C E S

A conducive health system and an informed, 
supportive community are necessary to successfully
implement VCT. Community and health system plan-
ning are as important as planning for the intervention
itself. In setting up VCT services, the following steps
lead to success:16

Ensure political commitment and institutional
ownership. If VCT interventions are being
planned, there must be increased awareness about
the benefits of knowing one’s serostatus. It is also
important that national policy and strategy plans
support VCT. Institutions should authorize VCT
as an integral part of service provision. In many
areas, social mobilization efforts to educate the 
targeted populations have been shown to be a vital
part of implementation; this requires political 
commitment.

Identify implementation team. A team, or focal
point, at the institutional or project level must be
identified to develop any implementation, coordi-
nate VCT development, ensure the acceptability of
the service among health care staff and provide
monitoring and evaluation of services once they are
in place. The team may include members from a
variety of disciplines, including administrative,
VCT staff, spiritual leaders and counselors (such as
the hospital pastor), health care staff already
involved in counseling, community groups and
NGOs assisting HIV care and support. PLHA will
also be able to make an important contribution.

Raise awareness and invest in skills development
for health care workers. Even health care workers
have a poor understanding of the benefits of VCT.
They may be reluctant to undergo testing them-
selves, yet have personal and family worries about
HIV.17 It is essential to provide appropriate training
in general and specific counseling skills.

Identify existing resources. When planning VCT
services, it will be important to identify existing
resources (including physical/infrastructure, per-
sonnel and financial resources and existing and
support services). There is already a wide range of
services in many areas with high HIV prevalence,
but coordination and communication between
them is often poor. It may be appropriate to use

the expertise gained from these existing services in
planning a more widely available program. But if a
completely new service is planned, the most appro-
priate models for the community’s needs should be
considered. It will also be important to have an
inventory of support and care services for referral
of seropositive people.

Securing adequate long-term financing. If VCT
services have been implemented and are found to
be acceptable, demand will be created. Long-term
funding must therefore be ensured before services
are started. Estimates of the cost of VCT in devel-
oping countries range from US$8 to US$29 per
client. In poorer countries heavily affected by HIV,
it is unlikely that VCT will soon become affordable
for all people, or that a significant proportion of
the costs can be met by “cost recovery” initiatives.
Subsidy schemes may therefore be necessary. In
lower-prevalence or middle-income countries, such
as those in South America and Asia, partial- or 
full-cost recovery may be an option. While studies
show the main costs of VCT provision relate to
labor and infrastructure, VCT has been shown to
cost less per HIV and STD case averted than inter-
vention strategies that do not include counseling.18

ORG A N I Z AT I O N A L ST E P S

Choice of site
The choice of VCT site will depend on existing

facilities and available resources.

Coordination
A system must be established to ensure coordina-

tion between VCT and HIV care and support services,
so that each is informed of the other’s needs and 
problems and confidential information-sharing about
treatment is assured.
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Selecting and training staff
Organization of training and ongoing counselor

support must be arranged. Initial training courses 
typically last from one to two weeks. To manage 
psychological issues arising from VCT, counselors need
courses that equip them with:

Thorough knowledge of HIV/AIDS and informa-
tion on how to get updates.

Familiarity with the logic and content of pre-test
and post-test counseling processes.

Skills to break bad news, and contain the immedi-
ate and mid-term consequences.

Ability to work with families in crisis.

Discussion of “taboo” topics, such as sex, death and
bereavement, anticipatory planning, etc.

VCT management in the context of ongoing work.

Ability to identify and manage psychological
sequelae of risk recognition—anxiety, depression,
suicidal thinking, grief, etc.

Information for linking with local and national
community resources in ongoing care and support.

Such courses may be intensive sessions or involve
regular seminars on a part-time basis. Experience
has shown that role-playing, active participation in
discussion, feedback and case study examples are
essential to assist trainee counselors in identifying and
working through the key issues that arise in counsel-
ing management. 

Counselor monitoring and support
Regular case monitoring or supervision in difficult

situations and cases is critical to ensure counseling
quality and identify needed training and support.
Guidelines for evaluating VCT implementation, skills,
content and level of supervision and counselor support
have recently been successfully field-tested and pub-
lished by UNAIDS.19

Work stress and burnout are inevitable among
HIV/AIDS health workers of all disciplines in poor or
resource-constrained areas, or when caseloads are very
high and mounting.  Under the same conditions, 
attrition of health staff is high.13 Access to supporting
supervision and burnout prevention techniques are
vital for the sake of the counselor and client.13

Record keeping and 
ensuring confidentiality

Clients may be seen by different counselors for pre-
and post-test counseling and ongoing emotional and
health care. A system must be in place to ensure that
health care workers who need access to test results and
case notes have it, while ensuring that confidentiality
is not breached. Otherwise, clients’ needs may not be
met. Adequate liaison and cross referral should be
planned and encouraged between health care workers
and counselors.

Choice of testing strategy
Consideration must be given to the most 

appropriate testing strategy—always ensuring that a
quality-control system is in place.  All seropositive
tests are confirmed before a definitive result is given.

Organizing a distribution 
and supply system

A system for distribution and supply of both HIV
test kits and reagents (if required) and  consumables
such as syringes, gloves, vacutainer bottles, disposable
pipettes, etc., should be organized. Regular supply,
secure storage, distribution and accounting must be
ensured.

Record-keeping systems must be designed to ensure
confidentiality of HIV-related data.

Adapting or developing
guidelines on quality assurance

Guidelines to ensure the quality of the HIV testing
strategy and the counseling content will need to be
adapted for the particular setting.
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C O U N S E L I N G  F O R
PA R T I C U L A R  N E E D S

CO U N S E L I N G F O R PR E V E N T I O N

VCT has been shown to help people change their
sexual behavior to prevent HIV transmission.20-26 In
some high-prevalence countries, people often assume
that they must already be infected and therefore do
not bother using safer sex practices. But even in these
areas, the majority of people will test seronegative,
presenting an important opportunity for counseling
on safer sex and HIV prevention. In these cases, VCT
can play an important role in the prevention of HIV
transmission.

PR E M A R I TA L CO U N S E L I N G
A N D TE S T I N G

Several countries in Asia and sub-Saharan Africa
have proposed that couples undergo VCT prior to
marriage. A voluntary program already exists in 
some of these countries, and many church groups
and religious organizations support premarital VCT.
Premarital VCT can help in future planning and 
decision-making about having children. Those who
test seropositive should not be discriminated against.
Both partners should undergo testing voluntarily,
understand the implications of the test and decide
what they will do whatever the outcome. 

CO U P L E S CO U N S E L I N G

Some countries have promoted counseling couples
together to facilitate disclosure and safer sex behavior.
Although this has been shown to be successful in
reducing HIV transmission, counselors should be
aware of barriers to couples counseling and worries
about the fate of seropositive women. (Couples 
counseling is also discussed in the sections on MTCT
and barriers to testing.)

Some people do not want to be tested with their
partners and  may not come forward for testing.
While couples counseling should be encouraged,
counseling approaches should be flexible and respect-
ful of different needs.

TY PE S O F CO U P L E S CO U N S E L I N G

Premarital

Couples counseling associated with MTCT
and other interventions

Married couples or regular partners

Serodiscordant couples

Same-sex couples

Disclosure of one’s HIV status increases both prac-
tical and emotional support for those who test
seropositive.27 Sharing one’s HIV status with one’s sex-
ual partner is important in order to make appropriate
changes in sexual behavior to reduce HIV transmis-
sion. Revealing serostatus often takes time, and disclo-
sure to spouses or partners can be problematic for a
number of reasons—including fear of reprisals, stigma
or loss of economic and emotional support. Special
counseling and support are needed to explore these
barriers to disclosure and facilitate communication
between couples.

Many couples will have discordant results. This is
often not understood; partners may believe that both
should have the same result. Counseling discordant
couples poses special challenges. These include assist-
ing the couple to cope with their emotional reactions,
helping them develop a plan to not only protect the
seronegative partner, but also to help the HIV-positive
partner live with the infection. Family planning  must
be discussed. 
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CO U N S E L I N G F O R
CH I L D R E N A N D FA M I L I E S

HIV testing of infants must be considered carefully,
because diagnosis is difficult in children under 16
months, and there are implications for the mother and
the rest of the family.

All children born to HIV-positive mothers will
have maternal antibodies for HIV at birth. They will
test seropositive using ELISA or simple/rapid testing,
but are not necessarily HIV-infected. The mother’s
antibodies start to disappear when the baby is nine
months to 15 months old. HIV antibody testing is
therefore recommended after 16 months. Testing that
identifies viral components (such as polymerase chain
reaction [PCR] or viral culture) can detect HIV 
infection in an infant four to six weeks old. More than
90 percent of perinatally infected infants will have a
positive DNA PCR by the time they are four weeks
old, and by six months, PCR has a sensitivity of
approximately 99 percent.28,29 But these techniques 
are expensive and difficult to perform; they require
technical expertise and complex laboratory equipment.
They are not widely available in developing countries,
but may be available in the private sector or research
institutions.

Counseling and testing 
children born to HIV-infected mothers

When known seropositive mothers are given
interventions to prevent MTCT, up to 10 percent of
children will be infected despite the intervention.
(See Chapters 17 and 18 for in-depth discussion of
MTCT.) In this situation, the mother will already
know her seropositive status and may have already
shared this with the baby’s father. Even if a mother 
has received antenatal counseling, she may still need
support to deal with many outstanding anxieties and
problems. These issues may need to be addressed over
the weeks and months following testing.

SPE C I A L CO N S I D E R AT I O N
WH E N CO U N S E L I N G
A N D TE S T I N G CH I L D R E N

Future medical care of child

Emotional support of the child, including
dealing with his/her illness and parental
illness or death

Anxieties about other children in the family
who may be infected

What and when to tell the child

What to tell siblings and other family 
members

Coping with stigma and discrimination at
school and in the community

Future plans—what to do if the child’s
mother or father becomes ill or dies

Provision for the child’s future. Making
a will and dealing with issues around
“property grabbing”

Testing children as “index cases”
The possibility of infection in a child may be the

first indication that HIV is a problem in the family.
If an infant tests positive, his/her mother will almost
always be infected too—and the father will probably
also be infected. Siblings may also be infected, leading
to worries for future children. If older children are
found to be seropositive, there may be anxieties 
about child sexual abuse, especially if the mother is
seronegative.

AD O L E S C E N TS

HIV-infected adolescents may have become
infected during infancy or childhood, in a number of
ways. Some children who were infected with HIV at
birth or through breastfeeding survive into their teens.
In countries where antiretroviral (ARV) therapy is
available, some HIV-infected children have reached

564 C H A P T E R  T W E N T Y - T H R E E — C o u n s e l i n g , Te s t i n g  a n d  P s y c h o s o c i a l  S u p p o r t



adulthood and had children of their own. Other chil-
dren may become infected through tainted blood
products, surgical procedures, sexual abuse and incest.
Many young people also begin sexual relationships
with their peers—or older sexual partners—in their
early teens. Young girls are particularly vulnerable to
HIV infection: immaturity of their reproductive tract
facilitates HIV transmission. In some settings, poverty
necessitates exchanging sex for food or school requi-
sites. (Chapter 26 focuses on care and protection pro-
grams for vulnerable children.)

A child (defined in most countries as younger than
15 years of age) or adolescent (less than 18 years) will
usually require parental or guardian consent before
testing. While legal requirements vary, counselors must
protect the rights of adolescents by ensuring that they
have freely agreed to VCT, fully understand the 
meaning of the HIV test and its implications and that
appropriate post-test support will be available.
Counseling adolescents poses particular challenges due
to their age, the sensitive nature of adolescent sexuality
and the need to guarantee voluntary informed consent.
(See Chapter 7 for more information about youth
intervention programs.)

In some sub-Saharan African countries where
children and adolescents have been tested as part of an
HIV prevention campaign or blood-donor recruit-
ment, teachers have given consent. This practice may
not be considered appropriate or ethical, and is not
supported by UNAIDS. Wherever children test
seropositive, they should not be discriminated against,
either at school or at home, and should be given ade-
quate ongoing emotional support.

SPE C I A L CO N S I D E R AT I O N S
WH E N CO U N S E L I N G
A N D TE S T I N G AD O L E S C E N TS

Parental consent may be required

Diagnosis and treatment of other STDs

Potential history of child sexual abuse

Particular vulnerabilities and emotional
needs of adolescents 

Stigma and discrimination at school and
home

Lack of support groups/services available for
young people

MTCT IN T E RV E N T I O N S
A N D AN T E N ATA L IN FA N T-FE E D I N G
OP T I O N S

ARV interventions for preventing MTCT
Antiretroviral (ARV) therapy interventions are

being implemented at pilot sites in many countries in
sub-Saharan Africa, and are more widely in Asia and
Latin America. If ARV is available, and if a pregnant
woman must decide whether she needs it, she must
first know and understand her HIV status. VCT is
therefore
considered an essential element of services for women
in antenatal clinics.

Although pregnant women will require the same
information as other people in pre- and post-test
counseling sessions, additional areas must be explored.
These special considerations include:

Disclosure. Sharing results with the baby’s father/
her partner and close family members requires sen-
sitive counseling. Interventions to reduce MTCT
may involve changing infant-feeding methods 
that will make it difficult to conceal a seropositive
status. Sharing HIV results during pregnancy
should be encouraged if women have adequate
emotional support.
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Reinforcing safer sex messages to all women and
their partners. Even in high HIV-prevalence areas,
the majority of women tested during pregnancy
will be seronegative; this is an opportunity to rein-
force safer sex messages. Women who become HIV
infected during pregnancy or during breastfeeding
are at increased risk of transmitting HIV to their
babies, due to the high viral load associated with
acute infection.30

Promotion of couples counseling and testing.
Where MTCT interventions are available, antena-
tal testing should always be offered to couples. If
women are tested alone, if their partners refuse to
be involved in the VCT process, or if they feel
unable to disclose their serostatus to their sexual
partner, it becomes harder for women to take full
advantage of the benefits of VCT. They will have
difficulties making decisions about using safer sex
practices, planning for their own and their families’
futures, accessing care and support and making
informed infant feeding choices. But most women
do test alone in MTCT pilot projects, and disclo-
sure to partners occurs infrequently. Testing women
individually should be the exception (at the
women’s request), and not the rule. But the deci-
sion to test as a couple should always rest with the
woman.

Infant feeding counseling
Thirty percent to 35 percent of MTCT occurs

through breastfeeding. It is therefore important that
even in settings where ARV interventions are not avail-
able for pregnant women—but where they have access
to VCT—they be advised of all available infant-feed-
ing options. Even in the highest prevalence areas, the
majority of women will test seronegative. It will be
important that the positive aspects of breastfeeding are
reinforced to this group, and not diluted by the pro-
motion of non-breastfeeding options. It also must be
emphasized that, although they are seronegative at the
time of testing, they may still be vulnerable to HIV if
they do not know the serostatus of their partners (up
to 25 percent of couples have discordant results) or if
their partners have other sexual partners and do not

use condoms. If they become infected during the ante-
natal period or during breastfeeding, they have a high
risk of passing the infection on to their infants. (See
Chapter 19.)

The decision whether or not to be tested must
always be informed and voluntary. Some women will
choose not to know their status. This decision must be
respected and supported. If a woman is unaware of her
status, she should usually be encouraged to breastfeed
her infant.

CO U N S E L I N G F O R TU B E RC U LO S I S
PR E V E N T I V E TH E R A P Y (TBPT)

In many countries, TB is the leading cause of death
in people with AIDS. In countries where TB is com-
mon, many people will have been infected, sub-clini-
cally, during childhood and adolescence. If they then
become infected with HIV, a reactivation of this latent
TB infection can occur causing clinical disease (active
TB). It has been shown that tuberculosis preventive
therapy (TBPT) can reduce the incidence of clinical
TB in people with HIV by 50 percent.31 It is, however,
important to screen people for clinical TB before
TBPT is given. WHO and UNAIDS recommend that
TBPT (with daily dose of isoniazid for six months)
should be offered to HIV-positive people following
VCT.32 Other preventive therapies can also be offered
during the post-test counseling session, such as cotri-
moxazole (Septrin/Bactrim) prophylaxis, which is rou-
tinely given to people with CD4+ counts of less than
200 in industrialized countries for prevention of pneu-
mocystis carinii pneumonia (PCP). In developing
countries, prophylactic administration of cotrimoxa-
zole may prevent common bacterial infections in peo-
ple with symptomatic HIV disease. Initial promising
results from Côte d’Ivoire have shown that cotrimoxa-
zole prophylaxis may reduce morbidity and mortality
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in HIV-infected people.33 Specific information about
adherence to therapy and possible drug interactions
and adverse effects should be discussed with clients
during the post-test counseling session.(Chapter 25
provides information about management of HIV and
its complications.)

VU L N E R A B L E GRO U P S

Injection drug users (IDUs)
HIV prevention and care for IDUs already infected

is complicated by discrimination and marginalization
of this group. Their VCT services are poorly devel-
oped, often with great resistance to testing because of
fear of discrimination, a lack of voluntarism, and con-
fidentiality.. (See Chapter 22 for in-depth information
about risk reduction in IDUs.)

PRO B L E M S AS S O C I AT E D WI T H
VCT F O R IDUS

Seen as a low priority and lack of political
will

Lack of acknowledgment of HIV as a prob-
lem among IDU population

Lack of resources and services available

Illegality of IV drug use

“Hard to reach” population

Psychosocial problems frequently associated
with IDU

Punitive rather than prevention and care
approach to IDU

Needs of IDUs in prisons ignored

Mandatory testing before medical and 
psychosocial treatment or entry to prison

Commercial sex workers (CSWs)
In many countries, directing care and support to

CSWs has been considered an important approach in
HIV prevention. Offering VCT, STD screening and
treatment, group discussions about prevention and
free condoms for HIV-negative sex workers can help
increase condom use and reduce the incidence of HIV
and other STDs. (Chapter 8 focuses on reducing HIV
risk in sex workers and their clients.)

SPE C I A L CO N S I D E R AT I O N S
WHEN OFFERING VCT TO CSWS

Avoid blame and stigma among CSWs.

Offer comprehensive STD as well as family
planning services.

Target clients of CSWs.

Ensure ongoing support for HIV-positive
CSWs.

Men who have sex with men (MSM)
VCT services for men who have sex with men

(MSM) are well established in Europe and North
America, but few services for these men are available
in developing countries. In many resource-constrained
countries, homosexuality is either not acknowledged
or illegal; the need for VCT among MSM is therefore
ignored. (See Chapter 11 for more information about
HIV prevention activities targeting MSM.)

BE R E AV E M E N T CO U N S E L I N G

Counseling for partners and families following the
death of a loved one is often overlooked in developing
countries. The death of a person from AIDS may give
rise to new problems for surviving friends and family
members. Counseling can help the bereaved person to
discuss and reflect on the changes brought about by
loss, mourn appropriately and enable him/her to look
to the future. Partners and parents of a child who dies
from AIDS may have unresolved fears and concerns
for themselves or other family members, and can be
helped to make decisions about testing. 
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The process of grieving may last many months or
years. But some people find that a single counseling
session can clarify their thoughts and feelings, and
reassure them that they are coping as best they can
under the circumstances. This is particularly true for
people who have other emotional supports, such as
family, friends and church or spiritual support. For
others, several sessions may be helpful. Some people
never completely come to terms with a loss, particu-
larly if it is the loss of a child. In high HIV-prevalence
developing countries, grieving may be more difficult
when there have been multiple losses of friends and
relatives due to AIDS.

BLO O D DO N O R CO U N S E L I N G

Counseling blood donors about HIV is different
from VCT in other settings, because the first concern
is safeguarding the blood supply. Furthermore, blood
donation counseling is not ongoing; one pre-donation
session is usually the rule. This session focuses on 
providing information; however, some personal risk
questions should be asked. Given the limited time of
these sessions, this requires tact and skill for the coun-
selor. Some countries have established systems whereby
blood donors who test seropositive may be referred for
further VCT and needed care. But the practice of
using blood-screening services to learn HIV serostatus
should be discouraged.

I N N O VAT I V E
A P P R O A C H E S
GRO U P IN F O R M AT I O N/CO U N S E L I N G

In situations with limited resources and few coun-
selors, group counseling can increase the number of
people having access to VCT. Group counseling can
provide pre-test information to women in antenatal
settings, couples and groups of people who seek 
services. This may be more aptly described as “group
interaction,” where people learn details about HIV
transmission, risks, testing and interventions, as
“group education” rather than counseling. The
counselor who leads the group session will need skills
similar to those required for individual counseling,
and will also need to cope with the complex dynamics
that may arise in a group.

Although group work has been used successfully as
part of pre-test preparation, it should not replace
individual pre-test counseling; everyone undergoing an
HIV test should have the opportunity to receive indi-
vidual pre-test counseling.  Informing patients of their
test results and post-test counseling should always be
conducted on an individual basis. It may be very
difficult for individuals to discuss personal issues and
fears in a group setting, and people may feel swayed
by the opinion of the group and need time to discuss
their own circumstances.  Individual counseling
should always be available to participants who wish it.

There are many examples of post-test groups where
people gain mutual support from others’ VCT experi-
ences. Again, this should not replace post-test and
ongoing counseling—which should be available to all
people following VCT.

PLHA SU P P O RT GRO U P S

People living with HIV/AIDS (PLHA) describe
feeling empowered by support groups, and state that
the group approach helps them to overcome fears that
can accompany a seropositive result. Support groups
offer a forum for problem solving in areas such as 
coping with stigma and discrimination, relationships,
sexual concerns, care of partners with HIV and issues
related to children and dependents. By sharing their
experiences, group members can give each other new
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perspectives. Some groups provide practical support
and advice on income generation, legal issues and
writing wills. For HIV-positive people in low-preva-
lence countries, where there is little understanding
about HIV in the community, support groups can
play an important role in overcoming feelings of isola-
tion. These groups may or may not be facilitated by a
trained counselor.

HO M E TE S T I N G

Several self-test kits are now available, allowing
people to test themselves for HIV at home. Although
there are advantages to using home collection and 
self-testing kits—they offer privacy and may provide a
service for people who do not seek testing at VCT
sites—they should be used with caution. Users must
understand the need for a confirmatory test and be
informed about the “window” period. Regulations must
be in place to ensure their quality, and self-test kits
should contain clear instructions and be easy to use.

There are also concerns that people using self-test
kits receive no pre-test counseling or access to follow-
up care and support, and that some may be coerced
into testing.

But there are special groups who could benefit
from home testing. These include health care workers
who may be reluctant to be screened for HIV after
occupational exposure because they fear they may
already be infected, and people who may wish to 
self-test before mandatory testing for travel abroad or
issuance of a work permit.

B A R R I E R S  T O  V C T
Although VCT is becoming increasingly available

in developing and middle-income countries, many
people are still greatly reluctant to be tested. This
reluctance is the result of barriers to VCT, which are
discussed below.

ST I G M A

HIV is highly stigmatized in many countries, and
HIV-infected people may experience social rejection
and discrimination. In low-prevalence countries, or
places where HIV is seen as a problem of marginalized
groups, rejection by families or communities may be 
a common reaction. Fear of rejection or stigma is a
common reason for declining testing. Linking testing
with ongoing care and support services, as well as HIV
education and awareness in the community, can reduce
stigma and may contribute to wider acceptance of
VCT. VCT may also be seen as an important way of
overcoming stigma and—as more people become aware
of their HIV serostatus—of normalizing the disease. 

GE N D E R IN E QUA L I T I E S

In many countries, women worry that they would
suffer shame and discrimination if they were known
to be HIV-infected. Many women are particularly
vulnerable, and risk violence, abandonment, rejection
or even loss of their homes and children if their
seropositive status becomes known. The need for 
protection and support of vulnerable women who test
seropositive must be considered when developing
VCT services.

LAC K O F PE RC E I V E D BE N E F I T

Lack of perceived benefit is another common bar-
rier to testing. In poorer high-prevalence areas, many
people do not want VCT. They may be afraid that 
little help will be available to them if they learn they
are infected, and therefore it is better not to know
their serostatus. Linking VCT with comprehensive
care and support services and improving acceptance of
the HIV-infected in the community can reduce this
barrier to testing. Offering interventions to prevent
MTCT once status is known is another major benefit
of VCT.
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M O N I T O R I N G
A N D  E VA L U AT I O N

Most evaluations of VCT have sought to demon-
strate that VCT reduces incidence of HIV infection
and contributes to prevention efforts. VCT efficacy
reports have therefore largely concentrated on out-
comes, such as the role of VCT in modifying sexual
behavior.33-37 But VCT services in developing countries
are often new interventions, with monitoring limited
to attendance reports, coverage and return rates. 

The quality of VCT counseling determines service
outcome. Poor-quality counseling can result in 
misunderstanding and even resistance to change. 

VCT monitoring and evaluation poses special 
challenges because confidentiality is a critical element;
many of the usual assessment techniques are therefore
not applicable. While some measures are presented in
the box below, additional guidance on monitoring and
evaluation of VCT can be found in recent UNAIDS
guidelines cited in the reference list. 

One critical difficulty with the evaluation of VCT
is the complexity of variables influencing pre-test and
post-test behavior. It may be unreasonable to expect
that a few counseling sessions will significantly affect
sexual behavior in the context of gender inequality and
disempowerment. Future counseling evaluation strate-
gies may need to be less linear if the added value of
counseling in VCT is to be appropriately revealed.

OPE R AT I O N A L MO N I TO R I N G
A N D EVA LUAT I O N

In operational settings it is important to monitor
and evaluate the services, both at an individual and
community level.
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OU TCO M E ME A S U R E S

Individual

Reduction in cases of HIV transmission
(either by direct sero-incidence studies or
by proxy indicators, such as rates of STDs
or sexual practices (condom use with 
regular and casual partners, number of
partners, etc.)

Partner/family disclosure

Uptake of partner testing

Uptake of care and support services by
people testing seropositive

Long-term follow-up of people undergoing
testing and their families and children
(social consequences of testing, long-term
coping with HIV infection and future
planning, use of safer sex practices over
time, uptake of family planning and preg-
nancy rates, morbidity and mortality, etc.)

Societal/community responses

Acceptance of HIV in the community and
measure of stigma associated with HIV
infection

Attitudes toward VCT in the community

Operational Factors
At the VCT Sites

Uptake and acceptability of VCT

Quality of counseling

Reliability of testing strategy (including
external quality control)

Stress and burnout among
counselors/health care workers

In the community

Attitudes toward VCT in the community

Uptake of VCT

Availability and quality of community care
and support services



EX A M P L E S O F
PO S S I B L E IN D I C ATO R S

Numerator Denominator
People accepting All people invited
VCT. for VCT.

People returning All people tested.
for test result.

People sharing result All people receiving
with partner. test result.

HIV-positive people All HIV-positive
accessing care and people requiring
support services. services.

E T H I C A L  A N D  L E G A L
C O N S I D E R AT I O N S
PR E-EM P LOY M E N T/PR E-ED U C AT I O N
HIV TE S T I N G

The intention and result of pre-employment testing
is to exclude those who test seropositive. Such testing
is, therefore, an abuse of human rights, but some
employers continue to test job applicants or employees
before sending them for further studies. Some coun-
tries insist on testing people before allowing them
entry to take up a job or studies. Pre-employment
testing is often carried out without adequate pre-test
counseling and informed consent—sometimes without
the knowledge of the person undergoing the medical
examination, who may be unaware that his/her blood
is being taken for HIV testing. (Chapter 27 explores
issues related to HIV and human rights; Chapter 9
looks at HIV prevention in the workplace.)

MA N D ATO RY HIV TE S T I N G

Mandatory testing has been applied to many
groups, including immigrants, migrant workers,
refugees, prisoners, CSWs, IDUs, military recruits and
pregnant women. Mandatory testing has no advan-
tages over VCT, and several disadvantages.

DI S A DVA N TAG E S O F
MA N D ATO RY HIV TE S T I N G

Mandatory testing without informed con-
sent or counseling does not help people
change their sexual behavior to reduce HIV
transmissions to others.

Testing without counseling and follow-up
support can be devastating for those who
test seropositive.  It may lead to depression
and irresponsible actions, including violence
to self and others.

Mandatory testing may lead to a false sense
of security. For example, it is illogical to
require mandatory testing of surgical
patients to “protect” health care staff, as
universal precautions should be applied to
all patients.  In addition, patients who test
seronegative may be in the “window”
period.

Insisting on testing new employees or mili-
tary recruits will not insure that they are
HIV free, as they may acquire HIV infec-
tion during their employment or military
service. It would be better to use resources
to offer care and support to those with HIV
and provide comprehensive HIV prevention
and education programs for employees.

The need to provide evidence of a negative
test result has led to anecdotal reports of
health workers selling negative certificates to
untested people.

Mandatory testing in health care settings,
such as antenatal clinics, may lead to 
mistrust by clients and discourage them
from seeking health care.
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HIV TE S T I N G FO L LOW I N G RA PE

There is a more convincing argument for manda-
tory testing of rapists, as provision of ARV therapy to
rape victims can prevent HIV transmission. But in the
majority of cases it is impossible to test the rapist, as
he is rarely apprehended. The rape victim should
receive counseling in order to get tested for all STDs
including HIV, and to determine pregnancy.

TE S T I N G WI T H O U T CO U N S E L I N G

There may be circumstances in which people
specifically request or decline pre-test counseling—for
example, when they have had previous tests, or say
that they already have enough information. In these
circumstances, people should not be refused testing
and should receive post-test counseling.

DI S C R I M I N AT I O N

An HIV seropositive test result has led to deporta-
tion, or incarceration in some countries. HIV testing
may also be mandatory before receiving a visa 
or pursuing further studies (with a seropositive
result precluding foreign travel and/or education).
UNAIDS/WHO opposes mandatory testing under
any circumstance.

PA RT N E R NOT I F I C AT I O N

India and several other countries now require that
seropositive persons inform their partners of their sta-
tus before marriage.38 A resolution from the Southern
African Development Community (SADC) Health
Sectors meeting in April 1999 proposed that partner
notification and notification of close family members
of people with AIDS (although at this point not HIV)
should be compulsory. Supporters argue that AIDS
notification is necessary to create greater openness
about HIV, and that it will protect sexual partners and
caregivers from becoming infected with HIV. But this
proposal has been criticized within sub-Saharan Africa
and by international human rights and activist groups,
who charge that it will limit people’s rights to privacy
and confidentiality. UNAIDS and its co-sponsors are
currently developing policy options for governments
considering broader notification strategies.

L E S S O N S  L E A R N E D

VCT MO D E L S

All VCT models have both benefits and disadvan-
tages. It is important to support existing VCT services
and help health care structures include VCT among
their services. Advantages of particular programs may
be specific for individual sites, though some general-
izations can be made. Cross-referral between VCT
services should also be considered—for example, 
couples can be referred from MTCT interventions to
free-standing sites for counseling together; sympto-
matic clients can be referred from free-standing VCTs
to clinic-based services for appropriate medical inter-
ventions. Other VCT models such as peer and com-
munity counseling should also be considered.

TR A I N I N G O F CO U N S E LO R S

The type and length of training required to provide
high-quality counseling is still under debate. 

Counseling training programs may be as long as
four weeks (the Kenya association of professional
counselors) or as short as three days (some VCT pro-
grams associated with MTCT interventions argue that
VCT training can be achieved in this time period.).
Those who propose longer training maintain that
counselors who receive inadequate training cannot
handle the complex behavioral aspects of counseling
that may lead to behavior change.

An alternative approach suggested is a cadre of
“health educator/counselors” for routine pre- and 
post-test counseling and “expert counselors” to lend
support with difficult cases and provide support and
supervision.

There is, however, clear agreement that ongoing
support, supervision and training are essential.
Without these, staff motivation, morale and counsel-
ing quality will likely deteriorate. 

It is also important to develop minimum standards
of counselor training. In most VCT sites, monitoring
and evaluation of counseling services consists of
counting uptake and return rates—but more critical
assessments are needed to monitor counseling quality.
These standards may vary, depending on the back-
grounds of trainees. 
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CO U N S E L I N G CO N T E N T

There should be a greater emphasis on client-
centered counseling. The driving force behind VCT
has been its usefulness as a determinant of effective
medical interventions, such as MTCT. This focuses
counseling on a particular aspect of VCT, and may
lead to neglect of the clients’ real needs and concerns. 

