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PREFACE

HANDBOOK FOR
AIDS PREVENTION IN AFRICA

Jonathan M. Mann

The individual, national and global response to the discovery of the HIV/AIDS pandemic during
the 19808 has been remarkable. Indeed, the word "unprecedented" has been used so often to
describe elements of this response to HIV/AIDS that it has become a cliche. The development of
a Global AIDS Strategy in mid-1986 was one of these "unprecedented" accomplishments during
this extraordinary period, for it is the flISt ttuly global strategy 1to prevent and control an epidemic
disease.

To reach the point ofglobal strategy, s·eveJral preconditions were necessary:

First, the infection and disease had to be a genuine threat to all
countries. The identification of HIV in 1983 and the availability of tests to
identify asymptomatic HIV infection in 1985 led to discovery of the
worldwide scope of Hl'I.

Second, t.he pandemic had to be recognized as a worldwide problem.
This could not have occurred without the modem global communications
network of .he media. During the 1980s, AIDS probably became the
world's best known, or at least most heard of, disease. The perception of
HIV/AIDS as a new and global threat became rapidly established.

Third, the essential elements ot" prevention and ,control, including the
global perspective, had to be articulated by the international
community. For this work, the World Health Organization, with its
constitutional responsibility to direct and coordinate international health
work, had a unique and vital role. WHO developed the Global AIDS
Strategy which was approved by the World Health Assembly (representing
all 166 member states of\VHO) and then, in an unprecedented fashion, by
the United Nations General Assembly.

AIDS PREVENTION HANDBOOK Preface



Implementation of the Global AIDS Strategy is an important WHO responsibility. Yet the major
challenge to all, at the local, national, and international levels, is to implement, monitor, and
evaluate programs that t;<>nvert the strategy into action. To accomplish ,this task, every country in
the world needs its own strong and comprehensive national AIDS program. Such programs,
conceived within a framework developed by WHO, now exist in most countries (as of September
1, 1989, WHO was collaborating with over 155 countries in support of national programs).

The special contribution of this Handbook, at the intersection of strategic thinking and program
development, is to examine how different elements of national AIDS program activity have been
designed, implemented and monitored. This Handbook focuses on Africa precisely because of the
~xtensive experience already available in AIDS prevention and control programs within this
continent.

Readers of this Handbook will learn how the diverse challenges of AIDS prevention and control
have been faced in African countries. The reader will be impressed by the creativity and
dynamism of national AIDS programs.

The storehouse of experience is already vast - as are the challenges ahead. This Handbook helps
all who are concerned with the practiccl aspects of HIV/AIDS prevention and control to learn, to
reflect upon their own work and national effons, and 'to help stimulate the insights upon which our
individual and collective future may well depend.
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INTRODUCTION

Peter Lamptey
Daniel Tarantola

Acquired Immune Deficiency Syndrome (AIDS) is a rapidly growing public health problem
throughout the world. It is particularly serious in some African countries. where large numbers of
individuals are alreauy infected with the Human Immunodeficiency Virus (HIV). and a substantial
number are dying from AIDS.

In February 1987. the World Health Organization Global Programme on AIDS (WHO/GPA) was
launched. The Programme·s objectives are to:

reduce HIV transmission and the impact of HN and AIDS in the
individual and society; and to

foster and promote international cooperation and coordination.
transcending political boundaries.

Sub-Saharan African countries in early 1987 were faced with different dilemma~ which
reflected regional situations regarding lllV/AlDS:

In East and Central Africa, the spread of HIV was visible in urban areas
and from urban to rural areas; a major prevention effort bad to be
undertaken to slow down the spn.dJ of infection and face up to the
growing demand for care of AIDS patients.

In West and Southern Africa, the spread of HIV was neither as rapid
nor as visible. The challenge to policymakers was to decide what degree
of priority should be given to AIDS prevention and control when so many
other priorities in the health and social sectors require more attention and
resources.

WHO/GPA undertook a massive mobilization effort worldwide. with particular emphasis on Africa
African countries needed to recognize the urgency of the pandemic and develop short-tenn plans of
action, followed by medium-tenn plans covering periods of three to five years. To date. 43 of the 45
countries and territories in Africa and in the neighboring Indian Ocean region have an ongoing
AIDS program; of these. 39 have a three- to five-year plan. In these programs. resource
mobilization has to a large extent provided the technical and financial support required for the first
year of national programs.

AIDS PREVENTION HANDBOOK Introduclim .xv
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Our knowledge of the epidemiology, pa.thology and clinical marifestadons of the diseas.e has
continued to improve; however, in !he absence of a cure C1' a vaccine, ptlC\'cntion remains the only
means of reducing the spread of "IV. Nonetheless, most of :he currently available AIDS
information is on tbe clinic~Jl and epidemiological aspecl~ of the disease. Very little infonnation is
available for health providers iilvolved in AII>S prevention. There are a number of
reasons for this state of affairs:

Most AIDS resourr,es are being spent on tII:search issues in virology,
immunology, and pathology of the disease:

AIDS prevention effons are relathrely new 2nd underfunded

There has been limited sharing of i'lfolmation on prevention efforts.

The pUl'p':se ofTJre Handbook/or AIDS Prevemion in Africa is to be both useful and practical. It is
designed for program managers, health care providers, and allied p:rofessionals who need a
comprehensive package of inronnation and discu~sion focusing on relevant issJes in AIDS
prevention strategies. However, it is meant to serve RS a guide and not as' a textbook with aU of the
answers for AIDS prevention. AIDS is a rel1itively new health pmblena and our knowledge and
understanding (especially of preventive approoches ,md strategies) willi continue to evolve. The
Handbook presents an overview ofour current knowlc:dge and the approaches used to reduce HIV
tnmsmis~:on.

Readers of ti;e Handbook who choose to put it to practical use will find it necessary to apply
relevant principles and approaches from the book to lIheir local situatiolls. We anticipate that this
Handbook will trigger development of innovative approaches to AIDS prevention in various
locales; we expect some of these innovations will proove useful in various additional settings.

We have published The Handbook/or AIDS Prc'ft'endon in Africa in a loose-leaf binder format for
several reasons. This fonnat allows for:

the separate use of individual chapters;

updrtes on each chapteT as new iniormauOJI becomes
available; and

the addition of new chapters on re~evant topics.

The level of support and input for this publication bas been truly exemplary. The Handbook has
been writtert and revised by experts with extensive AIDS prevention ex.perience in Afrif;a: ten of
the contributing aulhors are Africans. and the remaining authors and reviewers have expert AIDS
prevention experience in Africa. Each of the chap'ten; bas been written specifically for this
publication and each covers an important facet of the African situation. It is both fitting and proper.
therefore, that we close this introduction with a brief summary of each chapter.

CHAPTER 1: The Epidemiology ormV/AIDS in Africa
Peter Piot, Jeffrey Harris
Sub-Saharan Africa is used as an example of the shifting pattern \If HIV/AIDS and the heterogeneity
of infection. Discussion focuses on recent data regardhg the distrib~ltion of Hnl/AIDS and the
detenninants associated with the spread of HIV in populations. Taken together. an understanding of
epidemiologic factolS is essential for successful AIDS./HN control and prevention.
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CIfAPl"ER 2: IIIV Testing
SheUa Miteh~U, Souteymane Mboup
The imponance of HIV le,sting in a national AIDS control plan is emphasized, together with a
description of the l'dvMtages and disadvantages of specific tests. Methods of sustaining a testing
program once it has been established are discussed. together with suggestions for laboratory safety
and slaff trainirJ.

CHAPTER 3: Surveillance for HIV, MDS, and STDs
Gary Slutkint James 2mn
Surveillance data provides a guide to .,re,venting the further spread of HIV. The design of
HIV/AIDS surveillance systems is based upon answering two questions: what are the prevention
priorities. ':'ord how will the obtained data be used? Di~cussion focuses on surveillance efforts used
to detennine distribution and trends of infection in sentinel target populations.

CIIAPTER 4: Reducing IIlV Transmission Througi~ Blood
Jean Emmanuel, Anthony Britten
AIDS has had a disastrous effect upon blood ~afety and has added to the already serious risks
associated with transfusion in Africa MethtKls of incorporating blood transfusion services into a
national blood trnnsfusion policy are discu~red, together with information on the impact of HIV
screening on blood donor recruitment

CHAPTER S: Control and Prevention ofSTDs
Peter Piot, Subhash Hira
STDs other than AIDS are an important cau:se of morbidity. disabi:: y. and loss of productivity in
Africa, and there is growing evidence that STDs facilitate the sexual transmission of HIV infection.
As a result, an increasing number of countries have organi:zed STD control and prevention
programs in conjunction with their AIDS conlrol programs. Guidelines are discussed for integrating
STD services into health care systems. including planning, talrgeting groups, interventions. case
management, screening. and suppon components.

CHAPTER 6: Communication for AIDS Prevention in Africa
William A. Smilb. Deborah L. Helizer-Allel1. Jake Obetsebi-Lcunptey
Many African cultures share common opportunities and constraints for developing AIDS
prevention communication. These are discussed from the perspective ofa legacy ofAIDS denial, a
cwrent age of AIDS infonnation, and a projected age of effective prevention in which correct
infonnation would be presented to selected populations within tthe context of behavior chaJige and
diverse strategies.

CHAPTER 7: Competency-Based Training for AIDS Prel'ention
John Rich. Leopold Zekeng
Competency-based training (CST) is especiatlly relevant to effective AIDS prevention because its
objective is to equip individuals with the skills to accomplish specific tasks. The steps for CBT are
presented, followed by suggested interventions for AIDS prevention~ focusing on blood safely,
safer sex, and perinatal prevention.
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CIIAPTER 8: 1lIflttlnsc orPrevention Programs In Africa
Pe~r LampiC)'.Ma1colm POlts
In sub-Saharan Africa, the prinwy risk group of the AIDS epidemic is composed or individuals
with multiple sexual partners and those who change pannetS frequently. lbe epidemiology ofAIDS
in this primary risk group is discussed. Examples of programs wgeted to prostitutes and their
partners are presented. The lessons learned Iodate also have implications for prevention initiatives
for other groups who &Ie at high risk of HIV :tlfection.

CHAPTER 9: Counseling and AIDS
Dace Stone, Noerine Kaleeba
Although the public's fearful responses to AIDS are well known. the response ofdecision-makers.
heahh care providers. and social workers has often been similar. This chapter covers the roles
counseling can play in resolving fear-based oonfliets:. strengthening infonnation. ('1cilitating the
adoplion of new behaviors, and providing a~ atmosphere that respects the individual.

CHAPTER 10: Community·Based Management olf' AIDS
Virginia O'Dell~ Benjamin Nkowane
Programs are urgently needed which provide compassion and education while conserving resources
for AIDS care and prevention. Few famHies reject the idea of borne care when the option is
presented positively and is not seen as an abandonment by the beallh care system. Utilizing a mix
ofservices can be most effective to provide optimwn (:are and eflt;~ve prevention. Two AIDS care
and prevention programs in Zambia are used as examples..

CHAPI'ER 11: AIDS Prevention in Family Planning Programs
Nancy WJ.lliamson. Esther Boohene
Family planning (FP) programs cannot be primary structures to fight AIDS because few African
countries have weU~eveloped programs. However. FP programs are potentially helpful in a
supportive role for education. condom distribution. S1'D control, 8JRd AIDS-prevention counseling.
This chapter explores the inputs required for FP programs to make an impact on AIDS prevention.

CHAPTER 12: Primary Health Care and AIDS Control Programs
Jack Martin
AIDS control programs should strengthen existing Primary Health Care (PHC) programs in
districts and locally. PHC principles, which cm be effective in AIDS control, are discussed. These
include reducing inequities by focusing on needs, emphasizing prevention and health, and
encouraging community involvement in a decentralized fight against AIDS.

CHAPTER 13: Evaluation of AIDS Programs
David Heymann. Richard Biritwum
W. John Paget
An assessment of a national AIDS program provides information for cost-benefit and cost­
effectiveness analyses and an estimation of the program's sustainability. The stages of evaluation
are discussed withit: the context of the special conditions involving AIDS. including prevention of
HIV infection. and control of HIV impact once infection has occurred.
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PREVIEW:

THE EPIDEMIOLOGY OF HIV/AIDS IN AFRJ:CA

INlRODUCllON
Three general epidemiologic patterna d HIVIAIDS can
be distinguished workfMde:
• Pattern I: N. America. W. Europe, Austraia and New

Zealand, predominately among homosexual men and
intravenous drug users

• Pattern II: sub-Saharan Africa, parts of the Caribbean,
preoominatety heterosexual, perinatal, and via blood
transfusion

• Pattern III: E. Europe, N. Africa, Asja and the PacnlC,
Vt4th relatively few eases, mostly from contact vi.th
Pattern I and II countries

• latin America is nt:IN COns1dered Pattem 1111
• many countries worktwide seem to be moving toward

Pattern II

FREQUENCY AND DISTRIBUTION OF A1DSlHIY
AIDS surveillance indicates:
• most AIDS eases in Africa are reported from cities
• beyond the above fact, there are many cifforer.ces,

suggesting that the patterns of spread may be
different

HIV seroprevalence sentinel surveillance indicates:
• greater that 15% infection rates in the cities of inner·

central Africa
• 5%·10% rates in central Africa as a whole
• less than 3% rates in most other parts of the continent
• female prostitutes and patients with STOs are sentinel

groups with the highest HIV prevalence rates
Although estimates lead to the conclusion that by the
year 2000 there Vt411 be a cumulative total of OI1e milion
AIDS eases in Africa, there are many unkoowns,
including:
• the natural history of HIV infection
• sexual behavior pattems in different populations
• the impact of current prevention programs
HIV·2 is a distinct virus from HIV-1:
• HIV·2 occurs mainiy in W. Africa
• may spread at a slower rate than HIV·1
• may be less easily transmissible
• occurs in the same groups as HIV·1
• is mostly transmitted heterosexually

&AIDS PREVENTION HANDBOOK

VARIABLES IN THE SEXUAL SPREAD OF HIY
Sexual transmission is largely determined by an
interaction d factors, including:
• demographics: the mos1 sexually active age group is

larger in Africa than in N. America or Europe; rapid
urbanization; inequaities in male·ta-female ratios;
and major transcontinental roads

• poiticaVeconomie fae1ors:
• behaviorallbiologic faciors: a higher rate of partner

change, and more frequent contacts with htghly
infected groups

FItOM MOTHER TO CHILD
A substantial and growirlQ proportion of women of
cl1ikfbBaring age in sub-Saharan Africa are HIV
infected:
• HIV infection a.ppears to adversely affect pregnancy,

although some data are conf&cting
• in utero transmission does occur, although it is

uncertain if HIV infection occurs during delivery
• the roJa of breast·feeding in transmission remains

unclear, although the risk seems smaller than from
congenital or perinatal transmission

• the morbidity and mortality associated with perinatal
HIV infection is very high in Africa

PARENTERAL TRANSMISSION
Virtually everyone who receives a transfusion with HIV·
infected blood develops HIV infection:
• pregnant women and children receive a

disproportionately high number of transfusions
• children with sickle-cell disease frequently receive

transfusions
• attempts to develop a profile of high·risk blood donors

have not been successful in Africa

CONCLUSION
HIV in Africa is much more complex than originally
thought:
• Mure developments may be difficult to predict
• the epidemic has not yet reached a stable situation in

many populations
• HIV infection will probably have a profound impact on

other health problems



THE EPIDEMIOI..IOGY OF
HIV/AIDS IN AFRICA

Peter Piot
Jeffrey Harris

INTRODUCTION

Although HIV infection has rapidly become: a global problem, its epidemiologic features vary in
different parts of the world. Three general epidemiologic patterns of HIV infection and AIDS
can be distinguished worldwide:

Pattern I is found in North America, Western Europe, Australia and
New Zealand. With this pattern, a large predominance of AIDS cases are
among homosexual men and intravenous drug users.

Pattern U occurs in sub-Saharan Africa and parts of the Caribbean.
Here the primary mode of spread is by heterosexual contact, followed by
perinatal transmission and transmission through blood transfusion.

Pattern m is found in Eastern Europe, North Africa, Asia and the
Pacific. In these areas, there are relatively few cases of AIDS. Most
cases have resulted from contal;l with Pattern I or Pattern II countries,
although HIV is currently spreading in various populations at high risk.

Latin America is classified by the World Health Organization
(WHO) as Pattern IIII because of a shift in epidemiologic pattern from
Pattern I towards Pattern II.

Events in South America and Thailand indicate that the above patterns are not absolute.
It appears logical that:

many countries are moving towards pattern II;

within each pattern there is much heterogeneity. or diversity.

In this chapter. Africa will be used as an example of this shifting pattern and heterogeneity.

Because a correct understanding of the local epidemiologic situation is an essential requirement
for a successful control and prevention program. we will also discuss:

recent data on the distribution of HIV/AIDS Ll sub-Saharan Africa;

determinants interacting with the spread of HIV in populations.

AIDSPREV~ONHANDBOOK The Epidemiology ofHNIAlDS in Africa I



FREQUENCY AND DISTRJBtrJ10N OF AIDS CASES AND HIV 1NFEC110N

AIDS Surveillance
By the end of 1990. more than 83.000 cases of AIDS were reported from Africa to WHO. However.
because of technologic and organizational problems, disease surveillance in general has been fairly
poor in Africa. and it is estimated by WHO that the actual cumulative number of cases of AIDS in
Africa approaches 250,000. Countries with the highest reported rates of AIDS cases are situated in
the central and eastern part of the continent They include Congo, Uganda, Burundi, Rwanda and
Zambia. It is imponant to remember. however. that these rates may reflect a functioning disease·
monitoring system within these countries rather than a higher incidence of the disease.

In general. surveillance of AIDS in Africa is based on a clinical case definition which does not
require laboratory tests or technically demanding diagnostic procedures. The criteria used in the
defmition for AIDS in adults are shown in Figure 1·1 below.

FIGURE I-I

~CLINICAL CASE DEFINITION OF AIDS FOR SURVEILLANCE~

PROVISIONAL WHO CLl1'tlCAL DEFn\mON FOR AIDS IN ADULTS WHEN
DIAGNOSTIC RESOURCES ARE LIMITED

AIDS in an adult is defined by the existence ofat least two major signs associated with
at least one minor sign, in the absence of known causes of immunosuppression,

such as cancer or severe malnutrition or other recognized etiologies.

MAJOR SIGNS
Weight loss > 10% of body weight

Chronic diarrhea >- 1month
Prolonged fever> I month

MINOR SIGNS
Persistent cough for> 1 month
Generalized pruritic dermatitis

Recurrent herpes zoster
Oropharyngeal candidiasis

Chronic progressive and disseminated herpes simplex infection
Generalized lymphadenopathy

The presence ofgeneralized Kaposi's sarcoma or cryptococcaJ meningitis
is sufficient alone for the diagnosis of AIDS.

WHO. 1986.

Limited evaluation of this case defmition in different populations has shown that when a positive
HIV antibody test is used as the "gold" standard, there is a:

sensitivity of 60% to 70%;

a specificity of 80% to 90%.

Use of this clinical case definition has enabled surveillance for AIDS to be relatively easily and
economically carried out in most African hospitals; however, its predictive value will obviously be
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quite low in populations with a low rate of AIDS. Therefore, some limited evaluation of the case
defmition against HIV serology is advised in all countries.

A similar case definition in children is much less accurate, thus limiting attempts to quantify
the burden of AIDS in children. This problem is also seefl with the difficult} in arriving at
differential diagnosis of tuberculosis, which is another common endemic disease in much of Africa.

Most AIDS cases in Africa are reponed from the major cities. Beyond this fact, there appear to be
more differences than similarities:

In Central and East Africa the male-to-female ratio among AIDS cases is
one or less.

, In cities such as Abidjan and Dakar in West Africa, there are two to four
times more male AIDS patients.

It is not clear yet whether these differences are real or reflect some selection bias because they are
based on hospitalized patients only. However, these differences also appear in seroprevalence
surveys. This suggests that the patterns of spread may indeed !be different.

UIV INFECTION

Seroprevalence
Numerous seroprevalence studies have been conducted throughout Africa. Most such studies have
involved convenience samples or groups of people who were likely at high risk of infection. It is
unclear how representative these samples are of the population.

Rwanda and Uganda have undertaken a hn~ge nationwide serologic survey on a representative
sample of the population:

The Rwandan survey was perfonned in 1987, and shows that over 20%
of urban adults between 20 and 40 years of age had HIV antibody, as
compared to 2% of rural adults of the same age group. The overall HN
seroprevalence rate in this largely rural country was estimated at 4%.

In the rural Rakai district in Uganda, 12% of the rural adult population
was found to be infected in a similar survey. Residents of urban trading
centers in Uganda had the highest prevalenre rates.

Although these sobering figures should not be extrapolated to the rest of the continent, they
defmitely indicate a serious problem in two African countries most severely hit by AIDS. By
comparison, regional surveillance in OCEAC. the member states of West Central Africa showed
much lower seroprevalence rates. from less than 1% to 1%, in the adult population of these
countries.

Sentinel surveillance is increasingly used to monitor trends of HIV infections in the population.
Sentinel surveillance is:

less expensive;

more acceptable to the population;

easier to organize.
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For example. pregnant women are one group that can be reached easily. and those reached tend to
be more or less rePJ'CSCntative of the female population of reproductive age. However, infertile
women are not represented in such samples, and the exclusion of infertile women may lead to an
underestimation of HIV infection rates, since infertile women often have a history of other
sexually transmitted diseases (STDs). Preliminary data from Kinshasa does suggest good
concordance of HIV antibody prevalence rates between pregnant women and a random sample of
the female adult population.

Figure 1-2 shows seroprevalence rates in different populations, mostly of urban origin:

FIGURE 1-2
mv ANTmODY PREVALENCE RATES IN PREGNANT

WOMEN IN SELECTED COUNTRIES IN AFRICA

CountrY/City Year Number tested % HIV nositive

Burldna Faso. Ouagadougou 1985-87 58 1.7
Burundi. Bujumbura 1986 925 16.3
Congo. Brazzaville 1988 1833 3.9
Cote d·Ivoire. Abidjan 1988 537 9.3*
Guinea-Bissau. Bissau 1989 3247 6.5*
Kenya. Nairobi 1987 1100 2.0
Malawi. Blantyre 1989 214 16.4
Mali. Bamako 1987 238 1.0*
Mozambique. Maputo 1988 500 1.0*
Rwanda. Kigali 1989 800 29.0
Senegal. Dakar 1988 1400 0.1*
Tanzania. Dar es Salaam 1987 192 3.6
Tanzania. Arosha 1987 144 0.7
Tanzania. Bukoba 1987 100 16.0
Uganda. Kampala 1989 395 23.5
Ul!anda. Kampala 1987 170 23.4
Zaire. Kinshasa 1988 8108 5.8
Zaire. Kinshasa 1983 500 3.0
Zaire. Equateur (province) 1986 136 2.0
Zambia, Lusaka 1986 184 8.7
Zambia. Lusaka 1987 1954 11.6
From: Andmwcn d aI. 1987; Bnm-V~zinetd al. 1987; Canwdl d at. 1988; De Cock et ale 1988; Lallemanl et aJ. 1989;
I.e Guemo. 1989; Lepage et!lI, 1989; MhalUd aI. 1988; Namaaraet ale 1989; Nzilaet al. 1987; Piot et al,1987; Rydel'et al,
1989; Standaert et al, 1989; Chiphangur d ale 1989; Kanki et al, 1987, Hira d aJ. 1989.

