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FORF'VORD

I am pleas~d to provide Congress
with this report on the u.s.

Agency for International Develop
ment's program for prevention and
control of HIV infection and AIDS
in devdoping countries. Although
the worldwide toll from human
immunodeficiency virus (HIVI
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A Ugandan worker takes home
a leaflet that describes how to
prevent HIVinfection and AIDS.

infection and acquired immune de
ficiency syndrome (AIDS) mounts,
1988 and 1989 have witnessed
increasing numbers of prevention
plans translated into vigorous ef
forts to help stem the pandemic and

blunt its impact on development.
The virus has spread to virtually

every corner of the globe. The World
!-Iealth Organization estimates t.hat
live to ten million people are in
fected already, and most of them
will eventually die of AIDS. Al
though the well-developed U.S.
surveillance system was the first
to identify large numbers of AIDS
cases, currently available reporting
indicates that the developing world
has been hit even harder. In some
developing countries, more women
than men are becoming infected,
and children are being stricken in
growing numbers. There is no vac
cine to prevent the disease and no
cost-effective cure is expected in
the near future.

This tragedy deserves our atten
tion - and our helping hand - -tor
humanitarian reasons alone. But
the potential implications for the
economic, social, and political
stability of developing countries
make the control of HIV infection
and AIDS an important foreign
policy issue for the United States.
There are no quick or easy solutions
to the J\.JDS pandemic. The Fifth
International Conference on AIDS,
held in Montreal, Canada, in June
of this year, confirmed the prog
nosis that sustainable prevention
programs are needed to control the
virus.

This report describes the efforts
USAID has made in helping devel
oping countries build long-term
programs. As the primary federal
agency providing foreign assistance,
USAID has becon-." dIe lead U.S.
organization in international efforts
to combat the pandemic.

The cornerstone of our effort in
volves support for the World Health
Organization's Global Programme
on AiDS (WHO/GPA). This pro
gram has taken great strides in
helping developing countries pre
pare national AIDS prevention
plans. With mobilization well
under way, attention is increasingly
focusing on field implementation.
USAID's experience jn program

implementation in the field is an
example of the particular strengths
and assets we have to contribute.
We have developed a coordinated
U.S. bilateral program to make our
management and implementation
resources available to the global
effort.

The success ofWHO/GPA will
depend on vigorous bilateral sup
port. In fact, WHO/GPA national
AIDS prevention plans depend for
more than 80 percent of their fund
ing on bilateral donors. USAID
must - and does - provide its share
of both financial support and tech
nical assistance. In addition to the
WHO/CPA effort, U.S.-funded bi
lateral AIDS prevention activities
are under way in 43 developing
countries. We are providing tech
nical assistance in public educa
tion, social mobilization, and pre
vention counseling. We also provide
technical assistance in disease sur
veillance, blood transfusion screen
ing, control of sexually transmitted
diseases, an~ the distribution of
badly needed supplies and equip
ment. We help health -service pro
viders analyze costs so they can
better allocat~scarce resources to
ensure the sustainability of their
programs. And we support a variety
of private voluntary organizations
because they have a remarkable
capacity to act rapidly and catalyze
community response in times of
crisis.

Although the fight has barely
begun, we believe that we are on
the right course. The challenge to
the American people, as well as to
the Congress, is to remain steadfast
in helping developing nations cope
with this plague. The reason is sim
ple: HIV infection and AIr'S know
no boundaries.

Mark L. r:deIman
Acting Administrator
U.S. Agency for International Development



A Global Portrait
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Respecting no national borders
or social classes, the human

immunodeficiency virus (HIV) has
spread to virtually every comer of
the globe, inflicting growing num
bers of men, women, and children
with acquired immune deficiency
syndrome (AIDS). There is no cure,
and the limited methods of treat
ment available are only partially
effective and very costly. No VaC

cine to prevent AIDS i~ expected
in the near future.

As its name suggests, AIDS is
actually a syndrome rather than a
single disease. The virus gradually

CONTENTS

A Global Portrait 2

The International Response . . .. 8

Major USAID pn,grams for
Prevention and Control 14

Coordinating U.S. Efforts 27

Looking Ahead 29

Appendix A:
Regional Summaries 30

AppendixB:
FY88 Funding ...•........... 34

AppendixC:
Funded Institutions 36

NOTE: The design on the cover was
produced by tho! Kenya Red Cross Society
in conjunction with the Kenyan Ministry

ofHea.rlh.

disables the body's immune sys
tem, rendering the individual in
creasingly vulnerable to a number
of infectious diseases and cancers.
The symptoms of these /Ioppor
tunistic" infections, such as
pneumonia or severe diarrhea, can
sometimes be treated - but when
treatment stops, the same or some
other malady inevitably -returns.
AdditionaHy, the virus can directly
cause tissue damage, as is some
times seen in HIV infection of the
brain. Death usually occurs within
two or three years of the clinical
diagnosis of AIDS.

Through March 1989, 148 coun
tries had reported 146,569 cases of
AIDS to the World Health Orga
nization's Clobal Programme on
AIDS (WHO/CPAI. But many more
AIDS cases go undetected or unre
ported, especially in the developing
world "vhere large spgments of the
population lack access to health
care facilities and <Hsease surveil
lance systems are often limited. In
Latin America, half of all cases may
go unreported, and in Africa, only
one in f~ie or ten cases is thought
to be reported. Indeed, WHO/CPA
estimates that there are actually
more than 450,000 cases of AIDS
worldwide.

Even this toll, however, barely
begins to tell th,~ story. WHO/CPA
estimates that five to ten million
people are now infected with HI'!,
which means that perhaps one
million new AIDS cases can be
expected within the next five years.
Moreover, WHO/CPA predicts that
the total number of people carrying
the virus could well increase sev
eralfold by the tum of the century.
Absent development of effective

and affordable therapies, the great
majority of those infected will
eventually progress to AIDS
and die.

Modes of Thansmission
The AIDS yirus can be passed
from pelson to person in only a few
ways. ~exual intercourse is by far
the most common mode of trans
mission, accounting for perhaps 90
percent of all HIV infections. Al
though early cases of AIDS in the
United States were largely confined
t.:' adult males, in many developing
countries men and women have
been equally affected. Anyone who
has multiple sexual partners, or
whose partner has multiple part
ners, faces an increased risk. The
presence of other sexually trans
mitted diseases {SIDsl-especially
those that produce genital sores,
such as syphilis, herpes, and chan
croid - also facilitates transmission.
In developing countries where treat
ment is less accessible, SIDs are
far more common than in the in
dustrial world. Consequentl~ STDs
are becoming bcreasingly impor
tant cofactors in the spread of HIV:

Exposure to contaminated blood
or blood products is the next most
important mode of HIV transmis
sion worldwide. While transmission
via blood transfusions has been
virtually eliminated in the United
States by blood screening programs,
the equipment and trained person
nel required for screening are often
unavailable in many developing
countries, and screening is some
times further constrained by lack



of a reliable electric supply. In
central Africa, transfusions have
probably accounted for five to ten
percent of HIV transmission among
adults.

HIV can also be transmitted
through blood-contaminated
syringes and neerlles. The sharing
of contaminated needles by intra
venous drug users is a major prob
lem in some developed countries,
but this mode of transmission is
still limited to only a few develop
ing countries. The use of needles
and syringes for therapeutic injec
tions appears to carry a low risk of
transmission, even if they are in
adequately sterilized. Contrary to
early fears, childhood immuniza
tion programs in the developing
world have not been associated
with HIV infection. In a 1984-85
study in Kinshasa, Zaire, for exam
ple, scientists from the Centers for
Disease Control determined the
HIV-prevalence rates among people
of varying ages. Children aged one
to 14 years were significantly less
likely to be infected than any other
age group. If childhood immuniza
tions were indeed posing a major
problem, more children would have
been expected to carry the virus.

Finally, HIV can be transmitted
from mother to child. This infec
tion seems to occur during preg
nanc~ when the virus crosses the
placenta into the amniotic fluid
and then into fetal circulation,
or during birth, when the baby is
likely to come in contact with the
mother's blood. The mechanisms
are not clearly understood, but 20
to 50 percent of infants born to in
fected mothers have been found to
acquire the virus. The very slight
risk that babies can be infected via
breast-feeding is far outweighed
by the many health benefits of
mother's milk; therefore, WHO and
other international organizations
recommend that even infected
women breast-feed their infants.

Just as we know how HIV can be
transmitted, we know how it is not
transmitted. The virus is not spread

by food, w;'ter, or biting insects.
Neither is it transmitted through
sneezes or coughs, nor through
casual contact such as handshakes
and hugs.

Once a person is infected with
HIY, it may be seven years or mere
before clinical manifestations of
AIDS develop and are diagnosed.
In fact, it is this "invisible" nature
that contributes so significantly to
the rapid and widespread transmis
sion of HlY. During the asympto
matic period, the individual looks
and feels healthy but is a carrier
and can pass the virus to others.

Regional Differences
Africa has been hit the hardest by
HIV infection. Although only about
20,000 AIDS cases have been re
ported, WHO/CPA estimates that
the actual total is at least five times
higher, more than the number

Cumulative AIDS cases
reported by year

LATIN AMERICA/CARIBBEAN
12,500

10,000

7,500

5,000

2,500

1980t 81 82 83 84 85 86 87 88"

'Cases incomplete and widely underreported
tlncludes cases prior to 1980
Source: World Health Organization

Cumulative 41DS ca.
reported by year

AFRICA
22,500

20,000

17,500

15,000

12,500

10,000

7,500

5,000

2,500

1980 81 82 83 84 85 86 87 88"

'Cases incomplete and widely underreported
Source: World Health Organization

3



4

_._--

AIDS c.... reported by
jdeveloping C'\ountrie. g

receiving USAID .nistance
E.c • ASIAINEAR EAST:::I g'co 0
ce~ 0 Bangladesh 06/88 0 0.0CD .c ... ...

e >_ .. .. c
0 +0 III 11 8.~ Cook Islands (N.Z.) 09/87 0 0.0-0. .!!!:E Ill.!!! Iiiof! Egypt 12/88 6 0.0s. ~B3 CD:::Icn

III 0. ...