HIV TE S T I N G ME T H O D S

New simple/rapid (S/R) technology should be
embraced. S/R using finger prick whole blood allows
testing anywhere, including home-based care.
Algorithms using either initial testing of all samples
with two S/R tests and a third as a tiebreaker, or ini-
tial screening and re-testing of all seropositives can be
considered. All services employing S/R have reported
an increase in demand and return rate, with satisfac-
tion of both clients and counselors. Some individuals
will still decline to be tested or defer testing after 
having their blood sample taken. This choice should
be respected.

Saliva- and urine-based HIV tests are good 
alternatives to blood tests. Both fluids contain HIV
antibodies, the presence of which allows for HIV
detection. They do not require needles, so health care
workers collecting the specimen are at very low risk of
contracting HIV. These samples are also well suited
for people who do not like having their blood drawn,
people with difficult veins, hemophiliacs and those
taking medications that affect coagulation. Although
they are about as accurate as blood-based tests, 
saliva- and urine-based HIV tests are not yet widely
used, in part because of their cost. 

SU P P O RT SE RV I C E S

VCT services should allow referral for ongoing 
support. The following services could be considered:

Emotional support/ongoing counseling

Social support

Medical support

Pre-test and TB preventive therapy (TBPT)

Cotrimoxazole

Family planning

Home-based care (HBC)

Legal counseling/support

Family counseling

IN VO LV E M E N T O F
HA R D-TO-RE AC H GRO U P S

When developing VCT services, particular
consideration should be given to providing accessible
and appropriate services for groups such as:

Men (in MTCT interventions)

Adolescents

Couples

Sex workers and their clients

Injection drug users (IDUs)

IEC,  AWA R E N E S S A N D ADVO C AC Y

Although knowledge about HIV among most age
groups in most communities is very good, there has
been little emphasis on the benefits of VCT. Improved
and appropriate advertising and awareness raising 
are needed. Special emphasis on messages for young
people, couples, sex workers and their clients and
other groups must be considered. The metaphors of
HIV must also change, making the messages softer
and more supportive. Stigma remains the most 
important challenge.

FU N D I N G IS S U E S

Adequate long-term funding is essential to provide
high quality service and maintain staff morale. 
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C A S E  S T U D I E S
“In countries where HIV prevalence is high and

where there are numerous deaths attributed to AIDS,
it is common for many to develop feelings of hopeless-
ness and a misperception that behavior change is
futile. In these settings, the power of positive behavior
change messages may be reinforced by effective HIV
counseling and testing services.”39

UG A N D A:  AIDS IN F O R M AT I O N
CE N T R E (AIC)

The HIV/AIDS epidemic arrived early in Uganda
and hit the country hard. It came in the midst of 
devastation from civil strife and economic hardship.
By the late 1980s, Uganda had the highest rates of
infection in the world. Today, Uganda is recognized
for its effective response to the epidemic. This success
is thought to have resulted from several factors, among
them: (1) An assertive and open response from the
government; (2) Prevention programs implemented by
both the government and NGOs; (3) An active role
for PLHA; (4) Involvement of religious organizations;
and (5) A sustained, high level of support by the
donor community.40 VCT was one of the early 
programs implemented.

Many Ugandans wanted to know their HIV
serostatus after awareness campaigns began in 1986.
At that time, few HIV testing services were available
and even fewer provided counseling. This placed an
enormous burden on the national blood bank, where
individuals interested in knowing their serostatus went
to donate blood. The blood bank was not equipped to
provide counseling and support, and blood donated
under these circumstances proved to be a costly misuse
of the blood banking services.

Several organizations met and discussed the need
for anonymous and voluntary counseling and testing.
As a result, the AIDS Information Centre (AIC)
opened in February 1990, with the philosophy that
knowledge of one’s HIV infection status is an impor-
tant intervention and prevention strategy.41

AIC originally offered well-planned VCT services
with informed consent and a referral system for more
comprehensive care and support. This referral system
was developed in consultation with other NGOs, com-
munity-based organizations, hospital directors, PLHA
organizations and various other service providers.

Today, AIC provides a wide range of services:
VCT using rapid testing with same-day results,
syndromic management of other sexually transmitted
diseases (STDs), condom education and distribution,
tuberculosis education and referral, family planning
information, psychosocial and medical services
through the post-test club, initiatives to promote VCT
and sustain behavior change, food supplementation,
peer support through the post-test club and special
services for couples with discordant HIV results. In
addition, AIC offers training for a variety of service
needs, including integration of rapid testing with pre-
vention counseling into other clinical services.

Since it began operations a little over a decade ago,
the AIC has served more than 500,000 clients. 

Lessons learned
VCT services utilizing rapid test are feasible, cost
beneficial and acceptable to clients and counselors.

Rapid testing and counseling increase availability
and demand for VCT services.

Counseling should be prevention-focused and
include risk-reduction planning.

Ongoing support through a post-test club helps
HIV-positive clients cope with infection and helps
HIV-negative clients adopt and maintain safer
behavior.

Active referral systems can be established and 
maintained to provide additional support and 
care services by prevention and care partner
organizations.

Monitoring is essential to maintain quality control
for counseling and testing services.

VCT services should be part of a comprehensive
HIV prevention program.

When first establishing services, anonymity is
important; confidentiality is always critical in 
assuring trust and creating demand. 
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Integrating other services—such as treatment for
STDs and education and referral for tuberculosis
diagnosis and treatment—are feasible and well
received by VCT clients.

A computerized information management system
is crucial for monitoring services and helps quality
control and evaluation activities. 

MA L AW I:  MA L AW I AIDS CO U N S E L I N G
A N D RE S O U RC E ORG A N I Z AT I O N
(MACRO)

Perhaps fewer than 10 percent of African PLHA are
aware of their infection. This lack of knowledge limits
access of infected individuals to supportive care and
prevention therapies, and is an important factor in the
spread of AIDS. In Malawi, VCT has been available in
Lilongwe since 1992 and in Blantyre since 1994
through the Malawi AIDS Counseling and Resource
Organization (MACRO), an NGO supported by the
Ministry of Health and donor organizations.

VCT use remained very low from 1992 to 1999.
During 1999, 5,663 clients received VCT services—
but only 69 percent received their test results and
additional counseling. Thus, the problem of low uti-
lization was compounded by a low rate of return for
test results. Off-site testing in a central laboratory
resulted in delays in receiving test results. These prob-
lems are not unique to Malawi or to Africa: In the
United States, fewer than 70 percent of clients tested
return for HIV test results in most settings. 

In addition to these problems, supplies of test kits
at the Malawi laboratory were inconsistent and 
inadequate. Even returning clients sometimes could
not receive their results, because laboratories lacked
enough supplies to conduct tests. 

The Ministry of Health and MACRO, in collabo-
ration with the U.S. Agency for International
Development (USAID) and the Centers for Disease
Control and Prevention (CDC), in late January 2000
introduced the onsite use of simple, rapid, whole-
blood, finger-prick testing with immediate confirma-
tion for HIV. A prevention counseling protocol
was developed, and counselor training conducted for
same-day counseling with same-day test results.

Almost overnight, demand for services increased
dramatically. By the end of December 2000, testing
increased fourfold to more than 21,400 clients. The
number of clients receiving their test results and 
additional prevention counseling increased sixfold.
More than 99 percent received their test results with
additional prevention counseling.42

Lessons learned
An HIV rapid, whole-blood, two-different-test
algorithm conducted onsite provides results equiva-
lent to ELISA testing with confirmation conducted
in a reference laboratory.

This test algorithm provides confirmed results for
both HIV-negative and HIV-positive clients on the
same visit, eliminating the need to return two
weeks later for test results and post-test counseling.

Quality prevention counseling can be provided;
both clients and counselors attest to the improved
service delivery of the new strategy.

HIV rapid testing with counseling promotes both
prevention and earlier access to care and support.

The test used in this algorithm is simple and rapid,
requires no electricity to process, no refrigeration
for storage, has a long shelf life and can be con-
ducted by a trained counselor.

A computerized information management system is
crucial for monitoring services and aiding quality
control and evaluation efforts.

This VCT strategy can dramatically increase access
to and use of VCT services throughout Africa and the
rest of the world—especially in rural areas—even in
such developed countries as the United States.
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SU M M A RY

VCT serves as a cornerstone and vital entry point
for early access to prevention, care and support serv-
ices. Testing should not be considered or implemented
as a separate program, but as a key component in a
comprehensive HIV/AIDS prevention strategy.

The public health need for a rapid HIV testing
algorithm with prevention counseling is as important
in the United States and other developed countries as
it is in Africa. VCT use must be increased for HIV
prevention, care and treatment.  But slow results cause
low return rates, with their impact on care and treat-
ment. The Uganda and Malawi VCT approach offers
the rest of the world a successful strategy in our war
against HIV/AIDS. 

These case studies were written by Carl Campbell,
Senior Public Health Advisor, Chief, Voluntary
Counseling and Testing Activity, Global AIDS Program,
Centers for Disease Control and Prevention.
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I N T R O D U C T I O N

Many people with AIDS are cared for at home—not necessarily because
they wish that, but because the scale of the HIV/AIDS epidemic and the
inadequacy of health budgets in developing countries require it.

At its best, supported home care allows patients to remain in familiar 
surroundings with loving family members during repeated illnesses and to
die with peace and dignity. At its worst, home care is a euphemism for
home neglect, with patients unable to gain access to, or discharged from,
the health system and abandoned at home to die without support, hidden
to avoid prevailing AIDS stigma. This chapter outlines HIV/AIDS care
needs and the home care gap, explores the definition of home care and
various home care models in development and discusses their drawbacks
and advantages.

A N  O V E R V I E W  O F  T H E  C R I S I S

As HIV/AIDS epidemics grow, the burden of coping with the patient 
falls increasingly on family members, who often have limited information,
equipment and access to drugs and other necessities. As expenditures
rise, families can quickly become impoverished—losing productive jobs,
household and subsistence labor.

H I V / A I D S  C A R E  N E E D S  A N D  T H E  H O M E  C A R E  G A P

There is a huge—and growing—gap in HIV infection rates and AIDS
deaths between rich and poor nations. Many countries have developed
home care services through hospital outreach, both as new programs and
as extensions of existing ones. But the number of people developing AIDS
is growing more rapidly than the increase in services—a phenomenon that
has led to what may be termed the “home care gap.”
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HO M E CA R E MO D E L S

Different settings may require different models of home care, but it is
essential that any model be cost-effective and sustainable, capable of being
scaled-up to meet growing needs as the epidemic escalates and provide a
basic minimum quality of care. There are five general models of home
care, each with possible drawbacks and advantages:

Hospital outreach

AIDS service organization (ASO), non-governmental
organization (NGO)

Church-based

Community-based

People living with HIV/AIDS (PLHA) network

FI N A N C I A L CO S TS A N D CO N S I D E R AT I O N S

Developing countries are often forced to rely on home care because the
governments cannot afford more sophisticated services. But home-based
care also imposes considerable costs on patients, their caregivers and their
families. Actual costs often are not monitored carefully, nor are the pro-
grams evaluated for cost-benefits and cost-effectiveness. It has been noted,
however, that home care programs with many volunteers need not cost
much more than programs working with few volunteers, and the scale of
service and potential for sustainability are notably higher. In addition,
community-based programs are substantially cheaper than institutional
programs that rely on professional service providers.

C H A R A C T E R I S T I C S  O F  Q U A L I T Y  H O M E  

C A R E :  L E S S O N S  L E A R N E D

The basics of holistic AIDS management and optimal home care include:
offering psychosocial and spiritual care, meeting nutritional needs, provid-
ing curative or palliative treatment of various conditions, keeping the
patient as comfortable as possible and taking precautions to prevent the
spread of HIV. In terminal care, the emphasis should be on palliative care,
emotional support and future planning. 

IN T E G R AT E D A N D IN C LU S I V E SE RV I C E S

Home care services should be available for all who need them, rather than
for AIDS patients alone. An inclusive approach makes more rational use
of resources and mainstreams the disease, rather than isolating AIDS as if
it were qualitatively different from other terminal conditions. 
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FI L L I N G T H E GA P TH RO U G H PRO G R A M EX PA N S I O N

One phenomenon common to home care programs is the small propor-
tion of patients served compared to the sheer numbers and needs related
to HIV/AIDS. Coverage can be increased by encouraging direct referrals
by community members to mobilized volunteers, and including a church
coordinator to gain the support of church leaders.

CO M B AT I N G ST I G M A

The involvement of large numbers of volunteers in home care visiting
lessens the disease’s stigma, a major factor driving the HIV epidemic. 

PR E V E N T I O N OP P O RT U N I T I E S

Home care provides opportunities for HIV awareness and prevention
efforts in the community.

FU T U R E PL A N N I N G

Encouraging open family discussion about death helps patients and 
families plan for bereavement, inheritance and long-term childcare.
It also eases the emotional strain of denial.

MA L E A N D YO U T H IN VO LV E M E N T

Home care generally means additional work for women of all ages. Efforts
should be taken to make men aware of the women’s workload and the
importance of mutual support. Schools provide a valuable forum for sex
education; they could also teach care roles for girls and boys.

SU P P O RT I N G T H E SPE C I A L CA R E RO L E O F

GR A N D M OT H E R S A N D T H E EL D E R LY

Caregiving responsibilities often fall to grandparents, and particularly
to grandmothers. Programs can be developed to train and support grand-
parents as home caregivers.

CO M M U N I T Y LI N K S

Maximum family and community involvement is essential to ensure the
necessary expansion of home care and the regular, routine availability of
support within each home. Qualified people are needed to provide back-
up in a well-structured support network. Health workers and volunteers
should be able to call upon the formal health sector for assistance.

CO O PE R AT I O N WI T H TR A D I T I O N A L HE A L E R S

Links with traditional healers should be viewed as additional conduits for
care, not as competition. To be effective, traditional healers and families
must be well informed about HIV/AIDS and know their own limitations. 
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SU P P O RT F O R CA R E G I V E R S

Caregivers—whether they are program staff, family members or commu-
nity volunteers—need support to maintain morale and work effectively.

DO N O R RE S O U RC E S A N D CO M M U N I T Y MO B I L I Z AT I O N

Donors and other development agencies must make a fundamental 
change in the way they operate: helping communities care for their own
members. NGOs and health services should support local initiatives and
provide back-up professional support, training and monitoring. 

F U T U R E  D I R E C T I O N

It is essential to reorient home care towards broad, meaningful community
mobilization and development, with the creation of effective democratic
structures and true gender-sensitive grassroots participation. The harsh 
realities of poverty must be recognized, so home care programs can grow
within a wider developmental context. Donors must find mechanisms to
foster local development without establishing unsustainable structures that
take responsibility and ownership away from communities. 

C A S E  S T U D I E S

Case studies in Zimbabwe, Brazil and Cambodia provide examples of
basic standards of home care and optimal services in low-resource settings
and address issues of sustainability and coverage.
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T
he scale of the HIV/AIDS epidemic and the inadequacy of

health budgets in developing countries have forced many 

people with AIDS to be cared for at home. At its best, patients

can remain in familiar surroundings with loving family members during

repeated illnesses and die with peace and dignity. Competent home care

staff make regular visits to assess patient needs and ensure appropriate

nursing, medical, psychological

and spiritual support—not just

for the patient, but for the entire family. Staff help plan for future needs 

of children and other dependents, and the home care visits provide an

opportunity for HIV education and prevention efforts with the family and

wider community.

At its worst, home care is a euphemism for home neglect after patients

have been discharged from or failed to gain access to the health system.

They are abandoned at home to die without support, hidden to avoid

prevailing AIDS stigma. Treatable opportunistic infections are neglected;

even basic palliative care is absent. Family members and the community

may be afraid and hostile. Some patients die of malnutrition and despair

—perhaps even without a “home” in which to die.

What makes the difference between good home care and home neglect?

Which approaches to home care are cost-effective and sustainable, able to

reach the growing numbers of AIDS patients in countries with severe

epidemics? What are the basic standards for home care? After outlining

I N T R O D U C T I O N
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care needs and the home care gap, this chapter explores the definition of

home care and the various models in development, discussing their 

drawbacks and advantages. Following a description of the characteristics 

of quality home care, case studies from around the world are presented.

It concludes with a look at future challenges and directions for home 

care practice.
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O V E R V I E W
O F  T H E  C R I S I S

Early in the course of HIV/AIDS epidemics, 
end-stage disease is comparatively rare and handled
similarly to other diseases, often not even diagnosed 
as AIDS. As the epidemic matures, the number of
symptomatic people rises exponentially, with individu-
als exhibiting widely differing patterns of health and
illness before they die. Depending on resources, they
may be hospitalized several times, with intervening
periods of comparatively good health; or they may be
cared for at home, whether ambulatory or bedridden.
Inevitably, as the epidemic grows, the demand
increases for hospital beds. Patients with terminal 
disease are likely to be discharged to make room for
others. The tendency also develops for health staff to
withdraw costly treatments from patients they deem
hopeless; many AIDS patients do not receive the
drugs and other medication they need, even when
they are available.

The burden of coping with the patient falls
increasingly on family members, who often have lim-
ited information, equipment and access to drugs and
other necessities. In many cases, home caregivers do
not even know the patient’s diagnosis, although they
may suspect AIDS. The burden of care and death
often multiplies within the family if, for example,
both husband and wife die or young children fall ill. 

AIDS is a major factor in the impoverishment of
families as they lose productive, household and subsis-
tence labor. Expenditures rise for health care, trans-
portation to hospital and clinics and funerals. Many
families resort to spending savings, selling productive
assets, removing children—especially girls—from
school and reducing their long-term security to
finance the present crisis. (See Chapter 3 for in-depth
discussion of the socioeconomic impact of
HIV/AIDS.)

H I V / A I D S  C A R E  
N E E D S  A N D  T H E  H O M E
C A R E  G A P

As the 20th century drew to a close, some 33.6
million men, women and children were living with
HIV infection. Nearly 16.3 million more had died
from AIDS since the epidemic began—3.6 million of
them children under 15 years, another 6.2 million
women. Along with Africa, parts of South and East
Asia are beginning to be severely affected, with a seri-
ous epidemic emerging in the enormous populations
of India and China. The need for care services as those
infected progress to end-stage disease will be tremen-
dous. Sub-Saharan Africa continues to bear the brunt
of HIV and AIDS, with close to 70 percent of the
global total of HIV-positive people.

According to the Joint United Nations Programme
on AIDS (UNAIDS) and World Health Organization
(WHO), “Most will die in the next 10 years, joining
the 13.7 million Africans already claimed by the 
epidemic and leaving behind shattered families and
crippled prospects for development…Life expectancy
at birth in southern Africa, which rose from 44 years
in the early 1950s, to 59 in the early 1990s, is set to
drop to just 45 between 2005 and 2010 because of
AIDS…In short, the huge gap in HIV infection rates
and AIDS deaths between rich and poor countries,
and more particularly between Africa and the rest of
the world, is likely to grow even larger in the next
century.”1

To face this dire situation, many countries have
developed home care services through hospital out-
reach, both as new programs and as extensions of
existing services. But the number of people developing
AIDS is outpacing this massive increase in services—
a phenomenon that has led to what may be termed
the “home care gap.”

In Zimbabwe, as in many other countries, public
health services cannot meet the demands of the increas-
ing number of people with AIDS-related illnesses.
There is a pressing need for cheap and cost-effective
home-based care. Since 1990, the Family AIDS Caring
Trust (FACT), Mutare, Zimbabwe, has operated such a
program. It has expanded considerably to fill the gap
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by focusing on community mobilization, including: (1)
Recruiting large numbers of community volunteers, (2)
Promoting referral by the community and (3) Enlisting
churches and church members.

Home care must meet all needs of patient and 
family in the home (as illustrated in Table 1) rather
than in a formal health care setting.

The family’s ability to meet these needs will depend
on its financial situation, access to resources, time,
knowledge and skills. The importance family members
place on patient care—and their willingness to provide
it—depends on culture, family relationships, religion
and other factors. For example, a man may receive

better care than a woman, because
of his status and command over
resources.

The specific components of a
home care program in one
resource-constrained setting,
Family AIDS Caring Trust
(FACT), Mutare, Zimbabwe,
include the following:

Training family in infection
control, nutrition and basic
nursing
Counseling clients and family
members about HIV
Pastoral support, prayer and
Bible reading
Linking patients with clinics 
for medical diagnosis and 
treatment
Material assistance (food, soap,
disinfectant, gloves)
Advice concerning other sources
of support (such as legal aid)
Nursing services, (bathing
patients, changing dressings,
etc.)
Home help in cleaning, 
washing, shopping
Bereavement and orphan 
support visits

The FACT home care program
was evaluated several years after 
its inception. The results revealed

that few of the people needing the service actually
received it.

This was due to several factors:

Stigma against HIV led to secretiveness and 
reluctance of clients to be visited.

Churches were minimally involved.

Most problems were social rather than medical.

Visits were short and infrequent and focused on
nursing needs.

All clients interviewed claimed to be happy with
the services received.
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F i g u r e  1
The Juxtaposition of Growth in Home Care
Service and Numbers of AIDS Patients
The home care gap: regional estimates for a country in southern Africa. 
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Home care should not be considered an alternative
to hospital care. Instead, it should be part of an 
accessible, coordinated series of services, with each
care setting more effective if complemented by well-
functioning care at all other levels, from home to 
clinics to hospitals. 

Home care—or home neglect—of dying patients
has always existed in resource-constrained settings,
including poor sectors of affluent populations. Now,
with the added stress of HIV/AIDS on already inade-

quate health services—particularly in developing
countries—home care is receiving renewed attention,
with many countries experimenting with both new
and older models.

MO D E L S O F HO M E CA R E

Different settings may require the development of
different models of home care, but it is essential that
any model be cost-effective and sustainable, capable of
being scaled-up to meet growing needs as the epi-
demic escalates and provide a basic minimum quality
of care.

Different criteria will predominate in rural and
urban settings. For example, in scattered rural popula-
tions, mobile or hospital outreach services will entail
disproportionate spending on travel and salaries, com-
pared with expenditure on services of direct benefit to
patients. In many urban areas, the high population
density allows for greater coverage by mobile services,
with relatively little time and finance wasted on trans-
portation. If the population is fragmented and tran-
sient, there is no sense of community, making com-
munity mobilization for care difficult. In many rural
areas, both on large-scale farms and in small-scale
farming sectors, mining compounds and villages, there
may be a strong sense of community that can be
tapped to mobilize community care provision. Table 2
summarizes five general models of home care and
identifies possible drawbacks and advantages.

Although not explicitly identified above, clinic 
outreach can become part of the continuum of health
sector provisions. Governments must give greater
importance to primary care; the current process of
health reform in many countries—emphasizing decen-
tralization to districts and localities—could support
increased community outreach from clinics. But the
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T a b l e  1
Core Dimensions of Home Care

Health

Nursing care.

Treatment of opportunistic infections.

Palliative care.

Nutritional requirements.

Material/Financial

Nursing aids and hygiene requirements.

Bedding.

Food (including food for visitors).

Transportation.

Funeral costs.

Schooling and other family needs.

Emotional, Spiritual, Social Support

For patient and family regarding loss, ill-health, stigma,
blame, guilt, impending death.

For children, parents and caregivers coping with “burnout.”
bereavement and loss.

Awareness and Prevention

Information on HIV transmission.

Information on care needs.

Openness about HIV serostatus.

Condoms.

Legal and human rights information and support (planning for
inheritance, widows, orphans, etc.).



realities of constrained resources and declining health
budgets in many settings make it less likely that addi-
tional services can be developed effectively from
within the government health sector.

Besides economic constraints, most home care
services seem to suffer from barriers related to stigma
and accessing treatment. The AIDS Service
Organization (TASO) in Uganda, created in 1987 to
provide psychosocial support to people living with
HIV/AIDS, has demonstrated a strong capacity to
overcome four common problems that haunt AIDS
care in most places and settings: “(1) Revealing one’s

HIV serostatus to relevant others, (2) Family and 
community acceptance of PWA, (3) Seeking early
treatment and (4) Combining prevention and care.”4

Through counseling, medical care, home care and
material support, TASO has affected change in 
people’s attitudes and lifestyles.

An evaluation of care provided to TASO clients
noted that, particularly for home visits, “nurses should
be more involved than the current situation where
counselors make most home visits.” The evaluation
team strongly recommended that TASO reassess the
role of its nurses, and consider their potential to make
a greater contribution to client care, including taking
advantage of their nursing skills in patient assessment
and equipping them with counseling skills.5
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Model Type

Hospital outreach

AIDS service organization,
nongovernmental organization

Church-based

Community-based

People living with HIV/AIDS
(PLHA) network

Possible drawbacks

High cost of transportation and salaries 

that do not directly benefit patients, low 

coverage, inflexibility, low frequency of visits.

May have poor hospital links and little 

medical supply or expertise; may be costly.

May moralize and increase stigma; eligibility

may be limited; (see also “community based”

category).

May have poor hospital links and little 

medical supply or expertise; may lack 

technical and supervisory input; little back- 

up in crises; may overburden women.

Members may feel abandoned; unlikely to be

integrated with other chronic or critical health

needs; problematic as service providers die;

(see also “community based” category).

Possible advantages

Easy monitoring and supervision, good link

with supplies, access to professional staff,

hospital referral facilitated.

May provide comprehensive support through

community volunteers; accessible, innovative,

flexible; may mobilize new resources.

Addresses spiritual and social needs; uses

existing sustainable network and volunteers;

affordable for prevention and care.

Uses existing networks and structures;

affordable and acceptable; important

for prevention; reduces stigma; can include

other chronic health needs.

Personal understanding; shared experience

and learning; shared burden; may reduce

stigma and create acceptance and openness;

mobilizes preventive action; empowerment of

self-help.

* Developed from Osborne, van Praag, and Jackson3

T a b l e  2
Drawbacks and Advantages of Various
Home Care Models*



FI N A N C I A L CO N S I D E R AT I O N S
A N D CO S TS

Intense poverty is a major obstruction to quality
care in developing countries. For instance, patients
may have special nutritional requirements—such as
frequent small meals, easily digestible food and nutri-
tious drinks and mineral and vitamin supplements.
These may require extra money and time spent on
food acquisition, preparation and feeding the
patient—money and time that are then not available
for other family members’ food requirements or other
needs. In one family visited by home care researchers
in Zimbabwe,6 two visibly malnourished children
watched while a huge plate of mealie meal and vegeta-
bles was toyed with by their dying 19-year-old brother
and then thrown away as contaminated. Advice with-
out access to the means to act on it is irrelevant and
irresponsible; imaginative ways must be found to 
provide for basic needs.

The actual costs of home care often are not 
monitored carefully, however, nor are the programs
evaluated for cost benefits and cost-effectiveness. This
applies to costs to both service providers and the fami-
lies themselves. Mobile outreach services tend to have
high service providers’ expenditures on transport and
salaries, while community-based programs with volun-
teer support are likely to be much more cost-effective,
with more financial resources going into services of
direct benefit to recipients. For instance, the first home
care programs in Uganda, Zambia and Zimbabwe
were developed by hospitals; 75 percent of  staff time
was spent traveling to patients’ homes in the rural
areas.7 Strong financial and technical support from the
Salvation Army enabled Chikankata Hospital in
Zambia to develop extensive mobile outreach services.8

But a 1998 cost analysis9 found that the costs
amounted to about US$1,000 per client served, and
the major budget item was transportation.

Home-based care also imposes considerable costs
on patients, their caregivers and their families. These
include financial, resources, time and opportunity
costs. In 1994, four Zimbabwe home care programs

(two urban, two rural) were studied, and the estimated
cost incurred by households in caring for a bedridden
patient for three months was between US$68 and
US$103.10 Home-based care is not necessarily a cheap
alternative to the households and communities
involved.

Nevertheless, it has been noted that the “costs of
home care programs that involve large numbers of 
volunteers need not be much higher than for programs
working with few volunteers, and the scale of service
provision and potential for sustainability are notably
higher. Community-based programs are substantially
cheaper than programs that are institutionally based
and rely on professional service providers.”11 In one
program, the cost per home care visit was reduced from
US$20 to US$1, and the cost of the service per new
client dropped fromUS$338 to US$30.11

A literature review undertaken by the Southern
Africa AIDS Information Dissemination Service
(SAfAIDS) for UNAIDS7 found considerable process
analysis of home care and other responses to the AIDS
epidemic, but limited data on cost analysis. But more
than cost-effectiveness analysis is needed.  Both short-
and long-term studies of the programs’ effects are
required, with a clear sense of impact indicators. These
must include the impact of AIDS on other members
of the household in addition to patient needs.  For
example, the extent to which long-term survival is
jeopardized through withdrawing children from school
to provide care, selling productive assets to meet
patient needs or diversion of subsistence and produc-
tive labor to patient care.
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C H A R A C T E R I S T I C S  O F
Q U A L I T Y  H O M E  C A R E :
L E S S O N S  L E A R N E D

The basics of holistic AIDS management and 
optimal home care include: providing for psychosocial
and spiritual aspects of care, meeting nutritional
needs, providing curative or palliative treatment of
various conditions, keeping the patient as comfortable
as possible and taking precautions to prevent the
spread of HIV. In terminal care, the emphasis should
be on palliative care, emotional support and future
planning.

Helping people live positively with HIV/AIDS is
an important part of quality home care. It implies
both encouraging hope and accepting reality. Sufficient
communication between patients, caregivers and other
family members is needed, so they can share their 
concerns, fears and emotions in a culturally appropri-
ate way.

IN T E G R AT E D A N D
IN C LU S I V E SE RV I C E S

Home care services should be available for all who
need them, rather than for AIDS patients alone. An
inclusive approach reduces the risk of stigma and
avoids making a special case of an AIDS patient. 
It makes more rational use of resources and removes
some of the disease’s stigma, rather than isolating
AIDS as if it were qualitatively different from other
terminal conditions. Integrated services can make 
optimal use of existing resources and structures—
which should be strengthened, rather than building
unsustainable parallel structures. Referral systems link-
ing homes and hospitals are essential to ensure that
professional backup is available. Families must know
when and where to seek care.

FI L L I N G T H E GA P
TH RO U G H PRO G R A M EX PA N S I O N

One phenomenon common to home care programs
is the few people served compared to the sheer num-
bers and needs related to HIV/AIDS home care. FACT
redesigned their program in an attempt to increase
coverage by encouraging direct referrals by community
members to the large number of mobilized volunteers
and by including a church coordinator to gain the 
support of church leaders, thus enabling committed
church members to become involved in home care.

CO M B AT I N G ST I G M A

FACT program experience showed that the
involvement of large numbers of volunteers in home
care visiting led to a reduction in stigma, a major fac-
tor driving the HIV epidemic. Community members
observed that people perceived to be HIV-positive
were being visited regularly. This led them to over-
come their own concerns about confidentiality and
stigmatization by accepting home visits for members
of their own families.11

PR E V E N T I O N OP P O RT U N I T I E S

Home care provides opportunities for HIV aware-
ness and prevention efforts in the community.
Continuing the dichotomy between care and preven-
tion is no longer a viable practical option,12 as home
care requires openness about the diagnosis and an
enabling, non-stigmatizing environment. In addition,
although many patients keep their diagnosis secret,
home care encourages caregivers to keep informed in
order to observe relevant HIV prevention measures.

FU T U R E PL A N N I N G

Some cultures avoid any discussion of death. This
makes it difficult for patients and families to plan for
bereavement, inheritance and long-term childcare, and
creates the emotional strain of denial. Despite inherent
difficulties and widespread taboos, breaking the silence
has often been helpful, and many home care services
try to encourage open family discussion about death.
To safeguard widows and orphaned children from
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potentially predatory relatives, it may be important to
establish a will. It may also be necessary to discuss
where the children will go if they cannot stay in the
family home. These concerns should involve active
engagement with other relatives in an attempt to pre-
vent them contesting provisions made by the dying
person, even if the legal rights of dependents are clear.

MA L E A N D YO U T H IN VO LV E M E N T

Home care generally means additional work for
women of all ages. This burden might be lessened if
men became aware of the workload of women and the
importance of mutual support. Rather than drawing
girls out of school to care for patients at home, it is
very important to keep girls and boys in school, so
they can become literate adults with greater earning
potential. Schools also provide a valuable forum for
sex education, which should help young people
develop balanced and informed attitudes toward
sexual behavior, sexual relations, contraception and
prevention of sexually transmitted infections. 