-includes HIV-2

In general. the rates shown in Figure 1-2 indicate:

very high (greater than 15%) infection rates in the cities of inner-eentral
African countries (Uganda. Rwanda, North West Tanzania);

moderately high rates (5% - 10%) in other central African countries;
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much lower rates Oess than 3% to less than 1%) in other parts of the
continent. with the exception of COte d'Ivoire for HIV·l infection and
Guinea Bissau for HIV·2 infection.

Figure 1-3 below illustrates some prevalence rate data:

FIGURE 1-3

mv ANTIBODY PREVALENCE RATES IN SELECTED
POPULATIONS IN SUB-SAHARAN AFRICA

Type of population

Hospitalized patients

Thberculosis patients

Country/c:ity Year Number tested % HIV positive

COted'lvoire. Abidjan 1988 1715 40.0·
COte d'lvoire, Oabou 1989 186 29.6
Guinea-Bissau. Bissau 1989 410 17.5*
Kenya, Nairobi 1989 500 20.0
Tanzania, Karagwe 1987 253 4.3
Zaire, Kinshasa 1988 236 49.6
Zambia, Lusaka 1986 233 13.7

Benin, Cotonou 1987 106 1.8*
Burundi, Bujwnbura 1986 328 54.5
Cote O'Ivoire, Abidjan 1988 338 24.0*
Guinea Bissau, Bissau 1987 614 15.8*
Mali, Bamako 1987 177 5.0*
Tanzania. Mbeya 1989 98 24.5
Zaire, Kinshasa

hospitalized 1987 234 36.3
outpatienlS 1987 509 16.7

Benin, Cotor.ou
Burkina Faso, Ouagadougou
Cameroon, Yaounde
Central African Rep., Bangui
Cote d'Ivoire, Abidjan
Congo, Brazzaville
Gambia
Kenya, Nairobi

Female prostitutes/barmaids 1987 133 8.2*
1989 292 27.9*
1989 168 7.1
1986 179 20.6
1987 101 20
1987 67 34.3
1988 264 26.2
1987 286 61
1988 NA 89

Elhiopia, Addis Ababa 1989 330 18.2
Madagascar 1985-86 58 0
Liberia, Monrovia 1987 30 0
Malawi, Blantyre 1986 265 56
Mali, Bamako 1987 230 38
Niger 1989 604 5.8
Nigeria, Calabar 1989 616 1.1
Nigeria. Lagos 1988 117 7
Rwanda, Butare 1984 33 88
Senegal, Kaolack 1989 212 27.8
Uganda, Rakou 1987 NA 86
Tanzania. Dar es SalaanI 1986 225 29
Tanzania, Arusha 1986 42 0
Zaire, Kinshasa 1989 801 37.2
Zaire, Equateur province 1986 283 11

Brzm cuI. 1989; Brindc: ct 11. 1989; Colebundm ct a!. 1989; Dc Cock et nl. 1989; Denis et a!. 1987; Gunher ct aI. 1987; Hauig ct a!. 1989; Haned ct 11.
1989; Kaptu6 eta!. 1989; La8a ~ 11. 1989; Lam:ys et a!. 1989; Mann et al. 1988; Mboog et a!. 1989; Mclbye et 11.1986; Mhalu eta!. 1988; Nauclcretal.
1989; Nzila et al,1989; Pepin ct al, 1989; Plummcret&1199O; Sangarectal, 1989; Sundac:rt etal.1989; \Udc l'ureetal,198S; Williams etal,1989;
Zoboun el &11988; Gcotgcs Cl al, 19lr1; M'pdc et al, 19lr1; MinlZ el al, 1988; AkinseteCl al,1989.

*includea 1DV-2 infectim
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The prevalence rate data from Figure 1-3 reenforces several points:

Female prostitutes and patients with STDs are sentinel groups that have
consistenOy shown the highest prevalence rates ofmv antibody in
Africa, with infection rates now approaching 100% in some groups.
These pre\ !lIence rates reflect the predominantly heterosexual transmission
of HIV in Africa and support the concel>t ofcore transmitter groups in the
spread of this virus.

Monitoring mv prevalence in patien'ls with tuberculosis may also be an
effective sentinel warning system in areas not yet known to be heavily
infected with IUV. Tuberculosis patients exhibit higher HIV infection rates
than the general population (see Figure 1-3 on previous page). This seems to
be because immunosuppression to HIV infection reactivates asymptomatic
infection with Mycobacterium tuberculosis.

Hospitalized patients offer some indicat!ons of the burden of AIDS on
health services. Thus, in Kinshasa, Zaire, 50% of all internal medicine
admissions to Mama Yemo Hospital in 1988 were HIV positive; and in
Abidjan, Cote d'Ivoire, between 15% and 20% of all male patients in medical
wards in 1988 had AIDS, which is remarkable for a city where AIDS was
only recognized as late as 1985. This example illustrates how fast HIV can
spread, and that the disease has become well established in West Africa.

INCIDENCE AND FORECASTING

Very few real seroincidence data are available from Africa, because these data can only be
obtained in longitudinal cohort studies. However, there are results from cohort studies among
hospital workers and employees of two lmge companies in Kinshasa where data revealed an
annual seroincidence for HIV of 1% to 2%. The rate was much higher in two separate studies of
cohorts of female prostitutes: in Nairobi, Kenya, the annual incidence rates were as high as 50%;
in Kinshasa, a 10% rate was observed.

Serial seroprevalence surveys at regular intervals, in the same sentinel populations mentioned
earlier, offer an alternative approach to determining trends in HIV infection. Serial seroprevalence
surveys have now been perfonned in several cities, mainly among:

pregnant women;

blood donors;

SID patients;

female prostitutes.

Populations at high risk for HIV infection, such as SID patients and prostitutes, show strong
increases in HIV seroprevalence rates; this is rarely the case in samples more representative of the
general population. However, even in the populations that are not at particularly high risk, HIV
appears to spread more rapidly in some areas than in others:

Over a period of two to three years, HIV seroprevalence rates more than
doubled in pregnant women in Kampala, Uganda, and selected samples
in the general population in the Central African Republic showed similar
increases.

In Kinshasa, however, seroprevalence rates remained fairly stable over a
five-year period.



These foregoing data should be viewed with much caution, but the differences are so striking
that they suggest some real geographic heterogeneity in the spread of HIV. Figures 14 and 1-5
oft'er a visual perspective:

FIGURE 1-4

AFRICAN HIV-l SEROPREVALENCE
FOR HIGH·RISK URBAN POPULATIONS

Pet. Seropotltlvt

~ 0.0100.2

~ 0.3102.5

r:;:~1 2.6 to 10.0

~ 10.1 to 25.0

• 25.1 to 40.0

• Over 40.0

D NoDs'"

FIGURE 1-5

AFRICAN HIV-l :5EROPREVAlENCE
FOR LOW-RISK URBAN POPULATIONS

pet. Seropositive

~ Less then 0.1

~ 0.1

P':A] 0.2 to 1.0
A A

~ 1.1105.0

• 5.11010.0

• ev.,10.0

D NoD.t11

HIVJAlDS~ o.saa..
CIRIU.S- ru..,orbc._

(F1gures 14 and 1-5. Stroprevalente arHIV In Mric:a from Torrey and Way, u.s. Bureau CIltbe Census. April 1990)

AlDSPREV~ONHANDBOOK The Epidemiology ofHWIAlDS in Africa 7



These estimates lead to the conclusion that during the year 1991 alone, a total of over 200,000
new AIDS cases will occur in Africa, and that by the year 2000 a cumulative total ofone million
cases will have occurred in Africa. 1be WHO projections of HIV infection in Africa will have
increased thn:e or four times from 1988 to the year 2000, yielding 7.S million to 10 million in­
fected individuals. However, the accuracy of these (or any) projections for the next decade are
uncertain, since there are many unknowns in the AIDS epidemic, including:

the natural history of HIV infection;

sexual behavior patterns in different populations;

the impact of prevention programs currently being implemented.

HIV-2
HIV-2 is a human immunodeficiency virus distinct from HIV-1. HIV-2 occurs mainly in West
Africa. Because this virus also can lead to AIDS, it must be included in a discussion of Mrican
HIV/AIDS epidemiology. Unfortunately, the prevalence of HIV-2 is still poorly documented,
partly because of the difficulty in serologically diagnosing HIV-2 infection accuratel~',

The highest 1llV-2 seroprevalence rates have been found in Guinea-Bissau, where 8.9% of adults
were HIV-2 antibody positive in a community-based survey in the capital city of Bissau.
Prevalence rates in pregnant women and blood donors in other West African countries were
generally lower (0.1% to 3%), but as is the case of HIV-l infection elsewhere, female prostitutes
exhibited much higher rates (20% to 60%).

HIV-2 seems to have been present for a longer time in West Africa than HIV-1. In addition, HIV­
1 is rapidly becoming the predominant human retrovirus in most West African countries. This
suggests that:

HIV-2 spreads at a slower rate than HIV-l;

HIV-2 may be less easily transmissible.

Preliminary data suggest that:

HIV-2 occurs mainly in the same groups as HIV-l;

heterosexual transmission is the major mode of spread of HIV-2.

VARIABLES INFLUENCING TIlE SEXUAL SPREAD OF HIV IN POPULATIONS

The reasons for the heterogeneity in the spread of HIV in Africa (or elsewhere) are not well
understood. The interaction of the fadors shown in Figure 1-6 on the next page determines
the pattern of spread ofmv in a population, esl)ecially in a sexual context:
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FIGURE 1..6

VARIABLES INFLUENCING THE SPR.~ADOF
HIV INFECTION IN POPULATIONS

DEMOGRAPHIC VARIABLES

Proportion of"sexually most active"
age groups

Male·to·female ratio in the population
Rapidity ofurbanization

Population movements

Communications along major roads

BEHAVIORAL VARIABLES

Rate of pa.~erchange
Types of sexual intercourse. such as: receptive
anal intercourse. intercourse during menses

Rale of contact with. and size ofcore groups

Behavior of and infection rate of partners. such
as: inuavenous drug use and bisexuality

BIOLOGIC VARIABLES

Presence ofother sexually transmilted
diseases

Clinical stage or iffV infection
(degree of CD4-ce1l depletion)

Infectivity of viral strains

Male circumcision (1)

POLITICAUECONOMIC VARIABLES

Perfonnancc (;fhealth care system

Overall response to the epidemic
War. civil disturbance

(from Piot et aJ. J. AIDS 1990)

Demographic Variables
The demographic structure of the population in Africa and elsewhere in the developing world
plays a major role in a general incidence ofSills that is hjgher than the incidence in most of the
industrialized world.

This is premarily because the most sexually active age groups represent a much larger proportion
of the population than that of North America or Europe. With continuing high population growth
rates. these sexually active groups will become even larger in the near future.

PoliticaVEconomic Variables
Variables possibly favoring HIV spread include:

rapid urbanization;

gross inequalities in the male-to-female ratio in many large African cities;

the existence of major transcontinental roads.

Behavioral and Biologic Variables
These variables are thought to be associated with a higher rate ofpartner change and more
frequent contacts with highly infected core groups. This concept of core groups has been
important in understanding the epidemiology of gonorrhea. and is probably as imponant for
HIV infection. Core groups are:

not always easily identifiable;

cenainly not limited to female prostitutes. as is sometimes suggested.
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Core groups may also include:

clients of prostitutes;

mobile individuals such as truck drivers;

the military;

young p'~ople with multiple panners.

In general, sexual behavior paUerns lhat involve contacts "ith ~, small but highly infected
core group are associated with the most rapid spread ofmy.

Cultural factors tr.ay contribute to other predOininant sexual patterns in many populations
and countries. This is especially relevant where a dynamic inte:raction of individuals with
simultaneous or serial lovers prevails. These interactions lead to a more limited exposure of
infected individuals to others, and probably results in 3 slower spread of HIV, alleast during the
initial phase of the epidemic when the Prevalence of HIV infection in !the general population is still
lOW.

Thken together, demographic, behavioral, wUuraJ, biologic, and political/economic variables
must be better understood in the context of sexual transmission. Patterns in different
communjties will be impo'tdlt in order to:

fonnulate appropriate messages in primary prevention programs;

derme priority areas for interventions.

Over 80% of all cases of DIV infection in Africa involve persons who acquired their
infection through heterosexual intercourse. In general. risk factors for HIV infection are the
same as those known for sexually transmitted diseases in Africa. TIle groups with high rates of
STDs are now experiencing the highest rates of HIV infection. The risk factors may include:

young age;

a high number of sex partners;

a history of traveling;

urban residence;

sex with prostitutes.

Female prostitutes probably play an important role in the spread of HIV in many pans of Africa,
although the proponion of new cases of HIV infection in African men acquired through contact
with prostitutes is not known. It is often difficult to derme prostitution u~1ng Western criteria.
In many areas of r ~nca other core grouf ~ of frequent transmitters «.Iso vrobably contribute
significantly to the sexual spread of HIV. More res:earch is needed to:

identify core groups in different countries;

define the behavioral and social determinants which are of potential
benefit in intervention programs.
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It will also be important to more precisely define local sexual behavioral patterns and networks
and their relationship to tile spread of HIV. For example, in Kinshasa age-specific female..to·male
HIV prevalence rates varied widely with age:

The HIV infection rate in Kinshasa women between the ages of IS and
25 years old was nearly five times that found in men of the same age.

The femaJe..to·male ratio feU to approximately one between the ages of
25 and 35 years.

After the age of 35, there were nearly two cases of HIV infection in men
for every case in a woman.

A likely explanation of these findings includes the following obSiervations:

In this city, young women may be more sexu~ lly active than young men.

Many of these young women have :sex with oMer meo.

Older men may be more sexually active than younger men, and may
have more tonlaets.

Another community-based snady in Kinshasa was of couples with one infec1ed partner:

Approximately 15% of the spouses were also infected. This pattern of
infection has also been found in clinic-based studies in North America
and Europe.

In Kinshasa, the number of infected wives with uninfected husbands was
the same as the number of infected husbands with unlnfected wives. This
indicates that. in this population at least, equal numbers of both sexes are
engaged in pre- or extJarnarital sex with infected persons.

Most instances of heterosexual transmission of HIV in Mrica appear to involve only penile­
vaginal intercourse. although North American and European :sludies indicate receptive anal
intereourse also increases the risk of acquisition ofHIV in women. No particular sexual practices
have been implicated in the sexual tnmsmission of HIV in Africa. It is still not clear whether the
efficiencies of male-Io-female and female-to-male transmissions of HIV are similar. H there is a
difference, it doe'" not seem to be large, as evidenced from studies in couples.

The risk ofsexual transmission of HIV varies greatly among individuals. The average rate ofHIV
transmission from a single sexual contact seems low, but has not been accurately dermed. Some
yeople do become infected aflel 'lnly one contael with an infected person, whereas other people do
not become infected even after hundreds of SCJ(uai encounters with an infected partner. There is
growing evidence that the infectivity ofan infected individual and/or the susceptibility ofan
exposed uninfecled person can be influenced by at least two biologic factors:

the presence of other STDs;

I.he degree of immunodeficiency.
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TI'C data fto,~. $Cveral cross·sectional and prospecLive studies in different parts of Africa suggest
that some STDsincrea;e the risk of sexual uansmission of HIV. This increased risk has been
ronsislcntly found for persons infected with:

genital ulcers;

genital chlamydial infection (in the few studies whi~h have addressed the
question);

trichomoniasis.

Women wh.... seroconverted for HIV antibody had a much higher incidence of these SIDs prior to
seroconversion when compared to women who remained seronegative. This association remained
after controDing for sexual exposure and condom usc. In addition:

One study in Nairobi suggests that women with HIV infec;tion who
concomitantly have a genital ulcer are more infectious for their sex
partners than HIV·infected women without such ulcers. Moreover. HIV
can be isolated from abe base of these ulcers. In the case ofgenital ulcers.
increased susceptibility to HIV may be due to a disruption of the
integrity of the genital epitheHum.

In the case of STDs associated with an inflammatory response.
susceptibility may be due to an increased pool of target ceDs (CD4+
lymphocytes) at abe genital site. An increased infectivity may result from
an increased number of HIV.cantaining monocytes due to a genital
infection.

Several studies have shown that individuals with a more profound
immunodeficiency or a more advanced clinical stage ofdisease have
higher titers of infectious virus. and are probably more infectious for
their sex partners.

Regardless of these studies. however. it is important to remember that asymptomatic
individuals remain the largest source ofmv infection.

Other factors may influence heterosexual transmission ofHIV at the local genital level:

sex during menses. which increases the: risk of female-ta-male
transmission;

oral contraception;

lack of male circumcision.

Oral contraception and lack of male circumcision Itave been tentatively implicated as risk factors
for HIV transmission in studies in Kenya. This potential transmission link has not been confirmed.
and it is premature to draw any conclusions.
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II is imponant to realize that sexual transmission does occur in the absence of the facilitating
factors mcntioned above. and that:

detcrminants influencing HIV transmission are still incompletely
understood;

transmission is not an all*Or-nolhing phenomenon;

explanations focusing on a single risk factor are too simplistic.

TRANSr.USSION FROM MonIER TO CmLD

Since mv in Africa is predominantly transmitted by heterosexual contact, a substantial and
growing proportion ofwomen ofchildbearing age in many sub-Saharan countries are now
infected with mv (see Figure 1-2). Our understanding of the; impact of these infections on
pregnancy and on infants and ~hildren continues to evolve.

HIV infection appears to adversely affect pnegnancy (mtcome. although dara are somewhat
conflicting:

In prospective and case-eontrol studies in Congo. Kenya, Rwanda. and
Zaire. maternal HIV infection was significantly associated with
premature delivery. low birth weight and stillbirth.

Such an association was not found in similar studies in pregnant
intravenous drug users in the; United States and Europe.

These conflicting outcomes may be due to differences between the studies in the stage of HIV
infection in the mother and in the occurrence ofother risk factors for adverse pregnancy outcome.
such as IV drug use itself. The biologic basis fo'r these complications is not yet clear.

In addition. the risk and mechanism(s) of perinatal HIV transmission have not been well dermed.
It is known that in utero transmission does occur. as evidenced by case reports on the isolation of
HIV from fetal tissues. However. it is uncenain whether or not neonates can also acquire HIV
infection during delivery.

A major problem in the study of congenital perinatal transmission of HIV is the lack of precise
diagnostic criteria for HIV infection in neonates and infants. Recently introduced techniques. such
as gene amplification. are yielding promising results in this area

On the basis of clinical evolution (development of AIDS) and/or presence of HIV antibody after
12 months. it is now estimated that 25% to 40% of infants bont to HIV seropositive women
acquire the infection from their mother. Mothers with low CD4+ lymphocytes counts and more
advanced immunodeficiency appear to more easily transmit the virus to their offspring. This
phenom~non is similar to what is seen with sexual transmission.

The role of breast-feeding in mother-to-ehild ttansmission remains unclear. Anecdotal repons
suggest that infants can be infected by breast-feleding from an HN-positive mother, and the virus
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has been isolated from human milk. However, it is not clear how often infants who were not
infected in utero or at birth acquired HIV infection from their breast-feeding seropositive mother:

Data from Zaire showed that the risk of HIV infection through breast­
feeding was low telative to transmission before or during birth.

A study in zambia found that infants who were breastfed by HIV­
infected mothers acquired HIV infection more often than infants who
received bottle-feeding exclusively.

It does seem, however, that the risk of HIV transmission is much smaller through breast-feeding
than from congenital or perinatal transmission. In populations with a high incidence of infant
and child mortality as a result of various infections, promotion of breast-feeding is one of the
most effective preventive strategies against child mortality. The current data do not indicate
a need to change this policy, even in areas with sa high prevalence of DIV infection.

The morbidity and mortality associated with perinatal mv infection is very high in Africa.
In prospective studies in children born from mV-positive mothers in several African cities, the
mortality rate before the age of one year was 20% ito 40%. In a study in Kinshasa:

Another 20% of the perinatally infected children died between one and
two years; another 10% had developed AIDS by the age of two years.

Diarrhea and pneumonia were among the leading causes of death in
infants born to seropositive women.

The case fatality rate ofcommon infections such as measles increased in
children with HIV infection.

In addition, having a mother with HIV/AIDS may put a child at increased risk of suffering adverse
consequences from endemic childhood infections and malnutrition. It is also possible that some
morbidity due to perinatal HIV infection will onl}' become apparent in these children at a later age,
as suggested by several case reports from Europe.

It is clear now that perinatal transmission of HIV will have a negative impact on child
survival in several parts of Africa. This will primarily depend on the current and future
prevalence of HIV infection in pregnant women. In cities like Kampala or Kigali, up to 20% :)f all
infant deaths may currently be due to H~ and in Kinshasa it was estimated that HIV has
increased the infant mortality rate by 15%. These figures will undoubtedly increase in many
countries.

PARENTERAL TRANSI\USSION

Receipt of a transfusion with mV-infected blood is probably the most efficient mode of
acquiring mv infection. Virtually everyone who receives a transfusion \\ith DIV-infected
blood develops mv infection.

Although transmission of HIV infection through blood transfusion is virtually eliminated in the
industrialized world, it continues at an unacceptable rate in many developing countries,
particularly in those with poor transfusion services. It is estimated that up to 10% ofadults with
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AIDS In Africa may have been infected by blood transfusion. This proportion may be as
high as 25% in children. There are a number of factors which contribute to this high rate:

Pregnant women and children receive a disproportionately high number
of transfusions, particularly in malaria endemic areas and in populations
with a high rate of anemia. As there is an increase in drug-resistant
malaria in Africa, malaria-induced anemia may also increase. This could
exacerbate the problem of HIV-associated blood transfusions.

Children with sickle--eell disease also frequently receive blood trans­
fusions, and high HIV seroprevalence rates have been found in this group.

Eliminating HIV infectious blood products from the pool of blood available for transfusion could
prevent this Problem. However, attempts to develop a clinical/epidemiological profile ofhigh..
risk blood donors (as used in the industriala.ed \Vorld) have not been succes..~rul in Africa.