Country S.!!! a'08 88..: Fiji 09/87 0 0.0

AFRICA India 11/88 28 0.0
Benin 06/88 15 0.1 Indonesia 10/88 3 0.0
Botswana 03/88 34 0.8 Jordan 12/88 3 0.1
Burkina Faso 02/89 107 0.2 Kiribati 01188 0 0.0
Burundi 06/88 1408 13.8

Morocco 12/88 22 0.0
Cameroon 08/88 62 0.0 Niue (N.Z.)t
Central African Republic 06/88 432 6.9 Oman 12/88 6 0.0
Chad 10/88 11 0.0 Pakistan 12/88 6 0.0
Congo 12/87 1250 57.5

Papua New Guinea 03/89 8 0.0
Cote d'ivoire 11/87 250 1.3 Philippines 12/88 20 0.0
Djibouti 12/88 1 0.0 Solomon Islands 09/87 0 9.0
Gabon 12/88 27 1.8 Sri Lanka 12/88 3 0.0
Gambia, The 12/88 62 3.0

Thailand 12/88 10 0.0
Ghana 01189 327 0.3 Tonga 08/88 1 0.0
Guinea 11188 33 0.1 Tunisia 12/88 36 0.2
Guinea-Bissau 01189 48 3.3 Tuvalu 09/87 0 0.0
Kenya 06/88 2732 S.8

Vanuatu 01/89 0 0.0
Lesotho 08/88 2 0.1 Western Samoa 10/88 0 0.0
Liberia 03/88 2 0.1 Region Total: 152
Malawi 06/88 2586 12.0
Mali 01188 29 0.3

LATIN AMERICA/CARIBBEAN
Mauritania 07/88 0 0.0 AntiguaIBarbuda 12/88 3 1.2
Mauritius 11/88 1 0.1 Barbados 12/88 70 9.5
Mozambique 01189 27 0.0 Belize 09/88 11 3.4
Niger 12/88 43 0.3 Bolivia 09/88 16 0.0

Nigeria 11188 13 0.0 Brazil 12/88 4946 1.2
Rwanda 03/88 987 3.2 Chile 12/88 123 0.3
Senegal 11/88 149 0.9 Colombia 09/88 308 0.4
Sierra Leone 08/88 5 0.0 Costa Rica 12/88 93 0.9

Somalia 12/88 0 0.0 Dominica 09/88 6 6.8
Sudan 12/88 88 0.1 DominiC<ln Republic 12/88 701 4.6
Swaziland 06/88 14 0.9 Ecuador 06/88 45 0.2
Tanzania 12/88 4158 4.0 EI Salvador 12/88 71 0.3

Togo 06/88 2 0.1 Grenada 09/88 11 5.0
Uganda 10/88 5998 11.5 Guatemala 12/88 47 0.2
Zaire 06/87 335 1.1 Haiti 12/88 1849 8.1
Zambia 12/88 1296 4.1 Honduras 12/88 211 1.5

Zimbabwe 04/88 119 1.4 Jamaica 12/88 79 1.4
Region Total: 22653 Mexico 12/88 2158 0.8

Peru 12/88 137 0.3
St. Kitts/Nevis 12/88 18 0.0

St. Lucia 09/88 11 4.9
·Cumulative cases incomplete and widely underreported St. Vincent/Grenadines 09/88 14 4.5tNiue (N.Z.) does not report AIDS cases
Source: World Health Orgap.ization. March 1989 Region Total: 10928



recorded in the United States. Ap
proximately two to three million
Africans are believed to carry the
virus. The pandemic is concentrated
mostly in urban areas in central
and east Africa, with the highest
reported HIV-prevalence rates
occurring in the Central African
Republic, the Congo, Cote d'lvoire,
Kenya, Malawi, Mozambique,
Rwanda, Tanzania, Uganda, Zaire,
Zambia, and Zimbabwe. Although
infection rates are much lower in
rural Africa, the virus is beginning
to make inroads there as well.

HIV is _:ansmitted in Africa pri
marily through heterosexual con
tact, \\ .,h men and women aiflicted
in rouohly equal numbers. In some
urban centers, five to 32 percent of
all people aged 20 to 49 carry the
virus, and infection rates are often
significantly higher among individ
uals practicing high-risk behavior.
By early next decade, the total adult
mortality rate in many cities is
expected to have been doubled or
tripled by AIDS. Because so many
women carry the virus, transmis
sion to infants is also disturbingly
common. Up to one quarter of preg
nant women in some cities have
been found to be infected, and the
number of infected babies being
born is increasing steadily. A major
ity of these babies are likely to die
of AIDS before their fifth birthday.

In the Caribbean, numerous
countries have experienced some
of the world's highest HIV-infection
and AIDS rates. Hardest hit are the
urban areas, with infection rates in
some cities estimated to be as high
as the rates in cities in central
Africa. Approximately 4,000 cases
of AIDS were reported from the

Caribbean to WHO/CPA through
March 1989, but the actual figure
is estimated to be at least several
times that number. The number
of people infected with HIV could
grow substantially, since the region
faces a large increase during the
next decade in the number of young
people entering their most sexually
active years.

Heterosexual transmission
is now the most common mode
of HIV spread in the Caribbean,
accounting for roughly 60 percent
of new cases. Infection occurs pri
marily among young to middle
aged adults and, although males
are still more likely than females
to have AIDS, the gap is narrowing.
With this shift has come increasing
numbers of infants infected with
HIY, and pediatric AIDS is already
a substantial problem in many
countries.

In many Latin American coun
tries, HIV-infection rates are still
relatively Imv, with less than one
percent of the adult population in
fected. Brazil and Mexico, however,
have experienced serious outbreaks
of infection, especially in urban
areas among people practicing high
risk behavior. These two countries
account for the great majority of
AIDS cases in the region: Brazil
reported 4,946 cases and Mexico
reported 2,158 cases to WHO/CPA
through March 1989. There is also
potential for the virus to spread
more widely. Heterosexual trans
mission is on the rise in some Latin
American countries, and in time
this may become the dominant
mode of HIV transmission in the
region.

In Asia and the Near East, most

Sex ratio of AIDS cases In
Latin America dnd the Caribbean

Country Male-Female·

AntigualBarbuda All male
Barbados 3.9: 1
Belize 3.3: 1
Bolivia All male

Brazil 11.1 ; 1
Chile 13.6; 1
Colombia 23.5: 1
Costa Rica 21.8; 1

Dominica 4.0: 1
Dominican Republic 2.3: 1
Ecuador 29.0: 1
EISalvador 13.3: 1

Grenada 1.8: 1
Guatemala All male
Haiti 2.3; 1
Honduras 1.7: 1

Jamaica 2.2; 1
Mexico 9.4: 1
Peru 14.1 : 1
St. KittslNevis 1.3: 1

St. Lucia 2.3: 1
St. VincenUGrenadines 3.5: 1

-Ratios based on cumulative AIDS cases through
December 1988
Source: Pan American Health Organization
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HIV seroprevalence by age and sex
In Kinshasa, Zaire: 1084-85

Source: Quinn, Mann. and Curran I SCience 1986

10 Percent of population Infected

spreads throughout all sectors of a
nation's development. Also clear is
the fact that developing countries
have significantly fewer resources
to fight AIDS than do developed
countries. Many countries experi
encing increasing numbers of AIDS
cases are already hard-pressed by
numerous problems, including
drought, famine, illiteracy, and
stagnant economies.

The pandemic threatens hard
won gains in the general health and
well-being of people in many devel
oping countries. AIDS competes
with other diseases for limited
health-care and preventive-health
resources. For example, over half
of the patients in some hospitals
in central Africa have HIV infec
tion. And health-care personnel
are increasingly reporting general
shortages of medicines because
of demand for treatment of the
opportunistic diseases that are
characteristic of AIDS.

HIV infection also magnifies
existing epidemics. For example,
perhaps 10 percent or more of
ad~ts in many developing coun
tries are carriers of dormant tuber
c~osis bacteria. By suppressing the
immune system, mv can enable
the TB bacteria to become active,
leading to damage of the lungs or
other tissues that can eventually
be fatal. Moreover, the tuberc~ar

patient becomes contagious, there
by increasing the incidence of TB
in a previously healthy community.
Tuberc~osis is on the rise among

AIDS victims in the United States,
where until the mid-1970s its inci
dence was declining. TB also seems
to be occurring more frequently in
Africa, where there is good reason

50+40-4930-3920·29

Impact on Development
While the most obvious effect of
the HIV pandemic is on infected
individuals, its impact clearly

countries have remained relatively
free from mv infection and AIDS,
except for a few urban areas. WHO!
GPA estimates that fewer than
100,000 Asians now carry the virus,
butwarnsthatthistotalco~d

easily triple in the next several
years. mv infection is spreading
among those practicing high-risk
behavior within some Asian popu
lations. In Thailand, for example,
more than 40 percent of intrave
nous drug users in Bangkok test
positive for HIV: These people pro
vide a sizable pool for sexual trans
mission of mv to people outside
the drug community as well as
within it.

15-192·141<1

2

.....1..

.. Females

4

6

8

Age:

6



to suppose that HIV has been the
trigger. Close to 40 percent of TB
patients tested in a study in Kin
shasa, Zaire, were HIV-positive,
while fewer than eight percent of
healthy adults tested during the
same period carried the virus. An
HIV-TB link is especially worri
some in the developing world,
where poverty, overcrowding, and
lack of health care make tubercu
losis more lethal than in the West.

In the area of child health, HIV
infection has considerable potential
to erode the important progress that
has been made. The last three dec
ades have witnessed a revolution in
child survival through immuniza
tion, oral rehydration therapy for
diarrhea, breast-feeding, and family
planning to space births. But left
unchecked, HIV could undermine
these gains as more maternal-child
transmission occurs. Sadly, prelimi
nary models of the most affected
regions in Africa suggest that infant
mortality could increase by more
than 25 percent via perinatal trans
mission. In addition, when blood
supplies are unscreened, children
face increased risk of infection
from blood transfusions frequently
used to treat malaria in developing
nations. Even if they escape the
disease themselves, many children
face another grim reality: a child
with an infected parent is likely to
lose that parent, and in time, both
parents.

Beyond threats to health, the mv
pandemic also exacts a heavy eco
nomic toll. This includes the direct
cost. of hospital care and other
medical services for people with
AIDS, along with related costs such
as counseling, blood screening,

medical supplies, and the training
of health-care workers. Currently,
the amount spent caring for AIDS
patients in many countries is di
rectly related to the quantity of
available resources, rather than real
demand. That is, as with health
care in general, poor countries are
forced to spend less on each patient.
Even so, the expenses are in many
cases proving an enormous drain.
And as more people fall ill, these
costs will far exceed the capacity
of health systems in most develop
ing countries.

Significant, too, are the potential
economic effects that may derive
from the premature deaths of many

=
The AIDS pandemic

threatens hard-won gains
in the general health and

well-being ofpeople in
many developing countries.

people between the ages of 20 and
49. They are often the most pro
ductive members of society - the
backbone of any economy. In some
countries, key industries may even
tually be affected. Many African
countries, for example, depend
upon mining to provide the bulk
of their foreign exchange. But AIDS
could potentially strike a severe
blow to the labor forces. In Zam
bia's Copper Belt, half of the miners
are aged 20 to 40, target years for

HIV infection.
Because HIV infection is most

common in urban areas, its victims
often include people who are among
a country's best educated, including
business and government wmkers.
Where the ranks of people with cer
tain specialized skills and training
may be small, the loss of even a
handful of engineers, health plan
ners, or agronomists can be debili
tating. Such disruptions would
come at a time when many develop
ing nations are struggling to restore
economic growth to economies
burdened by heavy external debt.

HIV infection and AIDS can
strike a major economic blow
against a developing country's
travel industry. Tourism figures
prominently in the economic plans
of many governments in the devel
oping world. But reports of HIV in
fection have apparently discouraged
travelers from VIsiting some coun
tries. For example, when Haiti was
first identified as an ~ndemicarea,
tourism plummeted, causing im
mediate ripples throughout the
hotel, transportation, and related
industries.

Of course, the full economic and
health effects of HIV infection and
AIDS in developing countries will
not be known for many years-
the pandemic is still in its infancy.
The number of deaths SG far, though
considerable. is still relatively "mall
compared to some other causes
of mortality. The world is rightly
alarmed, however, at the potential.
The control and ultimate preven
tion of HIV infection and AIDS will
require a comprehensive and sus
tained national and international
commitment.
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The International Response

T he international public-health
community has mobilized to

support individual countries' HIV
infection and AIDS prevention and
control efforts. This response is
being led by the World Health Or
ganization's Global Programme on
AIDS IWHO/GPAI, created in Feb
ruary 1987. Through its !Jtaff in
Geneva and its network of resident
technical advisors, WHO/GPA pro
vides global leadership in policy,
strategy, and guideline development
for national and international pro
grams; coordinates and supports
biomedical, epidemiological, and
social and behavioral research; and
collects and disseminates informa
tion to monitor the pandemic and
aid in its prevention and control.

All of these global efforts are
designed to assist WHO/GPA as it
works with individual governments
to initiate a concerted response.
WHO/GPA encourages and assists
with national reporting of AIDS
cases; formation of national AIDS
committees, which are responsible
for developing national AIDS con
trol plans; and scheduling of donor
coordination meetings in which
bilateral donors meet with WHOI
GPA representatives and national
AIDS committee members to or
chestrate funding for national AIDS
control program implementation.
In addition to mobilizing and coor
dinating the international response,
WHOICIA abo evaluates the inter
national response through a formal

review of national AIDS control
plans one year after the programs
are initiated.