Schools can also provide a forum for developing
care roles among both girls and boys. For example,
children could be taught basic hygiene and nursing
care, as well as the rudiments of counseling. This
could be both rewarding and educational for the stu-
dents, and could contribute to a valuable, sustainable,
community home care service. To achieve such an
outcome would, of course, require an intensive
teacher-training program, and probably require nurses
in the schools—at least part time—to initiate, support
and monitor the training and service provision.

SU P P O RT I N G T H E SPE C I A L
CA R E RO L E O F GR A N D M OT H E R S
A N D T H E EL D E R LY

In northern Thailand, the Sanpatong Home-Based
Care Project noted that caregiving responsibilities
often fall to grandparents, particularly grandmothers.
This can be an unexpected and heavy burden on the
elderly, especially if they have no previous knowledge
of HIV/AIDS or basic home care techniques such as
universal precautions. The project began a new activ-
ity to improve grandparents’ ability to function as

home caregivers and to give them training, support
and acknowledgement from neighbors. The Thai
experience is common in many African countries
where the elderly, especially women, become the major
caregivers despite their own infirmities.

CO M M U N I T Y LI N K S

Maximum family and community involvement is
essential to ensure expanding service provision and the
regular, routine availability of support within each
home. Qualified people are needed to provide back-up
in a well-structured support network. Health workers
and volunteers should be able to refer back to the 
formal health sector—both at the clinic level and, if
necessary, the hospital. Low-cost community residen-
tial and respite centers in urban and rural areas might
also be cost-effective and sustainable, reducing the
burden on women in the home.13 Private nursing
homes are being established in Harare, Zimbabwe,
with the support of medical aid societies. These new
facilities reduce the burden on women in the area
and provide a more affordable, personal service than 
is currently provided in hospitals.

CO O PE R AT I O N W I T H
TR A D I T I O N A L HE A L E R S

In many countries, traditional healers provide
remedies for pain and disease; these may have holistic
importance beyond the medical value of modern
health care. Links with traditional healers should be
viewed as additional conduits for care, not as competi-
tion with modern care. To be effective, traditional
healers must be well informed about HIV/AIDS and
know their own limitations. Families must also be
knowledgeable to avoid exploitation by unscrupulous
healers promising unsubstantiated cures.
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SU P P O RT F O R CA R E G I V E R S

In many parts of the world, whole communities are
becoming involved in HIV/AIDS-related care. Where
this has happened, it is increasingly difficult for health
care workers to distance themselves from the disease or
for home care providers to gain support from an over-
burdened community.14 Caregivers—whether program
staff, family members or community volunteers—need
support to maintain their morale and work effectively.
For example, volunteers for people with HIV/AIDS
and TB in Zambia’s copperbelt receive appreciation,
supervision and ongoing training. They also get tech-
nical and logistical support to help patients gain access
to care, incentives such as mealie meal and loans for
income-generating activities as well as a sympathetic
ear from the Ndola Catholic Diocese.15

DO N O R RE S O U RC E S A N D
CO M M U N I T Y MO B I L I Z AT I O N

To better help HIV/AIDS patients, donors and
other development agencies must make a fundamental
shift in their operations, and support communities in
caring for their own members. NGOs and similar
health services should encourage local initiatives and
provide back-up professional support, training and
monitoring — without becoming the main direct
service provider. They must develop skills in “caring
for the caregivers” to sustain long-term voluntary sup-
port from the community. Finding ways to enhance
activities and structures already in place and reducing
the long-term costs to families (such as taking children
out of school) will be more beneficial than well-meant
but misplaced costly outreach programs providing pro-
fessional services to a minority of the population.

Donors fear misuse of their funding and resources,
poor accountability, nepotism and corruption.
Community-based organizations need help to guard
against misuse of resources. They need strategies that
they themselves can monitor effectively and proce-
dures that they can enforce when misuse occurs.
Organization-based funding mechanisms are needed
that allow donors to disperse small-scale grants with
acceptable accounting processes. Umbrella networks
and well-placed NGOs could potentially help the
community develop these strategies and perhaps train
them.

F U T U R E
D I R E C T I O N S

A reorientation of home care towards broad com-
munity mobilization and development is essential,
with effective democratic structures and true gender-
sensitive grassroots participation. The sheer size of the
epidemic—especially in Africa and eventually in
Asia—emphasizes the need to maximize community
mobilization, with reliance on volunteers rather than
direct-service professionals. In turn, management,
training, supervision, monitoring and evaluation must
be strengthened and consolidated. Home care requires
more effective monitoring and cost-benefit analysis
than has been achieved so far, as well as more research
into community initiatives. Participatory rural
appraisal techniques should identify priorities and
existing responses. Support groups for PLHA should
be fostered: They can promote effective self-help
strategies, reduce stigma and demystify the epidemic.

The harsh realities of poverty and its attendant
human suffering must be kept central in planners’
minds, so that home care programs are expanded
within a wider developmental context. Donors must
find mechanisms to foster local development without
establishing unsustainable structures that take respon-
sibility and ownership away from communities. It is
tragic that a disaster on the scale of AIDS should force
such a reversal in the basic tenets of community devel-
opment.
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C A S E  S T U D I E S :
A F R I C A ,  L AT I N  A M E R I C A
A N D  A S I A

The following studies provide examples of basic
standards of home care and optimal services in
resource-constrained settings. They also address issues
of sustainability and coverage.

CH I RU M H A N Z U HO M E-BA S E D CA R E
PRO J E C T,  ZI M B A B W E 16

Chirumhanzu District is a farming area in the 
central Midlands Province of Zimbabwe. The HIV
epidemic has struck the area very hard. At St.
Theresa’s Hospital  (the first-level referral centre in the
District), just over half of the 253 inpatient deaths
which occurred in 1997 were due to AIDS, and the
numbers are increasing.

The Chirumhanzu Home-Based Care Project
started in 1994. It grew out of an initiative of hospital
health workers, including senior nurses, Dominican
sisters and foreign doctors. Already concerned by
overcrowded hospital wards, they were also aware of
the wish of local AIDS patients to remain at home
under the care of their families until and at the time 
of death. Since the project’s inception, a variety
of services have been created, including home care for
over 200 PLHA. This care is provided primarily by
family members under the supervision of home care
volunteers. The project coordinator and hospital 
nursing staff oversee the volunteers.

The project has two main goals:

Meet the needs of HIV-infected and affected 
people in their homes and with their families, 
if possible.

Provide the necessary information, skills, care,
materials and support.

To this end, Chirumhanzu has defined three
central elements in its program:

Home-based care for AIDS patients

Support groups for HIV-positive people

Awareness and prevention for general public 
and target groups

From the beginning, the project has taken a com-
prehensive approach to care that includes meeting
medical, social and emotional needs. It promotes HIV
awareness and prevention and encourages the local
community to take greater responsibility in accepting
and caring for its HIV-positive members. Chirumhanzu
also encourages the participation of people infected or
affected by the virus in all aspects of the project. This
principle is important; it increases the profile of PLHA
in the community in a positive way, and thus can serve
to reduce stigmatization.

The project strongly supports and builds on
African traditions of family support and mutual 
obligation, including consensus to designate a direct
caregiver within each family. As project coordinator
Etta Dendere puts it: “Family is the most important
resource for our clients.”

The first step of Chirumhanzu Home-Based Care
Project involves identification of clients. This occurs
mainly through hospital admissions or as a result of
HIV testing. If diagnosed as HIV-positive, an individ-
ual undergoes counseling sessions that include assess-
ment of individual needs and wishes. When a patient
is ready to leave the hospital, letters confirming that
the patient has been discharged for home care are sent
to the patient’s nearest clinic and  the caregivers. A
trained community-based caregiver volunteer follows
up at home; each client is visited once a week. After
each visit, the volunteer writes a report, which is used
by the project coordinator at the hospital to decide
whether a home visit by a qualified nurse is needed.
The Ministry of Health provides most of the nursing
materials and drugs used.

PLHA who are independently mobile and able
receive self-care training in nutrition, hygiene and tech-
niques such as caring for HIV-related skin problems.
They also receive support training in “positive living”
—for example, taking an optimistic attitude to life.

When a person needs a greater degree of care and
has come to St. Theresa’s Hospital for inpatient treat-
ment, her or his family is asked to send a member over
the age of 12 to take home-care training while the
patient is in the hospital. This relative is usually a
female (wife, mother, daughter or cousin). Only about
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one in 10 of the caregiver relatives are male (father,
husband or son). If coming from far away, the relative
is given accommodation in a guesthouse operated by
the hospital during the training. Like self-care patients,
family caregivers receive training in nutrition, hygiene,
oral rehydration and control of simple infections.

Most of the project’s volunteer home caregivers are
recruited through the district’s church parish councils
and other local religious organizations. Volunteers are
usually themselves HIV-positive, although an increas-
ing number are uninfected relatives of infected people.
About 30 volunteers currently receive basic training in
providing care to PLHA and supervising the care pro-
vided by family members. The project administrator
and a qualified nurse supervise these volunteers. All
volunteer caregivers meet monthly to discuss general
problems and concerns.

Several women volunteers have taken on responsi-
bility for prevention work. They visit popular meeting
places where they teach about HIV/AIDS and sexually
transmitted diseases, hand out pamphlets on these
subjects and distribute condoms.

Volunteers receive some incentive—monthly
“pocket money.” Since the actual sum of Z$8 per
month is only enough to buy a small item such as a
bar of soap, most volunteers prefer to receive payment
in an annual lump sum. Refresher workshops and
monthly meetings at St. Theresa’s are intended partly
as a way of thanking and motivating volunteers by
providing a good meal and social gathering.

Chirumhanzu has created a number of support
groups in the district. Currently six groups of 12 to 22
people each meet once a week;  members learn about
the groups through hospital recommendation or by
word-of-mouth. In addition to providing a forum for
sharing and mutual support, the groups increase
members’ economic self-reliance by teaching skills
such as sewing (by hand and machine), gardening and
running a small business. 

From the beginning, the project has made it a 
priority to work with local traditional leaders to gain
trust and overcome stigma and ignorance about
HIV/AIDS. The project’s initial outreach to a village
begins with an invitation to the village chiefs and their
advisers to visit the hospital or clinic and meet with
project staff. A video on home care and HIV/AIDS is
shown during this visit. This is usually followed by a
visit from the staff to the village, during which a pub-
lic meeting may be held. This meeting may include a
presentation about HIV/AIDS by the project’s drama
group and a talk by the project’s nurse or coordinator.

Chirumhanzu’s drama group has been its principal
tool for awareness and prevention efforts. The group
usually performs at village meetings when a nurse and
coordinator are making these visits. They entertain the
public with a skit, which also provides information on
HIV/AIDS. The project recently started to organize
local netball and football clubs for young people.
Games between the clubs are used as occasions to
deliver talks and show a video about HIV/AIDS.

Chirumhanzu sends the provincial medical director
an annual report of its activities. Recently, the
Zimbabwe government provided five bicycles for the
program to help project members move around the
area more effectively. In the 1994-95 period, the 
project received financing from UNICEF through the
government. Since 1996, overseas donations have
come from the Swiss SolidarMed, and from German
parishes and private donors with the help of the
Dominican Sisters.
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PRO J E C T HO PE—PRO J E TO
ES PE R A N Ç A,  SÃ O PAU LO,  BR A Z I L 16

Project Hope was first in the state of São Paulo to
provide home care services. An extension of the AIDS
work undertaken by Sister Gabriela O’Connor, Project
Hope began in 1988 when the local bishop gave his
support and provided a small building in the working-
class neighborhood of São Miguel. The initiative has
been acknowledged as an important factor in sensitiz-
ing government health authorities to the feasibility of
home care and challenging their original scepticism of
this approach to AIDS care.

From the beginning, Project Hope’s goal has been
to improve the quality of life of PLHA by:

Changing behaviors and attitudes of PLHA 

Involving the community

The motto “hand in hand with life” expresses the
Project Hope philosophy of solidarity and positive
living that pervades all their undertakings. The Project
Hope home care approach is based on the following
principles:

The ideal environment and best therapy for a 
person infected with HIV is to be with his or her
family.

Families should be helped to accept the reality of
living with HIV/AIDS. 

Infected individuals and their families should 
be helped to demand and fight for their rights as
citizens.

São Miguel covers an area of about 7.5 square kilo-
meters and is home to about 103,000 people, many of
whom live in poverty. As of December 1997, the state
of São Paulo had reported 65,350 AIDS cases, three-
quarters of them men. Sexual transmission accounts
for just under half of all cases, while almost one-third
are the result of injection drug use. Mother-to-child
transmission accounted for just under three percent of
cases. Currently, Project Hope provides services to
approximately 480 PLHA. Approximately 10 percent
are seriously ill; 30 percent are asymptomatic and the
remainder show some AIDS symptoms.

Project Hope is structured around four program
areas:

Health programs—including support and 
orientation for PLHA and their families, nursing
care, occupational therapy and mutual-help groups
for emotional and psychological support. Two
professional nurses on staff provide care both at 
the project’s centers and in patients’ homes.

Social programs—including a Campaign for
Orphans.

Educational programs—including training of vol-
unteers, production of educational material and
public talks aimed at specific groups such as stu-
dents, young people and housewives.

Fundraising efforts—seeking help from local
donors and national and international agencies.

On average, the project assumes 183 new cases
each year. Most often, initial contact is made by the
PLHA or his or her family, although some introduc-
tions are arranged by the social services unit of the
local hospital.

The first home visit is intended primarily to collect
information, and is carried out by a nurse accompa-
nied by a volunteer. The visit begins with a discussion
of the PLHA’s background and is followed by evalua-
tion of his or her clinical condition. Finally, the social
and economic situation is considered to determine the
patient’s needs. In approximately 90 percent of the
cases attended by Project Hope, the families look after
their PLHA.

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  T W E N T Y - F O U R 597



Project Hope could not do its job without the 
voluntary contribution of time by a variety of people,
who include:

Seventy-four volunteers who work daily or weekly
in the health programs

Ninety-seven “godmothers” and “godfathers” who
help with orphaned children

Forty to 50 people who help sporadically with 
particular events such as fundraising bingos, raffles
and bazaars

Volunteers are recruited in a variety of ways,
including community radio campaigns, local newspa-
per articles, neighborhood associations and word-of-
mouth. Candidates are asked about their background,
motives and expectations. Interviewers describe the
project and explain its objectives.

If both parties are satisfied, volunteers enter an 
orientation period, learning in greater detail about
Project Hope’s activities and philosophy. After choos-
ing a health program area in which to work, they start
accompanying staff and more experienced volunteers
on home visits—but strictly as observers. They are
reminded that everything divulged during the visits is
confidential.

An important component of the project is to find
financial support for its activities. This work is carried
out in several ways, including promoting fundraising
events with the local community and identifying 
and maintaining relationships with local donors and
supporting agencies both in Brazil and internationally.

The single most important strength of Project
Hope has been its ability to improve the quality of life
of PLHA. This is measured in terms of numbers of
people visited, medical attention given, etc. But other
indicators show success of a different kind. One of
these has been the project’s ability to attract volunteers
who do not have a direct “stake” in HIV/AIDS. In
addition to people living with the virus and their rela-
tives, the project has a number of volunteers who are
not HIV-positive and have no family members living
with the virus. This solidarity indicates success in the
project’s participatory, community-based approach.

Project Hope’s internal evaluations reveal several
weaknesses. One is the lack of professional manage-
ment training within the organization. Another is 
difficulty in managing the relationship between paid
and volunteer workers, which has occasionally led to
misunderstandings or conflict.

HO M E A N D CO M M U N I T Y CA R E,
PH N O M PE N H,  CA M B O D I A 17

The first cases of HIV infection in Cambodia were
reported in 1991, at the peak of the AIDS epidemic 
in neighboring Thailand. Seven years later, the 1998
sentinel surveillance estimated HIV prevalence in
Cambodian adults to be 2.8 percent—higher than
Thailand’s 2.4 percent. The Cambodian prevalence
rate is now 3.8 percent. Infection appears throughout
the population, with 3.8 percent of married women in
Phnom Penh recorded as HIV-positive. Contributing
factors to both the speed and the spread of the epi-
demic include a well-established and largely unregu-
lated commercial sex industry and a young, mobile
population showing significant urban drift since the
early 1990s. Inadequacies in the health system result
in poor diagnosis and treatment of STDs, use of 
contaminated blood and a widespread lack of universal
precautions by health workers. These combined to 
further fuel the spread of infection. 

Despite a large-scale program of Health System
Reform begun in 1991, unstable political conditions
in 1997 led to a fall in state per-capita health spending
of less than US$1, stalling much of the progress made
in the preceding few years. The burden presented by
the estimated 18,000 currently living with AIDS is
not yet widely appreciated. Not only are the country’s
8,000 hospital beds and drug supply woefully inade-
quate, but fear is causing health workers to refuse care
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for HIV-positive patients. Studies on health-seeking
behavior have shown that Cambodians are prepared to
spend large amounts on health care—five times more
than their richer Thai neighbors—but lack of access to
quality care for PLHA is forcing patients and families
deeper into poverty. Although an estimated US$5.5
million of loan/donor money was allocated for spend-
ing on HIV/AIDS in 1998, less than three percent
was available for care and support activities.

In an attempt to address the growing problem of
HIV/AIDS care in Cambodia, WHO started a joint
pilot project in Home and Community Care in 1997
in collaboration with the Ministry of Health and local
and international NGOs. The project sought to
develop ways to provide appropriate level support
through government/NGO collaboration within the
government policy of health reforms. Using the frame-
work of WHO’s Comprehensive Care Across the
Continuum, eight home care teams were established
across the city of Phnom Penh. Based in government
health centers and working within their boundaries,
the teams form a network of caregivers supporting
patients and families at home. The primary focus is
health care: At least two members of each five-person
team are nurses. Social and emotional support are
given high priority, as well as raising general awareness
about HIV/AIDS within families and the community
at large. Depending on the need, one or two members
of the team may make several visits a week, during
which they show the family how to manage symptoms
simply and safely, and support both family and patient
as best they can. Although they carry simple drugs
and supplies and have some welfare funds, team mem-
bers encourage the family to buy essential items if pos-
sible. Emphasis is placed on maintaining good hygiene
and nutrition. The teams’ activities may also include
accompanying a newly diagnosed patient to a support
group, educating monks concerned about contamina-
tion or negotiating treatment options with a tradi-
tional healer. Local volunteers assist the teams in their
work—for example, in finding a particular house in
Phnom Penh’s urban sprawl, or providing liaison with
community leaders. 

Each team is made up of both government and
NGO staff, all of whom operate under the same terms
and conditions. The project is coordinated through a
committee of members representing all partners,
including the seven NGOs and the health-center man-
agers. Monthly team activity reports are submitted to
the committee for discussion. Representatives from the
teams themselves meet weekly to exchange news, pass
on referrals and provide mutual support. Senior health
workers and NGO staff carry out onsite supervision.
Hospital doctors support the teams with regular med-
ical consultations at the homes of seriously ill patients
unable or unwilling to go to hospital. 

The practice of sharing resources helped both the
NGOs and the government. Working on an equal
footing towards a common goal enabled both “sides”
to share their different skills and experiences and learn
from each other. This has helped normalize relations
between NGOs and government, which are sometimes
strained. (Government staff members believe that the
lion’s share of resources go to NGOs, which often
adopt conflicting and unsustainable approaches.
NGOs, in turn, complain that corrupt and lazy staff
members poorly manage government facilities.)

A new problem has emerged, however: Creating an
equal team required supplementing the government
staff salaries (normally between US$8 and US$15 per
month) to a realistic level. The extent to which this
creates a problem is something that needs further
analysis. The civil servants’ low salary is a constant
source of frustration in Cambodia. Until it is
addressed, salary supplementation will be difficult to
avoid if the government is to be included in innovative
projects.
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Following the pilot year, WHO was replaced by
Khana (Khmer HIV/AIDS NGO Alliance), the local
linking organization of the International HIV/AIDS
Alliance, as the provider of financial and technical 
program support. The teams have become more
autonomous, although they continue to coordinate
through the project committee. The project hub has
shifted from WHO to the AIDS Care Unit of the
Ministry of Health. Areas identified as needing
improvement and development—such as the referral
system, counseling and orphan care—will receive
additional technical assistance from Khana. Care and
support have become a high priority for NGOs
working in HIV/AIDS in Cambodia, as the epidemic
becomes increasingly visible. In addition to building
capacity for the entire system of HIV care, there is a
move to integrate care and support into prevention-
focused programs.

The Ministry of Health welcomes the Phnom Penh
project’s coordinated approach, and is eager to expand
it to the three provinces with approved voluntary
testing centers. Long distances and poor communica-
tion between potential providers of care and support,
both government and NGO, will present a new set of
challenges for any expansion into rural Cambodia.
Nevertheless, the Phnom Penh project is an interesting
starting point for adapting to the differing circum-
stances around the country. It has shown that 
cooperative development of an HIV/AIDS model of
HIV/AIDS care can reach acceptable compromises,
even between partners with many and varied view-
points.

The project was evaluated after one year, and 
effectiveness of such an approach debated. Teams had
visited more than 1,000 families, although not all of
these had members who were diagnosed HIV positive.
Providing a community health care service focused on
—but not exclusive to—HIV/AIDS prevented both
teams and patients from acquiring an AIDS “label.”
Patients and families, NGO and government partners,
health staff and community leaders all reported a high
level of satisfaction with the teams’ activities, including
their effect on community awareness of HIV transmis-
sion and prevention. The home care staff had grown
in confidence and  identified clear priorities for future
services. Three new health centers requested home care
teams, and an additional team was established in a
health center where the caseload was already very high.
Regular monitoring had assured that supply kits 
carried by the teams were adjusted according to need.
The teams’ experiences formed the basis of the final
version of the Cambodian AIDS Home Care Handbook.
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I N T R O D U C T I O N

The disease burden attributable to HIV infection will probably continue
to increase for at least another decade. The impact of the disease is 
especially severe in the countries least equipped to deal with it:  More than
90 percent of HIV-infected people live in resource-constrained settings. 

This chapter focuses on providing health care for people living with
HIV/AIDS (PLHA) in resource-constrained countries. Most health 
facilities in these areas lack the resources to offer high-quality medical 
care to the general public—much less meet the complex demands of
HIV/AIDS-related morbidity and mortality. Antiretroviral treatments and
other expensive diagnostics and treatments for HIV-related illnesses are
rarely available or accessible. The challenge of improving PLHA’s quality
of life requires a more comprehensive or holistic approach—an approach
that meets the medical, psychological and social needs of people and 
families living with HIV.

H E A L T H  C A R E  F O R  P E O P L E  I N F E C T E D  W I T H  H I V

Care for PLHA should cover all stages of HIV, from asymptomatic infec-
tion through end-stage disease, bereavement and care for survivors in the
family. The composition and emphasis of such a comprehensive approach
changes—as do the medical, psychological and social needs of PLHA and
their families—between early-stage infection emphasis on counseling to
help cope and change behavior and late-stage emphasis on palliation and
social support. But at all stages medical interventions are needed to pre-
vent or treat opportunistic infections and HIV-related illnesses.

CO N T I N U U M O F CA R E

Providing the different elements of comprehensive care to complement
and strengthen each other demands coordination and collaboration. This
should include timely referrals between home or community and hospital
(and vice versa) and effective discharge planning, as well as follow-up at
each level to ensure a continuum of care.
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CL I N I C A L GU I D E L I N E S

Differences in clinical presentation and variations in the ability of  health
systems to diagnose and manage HIV-related illnesses mean that the 
clinical approach to medical problems of people infected with HIV varies
from country to country. But there is a need for generic guidance, with
updated information on diagnosis and management to help countries
develop or update their national guidelines.

MA N AG E M E N T O F HIV-RE L AT E D PRO B L E M S

Managing the health problems of a person infected with HIV differs
according to his/her degree of immune deficiency. Health problems with a
relatively intact immune system include skin disorders such as herpes
zoster, lymphadenopathy or pulmonary tuberculosis.  At later stages of
infection there are chronic diarrhea and serious opportunistic infections,
wastage and neuropsychiatric disorders.

PRO P H Y L A X E S F O R OP P O RT U N I S T I C IN F E C T I O N S

Cotrimoxazole can significantly reduce hospitalization and mortality for
symptomatic HIV-infected people. Studies have also shown that isoniazid
(IHG) treatment is effective and feasible preventive TB therapy for PLHA
in areas where TB is very common. 

C L I N I C A L  M A N A G E M E N T  O F  T B

An HIV-infected person is 10 times more likely to develop TB than an
uninfected person. In resource-constrained countries, more than 30 
percent of people infected with HIV will develop TB—and the disease
can occur at any point in the course of the infection. The highest priority
for TB control is the diagnosis of sputum smear-positive pulmonary TB
cases. Early diagnosis and good adherence to treatment are the best ways
to prevent further spread.

I M P R O V I N G  A C C E S S  T O  E S S E N T I A L  D R U G S

Regular and adequate availability of essential drugs will ensure proper
management of most opportunistic infections and HIV-related illnesses
during both early and later palliative stages of disease.

IN C R E A S I N G ACC E S S TO AN T I R E T ROV I R A L DRU G S (ARVS)
Antiretroviral drugs (ARVs) are increasingly used in resource-constrained
countries and even more in medium-income countries. The challenge is,
therefore, how to use these medicines in the most efficient and safest man-
ner. Guidelines are available to help countries with limited resources.
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ARVS TO RE D U C E TR A N S M I S S I O N O F HIV
Recent studies demonstrate that the concentration of HIV in blood—and
by extension, genital secretions—determines the efficiency of the sexual
transmission of HIV within discordant couples. These observations and
extensive work with macaques suggest that ARV therapy can reduce trans-
mission, although it is too early to be certain.

D I A G N O S I S  A N D  M A N A G E M E N T  O F  

H I V  I N F E C T I O N  I N  C H I L D R E N  

Without affordable antigenic tests, it remains difficult to diagnose HIV
infection in infants. But clinical tools are available to build management
capabilities to treat HIV-infected children.

H I V  I N F E C T I O N  I N  W O M E N

The vast majority of women infected with HIV are of reproductive age,
and are at particular risk of stigmatization, abandonment by their part-
ner/family or becoming victims of violence. They are also less likely than
men to receive early clinical care. Gynecological examination is essential as
such symptoms may be the first sign of infection, allowing for compre-
hensive management. In making reproductive decisions, infected women
should be given information and counseled about their pregnancy
options, including contraception. During pregnancy, they should have a
wide range of care services, including preventive therapies, interventions
to prevent mother-to-child transmission (MTCT) of HIV and follow-up
care and counseling.

H E A L T H  S E C T O R  R E F O R M  A N D  H I V / A I D S

Many countries are introducing health reforms to improve the quality and
effectiveness of services delivered at lower levels of the health care system.
These countries have found that decentralizing authority and responsibil-
ity of service planning and provision has often led to better health care
quality and effectiveness. The countries believe that the rapidly increasing
number of people seeking care can be more effectively managed in the
new, decentralized format.

F U T U R E  C H A L L E N G E S

In recent years, progress in the treatment of PLHA has been made mainly
in industrialized countries. The challenge now is to look at ways to intro-
duce new treatment regimens into resource-constrained settings and main-
tain quality comprehensive care.
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H
IV infection has risen from 22nd to fourth place as a cause

of disease-adjusted life-years lost to disease in the last 10

years—and experts fear the disease burden attributable 

to HIV infection will continue to increase for at least another decade.1

The impact of the disease is especially severe in the countries least

equipped to deal with it: Ninety percent of HIV-infected people live in

resource-constrained settings. 

Wherever HIV has emerged,

communities and individual societies have mounted care and prevention

efforts. While the adequacy of those responses and activities have

frequently been less than optimal, the foundation has been laid for an

integrated system of prevention and care services.

UNAIDS and WHO advocate supporting four major areas to advance

care and support for PLHA: (1) Voluntary counseling and testing for HIV

(VCT); (2) Access to health care; (3) Psychosocial support; and (4) Help

for families affected by HIV.

This chapter focuses on the provision of health care for PLHA in

resource-constrained countries, where most health facilities lack the

resources needed to offer high-quality medical care to the general public—

much less provide the complex treatment of HIV/AIDS-related morbidity

and mortality.

Affected communities, in coordination with health facilities, have

developed innovative approaches to meet the broad clinical, psychosocial

and welfare needs of PLHA and their families through community-based

programs.

I N T R O D U C T I O N
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In recent years, HIV/AIDS-related morbidity and mortality has

declined more than 50 percent in industrialized countries—thanks largely

to highly active antiretroviral treatment (HAART).1 Prophylaxes against

opportunistic infections and early detection and adequate treatment of

these infections also helped the decline. Despite their high cost—more

than US$10,000/year—HAART regimens may reduce overall health-care

costs for HIV-infected people in industrialized countries, because patients

need less hospitalization and treatment of HIV-related complications and

can return to their jobs. In addition to its dramatic effect on the clinical

management of patients, HAART has improved PLHA’s quality of life,

offering a new perspective on living with HIV. The challenges are now

focused on choosing the right antiretroviral drugs (ARVs), monitoring

their side effects and efficacy (by viral load and CD4 lymphocyte testing),

treatment counseling and support for patients to obtain maximum 

adherence with ARV drugs.2, 3

But in situations where HAART and other expensive diagnostics and

treatments are  not available or accessible, AIDS still has a devastating

impact on patients and their family members. The challenge is to improve

their quality of life. This requires a comprehensive, holistic approach.

Patients with HIV/AIDS-related illnesses face many problems. Not only

do they suffer from medical conditions such as diarrhea, fever, skin

lesions, cough and weight loss but they also have many psychosocial and

material needs. These include fear of loss of support from family 

members, friends, employers or the authorities if their serostatus becomes

known; and income depletion due to increased spending on medical
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needs, traditional practitioners and transportation. PLHA often express

the need for spiritual support, household help and assistance in disclosing

serostatus to a partner. Incomes are further depleted by despair-driven

care seeking, which often leads to paying healers who make false claims.

Listening to patients’ needs and trying to address them is the key to

improving their quality of care; it forms the basis of various community

care responses, often at minimal expense. (See Chapter 3 for more

information on the socioeconomic impact of HIV/AIDS and Chapter 23

for more information on psychosocial support.)

The absence of expensive treatments, including ARVs, should not be an

excuse to neglect patients. Certainly, HIV-infected patients in resource-

constrained settings should have access to ARVs, but they are not a

panacea: Even when available, there are many obstacles to the safe and

effective use of ARVs, especially if the health care infrastructure is very

weak.4, 5 When they are used, ARVs should be introduced progressively

and in a supervised way, while at the same time strengthening the quality

of health care to accommodate these new and complex interventions.





H E A L T H  C A R E  
F O R  P E O P L E  I N F E C T E D
W I T H  H I V  

HIV comprehensive care includes three basic 
components:

1. Counseling and testing for HIV infection.

2. Health care (including nursing, psychological and
medical care).

3. Impact alleviation for HIV-affected families 
(social support).

Care for PLHA should cover all stages of HIV
infection, from asymptomatic infection to end-stage
disease, bereavement and care for family survivors.

Awareness of HIV serostatus allows for early access
to HIV-specific health care services. Ideally, people
should be informed of their serostatus through VCT
provided in a confidential manner (the advantages,
planning and implementation of which are discussed
in Chapter 23). HIV care must respond to both 
medical and psychosocial needs. Various studies in
developed and resource-constrained countries have
shown that the needs of PLHA are comprehensive and
interrelated. The needs might be clinical and concern
HIV-related illnesses; they might be emotional and
spiritual (such as coping with infection in a stigmatiz-
ing environment); or they might be social (maintain-
ing a nutritional and economic balance when repeated
health expenditures deplete family incomes, planning
to secure basic support for survivors including
orphans, etc.). These needs must be met if the goal is
improvement of quality of life for PLHA.

The composition of and emphasis within such a
comprehensive approach will change as the disease
progresses.  Early-stage infection requires emphasis on
counseling and behavioral change; late-stage disease
should emphasize palliation and social support.
Medical interventions are needed at all stages to 
prevent or treat opportunistic infections and HIV-
related illnesses.

CO N T I N U U M O F CA R E

At all stages, the different elements of comprehen-
sive care should complement and strengthen one
another. For example, managing a clinical condition
will be easier and more effective if worries about

infecting a partner and planning for the family’s future
can be addressed through referral to counseling serv-
ices that provide social or legal support.