While the contribution of contaminated injections to the spread of HIV in Africa remains an
unresolved question, HIV can undoubtedly be transmitted by injection. Intravenous injection is the
most efficient mode, as evidenced by the I-IIV epidemic in intravenous drug users and by
anecdotal reports of HIV infection after accidental needle sticks in health care workers. Cross­
sectional studies have found an association between HIV antibody and medical injections, but this
may be due to a higher morbidity in people with HIV infection. Thus far, cohort studies in
Africa have failed to implicate injections in tile spread of HIV, suggesting that the population
attributable risk is small or very small.

CONCLUSION

In general, we can say that:

the emerging picture of the HIV epidemic in Mrica is much more
complex than originally thought;

future developments may also be more difficult to predict;

the epidemic has not yet reached a stable situation in many populations;

although there is no current documentation, HIV infection will probably
have a Profound impact on other health problems, such as the impact
already demonstrated for tuberculosis.

At this point in time our knowledge of the scope and nature of the epidemiolcgy of
mvIAIDS in Africa can be summarized as follows:

AIDS and IllV infection continue to spread:

within infected populations, but at variable rates;

to new populations in West Africa;

from urban to rural populations.
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There is no real change in our belief about modes or transmission:

Sexual intercourse transmissions are most prevalent.

Perinatal transmissions are growing rapidly.

Our knowledge or risk factors continues to grow:

The biologic variables range from the possibility of
transmission from single sexual contact to the question of
whether or not uncircumcised men are implicated.

The role ofother STDs continues to be important

The behavioral data base is quite poor. although the
number of sexual partners seems overwhelmingly
important

And finally, it is important to remember that we are just beginning to understand the
relationship of AIDSIHIV infections to other health problems, "'ilb a special emphasis on
diseases that kill children, and tuberculosis.
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PREVIElV:

HIV "rESTING

INTRODUCTION
Tests for HIV antibodies are used as tools to:
• screen bJood
• support clinical diagnosis
• describe the epidemic by surveillance
• evaluate the effect of intorventions

NA110NAL HIV TESTING STRATEGY
Integrated programs begin with assossmonl of needs
and identification of resources for:
• blood transfusion systems
• diagnostic sONices
• disease surveillance systems

HIV TESTING NETWORK
Ideal netwol1(s inclucie:
• national reference lab
• peripheral labs for HIV screening.

diagnostic. and surveillance support

PREDICTIVE VALUES IN HIV TESnNG
Predictive value is influenced by:
• sensitivity of test
• specificity of test
• prevalence of antibodies to HIV in the

population

HIV TESTING CONSlDERAllONS
Serology is the most prac6ca1 method.
Important considerations when choosing a test
• compatibi~ty with country's test systems
• prevalent virus strains
• versatility of test format
• oost and availability
• maintenance & technical support

SPECIMEN COLLECTION AND HANDUNG
Quality results of serum or plasma tests depend on:
• following manufacturer's instlUCtions
• avoiding contamination
• using standardized supplies

SCREENING TESTS FOR ANTIBODIES TO HIV
• eliSA is most oommon
• simple rapid immunobinding tests and

agglutination tests are better adopted to
SOO1elabs

SUPPLEMENTAL 1l'ESTS FOR ANTIBODIES
TOHJV:
• the Weste," blbt lis c:oounonfy used as a

suppiemental test

Other techniques:
• line immunoassalfs
• specific protein EUSAs
• Indirect Immuoofluofesceoce Assay (lFA)
• Radioimmuooprecipita1ion Assay tAlPA)
• ELISA and agglutination assays

QUAlITY ASSURANCE IN H1V TESTING
A naoonal program is [mpolJ1ant fo:
• 8«lSUte accurate tast results
• evaluate training
• initiate use of new techniques

LABO,RATORY SAfETY
Lab wolkers must adhere to univers.; ,:ection control
precautions to reduce risk by:
• using barrier precautions to prevent

exposure to bbJd
• washing hands and skin immJ9diately after

exposure
• pleventing inIurie:s by sharp objects
• avoiding mouth pi'petting
• decontaminating ~ab surfaces

COUNSELING
Lab personnel can assist in:
• educating infected individuals to avoid imecting

others
• helping uninfec1ed individuals reduce risk of

becoming infected

TRAiNiNG
It is important to iooorporate I-IlV testing techniques in:
• lab technician school curricula
• in-seMco trainingl programs for certified lab

technicians



HIV 'fESTING

Sheila Mitchell
Soule)'mane Mboup

INTRODUCTION

The human immunodeficiency virus (HIV) was first isolated in 19831 and identified as the
etiologic agent of AIDS. Once the virus was isolated. several methods were developed to derect
HIV infection. and the technology has since rapidly evolved. The development and irnplementa·
tion of such technology has had both a positive and negative impact on most African countries.
Many laboratories and blood transfusion systems are benefiting from this focused attention on
HIV prevention and control. As a result of t!he emphasis being placed on HIV testing. more
attention is being placed on laboratory safety issues, supply networks, quality assurance, training,
confidentiality. data management and improved blood transfusion practices. However. the AIDS
epidemic has required ttaining in new techniques and acquisition of new equipment, resulting in
reallocation of scarce human and financial resources. and in many cases has created competition
for resources from other programs.

mv testing plays an important role in the Nnfional AIDS Control Plan ofall countries. Tests
for mv antibodies are used as:

a screening tool to prevent the transmission of HIV through transfusion
of blood or blood products;

a diagnostic tool to support the clinical diagnosis of AIDS and other
HIV-related conditions;

a surveillance tool to describe the epidemic;

an evaluation tool in determining the effect of interventions.
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DEVELOP1NG It. NATIONAL IIiV T'F3nNG Sl"RATEGY

Developing an integrated program for mv testing begins with an assessment or needs and
idenUOcation of resources. This should indude a duse examination of:

blood transfusion systems:

diagnostic services;

disease surveillance systems within thle country.

It is necessary to explore the:

commodity delivery systems;

level of human and equipment resources;

availability of funds;

training needs.

The country's ability to sustain the testing progtarn once established must be assessed. Long-term
goals must be addressed as well as immediate needs. Issues such as maintenance of equipment,
cost of supplies, delivery systems, quality asswance programs, and continuing education must be
examined. It is important to plan a program that combines resources to efficiently address
prevention, diagnosis, surveillance, and evaluation and to integrate dtese programs into the existing
infrastructure whenever possible.

HIV testing is usually introduced into a country in a stepwise, manner. Testing ofblood donors, in
areas of highest seropreva,lence and in the most densely populated regions is given highest
priority. Testing centers are placed sttategically lI1roughout the COWltTy and relied upon to provide
testing services for the surrounding hospitals. It is oot practical for all laboratories to assume the
responsibilities of screening and supplemental testing because standard testing strategies are both
expensive and technically complex. It is essential to develop laboratory networks. A laboratory
network is a system of peripheral laboratories perfonning the most simple screening tests and
feeding into a centtally located reference laboratory which conimns reactive screening results,
serves as a supply distribution center, supervises the quality assurance program, and serves as a
training center.

Ideally, the existing laboratory infrastructure should be strengthened and expanded to
include mv testing. The private sector should be included in the national plan to enable efficient
use ofresources. Existing supply networks for drugs and vaccines are one example ofa system that
can be expanded to include delivery of HIV lest kits utilizing the developed cold chain. The same
system could be use~ to distribute serum proficiency panels for the Quality Assurance Program
and for sending specimens to the reference laboratory for supplemental testing. Efficient use of
equipment and reagents should be encouraged. It is not necessary to separate laboratories fOT
screening blood for transfusions. diagnosis, and sllrveillance testing.. In many cases one laboratory
can provide the testing services for several blood trar.sfusion facilities as well as provide the
diagnostic and surveillance support. This not only saves on equipment but makes more efficient
use of the test kits which were designed for testinjg in large batches.



10 developing a plan 'or HIV tesling at any level, the following components should be
.ddl'f'.SSed~

St"reening tests;

suppJementaitests;

datu management;

reponing of results;

pre.. and posHest counseling;

use of test results.

Laboratory ll'orkers must be reminded of the importance orconfidentiality and realize fhe
potential impact or indiscriminate reveJaUon of test results. Well developed counseling plans
are imponanl because HIV testing provide!~ an opportunity for education in HIV prevention
whether the results are negative or positive.

HIV Testing Network
It is JeCi)mmended that an HIV testing nelW()rk be established to make the most efficient use of
resources, to provide the most complete coverage of HIV testing. and to facilitate communications
and supply. Ideally the network consists of p~ripheraJ laboratories which generally perform HIV
screening for blood transfusions, diagnostic snpport. and occasionally surveillance. The periP~I~
labs are supported by a ~'eferral center often, designated as the Nali{lnal Reference Laboratory.
There may be intermediate level laboratoric~s that perform some of the responsibilities of the
reference lab, such as supplemental testing and training. but the National Reference Laboratory is
an impottant and integral pan of all Natlonal AIDS Control Plans. The responsibilities of the'
various components ofa National Laboraf'l)ry Network are detailed in Figure 2-1.

"II:RIPHERAL LAB

FI(;URE2·1
National Lalboratory Networlk

~-------- .......

CoHea blood lind biogtaphiC:lll d:ala
Maintain ClOnfadentid ncords
Asmre ,.e- and post-tesl COUlUlding
Screea for IIDtibodles to HIV by £USA. Pmide Aa,dglinatioo

or "'..pel'" lest
Refer specimens to N&li.oMl R.efnmce Lab for 111JlPk1lllletUJ

II::S.tin&
RqIOd resulls
Partic:ip.aae in Quality IustlT.l.DCe Prognm

NATION'ALREFERENCE LAB

Perform WJlIlfcmenlal te3ting for mv
Diun"bule mlgallS

Enlw:Je oew mdJlcd:s and tests
Develop SUllduds for bbcnlmy testing
Mmqe Nariooal Quality As.mnnce Program
Provide tninirl&. COIIOnuing education" and tec:hnical support
Compile dauL for DI1ional Rp01U

Paform SlUVeiJla:K:e far DeW virus strains
Disseminale :informabon
P'rome:te and cn.JllR thaa aosalety is pnaiced
Pzrticipale in Intemztiooal PmrJcimc.y Testing programs
Sdve tedmic:al and logistic:al problems _,
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Predidlve Values in IIIV Testing
No matter how accurate the test is or with what pn:cision the test is performed it is important to
mt"asurethe diagnostic accumcy of each lest in the population in which it will be used. The
predictive value is used to measure the accuracy of' a (cst in classifying individuals as infected or
noninfected. The predictive value is innuenced by the sensitivity and specificity of the test,
and the preva.lence rate in the popuJaUon.1 In order to calculate the sensitivity, specificity
and predictive values for mv testing it is useful to place the data in a binary or two-by-two
table, as shown in Figure ~2.

FIGURE 2-1

BINARV TABLE

Posith"

TEST

Negative

tnrK'led Non·lnr'dtd

T'nte Positive False Positive
(TP) (FP)

False Negati~'e True Negative
(FN) (TN)

Sensitivity is the probability that me test will be reactive in an infected individual. A test with high
sensitivity will detect a high percentage of infected individuaJs.

TRUE POSITIVES
SENSITIVITY = TRUE POSITIVES + FALSE: NEGATIVES x 100

Specificity is the probability that a test re.sult will be non-reactive in an individual that is not
infected.

. TRUE NEGATIVES
SPECIFICITY = TRUE NEGATIVES + FALSE POSITIVES' x 100

Assay sensitivity and specificity are propert '.hat:p ... lected and manipulated depending on the
purpose of testing. This is done by altering the sellt;~ .• of the cutoff point or the interpretation
criteria of the test The problem, however, is that there is almost always an overlap of infected and
non-infected individuals when test results from each group are expressed as frequency
distributions. \Vhen the referent value is selected so that all il..fected individuals (true positives)
will be itientified, the test will have a high sensitivity. However, a number of uninfected
individuals will be incorrectly identified as infected (false positive) because specificity h~ been
sacrificed for sensitivity. ELISA tests for HIV were first developed to screen donated blood for
evidence of infectioIL The goal was to detect all infected units of blood with a very sensitive test.
These tests have proven to be extremely sensitive in detecting evidence of infection, but this
predicates some false. positive test results.
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The predlctlve value is a probability statement indicating the likelihood ofa lest result correcdy
classifying an individual as infected or uninfected.'1 The predictive value is greatly influenced by
the prevalence of infection in the population being tested.

PREDICTIVE VALUE
OF A POSITIVE TEST

= TRUE POSITIVE
TOTAL (true .. rabe) POSITIVE

PREDICTIVE VALUE
OF ANEGATIVE TF..s1' = TRUI~ NEGATIVe

TOTAL (true .. (abe) NEGATIVE

To illustrate the effect of prevalence tate on the predictive value of a test, consider the following
example (Figure 2·3). Acommeteial EUSA test for lIlV with a sensitivity of97% and a specificity
of 99% was used in one laboratory but on two different populations. When this test was used in a
population of 10,000 persons seeking treatment for sexually transmitted diseases (HIV prevalence
rate of30%) the positive predictive value was 97.7% and the negative predictive value was 98.7%.
When the same ELISA test was used in a population of 10,000 blood donors (prevalence rate 1%)
there were many more false positive reactions and the positive predictive value or the probability
that a reactive test result will indicate an infec:led person was now 49.5%. The negative predictive
value or probability that a non-reactive test re;sult indicates an uninfected individualwas 99.9%.

FI(;jURE 2·3

10.000
LowRbkPen_

Te.ced

--n-'~)

EJ.lSA TEST
NUUiIhf., • ..,...
IIIptdJld" .. 99...

10.000
Itlah RitILp_T__

(Pnva.1_ nc.e 3ML

EXAMPLE EFFECT OF PREVALEi.,\CE RATE ON PREDlCTI'iE VALUE
OF APOSITIVE TEST FOR WGII· AND LOW·RISK POPULATIONS

It is dear that even a test with a high sensitivity and specificity can have a poor positive
predictive value in a population of low prevalence. Hence most antibody testing strategies
involve a testing algOritiUll or strategy which includes testing by a screening test and verifying the
result by retesting with a second, supplemental assay. By screening a lmge number of sera and
retesting the reactive samples we are redefining the test population. The group of sera being
retested by the verification assay has a much higher prevalenoe rate and, therefore, the positive
predictive value will be higher.
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IIIV lating Considerations
Many technologies are used to signal the presence of HIV but are oftcn very costly.
technologically difficult to perfom on a routine basis. or rely on specially designed containment
laboratories for safety. Some of the direct detection methods include virus culture. electron
microscopy, antigen detection, gene amplification, and nucleic acid probe techniques. These are
imponant research tools and can be ustif (or monitoring response to drugs, virus strain
differentiation. pathogenicity, and vaccine trials. Serology is Ule nlOSt practical and common
method used to detect mv inredioR.. Various serologic technique:s are used to detennine if an
individual has developed antibodies in respon:se to infection by the virus. Serologic tests
commonly used to detect antibody to HIV are the enzyme linked immunosorbent assay (ELISA),
other immunosotbent assays, agglutination assays. immunobl(\t (Western blot), radioimmuno­
precipitation assay (RIPA), and immunofluorescent antibody (IFA) assays. (See the "Screening
Tests for Antibodies to IIIV" and "Supplemen'laI Tests for Antibodies to mv" sections in
this chapter.)

II choosing a particular test, method. it is important to consider the
foUowing:

compatibility with other lest systems in the counuy;

sensitivity and specificity of the method;

virus sttains present in the country;

versatility of test format;

cost and availability;

availability ofmaintenance and technical suppon;

test fonnat, single vs. batch;

Before adopting any new test method it should be e\1alliated under the conditions in which it
will be used. This evaluation should include eVclluating the test on il pan ~l of sera with well
characterized antibody status, a period ofparallel testing with current t~st method~ and a p:;riod of
c.onfmnation ofall reactive test resuhs as well as a n..presentative sample of non-reactive tesl results.

All commercially available antibody tests report a very high sensitivity and specificity. It must be
realized that these are detennined under ideal conditions in known populations. It is imponant to
detennine the sensitivity and specificity of commercial tests in the setting in which they will be
used. Factors such as storage, transponation conditions. viral antigenicity, water supply, as well as
technical error can greatly affect the performance of these tests.

The conventional HIV testing strategy begins with scree,ning by ELISA. Positive and
indeterminate results are repeated by ELISA and then confinned widt a supplement test such as
Western blot, immunofluorescence (IFA), or both.. Conventional testing does have some cost
and technological disadvantages:

Both tlte Western blot and IFA are relaltively expensive and
technologically demanding.

Many of the new EUSA and rapid tests which were designed as
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screening tests are extremely sensitive and specific and may be
considered as supplemental tests. In these ahernative strategies, the fIrst
assay should be the most sensitive.

The WHO Global Programme on AIDS (GPA) is currently evaluating the use ofalternative testing
strategies.

There are additional combinations of tests other than ELISA - Western blot I IFA which could be
used in a multi-layered testing strategy:

the use of two ELISA tests (i.e., competitive and noncompetitive or a
first and second generation test);

combination of rapid test and ELISA;

any of the screening tests supplemented by a line immunoassay;

combination of two rapid or simple assays.

Based on the need for a less expensive and more practical testing strategy, an alternative strategy
was proposed and evaluated by AIDSTECH and collaborators in Kenya, Ghana and Senegal
(unpublished data). Figure 2-4 below compares the proposed testing algorithm with a
conventional testing algorithm:

FlGiURE2·4

Conventional Testing Algorithm

+orI
I
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(see Figure 2-6)
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4o'fotal US DoUars $3,'362
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Proposed Testing Algorithm

I
Report
Results

In the proposed strategy, blood was screened by the HIVCHEK (DuPont) assay with negative
results being reponed immediately. All positive or indeterminate sera (those with questionable
results) would then be tested by an agglutination test Specimens which were reactive on both the
HIVCHEK and the agglutination test would be reponed as reactive for antibody to HIV without
further testing. Those results which were reactive by HIVCHEK but negative or questionable by
agglutination test would be referred for \Vestem blot testing.
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The costs of using this proposed algorithm was compared with that of the conventional strategy
and demonstrated a savings ofover 75%. The pro,ased algorithm had a negative predictive value,
that is. the probability that antibody to HIV is not present when the system resulted in a negative
report, of 99.2%. The positive predictive value. or the probability that HIV infection is present
when the test system yields a positive result. was 96.3%. The population tested represents blood
donors, persons practicing high-risk behaviors. and persons with symptoms of AIDS; the overall
prevalence rate was 7%.

SPECIMEN COLLECTION AND HANDLING

Quality laboratory results are dependent on. among other things. correct specimen selection.
collection, and handling. Most tests for antibody can be perfonned on serum or plasma, but it is
important to read and follow the test manufacturers' instructions concerning specimen selection,
use of anticoagulants, or heat inactivation of serum.

It is important to collect blood in a clean container and test immediately or store it in such a
manner as to avoid contamination. Serum or plasma should be separated from red cells
immediately. Generally if specimens cannot be tested immediately, but will be tested within 3
days. they should be refrigerated at 4 degrees Centigrade. Otherwise freeze serum or plasma
immediately (below -20 degrees C.) for the future testing. In this case it is important to plan for
future testing and avoid repeated freezing and thawing of specimens. Some tests should only be
performed on fresh unfrozen specimens; manufacnIrers' instructions should be followed. (Clear,
non-hemolyzed and uncontaminated serum or plasma are required for "IV antibody
testing.)

Recently, many of the commercial suppliers of ELISA and Western blot tests have adapted
the protocols for use with whole blood specimens collected on filter paper.3•4 In this method, a
small amount of blood is absorbed onto a specially designed and standardized piece of ftIter paper
(Schleicher and Schuel #903, Keene, New Hampshire. USA) allowed to dry thoroughly, and
transported to the laboratory. For testing, a prescribed size of circle is punched out of the blood
spot and placed in an elution buffer. The antibodies are elnted from the fIlter paper disk and tested
according to the adapted test protocol.

The major advantage of this technique is tbe facility with which one can obtain blood
samples when it is difficult to obtain venous blood. Other advantages include:

Small amounts of blood can be used for both ELISA and Western blot
testing.

Storage is facilitated.

Filter paper specimens can be easily and safely transported.

It is particularly suited for seroepidemiologic studies.

It is important to use the recommended, standardized filter papers and to dry the specimens
thoroughly before storage or transportation. Specimens can be stored at room temperature for
longer than 3 months without detectable loss of antibody and can be refrigerated or frozen as long
as they are not exposed to elevated humidity. It is often recommended that the ,"tied papers be
stored in sealed containers with a desiccant. The mnnufacturer's recommendations for b;e adapted
test protocol should be followed in order to be sure that fmal dilutions of specimen are correct.
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As with any labomlory method careful quality conU'OI procedures should be included for the filter
paper technique. This can be accomplished by preparing control fdter disks with HIV positive and
HIV negative blood and including these in each testing session.

SCREENING TEsTs FOR ANTIBODIES TO HIV
The ELISA
As previously noted the ELISA (Enzyme Linked ImmunoSorbent Assay) technique is most
commonly used for screening serum for antibodies to HIV and was designed to screen large
numbers of sera efficiently in abatch testing mode.

ELISA Classifications

Commercial ELISA tests are classified as first or second generation based on the antigen
preparation used in the test:

First generation EUSA tests for "IV use a lysate of whole HIV virus
antigen which has been grown generally in a human or animal cell line,
disrupted, inactivated, and applied to the solid phase of the assay.
Nonspecific reaction with ceUuJalr proteins sometimes results in an
increased number of false positive results.

Second generation ELISA tests for mv use antigens which are
synthetic peptides or recombinant proteins. These antigens are coated
onto the solid phase. Synthetic and recombinant antigens are generally
less expensive and safer to produce and should recuce the nonspecific
cellular reactions; however, the antigens must be carefully chosen so as
not to reduce the sensitivity of the test for detecting strain variations.

The original commercial assays prepared with HIV-l specific antigens may detect from 30% to
92%5.6 of the individuals infected with mV-2 due to cross-reactivity. The antigenic cross­
reactivity is chiefly with the core proteins, and there is little or no cross-reactivity between HIV­
1 and HIV-2 envelope proteins.7 Some of the new combination mV-l/lDV-2 tests simply add
a recombinant HIV-2 envelope protein to the mV-l antigens in the original mV-l specific
tests. This type ofcombined assay is excellent for assuring a safe blood supply since it screens
for both viruses. However supplemental tests for both viruses must be used for confmnation, thus
complicating the interpretation and significantly increasing the costs of testing.

ELISA Formats
There are two basic test formats used in rast and second generation ELISA tests:

The microliter format, in which the solid phase support for the test antigen
is the plastic well of 96 well microliter plates. Sometimes the 96 well plates
are divided into smaller test strips allowing more efficient testing for small
batches. The microtiter strip or plate must be read on an ELISA reader which
is adapted for use with microliter equipment.

The bead test format, in which plastic beads are utilized as the solid antigen
support. The test is perfonned in plastic trays, but reagents are transferred to
test tubes for reading on an ELISA reader adapted for test tubes.
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ELISA Principles
The ELISA technique is based on two principles: the noncompetitive and the competitive
ELISA.