WHO/GPA has been very effec
tive in carrying out these roles.
While the governments of some
countries may once have been re
luctant to acknowledge the sprea(!
of HIV infection among their popu
lations, those days are for the most
part over. Today's spirit of increas
ing governmental openness and
cooperation is in large part due to
WHO/GPA efforts. This was viv
idly demonstrated by the World
Summit of Ministers of Health
on Programs for AIDS Prevention,
held in London in January 1988.
The summit's official declaration,
which was endorsed by all the dele
gations, states, in part: "We under
take to devise national programs
to prevent and control the spread of
HIV infection as part of our coun
tries' health systems." Indeed, the
vast majority of countries are gear
ing up to combat HIV infection and
AIDS.

Although the threat from HIV
infection and AIDS is global, in the
final analysis individual countries
are responsible for protecting ~1}e
well-being of their citizens and for
ensuring economic stability and
growth. Moreover, while methods
of combating the pandemic will
often be similar from country to
country, each nation must confront
the problem in the context of its
own history, culture, national re
sources, and particular needs. This
effort requires active participation
not only by national governments,
but also by members of the commu
nity, including indigenous private
voluntary organizations (PVOs). It

is only with this local commitment
to AIDS prevention and control
that international efforts will be
effective.

With WHO/GPA's support, more
than 120 countries, including every
country in sub-Saharan Africa, have
developed short-term plans span
ning six to 12 months. Approxi
mately 35 countries have estab
lished medium-term plans covering
three to five years. A major chal
lenge now for WHO/GPA and bi
lateral donors is to help developing
countries in their efforts to imple
ment these national plans.

International Cooperation:
The Role of USAID
The Global Programme on AIDS is
an autonomous program of WHO.
It receives no assessed contribu
tions and is entirely dependent
upon bilateral donors for the
support it provic;~sdeveloping
countries in implementing AIDS
prevention and control programs.
(A list of the 1988 bilateral donor
contributions to WHO/GPA is pro
vided in the chart on page 13.) The
U.S. Agency for International De
velopment is a vigorous, consistent
supporter of WHO/GPA. USAID
played an important catalytic role
in the establishment of WHO/GPA
and continues to be its largest
financial supporter. The United
States provides approximately 25
percent of the total WI-iO/GPA
budget. We fully and actively sup
port WHO/GPA activities. This
support represents the cornerstone
oi the USAID assistance policy for
the prevention and control of HIV



HNINFEcnGN AND AtDS:
AFACTSHEET

• The human immunodeficiency
virus (HIVl causes acquired
immune deficiency syndrome
(AIDS). HIV damages the indi
vidual's immune system and
results in the body's inability to
fight off infections and cancers.

• Worldwide, five to ten million
people may be infected with HN
Left unchecked, the total will
increase severalfold by the trm
of the century.

• Through March 1989, 146,569
cases of AIDS had been reported
by 148 countries to the World
Health Organization's Clobal Pro
gramme on AIDS (WHO/CPA). But
there is widespread underreporting,
especially in the developing world,
and WHO/CPA estimates the
actual number to be about
450,000.

• Most, if not all, of those infected
will develop AIDS, which often
takes eight or more years to
appear. When it does, few patients
survive longer than three years.

• HIV can be spread by indivjduals
with no clinical signs of AIDS.

• Approximately 90 percent of
HIV infection is transmitted
sexually. At high risk are persons
who have multiple sexual partners
or whose partners have multiple
partners, as well as those with
sexually transmitted diseases
(STDsl that cause genital sores.

• HIV is also spread by the trans
fusion of infected blood or blood
products, by the use of (,:ontami
nated needles, and from mothers
to infants during pregnancy or
birth. It is not spread through
coughing or sneezing, or through
casual contact such as hugs or
handshakes.

• In many developing countries,
HIV strikes more women than
men, and growing numbers of
children are infected.

• The pandemic's effects on child
survival arc already becoming
apparent. Malnutrition is an
increasingly common manifesta
tion of HIV infection. In addition,
in some countries, perhaps one in
five children fa.,;es the prospect of
being orphaned hv AIDS.

• The impact on health-care
systems is also beginning to
emerge. In some African hospi
tals, for example, 25 to 50 percent
of patients have HIV infection.

• Perhaps the greatest economic
consequences of AIDS in develop
ing countries will derive from the
death of so many people aged 20
to 49, who are often the most
productive members of society.

• No vaccine or cure for HIV
infection is expected in the near
future.

• Abstinence, mutual monogamy,
reduction of the number of sex
partners, treatment of STDs, and
use of condoms can eliminate or
sjgnificantly lower a person's risk
of :HIV infection.

infection and AIDS in developing
nations.

In 1988, our $15 million budg
etary contribution to WHO/CPA
accounted for 25 percent of the
WHO/CPA 1988 budget. However,
our cooperation and coordination
with WHO/CPA took a variety of
additional forms, including collab
oration in program planning and
funding, participation in program
reviews, and support of WHO/
CPA-sponsored conferences and
meetings.

USAID participation in donor
coodination conferences marks our
formal commitment to AIDS pre
vention activities within specific
countries. Once donor support is
established, program implementa
tion can proceed. Bilateral assis
tance is crucial to the success of
national program Implementation.
With its unique network of field
missions and offices abroad, USAID
has a wealth of experience and ex
pertise from which to offer assir-
tance in this area.

USAID involvement in program
implementation requires that we
take an active role in evaluation. In
December 1988, WHO/CPA led the
first AIDS program management
review, and asked USAID to parti
cipate. Developed in early 1987 and
approved by WHO/CPA, Uganda's
National AIDS Control Programme
was the first among developing
countries to complete a full year of
operation. By detenninil1g how well
the program was meeting its objec
tives, the review was meant to heIr
the Ugandan gover.tment develop a
strategy for AIDS prevention efforts

9



Int.matlonal AIDS actlvltle.. and
USAID AIDS funding leve's
1885-88

1085

• First international
conference on AIDS,
held at the U.S. Centers
for Disease Control, in
Atlanta, Georgia

FUNDING:

1088

- Establishment of the
WHO Control
Programme on AIDS

- First U.S. funding for
AIDS: $2 million to
WHO

$2MIWON

1087

-JANUARY
WHO's executive board
formally endorses its
global strategy for the
prevention and control
of AIDS

-FEBRUARY
WHO forms the Special
Programme on AIDS,
later renamed the Global
Programme on AIDS

- APRIL
USAID Administrator
formally approves the
USAID AIDS policy

-SEPTEMBER
AIDSCOMand
AIDSTECH contracts
awarded

$16.9 MILLION

1088

-JANUARY
Commencement of
USAID AIDS Technical
Support Project field
activities

• DECEMBER
43 countries with
USAID AIDS activities

$40.7MIWON



in 1989. The conclusion of the re
view W'1S th<H hoth the form of the
national program and the range of
activities carried out provide .'n
effective base for future efforts. The
review <llso stressed the need for
continuing support from the Ugan
d.m government as well as from
international organizations and
private dn:1or agencies. The team
noted that the speed with which
Uganda implemented its national
AIDS program, despite the many
constraints it (like other developing
countriesl faced, indicates what can
be achieved with a modest invest
ment of ~xternal resources.

Colhlboration with WHO/CPA
goes beyond formal coordination
activities, however. In Latin Amer
ica and the Caribbean, USAID
maintains a close and coordinated
working relationship with the Pan
American Health Organization
(pAHOI, an ann of WHO. PAHO
has a key role in AIDS control in
this region, which it fulfills by co
ordinating prevention programs in
education, communications, coun
seling, research, HIV srreening, and
training.

PAHO works primalily with na
tional governments, and USAID
has assumed a leadership role in
working through the private sector,
which constitutes much of the
health-care delivery system in
many Latin American and Carib
bean countries. To avoid duplica
tion of efforts, USAID works with
PAHO to develop complementary
programs: PAHO, USAID cmd its
contracted technical experts, and
other bilateral donors meet quar
terly to review projects and develop
plans for coEaborative activities.

In the field, USAID staff and
technical experts regularly collab
orate with local PAHO r~presen

tatives, providing technical assis
tance and planning program devel
opment, interventions, and train-

ing.ln 1988 the USAIC mission
in Santo Domingo worked with
USAID contrac~ors, the Dominican
Republic National AIDS Commit
tee, and PAHO to develop an in-

-
USAIDhas an important
role to play iii providing

developing countries with
appropriate technical

assistance to implement
effective HIVinfection and
AIDS prevention programs.

•
country conwlUnications strategy.
This collaboration is typical of
USAID AIDS program development
in host countries.

USAID ab() provides funds to
PAHO's Caribbean Epidemiology
Centre (CAR[C), located in Trini
dad, for a varkty of activities in
the Caribbt~.m region. For example,
USAID hdped CAREC organize
and conduct two regional model
workshops on AIDS prevention and
counseling. Sixty participants from
CAREe's 10 member nations at
tended the workshops. Back in their
home countries. the participants
trained others in what they had
learned - in this way, the informa
tion ultimately reached an esti
mated 5,000 additional ~eople
working in illV infection a~ld

AIDS prevention.
Even more people received AIDS

related information during the Sec
ond Pan American Teleconference
on AIDS, held in Rio de Janeiro,
Brazil, in Decenlbtr 1988. Spon
sored by PAHO, the conference was
televised live by satellite in four
languages to more than 650 sites in
Latin America and the Caribbean
and some 350 si£es in the United
States. An estimated 50,000 health
professionals, educators, govern
ment policymakers, and members
of the media were thus able to

watch presentations by somc of thc
world's leading authorities, includ
ing representatives from the USAID
AIDS program, making this the
largest medical conference ever.
USAID supported the teleconfer
ence in several ways: AIDS pro
gram staff participated in the tele
conference as presenters, USAID
sponsored sevcral participants from
developing countries, and we pro
vided support for a telephone link
up via satellite, which dlowed pro
fessionals from all over the world
to participate in the conference.
USAID supported other WHO/
CPA-sponsored conferences as p.lrt
of specific interventions to generate
AIDS aw~reness in developing
countries.

Capitalizing on USAID
Strengths
The leadership of WHO/CPA is
very important in the establish
ment, coordination, and evaluation
of the international effort to control
HIV infection and AIDS. However,
WHO/CPA relies upon bilateral
donors for in-country assistance
with program development and
implementation of the AIDS con
trol plans it has helped the national
governments develop. USAID has
an important role to play in pro
viding developing countries with
appropriate technical assistance to
implement effective HlV infection
and AIDS prevention programs.

One of USAID's chief assets is
its decentralized field presence. Its
67 field missions and offices imple
ment a wide range of development
assistance programs, often includ
ing a network of well-established
health, population, and education
programs. The missions provide
a versatile r:apacity to respond
quickly and effectively to the par
ticular needs of the host countries.
This capacity is virtually unparal
leled in the developing world.

The missions are in direct and
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Ireqvcnt contm;t with host-country
government officials as well a~ local
privdte and community organiza
tions. !".1ission staff members have
firSthand knowledge about local
problems and resources. They arc
aware of social l cultural, economic,
and political conditions. This can
be of spec1cl! importance in AIDS
control since controlling thc spread
of HIV infection wilJ in large mea
!"ure involve changes in behaviors
that have exceptional public and
private sensitivity in all societies.
Adtlitionally, the missions consti
tute a m:mage!TIent, information,
.and resource ba5e. Thus they are in
a position to assist the host ~oun
tries m implementing HIV preven
tion and control programs tailored
to special circumstances by direct
ing appropriate technical expertise
to where it is needed.

USAID missions arc supported
by USAID's Bureau for Science and
Technology and the geographic re-

Countries participating in the AIDS aurveillance
network of the World Health Organization'.
Global P,~rammeon AIDS.. Countries with reported AIDS casas.. Countries with no reported AIDS cases
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gional bureaus in W••shin~hm, D.C
They provide tcchnicai supfi'on ilr.J
up"to-date inf.lrmation, enabling
missions to respond with maxi
mum efficiency.