The different elements of comprehensive care
need not come from the same institution, but can be
provided through networking with other services,
institutions and projects in the community, including
urban neighborhoods. Comprehensive care should
include timely referrals between home or community
and the hospital (and vice versa), effective discharge
planning and follow-up at each level in order to ensure
a continuum of care.

Functional and confidential referral systems must
be in place to build on previous care efforts. Patients
who have already disclosed their serostatus to one
health care provider may not immediately disclose the
fact that they are HIV-infected to a second. This is as
important for medical referrals from a central hospital
to a community health center as it is for psychosocial
referrals between a counselor and a spiritual worker,
or between a welfare officer and a home-based care
program. Such coordination permits a continuum of
care—from the institutional level to the community
and home, as shown in Figure 1.6 A peer support
group’s ability to make these linkages, exchange infor-
mation and offer emotional and moral support has
been found to be essential all over the world.

To enter a care continuum, a diagnosis must be
made in a way that promotes and encourages further
care-seeking and support.
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presentation—and because of resource-constrained
health systems’ limited ability to diagnose opportunis-
tic diseases—the clinical approach to PLHA’s medical
problems differs in various parts of the world. 

Health workers frequently have no choice but to
use a syndromic approach in settings where the diag-
nostic infrastructure is underdeveloped and referrals
for diagnostic work-ups would be difficult or impossi-
ble. In recognition of the need to deliver at least a
minimum of health care in settings with severe diag-
nostic and therapeutic limitations, WHO in the early
1990s produced guidelines to care for people with
clinically defined AIDS, based on different diagnostic
and therapeutic capacity.9 The main problems covered
in the guidelines are weight loss, fever, diarrhea, 

C L I N I C A L
G U I D E L I N E S

The clinical spectrum of HIV infection differs
from region to region.7, 8 In resource-constrained 
countries, mycobacterium tuberculosis is a frequent
complication of HIV infection. Penicillium marneffi
infection is only seen in AIDS patients in certain parts
of Southeast Asia. Pneumocystis carinii pneumonia
(PCP), cytomegalovirus (CMV), retinitis and
mycobacterium avium complex (MAC) infection are
opportunistic infections often found in industrialized
countries. Because of these differences in clinical 
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F i g u r e  1
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pulmonary symptoms, neurological disorders and oral
and skin disorders and pain. The guidelines are
intended to be adapted to the disease presentation,
disease stage, health infrastructure and resources avail-
able. In many countries, national guidelines have been
established using the WHO guidelines as a template.
But their use has varied widely; very few have been
evaluated and recent developments in prevention and
treatment of opportunistic infections have not been
included. In addition, ARV therapy had not yet been
fully developed when the guidelines were produced,
and therefore was not mentioned. Separate guidance
modules on the clinical, organizational, laboratory,
regulatory and ethical aspects of ARV treatment have
recently been developed by WHO and UNAIDS.  An
updated clinical guide on the safe and effective use of
ARVs (with particular reference to resource-constrained
settings) was published in September 2000 by WHO,
the International AIDS Society (IAS) and UNAIDS.10

WHO has also produced a guide on treatment
options for HIV/AIDS in its Model Prescription
Information series, and UNAIDS has published a
guide on the adaptation of clinical guidelines for care
for PLHA. This chapter and the guides mentioned
should encourage updates of currently available
national guidelines. (See Recommended Reading for
accessing these guides.)
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T a b l e  1
List of Clinical Conditions 
by Clinical Stage

Clinical Stage 1

1. Asymptomatic infection. 
2. Persistent generalized lymphadenopathy.
3. Acute retroviral infection.

Performance scale 1: Asymptomatic, normal activity.

Clinical Stage 2

4. Unintentional weight loss < 10% of body weight.
5. Minor mucocutaneous manifestations (seborrheic dermatitis,

prurigo, fungal nail infections, oropharyngeal ulcerations, 
angular cheilitis, etc.).

6. Herpes zoster within the previous five years.
7. Recurrent upper respiratory tract infections 

(such as bacterial sinusitis).
And/or performance scale 2: Symptomatic, but nearly 
fully ambulatory.

Clinical Stage 3

8. Unintentional weight loss > 10% of body weight.
9. Chronic diarrhea > one month.

10. Prolonged fever (intermittent or constant) > one month.
11. Oral candidiasis (erythematous or pseudomembranous).
12. Oral hairy leukoplakia. 
13. Pulmonary TB (typical or atypical) within the previous year.
14. Severe bacterial infections (such as pneumonia, pyomyositis).
15. Vulvovaginal candidiasis, chronic (> one month) or poorly

responsive to therapy.
And/or performance scale 3: In bed < 50% of normal daytime, 
but > normal, during previous month.

Clinical Stage 4

16. HIV wasting syndrome.
17. Pneumocystis carinii pneumonia.
18. Toxoplasmosis of the brain.
19. Cryptosporidiosis with diarrhea > one month.
20. Isosporidiosis with diarrhea > one month.
21. Cryptococcosis, extrapulmonary.
22. Cytomegalovirus disease of an organ other than liver,

spleen or lymph node.
23. Herpes simplex virus infection, mucocutaneous 

(> one month) or visceral (any duration).
24. Progressive multi-focal leukoencephalopathy.
25. Any disseminated endemic mycosis 

(histoplasmosis, coccidioidomycosis, etc.). 
26. Candidiasis of the oesophagus, trachea, bronchi, or lungs.
27. Atypical mycobacteriosis, disseminated.
28. Non-typhoid salmonella septicaemia.
29. Extrapulmonary TB.
30. Lymphoma.
31. Kaposi’s sarcoma.
32. HIV encephalopathy.
And/or performance scale 4: In bed > 50% of normal daytime 
during previous month.
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F i g u r e  2

Cough

Respiratory distress

yes

No respiratory distress

Supportive treatment
and/or refer

Common cause
(upper respiratory tract 

infection, chronic bronchitis,
asthma, etc.)

Cough for more 
than 3 weeks

yes

no

Specific treatment

no

Suggestive of bacterial 
infection, lobar pneumonia

Suggestive of PCP, 
bilateral pneumonia

Sputum smear 3x Observation

not improved improved

Treat No improvement during large spectrum AB
therapy and chest X-ray suggestive for TB

Empirical TB treatment

Treat

Positive for TB Negative

Sputum smear 3x History, physical examination
and/or chest X-ray

Penicillin V 
for 10 days

TMP-SMX 480 mg, 3-4 tablets
4 times daily for 21 days



M A N A G E M E N T  O F  H I V -
R E L AT E D  P R O B L E M S

Managing the health problems of a person infected
with HIV depends largely on his/her degree of
immune deficiency. In the early stages of infection,
patient complaints will often be unrelated to the infec-
tion itself. In advanced stages, however, opportunistic
infections or cancers are to be expected. Therefore,
algorithmic flow charts for the diagnosis and treatment
of PLHA health problems differ according to the stages
of disease. Ideally, CD4 lymphocyte counts should be
measured to determine a patient’s degree of immune
deficiency, but this is often impossible in resource-
constrained settings. To classify patients in different
stages of disease in settings where CD4 lymphocyte
counts are not available, a clinical classification system
has been proposed by WHO (Table 1).11

Chronic diarrhea
Dehydration and weight loss can cause fast decline

of the general condition. Before starting diagnostic
procedures, a health care worker should determine
whether a patient needs oral or parenteral rehydration.
Recommendations about hygiene and nutrition should
be given and potassium supplements considered. 

Figure 3 provides an example of an algorithm for
the management of chronic diarrhea (more than three
loose stools per day for at least 30 days). 

Fever 
If the following clinical symptoms/signs are 

present, the patient should be referred immediately to
a reference health facility: altered consciousness, 
convulsions, neck stiffness, shock and severe dyspnea.
If these alarm symptoms/signs are not present, the 
following algorithm is proposed (Figure 4).  

Cough
In the absence of respiratory distress, clinical 

management of a patient with HIV infection and
cough can generally be done in a peripheral health
center (Figure 2).   
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F i g u r e  3

Chronic Diarrhea

Treatment of dehydration 
and malnutrition

Direct stool examination 
stool culture

No pathogen foundSpecific pathogen

Not improvedImproved

Metronidazole
500 mg 3 times
daily for 7 days

Continue the 
treatment
for 5 days

Specific treatment TMP-SMX 480 mg 
2 tablets twice 

daily for 5 days

Not improvedImproved

Give constipating
agents if there is 

no fever, re-evaluate
or refer

Observation
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Malaria endemic area

Yes

Blood smear
and/or treat
according to

national guidelines

Ampicillin 1g 
4 times daily

Improved Improved within 
3 days

Stop medicines

Improved

Yes No

No

Re-evaluate

Yes No No Yes

Specific treatment

Improved

Yes No

Re-evaluate or refer

Re-evaluate or refer* Complete treatment
for 10 days

*Consider opportunistic infections, certainly if clinical signs/history are suggestive of immune deficiency (sputum smear, chest X-ray,
fundoscopy, CSF examination...)

F i g u r e  4 Fever

Maintain hydration
Consider antipyretic management

Focus of infection suspected
(pyelonefritis, pneumonia, 

abcess, etc...)

Suspicion of drug fever

History
Physical examination

Focus of infection not found



Headache
Headache is generally due to a

common cause such as stress or
sinusitis in HIV-infected people
with good immune systems. The
work-up of headache in a person
with severe immune deficiency—
certainly in the presence of other
symptoms and signs (including a
neurological deficit)—is much
more complicated and may require
referral to a reference center
(Figure 5).   

HIV-related skin diseases
Dermatological abnormalities

are very often observed in people
infected with HIV. Table 2
describes the treatment of some of
these skin lesions.

PRO P H Y L A X E S F O R
OP P O RT U N I S T I C
IN F E C T I O N S

Two studies in Abidjan, Côte
d’Ivoire, showed cotrimoxazole
significantly reduced both hospi-
talizations and mortality from
opportunistic infections. (In a
study among TB patients, mortal-
ity was decreased by nearly 50
percent). Whether large-scale
administration of cotrimoxazole in
resource-constrained settings will
be feasible and beneficial remains
to be studied. Use of this drug
should be watched to determine
whether it leads to increased 
bacterial resistance. 

(For information on TB pro-
phylaxis, see the following section).

Pneumococcal vaccination did
not protect against pneumococcal
infections in a clinical trial in
Uganda. 
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*If available.

F i g u r e  5 Headache

Common Cause 
(Sinusitis ? Migraine ? Etc...)

Yes Yes

Treat Focal Signs

Improved No Yes

No Yes

Blood smear and/
or treat for malaria

Improved

Yes

Treat for 
toxoplasmosis

Improved

Yes No

Continue treatment Re-evaluate or refer

Symptomatic
treatment

Improved

No Yes

Fundoscopy* CSF exam (glucose, pro-
tein, WBC count, India Ink, Ziehl, gram)

Specific pathogen found

Yes No

Specific treatment
Patient seriously ill and CSF abnormal: elevated protein,

low glucose and/or elevated number of WBC

Yes No

Treat for TB meningitis Re-evaluate or refer



TB/HIV DUA L IN F E C T I O N S

An HIV-infected person is 10 times more likely to
develop TB than an uninfected person. In resource-
constrained countries, more than 30 percent of people
infected with HIV will develop TB, and it can occur
at any point in the course of the infection. The clinical
presentation of TB depends on the degree of immune
deficiency. In patients in an early stage of HIV 
infection, TB presents in a manner similar to that in 
non-HIV-infected persons. In late-stage disease, 
disseminated TB is more common. 

TB DI AG N O S I S

The highest priority for TB control is the diagnosis
of sputum smear-positive pulmonary TB cases.
Clinically, this diagnosis should be suspected in the
presence of the following symptoms: 

Cough more than three weeks

Sputum production

Weight loss

Ideally, patients with symptoms suggestive of 
pulmonary TB should submit three sputum samples
for microscopy: one on-the-spot sample, a second
early-morning sample and a third on-the-spot sample.
No chest X-ray pattern is absolutely typical for pul-
monary TB.

Sputum smear-negative pulmonary TB
Such a diagnosis should be considered in a patient

who continues to cough despite treatment with broad-
spectrum antibiotics, and who has repeatedly negative
sputum smears. 

Extrapulmonary and disseminated TB
An increased incidence of extrapulmonary and 

disseminated TB is seen in PLHA. Diagnosis is made
on clinical grounds or based on the result of a bacteri-
ological or histological examination (such as a lymph
node aspiration and a Ziehl coloration of the smear). 

TB TR E AT M E N T

Several treatment regimens can be followed for TB
patients with and without HIV infection (Table 3).
The regimen recommended depends on the patient
treatment category. There is a standard code for TB
treatment regimens. Each anti-TB drug has an abbre-
viation (shown in Table 3). A regimen consists of two
phases. The number before the phase is the duration
of that phase in months, and a number in subscript
after a letter is the number of doses of that drug per
week. If there is no number in subscript after a letter,
treatment with that drug is daily.

TB/HIV co-infected patients should never be
treated with thiacetazone because they are at higher
risk of severe, sometimes fatal, allergic reactions
(Steven Johnson syndrome). Hypersensitivity reactions
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T a b l e  2

Herpes zoster Local lesion care/if available: acyclovir 
10 mg/kg three times daily for seven days.

Herpes simplex Local lesion care/if available: acyclovir
5 mg/kg three times daily for seven days.

Molluscum Prick each lesion with a needle and touch
contagiosum with phenol.

Condyloma Treat with podophyllin 20% solution, 
acuminatum once or twice weekly until cleared.

Furunculosis, Local lesion care/treat with penicillin 
impetigo, pyoderma for 10 days.
or folliculitis

Hidradenitis Local lesion care/treat with tetracycline
suppurativa 500 mg twice daily for six weeks.

Pyomyositis Surgical drainage and antibiotics.

Dermatophytosis Treat with topical broad-spectrum
antifungal.

Kaposi’s sarcoma Cryotherapy, intralesional therapy,
surgical excision, radiotherapy,
chemotherapy.

Drug eruptions Withdraw drug/local lesion care.

Prurigo Topical calamine lotion.

Seborrhoeic Topical 1% hydrocortisone.
dermatosis or 
generalized
erythroderma

Psoriasis Coal tar in salicylate ointment twice daily.

Scabies Topical benzylbenzoate lotion 25% 
or ivermectin.



3. Treatment counseling by health
care workers. Health care work-
ers should explain how to take
anti-TB drugs, their potential
side effects and when patients
must return for follow-up.

4. There should always be an 
adequate supply of anti-TB
drugs in the health facility and
patients should have easy access
to them.

Monitoring TB treatment
TB patients should be moni-

tored the same way, whether they
are or are not infected with HIV.
Recording the treatment results of
sputum smear-positive pulmonary
TB patients is vital to monitor
patient cure rates and the effective-
ness of the National TB Control
Program.

Mortality of TB patients
infected with HIV will be higher than mortality of
non-HIV-infected TB patients: 20 percent of the
TB/HIV co-infected patients will generally die within
one year after starting TB treatment. This excess mor-
tality is due partly to the TB itself, and partly to other
HIV-related problems. Early mortality is often due to
TB, while later deaths usually result from other HIV-
associated causes. 

HIV TE S T I N G I N TB PAT I E N TS

It is impossible to diagnose HIV infection in a TB
patient solely on the basis of clinical symptoms. HIV
infection may be suggested by certain symptoms—
such as severe weight loss, chronic diarrhea, persistent
fever despite effective anti-TB treatment, a history of
herpes zoster, a chronic papular pruritic eruption, oral

may occur with all anti-TB drugs and are particularly
frequent in people infected with HIV. Patients with
severe drug reactions should be referred to specialized
TB centers. 

In regions of high HIV-prevalence in resource-
constrained countries—where needles and syringes are
often inadequately sterilized—oral ethambutol should
replace streptomycin injections.

Adherence to anti-TB treatment
Strict adherence to anti-TB treatment is essential

to avoid the development of multiple drug-resistant
TB. Ways to improve adherence:

1. Short course chemotherapy. By using more effec-
tive anti-TB drugs, TB treatment can be reduced
to six months (see Table 3).

2. Direct observed therapy, short course (DOTS).
Such treatment should be given as close to the
patient’s home as possible. A member of the health
staff in a peripheral health facility, a trained local
community member or a family member should
supervise the therapy.

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  T W E N T Y - F I V E 619

T a b l e  3
Recommended TB Treatment Regimens

TB treatment category TB treatment regimens

Initial phase Continuation phase

 New smear-positive PTB 2 HRZE(S) 6 HE

 Seriously ill, extra-pulmonary or 2 HRZE(S) 4 HR

Smear-negative PTB 2 HRZE(S) 4 H3R3

Smear-positive PTB 

 Relapse 2 HRZES/1 HRZE 5 H3R3E3

 Treatment failure 2 HRZES/1HRZE 5 HRE

 Return after default 

Not seriously ill, extra-pulmonary 2 HRZ or 2 H3R3Z3 6 HE

TB or smear-negative PTB 2 HRZ or 2 H3R3Z3 2 HR/4H

Extrapulmonary TB 2 HRZ or 2 H3R3Z3 2 H3R3/4H

Chronic case (still sputum-positive Refer to specialist center if second-line 
after supervised re-treatment) drugs available

PTB: pulmonary TB, H= Isoniazid, R= Rifampicin, E= Ethambutol, Z= Pyrazinamide, 
S= Streptomycin



candidiasis, a persistent painful genital ulceration, 
anemia, leucopenia or thrombocytopenia. But a 
diagnosis of HIV infection can only be made and
announced to a patient based on the result of an HIV
test. Therefore, health care workers involved in TB
care must be trained in HIV counseling (see Chapter
23). TB treatment centers in regions of high HIV
prevalence may require additional staff to cope with
the increased workload.

PR E V E N T I O N O F TB
Early diagnosis and treatment of sputum smear-

positive TB patients and good adherence to TB treat-
ment are the best ways to prevent the further spread of
TB. By diagnosing TB early, patients can be treated in
an outpatient setting. This avoids transmission in 
hospital wards. Ideally, wards where TB patients are
treated should have large windows, sputum collection
rooms, and microbiology laboratories. Doors should
be kept closed and windows open.

Patients should be instructed to keep their mouths
covered with their hands when coughing and to use
sputum pots with lids. Patients with sputum smear-
positive TB ideally should wear face masks when they
are moved from one part of a hospital to another. But
masks generally do not provide health care workers
with effective protection against inhaling other peo-
ple’s infectious droplets. The exception is during a
cough-inducing procedure, such as a bronchoscopy.
If possible, sputum-positive TB patients should be
admitted in a special room/ward separate from other
patients, and patients should be admitted to a TB
ward only after a diagnosis of TB has been confirmed. 

TB PRO P H Y L A X I S I N
HIV-IN F E C T E D PE O P L E

Studies indicate that isoniazid (IHG) for six to nine
months or rifampicin and pyrazinamide for three
months can reduce the incidence of TB in PLHA
when a positive skin test indicates they are already
infected with mycobaterium TB.12 This prophylaxis,
however, has not been studied sufficiently to show
reduced mortality, and it remains unknown how
long its protective effect will last. Before starting TB
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T a b l e  4
Drugs of the Essential Drug
List for HIV/AIDS Treatment in
Resource-Constrained Settings

Acyclovir

Albendazole

Amphotericin B

Ampicillin or benzylpenicillin

Anti-TB drugs

Aspirin

Calamine Lotion

Calcium folinate 

Ceftriaxone

Ciprofloxacin

Chloramphenicol (or other broad spectrum antibiotic)

Chlorpromazine

Clindamycin

Codeine phosphate 

Cotrimoxazole

Daraprim

Dapsone

Diazepam

Flucytosine

Gentian Violet

Hydrocortisone cream

Ketoconazole

Metronidazole

Morphine

Multivitamins

Nystatin

Paracetamol

Pentamidine

Primaquine

Pyrimethamine

Sulfadiazine

Sulfadoxine/pyrimethamine

Trimethoprim



prophylaxis, it should be certain that the patient has
no active TB. Therefore, an extensive clinical history
and examination including a chest x-ray should be
performed.

WHO and UNAIDS recommend that preventive
therapy for TB should be included in the health care
package of PLHA whenever possible.2

BCG VACC I N AT I O N
A N D HIV IN F E C T I O N

There have been some reports of disseminated
Bacille Calmette Guerin (BCG) infection after BCG
vaccination of HIV-infected children. In the majority
of cases, however, BCG immunization has been
shown to be safe. The advantages of BCG vaccination
outweigh the possible disadvantages in countries
where there is a high prevalence of TB. WHO there-
fore continues to recommend BCG vaccination of all
children in these countries, except for children with
symptoms of HIV/AIDS. 

I M P R O V I N G  A C C E S S  T O
E S S E N T I A L  D R U G S

Drugs are needed primarily for infectious compli-
cations that are easily diagnosable and treatable
(at low cost), particularly those that may occur during 
relatively early stages of HIV infection—such as 
other sexually transmitted diseases (STDs), salmonella 
septicemia, bacterial pneumonia and TB. For some 
of these infections (TB and STDs), access to treat-
ment—at low or no cost—is important to avoid their
further spread. Symptomatic treatment should be
available to treat diarrhea, fever and pain. UNAIDS
and the WHO Action Program on Essential Drugs
and Vaccines recently established a list of essential
drugs for HIV/AIDS (Table 4). (See Chapter 4 for
more information on managing essential drugs for
HIV/AIDS patients.)

I M P R O V I N G  A C C E S S  
T O  A N T I R E T R O V I R A L
D R U G S  ( A R V S )

Providing optimal ARV therapy to all persons for
whom such treatment may be beneficial should be the
goal. But in resource-constrained settings there are
many obstacles to achieving this. Minimum require-
ments to introduce ARV drugs are shown in Table 5.

ARVs are increasingly used in resource-constrained
countries and certainly in medium-income countries,
such as those in South America. The issue is therefore
how to use these ARV drugs in the most efficient and
safest manner. Guidelines have been developed by
WHO in collaboration with IAS and UNAIDS (see
Recommended Reading). Countries with limited
resources should establish a list of priorities for the use
of ARV drugs. An example is given in Table 7.

WH AT SH O U L D NOT BE
DO N E W I T H ARV TR E AT M E N T

Start therapy in someone whose HIV diagnosis has
not been confirmed.

Begin when long-term provision cannot reasonably
be guaranteed.

Start  in a patient not motivated to follow such
treatment, or in a person who is unaware of his/her
seropositivity.
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T a b l e  5
Minimum Requirements to Introduce
Antiretrovirals (ARVs)

Health care workers must have sufficient knowledge about
ARV drugs. Patients should receive appropriate counseling.
Advantages and disadvantages of ARV drugs should 
be discussed.

Patients should be willing to adhere to the treatment regimen.

ARVs should be stored in optimal conditions and 
distributed by trained staff.

ARV treatment should be sustainable.

It should be possible to diagnose and treat
concomitant illnesses.

There should be capacity to provide prophylaxis
for opportunistic infections.

A minimum of laboratory monitoring should be possible,
including routine hematological and biochemical tests to
detect side effects of drugs. CD4+ lymphocyte counts and
viral load measurements are needed to decide whether to
start ARV treatment in asymptomatic patients.



Prescribe ARV monotherapy, except for the 
prevention of perinatal HIV transmission and post-
exposure prophylaxis (PEP).

Start without laboratory monitoring. In resource-
constrained settings, anemia with hemoglobin levels
seven to eight grams per deciliter is relatively fre-
quent. These patients may be particularly at risk for
severe anemia during zidovudine and cotrimoxazole
treatment. Chronic hepatitis caused by hepatitis B
and C infections is also very common in resource-
constrained countries; ARV drugs are all potentially
hepatotoxic and should be prescribed with caution
to these patients. If these drugs are given, liver

function should be monitored. In cases of renal
insufficiency, dosage of certain ARV drugs such as
stavudine and indinavir should be modified.

Start without providing adequate information
about how and when to take the drugs, potential
side effects, interactions with other drugs, when to
stop the drugs, etc.

Provide treatment without the capacity to diagnose,
treat or prevent opportunistic infections.

Provide treatment unless patient’s other needs, such
as sufficient nutritional support, adequate home
care, etc. can be met.

Continue treatment despite serious side effects or
possible irreversible damage.

Strict adherence to treatment cannot be assured,
since this is essential to avoid the development of
resistance.

HOW TO IM P ROV E
AD H E R E N C E TO ARV TR E AT M E N T

Treatment decisions should be made jointly by the
patient and the clinician after careful discussion of: 

Advantages and disadvantages of ARV treatment

Different treatment options

Possible adverse reactions

Cost of  treatment

Need for a long-term emotional and financial 
commitment

Choice of an ARV treatment regimen should take
into account the lifestyle of the patient:

Patients may accept a twice-daily, but not a three-
times-daily, treatment regimen.

Patients who eat at irregular time intervals may
have problems adhering to certain ARV treatment
regimens.
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T a b l e  6
Licensed Antiretroviral
Drugs and Commonly Used Regimens 
for Initiating Treatment

Nucleoside Analogue Non-Nucleoside
Reverse Transcriptase Reverse Transcriptase
Inhibitors (NRTI) Inhibitors (NNRTI)

Zidovudine (ZDV) Nevirapine

Didanosine (ddI) Delavirdine

Zalcitabine (ddC) Efavirenz

Lamivudine (3TC)

Stavudine (d4T)

Abacavir (ABC)

Protease Inhibitors (PI)

Indinavir

Ritonavir

Saquinavir

Nelfinavir

Commonly Used Regimens 
for Initiating Treatment

1 PI + 2NRTI
(e.g., indinavir + ZDV + 3TC)

1NNRTI + 2 NRTI
(e.g., nevirapine + d4T + ddI)



Once an ARV treatment regimen has been chosen,
the following should be explained very carefully:

How and when the drugs should be taken: Written
information should be given the patient or a family
member if they can read. Clearly illustrated materi-
als should be given illiterate patients.

Potential adverse reactions of such treatment and
what to do about them.

How and where the patient can get information
about possible treatment problems.

When the patient should return for follow-up vis-
its, blood tests and other monitoring.

Who will help the patient adhere to the treatment
regimen—partner, another family member, a
friend, a nurse.

Where to get psychosocial support.

Patients should be able to consult regularly with a
trained counselor to discuss all aspects of adherence.
Communication skills of the doctor/counselor are very
important. There should be a reliable, long-term and
regular supply of ARV drugs that patients can easily
access.

ARVS TO PR E V E N T
TR A N S M I S S I O N O F HIV

Studies with macaques provide compelling evi-
dence that ARV therapy can prevent acquisition of
HIV. Animals provided ARVs before or after exposure
can be protected from infection. 13, 14 A single retro-
spective study suggests that ARVs can prevent acquisi-
tion of HIV after needlestick exposure.15 (See Chapter
21 for more information on HIV transmission in
health care settings.)

The use of ARVs to prevent mother-to-child trans-
mission (MTCT) of HIV emphasizes the power of
biological prevention strategies. (See Chapters 18 and
19 for more information on ARV therapy to reduce
MTCT of HIV.)

Recent work in Uganda16 and Zambia17 demon-
strates that HIV concentration in blood—and by
extension, genital secretions—determines the effi-
ciency of sexual transmission in discordant couples.

These observations and extensive work with
macaques13 suggest that ARV therapy can be used to
reduce transmission of HIV. Such therapy could be
used to prevent transmission from an infected person
to his/her uninfected partner, or to prevent HIV
acquisition through pre- or post-exposure ARV pro-
phylaxis.

But there have been no studies of ARV sexual pro-
phylaxis in humans, largely because of the difficulty in
developing research strategies capable of proving the
benefit of prophylaxis.18 Research that demonstrates
the feasibility of prophylaxis does not prove that such
prophylaxis works.
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T a b l e  7
Suggested Priority to be Accorded
to ARV Treatment According to
Disease Stage

Disease stage
(WHO stage 1-4)

1. Acute HIV illness No ARV drugs

Asymptomatic phase No ARV drugs

2. Early symptomatic phase No ARV drugs

3. Symptomatic phase, non-AIDS ARV drugs*   

4. AIDS ARV drugs

5. Terminal AIDS No ARV drugs

*It is strongly recommended that CD4 lymphocyte and, if available,
viral load results should determine when ARV treatments are used.
Where budgets are limited, it is probably best not to begin treatment too
early, to assure continuation of this therapy once it has been started. A
maximum beneficial impact on the quality of life of patients is expected
in patients with CD4 lymphocyte counts < 200/mm3 and/or a viral load
> 30.000-100.000 copies/ml plasma. With a small budget it is probably
better to delay ARV treatment in TB patients because the TB treatment
itself is complicated, and rifampicin cannot be given in association with
certain ARV drugs (protease inhibitors). Ideally, tritherapy should always
be considered because bitherapy will rapidly lead to drug resistance.



H I V  I N F E C T I O N  I N
C H I L D R E N

DI AG N O S I S A N D MA N AG E M E N T O F
HIV IN F E C T I O N I N IN FA N TS

It is difficult to detect HIV infection in infants
because they passively acquire HIV antibodies from
their mothers. Maternal antibodies may last as long as
18 months, but uninfected children usually revert to a
negative status before age nine to 10 months. A single
negative HIV antibody test result can be considered
diagnostic of absence of infection. 

In better-equipped settings, diagnosis is made by
HIV DNA PCR testing. This should be performed
before the infant is 48 hours old, at age one to two
months, and at age three to six months. HIV infection
is diagnosed by two positive HIV virologic tests, per-
formed on separate blood samples. In the absence of
biological markers, clinical markers of perinatally
acquired HIV infection should be used, as shown in
Table 8.    

MO N I TO R I N G PE D I AT R I C
HIV IN F E C T I O N

Ideally, CD4 lymphocyte counts should be done.
CD4 lymphocyte counts in healthy infants who are
not infected with HIV are considerably higher than in
uninfected adults, and slowly decline to adult levels by
age six. Therefore, levels of CD4 lymphocyte counts 
in HIV-infected children are higher than in adults
with the same stage of disease. When there is no access
to CD4 lymphocyte counts or viral load during regu-
lar clinical check-ups, weight, growth and develop-
ment should be monitored to determine whether
treatments are effective.

MA N AG E M E N T O F
OP P O RT U N I S T I C IN F E C T I O N S

Frequent opportunistic infections in children
include candida, tuberculosis (TB) and pneumocystis
carinii pneumonia. In resource-constrained settings,
pneumocystis carinii pneumonia seems to occur more
frequently, and TB less frequently, in infected children
than adults. Cryptococcal meningitis and cerebral
toxoplasmosis also are less common in children than
in adults. Children infected with HIV often present
with recurrent ordinary bacterial infections.19
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Strongly suggestive of HIV

Pneumocystis carinii pneumonitis

Non-suppurative parotitis

Esophageal candidiasis

Kaposi’s sarcoma (rare)

Multi-dermatomal herpes zoster

Hyperglobulinaemia without obvious cause

Suggestive of HIV

Failure to thrive 

Chronic diarrhea

Nephrotic syndrome

Persistent oral thrush

Cardiomyopathy

Frequent, slowly responsive bacterial infections

Immune thrombocytopenia

Extapulmonary TB

Non-cavitary pulmonary TB

Suggestive of HIV in the context of 
known maternal infection

Extensive lymphadenopathy

Hepatosplenomegaly

Development delay

Drug eruptions

Finger clubbing

Generalized dermatitis

Prematurity

T a b l e  8
Clinical Markers of 
Perinatally Acquired HIV



The United Nations Children’s Fund (UNICEF)
approach to Integrated Management of Childhood
Illnesses (IMCI) provides a framework for managing
common diseases and malnutrition. This approach
could also be used as a basis for the treatment of
infected children. WHO has also produced algorithms
specifically for the management of medical problems
of pediatric HIV/AIDS patients. Adequate nutritional
support is essential, and vitamin A supplementation
may be useful for children with persistent diarrhea. 

PRO P H Y L A X I S AG A I N S T
OP P O RT U N I S T I C IN F E C T I O N S

Primary prophylaxis with cotrimoxazole has been
proposed for all infants born to HIV-infected women
from four weeks of age until their infection status is
established. Cotrimoxazole prophylaxis may decrease
pneumococcal and other bacterial infections, but may
increase the risk of selecting resistant organisms. So
far, however, the efficacy and cost-effectiveness of this
strategy has not been evaluated in HIV-infected chil-
dren in resource-constrained settings.