In the noncompetitive ELISA (sometimes referred to as the
·'indirect" or "double antibody ELISA") viral antigen is coated onto a
solid support.8 The serum to be tested is diluted and then incubated with
the antigen at a prescribed temperature. During this second incubation
period, the antibody which is specific for HIV will bind 10 the HIV
antigen; unbound antibody is then washed away and an anti·human
antibody conjugated to an enzyme is added to the test well and incubated.
Owing this incubation period, the conjugate binds to the human antibody
which is bound to the HIV antigen to fonn a usandwich." During the next
washing step, all unbound conjugate is washed away. In order to
visualize the reaction, a substnlte is added, which is broken down by the
enzyme to fonn a colored product The colored product is: measured on a
spectrophotometer (ELISA reader) at a designated wavelength and
reponed in optical density (00) units. In this noncompetitive ELISA
method, the amount of specific antibod~r to HIV is directly proportional
to the amount ofcolor developed and to the OD reading. A cutoff point is
detennined by the manufacturer and all specimens with an OD reading
above the cutoffare considered to be reactive for antibody to HI~

In the competitive ELISA, enzyme labeled anti-HIV antibody competes
with patient antibody for antigen. which has been immobilized on the
plastic support.8 The amount of color developed is inversely proportional
to the amount of specific HIV antibody present in the sample. The
competitive assays generally require I!ess time to complete and do not
require specimen dilution.

An ELISA test that requires 2 to 4 hours to complete is economical when perfonned in batches.
EUSA testing requires specific ttaining and strict attention to detail throughout Results from both
noncompetitive and competitive techniques are objectively detennined by a spectrophotometer.
The equipment required for perfonning the test is expensive and requires maintenance for optimal
perfonnance. Figure 2-5 on the next page compares various commercially available ELISA
tests.
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FIGURE 2·5
". ELISA TEST FOR HIV .......
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HIV·1IHIV·Z HIV·IIHIV·2 KIV·I HIV·I
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EQUIPMENT COSTS FOR ELISA TESTING

Plate washer, including pwnp S700 ($4.000 automated)
ELISA basic strip reader 3.CXX> ($8.000 automated)
micropipettors 100
multipipettors 400
Disposal pipette tips /1.000 40
Incubator 3,0
TOTAL EUSA COSTS $4.560· 16.560



SIMPLE, RAPID, AND OnIER TESTS FOR "IV
Allbough the ELISA Is most widely used, there are other screening techniques that are
better adapted to laboratories without sophisticated equipment and to testing that is less
frequent and on a smaller scale:

Simple, rapid immunobinding assays am use enzymes or other
chemicals for detection ofantibody.alntigen complexes. An example is a
dot immunobinding assay in which a synthetic antigen is supported on nitro­
cellulose. Specific antibody is bound to the antigen and then reacted with a
colloidal gold conjugate. A red spot indicates a reactive test. This test can be
completed in five minutes. Many of the new urapid" tests for HIV are based
on a similar principle, Other tests include built-in controls and some exhibit
a +or - sign as an indicator of reactivity. The tests are economically
performed as single tests and can be IJerformed in much less time than
ELISA. Test results are determined subjectively and rely on technical
training and experience. Expensive eCluipment is not required. These
tests, however, are not efficient for lal~ge volume testing.

Some serologic tests for HIV are b1W~ on the agglutil1lation principle
whether in a microliter or slide fonnat. This technique is based on specific
antibody in the serum binding to particles which are coated with antigen.
°lbe bound particles fonn complexes wlhich can be seen as aggregates on a
slide or settle into defined patterns in a microtiter plate. The test patterns
are read visually and are not dependent on equipment; however, the
reading and inte'rpretation are subjective. These tests lean be
performed economically alone or in batches. Figure 2-6 below
compares other screening tests which are now availablfe.

FIGURE 2-6
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Teltu.mpIe F'-1HnIIII or pl__ SenIl1I elI' ......
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Muuracbnr 0rtII0 '830rrreIa 0rtIl0 ea.brIrJze BIc:iIdeDI:e FIIJfnhlo Abboa

Tsa ..... lIt 1. 36 IN 216'SH ...
C... • 4.11 U .. US U. .....

• Cost =nlatinalit per test based 011I pwrdu.Je 0110.000 lest fa US$
This taMe Is ftRecOI'e oItbe clUTtrrnt types 01 technology ava1J:able and Is not meant to be aU inclusive or to endorse
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SUPPLEMENTAL TE.','TS FOR ANTIBODIES TO "IV
The Western blot
The Immunoblot or Western blot test is most commonly used as a supplemental test for
detecting antibody to the spedfic proteins of mv. It is commercially available in kit form
which simplifies the technique and provides standardized reagents.

The Western blot kit includes strips containing blotted protein bands which have been electro­
phoretically separated according to molecular weight These strips are reacted with diluted serum
and incubated to allow specific antigen-antibody binding. Nonspecific antibody is washed away
and anti-human antibody conjugated to an enzyme is added and allowed to incubate. Unbound
conjugate is washed away and substrate solution is added. Appearance of colored bands indicates
reaction of antibody to specific proteins of the virus.9 Various band patterns are interpreted as
reactive, indeterminate or non-reactive. Interpretation ofreactive and non-reactive tests is based on
data from clinical studies. Kits for immunoblotting are very expensive and the technique relies
on SUbjective reading and interpretation of the test results.

The interpretive criteria for the Western blot assay vary and are debatable. The major genes
and gene products are as follows:

Gene Gene Products

Core (GAG)
Polymerase (POL)
Envelope (ENV)

HIV-t
p18,24,55
p31, 51, 65
gp41,120,160

HIV-2
p16, 26, 55
p34,68
gp36, 105, 140

A recent CDC recommendation10 has proposed that a reactive test result for HIV-l be defined by
the presence of any two of the following bands: p24, gp41, and gp120/160. A negative Western
blot result is one in which no bands are apparent. An indeterminate result is the presence of any
other band or bands that fail to meet the positive criteria.

The criteria for interpretation of Western blot for HIV-2 was described in the report on the WHO
meeting on the criteria for the evaluation and standardization of the diagnostic kits for the
detection of HIV antibody.ll Based on studies since that time, the WHO Collaborating Group on
HIV-2 has recommended a revision of the WHO criteria for interpretation of HIV-2 Western blots.
The revised criteria include the following definitions:

A positive result is one that shows evidence of 2 of 3 ENV bands with
or without GAG and/or POL bands

A negative \Vestern blot is one in which no bands appear

An indeterminate result is reflected by other profiles that are not
considered positive or negative.

A second specimen should be requested for repeat testing ofindetenninate results. These reactions
may be due to early infections with HIV-2 or may represent cross-reactions with HIV-l, or they
may be a nonspecific reaction.
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Other Supplemental Tests

The line Immunoassays, which are second generation assays, have
potential use as supplemental tests. Recombinant proteins and synthetic
peptides are applied in band patterns on plastic support strips and tested
in a manner similar to the immunoblot assay. These tests will be less
expensive alternatives for validation and for differentiation of viral
strains because protein bands representing more that one virus can be
applied to the strip.

Specific protein ELISAs are available for detecting antibody to specific
proteins of the virus. In these assays, specific recombinant or synthetic
peptides are coated onto individual weUs of a microtiter plate and tested
by a standard ELISA technique. Proteins from HIV-} and HIV-2 can be
used to detennine strain specificity.l2

The indirect Immunofluorescence assay (lFA) can be used as either a
screening or supplemental test for antibody to HIV.13.14 In this procedure,
virus-infected cells and non-infected cells are fixed on microscope slides.
Serum is placed on the slides and allowed to incubate, during which time
specific antibody binds to the antigen. Nonspecific antibody is washed
away and a second antibody conjugated to fluorescein is added and
allowed to incubate. The slides are examined under a fluorescent micro­
scope for specific fluorescein bound to antigen. The uninfected cells are
an important control for nonspecific reactions. IFA is a less expensi.ve
method for validating screening test results; however, an expensive
fluorescent microscope is required and subjective inteirpretation of
results relies on technical experience..

The radioimmunoprecipitation assay (RIPA)lS is a highly sensitive
and specific supplemental assay, but it is limited to use in a few research
laboratories because of cost, lack ofcommercial kits, and requirement for
radioactive reagents. The procedure involves incorporating specific
radioactive amino acids in the virus. The radioactive-labeled virus is then
partially purified and mixed with serum being evaluated for presence of
antibody. Ifantibody is present, it binds to the homologous viral-specific
proteins against which it is directed. TIle antigen-antibody complexes are
absorbed by staph protein A and pelleted by centrifugation. The
precipitated labeled antigen is then separated by electrophoresis and its
presence confmned by autoradiography.

Figure 2-7 on the next page compares supplemental mv tests.
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FIGURE 2·7

, SUPPLEMENTAL TESTS FOR HIV' __

Test
HIV Western Inno·LlA Retro·tek

blot HIV·IIHIV·2 Ab IFAlHIV

Supplemental Supplemental
Screening or

Application supplemental testing
testing testing

No time constraints

Level of dlmculty Moderate Moderate Moderate

Rotary shaker, Agitator, Incubator,
Additional supplies or mlcroplpettes, •.';plrator, mlcroplpcttes,
equipment required aspirator mlcroplpettes nuortSCtl1t microscope

Time 24 hrs. 4hn. 2bn.

Test principle Immunoblot Immunoblndlng Indln:ct
Immunonuorescence

Format Nitrocellulose Llnelmmu~y Fixed cells on slides
strip

Partially purlned Recombinant proteins HIV·lnfected
Antigen Synthetic peptldes

HIV separated proteins HIV·lfHIV·2 cells

Manuracturer DuPont Innogenetlcs Cellul"r ProchJC:ts

Tests for kit 27 strips/kit 20 testslklt 25 tesSslklt

Costs • 40.00 20.00 8.00

• COld II relative COlt per test balled on pUrchase fA 10,000 testa In USS

ThL" table Is reflective of the different
types ot technology available and Is not
meant to be III Inclusive or to endorse
the lIpeclnc test.fI.

Equipment Costs
for Supplemental
Tests for KIV

Western blot
rocker platfonn ---.--- $550

Immunofluorescence
fluorescent microscope·- $l~OOO



NON-SER01.0GIC TFMS f'OR IIIV
Many other technologies which directly detect the virus are available. These include:

HIV culture;
nucleic acid probe;

antigen detection;

electron microscopy;

polymerase chain reaction.

These techniques directly detect the presence of the virus or its subunits in cells. tissues. or body
fluids.

They are imponant tools for the research laboratory. They generally are not practical for the
clinical lab or blood bank because they often:

are not capable ofdetecting very small amounts of virus;

may be extremely expensive;

may require a significant amount of time 10 obtain results.

One of the major problems in direct detection of HIV has been a low level of virus or antigen
present in the cells. Recently. a novel technique has been developed for in-vilro amplification of
the DNA or RNA ofH~ the polymerase chain reaction (PCR»)6.17

The principle of the PeR is based on a three-step cycling process:

denaturation ofdouble stranded DNA;

annealing of primers;

primer extensions.

A typical cycle takes from 3 to 5 minutes and is repeated 20 to 40 times to increase the level of the
DNA to a level detectable by common laboratOly methods. 1be targetted DNA region is defmed by
the primer pairs. Primers are chosen which define a well conserved region of the HIV genome.
This region is then amplified to detectable levels.

The PeR technique will be useful in:

diagnosing HIV infection in infants hom to seropositive mothers;

defming latency periods;

monitoring antiviral therapy;

differentiating between HIV-l and HIV-2.

The PeR technique is a developing technology and should be used cautiously. The use of proper
controls in all test runs is extremely imponant. Contaminating DNA is a recurring problem. Even
the smallest amount ofcontamination will be amplified and give false results. It is advisable to:

carry out all procedures in a separate room;

assure that all equipment is disposable;

make sure that reagents are dispensed illlto single use aliquots.
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QUALTTY ASSURANCE IN IIiV TE.+mNG

A National Quality Assurance Program 15 important to ensure continuous delivery or
accurate test resulLfh In addillon it serves ae; an important evaluation tool fonowing a
tralning program and initiation or new techniques.

"Qualily assurance'· describes the total process whereby Uae quality or laboratory reports
can be guaranteed. It is all encompassing and includes steps taken both inside and outside of the
laboratory to achieve reliable results. Included are the following:

proper selection and identification of specimens;

specimen collection;

data recording and analysis;

training and continuing education;,

well maintained and calibrated instruments;

laboratory quality control;

evaluation ofnew tests;

external proficirncy testing.

In establishing a National Quality Assuram:e Program, standards should be fonnulated for
technicians and laboratories and they should be monitored for .compliance through a laboratory
inspection program and periodic performance evalJanon of technical staff. ProbIe.lls identified
through the monitoring process should be corrected and re-evaluated.

''Quality conlrol" describes tbe labo,ralory pro<.'edures which ensure that tests are perro'!'"med
correctly. This includes:

running known positi\'e and negative control sera with each test;

assuring that all manufaclwer specifications for an acceptabk test run are met;

recording storage temperature of reagents;

recording lot numbers and expiration date of reagents;

recording maintenance ofequipment;

assuring that all instruments are calibrated, including pipening devices.

Positive and negative conttol sera are generallly included in test kits, but often additional control
sera are desired for monitoring reagents over time, identifying trends due to technical factors,
testing proficiency, or monitoring other conditions that may affect test results in the laboratory.
Ideally serum from a dngle donor is used as a control reagent; however, it is vinually impossible
for most laboratories to obtain a single speciIDien of sufficient volume and disease documentation
for quality conttol purposes.

Kudlac et aI.IS have described a strategy for creating a standardiud serum pool and for comparing
tests on the basis of a net positive 00 (optic-al density) value. In this method" serum samples
which tested negative on EUSA and \Vestem blot were pooled and filtered" and a preservative was
added. This was used as a negative pool and also was used to dilute a positive pool to the {,ytimum
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antibody level. To create the positive antibody pool. 100 samples wete selected which were
antibody po,sitive by ELISA and teaeted to all of the HJV·I protein bands by Western blot..
After pooling the positive sample 1.lI1d mitring, the pool was diluted to a level at which:

the BI..ISA. OD level was on the descending straight line of the titration
cW"Ve. and

all protein bands were visible on Western bloL

This concentration of positive conbOl was chosen because the OD ofa sample in the descending
straight line of the duation curve varies in direct proponion to the amount of antibody in the
sample. S,amples at this concentration represent anJtibody concentrations that react optimally with
the antigen on the ELISA plate. Any faetots atTecdng this optimal ~lction result in a quantitative
and proportional change in the 00. This change enn be used to:

measw-e precision in the labonnory;

monitor m1gent quality.

To evaluate lest variabilily, the reactivities of the control samples are expressed as the net positive
00 value. This value ;s calculated by subtracting lhe cutoffOD from the sample 00.

Establishment ofa national proficiency testing program will ~ure standardized test results.
Panels of well characterized sera are disbibuted to laboratories as unknowns. The laboratories
perfonn routine tests for KIV and report results tiC) the National Reference Laboratory. Results
from all laboratories panicipating in the program aile analyzed and proficiency repons are returned
to the laboratory. Problems wilh re·agenl1, storage conditions, and techniq,ue can be identified
through this program but, moreimponantly, il provides assurance ofquality testing.

International proficiency testing programs are available through the World Health Organization
and the U.S. Centers for Disease ContIol (CDC). Panicipation of the National Reference
Laboratory in these programs should be encomaged as validation of quality national testing. For
more infonnation on the \VHO Proficiency Testing Program contact the Global Programme on
AIDS, WHO. Geneva. For infonnation on the CDC program. contact: PRJ, P.O. Box 12795,
Research Triangle Park, Nordi Carolina, 27700. U.S.A.

I~ABORATORY SAFETY
Swveillance and anecdotal reports indicate that the riS.1e of work-related HJV infection for all
health care workers is low. However. there are documented cases of laboratory-acquired HIV
infection.19 HIV has been isolated from blood, other body fluids, and tissues of infected
individuals. The laboratory staff should be aware that the skin and mucous membranes of
the eye, nose, and mouth are considered as po,fenfial pathwa)'S for entry of the virus..20

Needles. sharp insttuments, broken glass. and other sharp objects must be carefully handled and
discarded in a safe manner (see Figure 2-8 at the end of this chapter). The increasing prevalence
of HIV increases the risk that laboratory workers will be exposed to blood from patients infected
with HI\'; therefore, blood and OOdy fluids from all.1 patients should be considered as potentially
infected with HIV or other blood-borne pathogens. Laboratory workers should adhere to universal
infection control precautions for minimizing the lisk of exposwe and should be familiar with
sterilization and disinfection methods.
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HIV is extremely sensitive to heat and to chemical disinfectants. It is easily innctivaled by standard
methods for sterilization and disinfection.21 Heating methods are generally more reliable than
chemical methods (see Figure 2·9 at the end of this cbapter). Chemical methods of disinfection
should be monitl.lred carefully. They are influenced by:

temperature;

presence oforganic material such as blood;

dilution and stability of solution.

Wash instruments carefully prior fo steriIJQtion or disinfedion to relJ1()ve blood and other
protei.naceous material tha~ may affect disinfection.

Chemical solutions should nol be used for disinfecting syringes and needles for vaccination
because they may inactivate vaccines or otherwise chemically react with the injectable.

Normally, simple wiping of environmenul' surfaces with ,an appropriate disinfectant is
acceptable.

Infectious spills should be nooded with disilnredant before a final wiping.

COtlNSELING

Counseling in conjunction with HIV testing i1; a powerful prevention tool. The primary public
bealth purposes ofpost-test counseling are to educate infected individuals to avoid infecting
others and to help uninfeded individuals initiate and sustain behavioral changes that reduce
their risk ofbecoming infected. In addition the anxiety and fear of the patient can be reduced and
the significance of test resulls explained throujgh counseling.

Laboratory and blood bank personnel are sometimes required to provide pre- and post-test
counseling. 11ris is oflen an uncomfonable task for professionals who have not been trained in
counseling techniques. Training in counseling techniques should be provided to all
professionals who report test results to patients and should be included as well in technician
training programs. One must not forget the fJechrn:cian in a rural hospital who may be forced to
explain why donated blood is not suitable for transfusion.

TRAINING

Training is a critical component of an effecti'·~ HIV testing program. The effectiveness and
reliability of the HIV tests is dependent on tr'.J<ined technicians performing the tests correctly. New
and continuously changing technologies rely on a continuing education program. Competency­
based training as described elsewbere in this book is particularly suitable for training in laboratory
techniques.

It is important to incorporate training in HIV testing techniques into the curriculum of schools for
laboratory technicians and is equally important to design a training program for tec;~nicians that
have already been certified and have laboratory experience. This ttaining can take place at a
b"aining center in the reference lab or can be bench training on site. Training needs and
performance evaluation should be monitored on a continuous basis with training programs
adjusted as needed.
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ftGUREU

G}1~NI~RAI-, GUID'ELINI~S FOR
LAI~OR~I'OI{Y SAFE~fY

1. Use appropriate barrier precautions to
prevent skin and mucous membrane
exposure to blood or body fluids. Include
gloves, lAb coats, masks, and protective
eyewear when procedures are likely to
gent.)rate droplets.

2. Wash hands and other skin surfaces
immediately after exposure and upon
removing gloves.

3. Prevent injuries by sharp objects. Use
plastic when available. Discard needles
and other sharp objects in puncture-proof
containers. Do not attempt to recap or
bend needles.

4. Avoid mouth pipetting in the laboratory.

5. Decontaminate laboratory work surfaces.



Sterilization kills all forms of life including viruses, bacteria, and
spores. Sterilization methods include:

Steam
Using an autoclave or modified pressure cooker, operate at
121 degrees C. at 1 atmosphere of pressure for a minimum
of 20 minutes.

Dry heat
Using an electric oven, heat at 170 degrees C. for 2 hours.

High-level disinfection kills viruses and bacteria but not spores.
High-level disinfection methods include:

Boiling
Boil for 20 minutes.

Soaking in chemicals
Chemical inactivation is dependent on the presence of blood and
other proteinaceous material which inactivates the chemicals, and
on fresh preparation of appropriate concentrations of chemicals.

Immersion for 30 minutes in one of the following is recommended:

• Sodium hypochlorite, 0.1 % -0.5°k available chlorine
• ethanol, 700/0
• isopropyl alcohol, 70%
• formaldehyde, 4°k
• glutaraldehyde, 20/0
• hydrogen peroxide, 6%
• polyvidone iodine, 2.50/0
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PREV1Elf:

SURVEILLANCE FOR HIV, All)S, AND STDs

INTRODUCTION
Surveillance is the routine collection and analysis of
data which may be used to take appropriate action.

WHO recommends that HIV surveillance 91forts
focus on:
• the distlbution of HIV infections
• the trends of HIV infections

USES OF HIV AND OTHER
SURVEJLLANCE DATA
HIV data are the best source of information on the
actual AIDS situation and trends. Such data assist in:
• targeting specifIC interventions
• securing political or governmental support
• enhancing the commitment of staff workers

AIDS surveillance data may be used to show:
• presence of the problem localiy
• a clinical case load due to HIV infection

STD data are imponant for:
• determining the magnitude and trends of risk

behaviors
• evaluating whether the program is effective in de­

creasing risk behaviors

HIV SURVEILLANCE
When surveillance is the major objective of an HIV
testing program, the following questions must be
addressed:
• Who should be tested?
• How will they be recruited?
• How will specimens be obtained?
• Do counseling services have to be availabJe?

SENTINELSURV8LLANCE
Sentinel surveillance can determin~ differences be­
tween groups and locations over time.

Sentinel surveillance using "'Jeft over" blood can offer
a practical way to monitor trends over time.

METHODS OF BLOOD SPECIMEN COLLECTION
FOR HIV ANTlBODY TESnNG
Before screening or testing it is critical to:
• decide on the method for obtaining blood samples
• write a description for operating procedures
• ensure confidentiality
Unlinked anonymous (with no way of contacting the
tested individual) is the most accurate testing method
for surveillance purposes.

PREClSION AND SAMPLE SlZE
Greaf preasrlOn in the assessment of HIV plf8vafelflC6
is not U1SuaJlty needed 'M publiC heahh porposes. and
large satnplle sizes _lie not ooC&SSary.
A sampWng fmquency shoutf be used to:
• idoolify trends
• dalenn«ne that a tltneshol'd has been exceeded

DATA MANAGEMENT AND ANALYSiS
Manual data mana~9rnent may be used rnmalty, Mlh
COO1puter systems being Geveroped 'at~r"

F« lInritilked aoonyrlnoos sllWVeilraOC&. basic demo­
gtaphiic and geographic Information shookt 00 col-­
&ectad.

AIDS CASE OEflNnlON AND SURVEILlANCE
A single national del\ni1ion should be accepted for
purposes of report/os to WHO; however, data on the
number of tndViduals who hlad positive serofogic
tesls, negatwe serollog~ tasts, and no tests are also
haJpful.