Two components of the
USAID led~nic.d support pm;'cct,
AIDSCOM and AIOSTECH, .ue
examples of hm..· USAID proVides
technic.d assistance. AIDSCOM,
an AIDS technical support contract
with the Academy for Educational
Development and its subcontrac
tors, the Annenbcrg School of
Communications, Johns Hopkins
University, Porter/Novelli, and the
PRISM Corpuration, develops and
demonstrates effective public
he,dth comm lJnication strategies,
prewntion '.ounseHng approaches,
and mtthods for marketing con
doms. AIDSTECH, an AIDS techni
cal support cooperative agreement
with Family Health Intemationc:l,
provides technical assistance ar..d
training in high-risk behavior
change, identifying effective and
affordable methods for keeping
blood ~upplies free of HIV. mnJl~
toring the pandemic, and improving
the logistics of condom distribu
tion. AIDSCOM and AIDSTECH
staff pro\'ide developing countries
-,vith appropriate technical assis
tance for establishing programs
to inform people about HIV infec
tion and how it is spread, to help
people understand and practice risk
reduction, and to ensure safe blood
supplies. lISAID's Bureau for Africa
organized the HIVIAIDS Prevention
in Africa Project (HAPAJ to provide
rapid and flexible assistance to Mri
can field missiOilS for needs that
could not be othenvise met.

USAID, through cooperation
with other u.s. govemmen!. agen
cies, c::m caU upon tbe knowledge
and experience of those involved
in U.S. AIDS programs. USAID is
working with the u.s. Bureau of
the Census to devdop a model for
assessing the spread and impact of
HIV infection. In 1988, USAID ex
panded its pi'..:>gram through other
inter-govemment agency agree-



mcnts with the Centers for Disease
Control (CDC), the Nationallnsti
tutc of Allergy and Infectious Dis
eases INlAID), and the Uniformed
Services University of the Health
Sciences (USUHS). USAID support
en..blcs CDC to respond to requests
for shon-term technical assistance
imd to pla,::( long-term resident
AIDS .ldvisors in developing coun
tries. NIAID will provide sh::>rt
term technical assistance and re
search training ") scientists from
developing coun.ries through an
information exchange program.
USTJHS is participating in the
implementation of the NatiL .al
Sexually Transmitted Diseast:s
Control Program in Zar.lbia, and
has established a regional AIDS
training program.

In addition to USAID's institu
tional strengths and its capacity to
provide educational technical assis
tance, it has an established world
wide system for the procurement
and distribution of condoms in de
veloping countries as part of our
family planning pro&ram. Rather
than duplicate this system for
AIDS, we have employed additional
funds for its expansion. In 1988,
USAID procured S3 million worth
of additional condoms for AIDS
prevention through the Office of
Population; these 60 million con
doms were shipped to 45 countries.
These additiona~condom shipments,
which were made at the request of
host-country institutions (many in
coordination with WHO/GPA),
suggest an increased awareness of
modes of HIV infection and preven
tion within developing countries.

USAID also has considerable ex
perience in conducting operations
research. This includes assessing
the impact of technology develop
ment and intervention programs to
determine what works and what
doesn't, how success in one coun
try can be duplicated in maEy
others, and finding ways to iower
program costs. While numerous
other national and international
organizations are supporting new

programs and technologies, few
devote as many resources to exam
ining the actual effectiveness of
their efforts in everyday practice.
In the development and field testing
of all prevention technologies, spe
cial care is taken to ensure that
USAID's efforts serve ;l catalytic
role and do not supplant or slow
down efforts by private industry or
other government agencies.

USAID has also helped foster
the involvement of the private sec
tor, particularly private voluntary
organizations. They are critical
to the ultimate success of a devel
oping country's AIDS-prevention .
program. The private sector can
operate at the grass-roots level, pro
viding an accessible source of infor
mation .'nd assistance. Thus they
are well positioned to help bring
home the message that HIV preven
tion is ultimately the responsibility
of individuals. Private health and
family planning clinics, Red Cross
societies, men's and women's orga
nizations, churches, national and
international voluntary organiza
tions, peer groups formed by people
practicing high-risk behaviors - all
have joined the fight to control HIV
infection in country after country.

USAID's budget reflects the
growint; roster of HIV infect:on and
AIDS prevention and control activi
ties. In FY 1986, USAID contrib
uted S2 million to WHO/GPA but
had no bilateral technical support
program. In FY 1987, t!Ie USAID
AIDS budget grew to S16.9 million,
of which $5.5 million was directed
to WHO/GPA. The remainder was
allocated for bilateral programs,
including S3 million specifically
designated for the provision of
condoms. In FY 1988, of the S30
million appropriated for the AIDS
account, Congress earmarked S15
million for WHO/GPA. USAID
missions added to the $15 million
bilateral funds for AIDS-related
activities from other accounts (in
cluding the Development Fund for
Africa, the Economic Support Fund,
and the Health and Population Ac-

1988 bilateral donor
contributions to WHO/OM
fot' unspecified Slobel activities
Contributions In US $

Australia 3£»0,400
Canada 4,076,895
Denmark 2,933,175
Finland 987,256

France 328,579
Germany, F.R. 290,698
Japan 1,450,000
Netherlands 3,309,186

New Zealand 335,97 1
Norway 2,380,839
Sweden 14,268,602
Switzerland 3,875,969

USSR 821,557
United Kingdom 8,187,300
United States* 10,000,000
UNDP 2,909,750

Miscellaneous 15,421

Total 56,551,588

'The United States provided an additional $5 million
toWHO/GPAthat was alfocated for specific country
activities
Source: World Health Organization

counts), i,;inging the 1988 total for
bilateral programs to $25.7 million.
{A breakdown by country of FY
1988 obligations for mv infection
and AIDS activities is provided in
Appendix B.J

IL. 1988, the international com
munity effectively geared up to
take on the challenge of the AIDS
pandemic. USAID's annual funding
for bilateral HIV-related activities
has increased from nothing to more
than $25 million during a period
when the total available for foreign
assistance has remained relatively
constant. The impact of our support
is significant in that we have been
responsive to many developing
country appeals for assistance. The
urgency of the AIDS problem will
place growing demands on devel
oping countries and the donor
community.

13



Major USAID Programs
For Prevelltion and Control

14

T he USAID policy for address
ing the AIDS pandemic in the

developing world is to focus pro
grams on prevention of the spread
of HIV. Implementation of this pre
vention policy involves the develop
ment of educational and technical
interventions to reduce the risk
of transmission through high-risk
sexual behavior and through the
exchange of infected blood via
transfusion or other skin-piercing
activities. The specific elements
that constitute the prevention pro
gram are: to monitor tht... AIDS
problem within the context of indi
vidual countries; to help Increase
government and public awareness
of the problem; to assist developing
countries with the development and
implementation of AIDS prevention
programs; and to conduct applied
research aimed at improving a\Tail
able means of p·'vention that are
:lppropriate fOl use in developing
l:ountries.

In recognition of tht:' fact that
assistance resources are limited,
USAID has set priorities for the
AIDS prevention program. Focusing
first on those countries with high
rates of HIV infection, highest pri
ority is given to prevention of the
sexual transmission of my, which

is by far the most common mode of
spr.:ad.

Within this broad strategic
framework, USAID moved forward
in 1988 with a focused program
of prevention activities. Woven
throughout the program are efforts
to determine how well our various
activitit::s are working, whether they
can be made more cost-effective,
how successes can be sustained,
and how they can be replicated in
other locations. The remainder of
this chapter describes a representa
tive sample of USAID's activities.

Monitoring the Problem
Controlling the spread of HIV and
AIDS will depend, in part, on gain
ing a more accurate description of
the virus's current distribution
internationally, nationally, and
among various population sub
groups. This knowledge can reveal
trends that can help assess the pan
demic's course and its potential
impact on development. Projections
will help in planning where and
which type of intervention and con
trol measures to put in place and,
later, in evaluating their success.
Such analysis is essential to health
planners and policymakers in devel
oping countries in their efforts to
plan optimum prevention strategies.

At the Center for International
Reseach (CIR) of the Bureau of the
Census, researchers supported by
USAID have developed a computer
ized database on the distribution of
AIDS and HIV in developing coun
tries. Because there have been few
reliable national or regional mv
seroprevalence surveys conducted
in developing countrie' " informa
tion on the prevalence of mv infec-

tion among various populadons has
generally been derived from a large
number of small-scale surveys.
These studies, individually, are of
limited utility for purposes of na
tionwide assessment, but together
they can form a composite picture
of infection] 1 a particular area.

The CIR researchers concentrated
first on African countries. That
database is now up-to-date. These
materials are available without
charge to the scientific community
and by subscription to the general
public. Requests from users are in
creasing steadily, and the collection
has proven to be a major resource
for numerous scientific papers pre
sented at AIDS conferences around
the world. The CIR will continue
to update the African data, and
work is now focusing on countries
in Latin America, the Caribbean,
Asia, and the Near East.

An interagency working group
chaired by the Department of Stelte
has been formed to develop a flexi
ble, user-friendly computer model
that can assess the spread of HIV
in a population and the potential
demographic impact of AIDS. The
group is building on an HIV-infec
tion model developed by The Popu
lation Council, with support from
USAID. The interagency working
group constitutes a modeling team
made up of members from CIR, Los
Alamos National Laboratory, the



University of Illinois, The Futures
Group, and AIDSTECH.
• Computer models attempt to
simulate reality and are important
planning and management tools.
Howevel~ developing countries also
need to conduct continuous HIV
surveillance programs to establish
the actual dynamics of infection
among their populations. With this
understanding, policymakers can
direct resources toward areas where
they can be most effective. USAID
has also provided technical assis
tance in a number of countries to
help monitor HIV infection among
select "sentinel" groups - that is,
groups that can be tested for HIV
infection and that can serve to pro
vide an accurate indication of the
rate of infection among the popu
lation as a whole. Surveillance
projects are under way in Burundi,
Ghana, Cameroon, the Dominican
Republic, and in several Caribbean
countries through the Caribbean
Epidemiology Centre.

Even with concentration on sen
tinel groups, however, tracking HIV
infection is no easy task. USAID
supported researchers are therefore
exploring alternative, more cost
effective methods of surveillance.
One avenue being pursued is the
design of improved surveillance
methods for STDs, which are sig
nificant cofactors in the spread of

HIY. STDs usually occur at far
higher rates than HIV infection and
are easier to detect. Thus, the ef
fects produced by AIDS prevention
programs will be more readily seen
as a reduction in the incidence of
STDs than of HIV infection. Work
has begun in Burkina Faso to de
velop an STD surveillance system

Controlling the spread of
HIVand AIDS will depend,
in part, on gaining a more

accurate description of
the virus's current

distribution 
internationally, nationally,

and among various
population subgroups.

as an HIV monitoring and program
evaluation tool.
• Direct surveys, while expensive
and difficult to conduct, provide
invaluable information for monitor
ing the level of public awareness of
HIV and AIDS. In Kinshasa, Zaire,
USAID has supported a city-wide
survey concerning HIV infection
and AIDS, conducted by the Family
Planning Service Project and Tulane
University. The results will help
health officials guide the country's
prevention program. Nearly all of
the 6,600 men and women of repro
dl -;tive age surveyed had heard of
AIDS, and nine in ten of those who
had heard of the disease knew the
major modes of transmission. More

15
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THE PRIVATE SECTOR
INACTION

HIV prevention and control pro
grams work best when responsi
bility is shared between people
and organizations. It is partIcu
larly important for governments
to build active partnerships with
private voluntary organizations
IPVOs).