VACC I N AT I O N S

Inactivated polio vaccine should be preferred over
oral polio vaccine. Where the risk of measles is high—
especially during hospital admission—measles vaccine
should be given at six and nine months. In children
with known symptomatic HIV infection, BCG and
yellow fever vaccination are contraindicated.
Otherwise, no changes in immunization schedules are
indicated for children born to mothers who are sus-
pected or known to be infected with HIV.19

H I V  I N F E C T I O N  
I N  W O M E N

Women are particularly vulnerable to HIV infec-
tion due to physiological, socioeconomic and (often)
cultural factors. The vast majority of infected women
are of reproductive age, and are at particular risk of
stigmatization, abandonment by their partner/family
or becoming victims of violence. One important
response to discrimination has been the formation of
self-help groups. Women infected with HIV generally
have access to fewer resources than do men; increasing
their economic independence is an important step
toward enabling women to reduce infection risks for
themselves and their families. Small credits and skills
development can help them achieve independence.
Legal assistance may be needed to protect the inheri-
tance rights of widows.

GY N E CO LO G I C A L PRO B L E M S

Gynecological symptoms may be the first sign of
HIV infection in women. These include recurrent or
persistent vaginal candidiasis, recurrent or persistent
herpes simplex tubo-ovarian, genital ulcerations, geni-
tal ulcerations caused by ulcus Ducrey, syphilis, pelvic
inflammatory disease (PID) (especially tubo-ovarian
abscesses) and cervical dysplasia caused by human
papillomavirus infection. Women infected with HIV
are approximately 10 times more likely to develop
cervical cancer than those not infected, and should be
screened regularly for cervical abnormalities. In addi-
tion, infected women often suffer from infertility
caused by other STDs. Women in late-stage disease
frequently present with oligomenorrhoea or amenor-
rhoea.

HIV IN F E C T I O N I N PR E G N A N C Y

In making reproductive decisions, HIV-infected
women should be provided with information and
counseled about their pregnancy options.
Contraceptive counseling should be offered to those
who do not desire pregnancy. Condoms should be
used, since the efficacy of hormonal contraceptives
may be reduced by drugs such as rifampicin or pro-
tease inhibitors. Intrauterine contraceptive devices are
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not recommended because they are associated with an
increased risk of PID, and also may cause endometrio-
sis, increased menstrual bleeding and micro-abrasions
on the penis (which may increase the risk of HIV
transmission to an unprotected partner). The use of
female condoms could be proposed if the sexual part-
ner is not willing to use a male condom. Although
there is in vitro evidence that some spermicidal agents
act against HIV, their efficacy in vivo has not been
established. Recent studies indicate that nonoxynol-9
may actually increase the risk of HIV acquisition, and
is not recommended for prevention of HIV in women.

Where legally accepted, prenatal and safe abortion
services should be available by referral. Pregnancy
among HIV-infected women does not appear to
increase maternal morbidity or mortality, but the fol-
lowing adverse pregnancy outcomes have been
reported in women infected with HIV, particularly in
women with advanced HIV disease: increased risk of
fetal loss, intrauterine growth retardation, pre-term
birth and low birth weight.

Many infected women refuse contraceptives for a
variety of reasons: They have no access to them; they
are unable to tell their partner they are HIV-infected
(risk of violence, risk of abandonment); they are
expected to become pregnant; or they want to become
pregnant. With greater availability of ARV drugs,
more infected women will probably consider becom-
ing pregnant. If a partner is HIV-seronegative, artifi-
cial insemination could be proposed. (See Chapter 18
for antenatal intrapartum and postnatal management.)

H E A L T H  S E C T O R  R E F O R M
A N D  H I V / A I D S

In many resource-constrained settings, health care
is changing: Reforms are being introduced to improve
the quality and effectiveness of services delivered—
often by transferring responsibility for planning and
management of services and budgets to the district
level.  Health sector reform may also reduce the
accountability and affordability of HIV/AIDS health
services in the public sector. Privatization of health
care is increasing, while cost constraints are limiting
public sector services.

What does this mean for HIV/AIDS care? Most
PLHA will have no choice but to continue to seek care
through the public sector. But cost-sharing schemes
may inadvertently disclose serostatus and, for those
with few resources, further limit access to care. As the
number of people seeking care is rapidly increasing,
there is urgent need for decentralized services to cope
with growing demand. The challenge remains to inte-
grate HIV/AIDS comprehensive care into district and
local services and ensure access to care across a contin-
uum—from hospital to community to home. For the
moment, too many patients are treated in large hospi-
tals. Overcrowding in these health facilities means
both PLHA and those with other diseases do not
receive adequate care. Decentralization of care, with
the involvement of district management teams knowl-
edgeable about HIV/AIDS and guidelines for referral
between services, will be needed (see Figure 1).
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F U T U R E  C H A L L E N G E S
Progress in the treatment of people infected with

HIV has been made mainly in industrialized countries.
The challenge now is to look at ways to introduce
new treatment regimens into resource-constrained set-
tings. A minimum package of HIV care should include
simple diagnostic facilities and counseling, accurate
information about HIV/AIDS, psychosocial support,
symptomatic treatment, treatment for easily diagnos-
able and treatable conditions such as salmonella 
septicemia, bacterial pneumonia, TB, STDs and oral
candidiasis, as well as palliative care.

There has been very little research into the biomed-
ical and socioeconomic aspects of care and support for
people infected with HIV in resource-constrained
settings. Very few studies have evaluated the quality of
care and the efficacy of clinical algorithms. A number
of trials are underway to evaluate the efficacy of pro-
phylaxes against opportunistic infections and the effect
of ARV therapy in preventing perinatal transmission.
Operational research is now needed to evaluate
whether certain successful interventions can be imple-
mented on a larger scale, outside research settings. 

R E L E VA N T  C H A P T E R S

Chapter 3 Responding to the Socioeconomic 
Impact of HIV/AIDS

Chapter 4 Improving Access to Drugs for People
Living with HIV/AIDS

Chapter 18 Reducing the Risk of Mother-to-Child
Transmission of HIV During 
Pregnancy and Delivery

Chapter 19 Mother-to-Child Transmission of HIV 
Through Breastfeeding: Strategies for Prevention

Chapter 21 Transmission of HIV in Health Care Settings

Chapter 23 Counseling, Testing and Psychosocial Support
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I N T R O D U C T I O N

The 1997 World AIDS Day release of Children on the Brink represented a
“wake-up call” to the effects of HIV/AIDS on children.* The report
estimates that by 2010 there will be nearly 42 million orphaned children
in 23 surveyed countries—and 40 million of these orphans will be in 19
sub-Saharan African countries. The AIDS epidemic will be largely to
blame. These devastating numbers present an unprecedented challenge to
the governments, communities and families of heavily affected coun-
tries—and to the agencies and organizations that assist them.
Development of large-scale systems for orphan management and protec-
tion is still evolving; it is not an area for which a large body of written
materials is available. This chapter attempts to consolidate the existing
knowledge in this very new, but critically important, field. 

B A C K G R O U N D

In countries heavily affected by HIV/AIDS, the proportion of children and
young people under age 15 who are orphans is tripling or quadrupling.
But orphaning is only one of the problems—although by far the largest
and most pressing—faced by children in affected countries. Due to the
pandemic, the prospects of children and young people today have also
worsened in many other important ways. The pandemic is undermining
two decades of hard-won gains in achieving the World Summit Goals
for Children, and it will have other far-reaching consequences for social
structure, economic development and human productivity.

P R O G R A M M I N G  A N D  P O L I C Y  M A K I N G  F O R  O R P H A N S

Countries have struggled to develop policy review and systems of commu-
nity care. But work has mostly been limited to running pilots and demon-
strations in a few heavily affected areas—far short of the full-scale systems
needed. A comprehensive nationwide program assessment must 
be an urgent priority in heavily affected countries.
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S T R A T E G Y  D E V E L O P M E N T  

ST R AT E G I C FO U N D AT I O N

Systems of care and protection for children that incorporate substitute
social mechanisms for care and mitigate additional suffering can be 
developed. The strategy should be an overarching multisectoral plan to
meet the needs of large numbers of orphans and other children affected 
by HIV/AIDS over the next two to three decades.

ST R AT E G I C CA PAC I T Y

Planning and development of a rational system of protection and care for
children affected by HIV/AIDS must include four elements: 

Technical analysis

Policy review

Conceptual capacity

Political support

PL A N N I N G CO N S I D E R AT I O N S

Certain key planning considerations can guide strategy development.
These will include:

General considerations

Situation analysis

Linking prevention and care

D E S I G N  O F  O R P H A N  M A N A G E M E N T  S Y S T E M S

MA N AG E M E N T ST RU C T U R E

At least two levels of response are involved in “orphan management”:
the macro (national and regional) and the micro (family and community). 

DE V E LO P I N G RAT I O N A L I Z E D SY S T E M S O F CA R E

Strategy and policy development can be linked with development of a
managed, rational system of care and referral that supports community-
based initiatives.

RE S P O N D I N G TO CH A N G I N G SO C I A L CO N D I T I O N S

Social welfare systems designed originally for relatively few numbers of
vulnerable children who fell outside the systems of family care are now
faced with serving very large numbers of children.

SY S T E M CO M P O N E N TS A N D LE V E L S O F CA R E

Countries faced with the prospect of developing a rationalized system of
care and protection for vulnerable children must focus on at least three
dimensions of the system: (1) Financial feasibility; (2) Availability of 
services; and (3) Personnel and acceptability.
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TA RG E T I N G VU L N E R A B L E CH I L D R E N

HIV/AIDS increases the number of vulnerable children—including
orphans—because of the loss of parents, guardians and productive adults.
The success of preventive interventions will be measured by the number
of these children who are reached.

D A T A  D E V E L O P M E N T

OR P H A N ES T I M AT E S

Orphan estimates may come from one or several sources; estimates for a
given country can vary widely. It is important to determine what types of
orphans are being included in an estimate and to make careful comparison
of orphan estimates.

DATA DE V E LO P M E N T

The information needed on children, caregivers and their families for a
thorough situation analysis typically will be incomplete, limited, unavail-
able or outdated. Data sources include national censuses, demographic
and health surveys (DHSs) and special surveys and registrations.

T H E  R E S P O N S E

CH I L D R E N

Children face many dangers due to the loss of their parents. And these
losses are increasing as the AIDS epidemic worsens. Interventions must be
targeted directly to children as well as families and communities.

FA M I L I E S

Family care is much more cost effective and acceptable than any kind of
institutional  care. But poor families need help, including psychosocial
and material assistance and schemes to raise incomes and productivity.

CO M M U N I T I E S

If individual families are too weak to provide care, AIDS-stricken commu-
nities view children as a village responsibility. These communities can ben-
efit from organizational support in a variety of forms, including assistance
in income-generating projects and increasing agricultural productivity.

GOV E R N M E N TS

Over the past decade, many sub-Saharan Africa governments have
responded creatively and energetically to the needs of children, families
and communities affected by HIV/AIDS, revising laws and creating new
policies to protect children.
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PR I VAT E SE C TO R

Some private sector enterprises have helped people living with HIV/AIDS
(PLHA) and  their dependents in a variety of ways, and have been
involved in AIDS prevention activities ranging from the distribution of
condoms to regular screening and treatment for STDs. 

G O I N G  T O  S C A L E

SH O RT- A N D LO N G-TE R M PRO G R A M M I N G

In the short term, a national orphan program requires investment in a
planning and monitoring system. In the long term, implementing 
agencies should integrate family and community support programs into
health, education, agriculture, water and sanitation sectors.

MO N I TO R I N G A N D EVA LUAT I O N

A monitoring and evaluation plan for orphan programs will be similar to
those for other child protection, health or education programs.

PRO G R A M QUA L I T Y A N D DE V E LO P M E N T

A monitoring and evaluation plan should review the quality of existing
programs to serve children, families and communities affected by
HIV/AIDS.

FU N D R A I S I N G

A funding plan can include local sources of support as well as external
sources. A national development plan and strategy for orphans will be
important in increasing funds from foreign donors and programs.

AIDS A N D T H E RI G H TS O F PO O R CO M M U N I T I E S

Economic adjustment programs have weakened social services, health 
services and public assistance schemes, leading governments to abrogate
responsibility for family welfare to local governments and community
charity. This leaves the most vulnerable—children, women, the elderly
and the disabled—exposed, with weak or nonexistent safety nets and few
resources.
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T
he 1997 World AIDS Day release of Children on the Brink

alerted the world to the effects of HIV/AIDS on children.*

The report estimates that—largely due to the AIDS epidemic

—there will be nearly 42 million orphaned children in the 23 countries

studied by the year 2010.  Forty million of these 42 million will be in 19

sub-Saharan African lands.  In eight sub-Saharan African countries, 20

percent to 35 percent of all 

children under age 15 will be

missing a mother, father or both parents. The scale and urgency of 

this unprecedented demographic event shows the massive impact the 

pandemic will have on children, families, societies and economies through

the first third of the 21st century.1

The large numbers of orphaned children present a tremendous

challenge to governments, communities and families of heavily affected

countries—and to the agencies and organizations that assist them.

Large-scale systems for orphan management and protection are still in the

early stages of development. There is not a large body of written materials

available for guidance. Governments, communities and families must

develop responses that rely on vision and experience, rather than technical

data and tools. Fortunately, the essential elements of a long-term care

strategy are already being developed in some countries. The fact that they

are moving ahead demonstrates considerable courage—courage that often

requires breaking through layers of denial regarding the epidemic in order

to lay the groundwork for children’s future protection. This chapter

attempts to consolidate existing knowledge in this very new but 

important field. 

I N T R O D U C T I O N
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B A C K G R O U N D
UNICEF was the first global organization to pub-

lish estimates of children orphaned by the AIDS epi-
demic. Children and AIDS—An Impending Calamity,
the agency’s 1988 study, covered 10 countries in cen-
tral, eastern and southern Africa. It included the first
multicountry estimates of AIDS orphans and the first
estimates of the disease’s impact on infant and child
mortality presented to the international community.2

The numbers were condemned even as they were being
developed—and roundly criticized after they were
made public—for vastly overstating the problems fac-
ing women and children. Unfortunately, many of these
predictions have now been confirmed.

In heavily affected countries, the proportion of
children and young people under age 15 who are
orphans is tripling or quadrupling. Wherever sero-
prevalence is now close to or above 20 percent, the
proportion of children orphaned will be as high as 30
percent by 2010. Pre-AIDS levels of orphaning in
sub-Saharan Africa was about five percent.1, 3 Not only
are orphan levels extremely high and growing, but
they will remain high through the first three decades
of the 21st century, even if HIV incidence declines
rapidly in the near future.

Orphaning is only one of the problems—although
by far the largest and most pressing—faced by chil-
dren in AIDS-affected countries. Prospects for chil-
dren and young people have also worsened in many
other important ways because of AIDS.4

The pandemic is undermining two decades of
hard-won gains in achieving the World Summit Goals
for Children, and it will have other far-reaching con-
sequences for social structure, economic development
and human productivity. Child mortality has already
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Disadvantage of a 
Centralized System of Care

Vulnerable children are too numerous for
government to support or monitor directly.

Public welfare benefits reach only a small
proportion of vulnerable families and 
children affected by the epidemic.

Centralized systems encourage dependency
and are not sustainable over the long term.

These approaches professionalize childcare
unnecessarily, discrediting family and 
community programs.

Centralization makes systems inelastic,
inflexible to local needs, budget-driven
instead of needs-driven and not tailored to
local preferences.

Children Affected 
by HIV/AIDS

Worsening mortality

Increasing morbidity

Living in families weakened by HIV/AIDS

Living in communities weakened by
HIV/AIDS

Less social support

Increasingly impoverished

Declining access to health, education, and
social services

Children’s fundamental human rights are
threatened by:

Starvation, illness and death

Physical, sexual and emotional abuse

Exploitation as labor

Deprivation of adult care and protection



increased drastically in countries with severe epidemics.
The disease only adds to existing difficulties of 
children in heavily affected countries: The World
Bank estimates that 30 percent of all children in sub-
Saharan Africa are chronically malnourished. In most
countries with severe epidemics, this proportion is
between 40 percent and 50 percent. Only 63 percent
of the region’s children are immunized against tuber-
culosis; less than 50 percent against DTP, polio and
measles.5, 6 Effects such as these will continue to be felt
well into this century.

Even children who are not directly affected are liv-
ing in societies with poorer infrastructure and human
resources. Access to health, education and social serv-
ices decreases as wage earners fall sick and the disease
draws off skilled personnel and resources. It is difficult
even to factor in the grief, horror and resulting social
pathology resulting from AIDS deaths. 

Children suffer in the most basic ways when their
caregivers die. The World Bank’s study of AIDS-
affected families in Kagera, Tanzania, shows that
“childhood malnutrition is potentially one of the most
severe and lasting consequences of a prime-age adult
death . . . Among the poorer households, stunting . . .
among children under age five is indeed substantially
higher for orphans (51 percent) than [non-orphans] . . .
the difference in the better-off households is even
larger . . . Half of the children who have lost one or
both parents are stunted, regardless of whether they
live in a poorer household or a less-poor household.”7

P R O G R A M M I N G
A N D  P O L I C Y  M A K I N G  
F O R  O R P H A N S

Countries, most notably Malawi and Zimbabwe,
have struggled to develop intelligent policy review and
systems of community care. But most efforts have
been limited to pilot projects and demonstrations in a
few heavily affected areas, falling short of full-scale 
systems design. 

To encourage cross-country sharing and capacity
development, UNICEF supports regular regional
program consultations. The first consultation, held in
1998, identified a preliminary conceptual foundation
for orphan programs based on services during the 
preceding 10 years. This conceptualization cited the
disadvantages of a centralized system of care (see box)
and noted that: 

Decentralized family and community-based
responses are the most affordable and acceptable
ways to care for orphans and children left vulnera-
ble by HIV/AIDS. Centralized systems of care and
institutional care should be a last resort.

Community capacity and willingness to care for
the children have been documented, but communi-
ties must have resources to sustain mechanisms of
care.

Partnerships with community-based organizations
(NGOs, religious organizations, the private sector)
are widespread and increase their viability.

Coordination and strategy building are necessary at
all levels and increase the viability of community-
based responses.

Approaches tested at the micro level can be 
replicated rapidly if appropriate.

If included in government development plans,
community-based programs can be stimulated and
linked with a wider resource base.

Expanding program responses—using a 
comprehensive nationwide program assessment—
is an urgent priority in heavily affected countries.
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S T R AT E G Y
D E V E L O P M E N T

ST R AT E G I C FO U N D AT I O N

It is possible to develop systems of care and protec-
tion for children that incorporate substitute social
mechanisms for care and mitigate additional suffering
in heavily AIDS-affected countries—although it is not
possible to eliminate increased death and morbidity. If
a strategy is developed to accomplish this, some of the
overall damage to the social and economic functioning
of future generations may be averted.

This strategy should be an overarching, multisec-
toral plan to meet the needs of large numbers of
orphans and other children affected by HIV/AIDS
over the next two to three decades. It should cover
gaps in services by geographic area or program type,
building on data from a situation analysis. It should
be linked with goal-setting for coverage of commu-
nity-based programs and state safety nets (by age,
location, vulnerability), and for the well-being
of children and caregivers (measured by indicators 
like health, nutrition and school enrollment).
Unfortunately, few countries have developed such a
strategy.

ST R AT E G I C CA PAC I T Y

Review of the data on children affected by AIDS,
services and the lack of explicit strategies for support
to family and community-based responses suggests
that strategy development is required in four major
areas: technical analysis, policy review, conceptual
capacity and political support.

Technical analysis
Before beginning any national strategic planning

exercise, national orphan estimates must be prepared,
either by the Ministry of Planning/Economic
Development or the Ministry of Health/National
AIDS Control Program (NACP). A central ministry
or central statistics bureau should also prepare esti-
mates of population impact, in conjunction with
planning or health agencies or the NACP. Since these
numbers are highly political, formal estimates are
often difficult to obtain; informal estimates can be
used instead.

Ideally, each line ministry will complete a sectoral
analysis, estimating the impact of the epidemic on loss
of skilled personnel and the total client base for their
services. In addition, line ministry planners should
conduct a barrier analysis, brainstorming about other
effects of the epidemic, preparing for orphan needs,
and identifying policies and programs that limit access
of AIDS-affected children to services (see box). For
example, child-headed households may not be able to
access free primary care, education or social welfare
benefits because the household head is under age 18 or
does not know what his or her entitlements are. While
safety nets may be officially in place, they may be
underfunded, understaffed by social welfare profes-
sionals or unknown to household heads.
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Advantage of Family- and
Community-Based Approach

Encourages community self-reliance.

Encourages voluntary and spontaneous links
with HIV/AIDS prevention activities.

Recognizes and builds on the reality that
PLHA and affected children get most of their
support from families and communities.

Builds on natural family and community
roles in protecting children and the elderly.

Social workers and other professionals can
focus on serving difficult cases, monitoring,
training, and support.

Delivers more benefits effectively and 
inexpensively.

Fewer children fall through safety nets.

Builds on African preference to keep children
within their families and communities.



Policy review
This assessment determines whether policies have

considered the needs of orphans and other children
left vulnerable by the epidemic. It can also help coordi-
nate policies in different sectors so they have stronger
synergistic effects. The assessment can also align policies
so that they contribute more constructively to an
enabling environment for children and families and
encourage community-based responses. Many countries
have partially completed comprehensive policy develop-
ment for children as part of  National Plans of Action
for Children, stimulated by the World Summit for
Children. Others have gone much further in codifying
laws and developing child- and youth-friendly judicial
and ombudsmen systems. A thorough policy review will
include many areas (see box).

Conceptual capacity
The meaning of social welfare must be entirely

redefined, moving from individual casework to 
community-driven development of mutual systems of
support. At the national level, development of strate-
gies and systems requires national policy makers to
visualize and implement a system in a fresh and inno-
vative way. Budgetary restrictions force many countries
to explore this change. 

To support expanded conceptual capacity at the
local level, social-welfare training must increase the
professionals’ ability to train family and community
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Strategic and Policy Concerns for 
a Barrier Analysis by Sector
General

Developing partnerships among all players

Designing a large-scale system that is equitable,
and builds on family and community initiative

Protecting very young orphans

Delivering services to households with elderly
guardians and child-headed households

Developing systems that are effective in rural
areas

Health

Linking prevention and care

Monitoring health status of orphans and 
non-orphans to ensure equity

Delivering appropriate care to HIV-positive
children

Providing replacement feeding and proper
weaning for infants who have lost their mothers

Assuring that health workers counsel family 
members on the special needs of orphans

Strengthening community health services to 
provide special care and attention to orphans

Linking home-based care with care for orphans

Social Welfare

Developing family and community capacity to 
support orphaned children

Providing ongoing organizational and psychosocial
support to community care mechanisms

Assuring needed social welfare benefits for the 
poor so orphans can be maintained within the 
family and community

Educating caregivers and children to prevent
abuse

Developing community mechanisms to ensure
child rights

Education

Ensuring access to education as a protection and
socialization mechanism

Including HIV/AIDS education in curricula

Providing alternative schooling in heavily 
impacted districts

Replacing teachers who die from HIV/AIDS

Considering Early Childhood Development
centers

Women/Gender/Property

Educating women about property and inheritance

Educating community about child rights



members. Commitment to family and community-
based systems of care also implies “de-professionaliza-
tion” and “demystification” of some social welfare,
education and health roles. Coincident with trends in
reduced provision of social services due to economic
adjustment, the loss of professionals to HIV/AIDS-
related causes also demands that communities provide
their own services. Increased conceptual capacity at
macro- and micro-levels can be encouraged through
site visits between countries and through regular cross-
border meetings of policy makers and innovative com-
munity-development personnel.

Political support
Advocacy and public education plans are critical to

the success of a national strategy. Two audiences are
important: the general public and opinion leaders and
policy makers. For the general public, advocacy and
education have been used by several countries to: 

Educate the public about the needs of vulnerable
children and how to meet them.

Increase adoption and fostering and overcome
cultural constraints to both.

Alert guardians to their entitlements.

Encourage communities to care for families and
children affected by AIDS.
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Areas for Policy Review
Local Policy Review

Allocation of land and other resources

Communal gardens or shelters for children

Sharing resources with the weaker and more
vulnerable

Use of local services by the poor or 
disenfranchised

Participation of women and children in 
decision making

Protection of women and children’s property

Credit associations and small business 
opportunities

Widow inheritance and mistreatment of 
children

Community responsibility for all vulnerable
children

Interventions with harsh or abusive guardians

National Policy Review

Review of laws, policies and administration in
all sectors to protect children’s rights 

Children’s access to resources without adults

Increasing women’s rights, entitlements and
protection

Recognizing legal maturity for women

Definition of sexual maturity, age of marriage
and defilement

Entitlement and access of vulnerable children
to health and education 

Budget restrictions, discrimination or 
insensitivity

Inheritance and protection of property

Adoption and fostering

Paternal affiliation and responsibility

Public education programs

Grants or other fiscal support to maintain 
children

Positive support for communities

Support of NGOs and CBOs

Responsibility of the private sector 

Tax breaks for large private-sector employers

Employee rights, insurance and death benefits

Targeting productive infrastructure to AIDS-
affected communities

Technical assistance to communities

Support to increase productivity in agriculture
or in small businesses

Mechanisms to coordinate actors and partners

Donors examine their policies



Educate service providers about government policy
and the needs of orphaned children.

Reduce stigma and discrimination against AIDS-
affected families and children.

Educate children about the needs of their peers
and encourage their kindness and assistance.

Advocacy and education are also important to the
development of comprehensive government strategies.
Even in the most heavily affected countries, it is often
important to educate policy makers and opinion lead-
ers who are not in AIDS or public health work about
the impact of the epidemic. It may be possible to
work through the National AIDS Control Program or,
in some countries, with ministries of planning, finance
and development to better integrate AIDS into devel-
opment planning. In many sectors, the presence of
orphans will demand a change not only in the scale of
service delivery, but in delivery mechanisms. Advocacy
and public education plans may already be part of the
National Plan of Action for Children. If not, this 
document can be revised to reflect the special needs 
of children orphaned by AIDS and other causes.

Because it involves children, the problem of
orphaning can serve as an entry point for development
of political and social commitment to change.
Children orphaned by the epidemic who do not
receive sufficient support from their families, commu-
nities or state will quickly become visible as street
children, delinquents or children in trouble with the
law. This can be one of the reasons governments,
donors, NGOs and communities may find it easier to
commit to programs for surviving children.
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Policy Development
in Malawi and Zimbabwe
Malawi’s National Orphan Policy

Members of Malawi’s National Orphan Task
Force, with advisors from the Ugandan govern-
ment and NGOs, developed the region’s first
“Policy Guidelines for the Care of Orphans in
Malawi and Coordination of Assistance for
Orphans” in 1992. The guidelines are simple
and brief, so they can be used to provide
program guidance to community groups:

Community-based approaches to orphan
care are primary. The government will 
coordinate service providers to support and
enable communities.

Formal foster care will be expanded as the
second source of care.

Institutional care is the last resort, although
temporary care may be needed for children
awaiting placement.

Hospitals should record next of kin so rela-
tives can be traced if children are abandoned.

Birth and death registration should be 
revitalized to monitor orphans.

Government will protect the property
rights of orphans and these should be
widely published.

Self-help groups should be developed to assist
families with counseling and other needs.

NGOs are encouraged to set up systems of
community-based care in consultation with
the government.

The needs of all orphans should be 
included regardless of the cause of death, 
religion or gender.

The National Orphan Task Force (NOTF)
will continuously plan, monitor and revise
programs and policies.

Government will solicit donor support for
resources for capacity building.

The Ministry of Women, Youth and
Community Service is the lead government
body on these issues.



PL A N N I N G CO N S I D E R AT I O N S

General considerations
As planning continues, certain key considerations

can guide strategy development. The problem of 
children affected by AIDS will probably last 20 to 30
years, so any strategy must have short- and long-term
components. More children than have typically been
provided for by social welfare systems in the past will
need care. Any response must therefore be large-scale,
community-based, systematic, integrated within 
existing infrastructure, low-cost and sustainable. As
responses also involve care and protection for the most
vulnerable children, they must include a good deal of
oversight, monitoring and review.

It is possible to plan and develop a rational system
of protection and care for children affected by
HIV/AIDS because the number of children in need 
of care and protection will be large yet predictable.
Inputs can be specified and planned. Orphan, family
and community needs have been described by a large
number of research studies (see “The Response”).
Project impacts are measurable using standard indica-
tors of well-being (see “Going to Scale”). Most impor-
tantly, the strategic orientation of any program should
emphasize development, not charity. This will only be
possible if communities have enough assistance before
they reach a stage of exhaustion and burnout.

Situation analysis
A situation analysis preparatory to strategy develop-

ment for children, families and communities affected
by HIV/AIDS requires information on the numbers
and proportion of children orphaned: their location,
education, health and protection requirements by age
and sex; their guardians’ status and women’s status
generally; and distribution and nature of poverty in a
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Zimbabwe’s National
Orphan Policy

Zimbabwe’s Department of Social Welfare in
the Ministry of Public Service, Labor and Social
Welfare is the key agency for implementing child
welfare policy. Its services have been decentral-
ized to all 58 districts. But most district offices
have one social worker, resulting in unrealistic
social worker-to-population ratios. After four
years of advocacy by local leaders, Zimbabwe’s
government in 1995 worked with partners to
draft a national policy on the care and protection
of orphans, but it was delayed in Cabinet
because it requires additional resources.
Community-based care is universally accepted
and promoted. The new policy emphasizes:

Care and protection of orphans must 
comply with the Convention on the Rights
of the Child and the African Charter on the
Rights and Welfare of the Child.

Institutional care is a final and temporary
resort.

Additional human and financial resources
(subnational funds) are needed for orphans,
as are budgetary increases to cover sustain-
able health and nutrition programs.

Public awareness campaigns are needed on
orphans’ needs, capacity building in areas of
children’s rights and counseling for orphans
and caregivers.

Guidelines and legal framework are needed
to ensure education for all children,
including orphans.

Government must protect the property rights
of orphans by legislative changes and legal
assistance in matters of intestate inheritance.

The Department of Social Welfare will lead
the coordination, implementation, monitor-
ing and information-sharing under the 
program through the Child Welfare Forum
at national and sub-national levels.

Grassroots implementation is the responsi-
bility of communities, local government,
and NGOs.



country. Although the emphasis is on orphans, infor-
mation on all vulnerable children is useful, including
street children, physically and emotionally abused chil-
dren, children experiencing exploitation of their labor
and sexuality and children in trouble with the law.
Estimates of these groups are often of uneven quality
or nonexistent. In addition, children often move
between these categories in response to stress and loss
of a caregiver’s protection. Data on services and
responses needed for planning purposes include the
categories’ characteristics (community-based or institu-
tional), location, sponsorship, networks and linkages
and collaboration among providers. (The nature and
sources of data needed are explored in the section
“The Response.”)

Linking prevention and care
In the beginning of a strategy development exer-

cise, participants must be challenged to link preven-
tion and care by understanding the three principal
ways to “prevent” orphans: (1) Reduce births and
thereby reduce the numbers of children who could
become orphans; (2) Prevent HIV transmission; and
(3) Enable PLHA to live longer. When these connec-
tions are acknowledged, support for effective preven-
tion and reduced stigma and discrimination must be
built.

D E S I G N  O F  O R P H A N
M A N A G E M E N T  S Y S T E M S

MA N AG E M E N T ST RU C T U R E

There are at least two levels of response to “orphan
management”: the macro (national and regional) and
the micro (family and community) levels. In the past,
microlevel responses have been viewed as the forerun-
ner of macrolevel responses. While piloting a variety of
responses in the early stages of program development
may be helpful, enough is already known about the
needs and advantages of family and community pro-
grams to state that they are the preferred mechanism
for local management. It is more important now to
specify roles, responsibilities and challenges at higher
levels of the system. 

As in any management system, concerns at the
macrolevel are substantially and qualitatively different
from those at the microlevel.  Each level must be
clearly separated and defined to develop a satisfactory
management system (see box on roles and responsibili-
ties). Three countries have accomplished this and are
moving forward with strategic systems development:
Malawi, Zimbabwe and South Africa.* They can serve
as models for other countries. To determine whether
there really is a management structure in place entails
knowing not only that there is an existing structure,
but that is also functional. 