SURVEILLANCE fOR STD.
The evidence suggests that patmnts with STDs are
at greater risk for HIV infection and transmission.
Control of STOs is one of the major strategies for
preventing HIV transmission.

The fllSt step in STD sUflVeilfance is to determine
what facilities are used locally by patients.

FOf estimating STD incidence, the most important
data are the nu.nber of initial visits to faciftlies.

CONCLUSIONS
The backbone of HIVIAIDS prevention efforts is
surveillance for:
• HIV infection
• SID infection
• knowledge of HIV risk factors
• practice of risk behaviors
Sentinel surveillance, allows trends 10 be monitored
according to convenient systems, and offers
opportunities for:
'. seeing the diversity of HIV
'. recognizing that other indicators exist
,. providing a structure for monitoring trends



SURVEILLANCE
FOR HIV, AIDS, AND STDs

Gm'y Siutkin
Jarnes Chin

INTRODlICl'ION

Rationale for Surveillance and Basic Considerations
The worldwide spread of AIDS has crealed an urgent need to mobilize resources and taJget effons
to prevent the fwilier transmission of HI'I.. SwveiUance provideslhe essential guide for this work
by:

detennining the extent of the problem;

monitoring trends in different are~1S and population ,groups.

Methods used for surveiUance of HIV infection and AIDS do not differ technically from those
used for other infectious diseases. HO\vcver. HIV/AIDS surveillance is more difficult because of
the:

severity of HIV infection;

extreme social and personal implications of identifying an HIV-infected
person.

Because of these factors. surveilJance issues such as anonymity and confidentiality are of
paramount importance.

A surveillance system should be practical and readily understood by those who implement it Two
vital questions need to be answered in designing an HIV/AIDS surveiUance system:

What are the most relevant priorities for HIV/AIDS prevention and
control?

How will the data obtained be used?

Priority Surveillance Information for mY/AIDS Prevention and Control
Surveillance is the routine collection and analysis of data which may be used to take appropriate
action. In the context of HIV/AIDS prevention and control. data onH~ AIDS. STDs. and risk
behaviors would be appropriate to collect for surveillance.
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At presentt the World Health Organization recommends that DIV surveillance efforts focus
largely on determining:

the distribution of HIV infections;

the trends of mv infections in sentinel target populations.

This recommendation provides the major emphasis for this chapter. HIV surveillance is
accomplished through the use of serologic tests and is distinctly different from case reporting
systems.

It is clear that:

the true AIDS case load is always underestimated by most reporting
systems. in some cases by as much as tenfold or more;

the true mv prevalence can be used to make estimates of the current
and future clinical burden of diseases due to HIV infection, including
AIDS.

Other high-priority surveillance data include preva~ence and incidence of STDs in sentinel
populations. Such data provide infonnation on:

the population at risk;

the changes in risk behaviors.

Similarly, sentinel systems can be developed to:

monitor knowledge;

monitor reported behaviors;

detennine other indices of program function or effectiveness.

This chapter outlines these key principles ofSID surveillance. It is important to remember that in
order to monitor the effectiveness of an AIDS program, we must keep track ofdata on:

trends in awareness and knowledge;

risk behaviors;

Sills;

HIV infections in sentinel populations.

Before proceeding, readers may wish to refer to the glossary at the end of this chapter, which
offers definitions on certain key terms.

THE USES OF HIV AND OTHER SURVEILLANCE DATA FOR

IMPROVED HIVIAIDS PREVENTION AND CONTROL

In Africa in 1989, there were many populations of SID patients and prostitutes in which the
prevalence ofHIV ranged from 20% to 80%. In many urban areas the prevalence ofHIV infection
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reached 10% to 25% in adults. Such data are essential to target prevention efforts and increase the
commitment of decision-makers to AIDS prevention and COnU\l. programs.

Surveillance is also critical to:

determine how rapidly HIV is spreading to new areas and other groups of
people;

discover and follow trends.

Figure 3-1 shows examples of trends seen in African countries in different populations:

F1GURE3-1

EXAMPLES OF TRENDS OBSERVED BY SERIAL STUDIES
FOR DIFFERENT POPULAnON GROUPS AND COUNTRIES
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Studies estimate that the HIV prevalence has increased by about 1% peT year among groups
thought to represent the general population (such as antenatal clinic attenders) in some countries.
In at least one location, an increase of 4% to 5% per year has been documented in antenatal clinic
attenders. A 40% increase of HIV prevalence was documented in one year in one prostitute
population that was not receiving adequate educational services.
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IIiV data are among the most valuable and useful health data currently available. 1\vo
examples connon this point:

In one country, the fmding that HIV prevalence was 6% in an antenatal
clinic in a roraI area resulted in accelerated educational campaigns at the
village level.

In another country, the rust signs of an increase in prevalience to 3%-4% in
SID patients resulted in accelerated efforts to recruit and train new staff in
counseling for SID patients, and to ensure availability ofcondoms to
those persons.

HIV data can also be used to obtain and ensure the commitment of individuals and groups for
AIDS prevention and control programs. Many persons still are not aware of how serious the
situation with AIDS is, or how rapidly changes occur. HIV data furnish the best infonnation on the
actual situation and trends. These data can be used to:

help secure or increase support from politicians and governmental
agencies;

target interventions;

enhance the work commitment of individual staff members at all levels.

In addition, dissemination of the data facilitates educational efforts aimed at providing individuals
with a better understanding of their real risk~ A more complete description of the uses ofHN data
for guiding AIDS programs is available from WHO/GPA.2

AIDS nata
AIDS case surveillance data are used to demonstnllte that:

the problem is present locally;

the clinical case load ofdisease due to HIV infection is increasing.

Other than these two uses, data on the number ofAIDS cases are usually less useful than HN data
because of the long incubation period and substantial under-reporting.

STDData
SID data are important for:

determining the magnitude and ttends of risk behaviors;

evaluating whether the program is effective at decreasing risk behaviors.

Surveillance systems can also be developed to monitor disease awareness, attitudes,
knowledge, and behavior.

(See Chapter 13 on evaluation.)
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mv SURVEILJ..ANCE

HIV Testing Objectives: Surveillance VSo Other Objectives for mv Testing
The major objective of any HIV testing program is to:

document the HIV incidence or prevalence in populations (surveillance);

OR:

identify infected individuals (case finding).

Before designing a testing program, it is imponant to recognize which of the two objectives is to
be met Once the objective is made clear (i.e., surveillance 'Is. case fInding), the fol1ow!:lg questions
must be addressed:

Who should be tested?

How will they be recruited?

How will specimens be obtained?

Do counseling or other services have to be available'!

Many persons believe that IIIV screening or testing should aooomplish both surveillance and
case-finding oriented objectives. However, attempts to attain both objectives can severely
compromise the reliability of the surveillance data collected.

Collection of personal identifying infonnation is not necessary for most surveillance purposes. In
fact, insisting on collecting such data can result in persons at risk of UIV infection refusing to
participate, and/or avoiding the facility in the future.

Therefore, it may not be possible to meet both case-finding and surveiUance objectives with a
single testing system. Parallel HIV testing prog13.l1lS need to be developed if both objectives are to
be met For example:

An antenatal clinic sets up a surveillance system based upon unlinked
testing. Unlinked tests for HIV serologic markers take place only afrer
removing (unlinking) personal identification infonnation from the blood
specimen.

A separate but parallel program offering voluntary confidential testing
can be subsequently developed if infections are detected and resources
are available to offer such services as counseling. etc. In a voluntary
confidential test, results are conveyed to tested individuals and to a few
selected health care providers.

Specific Objectives or HIV Surveillance
Specific objectives of HlV surveillance include:

estimating the incidence andlor prevalence and distribution of HIV
infection in population groups;

monitoring trends in HIV infection over time;
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identifying subgroups at enhanced or reduced risk of infection for
purposes of intervention;

evaluating and setting priorities for intervention programs;

assessing risk factors in HIV transmission;

making projections of future AIDS cases;

providing infonnation for program plwming and justificcdion of
requested resources.

The objectives considered most relevant and wgent for any program may differ according to the
program's policies, current slate of developmen~and current needs. Examples include current
need for advocacy. enhanced oommitment of staff, overall direction. regional priorities for
counseling, and need for training.

In aU cases it is important for the program to plan and evalua~e activities based upon monitoring
and using infonnation on the following:

level and trends of HIV inrection in population groups;

uends of HIV infection in dirrerenlloc~ltions.

Discussion on objectives is TtCOmmcndcd and use ofdata should occur:

before initiating surveillance;

during triUning;

after anaJ,ysis when detennining distribution.

Advantages ofSentinel SerosurveUJance
Sentinel serosurveillance involves the selection of s.pecific sites at which a predetennined number
of persons from a specified population group(s) are routinely tested in a regular and consistent way
according te '!' ;>rerletennined protocol.

The main purposes ofsentinel Shrveillance are to:

determine the differences between gfioups and locations;

defer.mine changes over time.

For these purposes, populations need not be perfectly ~~epresentative.n

Sentinel surveillance systems in Mrica hJ<ive been designed largely on the basis of the use of
"leftover blood" and therefore take advantage of the convenience of existing populations which
are seen at set sites (such as antenatal clinics or SID dUlies); and the convenience of serum
samples already available. Other advantages include:

fewer logistical problems in patient recruitment than in other systems;

no infonned consent (if personal identifying infonnation is
removed-unlinked-from the blood specimen before testing);
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surveiUance data collccled by unlinked testing are more accurate than
data from other methods.

Such a sentinel system would be a very practical way to monitor trends over time.

Alternative methods of HIV surveillance include general popuhltion surveys and cohort studies,.
but these methods have several serious disadvantages:

They are much more costly than sentinel surveiUance.

They are logistically difficult to evaluate.

111ey require large sample sizes.

H 1aJge surveys are to be capable of measuring trends over time, then the bias in each survey
should be constant nus may be unlikely. Forexample, there may be a larger number ofnrefusersu

in a repeat study, causing the trend to appear to be less of an increase than is real.

Other Sources of HIV Data: Cohort Studies
Cohort studies may provide data for surveiIJance purposes but should not be relied upon as the
basis of a surveillance system because of:

probable bias in constituting the cohort;

problems of follow-up.

Nevenheless. vef}' useful data can be derived from cohon studies in selected populations. such as
the mililal)', workplace groups, or recruited antenatal women. TIlese data can:

provide direct infonnation on incidence related to specific interventions;

complement a basic sentinel surveillance system;

provide information on program 01' project effectiveness.

Other Sources ofmv Data: Cross-Sectional Studies
Ad hoc or other less systematically derived serologic studies can also provide data on the
distribution of HIV infections. Ad hoc srudies are useful to collect information on groups or in
locations where:

little or no HIV infonnation exists;

there has been no data for years;

there are important unanswered questions about certain groups.

Here it would be best to repeat prior study methods whenever possible. although in some
circumstances it may be useful to improve the methods. Sentinel surveillance for HIV can then be
used to encompass this new information. and the new studies can be performed in the context of
expansion.
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StJedion or Populations and Sites for Sentinel Surveillance
A number ofsentinel groups &Ie potentially R'::wable for HIV antibody screening, and they can be
divided into two general categories:

groups that are not at a high risk of HIV infection and are more
representative of the healthy sexually active population (e.g., antenatal
clinic attendcrs);

groups that are more likely to be exposed to HIV due to high-risk
behavior (e.g., sm patients and prostitutes).

Most African countries have decided to petfonn sentinel smveillance activities on both categories.
Orner groups have been chosen as sentinel populations from each of these categories, depending in
part on convenience of access.

Examples ofother populations chosen among possibly high-risk groups include the military, truck
drivers, and other highly mobile groups.

FAc1anples ofother populations chosen that might represent the general population include factory
workers or hospital admissions for unrelated diagnc,ses (e.g., trauma patients).

THE USE OF BLOOD DONORS AS A SENTINEL POPULATION

Special mention must be made of the use ofdata from individuals who have donated blood. Such
data should already be available, and, therefore, require only collection and tabulation for analysis.
These data are a ready source of infonnation on HIV prevalence, often from areas with few prior
or current studies.

An exam.ple of the utility of blood donor data is s:ftown in Figure 3..2 on the next page. These
data were collected in early 1989 for discussion at the national AIDS program review in one East
African country. The data, which had not been previously examined, demonstrated the differences
in HIV prevalence among blood donors in seven provinces and the changes that had occuned over
the preceding two years. Based on these findings, the AIDS program review made several
recommendations, including the implementation ofmuch more directed activities in the provinces
with ta~e higber rates, and the implementation of a more systematic and regular tracking of these
data by program staff.

Another country recently reviewed its blood donor data and was surprised to learn that five
provinces had an HIV prevalence ofmore than 2%, with one province showing more than 7%. It
was previously thought that the problem was confined to high-risk pl)pulations, as prior studies
had only been perfonneJ on prostitutes.
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FlGUREJ.2