Working together brings a
number of benefits. Scarce finan
cial and human resources can be
pooled. Programs can be imple
mented faster when managed by
local experts who are members of
established networks. The impact
of prevention messages is multi
plied when they are communi
cated from many perspectives by
many voices. Duplication of effort
is avoided through coordinated
support of existing programs that
are already doing good work.

USAID supports productive
partnerships with PVOs in more
than 20 countries throughout the
developing world. As but one ex
ample, Project HOPE is working
in Barbados to expand the coun
try's ability to control HIV infec
tion and AIDS. The larger goal is
to help countries across the Carib
bean develop the rescurces needed

to plan, implement, and evaluate
prevention and education pro
grams on their own.

Project HOPE is working closely
with the National AIDS Commit
tee and the Ministry of Health in
Barbados, and is coordinating its
efforts with the Pan American
Health Organization and its
Caribbean Epidemiology Centre.
As a first step, the pva has estab
lished a committee of government
officials, health professionals,
university researchers, and edu
catms to help provide support and
program direction.

The project has targeted three
groups, representing the front line
of defense against mv infection,
to receive specially prepared edu
cational materials. The first group
includes all types of health pro
fessionals - physicians, nurses,
emergency medical personnel, lab
oratory technicians, community
health workers, and dentists.
Second, the PVO is joining forces
with the University of the West
Indies and the Barbados Commun
ity College to reach students in
medicine, nursing, midwifery, and
allied health. The third group
includes social workers, teachers,
school counselors, members of
the clergy, and other individuals
who might help in prevention
counseling.

To ensure that the educational
programs are tailored to the spe
cific needs and cultural practices

in Barbados, Project HOPE has
developed a survey to assess the
knowledge, attitudes, and prac
tices of the target groups as well
as the general public. Based on
the results of the surveys, the
PVO will design cost-effective
workshops, teleconferences, and
printed support materi~1s covering
a variety of topics. Six teleconfer
ences, originating in the Univer
sity of the West Indies' telecom
munications centers in Barbados
and Grenada, will be broadcast
to Antigua, Dominica, Jamaica,
Saint Lucia, and Trinidad and
Tobago.

Project HOPE helped to develop
this teleconference system. By
establishing regional lines of com
munication about HIV infection
and AIDS, the PVO wants to pro
vide a way for government health
officials, health professionals,
educators, and others to consult
with each other about the disease,
share ideas, and make the most
of the region's limited resources.
Through this program, Project
HOPE expects to reach more than
900 people in key sectors through
out the Caribbean.



than one third of all respondents
believed there is an AIDS vaccine,
however, and 40 percent of men and
21 percent of women believed that
AIDS is curable. And while over 90
percent of married men and 77 per
cent of married women had heard
of condoms, only 12 percent of
them had used condoms with their
spouses. These results provide
policymakers and other profes
sionals with information on how
to approach an AIDS prevention
campaign.
• Measuring public awareness of
HIV and AIDS is essential to pre
vention efforts, but does not pro
vide policymakers with all of the
information needed to address the
problem. A major challenge facing
the governments of all developing
countries is assessing and project
ing the economic impact of HIV
infection and AIDS in order to allo
cate scarce health resources most
effectively.

In Mexico, USAID-funded econ
omists are assisting the Ministry of
Health in a study to measure all ot
the costs associated with infection.
The study includes a retrospective
and prospective analysis of both
hospital and personal expenses.
Researchers have analyzed the
medical records of more than sao
AIDS patients in four Mexican hos
pitals, and 100 patients are being
followed from the time of their
hospital release to their death, with
Mexican physicians visiting the pa
tients in their homes each month
to interview them about any out-of-

pocket expenses incurred because
Gf their disease. In addition, the
researchers are calculating the in
direct costs of HIV infection and
AIDS, measured in terms of the
cost of productive years of life lost
due to illness or death, as well as
the costs to the government of
conducting prevention programs.

Working with Mexican officials,
USAID researchers will use the

Woven throughout
USAlD's program are

efforts to detennine how
well our various activities

are working, whether
th1ey can be made more

cost-effective, and
how successes can be

sustained and replicated
in other locations.

data to predict the future costs
of HIV infection and AIDS and to

explain differences in costs over
time or between hospitals and
geographic regions. They will also
train five data analysts with Mex
ico's Ministry of Health, who will
then perform ongoing cost analyses.

Results of the study will help the
Mexican government to select the
most cost-effective interventions
and to plan for financing the recur
rent costs of prevention and control
programs in order to ensure their
long-term operation. Moreover, the
methodologies developed by the
USAID researchers represent a pio
neering approach to determining

the economic consequences of mv
infection and AIDS, and will be
used to design a guide for conduct
ing similar studies in other devel
oping countries.

Raising Awareness
As is true with any complex social
problem facing any country, a major
challenge in coping with the HIV
pandemic is increasing the level
of awareness and understanding
among all segments of society.
This means a variety of audiences
government policymakers, opinion
leaders, health-care professionals,
the general public, and members of
groups that are particularly affected
- need to be provided with accurate
and up-to-date infonnation on the
virus and its spread.

To help provide government offi
cials with the information they
need to develop cost-effective pre
vention plans, USAID is expanding
on its extensive experience with
using computer modeling to project
the effects of family planning pro
grams on population growth. Slow
ing population growth, like con
trolling the spread of HIV; requires
projecting the future consequences
of present policies. To this end,
USAID pioneered development
of the Resources for Awareness of
Population Impacts on Develop
ment IRAPID) model for projecting
population growth.

RAPID presentations have been
used widely to show government
leaders how their policies interre
late with family planning and popu
lation growth. In many countrjes,
using RAPID presentations with
government officials has been cred-
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ited with leading to major policy
changes in favor of family planning
programs.

A preliminary RAPID-like pre
sentation model for HIV infection
is being developed with USAID
support. Because of its simple inter
active operation and easily under
standable graphic displays, the
model can be valuable to a variety
of users. Government planners can
explore the potential impact of
HIV infection and AIDS on various
populations within their country
and investigate the possible effects
of selected intervention measures
by asking "what-if" questions.
Planners can determ:ne, for in
stance, what the level of infection
will be ten years in the future, it all
the members of a particular high
risk group use condoms, or how
many lives might be saved if all
blood used for transfusions is
screened. In this way, planners will
be able to allocate scarce prevention
resources most dfectively.
• Communicating effectively about
HIV and AIDS prevention to raise
public awareness is a complex and
difficult process. The risk behaviors
to be changed are deeply rooted,
highly personal, and frequently
controversial. Different cultural,
economic, political, legal, and
moral factors influence each coun
try's response. Individuals at risk
often hear and understand similar
prevention messages in markedly
different ways, depending upon
their social and psychological
environments. Thus, no single
communications methodology

can address all of these variables
simultaneously.

While the mass media can in
form the public about HIV infection
and AIDS, more targeted avenues
of communications are likely to
prove especially important in rais
ing awareness among specific popu-
__________11

A variety ofaudiences
government policymakers,

opinion leaders, health
care professionals, the

general public, and
members ofgroups that

are particularly affected
need to be provided with
accurate and up-to-date
infonnation on the virus

and its spread.
1

lations at high risk and promoting
the crucial goal of sustained be
havioral change. Toward this end,
USAID's program emphasizes
multi-channel communications.
Activities to date include tele
phone hodines, plays and television
dramas, comic books, question
and-answer booklets, workshops,
puppet shows, songs, school cur
ricula, group and individual coun
seling sessions, and community
mobilization activities. Each of
these channels provides different
individuals in different target audi
ences with a more comfortable con
text in which to discuss, practice,
and find support for behavior
change.

AIDSCOM has developed a train-

ing program to help community
based organizations in developing
countries start AIDS hodines.
Hodines have proven to be integral
components of prevention programs
in the United States. Representa
tives from several countries have
participated in the training, and
a national AIDS hotline has been
established in the Dominican Re
public with support from USAID.
Hodines have also been started or
planned in Mexico, Jamaica, and
Peru.

In the Eastern Caribbean, USAID
is supporting an entertaining and
educational theater production to
encourage discussion of HIV and
AIDS prevention and the impact
of the disease on the community.
Called the Rural AIDS Education
and Theater Project, it was devel
oped and financed in collabora
tion with the Trinidad and Tobago
Red Cross and the Norwegian Red
Cross. The show examines the im
pact of AIDS on a family in which .
the son becomes infected and dies.
A promotional campaign precedes
the presentation and an AIDS edu
cator leads a group discussion after
wards. More than 3,700 people in
30 villages viewed the performance
during a five-week period, and the
majority indicated an interest in
additional educational presenta
tions, both in dramatic and written
form.

In Zaire, USAID has worked
through both the mass media and
alternative communications routes
to raise public awareness of HIV
infection and AIDS. Population
Services International, a U.S. pri
vate voluntary organization (PVO)



named as an implementing part
ner in the country's medium-term
AIDS plan, has helped develop and
implement formal and informal
media educational campaigns,
together with the National AIDS
Committee and the government's
Department of Public Health.
• To help increase awareness of
HIV infection and AIDS and to im
prove the necessary personal com
munications skills among health
officials and health-care providers,
USAID has conducted or supported
a variety of training workshops
in Latin America, the Caribbean,
Africa, and Asia. While the training
topics vary, each program uses the
same basic methodology, called
"train-the-trainer." This approach
seeks to improve the knowledge
base and training skills of people
who train others to do the work
in question. In this way, results are
magnified while fewer technical
advisors are needed to manage
fewer training programs. Also,
responsibility for further training
rests with host nationals rather
than foreign advisors.

Behavior change is a major focus
of train-the-trainer workshops. One
way this is approached is through
prevention counseling, through
which AIDS-related knowledge,
feelings, and prevention skills are
discussed, and persons practicing
high-risk behaviors are supported
in their efforts to change their be
havior in ways that are sustainable
over time. The workshops concen
trate on basic information about
HIV infection and AIDS, prevention

methodologies, psychological and
social aspects of AIDS, and relevant
skills.

AIDSCOM has conducted several
regional prevention counseling
workshops attended by 60 health
care providers from 19 English
speaking nations that are members
of the Caribbean Epidemiology
Centre. To assess the effectiveness
of the training, the participants
were reassembled several months
later during two advanced counsel
ing workshops. Data were gathered
via questionnaires, interviews, and
by workshop observation. Half of
the participants said they had con
ducted some type of AIDS-related
training on their own. In all, the
trainers reported using their new
skills in reaching more than 5,000
people through follow'-up work
shops and lectures, and noted that
they had counseled some 3,000
people.

USAID also supports training
activities that create awareness in
the health-care community. For ex
ample, the Zaire School of Public
Health has developed an AIDS
intervention training module to
increase the awareness of physi
cians, nurses, and other health
professionals and improve their
skills in counseling and treating
people with HIV infection and
AIDS. Assistance was provided by
the Tulane University School of
Public Health and Tropical Medi
cine. Developing the module began
with a survey throughout Zaire of
4,500 health professionals to dis
cover their knowledge, attitudes,
and practices regarding the disease.
The researchers used the results to
formulate an AIDS-training strat-
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migrate slowly. Therefore, USAID
sponsors the participation of num
erous scientists, health profes
sionals, and public health officials
involved in prevention efforts in
developing countries at various
international HIV and AIDS con-

Since it is clear that
controlling the spread of
HIV will depend largely
upon encouraging people
to change their behavior,
USAID supports a variety

ofactivities focused on
understanding and

effecting behavior change.

ferences. Attendance not only pro
vides participants with access to
the latest information, but also
provides them with a chance to ex
change ideas. In the environment
of a scientific conference, they have
greater opportunity to discuss cul
turally sensitive issues with their
professional colleagues, and may
return home with positive new
attitudes and approaches to HIV
prevention.

USAID sponsored the attendance
of more than 100 individuals from
over 40 developing countries at the
Fourth International Conference
on AIDS, held in June 1988 in
Stockholm, Sweden. This confer
ence was particularly significant,
because it marked the first time
that behavior change played a major
role on the agenda. USAID also
supported a one-day workshop for

the sponsored attendees, many of
whom held important positions in
their countries' national AIDS con
trol programs.