In the “model” countries, strategy and policy devel-
opment were coordinated by a central multisectoral
body composed of responsible government and NGO
(including church) actors. This central body is repli-
cated at regional, district or provincial and local levels.
The NGO community is a full partner with govern-
ment in strategy development, as well as in providing
social services (including health, education and social
work) and community development activities. NGOs
have a considerable network of services and collaborate
to produce a coordinated, rationalized system of
response to increase equity, access and availability on a
geographic basis and improve program quality.

Following strategy development, coordinating
bodies can also conduct policy review, coordinate serv-
ice delivery, integrate their findings and activities into
local development plans, monitor and evaluate pro-
gram implementation, review program quality and
provide training. 
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* Adverse political conditions in Zimbabwe have altered the response and halted
expansion of the national orphan care system.



The partners in these systems
should acknowledge that formal
social-welfare, health and educa-
tion systems established through
many years of experience before
the epidemic may need to be 
fundamentally revised. Such
recognition may not be easy for
any of the partners because it
involves reconsideration of their
traditional roles and responsibilities
in child protection.

RE S P O N D I N G TO
CH A N G I N G SO C I A L
CO N D I T I O N S

AIDS and other scourges have
dramatically changed the situation

of vulnerable children. In many countries, social wel-
fare systems designed to address the needs of relatively
few vulnerable children who fell outside the systems of
family care are now faced with serving very large num-
bers of children. The types of systems needed and the
conditions under which they must operate have also
changed radically in a relatively short period of time. 

SY S T E M CO M P O N E N TS
A N D LE V E L S O F CA R E

Countries faced with the prospect of developing
a rationalized system of care and protection for 
vulnerable children must recognize that at least three
dimensions of the system are key: financial feasibility,
availability of services and personnel and acceptability.
To accomplish this, families and communities must 
be the foundation of the care system. While this has
always been the case, fewer children were vulnerable in
the past. Emphasis on families and communities also

For example, in South Africa, the Children in
Distress Project (CINDI), the Ministry of Population
and Social Welfare’s pilot program for orphan care in
the KwaZulu-Natal Province, has a steering committee
that coordinates local services provided by commu-
nity-based organizations, NGOs, government social
welfare officers, hospitals and home care agencies.8

Botswana’s local development structure includes mul-
tisectoral child welfare committees organized through
local government.  But these have not been fully
mobilized to provide assistance to orphans. 

DE V E LO P I N G RAT I O N A L I Z E D
SY S T E M S O F CA R E

Strategy and policy development can be linked
with development of a managed, rational system of
care and referral that supports community-based 
initiatives. Such systems involve two essential ingredi-
ents:

Recognition by government that it cannot manage
the child protection and care requirements of all
orphans and vulnerable children as a consequence
of the AIDS epidemic.

Commitment of all actors to cooperation and 
collaboration to support community development
and capacity building to provide care and support
services for families and children affected by
HIV/AIDS.

H I V / A I D S  P r e v e n t i o n  a n d  C a r e  i n  R e s o u r c e - C o n s t r a i n e d  S e t t i n g s — C H A P T E R  T W E N T Y - S I X 645

Roles and Responsibilities in National Systems
of Care for Children Affected by HIV/AIDS 
(Malawi, South Africa and Zimbabwe)

Central, district,
local government

Leadership

Stimulating collaboration

Setting standards and 
guidelines using consultative
process

Monitoring community-based
groups to ensure protection
of children’s rights

Handling cases requiring
legal procedures

Helping communities obtain
specialized resources

NGOs,
churches

Training for families
and communities

Capacity building

Material support

Provision of institutional
care

Mobilization of
resources required by com-
munities

Family
and community

Provision of care

Mobilization and
coordination of
resources

Prevention of abuse,
neglect

Counseling for children,
guardians

Collective mutual support
(labor, child care, credit,
microenterprise
farming and food 
security fund raising)
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Family-based care

Community care

Temporary shelters

Institutions

System as a whole

Two biological parents
One biological parent
Extended family
No parents/child-headed
households
Formal foster parents or
adoptive parents

Village committees
Local government
Volunteers
Community-based
organizations (CBOs)
NGOs
Religious organizations
Private sector

Street children shelters
Feeding centers
Places of safety

Orphanages, children’s homes
Hospices
Hospitals
Home-based care
Remand homes
Jails
Boarding schools

Government and partners

55 percent

.5 percent to 1 percent
(with formal adoption)

35 percent

5 percent

5 percent

100 percent

Free access to basic social 
services
Psychosocial support and 
monitoring
Government assessment and 
monitoring

Management training
Financial and material support
Training in psychosocial 
counseling
Child rights training
Monitoring and evaluation
Awareness raising
Advocacy

Management training
Financial and material support
Psychosocial counseling

Facility construction, equipment
Guidelines, policies, standards
Awareness raising
Fostering and out-placement
Counseling
Community visiting
CRC training
Government assessment
Monitoring and evaluation
Fundraising skills
Networking and outreach
services

Legal and policy framework
Conceptual base
Referral networks, monitoring,
identification

T a b l e  1
Models and Options in a 
System of Care for Vulnerable Children*

Model/option Responsible party Percentage  of Input needed
vulnerable children

*This and the next table were developed in part during a workshop held at a
meeting of UNICEF Child Protection Officers and counterparts from 15 countries
in Nairobi in April 1999.



increases acceptance. Surveys
typically report the preference of
families and communities for
maintaining children within nor-
mal systems of social support.9, 10

But most also report that they need
financial and material supports,
including access to basic social
services for their children, due to
two factors: extreme underlying
poverty and the need to provide for
additional children within the same
or a diminished resource base.

Some children will fall outside
these two preferred sources of care,
and must be provided for by insti-
tutions—including orphanages,
children’s homes and remand cen-
ters. They will also need temporary
shelters while in transit between one permanent form
of care and another. For example, children leaving
family-based care may receive support at a street
children’s shelter or feeding center while they are
rehabilitated for placement in another family or in a
community-care program.

If the system explicitly includes these various facili-
ties, emphasis and investment should be distributed
according to the number of children needing each
type of care. Referral mechanisms are needed to help
children moving from one part of the system to
another. Supporting family and community care is
viewed as a “preventive” intervention, because it 
functions to maintain children in the most “normal”
environments possible. If children are not taken into
these levels of care, the system is not functioning well.

The following chart illustrates the approximate
distribution of children in a typical care system in a
developing country heavily impacted by HIV/AIDS.
The estimated proportion of children in each type of
care shown in the third column is somewhat arbitrary
and will change as mortality from the AIDS pandemic
advances. But even in a very advanced epidemic,
approximately 55 percent of children will still be cared
for within some form of family, while community
organizations at some level of formal organization will
care for another 35 percent. At any time, institutions

will provide care or at least shelter for no more than
five percent of all children due to fiscal and physical
constraints (that is, the number of places within insti-
tutions) while another five percent will be in transit,
assisted by temporary forms of care.

TA RG E T I N G VU L N E R A B L E CH I L D R E N

HIV/AIDS increases the number of vulnerable
children—including orphans—because of the loss of
parents, guardians and productive adults. The box
below provides a preliminary conceptual framework in
which to place children, not all of whom will be
equally vulnerable. The vertical axis describes vulnera-
bility as “high” or “low,” while the horizontal axis
describes the number of children. The largest number
of highly vulnerable children is in the upper lefthand
corner, and includes very young orphans, orphans
with disabilities, orphans with elderly guardians and
children in female-headed and very poor households.
Also highly vulnerable—and very visible because of
that vulnerability—are HIV-positive children, street
children, child sex workers and orphans in child-
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T a b l e  2

Models and Options in a System
of Care for Vulnerable Children
Model/option Responsible Needs of Sector support

party vulnerable needed
children
percentage

Ministry Support:
Finance
Social Welfare
Health

Education
Labor, Education
Labor
Private sector

Up to 10 percent of
all children need
grants.

100 percent need
primary health care
and primary school.

Government and
partners

Social safety nets
Poverty alleviation
Child grants
Disability grants,
Pensions for 
elderly
Free health care
Free schools
Employment
training
Income generation
Credit schemes



headed households. But these are fewer in number
than children in the lefthand box. For example, while
a great deal of concern is expressed for HIV-positive
children, globally they represent only 1.7 percent of
children affected by HIV/AIDS; orphans represent
more than 98 percent of affected children. Children
who are highly vulnerable are likely to need the
strongest safety nets and protection. Children in
poorly resourced institutions fall into this category
because in many cases their basic rights are not pro-
tected.11 Children who are less vulnerable are shown in
the bottom row of the chart. They include orphans
and children with both biological parents in stable
families of reasonable means. 

Children can move between boxes—levels of vul-
nerability—depending on changes in their life circum-
stances. But the AIDS pandemic is increasing the num-
ber of highly vulnerable children, those in the upper
boxes. Success or failure of preventive interventions will
be measured by the number of children in the upper
right hand box, those who are most vulnerable.

D ATA  D E V E L O P M E N T

OR P H A N ES T I M AT E S

Orphan estimates may come from one or several
sources, including a country’s National AIDS Control
Program (often assisted by UNAIDS), special studies
or Children on the Brink. Estimates for a given country
can vary widely, depending on whether they include:

AIDS orphans or orphans due to all causes of
parental death.

Orphans who are maternal (mother dead), paternal
(father dead) or double (both parents dead).
Maternal and double orphans are estimated from
maternal deaths; these are the most common statis-
tics. But paternal orphans are often as numerous as
maternal orphans, and in many cases are in fact
double orphans because they have been abandoned
or their mothers die soon after their fathers. 

Children under age 15 (the demographic cutoff ) or
children under age 18 (the legal cutoff in many
sub-Saharan African countries).

Orphan estimates also vary by time period.
Children on the Brink includes the only projections
of orphans through 2010.

Orphan estimates can be cumulative (all orphans
since the beginning of the epidemic) or represent
totals at a given time.

It is important to determine what types of orphans
are being included in an estimate and to make careful
comparison of orphan estimates. They can then be
presented to a national body or steering committee for
review to establish official consensus. 
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Number and Vulnerability of Children
Needing Care and Protection

V
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Number of Children
LOW HIGH

Very young orphans

Orphans with disabilities 

Orphans with elderly
guardians

Children in female-
headed and poor 
households

Orphans in stable families
of reasonable means

HIV+ children

Street children

Child sex workers

Orphans in child-headed
households

Children in under-funded
State institutions

Children in stable two-par-
ent families of reasonable
means

Children in well-resourced
institutions



GAT H E R I N G DATA

The information needed for a thorough analysis of
children, caregivers and their families typically will be
incomplete.  National data or estimates for orphans
and other vulnerable children are usually limited,
unavailable or outdated. Because these children were
not numerous before the AIDS epidemic, they were
not a major concern for governments and little effort
was made to collect information about them. Data on
the geographic distribution of vulnerable children and
services are also quite limited. 

Data on orphans have been collected in the
national censuses of several countries, including
Kenya, Uganda, Tanzania, Zimbabwe and Malawi.
Censuses have the widest geographic scope of any data
and 100 percent coverage, although their data are typ-
ically “thin”: Details are sparse and household-level
analysis has not been done.  In addition, marginalized
children or families, such as street children or home-
less populations, may not be fully enumerated by cen-
sus-takers. It is crucial to encourage officials to collect
data on the orphan status of children during the next
round of census taking.

Demographic and Health Surveys (DHS) are con-
ducted in many countries every two to four years.
Until recently, only households with women of child-
bearing age (15 to 49 years) were included. This
excluded many orphaned children who may have
resided on their own or with elderly guardians. For
this reason, DHS surveys taken before 1999 underesti-
mate the proportion of orphaned children.

In 1999, DHS instruments and procedures were
revised to include all households with children under
age five, regardless of the presence of a caregiver or
guardian. Surveys will now include households headed
by children or elderly guardians. Health, immuniza-
tion, nutrition, education and other data will also be
collected on all children in the household.  In the past,
this information was collected only on biologically
related children. DHS are not complete-count surveys,
but their samples are usually nationally and regionally
representative. Unfortunately, coverage of marginalized
children and families may also be incomplete, for the
same reasons that data are limited in the national cen-
suses.

In some countries, special surveys or estimates were
undertaken by universities or for poverty monitoring
and alleviation. Several of these were quite extensive,
and are now a valuable resource for data on children
and families.12 Expanding on these, UNICEF and its
partners in 60 countries have collaborated on surveys
of country progress toward World Summit Goals for
Children. These Multi-Indicator Cluster Surveys
(MICS) are “mini-DHSs,” and should prove an
invaluable update on children’s status.

Registrations and enumerations of orphans and
other vulnerable children collected by local authorities
and communities can help mobilize communities for
action. Community members are trained to collect,
analyze and maintain their own data as the basis for
targeting assistance to vulnerable children and families.
Such information is usually more complete than cen-
sus or DHS data, but is often highly variable and
unreliable: Neighboring communities in Malawi
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Why Paternal
Orphans are Vulnerable

When a child’s father dies in patrilineal
groups, the child is in fact a double orphan
because the mother is not living with the
father, is sent away or leaves to remarry
elsewhere.

Often both parents are infected, which
means that the child will eventually
become a double orphan, that is, with both
parents dead.

Children over age five need the cash sup-
port most often provided by fathers for
education and health care.

The vulnerability of families and commu-
nities is related to the overall number of
adults and children living, so that a com-
munity with large numbers of single or
double orphans may have reduced produc-
tive capacity.



respectively reported 50 percent and 6 percent of their
children to be orphaned, reflecting the communities’
perception of vulnerability rather than demographic
reality.

Malawi and Uganda both undertook national
orphan registrations in the early 1990s, and both
reported that their experience was problematic
because:13

Registrations were too costly to administer on a
national basis.

Registrations raised false expectations for assistance
by communities.

Numbers produced were wildly variable and 
unreliable as a basis for national orphan estimates.

Registrations could not be maintained or updated
because communities saw no advantage or result in
doing so.

Both countries abandoned the effort, and now
recommend registrations in small areas or pilot projects
for specific assistance programs. They also recommend
local registrations by village orphan committees rather
than data collection by a regional or national authority.

Cost and quality data are vital in developing long-
range plans and strategies—but such information is
presently unavailable from most organizations except
international NGOs, whose programs are relatively
expensive to administer. Data on quality of services
and their effectiveness can also be critical in choosing
between alternative forms of care and developing
strategies for improving long-term programming.
Investment data describe the contribution of various
sectors to orphan care. It is important to estimate the
voluntary contributions of families and communities
to appreciate and recognize their commitment, value
their work and persuade policy makers to support
their efforts. One way to do this is to estimate the cost
of maintaining all orphans in institutions, or to esti-
mate the cost of paying a substitute caregiver in the
home, were it possible to hire one. These data should
include both cash and in-kind contributions to fairly
represent the balance of investments and evaluate their
sustainability.

T H E  R E S P O N S E

CH I L D R E N

HIV/AIDS creates many demands and pressures on
children and their families. Children are pressed into
service to care for ill and dying parents and relatives.
They are removed from school prematurely to help
with household and farm chores, replacing adults who
have succumbed to AIDS. They are pressured into sex
to help pay school fees their families can no longer
afford, or to help support younger brothers and sisters.
Girls are married off at an early age to reduce pressure
on their families. Sexual abuse is growing.11, 14

Often, children are moved from relative to relative
as fewer adults in the family attempt to care for an
increasing number of orphans. Finally, when families
exhaust their resources and coping capacity, children
live on their own or on the street. As the epidemic
progresses, more and more children are living without
adult supervision of any kind, often struggling to 
take care of younger brothers and sisters. Sometimes,
children deliberately choose this option to avoid sepa-
ration from surviving brothers and sisters after their
parents, aunts, uncles and older siblings die. These
child-headed households are growing in number, and
are especially vulnerable without support.

Despite their courage, children face many dangers.
And they are increasing as the epidemic worsens.
Escalating AIDS-related mortality has resulted in enor-
mous demographic pressure on children and reduced
protection through ordinary family and community
mechanisms. This results in increased neglect, emo-
tional and physical suffering and increased exploita-
tion of child labor and sexuality. Most often, orphans
say that they miss the love of their parents and family.
Many are traumatized permanently by the loss of 
care and protection in ways that are very similar to 
the damage experienced by children in war or other 
violence.
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Interventions must be targeted directly to children
as well as families and communities, including pro-
grams to enable children to stay in school or allow
working children to attend alternative schooling.
Although children can be helped by interventions that
reduce labor demands on families, they often also need
their own income-generation and vocational training.
Children must be given direct access to state grants
and supports before they are 18 years of age. They
should also be permitted, with appropriate supervision
and limits, to adopt or foster their own siblings.

FA M I L I E S

Families in developing countries are anxious to do
all they can to keep their children in the home and 
village environment. In country after country, families
oppose the idea of orphanages because they remove
children from the love and protection of their homes,
from their property, villages and traditions, and place
them in an artificial environment that is not con-
ducive to long-term social development. Families are
fostering children informally and formally, attempting
to live up to their own and society’s expectations.  But
as pressure increases, they are finding it more difficult
to do so.

Studies in Malawi have shown that poor families
need two things to continue caring for children:15

Psychosocial help to deal with their own guilt, fear
and grief and that of children who have lost their
parents under very traumatic circumstances.

Assistance to become more productive and innova-
tive, so that fewer adult hands can support more
children.
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Children
Responses

Becoming household heads

Making household decisions

Supporting younger siblings

Participating on community orphan
committees

Dangers

Children have to leave school

Girls are marrying earlier

Children are entering the labor force

earlier and are often exploited

Children, especially young girls, are
sexually exploited

Interventions

Enable children to stay in school

Reduce labor demands on families

Psychosocial care

Allow sibling adoption

Income generation and job counseling

Adequate child protection and community
supervision

Key Determinants of 
Variation in Orphan Needs

Age and sex of child

Age of guardian

Relationship of guardian to child

Number of parents dead

Proportion of children orphaned in the
geographic area

Inclusion/exclusion of orphaned children
in family and community life 

Level of AIDS-related stigma and 
discrimination

Access to health education, and social 
services and safety nets



Families are asking for simple things: fertilizer,
improved seed and access to water so they can improve
and ensure the productivity of their fields. They are
asking for help in starting micro-credit and microen-
terprise programs, so they can earn the income needed
to feed, clothe and educate their children.

Family willingness to help children remains
undaunted—if the family can surmount the problems
of earning enough to do so.9,10 Financial allowances to
foster families (such as those provided in developed
countries) are being examined by governments as a
way to assist those willing to take in orphaned and
other vulnerable children. Financial support is usually
nonexistent and social services—health, education,
unemployment, social security—are often limited. In
fact, most of the interventions needed by families are
economic in nature, although psychosocial counseling
helps families adjust to new members and additional
burdens. Governments and donors must consider the
cost of not supporting families when they consider the
long-term cost of prevention and care programs. In
the long run, family care is much more cost-effective
and acceptable than institutional care of any kind. 

CO M M U N I T I E S

Spontaneous family and community responses are
the most effective, affordable and least visible programs
currently available to assist children and adults affected
by HIV/AIDS. They share many common elements
even in different countries and among people with dif-
ferent cultural traditions. Communities locate children
and vulnerable families, organize committees to plan
assistance, provide voluntary community services to the
needy (day care, subsistence and commercial gardens,
construction, shelter) and develop informal monitoring
systems to ensure that children are not abused and
guardians receive needed help. Even the poorest com-
munities make small donations to support their most
destitute neighbors. This is especially true in communi-
ties that receive external support.10
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Communities
Responses

Child protection as community responsibility

Orphan assistance committees

Counseling and assisting guardians

Programs by and for young people

New channels of communication

Fundraising and material support

Voluntary vocational training

Protecting widows and orphans’ property

Dangers

Burnout as more adults die or become ill

Resources do not match demand

Labor demands grow intolerable

Communities refuse to assist more children

Interventions

Organizational ideas, training

Limited material supports

Recognition as official partners

Assistance in accessing resources

Psychosocial counseling

Data collection and monitoring systems

Development of service networks

Openness about HIV/AIDS



Communities where AIDS has taken a large toll
view children as the responsibility of the village if
individual families are too weak to provide effective
care. Orphan committees intervene to help guardians
who are having difficulties caring for children and
provide counseling to help step- or foster-parents
adjust to the needs and demands of unwanted addi-
tional children. These groups have proven to be more
aware of children’s needs and problems as a result of
their new programs, and can articulate children’s
rights to protection. Orphan committees give children
a forum to voice their problems and needs, and
receive counseling and guidance. In some countries,
children and young people participate in the orphan
committees, contributing skills in record keeping,
counseling and planning. Young people in anti-AIDS
clubs “adopt” vulnerable children, giving them mate-
rial and emotional assistance.

Communities view AIDS-related problems as
problems in development, challenging them to work
harder and more efficiently to improve productivity
and organization so that more children can be cared
for by fewer adults. Early childhood education is
understood as a way to ensure the well-being of small
children. Pooled labor and technical inputs increase
agricultural productivity. Access to credit and
microenterprise training can increase incomes through
small-business development. Voluntary vocational
training teaches such skills as tailoring and carpentry.
These projects have many positive implications:

Community power structures are changing, leaving
more room for the participation of women and
young people.

Communities are seeking organizational innova-
tions useful to other programs.

Civil society becomes more open and stronger as
communities are trained in self-governance and
mutual assistance through these programs.

Material and organizational support can sustain
community responses.

Changes in the community increase members’
acceptance and use of development programs and
agriculture, education, health and other services.

As a consequence, the productivity of available
labor increases.

But innovations are difficult to sustain as more
children are orphaned, the burden of care increases
and there is little access to resources and support.
Helping the community by providing small items can
make a big difference in the success of community-
based programs over the long term. These may
include giving a bicycle to a volunteer who travels long
distances to visit AIDS patients or vulnerable children,
or a length of garden hose to make watering commu-
nal gardens easier. Communities also benefit from
organizational support in a variety of forms:

Training in care-giving, community organization
and income-generating activities increases the qual-
ity of services provided to children and the overall
skill levels of their communities.

Increased resources for income-generating activities
and other communal projects can stimulate greater
participation and benefit, and also ensure their sus-
tainability.

Inclusion in formal social-welfare systems for mon-
itoring and referral will improve the quality of
these services and help ensure that children and
families in need of specialized support will not “fall
through the cracks.”

Improvements in water and sanitation reduce labor
demands on affected families and community
members who want to help, thus giving them more
time to do so.

Expanded health and education services can
increase access for orphans and their families and
assure that these services are provided equitably to
orphaned children.

Service-delivery networks can provide communities
with moral and material support, recognition and
systematic monitoring.
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Many program and policy actions are needed to
ensure that communities can sustain the burden,
including:

Income support to poor households with PLHA 
or orphans. While this is legally provided in many
countries, budgetary constraints mean that few
actually receive benefits.

Increased funding for public assistance programs.

Tax credits to individuals, households and 
businesses that provide care.

Laws protecting the property of widows and
orphans and promoting the writing of wills.

Payment to semi-professional caregivers and com-
munity workers as part of the formal social-welfare
system, so that their contributions are acknowl-
edged and rewarded.

Engaging men more directly at all levels in finding
solutions and sharing responsibility for care and
prevention.

Combating stigma and discrimination against 
families and children affected by HIV/AIDS.

GOV E R N M E N TS

Over the past decade, many governments in sub-
Saharan Africa have been responding creatively and
energetically to assist children, families and communi-
ties affected by HIV/AIDS. Countries have revised a
variety of laws and created new policies to protect
children. Judicial systems have been more flexible for
women and children defending their inheritance and
property rights. Land tenure systems and property
ownership have been opened to women in several
countries. Uganda provides voluntary child advocates
to help children redress exploitation. Zimbabwe,
Malawi and Zambia support village committees to
assist children. Most governments are reviewing assis-
tance programs so children without guardians can
directly access support. Botswana, Namibia, South
Africa and Zambia are among the nations that provide
public welfare assistance and support to adopting and
foster families—but they are underfunded and cover-
age is extremely limited. In Zambia, for example, only
two percent of the qualifying needy receive assis-
tance.16

Government safety nets include:

Adoption and fostering stipends to families caring
for children up to the age of maturity (18 years in
most countries).
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Governments
Responses

National orphan policies

Law review and codification

Expanded social services

Public assistance and support

Tighter sexual abuse laws

Modernize adoption and fostering laws 
and support

Educating the public to protect families 
and children

Dangers

Denying the severity of the problem

Viewing orphans as a special case

Not mainstreaming assistance through
health, education, and social welfare sectors

Not protecting women’s rights

Not taking development implications 
seriously

Interventions

Education about HIV/AIDS and social
changes

Advocacy for social service support

Donor assistance to community and family
support

Knowledge of approaches in other countries

Technical planning assistance
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Private Sector Initiative—
Zimbabwe’s Farm
Orphan Support Trust

The Farm Orphan Support Trust (FOST) is a
state-registered national program that solicits and
facilitates support for children in especially diffi-
cult circumstances, particularly orphans, on com-
mercial farms. The aim is to proactively increase
the capacity of the farming community to respond
to and care for the most vulnerable individuals in
the emerging orphan crisis. Government resources
are inadequate to cope with the magnitude of the
problem, and children’s institutes are already over-
whelmed.

Two million people, 17 percent of the total
population, live on commercial farms. Farm work-
ers are multi-ethnic and families are often isolated
from their extended family networks, which tradi-
tionally involve relationships of obligation and
responsibility.

Agriculture is the most important productive
sector in Zimbabwe’s economy, and commercial
farming is the largest single employer of labor. The
Commercial Farmers’ Union (CFU) is an umbrella
organization representing large-scale agricultural
producers. The CFU has had an active HIV/AIDS
prevention program since 1986. In 1996, following
initial research, situation analysis and a national
seminar, FOST was formally launched with gov-
ernment approval and CFU logistic support.

The FOST executive committee has representa-
tion from farmers, both employer and employee
unions, government, the university, churches and
NGOs. The committee may call on further
expertise where needed. The CFU also provides
access to farmers and farm workers through its
national structures.

FOST aims to keep sibling orphans together,
within a family of the same culture and in a famil-
iar environment. The development of foster- care
schemes on farms involves using existing struc-

tures, such as farm development committees to:
identify the need, create community awareness and
select child care committees, train caregivers, estab-
lish monitoring channels, promote “community
projects” and disseminate information. Farms indi-
vidually register orphans and send duplicate details
for computerized data-banking. This assists in rela-
tive tracing, advocacy and forward planning.

The program promotes five levels of care, in
descending order of preference:

1. Within the extended family.

2. Placement in substitute families.

3. Small groups of orphans, living together, over-
seen by a carefully selected caregiver, employed
by the farmer for that purpose.

4. Adolescent child-headed households with 
siblings remaining together, preferably in the
family home, cared for by the eldest child,
under the regular supervision and support of
the Child Care Committee, the community
and the field officer.

5. Orphanages, as a temporary place of care until
an alternative solution can be found, particu-
larly for babies and very young children.

Community acceptance of the responsibility for
orphans is not the only key to sustainability; ade-
quate support, provided by the combined efforts of
the community, farmer, government and society in
general are also necessary. Farm support—through
the provision of accommodation, seed and land for
cultivation, income generating projects and
women’s club self-help initiatives—is determined
by both community motivation and farm viability.
FOST is exploring innovative forms of funding
from industry and commerce, as well as govern-
ment support for free education and health care for
orphans and tax credits for those involved in the
scheme. The aim is not only to benefit the
orphans, which may result in reverse discrimina-
tion, but to enrich the entire community.



Public welfare assistance grants for needy and 
vulnerable families, including those caring for
AIDS patients, single mothers, disabled persons
and the elderly.

Services through health, education and social wel-
fare systems—including primary care for mothers,
children and persons with infectious diseases; free
schooling for all children or orphans; and stipends
and material assistance through social welfare for
needy children and families.

PR I VAT E SE C TO R

Private commercial farms in Zambia and Zimbabwe
have provided support to PLHA and  their dependents
in a variety of innovative ways.16, 17 Commercial farm-
ers are popularly villainized and used as political 
scapegoats in some countries—and some do exploit
poorly regulated employment situations—but most are
actually competent business people who recognize the
effect of the epidemic on their labor force. In some
cases, farmers have acted in the best interests of their
employees against a government that is actively dis-
criminating against farm employees as a way to reduce
their legal responsibility. Tanzanian employers and
those in neighboring countries, for example, have long
been involved in AIDS prevention activities ranging
from the distribution of condoms to regular screening
and treatment for STDs. Unions act as a powerful
force in many countries to raise sick pay and survivor
benefits. In Botswana, the private sector (through the
Rotary Club) assists communities with development of
microcredit and microenterprise projects. Rotary
International has considered fund-raising for orphans
when their current campaign for polio ends.

G O I N G  T O  S C A L E

SH O RT- A N D LO N G-TE R M
PRO G R A M M I N G

In the short term, a national orphan program
requires investment in a planning and monitoring sys-
tem. In the long term, implementing agencies should
integrate family and community support programs
into national health, education, agriculture, water and
sanitation services.

Programming must be vertical and focused until
the groundwork for long-term responses is laid. It may
take five years or longer to pass through the initial
organizing stage, because of decentralization and mul-
tisectoral involvement. Even then, a country may wish
to maintain a national body for advocacy, ongoing
monitoring and policy and program development.

The first step in widespread implementation of the
services is reviewing the effectiveness of responses to
the needs of orphans or other children left vulnerable
by the epidemic. In countries where orphans are a 
significant minority of children, this will be especially
critical. Over the long term (five to 10 years), imple-
menting agencies can integrate family and community
support programs into mainstream programs in
health, education, agriculture, water and sanitation.
All are key sectors determining a country’s progress in
meeting the goals for children and families. 

MO N I TO R I N G A N D EVA LUAT I O N

Once a strategy is developed, a monitoring and
evaluation plan can be devised. This would include
several broad areas:

Coverage of vulnerable populations by geographic
area and sources of vulnerability. This includes
child health and well-being, caregiver status and
community status and changes over time. While
there are indicators for the first two areas, little
work has been done in the third.

Performance of service providers, including the
actions of organizations as well as their viability
and sustainability, given a range of resource
constraints.
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Outcomes or impact of programs for which 
baseline data will be needed. Indicators can be
developed by category or vulnerability of children.
Data will be needed to measure impact on both
caregivers and children.

Process indicators measure the implementation of
programs in terms of outputs (numbers of children
served, services provided). These are needed in the
early stages of program development to measure
progress as well as functioning and sustainability of
community organizations. Impact or outcome indica-
tors measure the success of programs by their ability 
to support family and community survival, and 
maintenance of child well-being and health. These are
essential to long-term program planning, and are
needed to attract donor funding and private-sector
support.

A monitoring and evaluation plan for orphan pro-
grams will be similar to those for other child protec-
tion, health or education programs. Basic indicators
for child well-being may be the same as those used in
other programs, but survey instruments should com-
pare their values for orphans and non-orphans, chil-
dren in foster homes versus children in parental care.
It may be useful to evaluate maternal and paternal
orphans separately because their problems will be dif-
ferent at different ages. 

Because there will be more dependent children,
all children’s well-being may deteriorate as a result of
pressure on families and communities due to more
dependent children. Several heavily affected countries
anticipate the possibility of emergency conditions in
the next few years. For this reason, a monitoring plan
should include:

Establishing the overall situation of children and
their caregivers using regular national sample sur-
veys (poverty alleviation or DHS surveys might be
ideal).

Monitoring the performance of specific projects,
especially pilot projects, before widespread
implementation.

Increased numbers of vulnerable children—such as
street children, working children or child-headed
households—are indicators of the saturation of 
community coping.11 Criteria are needed to determine
the most vulnerable children and families within com-
munities by poverty level and vulnerability of house-
hold or guardian. These criteria can be established by
the community itself according to its capacity for 
assistance. Program planners may also wish to choose
between communities needing assistance to identify
specific vulnerable communities or targeting entire
regions or areas.

PRO G R A M QUA L I T Y A N D
DE V E LO P M E N T

A monitoring and evaluation plan should also
review the quality of programs in place to serve
children, families and communities affected by HIV/
AIDS. Questions asked could include the following:

Are the programs sufficiently comprehensive?

What other models could be encouraged, and how
can models be expanded to meet new needs or 
provide new services?

Is there periodic training for community commit-
tees and for family caregivers?

What allowances are made for developing program-
ming over time in response to changes in the epi-
demic?

What are the material needs and supports?

How do programs encourage innovation, including
opportunities for communities to teach and talk
with one another?
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What variation is there in response to differences in
program setting (urban, periurban, rural, commer-
cial and farm settings)? 