UnLITY OF BLOOD DONOR DATA

E. AFRICAN COUNTRY - BLOOD DONORS, 1987-1989
% SEROPOSITIVE BY PROVINCE AND QUARTER

6....----------------------------w
N

E..... , R, , , w
~~~ tr .~---~---••_~,~." -- p , C

L--4~=~~~I~..~..~.I1;..;III;II;'II~III~II;..I:;I1;..=III~..~II=III~~~=~~" ~N~.-Jo

1

5

4 C

•Jc
NOle:

~ 3
• Single capital letters
Q.

IndIcate first letterof

2
each province name.

III IV
1U7

u III
usa

IV

WHOB9836

Allhough blood donor data may be useful to alert program slaff'to rates that may be higher
than suspected, they present severe problems of reliability:

First, blood donor data may be highly variable from month to
month. As seen in Figure 3-3 on the next page, the percentage of
mv positive blood units at Hospital A varied from 12% to 29% o\'er
a span of less than 12 months. This was due in part to shifts in
recruitment populations. In some places, seasonal changes may be seen
in the data as military posts or schools might receive preferential visits
during different times of the year.

Second, the prevalence ofHIV among blood donors may stabilize or
actually decrease over time as collection sites selectively discourage
recruitment of high-risk persons: for donation. This is shown for the
U.s. in Figure 3-4 (overleaf) and has been seen in Rwanda, France, and
Mexico as well.
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FIGURE 3-3

PERCENTAGE OF BLOOD TRANSFUSION UNITS
SEROPOSITIVE FOR HIV.198&.1987*
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Blood donor data may give the impression of a decrease in HIV among
the general population. but a simultaneous look at antenatal clinic
attendees may show a real increase. An example from Tanzania is
given in Figure 3-5 (next page).

These considerations indicate that blood donor daaa should be actively collected, analyzed, and
used in order to:

provide some infonnation for locations where no other data exists;

provide feedback to the blood recruitment services on effectiveness
practices to discourage high-risk donors.

Blood donor data should not be used to:

represent the general population;

monitor trends.

For those pmposes. we suggest the groups mentioned above and the groups sampled at selected
sentinel sites as described on the following pages.
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FIGUREJ.4

HIV ANTIBODY PREVALENCE IN BLOOD DONORS
(N:9,671,411), UNITED STATES, APRIL 1985·JULY 1987
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FIGURE 3·5

HIV SENnNEL SURVEILLANCE: ANTENATAL CUNIC
ArrENDEES VS. BLOOD DONORS, TANZANIA, 1987·1988
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Seledion ofSentinel Sites for Monitoring Trends in Selected Populations
Sentinel sites selected for serosurveiUance:

must have a sufficient number of attendees so that adequate sample sizes
can be obtained;

should be located where blood is routinely drawn and comprehensive
services are provided to the population groups selected.

Example sites include SID clinics where serum is routinely collected for vnRL and antenatal
clinics where serum is taken for hemoglobin and. perhaps. VORL.

Wherever possible. sites should:

be selected in different geographic aredS;

serve populations of varied demographic characteristics.

include representation from both mban ~lnd rural areas, as well as other
areas of special interest. such as migranl populations.

A group of one to three core sites can be selected initially and then gJradually expanded to more
sites depending on available resources and infrastructure. Occasional ad hoc studies may help
define other sites for possible expansion.

Methods ofObtaining Blood Specimen CoUectiol1l for mv Antibody Testing
Before HIV antibody screening or testing is staned for surveillance purposes. it is critical to:

decide on the method to be used for obtaining blood specimens;

write a protocol which describes the procedures for operating at specific
sites;

place special attention on ensuring confidentiality.

\VHO has identified five methods of collecting s))edmens, and three of these methods may
provide useful surveillance il!formation to publk health programs: unlinked anonymous,
volunatry confidential, and voluntary anonymous.. Eaeh is bri,eny described below:

unlinked anonymous - As previously slated. this method can provide
reliable estimates ofHIV prevalence with minimal participation bias.
Blood drawn for other purposes is tested for HIV annbody after
identifying data are removed to ensure Illat there is no way of linking the
test results back to individuals. H this method is adopted persons cannot
be given their test results and cannot be counseled. This method can
provide reliable data when the objective of surveillance is primarily to
get epidemiologic infonnation such as prevalence levels and ttends.

voluntary confidential- This method provides HIV testing on request
and the results are conveyed to the individual. However, identity of the
person and test results are restticted to a few selected health care
providers. Counseling should be provided to the persons being tested.

voluntary anonymous - In this metbodB an individual gives a blood
specimen but provides no accompan}~g identifying infonnation. The
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sample is labeled with a code number known to the donor so that test
results can be obtained if desired. Counseling should be provided.

For our purposes, the unlinked anonymous method can provide reliable surveillance data.
The principal advantage of this method is the reduction of participation bias because all of a pre­
selected number of blood specimens can be tested for HI'I. This is of critical importance because
participation bias could result in an observed trend which appears to be flattening or "stabilizing"
when the true prevalence is increasing. The reliability of unlinked anonymous testing can be
best illustrated by Figure 3-6, which shows the prevalence of antibody to mv in antenatal
mothers from 1986 to 1989 in one East Africm country:

FIGURE 3-6

PREVALENCE OF ANTIBODY TO HIV IN ANTENATAL MOTHERS
IN AN EAST AFRICAN COUNTRY, 1986-1989 (N:492)
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Although unlinked testing provides the most accurate data for surveillance purposes, concurrent or
parallel voluntary testing may be desirable in some circumstances. The operational procedures for
collection and handling of samples and test results must be carefully developed to maintain
confidentiality in the system.

The major advantage of unlinked anonymous testing is that it maintains anonymity and
minimizes participation bias. \Vith voluntary methods participation bias is a major problem,
since only those who volunteer are screened. Maintaining confidentiality becomes critical. Any
breaches in confidentiality may result in individuals withdrawing from the health facilities that
conduct testing.S

AIDS PREVENTION HANDBOOK Surveillance for HIV. AIDS. and SlDs 55



Laboratory Tests lor "IV Surveillance
Surveillance for HIV infections relies heavily on the use of standardized and reliable laboratory
procedures and serologic tests. Laboratories supporting the sentinel ~ites should be str+ffed by well­
trained personnel and have access to adequate supplies of the necessary reagents and capacity to
store reagents.

HIV antibodies can be detected by several techniques. including enzyme-linked immunosorbenr
assays (ELISA or EIA). panicle agglutination (PA) tests. and supplementary tests such as
immunofluorescent assays (IFA)t and immunoblot (IB) or Western Blot (WB). Conventional
screening tests such as ELISA and PA can be used as supplemental tests in a multi-layered testing
strategy (see Chapter 2t HIV Testing).

IT the primary objective of snrveillance is to gather epidemiologic information and anonymous
unlinked testing is used, and testing is taking place in areas with a moderate to high prevalence of
HIV infection, it may not be necessary to routinely confmn positive results with a supplementary
test. In these situations, a wider degree of error can be accepted.

However, in voluntary surveys in which individuals need to be cOtmseled, it is essential that
positive results be supplemented by additional tests.

The predictive value of a positive test (i.e., the probability that a positive test represents a true
positive rather than a false positive result) depends on the sensitivity and specificity of the test as
well as the prevalence of HIV in the population. TIle predictive value of a positive test is low in
low-prevalence areas and high in high-prevalence areas (see Chapter 2, HIV Testing).

It is not essential to confirm single positive specimens for surveilJance obtained purely lor
epidemiologic purposes, but it would still be advised under low-prevalence situations
because a higher degree of accuracy is needed when there are few infections. Therefore, in
low-prevalence areas, specimens that are positive on ELISA tests should be retested, and
specimens that are repeatedly reactive should be confmned by additional supplemental tests.

In areas where HIV-2 is prevalent. if both HIV-I and HIV-2 are positive on initial screening, a
confinnatory test for HIV-l only is sufficient for surveillance purposes. (If only one of the two
(HIV-I or HIV-2) is positive. then Western Blot testing should be carried out.)

In some HIV serosurveys, especially where the target population is composed of infants or young
children, blood specimens have been conected on fllter paper. With this method, blood specimens
are collected directly onto filter paper strips or spots. The dried blood spots do not require
refrigeration if specimens are processed within a few weeks and can be mailed to the laboratory
for testing. Use of this method requires special attention to proper specimen collection. An initial
evaluation of the reliability of the test should be done by laboratories before using it for
serosurveys. Some test systems have not yet been standardized for filter paper specimens.
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PRECISION AND SAMPLE SIZE CONSIDERATIONS

Great precision in the assessment of HIV prevalence is not usually needed for public health
purposes. It may be sufficient to determine, for example, if prev,alence is under 1%, between 1%
and 5%, or in the range of20% to 40%. Large sample sizes are not necessary.

A sampling frequency should be based on estimated incidence (or changes in prevalence) when if
is used to:

identify trends;

determine that a threshold has been reached or exceeded.

Action should be planned for what takes place when a specific threshold prevalence level is
reached.

Less frequent sampling might be needed for' groups whose rates of increase are low, such as
among antenatal clinic attendees. Sampling every three to six months in such populations should
sllffir.e for most purposes. For a given level of confidence. this method has the additional
advantage of requiring smaller sample sizes 1\0 assure that the prevalence level is not above a
specified threshold level.

In countries where baseline prevalence estimates are low « 0.5%). the use of lot quality assurance
sampling methods rna}' be considered. This has: the advantage ofrequiring smaller sample sizes to
assure that the prevalence level is not above a specified threshold for a given level ofconfidence.
However. this is not an appropriate method for obtaining baseline prevalence estimates needed for
monitoring trends.

DATA MANAGEMENT AND ANALYSIS

One of the decisions that must be made whelll planning a sUIVleillance system is whether data
management should be handled by manual or computerized systems. Countries with limited
ttained manpower resources may begin surveHlance activities with a manual data-management
system using hand tallies and other simple techniques. Compute:rized data-management systems
can be developed later, according to the needs of the program. As far a.fi possible, standardized
instruments should be developed so that data at different sites are rompatible.

For unlinked anonymous surveys. it is preferable til collect a minimum of basic demographic and
geographic infonnation (e.g.• age. parity at antenatal site. sex. diagnosis at SID site).

For linked confidential surveys. information on selected behavioral risk factors can also be
collected.

The utility of collecting additional information through any HIV surveillance system should be
carefully weighed. Programs should seek a ballmce. knowing that:

there are problems associated with managing a huger data base;

there are also advantages to using additional infonnation for program
planning and evaluation.
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A review or the categories or personnel, s1arr, and other persons in need of briefing and
train,ing and the basic content or thatlraining are outlined in Figure 3-8 on the next page.

SURVEILLANCE fOR AIDS CASES

Surveillance to identify AIDS cases is desirable in every counk)', since cases have contin­
ued to increase rapidly during the past decade. ".nle major purpose of AIDS surveillance is to
COlle<:1 clinical and epidemiologic data systematical Iy.

A prerequisite for an AIDS surveillance system is at practical and reliable case definition. This is
especially imponant in developing countries where: adequate laboratory facilities are often lack­
ing. The defmition must be simple and reflect clinical consistency.

FORMATIlNG

In order to effcclively use data for decisions and action. it is critical that data are:

fonnatted in a concise manner for easy understanding;

presented and distributed in the most educational and effective way.

Figure 3-7 reviews the steps needed in the development ora sentinel surveillance system.

FIGURE 3-7

nVELVE ESSENTIAL STEPS
IN THE DEVELOP~1ENTOF HIV

SENTINEL SEROSURVEll,LANCE PROGRAMS

1 2 3
Decide on Select Sentinel or - Derme Objectives. .

HIV Surveillance Genenl Population ofSentinel
System Surveillance Surveiltance

5 6 7
Design Clarify Dccideon- - ~

Survey Methods Operational Data Analysis and
Procedures Dissemination of

Results

4
Select Sentinel

Populations
and Sires

8
Decide on

Inlerpretation and
Use of Surveillance

Information

9 10 11 12
Identify and Train Detennine and Select Dates for EVaJU31e and

()pcIational Provide Resources . Commencement of~ .Improve
PeISonnel Needed al Each Site

I
Surveillance Surveillance

Activities: System
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FIGURE 3·8

TRAINING REQUIRED
BY PERSONNEL CATEGORY AND

FREQUENCY FOR SENTINEL SURVEILLANCE

1)pe orSessions and
Personnel Category Topics Covered Frequency

Policy makers (politicians. Briefmgs - 1.2.3 Every 6 months or
top administrators) annually

Senior clinicians. Briefmgs - 1.2.3 Every 6 months
epidemiologists & Workshops - 3.4.5
statisticians

01hcr senior health Traininl~ - 1.2.3 Every 6 months
personnel Planning w/shops -4.5

Provincial health Briefings - t.2.3 Every 3-6 months
personnel Planning w/shops - 5

On-site health personnel Briefmgs - 1.4.5 Quarterly feedback with
(e.g. antenatal. STD) Traininjvfeedback - training once a year

2.3.6

Laboratory personnel TJaining - 3.6.7

Data management Training - 3.6.8
personnel (statisticians.
computer programmers.
data coordinator. data
entry clerks. data analysts.
etc.)
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An example of formatting is shown on the next page in Figure 3-9, which presents national
and local illformation on the variability between locations, groups, and trends.. Simplified
approaches such as this should stimulate discussion and result in enhanced, targeted action by
individuals and groups.

CURRENT AIDS CASE DEFINITIONS

Two defmitions are currently in use in African (:ountries. The WHO clinical definition. also known
as the Bangui definition (1985). was developed in recognition of the limited applicability of the
CDC/WHO definition in Africa. The CDC/WHC definition was revised in 1987 to include
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AN EXAMPLE OF TRENDS IN HIV SEROSURVEILLANCE
DATA FOR 3 CinES IN AN AFRICAN COUTNRY
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additional indicator diseases, pennit presumptive diagnosis of some diseases, and give more
imponance to HIV antibody testing. Recently some African countries have added laboratory
confrrmation of HIV infection to the existing Bangui case criteria for reporting AIDS.
It is difficult to establish a purely clinical definitiion of AIDS because of several related
factors:

Signs and symptoms of AIDS indicator diseases are not specific.

Other causes need to be ruled out to make a diagnosis of AIDS.
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Extensive under-reporting, under-recognition, and delays exist in reporting
AIDS castS to official authorities.

The use of serologic tests for diagnostic purposes cannot be made a priority
in developing countries because in some areas the facilities may be
inadequate to do these tests.

It is recommended that before deciding on a particular definiCion for surveillance. field
verification studies be undertaken, including some confirmation by serologic tests.

Aside from the issues of case definition, other problems that need attention are:

accuracy of diagnosis, which depends on health persc>nnel skills;

reponing delays due to logistic problems of data collection and information
flow;

concern about patient identity, which may be a cause for non-reponing.

PRACTICAL RECOMMENDATIONS FOR AIDS SURVEILLANCE

A practical approach for a national AIDS program could begin with clinicians meeting to review
clinical and microbiologic information about local cases. These clinicians could recommend an
AIDS case definition, and propose a national definition.

Subsequent reviews could recommend that:

the national definition include a serologic test, but that reporting be made for
cases that meet the defmition even if a test was not performed or the test was
equivocal or negative;

reponing forms be developed, with instructions and training for completion;

evaluation be performed for the national definition;

the national definition be accepted for purposes of reporting to \VHO; however,
recognize that it would be helpful to include numbers of people who had positive
serologic tests and numbers of people who had no test, or negative test results.

STD SURVEILLANCE AJ~D DIVIAIDS CO~lROL

Evidence now suggests that patients with sexually transmitted diseases (SlUs), in panicular those
which cause genital ulceration. are at greater risk for HIV infection and transmission. Control of
STDs is therefore one of the major strategies to prevent HIV transmission. Efforts to
strengthen STD control activities are complementary to AIDS control. In addition, the same
behaviors which increase risk for SIDs also increase the risk of contracting HIV. Therefore,
monitoring trends in sros can be expected to provide important feedback to AIDS programs
about whether high-risk behaviors are changing. Changes in STD prevalence are a key
indicator of the effectiveness of AIDSIHIV iProgram activities. Therefore it is recommended
that SID and AIDS conllOl programs cooperate in the development, evaluation, and use of simple
and manageable assessment methods.
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Figure 3·10 sholl'S tbe rc-!tUonship befween reported STD cases and inddence or IIiV in a
high.risk population in San Francisco. When the number of gOl1onhea cases was high. the
incidence of HIV steadily rose. When behaviors began to change (most dramatically between
1982 and 1983) both gonorrhea and HIV incidence declined.
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Several surveillance sites can also be used for surveillance of knowledge, attitudes. behavior,
and practice (KABP) either by having a registry of simple questions at an antenatal or STD
clinic, or by the perfonnance of special, more detmled sttldies.

SID data iI. African populations can:

serve to alert programs to the potential increased risk of HIV infection,
particularly in areas HIV has not yet reached;

signify that behaviots are changing.
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An example is shown in Figure 3-11:

FlGUREJ..11

DECLINE OF URETHRITIS IN A MILITARY POPULAnON ASSOCIATED
WITH tNFORMATlON CAMPAIGN AND CONDOM DISTRIBUTION
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In the military population above, the reported number of cases of urethritis declined
dramatically over a six-month p,eriod, in association with very active infomation, education and
condom distribution campaigns. This seems very encouraging. However, some observers suspect
that persons with urethritis just sought care elsewhere-ashamed or fearful ofgetting care in the
military population.

In the busy East African STD clinic represcmted in Figures :3-12 and 3·13, syphilis cases
(shown) and gonorrhea (not ShO\\l1) rapidJ)' dedined o\'el" the last several years. This drop
could be due to a large number of factors. including unavailabilit)" of drugs or a decline in atten­
tion given to reporting. Alternatively there may have been a real decline, perhaps due to changes
in behavior as a result of concern about AIDS.

However~ chancroid cases increased during the same period. This could simply mean that there,
was a shift from the diagnosis of syphilis to chancroid. A more complete analysis of these trends
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would require looking at other diagnoses. total diagnoses. and some on·sitc assessment of several
variables related 10 clinic operation, patient attendance, drug supply, case definitions, Cle.

FIGURE .3-12
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These examples emphasize:

the difficulties in drawing conclusions from S1'O surveillance
information;

the need for a systematic approach to the analysis ofSID data;

the need to strengthen SID surveillance to be able to offer consistency;

the need for assessment of incidenoe/trends based on SID sentinel
surveillance.

WHO is working with countries on the development of methodologies for this work and some of
the initial suggestions fonn the basis for the rest of this chapter.

ASSESSMEN"f OF INCIDENCFlTRENDS BY STD SENTINEL SURVEILLANCE

Sentinel surveillance for SID involves:

selecting specific sites;

performing systematic data collection;

using standardized formats and caS(~ defmitions.

SID cases are seen at many health facilities. The value of reports from such facilities depends
upon:

the develop:ncnt of health facilities;

the availability of trained personnel;

the diagnostic skills of trained personnel;

the availability of laboratory support.

Surveillance of STDs can be perfonned at:

specialized clinics;

private dennato!ogists' offices; private gynecologists'! offices;

multipurpose clinics; and

'hannacies, by using pharmacy records.

The first step in initiating surveillance for STDs is to determine what facilities are used
locally by patients. These sites can then be visited and their records or repons can be reviewed.
National data may be of limited use-a mixture of a few reliable reponing sites, and probably
more sites with less reliable infonnation.

A system of sentinel surveillance would:

look closely at a few sites;

attempt to validate and improve the quality of the infonnation;

strengthen the system at those few s:elected sites.
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Two approaches or levels can be used to report STDs. Reports can be based on:

specific 8m diseases (gonorrh~ syphilis. chancroid, ctc.);

STD syndromes (urethritis. genital ulcers. etc.).

In peripheral centers or sites where laboratory facilities are not available. reports can be based on
syndromes such as genital ulcers and urethritis. or on history and clinical examinatron.

At specialized health clinics. repons can be made for specific disease:$ conflfl11cd by laboratory
diagnosis. Records should reflect the number of patients treated at initial vjsi~ the number of
patients treated at follow·up visits, and the number of patients referred.

For estimating STD incidence. the essential data are the number of initial visits. The number of
patients with follow·up visits and the number refetrred are useful for monitoring SID patient
management. but these data are not useful for epidemiologic purposes. Other demographic data
can also be recorded. depending on the data·management systems planned and the inputs needed
for the program.

Analysis ofSTD Surveillance Data
The reliability and acruracy of data may not be consistent at all siles. In addition, changes in the
case defmitions at sites may affect the trends reported. Therefore, it is important to:

examine data at different sites;

consider for analysis those sites where repons are reliable and accurately
maintained;

identify the case definition (e.g.• clinical vs. serologic vs. culture for a
specific SID such as syphilis) before considering analysis.

The number of STO cases reponed as a total or by syndrome. seen within a fixed period
(week/mondl/year). yields a numerator which can be used as such or in a rate/ratio.
To construct a rate/ratio. different denominators are )possible. including:

total number of SID cases in that period (to be used only for SID cases
by syndrome or specific etiolog}');

total number of consuhations in that period;

total population in catchment area;

population 15 to 64 years old in catchment area. etc.

The numerator will be influenred not onl}' by the incidence of SIDs in the community but also by:

the quality of health services;

factors such as consistency. competence. and training of personnel;

changes in supply of drugs. reagents and supplies;

possible shifts in places where SID patil:nts get care (influenced by the
negative effects of HIV testing at particUIlar sites).
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When analyzing tJends in STDs at selected sites, it is necessary to visit the site and to ask
questions. The following checklist has been developed for use during such visits. Analytic results
should be examined in relation to:

program activities;

data on knowledge, attitudes, and R:poned behaviors;

trends in HIV infection.

Key areas in need of strengthening should be identified.

Rapid Assessment of STD Pre\'alence
In addition to looking at changes in the total numbers ofcases at selected sites. it may be beneficial
to perfonn occasional cross-sectional studie!~ of prevalence of current STDs. These can be
perfonned in selected sentinel populations for lconvenience or because of special interest. At the
same time, individuals could be asked about the occurrence of SID syndromes during the
previous 6 to 12 months.

The approach to obtaining cross-sectional SID data differs gre;atly, depending on whether the
target population is composed of men or of women. This difference is due mainly to the relatively
brief duration of S1"Os in men who ha"re acceSl~ to medical care.

Rapid assessment ofSTDs in women:

Data may be available at antenatal clinics. \Vith the addition of minimal
diagnostic and/or analytic reSOWCCl., it may be possible to greatly
improve the data obtained from antenatal consultations.

Many countries have long-established systems for routine SID
surveillance ofregistered prostitutes, The prevalence of SIDs among
prostitutes is a useful indicator of whether targeted prevention programs
are succeeding.

Because of the difficulty ofdiagnosing STDs in women, and the frequent
lack of symptoms, some type of laooratory testing is probably necessary
in order to complete gynecologic examination.

Rapid assessment of STDs in men:

Among men, 51"0 prevalence is us1lJally very low owing to dle shon
duration of 51"0 symptoms in men, However, many STDs are
symptomatic in men, so men seek treatment and are cured if treatment
services are available. Because of t1hese factors, cross-sectional SID
prevalence surveys among ~en are likely to necessitate sample sizes that
are too huge to be practical.

One suggestion for the study of STlDs in men is to use the reponed
occurrence of SIDs. Because most Sills are symptomatic in men, the
reponed occwrence of recent SID episodes in men could provide a
measure ofSID incidence in the P~lst 6 to 12 months. assuming the
reponing is relatively truthful.
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.""or the purposes or AIDS ('Onlrol programs, surveys or reported STDs in men could provide
an Inexpensive, quick evaluaUon method to look at the efl'ediveness ofprevention prograrm
among young, sexually adlve men.

One example of an indicator based on male SID history is the percent. of men under age 30 who
have had one or morc STDs within the recent past (for example, in the past 6 to 12 months).

The rapid assessment of STO prevalence andlor incidence is a promising approach to the
evaluation of the impact of AIDS control programs. However, the medlodologies to apply dtese
concepts are still being developed. Programs or individuals interested in furthering this work and
in helping develop methodologies can receive materials and additional information from
WHO/GPA.

CONCLUSION

The backbone or HIVIAIDS prevention efl'ods is provid·ed by surveiUance for IOV infection,
STD infection, k.nowledge of IIIV f'isk fadors, and practice or risk behaviors..

SurveiUance can provide data to evaluate the effecti"eness of prevention/control messUICS.

Sentinel surveillance syJtems allow for monitoring of trends according to systems ofconvenience;
these systems compromise representativeness. but olffer great opportunities for:

seeing the diversity of HIV;

recognizing that other indicators exist;

providing a structure that allows for mon~toring trends in tJtese indices according to
consistent methodologies and in consistent population groups.

This is a field that is rapidly evolving. Several materials are available from WHO/GPA on these
methods for programs or individuals who are interested in furthering this work and working with
WHO on improving the methodologies.

It is of utmost importance that surveillance data be used. Use requires presentation and distr'bution
to several levels and sectors, as well as discussion" particularly at national AIDS program reviews.
H~ STD, and KABP (knowledge, attitudes, behavior. and practice) data should be helpful in
assessing the relevance and adequacy of program activities. and later, the effectiveness ofprogram
strategies.
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SURVFJLLANCE GLOSSARY

epidemiology: the study of the distribution and detenninants of an infection. disease. or other
health-related event in a population.

Incidence rate (also known as indden.ce): tbe frequency of new infections dtuing a designated
time. as a rate of the population at risk of the infection, disease, or other health-related event.

lot quaUty assurance (LQA): a statistical method which is used to determine. with a given
probability, whether the prevalence of a factor such as HIV infection is no more than a presel
level. At low prevalence levels, lOA requires relatively smaller sample sizes than would be re·
quired for estimating the prevalence with the same confidence.

partidpation bias: a systematic error which occurs when those individuals or groups of indi·
viduals who elect to participate in a study diffcrr- in some impomtnt way from those persons who