At the request of USAID mis
sions, we are providing them with
videotapes of sessions of this con
ference - in essence, moving the
conference to the rJeveloping
world. Some 20 missions have now
received videotapes of plenary ses
sions, and requests are being pro
~essed for other technical sessions.
fhe missions in tum share and dis
tribute the tapes to their National
AIDS Committees and Ministdes
of Health.

USAID, along with WHO/GPA,
was a major sponsor of the Third
International Conference on AIDS
and Associated Cancers in Africa,
held in Arusha, Tanzania, in
September 1988. The conference
focused on the problems of HIV
infection and AIDS in sub-Saharan
Africa, one of the hardest-hit re
gions in the world. This conference
provided African health profession
als and public policymakers with
the opportunity to exchange cul
turally relevant information and to
discuss the recent research findings
in an African context.

Progress in Intervention
Since it is clear that controlling the
spread of HIV will depend largely
upon encouraging people to change
their behavior, USAID supports a
variety of activities focused on un
derstanding and effecting behavior
change. To help develop guidelines
and priorities for intenrention and

a•

egy, establish a set of intervention
guidelines, and develop the actual
training module. The module will
be distributed for regional use dur
ing a seminar held as part of the
school's regular training series.
• Because the HIV pandemic is still
relatively ne,v, there are continual
changes in the scientific commun
ity's understanding of the disease,
as well as in the development and
testing of technologies to help
control its spread. It is important,
therefore, that the latest informa
tion be distributed as widely as
possible. AIDSTECH provides a bi
monthly mailing of approximately
500 packages containing journal
articles and other information
describing research results and
technological advances to USAID
missions, National AIDS Commit
tees, Ministries of Health, private
voluntary organizations, and health
educators around the world. Addi
tionally, French and Spanish infor
mation packages are distributed
quarterly to appropriate countries.
Surveys indicate that the recipients
consider the packages to be infor
mative, timely, and technically
sound.
• One of the major obstacles facing
health professionals in developing
countries is their lack of regular
contact with colleagues in other
countries. Although information
dissemination programs can help
overcome some of the effects of iso
lation, news of innovative preven
tion efforts in one country may still

20



COMMUNICATIONS
IN THE PHILIPPINES

At the request of the Philippine
government, USAID has provided
multifaceted technical assistance
to help the country mount an
effective AIDS prevention cam
paign. As the first priority in 1988,
our advisors worked with govern
ment managers, as well as with
an assessment team from WHO!
CPA, to develop a comprehensive
general plan tailored to the
country's needs.

USAID next assisted govern
ment policymakers in reaching a
consensus regarding the specific
types of prevention programs to
be undertaken, including com
munication strategies. In April,
USAID sponsored a workshop
for health officials, in which our
advisors outlined the various com
munications options available.
This was followed by another
workshop in July, attended by
managers representing 32 govern
ment and private agencies, during
which participants agreed on a

series of HIV-prevention policies.
Covering everything from public
information campaigns and edu
cation in public sch';)Qls to testing
programs and requirements for
confidentiality, these policies even
tually became official government
regulations.

Concurrently, USAID spon
sored research activities to deter
mine the behavi. (and attitudes
regarding HIV infection of various
Filipino populations that the gov
ernment considers most at risk.
This culminated in extensive tar
geted surveys. The Manila affiliate
of the Gallup Organization also
reran a 1987 poll o£Filipino
knowledge and attitudes about
AIDS. The data yielded. some sur
prising results revealing numerous
public misconceptions and myths,
and the insights were immediately
useful to program managers as
they went on the public offensive
to counter misinformation.

Because newspapers and other
print media are so influential in
the Philippines, USAID encour
aged use of this channel for carry
ing out an integrated prevention
campaign. USAID supported a
Filipino media expert in Manila
to assist the government in imple
menting the campaign. USAID

also arranged a series of small,
informal meetings with key jour
nalists and editors to discuss the
government's HlV-prevention pro
gram and solicit media support.
In December alone, these meet
ings resulted in the publication
of some 20 articles in Manila
newspapers. Most of the articles
exceeded in accuracy and quality
anything that had preViously been
published.

By year's end, USAID's tech
nical advisors were assisting
Philippine program managers
in strengthening media relations,
completing research projects,
developing prevention materials
targeted at specific risk popula
tions, initiating a national public
information campaign, and train
ing health educators and coun
selors in mv infection and AIDS
prevention counseling methodolo
gies. Much remains to be done,
but the Philippines has taken
significant strides in protecting
its citizens.

2.1



22

research efforts in this area, in
January 1988 USAID cosponsored
a workshop on authropological
perspectives on HIV infection and
AIDS in Africa, in collaboration
with th<.. National Institute of
Allergy and Infectious Diseases,
part of the National Institutes
of Health. The workshop explored
ways of learning how people react
to disease, to education, and to
interventions, and how to use that
knowledge to bring about positive
changes in human behavior.

In the area of behavior change,
involvement of private voluntary
organizations is especially impor
tant. PVOs are often established
within communities, and are
trusted for the reliable information
and timely assistance they can pro
vide. Information about the spread
of HIV and AIDS must be provided
in a way that can be understood.
PVOs are well-placed to provide
this information in appropriate and
sustainable ways. This community
level approach is much more likely
to effect long-term behavior change
necessary for HIV infection
prevention.
• A high priority of the USAID
AIDS program is prevention of
sexual transmission of HIV through
promotion of sustained behavior
change. Since abstinence and the
maintenance of long-term, stable
relationships may not be sustain
able in all societies, the encourage
ment of wide-spread usc of con
doms is also an important preven
tion strategy. If condoms are to
fulfill the role they optimally could

play in preventing HI'! infection,
several challenges must be met.

An estimated three percent of
reproductive-aged adults in all
developing countries arc currently
using condoms. In Africa, where
condoms are not widely used nor
even readily available, the number
is only one half of one percent. The
first priority is to increase condom
use among persons practicing high
risk behaviors, as they are most
likely to become infected and trans
mit the VIruS to others.

If condom use increases, there
must be enough of them available
to meet the increasing demand.
Through 1988, USAID shipped
73 million condoms to developing
countries for use in their AIDS
prevention programs. Half of these
were shipped in the last six months
of 1988 alone. Thirty-three million
went to Africa, 22 million to Latin
America and the Caribbean, and 18
million to Asia.

To accommodate this growth in
the condom market, new promotion
and delivery approaches are needed.
USAID is working with government
officials in a number of developing
countries that want to increase
condom demand. USAID programs
employ malketing techniques bor
rowed from the private sector to
promote products and services of
social value. Such techniques have
been applied successfully in numer
ous public-health areas, including
the promotion of oral rehydration
therapy to prevent the death of in
fants from diarrhea and the promo
tiOil of contraceptives as part of
family planning programs. Mar
keting is being employed in AIDS



prevention mc.1sures, including thc
usc of condoms.

In Bmkin<l F.1SO. USAID advisors
assist government officials and
WHO/CPA consultants in the de
sign of .1 national marketing effort,
which will he part of the country's
mcdium-term plan for AIDS con
trol. Whilc ,",rcparations for the
national program have proceeded,
the advisors have .tlso helped im
plemcnt a pilot condom markcting
program in the capital city of
Ouagadougou.

In Zaire, USAID is helping to
expand the marketing program al
ready heing conducted in Kinshasa
hy Population Servires Interna
tional, a U.S.-based private volun
t.uy organization. Indeed, PVOs are
ideally suited for marketing con
doms, because they often can serve
groups of people normally outside
the reach of official health services.
With USAID assistance, the organi
zation is preparing educational
materials that emphasize both fam
ily planning benefits and protection
from HIV and other sexually trans
mitted diseases. Outlets for con
dom distribution will also be added
in locations frequented by people
who practice high-risk behaviors,
and the marketing program will
expand to two other cities, Matadi
and Goma.
• In an intervention prcject under
way in Uganda, USAID is working
with the Federation of Uganda
Employers (FUE), a pva made up
of 600 companies throughout the
country, each employing some 20

·0 5,000 workers. The goal of FUE's
AIDS in thc Workplace program is
to inform cmployces about HIV
infcction and AIDS plcvention,
encourage thcm to sharc this infor
mation with their families, and pro
vide workers with easy access to
condoms hy distributing them in
the workpI.1ce.

Private voluntary
ol'ganizations are

especially important in
fostering behalrior change.
They are often established
within communities, and

are trusted for the reliable
infonnation and timely

assistance they
can provide.

=
AIDSCOM advisors have helped

FUE hire :Ind train staff members
to carry out the program, and have
worked with the staff to recruit the
first six companies to participate.
With assistance from FUE and
USAID advisors, thc companies re
cruit a small number of employees
to serve as on-site AIDS educators.
They are chosen on the basis of
leadership qualities and peer re
spect, not on job status. After being
trained in prevention counseling
method!', the educators will regu
larly conduct workshops, held
during work hours, for their fellow
employees. The workshops will be
kept small, perhaps ten to 15 indi
viduals, to allow for group partici
pation, and separate workshops will

be held for men and women, since
it has been found that many people
are unwilling to discuss sex in
mixed groups.

fUE plans (0 establish workplace
programs in at least 90 locations,
and these are expected to rcach
more than 44,000 employees and
their family members. USAID ad
visors will continue to participate
in training workplace educators
as the program expands, and will
regularly review the program's
achievements.
• USAID is working with the
Mexican Federation of Private Fam
ily Planning Associations (FEMAP),
a not-for-profit organization that
since 1973 has been providing
health services to various groups
of people outside the mainstream
of the country's society. FEMAP
has developed a network of com
munity-based distribution systems
that rely on vclunteers from tar
geted communities to distribute
family planning information, con
traceptives, and other health ser
vices. USAID advisors are helping
FEMAP adapt its voluntary system
to provide HIV prevention counsel
ing and educational materials.
• To help developing countries
ensure safe blood supplies, USAID
provides technical assistance in
a variety of ways. Advisors have
worked with approximately 15
countries, mainly in Africa, Latin
America, and the Caribbean, and
their assistance has ranged from
evaluating immediate blood-safety
needs to helping government health
officials prepare and implement
long-term national plans for cost-
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effective and sustainable blood
testing programs.

USAID helps make sure that
laboratories for HIV-testing meet
the requirements of a country's
Medium-Term Plan for AIDS Con
trol, developed in coordination with
WHO/GPA. AIDSTECH laboratory
specialists first visit the labora
tories that are to be equipped in
order to identify what is needed
in the way of equipment and staff
training. They offer technical
advice about which HIV-testing
methods would be most appropriate
for each country, and try to ensure
that compatible equipment is pur
chased within a country, that local
maintenance is available, and that
countries will ultimately be pre
pared to assume responsibility for
keeping testing programs operating.

To date, USAID has equipped
nine laboratories in Burkina Faso,
Senegal, and Zimbabwe with HIV
testing equipment, including in
struments, microscopes, centri
fuges, and incubators. In addition,
USAID has provided a supply of
test kits to numerous laboratories
in these countries, as well as in
Cameroon.

For training laboratory tech
nicians, USAID has developed a
series of instructional modules that
demonstrate how to perform vari
ous kinds of HIV tests, as well
as tests for other STDs that are
common in developing countries.
Modules have been translated into
French and Spanish. USAID advi-

sors have conducted workshops
on HIV-testing techniques, labora
tory safety, and quality control for
laboratory technicians in Burundi,
Burkina Faso, Ecuador, Ghana,
Kenya, Senegal, and Zimbabwe.
Thus far, we have trained 134 tech
nicians and laboratory supervisors

I

1b help developing
countries ensure safe

blood supplies, USAID
offers assistance ranging

from evaluating immediate
needs to helping

government health officials
prepare 011d implement

long-term nationalplans
for cost-effective and

sustainable blood
testingprograms.
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in these countries. The participants
in tum train others in wh[,~ they
have learned, thus catalyzing the
spre.1d of knowledge and technical
skills.