How are children’s physical, socialization and psy-
chosocial needs met?

Program development seeks to encourage change
and innovation in programs that respond to changes
in communities as AIDS mortality increases.
Communities will need assistance to ensure the sus-
tainability of their programs, including:

Working structures and networks

Skills training

Ownership of programs

Awareness of program impact

Close cooperation of government and NGOs with
community-based organizations

FU N D R A I S I N G

A funding plan can include indigenous sources of
support as well as external sources. Indigenous sources
of support include the government, communities, reli-
gious organizations, commercial- or private-sector
organizations, community fundraising and small con-
tributors of cash and in-kind goods and services.
External sources of support include program-specific
support from UN or multilateral donors, NGOs,
bilateral donors, external funding to religious organiza-
tions or hospitals and World Bank AIDS sector loans. 

Collaborative support and synergistic potential can
be gained through coordination with donors support-
ing primary education, and health or agricultural pro-
grams. Orphan programs can build on programs
developed in other sectors. For example, villagers in
Malawi who had participated in a UNDP community
development program were quicker to organize around
the orphan issue in subsequent years. Programs in
other sectors could be targeted at communities with
large numbers of orphans. For example, a high-protein
seed program organized by the World Food Program
was targeted at heavily affected communities with
good results.

National, district and local coordinating commit-
tees often stimulate local interest and contributions.
In-kind contributions of goods and services are often
as important as cash contributions and may be easier
for groups or individuals to provide. Expanded donor
funding in other sectors can be used to support main-
streamed services for orphans. For example, programs
for early childhood education and development are
especially important in supporting young orphans. A
national development plan and strategy for orphans
will be important in increasing funds from external
donors and programs because it can articulate the scale
of the problem, strategies being pursued to address it
and the contributions of local communities and organ-
izations.

AIDS A N D T H E RI G H TS O F
PO O R CO M M U N I T I E S

As economic adjustments have weakened social
services, health services and public assistance schemes,
governments have abrogated responsibility for family
welfare to local governments and community charity.
Families and communities must respond as best they
can, but the coverage and effectiveness of their efforts
are not being systematically monitored or evaluated.
This leaves the most vulnerable—children, women,
the elderly and the disabled—exposed, with weak or
nonexistent safety nets and no resources beyond their
own creativity.

It is within this context that community volunteer
groups are expected to function as social welfare sys-
tems—sometimes with little or no organizational
inputs or reimbursements for services. They need
training, continued development and hardware—such
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as bicycles and water pumps—and capital for revolv-
ing credit and income-generating activities to support
poor children and sick community members. It is
important that program managers anticipate what
such volunteer systems need and treat volunteers with
sufficient respect.

Advocating community care for children orphaned
and left vulnerable by the epidemic may have unantic-
ipated negative consequences for women unless 
other gender inequities are addressed. In South Africa,
community care for orphans is viewed as additional
unpaid women’s work, and the long-range justice of
community care is questioned. Removing female
orphans from school sooner than boys to provide
care for the sick, childcare and other domestic work
contributes to the gender inequities. 

Poor communities should consider the following
in establishing community-based care programs for
vulnerable children:

Operational or action-oriented research in selected
countries to investigate the “bottom line” of 
caring—the point at which households willing to
provide care for children are unable to do so given
restrictions of time, money and other resources.

Recognition that family systems may not be able to
sustain themselves under the burden of adoption
and fostering—not because they are unwilling, but
because they are too impoverished.

Recognition that communities are often willing
and resourceful (albeit impoverished) partners.
Communities may well be dependent because they
are poor as a result of receiving too little national
wealth and other resources, such as education,
health care, water and sanitation, capital and
credit.

Acknowledgement of communities as viable 
delivery mechanisms for a range of social services.

Appropriate support to sustain community 
development, including organizational training and
material assistance, transportation and agriculture
in all programming.
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I N T R O D U C T I O N

HIV continues to spread throughout the world, shadowed by increasing
challenges to human rights both within countries and globally. An effec-
tive response to HIV/AIDS demands understanding the linkages between
HIV/AIDS and international law and, in particular, international human-
rights law.

Realization of human rights is critical to protecting the rights and dignity
of those infected and affected by HIV/AIDS—and to decreasing the vul-
nerability of individuals everywhere. This chapter proposes an analytical
structure and directions for reinforcing the ties between human rights and
HIV/AIDS. It suggests that human rights can define the degree to which
individuals are protected from HIV infection and, when infected, from
denial of needed care and support.

R I S K ,  R I S K - T A K I N G  B E H A V I O R S  A N D  

R I S K - R E D U C T I O N  S T R A T E G I E S

The concept of risk is anchored in epidemiological terminology. In the
initial response to HIV/AIDS, the notion of risk—particularly once it
became measurable through sero-epidemiological methods—gave rise to
short-term risk-reduction interventions. Most national and international
responses to the pandemic still focus on short-term risk-reduction inter-
ventions. Too often, this has obscured the societal issues in which the risk
of  infection and the probability of acquiring appropriate care and support
are deeply rooted.

V U L N E R A B I L I T Y  T O  H I V / A I D S  A N D  

V U L N E R A B I L I T Y  R E D U C T I O N

Not only must risk-reduction interventions be augmented, but more
attention must be given to the concept of “vulnerability reduction.”
HIV/AIDS vulnerability links the notion of risk to personal and collective
factors that determine the likelihood of exposure through risk-taking
behavior. Vulnerability is evidenced by the pandemic’s relentless focus on
individuals, communities and nations that are marginalized or discrimi-
nated against for reasons of gender, age, race, sexual orientation, economic
status or cultural, religious or political affiliation.
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F R O M  V U L N E R A B I L I T Y  R E D U C T I O N  T O  

H U M A N  R I G H T S  P R O M O T I O N

Recognizing human rights in the design, implementation and evaluation
of health policies and programs can help lead the way toward more
effective action. Human rights provide a structure for identifying the civil,
political, economic, social and cultural dimensions of life that are linked
to—and often determinants of—health status. 

G R O W I N G  U N D E R S T A N D I N G  O F  T H E  R E L A T I O N S H I P

B E T W E E N  H I V / A I D S  A N D  H U M A N  R I G H T S

Given the reality of violations that continue to plague people living with
HIV/AIDS (PLHA), it is useful to consider the specific human rights
responsibilities of governments. For every human right, governments have
responsibilities at three levels: they must respect the right; they must 
protect the right; and they must fulfil the right.

H U M A N  R I G H T S ,  R I S K  A N D  V U L N E R A B I L I T Y  T O  H I V / A I D S

A review of the historical steps toward recognition of the relationship
between public health and human rights in the context of HIV/AIDS—
and how its application has expanded as the understanding of the roots of
and effective responses to the pandemic has progressed—may help provide
a useful background to constructing a framework for action.

H I V / A I D S ,  P U B L I C  H E A L T H  A N D  H U M A N  

R I G H T S  I N  P R A C T I C E

Human rights can provide a method of analysis and framework for action
to help shape specific interventions that reduce the pandemic’s impact 
on individuals and populations. An agenda for action can be created by
recognizing the convergence of the three situations in which people live in
a world with HIV/AIDS: infected, affected and vulnerable; and the three
levels of government obligations that exist for every right: respect, protect
and fulfil. 

C O N C L U S I O N

The course of the HIV/AIDS pandemic has shown that public health
efforts to prevent and control its spread are more likely to succeed in public
health terms if policies and programs promote and protect human rights.
Policy makers, program managers and service providers must become more
comfortable using human rights norms and standards to guide and limit
their actions in all matters affecting the response to HIV/AIDS. Advocates
must become more comfortable using international human rights law in
holding these officials accountable when they fail to do so.
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H
IV continues to spread throughout the world, shadowed by

increasing challenges to human rights both within countries

and globally. The virus hits certain population groups hard-

est: those who live on the fringes of society or who are assumed to be at

risk of infection because of behaviors, race, ethnicity, sexual orientation,

gender or whatever characteristics are stigmatized in a particular society. In

most of the world, discrimina-

tion also jeopardizes equitable

distribution of access to prevention and care products, including necessary

drugs, and development of vaccines to respond to the specific needs of all

populations, in both the north and the south.

An effective response to HIV/AIDS demands understanding the link-

ages between HIV/AIDS and international law – and, in particular, inter-

national human rights law. International law provides a critical framework

for looking at HIV/AIDS because it applies to all nations at all stages of

development, including resource-poor countries. As the number of PLHA

continues to grow in areas with different economies, social structures and

legal systems, HIV/AIDS-related human rights issues are not only expand-

ing worldwide, but also becoming increasingly diverse. The catastrophic

impact of AIDS on the lives of individuals and populations, however, falls

disproportionately on the developing world.

Realization of human rights is critical to protecting the rights and dig-

nity of those infected and affected by HIV/AIDS, and to reducing the vul-

nerability of individuals everywhere. This chapter proposes an analytical

I N T R O D U C T I O N



structure and directions for reinforcing the linkages between human rights

and HIV/AIDS, and suggests that the extent to which individuals enjoy

their human rights defines the degree to which they are protected from

HIV infection and, when infected, from denial of needed care and sup-

port. Finally, the chapter explores the relationship between HIV, public

health and human rights, and proposes steps for analysis and action.
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R I S K ,  R I S K - TA K I N G
B E H AV I O R S  A N D  R I S K -
R E D U C T I O N  S T R AT E G I E S

From an HIV/AIDS perspective, risk can be
defined as the statistical probability that an individual
will become infected with HIV. The concept can be
extended to include the probability that an individual
will acquire or die from other HIV-associated infec-
tions and diseases. Risk is commonly expressed as an
HIV incidence rate, HIV seroprevalence rate or AIDS
morbidity or mortality rate (Figure 1). As described
elsewhere in this handbook, these rates are used to
identify individual and collective risk of acquiring
HIV infection, target prevention and care interven-
tions and evaluate programs.

In the initial response to HIV/AIDS, the notion of
risk—particularly once it became measurable through
sero-epidemiological methods—gave rise to short-term
risk-reduction interventions. These interventions relied
on biomedical approaches—such as prevention and
treatment of sexually transmitted infections (STIs);
physical barriers against the transmission of viruses
(condom promotion); attempts to influence individual
decision making to adopt protective behaviors and
practices (behavior change); and, in some cases, coer-
cion (mandatory HIV testing).1-3 From a care perspec-
tive, reducing morbidity and mortality risks involved
access to care for prevention and treatment of oppor-
tunistic infections, other aspects of the physical and
psychological consequences of HIV disease and, more
recently, appropriate use of highly active antiretroviral
therapies (HAART).4-6 These interventions have yielded
significant short-term benefits: adoption of protective
behaviors, decline in the incidence of HIV and other
STIs and, particularly in economically affluent coun-
tries, longer quality life for PLHA. 

To date, most national and international responses
to the pandemic continue to focus on such short-term
risk-reduction interventions. Too often, exclusive
reliance on risk-reduction strategies has obscured the
societal issues behind the risk of acquiring HIV infec-
tion and the probability of receiving appropriate care
and support.7 Individuals, communities and national
and international groups can effectively help reduce
the impact of HIV through the use of appropriately
designed and well-implemented prevention and care
activities.8-10 Successful short-term risk-reduction inter-
ventions must be expanded considerably, adapted to
local needs and replicated worldwide. But the empha-

sis on short-term risk-reduction interventions must
not come at the expense of medium- and long-term
interventions. 

These longer term interventions have been ignored,
underfunded and even misconstrued as irresponsible
and unnecessary diversions of scant HIV/AIDS
resources across health and social programs, resulting
in loss of direction, control and accountability.11 An
effective response to the pandemic will require greater
attention to longer term risk-reduction interventions,
including linking HIV/AIDS prevention, care and
support work with other actions in the health and
social sectors, as well as remodeling services to respond
more effectively to growing needs.12 Such changes
might include integrating HIV prevention interven-
tions with reproductive-health services, including
HIV and sexual health education in primary and sec-
ondary school curricula or redesigning adolescent
health services to better respond to young people’s
needs for advice, care and support. These strategies call
for medium- and long-term commitment, investment
and action within countries and at the global level.
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F i g u r e  1
HIV/AIDS Risk and 
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V U L N E R A B I L I T Y  T O
H I V / A I D S  A N D
V U L N E R A B I L I T Y  R E D U C T I O N

In some politically organized communities—partic-
ularly where individuals have access to adequate infor-
mation, education and services—the incidence of HIV
infection has begun to decline.13 But HIV continues 
to reach new populations and new geographic areas. It
has become clear that risk-reduction strategies alone
cannot stop the pandemic.13

Two important lessons have been learned in the
past decade: (1) Behavior changes can seldom be
effected exclusively by making available preventive
information and services; and (2) The societal context
within which people are born, raised and sexually 
initiated strongly influences the degree to which they
are or will be likely to adopt or avoid risk-taking
behaviors.14,15 The influence of these societal factors on
individual and societal vulnerability to HIV/AIDS has
been increasingly recognized in recent years.16-18

In generic terms, individual vulnerability can be
defined as a lack of control over one’s own destiny—in
short, a lack of autonomy. In relation to HIV/AIDS,
vulnerability links the notion of risk to personal and
collective factors that determine the likelihood of
exposure to HIV through risk-taking behavior.19-20 The
concept of vulnerability also includes the probability
of being denied appropriate care and support once
infection has occurred, because of insufficient access to
quality health and social services—which, in turn, may
be determined by civil, political, economic, social or
cultural factors.

The degree of vulnerability and the capacity of an
individual to reach the level of autonomy that could
help reduce risk may be determined by three sets of
factors: (1) The characteristics of an individual—such
as sexual abuse in childhood, lack of information or
skills; (2) The design and implementation of health
and social services—for example, discrimination
against population groups in access to health care

institutions or services; and (3) The implicit and
explicit features of the society in which the individual
is born and grows through adolescence and adult-
hood—such as history, beliefs, cultural norms, policies,
laws and structures.21 These factors may act against or
with one another. Societal norms, for example, may
constrain health services for drug users; restrictions
on girls’ access to higher education may accentuate
gender imbalances and increase women’s vulnerability
to HIV/AIDS; lack of information may reduce an 
individual’s ability to claim access to quality care.

The pandemic has taught us that vulnerability to
HIV/AIDS—as well as to other health issues such as
violence, substance use, unwanted pregnancies and an
array of other communicable or non-communicable
diseases—is deeply rooted in discrimination and lack
of respect for human rights and dignity.22, 23 The effects
of this vulnerability are shown clearly by the pan-
demic’s relentless focus on individuals, communities
and nations that are marginalized or discriminated
against for reasons of gender, age, race, sexual orienta-
tion, economic status or cultural, religious or political
affiliation.

From this understanding emerges the need not
only to augment risk-reduction interventions, but also
to give far greater attention to the concept of “vulnera-
bility reduction” (see Figure 2).  Multiple interventions
must attempt to lessen societal factors that increase
individual and collective vulnerability to HIV/AIDS,
while reinforcing factors with favorable effects.24

It might be argued that, even if this approach is
recognized as fundamental to an effective response to
HIV/AIDS, it requires deep societal transformation
involving a lengthy process of cultural, structural and
environmental change. But like risk-reduction inter-
ventions, vulnerability reduction can also be imple-
mented in the short term by modifying laws, policies,
regulations or practices that discriminate against spe-
cific populations; promoting the norms and standards
of human rights; and focusing existing human devel-
opment schemes on the most vulnerable communities.
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In the medium- and long-term, vulnerability reduction
can be implemented by working to achieve gender
equality in relation to power, education and employ-
ment, or by bridging the poverty gap.

Societal factors are not sufficiently considered in
most public health interventions. Nor has much 
attention been paid either to long-term risk-reduction
strategies or to vulnerability reduction in any form.
Setting both short- and long-term goals for risk reduc-
tion and vulnerability reduction is a critical step in
reducing the impact of HIV/AIDS, and one that may
be manageable in the face of daunting, seemingly over-
whelming challenges. The human rights framework has
been found to be particularly useful in advancing both
analysis and action.25

F R O M  V U L N E R A B I L I T Y
R E D U C T I O N  T O  H U M A N
R I G H T S  P R O M O T I O N

Human rights are governmental obligations towards
individuals. Because these obligations include the pro-
tection of public health, they are relevant to the design,
implementation and evaluation of health policies and
programs.27, 28 Thus, governments are responsible for
instituting policies and programs that can reduce the
spread and impact of HIV/AIDS.  Recognizing human
rights in the development of health policies and pro-
grams can help point the way toward more effective
action. Human rights provide a structure for identify-
ing the civil, political, economic, social and cultural
dimensions of life that are linked to—and often act as
determinants of—health status.26

Examining public health through a human-rights
lens means looking not only at the technical and opera-
tional aspects of public health interventions but also at
the civil, political, economic, social and cultural factors
that surround them. These factors may include, for
example, gender relations, religious beliefs, homopho-
bia or racism, which separately and together influence
the extent to which individuals and communities can
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F i g u r e  2
HIV/AIDS Risk, Vulnerability
and Reduction Strategies
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B o x  1
The Human Rights
Documents and HIV/AIDS

Human rights, broadly speaking, concern the
relationship between individuals and the state.
International human rights law defines what 
governments can, cannot and should do to or for
us. For example, governments should not torture
people, imprison them arbitrarily or invade their
privacy. Governments should, however, ensure that
all people in a society have shelter, food, medical
care and basic education. The concept of human
rights has a long history, but the modern human
rights movement really dates back 50 years, when
the promotion of human rights was set out as one
of the purposes and principles of the newly created
United Nations.

The key human rights document and the cor-
nerstone of the modern human rights movement is
the Universal Declaration of Human Rights
(UDHR). It is a common aspirational document,
by and for governments, about the rights that
should exist for all people everywhere. The UDHR
was adopted by the UN General Assembly on
December 10, 1948. A number of international
treaties further elaborate the rights set out in the
UDHR. These documents—the International
Covenant on Civil and Political Rights and the
Covenant on Economic, Social, and Cultural
Rights; the Convention on the Elimination of All
Forms of Racial Discrimination; the Convention
on the Elimination of All Forms of Discrimination
Against Women; and the Convention on the
Rights of the Child, describe legally binding obli-
gations for the governments that agree to them.

These documents codify health and government
responsibility for health in several ways. The right
to the highest attainable standard of physical and
mental health appears in one form or another in
most of them. Even more importantly, nearly every
article of every document can be understood to
have clear implications for health and for HIV/
AIDS. Everything—from the rights to information
and association to the rights to social security or
the benefits of scientific progress and its applica-
tions—has clear implications for HIV/AIDS and
for public health generally.

None of these treaties specifically mentions
HIV or the rights of individuals in the context of
HIV/AIDS. The fact that all international human
rights mechanisms responsible for monitoring 
government action have, nonetheless, expressed
their commitment to exploring the implications of
HIV/AIDS for governmental obligations may be
critically important for bringing HIV/AIDS and
human rights together in practical and concrete
ways. In addition, governments have made politi-
cal commitments at recent international confer-
ences such as the Cairo International Conference
on Population and Development and the UN
Fourth World Conference on Women, stating
their responsibility for ensuring the rights of 
individuals in the context of HIV/AIDS.29 Finally,
resolutions of the UN Commission on Human
Rights and the 1998 International Guidelines on
HIV/AIDS and Human Rights provide both
advocates and policy makers with useful tools to
ensure increased attention to both HIV/AIDS and
human rights, and may help not only with advo-
cacy efforts, but also policy and program design.30



access services or make and effectuate free and
informed decisions about their lives and, therefore, the
extent of their vulnerability to HIV/AIDS.

Governments are responsible for promoting and
protecting both public health and human rights. These
responsibilities have been translated into a set of obli-
gations under international law, which are enshrined in
declarations, treaties and conventions. Using human
rights concepts, one can look at the extent to which
governments are respecting, protecting and fulfilling
their obligations for all rights—civil, political, eco-
nomic, social and cultural—and how these govern-
ment actions influence the patterns of infection and
what is being done about it.26

GROWING  UNDERS TAND ING
OF  TH E  R E LAT IONSH I P
B E TWEEN  H I V/A ID S  AND
HUMAN  R IGH T S

Given the reality of violations that continue to
occur in the context of HIV/AIDS, it is useful to con-
sider again the specific human rights responsibilities
of governments. Governments are responsible for not
violating rights directly, as well as for ensuring the 
conditions that enable us to realize our rights as fully as
possible. It is understood that governments have
responsibilities for every human right at three levels:
(1) They must respect the right; (2) They must protect
the right; and (3) They must fulfil the right.31 As an
illustration, consider governmental obligations in the
context of HIV, using one right—the right to educa-
tion:

Respecting the right means that states cannot 
violate the right directly. This means that the right
to education is violated if children are barred from
attending school on the basis of their HIV status.

Protecting the right means a state must prevent
violations by non-state actors, and prescribe some
sort of redress that people know about and have
access to if a violation does occur. A state must
ensure, for example, that extremist religious groups
are not successful when they try to stop adolescents
from accessing reproductive health education. 

Fulfilling the right means states must take all
appropriate measures—legislative, administrative,
budgetary, judicial and otherwise—towards fulfill-
ing the right. If a state fails to provide essential
HIV/AIDS prevention education in enough lan-
guages and media to be accessible to everyone in
the population, this could be a violation of the
right to education.

In most countries, resource and other constraints
can make it impossible for a government to fulfil all
rights immediately and completely. The mechanisms
responsible for monitoring governmental compliance
with human rights obligations recognize that, in 
practical terms, commitment to the right to basic 
education will require more than just passing a law.
Financial resources, trained personnel, facilities, text-
books and a sustainable infrastructure are also needed.
Therefore, realization of rights is generally understood
to be a matter of steadily progressing towards a goal.
This principle of “progressive realization” is fundamen-
tal to the achievement of human rights. It is especially
critical for resource-poor countries; it also imposes an
obligation on wealthier countries to engage in interna-
tional assistance and cooperation.32

Under certain conditions, human rights can be
restricted for the benefit of national security, general
welfare or public health.33 This practice has been and
continues to be applied by many public health offi-
cials—often too liberally—to the field of communica-
ble disease control, including HIV/AIDS. Restrictions
on the lives of individuals—such as limitations on
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freedom of movement through forced institutionaliza-
tion, or requirements for the forced testing of certain
groups—cannot be imposed without sufficient atten-
tion to the human rights implications of these actions.
The process described below compels governmental
authorities to apply a set of established criteria when
considering human rights restrictions as a means to
protect public health.

There are ongoing human rights violations around
the world against women, men and children infected,
affected and vulnerable to HIV/AIDS. Violations
occur when, for example, infected people face margin-
alization and discrimination, as well as when their
rights to privacy, health, education and social services
are violated.34, 35 People are affected when their close or
extended families, their communities and, more
broadly, the structures and services that exist for their
benefit are strained by the consequences of the AIDS
pandemic and fail to provide them with the support
and services they need. They are also affected when
they face marginalization and stigmatization on the
basis of perceived HIV status or when their rights—
including rights to health services, education and
social programs—are violated.36, 37 The effects of dis-
crimination—particularly in the forms of racism, gen-
der-based discrimination and homophobia—have
exacerbated the impact of the pandemic on the lives of
individuals and populations around the world. For
example, the marginalization of certain communities
has led to their neglect by state-controlled HIV/AIDS
programs. This neglect has then increased vulnerability
within these groups, causing them to suffer a dispro-
portionate burden of HIV-related health issues. It has
also resulted in a scarcity or absence of services for
these infected and affected individuals.
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B o x  2
Restriction of Rights in the
Context of HIV/AIDS

Public-health workers can, under interna-
tional human rights law, impose restrictions on
human rights for the benefit of public health.
While there are some rights—such as the right
to be free from torture or from slavery—that
are absolute and should never be taken away,
most rights can be legitimately restricted in
some circumstances—such as the need to 
interfere with freedom of movement when
instituting quarantine or isolation for a serious
communicable disease, such as Ebola fever or
untreated tuberculosis. Simply stating that the
action is necessary for public health, however,
is not sufficient.

Several criteria must be met before
governmental decisions are acceptable under
international human rights law:

The action must be taken in accordance
with a national law.

It must be in the interest of a legitimate
objective.

It must be strictly necessary to achieve this
objective.

It must be the least restrictive alternative.

It cannot be imposed in an unreasonable or
discriminatory way.

A human rights framework can help identify
abusive public health actions, whether inten-
tional or unintentional. For example, these cri-
teria will show that an HIV prevention strategy
consisting of police roundups and mandatory
testing of sex workers raises obvious human
rights concerns. More subtle violations may
also come to light through this exercise, such as
the impact of denial of the right to information
on the rates of HIV infection in young people
around the world.



H U M A N  R I G H T S ,  R I S K
A N D  V U L N E R A B I L I T Y  T O
H I V / A I D S

A review of the historical steps toward recognition
of the relationship between public health and human
rights in the context of HIV/AIDS—and how its
application has expanded as the understanding of the
roots of and effective responses to the pandemic have
progressed—may help provide a useful background for
constructing a framework for action.

In the 1980s, the relationship of HIV/AIDS to
human rights was only understood as it involved
PLHA and the discrimination to which they were
subjected.38 For them, the concerns included HIV
testing; restrictions on international travel; barriers to
employment; access to education, medical care or
health insurance and the many issues raised by named
reporting, partner notification and confidentiality.

These are serious issues. And almost 20 years into
the epidemic, they have not been resolved. In some
ways, the situation has become even more compli-
cated, as old issues emerge in new places or new and
different ways. For example, in certain settings, access
to employment was routinely denied to PLHA. Even
where this situation has improved, infected individuals
now run the risk of finding themselves excluded from
workplace health insurance schemes—with consider-
able impact on their health and, therefore, their 
capacity to work. New issues with tremendous human
rights implications have also been raised in recent
years, including the large and growing disparities and
inequities regarding access to anti-retroviral therapies
and other forms of care, as well as the need to control
tuberculosis within and beyond populations living
with HIV/AIDS.39

The 1980s were extremely important in defining
some of the connections between HIV/AIDS and
human rights. By the end of the decade, the call for
human rights,  compassion and solidarity with PLHA
had been embodied in the first WHO global response
to AIDS.40 This approach was motivated not only by
moral outrage but—even more importantly—by the
recognition that protection of PLHA’s human rights
was a necessary element of a worldwide public-health
response to the emerging epidemic. The implications
of this call were far-reaching. By framing this public
health strategy in human rights terms, it became
anchored in international law,  holding governments
and intergovernmental organizations publicly account-
able for their actions toward PLHA. The groundbreak-
ing contribution of this era lies in the recognition of
the applicability of international law to HIV/AIDS,
and in the attention generated by this approach to the
linkages between other health issues and human
rights—and therefore to the ultimate responsibility
and accountability of the state under international law
for issues relating to health and well-being.41

This attention to the human rights of PLHA helped
pave the way for increased understanding in the 1990s
of the importance of human rights as a factor in deter-
mining vulnerability to HIV infection, the consequent
risk of acquiring the infection and chances of accessing
appropriate care and support. It is only very recently,
however, that human rights have been recognized as
directly relevant to every element of the risk/vulnerabil-
ity paradigm. The linkage of human rights with HIV
issues as understood within the risk/vulnerability 
paradigm, helps illustrate the relationship between
HIV and human rights—with all the implications of
this relationship for both advocacy and government
action. A few selected examples, identifying some of
the rights relevant to situations faced by people in the
context of HIV/AIDS, help demonstrate this link. The
impact of neglect or violations of the right to nondis-
crimination should be understood as an important
concern in each of the examples shown below.
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H I V / A I D S ,  P U B L I C  
H E A L T H  A N D  H U M A N
R I G H T S  I N  P R A C T I C E

Human rights are important to HIV/AIDS policies
and programs because they can provide an analysis and
framework for action to help shape specific interven-
tions aimed at reducing the impact of the pandemic on
the lives of individuals and populations. This approach
requires studying international documents to deter-
mine the specific rights applicable to a given situation,
and then considering how and to what extent risk
behaviors and vulnerability are caused or exacerbated
by insufficient realization of human rights.

An agenda for action can be created by recognizing
the convergence of the three situations in which peo-
ple live in a world with HIV/AIDS—infected, affected
and vulnerable—and the three levels of government
obligations that exist for every right—respect, protect
and fulfil. This approach can incorporate human
rights promotion and protection into the diversity of
responses designed to bring the pandemic under con-
trol and mitigate its impact. Table 1 summarizes the
three situations and three levels of obligation that
should be considered when identifying specific needs
and rights of individuals in the context of HIV/AIDS.

As a next step, HIV/AIDS policies and programs
can be improved by a systematic review of how and to
what extent interventions targeted at reducing risk or
vulnerability respect human rights and benefit public
health. This review will be a critical first step in assess-
ing the validity, applicability and soundness of new
and existing policies and programs, addressing their
practical implications from both human rights and
public health perspectives. In making decisions and
taking action, governments are responsible for respect-
ing, protecting and fulfilling human rights under
international law, and for promoting and protecting
public health. They are thus responsible for enacting
and implementing policies and programs that comply
with human rights and sound public health principles. 
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B o x  3
Examples of Human Rights
Violations in Relation to
HIV/AIDS Risk and Vulnerability
Human rights violations related to risk:

Deliberate exclusion or forcible inclusion
of people in HIV testing schemes imple-
mented for surveillance or other purposes
(right to security of person).

Mandatory name reporting or disclosure of
the HIV status of individuals without their
consent (right to privacy).

Human rights violations related to 
risk-taking behaviors and risk reduction:

Criminalization of certain behaviors (such
as same-sex sexual activity), causing lack 
of access to suitable prevention and care
programs and resulting in increased risk-
taking behaviors (rights to association and
equal protection).

Restrictions on HIV/AIDS information
available to certain populations (such as
women or young people) resulting in 
people unknowingly engaging in risk-
taking behaviors (right to information).

Human rights violations related to 
vulnerability and vulnerability reduction:

Gender-based discrimination within a 
society resulting in women’s increased
vulnerability to HIV (rights to education,
social security, equal pay for equal work
and equal rights in marriage).

Low-intensity and open conflicts resulting
in population displacement, refugee flows
and circumstances of extreme poverty
and deprivation, in turn resulting in
increased vulnerability to HIV in popula-
tions previously at low risk (rights to social
services, to security of person, to share in
scientific advancement and its benefits, 
to take part in government and to freedom
from arbitrary interference with family 
and home).



The questions described in Box 4 can be used by
policy makers and public health and other government
officials to help develop, implement and evaluate more
effective HIV/AIDS policies and programs, and by
nongovernmental organizations and other concerned
actors as an advocacy tool to hold governments
accountable for compliance with their international
legal obligations to promote and protect both public
health and human rights.
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T a b l e  1
Governmental Obligations with Respect to People in the Context of HIV/AIDS42

People infected People affected by People vulnerable
with HIV HIV/AIDS to HIV/AIDS

Respect Government must refrain from Government must refrain from Government must refrain from
directly violating the human directly violating the rights of directly violating human rights
rights of PLHA on the basis of people affected by the that impact on vulnerability.
their HIV status. HIV/AIDS pandemic.

Protect Government is responsible for Government is responsible for Government is responsible for 
preventing rights violations by preventing violations by non-state preventing rights violations by 
non-state actors against PLHA actors that would increase the non-state actors that may
and for prescribing some legal burden of HIV/AIDS on affected increase people’s vulnerability
means of redress. people, and for prescribing to HIV/AIDS, and for prescribing

some legal means of redress. some legal means of redress.

Fulfil Government should take Government should take Government should take adminis-
administrative, judicial and administrative, legislative, trative, legislative, judicial and 
other actions towards judicial and other actions other actions towards the
realization of the rights towards realization of the realization of the rights of
of PLHA. rights of people affected by people in order to minimize their

HIV/AIDS. vulnerability to HIV/AIDS.

B o x  4
Questions to be Answered When
Developing HIV/AIDS-Related
Policies and Programs
The following questions may serve as a starting
point to help guide this analysis:43,44

What is the specific intended purpose of 
the policy or program?

What are the ways and the extent to which
the policy or program may positively or 
negatively affect public health?

Using the international human rights 
documents for guidance, what and whose
rights are affected positively and negatively
by the policy or the program?

Does the policy or program require
restriction of human rights?

If so, have the criteria/preconditions to
restrict rights been met? 

Can health and other relevant structures and
services effectively implement the policy or
program?