elect not to participate in the same study.

period prevalence rate (also called period Iprevalence): the :Frequency of an event during a
specified period of time, as a rate of the population of interest.

point prevalence rate (also called point prevalence): the frequency of an event at a specified
point in time. as a rate of the population of inleresl

predictive value of a negative test (NPV): the' chance that a person with a negative test resuh
is truly not infected.

predictive value of a positive ~es·t (PPV): the chance that a person with a positive test result is
truly infected.

prevalence rate (also called prevalence): in general, the prol)()rtion of a defmed population
with the infection. disease, or other heaJth-relatted event of interest at a designated time.

public health surveillance: the coUection of intfonnation of suffident accuracy and completeness
regarding the distribution and spread of infection to be pertinent to the implementation or
monitoring of prevention and control programs and activities.

selection bias: a systematic error that occurs wben tbose individllJaIs or groups of individuals se­
lected to be studied differ in some imponanl way from groups or individuals not selected for
study.

sensitivity: the accuracy with which a test can detect the presence of infection. A test with high
sensitivity will have few falsely negative results.

sentinel surveillance: the cross-sectional studies that may re conducted based on the general
population as a whole, or within selected groups of that population. When su,:h groups in the
population are selected with the objective of monitoring trends in the population as a whole~

they are known as "sentinel" groups. Serially repealed cross-sectional studies in sentinel groups
are known as sentinel surveillance.

specificity: the accuracy with which a test CaIll detect the absence of infection. A test with high
specificity will have few falsely positive results.

unlinked anonymous screening: the testing of specimens for markers of infection after
elimination (unlinking) of all personal identifyiing infonnation from each specimen.
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PREVIEIf:
REDUCING HIV TRANSMISSION

THROU(;H BLOOD

INTROOUcnON
The ooontry-by-ecuntly status of Blood Transfusion
Servic4ts (DTS) in sub-Saharan Africa is nixed, With
recurrent probkams:
• the coexistence of HIV, hepaliilis 8, and cht'OOiic:

anemias presents severe problems
• the safety of the blood suppfy eaMOt bo at.SUrCtd
Withoul basic supplies. equiipnlenl, and trained
PMSOMei in many places, blood baJ\ks. as ondGrstoOO
in Europe and North America. do noc e~st:

• uans{usions occur only in ti'e·UveateRlog .atKJm.
• friends and famity donate blood whlidt is not screened
• there are few records Of analyses of dimeal rew~

THE IMPACT Of AIDS
Atthough tranwsion is not the princ:iipa' means 0« HijV
transmission, tnere remains a need to:
• reeM and letain the safest donors
• exclude donors With risk fadors
• SCf&en b100d for HIV
• provide donor support services
ELISA lests have been helpfot only in hjghty cemrahod
programs and major hospitals in Africa. The argume.nts
against the routine use of ELISA in Africa include:
• the small number of sampSes to be lasted
• a lack of quality oonIroi
• problems With unstable reagents
• time needed to perform ELISA tests
• maintenance of equipment
• unre.able power supplies

The new generation of simple tests has proven more
practical in Africa.

'.HE IMPACT OF HIV SCREENING IN BLOOD
DONOR RECRUITMENT
Blood donor reef\Jlilers must:
• deal with 'ewer uninfected donors
• learn new systems of persuasion
• adapt to the loss of blood donors
• deal with the fear of acqui,ing AIDS from donating

blood
• be ptepared to counsel donors with positive rGSoIls
• deter persons who are only interested in their HIV

status

INTERNAIlONAL ASSISTANCE
The Global Programme on AIDS has three objectives:
• to prevenl AIDS virus transmission
• to care for HIV infected people
• to unite national and international efforts against AIDS

~A .. 'Inc DDVVVNTlnN n £ NnIlIV\I(

lite Gaobal Bbxt Safaty Initiative (GBSI) aMms to
s~ tN ckwelnpmlflC of intGgla1ed brood transfusion
!~S in afl c:ountnO!s. The principles of GBS. are to:
• davetop BTSs Ylithil'll natiOnal hea"~ pfalllS
• develop BTSs win govelMWIm sponsorshiP
• ptOmot8 vofunCalY. I1()(Heoomeraled blOod donation

ORGANIZATION OF: BLOOD TRANSFUSiON
~>ERV1CES
1rh. .~ ·"8 four types 0« BTS OIgantzatioo:
• oe ..abed. ~hOM bI'ood transfusion center for the

wfloIIo country
• regiooa~zed. wi1h this COIJntllY divided into semi·

ao1tJtlOmOU.S regoM
•. hospital.basad. in wlh4ch each hospital runs its own

blOOd ecIec1ioo proiilram
•. miI.ed. wilh a comblllation of hosprtal and bbJd
c~tercolllections

1rt18 objecWes 01 all BTSs are 10:
•. provide an adequate SUW" of safe btood
•. 'ecruit heallhy dooofS
•. OOSUfe the aYai!abi~Uyof bIIood
•. coordinate nabooal seNice aoo po~cy

,. I)'ovide staff traim~:
,. pttWida qual1y assurance

WHAT CAN BE oo.,e IN AFRICA?
Usefu« types of international aid incl'ude:
,. suppof1 of regtooal training centers
,. StJPpof1 of new BT&
,. consultation for governments or nongovernmental

Ofgaoizaboos
.. conference sponsor.sflip

". ;::ommon rmSlake is 10 provide new eqwpment and
buildings without supp'as and salaries. Initial attention
to operational responsibility wilt help prevent any
ddficU1ies.

CONCLUSION
The Cfeation of GBSI mth!n WHO has introduced a new
international focal point
Intemational assistance must be expanded.

The process of creating new BTSs is slow. but
resources for bfood transfusion must continue to
Improve.



REDUCING HIV TRANSMISSION
THROUGII BLOO:D

Jean Emmanuel
Anthony Britten

INTRODUCTION

The AiDS Epidemic in Sub-Saharan Africa
When discussing HIV transmission tluough bUood transfusion in Africa, it is important to deal
specifically with sub·Saharan Africa. The countries of Meditenranean North Africa have been
significantly less exposed lO AIDS1 and have more advanced bloed tt3nsfusion services (BTSs).
Although principles of safe blood U3JlSfusion mlve universal application. this chapteT will focus on
the situation in sub·Saharan Africa.

The epidemic of mV·l infedion has its epicenter in equatorial and southern tropical Africa.
The countries most severely affected are:

Uganda, Kenya, Tanzania, Bunmm~ Rwanda, Zaire. Congo, Central
African Republic, Zambia, and Malawi.

The above countries can be described as being in a "hyper-epidemic wneu
• Neighboring countries

exhibit a "down-gradie-nt" of HIV-l infection. ",rith less severe affliction through Zimbabwe to the
south, Angola and Cameroon lO the wesI, and Ethiopia to the norm. There are no AIDS cases yet
reponed in Madagascar. l

PRES~T STATUS:

BLOOD TRANSFUSION IN SUB-SAHARAN AFRICA

The current countty-by-eountty status of BTSs is mixed in sub..Saharan Africa. It would be
difficult to provide an exhaustive list ofexamples. or to recognize all the assistance which is being
provided. Rather, the examples below represent the wide range found in BTS status:

Organization of a nationwide BTS has occurred through indigenous
resources only in South Africa. Zimbabwe, and Namibia.

Well-structured development projects with external assistance are
reaching maturity in Rwanda, Togo, Benin, Senegal, and Mali.
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The national government in Burundi has taken over the BTS which was
developed with the assistance of the Swiss Red Cross.

Valuable progress is occuning in Mozambique. Ethiopi~ and Somalia.

BTS development is beginning in Liberia and Guinea Bissau.

Projects in Angola and Malawi have staJled.

A number of countries have made useful: progress with only modest
outside help, such as Lesotho; Swaziland, Botswana, and ~,fauritius.

In Uganda, the previously excellent national BTS collapsed during the
internal strife in the mid-l97Os; recovery is now under way, with
assistance from the European Economic Community (EEe).

In many other countries there have~n efrorCs !by individual institutions (with or without
international aid) to build up their BTS. This approach. through concentration on specific
institutions, does not aid coordination and may be counterproductiverrom an, overall
perspective.

Apparently, many sub·Saharan African countries Back the infrastructure necessary for quality
assurance. Recurrent problems confirm the range of difficulties:

The coexistence of HIV antibody (with 4l prevalence of up to 30%>,
hepatitis B, and the high incidence ofchronic anemias presents
excruciating problems to the BTS.

It is impossible to assure adequacy or safety of the blood supply when
the BTS lacks policies. coordination~ or quality conttol, and is deprived
by a devastated economy of basic supplies, equipment~ and trained
personnel.

The reality is that in many places blood banks, as understood in Europe and North America,
do not exist:

Transfusions occur only in crisis situaliom such as life~1tbreatening

hemorrhage after childbinh or severe hemolytic anemia in children with
malaria.

Friends and family rally around to donate blood, which is quickly
transfused without screening tests or satisfactory crossmatch. Often the
family pays a professional donor to donate blood for their family
member.

Records are scanty and there are few analyses of the clinical results of
transfusions in such conditions. Transfusion is a desperate response to a
desperate situation.

In these conditions the chronic shortage of blood aggravates the lack of quality assurance by
perpetuating a system in which transfusions are given in emergency situations, without time for
normal care in fJOoor selection or laboratory testing and processing.
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In many instances, blood is being used inappropriately. It Is important to promote the
appropriate use of blood and blood products to reduce unnecessary blood transfusions., and
thereby reduce the risks involved.

The Inlpad of AIDS on Blood Transfusion Services
AIDS has had a disastrous effect upon blood safety. While lJansfusion is not the principal
means of ttansmission of HIV in Africa, there are many documented cases of post·transfusion
AIDS. AIDS has added to the already serious risks associated with transfusion in Africa. Then~
remabs acompeUing need to:

make extra effons to recruit and retain the safest donors;

facilitate exclusion ofdonors with ris,k factors;

strengthen the capacity to screen blood for evidence of HIV infection;

provide donor support services. such as counseling for donors found to
be positive for HIV.

Addressing these needs aggravates the problem by significant'ly inaeasing the cost of blood
transfusion.

Testing for HIV has presented many difficultic:s. ELISA tests have been found (0 be useful in
Euro~ and North America, but h.ave been helpful only in bighly centralized programs or
major hospitals in Africa. There are several arguments against the routine use of ELISA
methods in the field:

the small numbers of samples to be: tested;

a lack ofquality control;

cold-chain problems with unstable reagents;

the time required to perfonn the El.ISA test;

maintenance of equipment;

unreliable power supplies.

The new generation of simple tests (Serodia-HIV, HIVCHEK, etc.) has proven more
practical in African conditions.2

Confmnation of positi\'e HIV tests has been another problem. 1lle ideal Western blot has proven
costly and awkward in the field. Attempts to sol\re this by shipping out samples forconfinnation
are often not r~cticaJ because of cost, time and safety factors. Confmnatory testing may not be
necessary in high prevalence populations. since false positives are rare in these condirions.2
Repeating a positive test with a biologically independent, but equally simple, test may be as
reliable for confirmation as the more sophisticated Western blot or immunonuoresunce.
(See Chapter 2 on HIV Testing.)

The impact of AIDS on health care systems has not been all bad. A number ofold problems. often
ignored. have begun to be addressed:
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Rational approaches to hepann:. B (for which testing is rarely attempted
in Africa because of the high cost of screening and the high pevalence of
immunity») have been placed on the agenda of the World Health
Organization's GDS' (Global Blood Supply Initiative).

Syphilis and malaria are now also on the agenda of GBSI."

Organized donor recruibllent is increasingly being identified as a high
priority, though previously this activity was almost totally neglected.

Autologous transfusions are being considered more often.

The appropriate use of blood. blood products. and their substitutes is
receiving serious attention for the rust time.S.6

The AIDS epidemic is also bringing the uses and dnngers of blood transfusion into focus. This is
valuable for all concerned. International interest iin solving Africa's transfusion problem wiD
perhaps bring new resources to lI:at on this imporwu subject.

Impact of "IV Screening on Blood Donor Recruitment
AIDS has put great pn...ssure on donor recruiters. They are bombarded with questions from \Jonors.
donor group representatives, donor organizers. and the media. Recruiters inevitably become
caught up in issues concerning testing, counseling, :and .nedical fonow-up. They must:

deal with a decreasing pool of uninfecred blood donors;

learn new systems of persuasion and gn>up leaderslUp;

adapt to the loss of blood donors. due to the fear of lear..ing thallhey are
HIV positive;

deal with the fear of acquiring AIDS from blood donation (which is
irrational, but a real fear nonetheless);

be prepared to counsel donors wi:b positive test results. resulting in
subsequent ineligibility;

find ways to deter persons who waN to donate blood merely to learn the
results of their HIV test;

learn to deal with problems crer..d:d by directed donations.

INTERNATIONAL ASSISTANCE:

GLOBAL PROGRAM ON AIDS (GPA)

The global AIDS strategy has three objectives:

to prevent AIDS virus transmission;

to care for people infected with HN;

to unite national and international effor1!S against AIDS.7
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Irt.e Orst 01 these objedivcs includes the prevention or transmission of HIV th,rough brood.
Although this embraces the spread of HIV through shared r"edles. syringes. scarification. tattoos
and acupuncture. the prilnary focus is blood transfusion.

The WorId llealth Organization's third objective '"enects the (~nserLiUSof interest~dpadies
that the GPA (Global Programme on AIDS) should ptdY the leading coordinating and
unirying role in the fight against AIDS. This effon has been conducted on a number of fronts.
including research; infonnational. technical. and social. However. the principal initiative has been
at the country le"el of National Program Support (NPS). A highly structured system of country
visits and coopcrativtplanning has included consideration ofa BTS in some 150counbies. TIaese
visits and plans have included initial surveys, ~llort-tenn and medium-term plans. and evaluation
of progress.

Direct assistance with HI V testing or blo,od donors, which is the initial approach to
preventing transmission through b!uod, bas proved ineffective in many settings. This
realization has led to \~loser analysis of the true :nature of the problem. In many countries the BTS
needed strengthening before it could absorb new technologies.

Accepting this fact. the GPA, League of Red Cross and Red Crescent Societies (LRCS),
International Society of Blood Transfusion (ISJrJ). and United Nations' Development Program
(UNDP) met togr·her to plan a more creative sttrategy.

The collaboration between WHO, LRCS, I~BT. and UNDP led to the creation of a new WHO­
based activity named the Global Blood Safety lInitiative (OBSI). The aim of this ini.;ativeis:

...to suppon the dp.velopment of integrated blood transfusion services in
all countries. This includes assurance of supplies of blood and blood
products which are as f~e, as possible, accessible at reasonable costs and
adeq~ate to meet p?<...nts' neerls, thereby reducing morbidity and
~nortalit}' from failure to transfuse and from complications of transfusion,
including transmission of HIV and other infectious agents causing
infectious diseases such as hepatitis B. Chagas' disease and syphilis.8i

GBSI has developed a body of new literatureS.6,.9-12 designed to bring a sound p"'Tspective to
international needs. Staff and consultants have:

advised l\t1>S systems on specific pJojects at the country level;

conducted surveys of selected counbies and maintained a database on
worldwide blood transfusion services;

organized consult~tive meetings.

OBSI remains within the organizatioral structure of the World Health Organization a..id does not
~ave an independent budget, although limited funds are obligated and held specifically for its core
activities.
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PrInciples orGlobal Blood Supply Initiative:

1. Develop BTSs within a broad context of the National Health Plan,
particularly within the National Plan for AIDS.

2. Develop BTSs with govemrr.ent sponsorship, geared to stages of local
health care development, local priorities. and local resources that utilize
appropriate technology.

3. Promote voluntary non-remunerated blood donation; encourage
appropriate regulation and coordination of blood transfusion services;
and encourage proper clinic&1 usage of blood.

OrnER ORGANIZATIONS

There have been important contributions to this BTS development initiative by:

the EEC;

Family Health International (supponed by the U.S. Agency for
International Development);

Overseas Development Agency (ODA);

LRCS and several Red Cross national societies (e.g., Australia, Austria,
Belgium. Finland. France, Gennan Fe<k:ral Republic, Japan. Netherlands,
Spain. and Switzerland).

ORGANIZATION OF BLOOD TRANSFUSION SERVICES

Blood Transfusion Services need to be dev~lopedon a country-\\;de basis in ord~ to supply
the needs ofaU the people who require this service. Such a program may not be possible at first,
but it should be incorpomted into a national blood transfusion policy in order to ensure that the
original objectives are not l"st during the different phases ofdevelopment

Although decentralization is an important objective to be reached. it should be remembered that
this can only occur in a climate in which a well-organized. centralized blood transfusion system
already exists and a national policy is in place.

Decentralization cannot take place without this necessnry infrastruettlre. The preliminary
introduction of testing may have been instituted because of a concern for HIV. but this does not
preclude the importance of developing the blood transfusion structure.

Effective organization is necessary before introducing new test systems. In general. there are
four types of organization:

Centralized - One national blood transfusion center operates the services
for the whole country. with or without satellite regional centers (e.g.•
Finland and Jamaica).

Regionalized - The country is divided 'into regions. with a considerable
degree of autonomy but with different mechanisms for achieving national
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control and logistic coordination (e.g., Australia, Netherlands, and
Prance).

Hospital-Based· Each hospital rons its own blood coUection program,
with or without a system of regulation or coordination (e.g., Denmark
and Malaysia).

Mixed· A combination of hospital-based and blood oenter collections
(e.g., U.S.A.).

Blood Transfusion Services should be integrated into the health system with representation on the
Blood Transfusion CommitteelBoard by the Ministry of Health. staff of the BTSt and other
interested parties.

The ultimate responsibility for each BTS lies ltith its national government. Sometimes the
government operates the program; in other instances the operating responsibility and authority are
delegated to a nongovernmental organization. In many countries this decision has not lx,en
specifically made, with the result that respon~tbmty is unclear. This forces each hospital to
establish its own donor program.

The impetus for setting up a blood transfusion center should come from the Health Authorities of
the countty for the following reasons:

Governmental recognition and status are necessary to the orzanization of
a transfusion structure.

Health authorities can defme measures needed to ensure &lltonomy and
limit liability.

Working relationships with a total hospital structure can be defi;;ed.

Legislation necessary for effective transfusion can be planned.

Otganizations within countries that represent v;arious classifications and that have been shown to
be effective include:

Government: Sri Lanka and United Kingdom;

Red CrossIRed Crescent: C ..nada, Indonesia, Japan, and Rwanda;

Military: Syria;

Mixed: India and U.S.A.;

Private: Zimbabwe.

The objectives of a BTS are to:

provide an adequate supply of safe blood;

recruit healthy donors who will voluntarily give blood at regular
intervals;

ensure the availability of blood at all health care centers that need blood;
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coordinate a national BTS with a national blood transfusion policy in
order to meet regular blood requirements, and also to meet the needs in
national emergencies and disasters;

provide for the training of blood transfusion staff, professional staff, and
end-users of blood;

provide quality assurance programs that include recording systems and
standard operating procedures.

Leadership
The person in charge has a fundamental impact on the success of a service. The director of blood
transfusion servic~:should be strong in the following areas:

medical training, or a scientific background in blood transfusion
~cience;

managerial and organizational skills to ensure an efficient and cost­
effective service, which will be able to supply safe blood and blood
products to all those in need;

leadership qualities to facilitate the development and maintenance of a
BTS. A director should have the ability to:

educate policymakers;

deal with the influential;

carry out public relations exercises at all levels of society;

identify with medical colleagues and staff involved in all
aspects of the service.

Sustainability
iltood Transfusion Services in developing countries are difficult to sustain in view of the
expenses involved in running them. Very often. blood transfusion systems are not well
understood. and the complexity of a voluntary donation of blood service with a definable cost does
not seem compatible. Sometimes the medical practitioners themselves are not. aware of the costs
involved in the collection, testing. storage, and dispatch of blood to the bedside.

Costs become clearer when placed into categories for calculation:

Unit costs can be calculated empirically ifexact costs are not available.

Broad schemes for calculation can be made on fixed expenditure items.
such as salaries and building maintenance costs including electricity and
water, reagent costs. and purchase cost of many items (whether they be
directly purchased or obtained through a central supply system).

A budgetary figure that estimates expenditures and a unit recovery or other system can be
determined with aid from government health systems, private health insurance system~. and
nongovernmental organizations involved in the health sector.
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Country-wide programs need to be phased in to prepare for a successful development
program over a number of years. Realistic goals which have a reasonable chance of success
should be targeted. A successful example can be used when seeking further funding.

Blood Transfusion Services are complex "living OJganisms" that require day-to-day management
and evaluation. In addition, standardized procedures are inherent in such a service. The complex
process of building an effective BTS can be fadlitated by:

harnessing the involvement of the working staff' at all levels within the
service in order to fonn a well-structured organization;

utilizing resources within a country, such as skills in carpentry and
metal work in order to improve facilities;

becoming self-sufficient in such items as cooler boxes, benches, and
plasma expressers by using available elastic, rubber, and wood;

practicing careful housekeeping in budgeting and maintenance of
vehicles;

carefully evaluating a country's needs and uses of blood and plasma in
order to ensure the correct mix of blood components and whole blood.

Additional funding and support can be obtained from a variety of sources:

the private sector, through influential members of society and large
companies;

international aid agencies, which are presently involved in many
countries through bilateral and multilateral agreements;

nongovernmental organizations, such as the National Red Cross
Societies, which can be strengthened to provide donor recruitment and
collection assistance.

BTS sustainability is based upon certain essentials:

The program must be needed and wanted after the discontinuation
ofexternal support. This must be anticipated in the early planning
phase, assuring the appropriateness to real need.

Local resources must be sufficient to sustain the program:

A suitable organization must exist to manage the program.

Human resources must be sufficient to operate the program.

If persOlmel do not yet exist at the start of the project, their training and
development must be an early priority of the project

Financial resources, and the commitment to make them available, must
be sufficient to retain the trained personnel and to continue the operation
of the program.
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It Is dear that creating a new infrastructure for 8 BTS where none already exists is a long
process. Experience suggests that it will take 5 to 15 years for such a program to reach maturity.
There is uno quick fix.1t

WHAT CAN BE DONE IN AFRICA?

International Aid
In general, those countries with a need for international aid to create a BTS have limited
resources for the operation of the program to be created. Basic principles of international
assistance reflect the wide experience of collaborations that have succeeded, and others that have
failed. Recurrent causes of failed projects serve as a warning to those becoming involved in
international assistance for the first time.

A simple organizational structure and modest facilities are more likely to succeed than
grandiose imitations of West European institutions. Complex technology may not be needed
and is likely to suffer from serious maintenance difficulties. The appropriate technology should be
sought before investments are made. It is tragic to find expensive equipment broken down after
only brief use in situations where the real need is for straightforward organization of mobile blood
collection.

Useful types of international assistance include:

1. Support of regional training centers..
Southern Africa has already benefited greatly from the strong program in
Harare, Zimbabwe. Training is available both at the Harare Blood Center
and through the University of Zimbabwe.

2. Support of new Blood Transfusion Services.
International gifts of capital items (buildings, vehicles, heavy equipment,
training), staff-on-Ioan and consultation can be of great help in starting a
new program. Generally external assistance with consumable supplies or
salaries for personnel are undesirable because the result is usually a
dependent relationship from which a self-supparting BTS does not arise. It
is extremely difficult to disengage from operational support of this kind, and
unilateral discontinuation of support may lead to collapse of the program.

3. Consultation for governments or nongovernmental organizations.
Supportive advice, especially when maintained with mutual trust over a
long period. can be the strongest foundation of an international project.
This advice should never be imposed but generously given when needed.

4. Conference sponsorship.
International organizations can playa leading role in sponsoring national
and regional conferences which promote an exchange of experiences and
information on developing technologies.

It must be remembered that the running costs of a BTS far exceed those of establishing
necessary facilities. The cost of salaries, plastic collection bags. test kits for transmissible
diseases, and other essential reagents are greater than the cost of heavy equipment. and constitute
the major costs ofoperating a BTS.
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A common mistake is to provide new equipmen~ buildings, and vehicles from external sources,
but not provide consumable supplies and salaries as well. Cenainly it may be necessary to
contribute some generous working capi~ll to :permit the operation to get started. Problems occur
when this type of operating support becomes viewed as a responsibility of the supporting
oIganization. From the beginning, long-term operating responsibilities must be clearly accepted by
the organization receiving the aid. Initial attention to operational responsibility will help prevent
any difficulties establishing the program on an independent footing.

Figure 4-1 below presents an algorithm for those considerin,g international BTS assistance:

FIGURE 4-1

ALGORITHM FOR INTERNATIONAL 81'S ASSISTANCE

Is there an organization
responsible for BTS?

1------ NO -I-~ Encourage aealion of
organization

I --

Y~ -
Does this organization
have nationaJll'egional

autht'rity/control?
1------ NO -----II-~

Encourage internal
restructuring until

aulhority/control exists

I
YES

I

Y? _-----
r---Does--thi-·s-org........aru-·-za-ti-on--. [

need international NO. __N_O_furth__er_ac_t_ion__
assistance? __

I--Are__th_ese_needs-r-_kn_own_?---'I------ NO-----I~..I'-__An_a1_yze_needs _l

I
YES

Does govenunent want [
'--__ass_iS...,.tanee__? __:----- NO ----.....;... Discuss, negotiate

YES

Provide appropriate
assistan~

CONCLUSION

The AIDS epidemic has had a dramatic impact on much of sub-Saharan Africa. Heightened
interest in BTS programs has focused greater international resources on blood transfusion. The
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creation of the GDSI within WHO has introduced a new international focal pOint. a new
rationality, and a new body of critically important literature.

Still, international assistance must be expanded. It must be appropriate to the neetls and sustainable
after assistance is ended. Although the process of creation for a new BTS is painstakingly slow
with no "quick fix," resources for blood transfusion must continue to improve.
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CONTROL AND PREVENTION
OF SEXUALLY TRANSMITTED

DISEASES

Peter Piot
Subhash Hira

INTRODUCTION

The emergence of AIDS has resulted in global awareness of the imponance of other sexually
transmitted diseases (STDs). As a result, an increasing number of countries have organized
programs for the control and prevention of sexually transmitted diseases in conjunction with
AIDS-control programs. STDs other than AIDS are by themselves an important cause of