In Burkina Faso and Cameroon,
USAID advisors are also helping to
implement quality-assurance pro
grams as part of the countries'
national HIV-testing efforts. This
includes preparation of technical
laboratory standards and develop
ment of a simple method for assess
ing the proficiency of laboratory
technicians and evaluating reagent
control. The method makes use
of a reference "panel" that can be
sent to technicians throughout the
country. The panel contains pre-

tested samples of serum that the
technicians will analyze, thus
providing an accurate and uniform
measure of their testing skills.
Randomly selected specimens
from ~ach field site will also be
sent periodically to the country's
national reference laboratory for
repeat testing. Along with these
measures, USAID is ~ncouraging

the two countries to participate in
international programs designed to
evaluate HIV-test performance.

Applied Research
USAID continuously monitors
and evaluates our AIDS prevention
activities, assessing their impact
on practices and behaviors that in
fluence the virus's spread. While
this ongoing operations research
will continue, we are also involved
in developing improved means of
pre\'entio~l that are more appropri
ate for developing countries.
• Condoms, the old~st fonn of con
traceptive te~hnology, are an im
portant defense against HIV. Used
correctly, condoms are imperme
able to the virus, as well as to the
microorganisms that cause several
Other STDs that are cofactors in
HIV infection. Most condoms are
made of latex. Stored properly, latex
condoms can be expected to last
about five years. But in many devel
oping countries, condoms are often
stored in less-than-ideal ware
houses where they are exposed to
high temperatures, humidity, sun
light, and even insects. Snch con
ditions can lead to rapid and severe
deterioration, which increases the



potential for condom breakage.
Family Health International (FHI),
in collaboration with several other
u.s. companies, is conducting
research on a stronger and more
durable condom. Early research on
the new condom is promising, and
it may even ~ost less.

To provide women with the
opportunity to rrotect themselves
against HIV infection and other
STDs, USAID supports reseJrch to
test and develop "barrier" methods
of preventing sexual transmission
of HIV for women. Viricides and
"female condoms /I are exampl~s of
products being developed and tested
for efficacy in protection from
infection by HIY.
• Blood transfusions represent per
haps the most readily preventable
mode of HIV transmission, yet
screening bloorl to ensure safety
has to date been impractical in
many developing countries and
transfusions remain a significant
route of infection. Blood banking is
often not technically or economi
cally feasible, so there is little time
for screening between donation ap..d
transfusion. Moreover, the standard
test for screening blood - the
enzyme-linked immunosorbent
assay (ELlSA)- is poorly suited to
current conditions in much of the
developing worlJ. It requires trained
personnel and uses sophisticated
electronic equipme3t that requires
regular maintenance. The chemical
reagents used require refrigeration,
and damage caused by temperature

variations during shipping and stor
age can lower the <1ccuracy.

To address this problem, USAID
supports research on the develop
ment and evaluation of blood tests
that will be rapid, simple, and less
expensive. They also must work on
small samples of blood and must
not require refrigeration.
U~AID has sponsored a study

of five technologically appropriate
tests that are already commercially
available or nearly so. The Program
for Appropriate Technology in
Health (PATH) coordinated the
study, which was done at the Mama
Yemo Hospital in Kinshasa, Zaire.
Three of the tests performed satis
factorily and were judged suitaHe
for use under conditions typical of
developing countries. As a follow
up, AIDSTECH is coordinating
field trials to evaluate two of the
rapid tests that did well in the
PATH study, along with a new test
that has recently come on the mar
ket. The trials are being conducted
in more than 23 laboratories, most
in rural areas, in Ghana, Senegal,
Kenya, Zaire, and Zambia. It marks
the first large-scale trial of rapid
tests under typical field conditions.
One of the tests is being evaluated
as a screening tool for HIV and the
other two as possible confirmatory
tests.

USAID also supports research
by International Health Systems, a
PVO based in California, to develop
a new test that will take only five
minutes to perform, and that can
be paci<aged to avoid prohlems of
shelf life, reagent preparation, and
contamination. Field trials are
planned in Cameroon. The cost of
manufacturing tce test will also
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be eVtlluated, with an eye tow.ud
eventual production in developing
countries.
• In .mother approach to improving
blood transfusion screening, USAID
supports studies of blood pooling.
Pooling holds potential for reducing
the cost 01 screening programs, and
may prove impnnant in n.ltional
surveillance. ... .• ~s as an affordable
way to estimate HIV seroprevalencc
in large popul.ltion surveys. In
pooling, small amounts of blood
from five to 15 individual samples
are mixed together and the "pool"
is then analyzed. If a pool tests
HIV-r.egative, all the samples can
be considered safe. If positive, each
of the original samples must be
tested individually. Thus, fewer
samples overall will need to be
tested in order to ev.lluate a large
number of blood specimens. Poal
kg will be best suited to countries
or regions where infection rates are
relatively low, perhaps no higher
than ten percent. USAID is there
fore providing technical assistance
and funding for studies in the Phil
ippines, Ecuador, the Eastern Carib
bean, and the Dominican Republic.
When validated, pooling could well
become an important blood screen
ing method in many low-prevalence
developing countries.
• The HIV pandemic has hastened
ongoing USAID research to produce
affordable, nonreusable syringes.
While needles and syringes used

for therapeutic injections do not
pose a significant risk of mms
mitting HI~ nonreusable syringes
would ci;minatc the possibility of
infection wllh HIV or other micro
organisms that could result from
improper use of needles. For exam
ple, researchers have developed a

til

Condoms, the oldest
form ofcontraceptive

technology, are an
important tlefpnse against
HW. USAID is working

with gOI'enlment officials
in a number ofdeveloping

countries that want to
increase condom demand.
______1+. 11

pre-filled injection device that
holds a single dose of vaccine or
other medication. Called SafeTject,.
it has been licensed to a u.s. com
pany for manufacmre. After a series
of Eeld trials, the device is expected
to be available to developing coun
tries by 1990.

USAID-sponsored research has
also led to the development of a
system that renders disposable
syringes incapable of being reused.
Pre-sterilized disposabl-- syringes
meant to prevent contamination
problems are growing in popularity,
but the syringes are frequently re-

used, often without sterilization.
SyringeLOCK is a device that 31
100'.'s only one filling of the syringe.
After the injection is given, the de
vice permanently locks the plunger
at the base of the syringe. Syringe
LOCK has been licensed to 3 U.S.
manufacturer; after iield trials, it
may be available commcrcbHy by
1990.

The f(,(egoing are samples of
USAID assistance efforts to moni
tor the spread of HI~ to increase
public awareness of the pandemic,
to conduct int~rventionsto reduce
transmission of the virus, and to
improve the effectiveness of such
prevention and control activiti~s.

Within the framework est2blished
by WHO/CPA, this multifaceted
approach complements the AIDS
activities being carried out in
developing countries by national
governments, PVOs, and commu
nity-based groups, as well as by
other members of the international
donor community. As such, it rep
resents a significant portion of a
broad range of international AIDS
activities ~eing carried out by the
u.s. goverr.ment.



Coordinating U.S. Efforts

Because of its potential for caus
ing broad societal, political, and

economic effects world-.",ide, the
HIV infection and AIDS pan-
demic has become a major domestic
and foreign policy issue for the
United Stales. The pandemic is a
priority concern of several federal
departments and agencies and an
important interest of many others.
Therefore, coordination of the U.S.
government's internation...1HIV
related activities is essential to
ensure that they are cost-effective
and focused on sound priorities.

Three areas of coordination are
important: multilateral coordina
tion, coordination within the U.S.
government, and coordinatior. with
the U.S_ private sector. Formal
mechanisms are in place to meet
each of these needs. In addition,
the value of informal coordination
through close and continuing rela
tionships among the various groups
cInd individuals involved in HIV
prevention and control efforts
c~nnot be overstated.

U.S. coordination with multi
lateral organizations such as WHOI
GPA and other United NatIons
agencies, as well as with other
governments and bilateral donors,
occurs through the committees of
WHO/GP~-\ These include the
Management Committee, which
meets twice yearly to discuss pre
vention and control activities, and
the scientilic and technical com
mittees, which monitor prevention
strategies and research. USAID,
a major donor to WHO/GPA, is a
charter member of the Management
Committee, and u.s. government

scientists are members of most of
the scientific and technical advis
ory bodies.

As mandated by Congress
through the Foreign As~istance

Appropriations Act of 1988, USAID
is responsible for coordinating the
international HIV-re1ated activities
of U.S. government cllgencies. Since
October 1988, USAID has chaired
the International Subcommittee of
the Federal Coordinating Commit
tee on the HIV Epidemic (FCCIS),
convened by the U.S. Public Health
Service. Members of the FCCIS,
including representatives of the
Departments of Stat,e, Defense, and
Health and Human Services, meet
regularly to review the prevention
and control activities and related re
search under way or being planned
by all agencies. This process not
only ensures a full sharing of infor
mation, but also is an opportunity
to foster a high level of interagency
cooperation and collaboration.

The FCCIS ha~ compiled a com
prehensive database of the agencies'
international activities. The data
base allows the activities to be
analyzed in a number of ways - for
example, by agency, by country, and
by type of activity- enabling the
FCCIS and other government plan
ning groups to examine the overall
scope and direction of u.s. efforts.
G ,ing the database, the FCCIS has
prepared a three-year action plan
for international efforts against HIV
infection, with emphasis on devel
oping countries. Built on the frame
work ofWHO/GPA's program, the
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plan summarizes the current inter
national efforts by federal depart
ments and agencies.

This coordinating mechanism
has now been extended to include
all embassies and field missions.
At the direction of the Secretary of
State, AIDS Coordinators are being
appointed in all these countries.
The coordinators, usually USAID

m..
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government's international
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essential to ensure that

theJT are C6st-effective and'
focused on soundpriorities.
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health officers where we have mis
sions, receive printouts of the data
base of federal activities and a vari
ety of other types of mY-related
information. All designated repre
sentatives of u.s. government agen
cies have also agreed to inform the
coordinators of any prevention or
research activities scheduled to
take place within their respective
countries. In this way, the coor
dinators will be kept continually
up-to-date concerning in-country
efforts and can ensure effective
coordination.

In addition to chairing the FCCIS,
USAID participates in the State
Department's Interagency Working
Group on International Aspects
of AIDS. Established in 1985, the
group reviews the impact of the
HIV infection and AIDS pandemic
on other countries and on U.S.
foreign policy. USAID is also a

member of the interagency Working
Group on AIDS Models and Meth
ods IIWG/M), a subcommittee of
the larger working group, convened
by the State Department in May
1988. As described earlier, USAID
supports efforts to monitor the
spread of HIV infection and AIDS
and gauge the impact of the pan
demic on development. The IWG/M
serves to coordinate USAID's ac
tivities with the modeling efforts
of other govemment agencies,
including the Centers for Disease
Crw Leol, the Nationat Institutes of
.Health, and the State Department.

Recognizing the major role that
private voluntary organizations
IP'lOs) have to play in controlling
the spreadof HIVinfection andAIDS,
the U.S. government has instituted
a process of regular consultations
with PVOs, working through the
National Council for International
Health INCIH). PVOs in both the
United States and in developing
countries have already responded
to the pandemic with a variety of
community-based education and
health services. By working with
NCIH, an umbrella organization
that fosters collaboration between
U.S. PVOs and the federal govern
ment, the hope is to get even more
of these critically important groups
involved in global prevention
efforts. For example, PVOs were
represented on the U.S. Delegation
to the WHO/GPA Management
Committee. USAID is also explor
ing similar consultations with the
U.S. private, for-profit sector,
through the National Leadership
Coalition on AIDS, a consortium
of leading U.S. firms committed
to AIDS prevention and control.