What systems of monitoring, evaluation,
accountability and redress exist to ensure
that the policy or program is progressing
towards the intended effect, and adverse
effects can be acted upon?



C O N C L U S I O N

The challenges posed by HIV/AIDS are immense.
The course of the HIV/AIDS pandemic has shown
that public health efforts to prevent and control its
spread are more likely to succeed in public health terms
—such as lower HIV incidence, better quality of life
for PLHA—if policies and programs promote and pro-
tect human rights. PLHA, their friends and relatives,
their communities, national and international policy
makers and decision makers, health professionals and
the public at large all, to varying degrees, understand
the fundamental linkages between HIV/AIDS and
human rights. The importance of bringing HIV/AIDS
policies and programs in line with international human
rights law is generally acknowledged—but, unfortu-
nately, rarely carried out in reality. Policy makers, pro-
gram managers and service providers must become
more comfortable using human rights norms and stan-
dards to guide and limit their actions in all matters
affecting the response to HIV/AIDS. Advocates must
become more comfortable using international human
rights law in holding these officials accountable when
they fail to do so.

In the short term, those concerned with HIV/
AIDS must not only use the rhetoric of human rights,
but also learn more about human rights concepts and
procedures. This will require building information 
and education about human rights into awareness
campaigns, as well as curricula for school education
and professional training. It will also require informa-
tion exchange and stronger cooperation between those
working on health and those working on human
rights. When people are sufficiently knowledgeable
about human rights, they will be able to identify the
issues for which the nexus between human rights and
HIV/AIDS prevention and care is critical, and act
accordingly.
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I N T R O D U C T I O N

Our technological knowledge of HIV/AIDS and the epidemiology of
AIDS, and our understanding of the behavior, risk and vulnerability of
both individuals and populations have risen exponentially over the past 20
years. At this point, we have had certain successes and made some progress
in some aspects of dealing with HIV/AIDS. But the HIV/AIDS pandemic 
continues its relentless global spread and devastation, and there is still a
long way to go.

This chapter describes the challenges we face in the future, especially how
to reduce the six million new HIV infections that occur globally every
year; how to provide care for the 36 million people living with HIV/AIDS
(PLHA); and how to provide support and protection for the millions of
AIDS orphans and vulnerable children. It also highlights the need to
improve the quality and scope of current activities, including improving
the human rights of PLHA by reducing stigma and discrimination related
to AIDS.

A N  E X P A N D E D  A N D  C O M P R E H E N S I V E  H I V / A I D S

R E S P O N S E  F O R  G L O B A L  I M P A C T

Most HIV/AIDS interventions have been small in scale, reaching a mini-
mal proportion of the populations at risk, and not comprehensive enough
to meet prevention, care and support needs. To improve the impact of
prevention and care programs, interventions must be scaled up to deliver
an expanded and comprehensive HIV/AIDS response. This section
focuses on the mobilization of resources needed to sustain organizational
capacity adequate enough to effectively and rapidly deliver large-scale,
comprehensive and sustained HIV/AIDS programs.
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H I V / A I D S  V A C C I N E S :  P R O P H Y L A C T I C  A N D  

T H E R A P E U T I C  A P P L I C A T I O N S

Development of an “ideal” vaccine has been elusive for three reasons: HIV
infection and the human immune response are complex in nature; research
and development are costly and time consuming; and human clinical trials
involving a fatal infectious agent transmitted primarily by sexual behavior
involve many ethical and legal issues. This section defines the ideal vaccine
and focuses on the current challenges related to vaccine development,
including ethical considerations and issues of cost-effectiveness.

A N T I R E T R O V I R A L  D R U G S :  A C C E S S  F O R  

T H E  M A N A G E M E N T  O F  H I V  D I S E A S E  I N  R E S O U R C E -

C O N S T R A I N E D  S E T T I N G S

Use of effective antiretroviral (ARV) therapies has significantly reduced
morbidity and mortality among HIV-infected people in most industrial-
ized countries. But because of the high cost and complexity of regimens,
ARV therapy has been largely unavailable in resource-constrained coun-
tries, even though most of the world’s HIV and AIDS cases occur in these
areas. This section explores the many considerations in providing ARV
therapies, including the potential use of ARVs to prevent or reduce sexual
transmission of HIV.

B A R R I E R  M E T H O D S :  T H E  N E E D  F O R  

F E M A L E - C O N T R O L L E D  M E T H O D S

There is continuing need for more female-controlled methods of prevent-
ing transmission of HIV. This section looks at the female condom, an
effective method that women can largely control, but for which there are
several barriers to use, and the development of microbicides, which could
play several roles in overall HIV prevention efforts.

M A L E  C I R C U M C I S I O N :  I T S  R O L E  I N  P R E V E N T I O N

Research indicates that male circumcision may reduce HIV infection risk
among men by as much as 50 percent. This section explores the role of
male circumcision on transmission of HIV, including questions related to
the biological basis for protection and concerns regarding the safety of 
circumcision in resource-constrained countries. 
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O R P H A N S  A N D  V U L N E R A B L E  C H I L D R E N :  P R O V I D I N G  

C A R E  A N D  P R O T E C T I O N

The large—and increasing—number of vulnerable children and those
orphaned by AIDS presents an unprecedented challenge to governments,
communities and families. This section raises the issues related to provid-
ing care, protection, education and job skills for orphans and vulnerable
children in high HIV prevalence countries.

H U M A N  R I G H T S :  R E D U C I N G  S T I G M A  A N D

D I S C R I M I N A T I O N

Stigma and discrimination against those who are infected have character-
ized the HIV pandemic. Widespread abuse of the human rights of mar-
ginalized populations also puts them at higher risk of HIV infection. This
section outlines the challenges of improving human rights and reducing
stigma and discrimination of PLHA.

C O N C L U S I O N

This section underscores the numerous challenges that we need to 
overcome in controlling the spread of HIV and minimizing its destructive
impact on resource-constrained countries.
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T
he AIDS epidemic was first recognized in 1981, and HIV 

discovered in 1984. Since then, our technological knowledge

of the virus and the epidemiology of the disease, and our

understanding of the behavior, risk and vulnerability of both individuals

and populations have risen exponentially. We have succeeded in decreasing

the number of new HIV infections in several industrialized and a few

resource-constrained countries,

and HIV disease and mortality

have been reduced by highly active antiretroviral therapy (HAART).

Despite this progress, however, the HIV/AIDS pandemic continues its

relentless global spread and devastation, and we still have a long way to go.

This chapter describes the challenges we face in the future. The most

pressing of these include how to reduce the six million new HIV infections

that occur globally every year; how to provide care for the 36 million 

people living with HIV/AIDS (PLHA); and how to provide support and

protection for the millions of AIDS orphans and vulnerable children

(OVC). The sections that follow cover the urgent need to reduce HIV risk

and vulnerability, especially in resource-constrained countries and margin-

alized communities, and highlight the need to improve the quality and

scope of current activities, including hope for technological breakthroughs

in prevention and treatment—especially for a vaccine and a cure. Finally,

the chapter focuses on the worldwide need to improve human rights and

reduce stigma and discrimination related to AIDS.

I N T R O D U C T I O N
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A N  E X PA N D E D  A N D
C O M P R E H E N S I V E
H I V / A I D S  R E S P O N S E  F O R
G L O B A L  I M PA C T

We are currently hindered in slowing the HIV/
AIDS pandemic because we are doing too little, too
late and with inadequate resources. Most HIV/AIDS
interventions are small in scale, reaching a minimal
proportion of the populations at risk, and not com-
prehensive enough to meet prevention, care and 
support needs. Several obstacles have thwarted the
development of large-scale programs. These include a
lack of adequate financial resources, inadequate
health infrastructure and technical and operational
capacity and limited absorptive capacity.

To improve the impact of prevention and care pro-
grams, interventions need to be scaled up to deliver an
expanded and comprehensive HIV/AIDS response
(ECR). The aim of such a response is the mobilization
of resources and organizational capacity adequate
enough to effectively and rapidly deliver large-scale,
comprehensive and sustained HIV/AIDS programs. A
successful intervention ECR should result in: 

A substantial reduction in new HIV infections 

A substantial reduction in AIDS-related morbidity
and mortality

Improved quality of life for people infected and
affected by HIV/AIDS 

Reduced HIV/AIDS stigma and discrimination 

Reduced impact of the epidemic, especially on
children and other vulnerable groups

MO B I L I Z I N G RE S O U RC E S

At least US$7 – 10 billion a year is needed in the
next decade to fight AIDS.1 This level of funding
would support an expanded and comprehensive
HIV/AIDS prevention, care and support strategy,
and would ensure the provision of low-cost HAART
and treatment of opportunistic infections to PLHA.
This resource commitment would be a remarkable
bargain given the public health, developmental and
security impact of the HIV/AIDS pandemic.*

Where will the required resources come from?
Although, the full answer is unknown, HIV/AIDS
continues to rise globally on the foreign policy agenda
of major bilateral, multilateral and corporate private
actors:2

The U.S. government has increased its financial
commitment to AIDS, and the U.S. Congress
authorized the creation of the World Bank Trust
for AIDS, with expected contributions from other
industrialized countries.

The Joint United Nations Programme on
HIV/AIDS (UNAIDS) and the World Bank have
established a Multi-Country HIV/AIDS Program
(MAP) to expedite soft loans for community-level
prevention, care and treatment programs.

Several of the major pharmaceutical manufacturers
have announced a number of initiatives to provide
AIDS drugs and/or strengthen prevention, health-
care access and patient management and treatment.

The Bill and Melinda Gates Foundation and other
foundations have provided funding for several
AIDS programs in Africa.3

These contributions are helpful but are still too
small in scale to make any substantial difference
in slowing the pandemic and improving access and
affordability of drugs for most PLHA in resource-
constrained countries.
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H I V / A I D S  VA C C I N E S :
P R O P H Y L A C T I C
A N D  T H E R A P E U T I C
A P P L I C AT I O N S

Despite the successes of current interventions in
controlling the global HIV pandemic, the best way to
eliminate the virus as a major public health problem
probably will be through preventive vaccination. But
vaccination alone will not replace current biologic and
behavioral interventions; use of a safe and effective
vaccine will need to be incorporated into a compre-
hensive HIV prevention package.4 Development of the
ideal vaccine has been elusive for three reasons: (1)
HIV infection and the human immune response are
complex in nature; (2) Research and development are
costly and time consuming; and (3) Human clinical
trials involving a fatal infectious agent transmitted 
primarily by sexual behavior raise many ethical and
legal issues.

TH E ID E A L VACC I N E

The ideal vaccine must be safe, efficacious, afford-
able and accessible. These are simple concepts with
complex definitions. Safety concerns, for example,
include reversion to infectious HIV, oncogenic poten-
tial and immunosuppression in vaccinees. The vaccine
must not produce adverse reactions when given to
people infected with HIV. In addition, we will need to
be able to differentiate seroconversion caused by vacci-
nation from that caused by true HIV infection. Since
it has not been possible to determine what constitutes
immunologic protection against HIV, development of
vaccine candidates has been hampered. We do not
know the in vitro correlates of protection and, because
there is no suitable animal model for HIV infection,
clinical trials involving large numbers of human vol-
unteers at risk for HIV infection will be needed to
evaluate a preventive HIV vaccine.5

Determining the appropriate measure of efficacy
has presented another challenge. Critical questions
include whether we should develop, license and mar-
ket a vaccine with relatively low protective efficacy
(say, less than 60 percent); whether we should license a
vaccine that only modifies the course of infection
(reduces viral load) or hold out until we can develop a
vaccine that induces sterilizing immunity (completely
block HIV-1 infection); and whether we should use a
vaccine that is only effective in limited parts of the
world. HIV-1 has tremendous genetic diversity: The
HIV-1 strains found worldwide are classified into at
least 11 subtypes, or clades. The ideal vaccine should
protect against all strains of HIV, and should also pro-
tect any population, regardless of nutritional status,
race/ethnicity or route of HIV exposure.6

HIV vaccine development and testing has greatly
accelerated over the past few years, and multiple activi-
ties are underway to find a practical and acceptable
alternative to the “ideal” vaccine to provide HIV pro-
tection for those at highest risk. Currently, more than
50 HIV-1 vaccines are in development. More than a
dozen of these have been tested in human volunteers,5

but only one has progressed to large-scale, phase III
efficacy trials. 

CH A L L E N G E S I N VACC I N E
DE V E LO P M E N T

The challenges ahead are scientific, ethical/legal
and financial. In the scientific arena, most current
candidate vaccines are based on subtype-B strains,
prevalent in the Americas and Western Europe.
Candidate vaccines for other subtypes are being devel-
oped for less-developed countries, such as subtype-E
for Thailand and subtype-C, the dominant subtype in
southern Africa and India.4 It is possible that multiple
subtypes share common protective epitopes. Also,
genetic subtypes may not strictly correspond to
immunotypes important for vaccine protection. More
information is needed on the relative contributions of
humoral and cell-mediated immunity, and protective
immunity at mucosal surfaces where HIV infection
takes place.
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Ethical concerns
Ethical concerns surround a vaccine that may not

be 100 percent efficacious. If people increased their
risky behavior because of a false sense of vaccine-
induced protection and this led to HIV infection, 
negative publicity would be rampant. Who would
assume responsibility for providing care for these 
newly infected people? Obtaining informed consent 
is another complex issue, especially in resource-
constrained countries. Education and counseling 
programs need to be in place to ensure that the 
vaccine does not instill a false sense of security and
increased risk behavior.

A variety of ethical considerations stem from the
need to test candidate vaccines in the populations
most affected by HIV, often in resource-constrained
countries. Such testing requires collaboration between
scientists from the countries that developed the 
vaccine and scientists, public health officials and 
communities in the host country. As for the issue of
informed consent, the potential imbalance between
the resources and expectations of the sponsoring coun-
try (where the vaccine is developed) and that of the
host country (where the vaccine will be tested) calls
for both countries to collaborate in ensuring that host
countries and communities participate fully in the
development and testing of vaccines.7

Cost-effectiveness
Vaccines are among the most cost-effective health

interventions,4 yet less than one percent of AIDS
resources are devoted to vaccine development—prima-
rily because the HIV vaccine market is not perceived
to be lucrative. With the enormous costs involved in
developing a new pharmaceutical agent,9 private
industry needs incentives to pursue a product with 90
percent of its market in resource-constrained coun-

tries, where there are problems ensuring the product
sells at low cost, is easy to give and remains stable 
in varying temperatures and storage conditions.
Collaboration is essential to change the pharmaceuti-
cal industry’s avoidance of an unprofitable market.
Incentives can be provided through public-private
alliances.

A N T I R E T R O V I R A L  D R U G S :
A C C E S S  F O R  T H E
M A N A G E M E N T  O F  H I V
D I S E A S E  I N  R E S O U R C E -
C O N S T R A I N E D  S E T T I N G S

Use of effective antiretroviral drugs (ARVs) has 
significantly reduced morbidity and mortality among
HIV-infected people in most industrialized countries.
But because of the high cost and complexity of 
regimens, ARV therapy has been largely unavailable in
resource-constrained countries, even though most of
the world’s HIV and AIDS cases occur in these 
areas. Lack of funding for ARV therapy is due in part
to the many health care needs, such as diarrheal and
childhood illnesses, malaria, tuberculosis (TB) and
other respiratory diseases competing for limited
resources.

CO N S I D E R AT I O N S I N
PROV I D I N G ARV TH E R A P I E S

In considering providing ARV therapies, health
officials and policy makers must look at the social and
economic costs and benefits of purchasing the drugs to
treat people infected with HIV and/or AIDS. Benefits
include potential reductions in hospitalization costs,
increased productivity of the labor force, potential
reductions in new infections due to lower viral loads
and increased stability and longevity of families with
fewer orphans. Costs include potential increases in
overall treatment expenditures, possible “crowding
out” of people with other illnesses and possible
increases in new infections as people live longer and/or
return to risky behaviors.10 Specific economic costs
include patient management, record keeping, labora-
tory monitoring of CD4 and viral load counts and
capacity building for the early diagnosis and treatment
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of opportunistic infections. Even if patients pay the
costs of their medical care, the public health system
still must meet the costs of training, development and
implementation of treatment guidelines and expanded
access to laboratory diagnostics.11

There is not likely to be a single answer to the
question of whether ARV therapies are cost-effective
for resource-constrained countries. Considerations
beyond cost—such as the overall societal impact 
of massive human suffering and death—must also be
taken into consideration. Alternatives to such treat-
ment have not been assessed on the basis of cost-
effectiveness basis either, so there is no opportunity for
comparison of the costs and benefits of both types of
interventions.12

Significant concerns remain that difficulties of
compliance and continuity of supplies could result in
a multi-resistant virus that would have devastating
consequences worldwide, although the UNAIDS Drug
Access Initiative pilot programs have generally shown
good patient adherence.11,13 In addition, some have
suggested that the limited provision of ARVs could
cause conflict within communities between those 
who receive treatment and those who do not. A black
market could develop from which ARVs could be
obtained, but without a complete understanding of
the possible dangers of taking them without appropri-
ate medical support and follow-up.14

Should resource-constrained countries choose to
make ARVs available, they will need to ensure that
there is an adequate infrastructure that includes access
to HIV counseling and testing; monitoring of treat-
ment, side effects, compliance and drug resistance; and
treatment for opportunistic infections and general
health care. In addition, basics such as clean water are
required in order to take the 20 to 30 tablets daily,
and some medicines will require refrigeration.
Maintaining such high-cost services will be a critical

issue for many countries. Some governments may
choose to establish a hierarchy for ARV therapy—for
example limiting it to pregnant women, health care
providers who have had an occupational exposure
and/or people with AIDS.15

For the near future, it is likely that the five main
priorities in the resource-constrained world for con-
trolling HIV infection for the majority of the 
population will be limited to  behavioral prevention
interventions, condom provision, integrated sexually
transmitted disease (STD) treatment services, treat-
ment of AIDS-related opportunistic infections and
palliative care for infected individuals. These strategies
will still be relatively expensive for resource-con-
strained nations.15 But strategies for greater access to
lower-cost ARV therapies will be important to assist
those countries most in need of reducing their burden
of HIV/AIDS.

US E O F ARVS TO PR E V E N T
O R RE D U C E SE X UA L TR A N S M I S S I O N
O F HIV

ARVs have been shown to reduce the concentration
of HIV in blood,16 semen17 and female genital secre-
tions.18 Thus, use of therapeutic doses of ARVs in peo-
ple infected with HIV might also lead to reduced sex-
ual transmission to uninfected others. Further research
is required to validate this hypothesis. In addition, 
several obstacles must be overcome before widespread
application of this option is possible. First, currently
available ARVs are expensive and their availability only
to those who can afford them limits their public health
application and future impact. Expected dramatic
reduction in costs will certainly increase access to ARVs
and expand their potential to have a greater impact on
HIV prevention, especially in high prevalence coun-
tries. Second, people taking ARVs may perceive them-
selves to be cured and/or incapable of transmitting
HIV, and thereby revert to high-risk behaviors.19

Finally, it is important to consider that the prolonged
use of ARVs for prevention may lead to the rapid
development of resistant strains of HIV.

One potential future application is the widespread
therapeutic use of subsidized ARVs among HIV-
infected high-risk populations such as commercial sex
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workers (CSWs) and injection drug users (IDUs).
Such an application would result in the availability of
ARVs for marginalized infected populations who
would otherwise never have access to them, with the
additional public health impact of reducing HIV
transmission in those most at risk of transmitting the
virus. It is debatable, however, whether policy makers
in resource-constrained countries are likely to agree to
subsidize ARVs for such populations if the cost of the
drugs continues to be prohibitive. Another possible
application is the use of prophylactic ARV therapy to
reduce HIV transmission, especially in high-risk
groups, without providing continuing therapeutic
doses. This approach has clear ethical implications,
though it could arguably be seen as not much differ-
ent from the use of prophylactic ARV therapy in 
preventing the transmission of HIV from mother to
child then not providing the mother with continuing
therapy.

PRO P H Y L A X I S AF T E R SE X UA L
EX P O S U R E TO HIV

Follow-up studies of post-exposure prevention
(PEP) for HIV following needle stick injuries indicate
that ARVs may reduce the risk of HIV infection after
exposure. These studies beg the question, “Does the
use of ARV for prophylaxis after sexual exposure have
a future?” The current cost of the drugs, their toxicity
and the likely low prevention efficacy makes PEP an
unlikely large-scale public health intervention, even in
the future. But selective use in special circumstances
such as for victims of rape or condom failure in an
HIV-discordant couple may be justified. 

B A R R I E R  M E T H O D S :  
T H E  N E E D  F O R  F E M A L E -
C O N T R O L L E D  M E T H O D S

There is continuing need for more female-
controlled methods of preventing transmission of HIV.
Male condoms can provide highly effective protection,
but many women, particularly in resource-constrained
countries, face serious difficulties negotiating condom
use by their male partners. The female condom, which
became available in 1993, is an effective alternative
that women can largely control, but there are signifi-
cant barriers to its use by women in both resource-
constrained and industrialized nations. Perhaps more
promising, but generally expected to offer less overall
efficacy than condoms, microbicides are in develop-
ment. These will provide women with more control of
the means of protection, which may be a critical factor
in prevention practices in many areas.

TH E FE M A L E CO N D O M

Studies indicate that a substantial barrier to female
condom use is the cost involved.20 Another significant
drawback is the longer time and practice needed to
become proficient and comfortable in its use. Other
barriers to female condom use may include cultural
proscriptions against touching the genitals or discom-
fort with this, refusal of male partners to support its
use, concerns about diminished sexual pleasure and
fears about safety and efficacy. A continuing challenge
for intervention programs will be to help women
maintain their motivation to continue practicing until
use becomes routine.

MI C RO B I C I D E S

Microbicides are chemical products—usually in the
form of a gel, cream or suppository—that, when
applied topically to either the vagina or rectum, would
prevent or decrease transmission of HIV. Microbicides
can act in several ways to: directly kill the pathogen;
prevent entry of the pathogen into the cell; or prevent
the virus from replicating after it has entered the cell.21
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Scientists are now seriously pursuing more than 40
products, including at least 15 that have been tested in
animals and are now in human trials. 

There was a fair amount of disappointment when a
2000 UNAIDS study showed that nonoxynol-9 (N-
9), a widely used spermicide, not only did not provide
protection against HIV but appeared to somewhat
increase transmission risk. It is now thought that the
frequent use of N-9 among trial participants may have
led to vaginal micro-ulcerations, which in turn
increased the likelihood of transmission.22 Despite the
findings that N-9 is not a suitable microbicide candi-
date, microbicides are still seen as a key prevention
tool to focus on in the immediate future.

Microbicides could play several roles in overall HIV
prevention efforts—as an adjunct to condom use, to
provide additional protection in case of condom failure
or when condom use is not possible or desirable. They
could also be promoted as an alternative protective
method for people unable or unwilling to use con-
doms. While they might not be as effective as consis-
tently used condoms, they could provide considerable
protection.21 A distinct advantage is that microbicides
are likely to be much easier for women to use, and
some would even be imperceptible to sex partners, par-
ticularly if they can be applied well before intercourse
occurs.21

BA R R I E R S TO MI C RO B I C I D E
DE V E LO P M E N T

Unfortunately, pharmaceutical companies, which
are in the best position to bring a microbicide to mar-
ket, have been relatively uninterested in investing in
such research, primarily because of fears about liability
for a product that gives an implied protection against
a fatal disease. Other industry concerns include an
uncertain regulatory environment and the belief that
the microbicide market would not be sufficiently

lucrative. The public sector may need to take the lead
in this area, encouraging microbicide development
through research grants for product development and
partnerships with small biotech companies to help
evaluate their products.21

If microbicides become widely available, the public
health message may need to shift from a narrow focus
on condom use to a hierarchical message that empha-
sizes condom use but calls for less effective but helpful
choices for those who are unable to use condoms with
each sexual act. This harm reduction approach, similar
to the prevention message for IDUs (“Don’t inject
drugs, but if you do, use a clean syringe each time,
and if you can’t do that, use bleach to clean your
works”), recognizes that not everyone will be able to
follow the “best” advice at all times, but that using
even some preventive measures will help to reduce
HIV transmission. It may be useful to begin examin-
ing the ways that a new female-controlled method
could be introduced without undermining existing
prevention efforts and messages.21
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M A L E  C I R C U M C I S I O N :  
I T S  R O L E  I N  H I V
P R E V E N T I O N

More than 40 studies conducted during the past
two decades have examined the role of male circumci-
sion on transmission of HIV, with most finding that
the practice is associated with substantially lower rates
of infection. These research results have led to an
increasing interest in male circumcision as a preven-
tion tool, particularly in sub-Saharan Africa, where
most transmission is heterosexual and many areas have
low rates of male circumcision. In fact, a meta-analysis
of studies on male circumcision in this region indi-
cated that the procedure might reduce HIV infection
risk among men by as much as 50 percent.23

Despite the strong and suggestive findings there is
much to be considered regarding male circumcision as
an HIV prevention intervention. The exact biological
basis for protection is not clear at this point. Research
indicates that the foreskin provides a warm, moist
environment for the growth of bacteria and viruses
and is susceptible to scratches and tears during inter-
course, which can provide entry points for pathogens.
In addition, the foreskin has a high density of
Langerhans cells, which are a possible source of cell
entry for HIV.24-26 Lack of circumcision also increases
the chances of infection with other STDs, including
chancroid, syphilis and genital herpes, which have
been shown to enhance transmission of HIV.24

Nevertheless, further studies of the biological mecha-
nism for transmission are needed to better determine
the role of circumcision in this process.

The age at circumcision also appears to be a factor
for HIV transmission. In sub-Saharan Africa, there is
a wide range in the age at which males are circum-
cised, extending from infancy to adulthood. In one
study, males who were circumcised before puberty had
a much lower rate of infection than men who were

circumcised after age 20.24 Since many men at high
risk of infection would be older than 20, more under-
standing of the role of age at circumcision is needed
before widely offering this intervention.

There are other concerns regarding the safety of
circumcision in resource-constrained countries, where
many procedures are done by inexperienced or
unskilled people or with unsterile tools. Another risk
related to many traditional circumcisions are the ritu-
als and customs surrounding the ceremony, such as
extensive travel and parties and feasts that may be
associated with increased alcohol consumption,
increased sexual activity, reduced in condom use and
other high-risk behaviors among community mem-
bers. In fact, some men in Africa have expressed the
belief that circumcision will protect them fully from
infection and therefore take the place of condoms and
other protective behaviors. Thus, unless male circum-
cision is accompanied by effective HIV prevention
counseling, it could lead to more HIV infections
instead of fewer.24,27 Another little-discussed ethical
policy issue relates to promoting male circumcision in
communities where female genital cutting exists,
which might seriously undermine efforts to eliminate
this practice for women.24

Implementing an intervention that provides male
circumcision will likely require additional public
health infrastructure and extensive educational efforts
not only for people at risk, but also for policy makers,
prevention program officials, medical staff and others
involved in health care services.

RE S E A RC H NE E D E D

Most scientists agree that randomized controlled
trials are needed to explore these issues. But such 
studies raise problematic ethical issues. The issue of
informed consent, particularly for minors, and the
appropriateness of behavioral messages that are pro-
vided in the context of circumcision must be
addressed. In addition, there may be no justification
for offering circumcision to men of an age at which
little or no protective effect has been demonstrated.24

Research on attitudes toward male circumcision in
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high-risk populations as well as studies of the practice
among populations that currently have high rates of
circumcision would probably be valuable first steps in
determining the role of male circumcision in HIV pre-
vention.24 In addition, epidemiological and clinical
studies are needed that can address the biological
mechanisms that may increase the susceptibility of
uncircumcised men to HIV infection and whether it is
possible to educate people about male circumcision
without increasing high-risk behaviors among circum-
cised men.27

O R P H A N S  A N D
V U L N E R A B L E  C H I L D R E N :
P R O V I D I N G  C A R E  A N D
P R O T E C T I O N

The large number of vulnerable children and those
orphaned by AIDS presents an unprecedented chal-
lenge to governments, communities and families. In
sub-Saharan Africa, there are currently an estimated 12
million orphans and this number will grow to 40 mil-
lion by 2010.28 In addition, several million children
who are not yet orphaned are socially and economi-
cally vulnerable due to parental separation, loss of
employment, discrimination and chronic ill health of
one or both parents as a result of HIV/AIDS.

Many challenges must be overcome to care for and
protect orphans and vulnerable children (OVC) in
heavily affected countries:

The explosive increase in the number of OVC will
continue in countries with high HIV prevalence,
even if HIV incidence levels decline rapidly in the
near future. We therefore have the important task
of providing and caring for the existing OVC
affected by the epidemic and supporting even
greater numbers in the future.

The loss of large numbers of the most productive
members of society worsens an already high
dependency ratio. As a consequence, a small 
proportion of healthy and productive adults have
to support a much larger proportion of depend-
ents, mostly children.

The impact of orphanhood may persist for a num-
ber of generations. Orphaned children are more
likely to become uneducated, unskilled and impov-
erished adults. Their children in turn are more
likely to be further marginalized in a continuing
vicious cycle. Many orphaned children are even
more likely to become street children, at risk and
vulnerable to physical, sexual and emotional abuse,
exploitation, starvation, ill health, crime and early
death.

Orphaned children may themselves be infected or
at high risk and vulnerable to HIV as well as other
infectious diseases, such as TB. These children
often face widespread stigma and discrimination as
a result of their parents’ infections or their own.

Providing care, protection, education and job skills
for these children poses one of the most pressing
challenges facing high HIV prevalence countries in
Africa. It will require substantial financial resources
from both government and international agencies and
the commitment and support of local organizations
and communities. Equally important is reducing the
number of new orphans. This can be accomplished by
reducing the rate of new HIV infections in the popu-
lation and prolonging the lives of adults living with
HIV/AIDS with effective treatment for HIV disease
and opportunistic infections. 

Unless we succeed in both our prevention as well
as care and support for children affected by the epi-
demic, there will continue to be millions of children
and youth who are emotionally damaged, physically
at risk, and vulnerable, disadvantaged, uneducated
and without hope or opportunity.
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H U M A N  R I G H T S :
R E D U C I N G  S T I G M A  A N D
D I S C R I M I N AT I O N

Populations already on the fringes of society are
pushed even further from societal support as a result
of HIV/AIDS.29 Stigma and discrimination against
those who are infected have characterized the HIV
pandemic. HIV-infected women are often physically
abused, ostracized and blamed for the infection of
their sexual partners. Widespread abuse of the human
rights of marginalized populations also puts them at
higher risk of HIV infection. These groups are already
stigmatized because of their perceived antisocial
behavior. They include CSWs, IDUs, men who have
sex with men (MSM) and prisoners. 

The stigma associated with HIV/AIDS is often a
result of multiple factors such as the shame associated
with having contracted the virus; the fear of how
other people will react; the fear of being discriminated
against; and the actual discrimination experienced by
individuals.29 The perception of stigma may be as
important as the actual discrimination experienced by
PLHA.

The abuse of human rights of individuals with
HIV infection: 

Stifles open communication about HIV/AIDS and
contributes to the continued spread of the epi-
demic

Prevents PLHA from accessing voluntary counsel-
ing and testing (VCT) services

Prevents PLHA from disclosing their HIV status to
family, friends or colleagues and benefiting from
their support

Prevents PLHA from seeking or obtaining employ-
ment

Prevents PLHA from accessing health care and
other services

Reduction and eventual elimination of HIV/AIDS-
related stigma and discrimination are therefore critical
challenges for the prevention of the virus and for the
care and support of those already infected.

C O N C L U S I O N
HIV/AIDS is a devastating human tragedy that

challenges the limits of our science, our compassion
for those who are less fortunate, our social and eco-
nomic priorities and the value we place on human life
in this global village. We have identified numerous
challenges that we need to overcome if the world is to
succeed in controlling the spread of HIV and mini-
mizing its destructive impact on resource-constrained
countries. The most important of these challenges are:

The mobilization of substantial resources to control
the further spread of HIV and provide treatment
and hope for those who are infected and affected
by AIDS. 

The development of a vaccine and a cure; and the
improvement of the human rights of those at risk
and vulnerable to HIV, including the reduction of
the stigma and discrimination faced by those
infected and affected by AIDS. 

How well we meet these challenges will determine
whether HIV/AIDS becomes a controllable and cur-
able disease–or the Black Death of the 22nd century
that destroys the hope and future of many countries.
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