Looking Ahead

I t was only in 1981 that u.s.
physicians first recognized

that something was destroying the
immune systems of some of their
patients, producing a strange - and
deadly - pattern of symptoms. At
about the same time, doctors in
other parts of the world, including
Africa and the Caribbean, began to
report patients with similar condi
tions. The new disease came to be
called AIDS, and in 1983 research
ers in the United States and France
confirmed its cause: the human
immunodeficiency virus.

Recognizing the destructive
potential of the spreading HIV
infection and AIDS pandemic, the
global health community has re
sponded in a fashion unprecedented
in scope, speed, and intensity. The
World Health Organization (WHOj
has rightly assumed central lead
ership, creating the Global Pro
gramme on AIDS (GPAj to coordi
nate international control efforts.
WHO/GPA has assisted growing
numbers of countries in the design
and evaluation of national HIV pre
vention plans and programs. As one

of its earliest and strongest backers,
the U.S. Agency for International
Development remains fully com
mitted to providing financial and
technical support for WHO/GPA
activities.

Within the framework of WHOI
GPA's strategy, USAID also con
duct:; an active bilateral assistance
program to help developing coun
tries cope with the burdens that the
virus has placed upon their fragile
health and education systems.
Our program is consistent with the
major international recommenda
tions in the 1988 report of the Presi
dential Commission on the Human
Immunodeficiency Virus Epidemic,
chaired by Admiral James D. Wat
kins. In approximately 43 coun
tries, USAID is supporting national
AIDS prevention and control activi
ties by providing commodities,
technical assistance, and training.

WHO/GPA is dependent upon an
effective national AIDS control
effort. Ninety percent of the sup
port for these national AIDS control
programs in developing countries
must come fron: bi!ateral and other
regional and multilateral donors.
USAID bilateral assistance is a
leading contributor to this effort.

USAID's bilateral program is on
target to help developing countries

reach their AIDS prevention goals.
While much work remains, a num
ber of our efforts have begun to
yield glimmerings of success.
So, too, have the efforts of others.
There is growing evidence that
people, when informed of the risks
and given the means to achieve
safer behavior, will take the steps
necessary to increase their safety.
And when appropriate technical
equipment and training are made
available, health professionals and
officials in developing countries
will employ them to develop effec
tive and sustainable prevention
programs.

The challenge now is to build
on these hopeful signs as rapidly as
possible. HIV infection and AIDS
will not yield to anything less than
a concerted and continuing effort
by individuals, private groups, and
governments in virtually every
country of the world.
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EXPANDEDTECHNICAL SUPPORT
Applied Research • • • • •
BloodTransfusion Screening • • • • •
Health Care Financing
NeedsAssessment • • • • • •
PVO Activities
Public Information Campaigns • • •
ResidentAdvisors ..
STDControl ..

Surveillance • •
Targeted BehaviorChange • • tt •

Senegal ---"'I
The Gambia

Guinea-Bissau ----
Guinea ---.....,,~

Sierra Leone
Liberia

Cote d'ivoire ::.-----~::::
Ghana

Togo
Benin

Nigeria
Cameroon

Gabon
Congo

zaire

.. Conferences and commodities

.. Expanded technical support

Somalia
--- Central African Republic
_--Uganda

'--__ Kenya

:.-_-- Rwanda
Burundi
Tanzania
zambia
Malawi
Mozambique

"..---- Mauritius
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CONFERENCES AND COMMODITIES
Condom Provision • • • • • • • • • • • • • • • •
ConferenceTravel • • • • • • • • • • • • • • •
EXPANDEDTECHNICAL SUPPORT
Applied Research • • • • • • •
BloodTransfusion Screening • • •
Health Care Financing •
NeedsAssessment • • • • • • • • • •
PVOActivities • • • • •
Public Information Campaigns • • • • • •
Resident Advisors
STDControl • •
Surveillance • •
Targeted BehaviorChange -I • • • • • •

Region activity totals

CONFERENCES AND COMMODITIES

Condom Provision 33
Conference Travel 25

EXPANDED TECHNICAL SUPPORT

Applied Research 12
Blood Transfusion Screening 8
Health Care Financing 1
Needs Assessment 16
PVO Activities 5
Public Information Campaigns 9
Resident Advisors 1
STD Control 2
Surveillance " ... ... ... .... ..... 4
Targeted Behavior Change 11

31



~·?·s -
Region activity totals

CONFERENCES AND COMMODITIES

Condom Provision 4
Conference Travel........................ 12

.. Conferences and commodities

.. Expanded technical support
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CONFERENCES AND COMMODITIES
Condom Provision • • • ~

ConferenceTravel • • • • • • • • • • • •
EXPANDEDTECHNICAL SUPPORT
Applied Research •
BloodTransfusion Screening •
Health Care Financing
Needs Assessment • • • • • • • •
PVOActivities • • I • •
Public Information Campaigns •
ResidentAdvisors •
STDControl

.-.
Surveillance • •
Targeted Behavior Change • •

~

EXPANDED TECHNICAL SUPPORT

Applieu Research 1
Blood Transfusion Screening 1
Health Care Financing 0
Needs Assessment 8
PVO Activities 4
Public Information Campaigns 1
Resident Advisors 1
STD Control 0
Surveillance 2
Targeted Behavior Change 2

South PacifIC
Region*

'In addition to Papua New Guinea.
the South Pacific regional mission
serves Cook Islands (N,Z.). Fiji. Kiribati.
Niue (N.Z.). Solomon Islands. Tonga.
Tuvalu. Vanuatu. and Western Samoa

NOTE: Boundary representation is not necessarily authoritative.
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CONFERENCES AND COMMODITIES
Condom Provision • • • It • • • •
ConferenceTravel • • • • • • • • • • • • • • • • • • •
EXPANDEDTECHNICAL SUPPORT
Applied Resear~h • • • • • • •
BloodTransfusion Screening • • • • '. •
Health Care Financing • • •
NeedsAssessment • • • • • • • • '. • • • • • • •
PVO Activities • • • • '. • • • •
Public Information Campaigns • • • • • • •
Resident Advisors • •
STDControl • • •
Surveillance • • • •
Targeted Behavior Change • • • • • • • • • • • •

.. Conferences and commodities

.. Expanded technicslsupport

Region activity totals

CONFERENCES AND COMMODmES

Condom Provision 8
Conference Travel........................ 19

EXPANDED TECHNICAL SUPPORT

Applied Research 7
Blood Transfusion Screening 6
Health Care Financing.................. 3
Needs Assessment 16
PVO Activities............................. 9
Public Information Campaigns 7
Resident Advisors 2
STD Control 3
Surveillance 4
Targeted Behavior Change 12

Mexico
Guatemal3
EISalvador

Honduras
Costa Rica

Colombia
Ecuador

Peru
Brazil

Bolivia
Chile---------

'The Eastern Caribbean regional
mission serves Antigua and Barbuda,
6arbados, Dominica, Grenada, St. Kitts
and Nevis, St. lucia. and St. Vincent
and the Grenadines

NOTE: Boundary representation is not necessarily au1horitative.
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APPENDIXB

USAID FY 1888 obligations for HIV Infection and AIDS: Countly total.

Development EconomiC
AIDS Fund for Support Heelth Population Other

USAID Minions Account Africa Fund Account Account Funds Totdls

AFRICA $174,000 $100,000 $274,000
Benin 18,022 18,022
Botswana 14,825 I 14,825
Burkina Faso 171,894 $68,000 239,894

Burundi 72,683 201,101 273,784
Cameroon 266,746 199,000 465,746
CentralAfrican Republic 14,725 14,725
Chad 29,231 29,231

Congo 18,388 18,388
Cote d'ivoire 137,257 137,257
Djibouti 18,242 18,242
Gabon 18,462 18,462

Gambia,The 7,253 7,253
Ghana 350,545 100,000 2,000 452,545
Guinea 18,242 18,242
Guinea-Bissau 9,231 9,231

Kenya 473,136 21,000 494,.36
lesotho 18,242 18,242
Uberia 18,315 18,315
Malaw.i 45,348 200,000 245,348

Mali 49,541 3,000 52,541
Mauritania 14,652 14,652
Mauritius 9,231 9,231
Mozambique 7,253 7,253

Niger 24,404 24,404
Nigeria 60,648 60,648
Rwanda 127,154 30,000 , 1,000 158,154
Senegal 169,693 267,683 50,000 487,376

Sierra leone 24,176 24,176
Somalia 3,703 3,703
Sudan 18,242 18,242
Swaziland 32,578 40,000 72,578

Tanzania 354,372 113,593 467,965
Togo 13,187 3,700 16,887
Uganda 1,054,578 170,000 30,000 1,254,578
zaire 584,863 1,129,000 76,000 1,789,863

zambia 1,024,722 68,000 1.092,722
Zimbabwe 342,590 95,899 438,489
REDSOJWCA" 18,273 100,000 118,273
---
Subtotal $5,824,944 $2,789,679 I $283,000 $8,897,623

-Regional Economic Development Support OfficeIWest and Central Africa



Development Economic
AIDS Fundfor Support Health Population Other

USAID Missions Account Africa Fund Account Account Funds Total.

ASIA/NEAR EAST $50,000 $100,000 $150,000
Bangladesh 5,186 4,000 9,186
Egypt 4,397 $3,000,000 3,000 3,007,397
India 46,982 46,982

Indonesia 73,513 $8,500 20,000 102,013
Jordan 5,184 5,184
Morocco 42,313 42,313
Oman $5,000 5,000

Pakistan 55,311 55,311
Philippines 254,496 2,000,000 2,254,496
South Pacific 124,192 124,192
Sri Lanka 59,197 59,197

Thailand 836,787 37,000 873,787
Tunisia 36,071 36,071

Subtotal $1,593,629 $3,000,000 $8,500 $2,164,000 $5,000 $6,771,129

LATIN AMERICA/CARIBBEAN
Belize 105,056 105,056
Bolivia 170,773 170,773
Brazil 906,861 70,000 20,000 996,861

Chile 2,632 2,632
Colombia 91,760 87,000 178,760
Costa Rica 5,377 5,377
Dominican Republic 458,377 13,400 6,175 477,952

Eastern Caribbean 732,189 223,800 75,000 1,030,989
Ecuador 22,274 200,000 222,274
EISalvador 50,882 193,500 15,000 259,382
Guatemala 47,844 40,984 60,000 148,828

Haiti 461,060 20,000 481,060
Honduras 48,616 132,800 I 3,000 184,416
Jamaica 554,457 290,000 100,000 944,457
Mexico 810,459 96,000 906,459
Peru 131,310 495,520 626,830

Subtotal $4,599,927 $200,000 $984,484 $882,695 $75,000 $6,742,106

INTER-REGIONAL 2,981,500 15,000 281,000 3,277,500
WHO/GPA 15,000,000 15,000,000

TOTAL $30,000,000 $2,789,679 $3,200,000 $1,007,984 $3,610,695 $80,000 $40,688,358



APPENDIXC

U.S. Institutions Involved In USAID-fundecl AIDS prevention activilies

Academy for Educational Development IAIDSCOMI

African Medical and Research Foundation

American Association for the Advancement of Science

Annenberg School of Communications

Columbia University

Eastern Virginia Medical School

Experiment in International Living

Family Health InternationallAIDSTECHI

The Futures Group

Howard University

Johns Hopkins University

Management Sciences for Health

The Pathfinder Fund

The Population Council

Population Services International

IJorter/~ovelli

PRISM Corporation

Project HOPE

Tulane University

University Research Corporation

Washington, DC

New York, NY

Washington, DC

Philadelphia, PA

New York, NY

Norfolk, VA

Brattleboro, VT

Research Triangle Park, NC

Glastonbury, CT

Washington, DC

Baltimore. MD

Boston, MA

Watertown, MA

New York, NY

Washington, DC

Washington, DC

Washington, DC

Milwood, VA

New Orleans, LA

Bethesda, MD