morbidity, disability and loss of productivity in Africa, particularly in women, as seen in
Figure 5-1 below:I,2

FIGURES-I

MAJOR COMPLICATIONS OF
SEXUALLY TRANSMIITED DISEASES

WOMEN

pelvic inflammatory
disease (endometritis,
salpingitis,oophoritis)

tubal infertility

ectopic pregnancy

spontaneous abortion

stillbirth

cervical cancer

neurosyphilis and
cardiovascular syphilis

MEN

epididymitis

urethral stricture
(infertility)

neurosyphilis and
cardiovascular syphilis

NEONATES

premature delivery

low hirth weight

congenital syphilis

ophthalmia neonatorum

chlamydial pneumonia
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In addition to the problems listed in Figure 5-1, there is growing evidence that S1'Os pose risk
factors that facilitate the sexual transmission of HIV infection.3•4 This evidence is very imponant
to AIDS control programs, because patients with STDs are relatively easy to reach; when
confronted with symptoms of infection, they appear at clinical facilities where they can be
counseled about HIV infection.

GOALS AND OBJECTIVES

The two major goals of STD tontrol are:

prevention of transmission of infection;

prevention of development of complications and sequelae.

Traditionally, programs have put most emphasis on complications and sequelae. However, as a
result of the emergence of AIDS and the increasing importance of other viral STDs, primary
prevention is receiving increased attention. The emphash placed on secondary prevention in the
control of S1'OS is in contrast with AIDS control programs, which are currently puttir.g most of
their efforts into primary prevention. However this may change as inexpensive and non-toxic anti­
retroviral drugs become available.

Objectives
The two major goals of S1'O control can be achieved with objectives which focus on intervention
strategies, such as:S

reducing exposure to infection by educating persons at risk to:

reduce their number of sexual partners,

avoid sexual intercourse with persons who have a
probability of being infected;

preventing infection by promoting the use of condoms or other
prophylactic barriers;

detecting and curing disease by implementing disease-detection
activities;

providing adequate diagnostic treatment facilities;

promoting healthy behavior;

limiting complications and further transmission of infection by
providing:

early and appropriate treatment;

counseling for symptomatic and asymptomatic patients
and their sex partners.

In practice, activities guided by these objectives are interdependent
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Integration of STD Control into the Health Care System
As is the case for other disease control activities, the place of an SID control program in the
existing health care structure should be carefully defined. Both vertical systems (where specific
health services are referred to specific clinical components) and integrated approaches (where one
clinical setting is responsible for a variety of health services) currently exist in Africa:

A vertical network of specialized SID clinics operates up to the district
level in several countries such as Zambia and Senegal.

SID reference clinics function only in the major cities in other countries
such as Kenya and Zimbabwe.

Other countries, such as Mozambique and Zaire, have opted for more
integration of SID control activities into the primary health care system.

Advantages and disadvantages of both approaches will be discussed below. In general, we strongly
advocate a policy whereby most activities are implemented at the primary health care level.

In addition to being integrated under primary health care, STD control should:

intimately coordinate its activities with the AIDS-control program;

link with other relevant activities such as mother and child health
and family planning programs.

PU.NNING

For optimal planning of an SID control program, information is required on:

the pattern of SIDs and their complications;

high-risk groups for SIDs;

social and behavioral elements relevant to SID control;

the existing health system, including health care services;

the financial capacity to support SID control.

In addition, assumptions about future trends will have to be made with regard to the:

political, social, and demographic context;

trends for the various SIDs;

control measures taken.6

PattErns of STDs and Their Importance to Public Health

Documenting the public health importance of SIDs is important for:

implement'1g the crucial step in program development;

convincing policymakers and donors to allocate resources to SID
control.

In most countries. available epidemiologic data are very limited, and planners will have to go by
preliminary estimates. Officially reponed cases of STDs represent a gross underestimate of the
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FIGURE 5-2

/ MOST IMPORTANT CAUSES OF MORBIDITY IN CAMEROON
~AND ZAMBIA BY NUMBER OF RECORDED CASES FOR 1987

DISEASE CAMEROON ZAMBIA DISEASE CAMEROON ZAMBIA

malaria 671,608 1,530,733 gonorrhea 141,623 255,065

intestinal helminths 279,791 291,454 amebiasis 32,718 NOT AVAiLABlE

diarrhea 122,133 1,319,230 measles 13,142 42,767

STDs 110,994 NOT AVAIlABlE onchocerciasis 30,366 NOT REPORTED

FIGURES-3

/ PREVALENCE OF SELECTED STDs IN PREGNANT~
WOMEN IN VARIOUS AFF~ICAN COUNTRIES

CHLAMYDIAL POSITIVE SEROLOGIC
COUNTRY, CITY (REF.) YEAR GONORRHEA- INFECTION- TEST FOR SYPHIUS-

Cameroon. Yaounde I' 1984 15 NT NT

Central African

Republic. Bangui JZ 1980 9.5 NT NT

Ethiopia. Addis
AbabaD 19n NT NT 10.9

Gabon, Francavilla"» 1984-1989 5.5 8.3 8.0

Gambia n 1984 6.7 6.7 NT

Ghana. Awa J1 1985 3.4 7.7 NT

Kenya. Nairobi • 1986 6.5 19.7 11.0

Mc,::mbique » NT NT 9.8

Swaziland"·Q 1980 3.9 NT 33.3

Zambia. lusaka ~.. 1980·1983 12.8 NT 13.0

NT = Not Tested
'AI prevalence ligures il percent

problem in most countries, particularly those without a functioning SID control program.
However, as shown in Figure 5-2 above, cases reported by health services may provide an
idea of the relative importance of STDs as compared to other diseases.

It may be useful to convene a multi-disciplinary committee to review existing infonnation and
make best estimates for priority areas of intervention. Limited data on the prevalence of
gonococcal and chlamydial jplection and of positive serologic tests for syphilis are often available,
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particularly for pregnant women. who may be an accessible group. These data usually provide a
rough estimate of the prevalence of these STDs in the population at·large. They do not. however,
derme high·risk groups for STDs. Figure 5-3 on the previous page shows the prevalence of
three STDs in selected African countries.

In addition to estimates of the prevalenc:e of uncomplicated STDs, it is important to
determine the proportion of complications and sequelae. Public health indicators that can be
used to assess the importance of STDs include:

proportion of men with urethral discharge of total number of male
patients in primary health care clinics;

proportion of men and women with genital ulcer disease of total patients
in primary health care clinics;

proportion of visits for infertility among female outpatients;

proportion Of cases of pelvic inflanlmatory disease (PIO) among
hospitalized women;

incidence of ophthalmia neonatorum;

ectopic pregnancy rate;

prevalence of reactive syphilis serology in pregnant women;

prevalence of gonorrhea in pregnant women.

Indicators used should include uncompli<:ated infections, as well as complications and
sequelae in women and neonates. Data can usually be obtained frum existing records of selected
clinics and hospitals, although the quality of such information is often yJQr. In some countries data
are available on the causal factors for the complications and sequelae, such as:

the importance of maternal syphilis in adverse pregnancy outcome in Zambia;7

the etiology of ophthalmia neonatorum in various countries,8-12

the etiology ofPID.13-15

To assist countries in STD/lDV program development and evaluation, WHO is currently
evaluating simple indicators and methods for the rapid assessment of the STD situation in a
given country.

Local data on the antimicrobial susceptibility of Neisseria gono"hoeae and Hemophilus
ducreyi strains are also needed for planning, since these will detennine. in part, the choice of
recommended treatment regimens.

Information on the economic and social impact of diseases usually heavily influences
decisions about resource allocation for health problems. Unfortunately, such data are rarely if
ever available on SIDs in African countries. However, planners can refer to a recent \Vorld Bank­
sponsored study, which found that both HN infection and STDs are among the five leading health
problems in tenns of economic loss in urban Africa.2
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Finally, particular ~TDsmay be important to a population for different rfasons, and C'rlteria
used tn prioritization should be spOOfied by the I,rogram. Points to be considered include:

incidence and prevalence of uncornpliatied infections;

frequency of complications and sequelae;

interaction with HIV transmission;

effectiveness of cunent intervention meahods.

For instance. gononbea. chlamydia. and syphilis are pliority problems because of high incidence
in some countrips. and because the complications of these infections are imponant in alm~st un
po!'ul&uons. regardle~s of incidence. However. ~yphilis is amenable to proven and inexpensive
intelventions. This is less true for gonorrhea. and even less so for chlamydia. Therefore, chancroid
mt·y be important because of a high incidence. and also because it enhances the risk of HIV
transmission.

:"'riority Groups for Intervention
There are several reasons for targeting interventions for SID control to specific groups within the
population:

ReMlUTCeS are limited, making prioritization of interventions necessary.

Not every memoer of the population is at dEe same risk for acquirin6 or
uansmitting STDs.

Relatively small groups ofcore group tJansmitters erepeaters") playa
key role in the spread of STDs and in sU:Jtaining an SID epidemic in a
community.l6.1

Targeting may increa~ the concentraticn of a message (percent of all
message recipienas who are in a given high·risk group).

Interven~::ms may be more easily implemented in defmed and more
homogeneous groups.

Defming priorit}' groups requires solid epidemi'llogic infonnation; unfortunatelYt this is often
lacking. However, experience from se,'eral places in Africa has shoVtn that the following
groups oRen have high rates of infection:

adolescents;

the military;

prostitutes a."1d their clients;

truck drivers. IS. 19

In addition, populations at higher risk may be identified on the b~lSisofage, occupation and
area of residence (for example: urban versus rmaJ, or part:cular neighborhoods in a large city).
Finally, pregnant women are a special priority group because of the risk of adverse
pregnancy outcome and of ,'crUeal transmission ofsr~s.
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Diseases can be )lrioritiz.ed when programs Connulate why a given group is a priority target (or
intervention and what the expected impact will be on the SID program Programs should alSO be
prepared from the start to deal with the undesirable side effeclS of targeting groups, such as
stigmatization and discrimination.

Sociological and Dr-havforal Aspects
Planning an SlU control program shocld also involve careful consideration of the societal context
and the behavioral patterns in the population. Neglecting these' aspects and focusing solely on
the medical/ted1nicp.1 facets may be a reasol1l for the failure ofa program. This is, however, an
under--explored area whkh still requires much research. At a minimum, the following issues
should be add."essed:

_tvels of health·seeking behavior ;lmong ctifferent groups of the
population, particnlarly those mos't at risk for STDs;

patterns of sexual behavior in the general population and in priority
groups;

attitudes of health care workers ,oward STDs and patients with an STD.

The Health Care System

Successful STD control activities are iml~lem,ented in the context of an existing infra­
structure. When plar.ning a program, an inventory should be made of those existing capabilities
which may be useful for SID control, including:

training;

availability and use ofdiagnostic and therapeutic algorithms;

general quality of dinical and laboratory services;

any special SID dinics or intervellltion programs (e.g., eye prophylaxis
at birth, screening of prostitutes, urrgeted health education).

Issues of coordination with other programs should be addressed. 'These are ciscussed in the section
below under program management. In general, close collaboration with the AIDS program is
recommended, starting at the planning level.

INTERVENTION STRATEGIES

In countries without an SID control program. a national program should be formally launched in
order to:

achieve high public visibility for SID control;

clearly announce, the objectives and strategies.

Priority activities for SID control in many African countries include:

health edu~tion to change sexual behavior and to use condoms;

adequate treatment ofSID patienus and their sexual panners;

case rIDding for syphilis, and eventually gonorrhe~in pregnant women;

ocular prophylaxis at birth to prev,ent gonococcal ophthalmia neonatorum;

~creening for HIV, gonorrhea, and syphilis in high-risk groups.
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HeaUh Education
Inronnation, education, and communication (lEC) ~lctivjties are an integral part of SID control.
Principles and activities are generally the same as those used in AIDS control programs; as
discussed in Chaplers 8 and 10 of this Handbook.

sm clinical services provide a unique opponunily for heaJth-education activities, since clinics are
visited by individuals clearly at risk for sexually transmitted infections who may otherwise be
difficult to reach with lEe reessages on sros or AIDS. Providing concise and realistic
education on the prevention of all common STDs, rather than putt:ing primary emphasis on
AIDS, may enhance the effectiveness of primary prevention programs for both HIV
infection and STDs. Condom promotion and distribution is another area in which collaboration is
needed between SID and AIDS programs.

In addition to messages aimed at reducing exposure to and transmission of S1'[ .i and HIV, SID
control requires a special effort to promote relevant health-seeking behavior for detection and
treatment of SIDs. These activities are designed to:

promote recognition of signs and symptoms of selected Sills;

encourage patients to seek health care with competent medical services
as soon as signs and symptoms of STDs are noticed;

:--void self-medication for SIDs;

refrain from (unprotected) sexual activities as soon as signs or symptoms
of an STD appear and while under therapy for an SID;

encourage groups at risk to attend health services for case finding of
STDs, such JS syphilis screening services for pregnant women.

Clinical Services
Adequate management of SID patients and their contacts is the cornerstone of SID control. Early
and effective tteatment can reduce:

the duration of infectivity;

the risk ofcomplications and sequelae.

SID management is provided through "mious levels of the health care system. The objectives of
clinical management are to:5•6. 20

de!ennine the etiology of the patient's complaint;

provide adequate treatment if necessary;

counsel the patient on SID prevention through behavioral change and
condom use;

advise the patient to comply with treatment and to return if symptoms recur;

en,,~)Urage treatment of the patient's sexual partners;

screen for other STDs, including HIV infection.
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In developing countries, most patients with SIDs are seen in primary health care settings, both in
the public and the private sector, and not in special SID clinics:

A fully vertical system does exist in Senegal.

Some countries, such as zambia, have built a network of sPeCialized
SID clinics at the district level where patients can be referred who fail to
respond to syndromic management at the health center.

In other countries, such as Kenya, special clinics exist in the major cities.
These special clinics often function not only as referral points but also as
a first line service for SID patients.

In still other countries, such as Zaire, no specialized clinics exist and
SID problems are treated in the regular health care system, and also to a
very large extent in the private sector (using either Wlestem or ttaditional
approaches).

Obviously no universal recommendations can be made as to the way SID services should be
integrated into the existing health care system, since this depends on national policy. However,
programs should:

provide maximum coverage and good accessibility;

assure the possibility of patient referml, either to a specialized clinic or .0

a competent outpatient department in the health care system at the district
level.

SID referral is a problem in many developing countries because of financial, geographic and
sociocultural barriers between peripheral and referral levels of care. Therefore, SID control
programs should attempt to implement simplified and effective approaches for case management
at the primary health care level.

A major disadvantage of vertical SID services is their poor accessibility to women. This is due
mainly to the low specificity of clinical manifestations of Sills and the frequent asymptomatic
status of women with STDs. The stigmatizing impact of specialized SID clinics and the often
degrading treatment of women in such services are also factors.

The quality of health services in Africa is often variable; the image of STD control and the
confidence of the public in the program deptends mainly on the effectiveness of these clinical
services. Therefore, strengthening of clinical services for SID management should be a priority
for all SID control programs. Some principles ofcase management in primary health care settings
follow:20•21

Use a problem-oriented approach to present the symptoms and signs which
derme the health problem to be solved. The diagnosis mU3t be based on the
history, physical examination, and simple laboratory tests, if available.

Investigations should be perfonned only if they influence the management of
the health problem.

U mit the time spent so that correct management takes less than five minutes.

enoose tteatrnents that are rational, and standardize treatment regimens.

Refer patients only when necessary.
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Adequate Case Management
In the planning phase, national STD-treatment guidelines and clinical algorithms for case
management at the peripheral level should be published based on local data (which may require
some epidemiolgic research). WHO guidelines21 • 22 provide a very useful basis for such a
document. which should be distributed among health care workers. For example, plastic charts
containing the algorithms can be produced from these guidelines for distribution to primary health
care centers.

Coordination with the Essential Drug Program is necessary to ensure that recommended drugs are
available and are part of the country's essential drug list

When designing SID management algorithms, information is required on the:

local etiology of the health problem;

available laboratory tests and their operational validity and cost;

efficacy of tteabnent

Management protocols should be evaluated in pilot projects in different settings in the country
before they are officially recommended.

At a minimum, management recommendations should be available for the following syndromes:

urethral discharge;

cervico-vaginal discharge;

dysuria in women;

lower abdominal pain in women;

genital ulceration;

inguinal bubo;

swollen scrotum;

neonatal conjunctivitis.

Examples of simplified clinical algorithms for urethral discharge, genital ulcer disease and
vaginal discharge in women are listed in Figures 5-5 through 5-7.

Counseling and Partner Notification
Counseling should be one of the chief activities in STD control. but in practice little is done in
Africa. Overworked and poorly trained health care workers in busy. understaffed clinics have no
room for confidential. face-to-face counseling sessions. There is clearly an urgent need to
collaborate with AIDS control efforts in order to develop feasible counseling alternatives in
the context of clinical services in Africa. The counseling message should deal with prevention of
sros and HIV, as well as with more specific issues relevant to the secondary prevention of STDs
which focus on health-seeking behavior.
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Partner notification can consist of patient referral or provider referral. But, as with counseling,
panner notification is rarely implemented in Africa. Again, innovative approaches will have to be
developed (See Chapter 9 on Counseling).

Early Disease Detection
Since many individuals with STDs may be asymptomatic for long periods of time, they will not
seek early medical care. Such persons can be identified mainly by those detection programs for
SlUs which are an integral part of a control program. In addition, early detection of symptomatic
individuals should be promoted through health education and by strengthening primary health care
services. Early detection of infected individuals followed by prompt effective treatment is
effective in:

reducing the rate of complications (secondary prevention);

decreasing the risk of disease dissemination in the community.

Figure 5-4 on the next page lists some criteria which can be used to analyze the feasibility
and need for screening and case-finding programs.24

Laboratory tests are essential for the detection of STDs, particularly in women and for
asymptomatic individuals in general. Tests should:

be inexpensive;

use equipment which is independent, simple, rapid, and highly sensitive
and specific.

This is a combination of qualities rarely available in a single test. Tests that meet the equipment
criteria are becoming increasingly available for STDs, such as gonococcal and chlamydial
infections. Unfortunately, these new tests are too expensive. The general quality of laboratory
services in many developing countries is poor, making accurate STD detection difficult,
particularly in women.

Case findings (i.e., STD detection in individuals seeking health care for other reasons) for
syphilis in pr~gnantwomen in order to prevent congenital syphilis often receive high priority
in SID control programs. Findings from such cases may be an initial activity used to achieve high
visibility for STD contro1.2S For example, the zambian STD control program launched its syphilis
control initiative in 1983 in close collaboration with the MCH (mother and child health) program.

The cost effectiveness of detection programs can be increased by targeting individuals or groups at
high risk. These may be identified on the basis of:

symptoms or signs (e.g., vaginal discharge, cervicitis);

epidemiologic risk profile (e.g., sex partners of STD patients, parents of
neonate with conjunctivitis);

a focus on specific groups such as pregnant women or prostituteS.18, 26

Finally, many detection programs concentrate entirely on di'.iease detection, neglecting effective
treatment of infected cases. Increasing the proportion of detected cases that are properly treated
should be an important objective of STD control.
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FIGURE 5-4

/ PRINCIPLES OF SCREENING FOR

~SEXUALLY TRANSMITTED DISEASES

GC CT SV HBY CSCAlHPY HIV

Important problem + + + + + +
Natural history adequately
understood + + + + ± +
Latent stage + + + + + +
Accepted & effective
therapy + + + ± ±
Facilities for diagnosis
and therapy available + + + ± ± ±
Suitable test + ± + + ± +
Social acceptability ± ± + + + ±
Agreed policy on
management ± ± + + + ±
Cost effectiveness V V V V V ?

GC • gonorrhea; CT • chlamydial infection; SY • syphilis; HBV ..hepatitis B;
CXCA • cervix carcinoma; HPV • human papilloma virus.

+ • yes; •• no; :t • both positive and negative elements;
? .questionable or unknown; V • variable.

(based on Wilson & Jungner: reference '24: 1970)

EVE PROPHVLAXIS AT BlRm

In several populations in Africa, the incidence of gonococcal ophthalmia neonatorum is high,
ranging from 1% to 5%.8,27 Eye prophylaxis at birth with silver nitrate (l % eyedrops) or
tetracycline (1 % ointment) is the most cost-effective strategy to prevent gonococcal, but not
chlamydial, neonatal conjunctivitis.28 Such prophylaxis should be a priority SID control activity
because:

gonococcal ophthalmia neonatorum is a sight-threatening disease;

effective treatment is expensive and often not available at the primary
health care level;

case fmding for gonorrhea in pregnant women is usually not feasible.

Figures 5-5 through 5-7 on the next two pages illustrate management procedures when pa­
tients present with urethral discharge, vaginal discharge, or genital ulcer disease.
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FIGURES-S

MANAGEMENT OF URETIlRAL DISCHARGE IN A POi·ULATION
IN WIDCH N. GONORRHOEAE STRAINS ARE RESISTANT TO PENICILLIN

COMPLAINT OF URETHRAL DISCHARGE

~ 100/0

No discharge

+Return next day

discharge~present
50%

No discharge

t
StopNegr

7d~
Cure Persistent
90% discharge

10%

90%

Gram's stain

Discharge present

~

50%

Positive for gram­
negative ciplococci

SpectiimYcin/"~ersistent Cure
discharge 95%

5%

FIGURE 5-6

MANAGEMEf'..'T OF CERVICO-VAGINAL DISCHARGE (CLINICAL
EXAMINATION WITH VISUALlZA'lfION OF CERVIX BUT NO MICROSCOPy)

VAGINAL DISCHARGE

~ low abdominal pain - use protocol for PID

VAGINAL EXAMINATION (SPECULUM)

t
7 days

/' X
Cure No improvement

-------- ------~~. -Discharge not from cervix Discharge coming from

~~ the+MX
frothy, malodorous White, curdlike Treat for gonorrhea+ + and chlamY;iaJ infection

Trichomoniasis Candiciasis 7 days
treatment treatment

t
7 days

}I' ~
No improvement Cure

+Treat for gonorrhea
and chlamydia! infeelion
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FIGURE 5-7

MANAGEMENT OF GENITAL ULCER DISEASE IN A POPULATION
IN WHICH BOTH SYPHILIS AND CHANCROID ARE ENDEMIC

GENITAL ULCER

+

No geruk:e'

Syphilis treatment

Genital ulcer

Treatment for syphilis -------I.~ Sexual partner(s)
and chancroid / "

(single dose penicillin + sulfa/trimethoprim) /' """

+
7 days

1:1~%
Worse Improved

+ +
Initial chancroid Cure

treatment for 7 days

90% 10%

ImprOVed Worse

+ +
Cure Refer

. . . . ,,', . . c;', ", " , " ',I :..".' . ~.

A SUPPORT COMPONENT

Beginning with the launching of the STD program, disease control requires several support
components, but it is often only when a program is fully operational that the specific role of each
support component for the various interventions will become clear. Conversely, the development of
the support components may indicate new strategies for intervention (e.g., the availability or lack of
laboratory tests). The most important support components for an SID control program include:

surveillance;

training;

laboratory support;

research.
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Surveillance
Health policymakers need reliable data on the importance of a disease and on the effect of control
intetventions. Epidemiologic surveillance aims at defining the prevalence and incidence of the most
important STOs in various populations and monitoring trends in disease. The data collected should
be analyzed on a regular basis by the STD program, and effectively used to re-orient intetventions
ifnecessary. Hreliable surveillance activities exist at all, the infonnation collected is often not used
by program managers. This is very unfortunate, since surveillance of STD incidence may also
provide useful and sensitive indicators for the impact of health education activities on both STD
and AIDS control programs. To make efficient use of resources, close collaboration is essential in
this area. The following approaches have been used in STD surveillance:

In many countries clinicians are required by law to report STD cases to the Ministry of
Health. This approach rarely functions satisfactorily, and is often biased in many ways, particularly
with regard to STDs in women. Generalized clinician reporting should provide:

an estimate of the incidence of STDs in the population;

an indication of the burden of STDs on health services;

projection of drug supplies needed.

An example of a simplified reporting form using syndromes rather than diagnoses is shown
in Figure 5-8 below.21 This table can be used in conjunction with the clinical algorithms

FIGURE 5-8

WEEKLY/MONTHLY CLINICIAN
STD NOTIFICATION FORM

_________ Week (month) Year _Clinician
Location _

No. of patients No. of patients treated, No. of
treated, initial visit follow-up visit patients referred

SYNDROME:

Urethral
discharge

Balanitis

Swollen
scrotum

Vaginal
discharge

PID

Conjunctivitis
in newborn

Genital Men: Men: Men:
ulcer Women: Women: Women:

Men Men: Men:
Bubo Women: Women: Women:

Other Men: Men: Men:
STDs Women: Women: Women:

(from WHO! VDTI85.437)
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mentioned before. and plovides some infonnation on the capability of clinical services to deal with
SID patients (percent of referred patients):

Sentinel surveillance pnd periodic surveys are two distinct forms of surveillance. In
comparison. routine reporting presents several problems:

It requires a considerable effort.

It is expensive.

It may present serious biases.

It often does not function properly.

Consequently. sentinel surveillance is preferred by many programs. This fonn of swveillance
collects data through a network of representative health care facilities or through periodic surveys
of specific populations. often including pregnant women. general outpatients. patients at SID
clinics. and prostitutes. Serosurveys for HIV infection should include serologic tests for SIDs.
such as syphilis and chancroid.

Surveillance based on laboratory activities present obvious problems when used to assess the
epidemiologic situation or STDs:

Only a fraction of diagnoses involve laboratory tests.

Patients with complicated infections and poor response to therapy are
over-represented.

However. it may be useful to monitor the level of laboratory activity in the program and provide
infonnation nn trends in antimicrobial susceptibility ofN. gonorrlweae strains.

Training
SID control training of health care workers on all levels is usually poor to nonexhtent in the
regular school curriculum in most countries. This results in poor case management of patients with
SIDs, little attention to health promotion and colmseling. and poor motivation by health care
workers to support SID control activities. Therefore. training should be an integral part of the
SID control program right from its start.

For efficient use of resources. training should be coordinated with AIDS-control program
activities. and initially focus on training a cadre of skilled trainers who can subsequently train
peripheral health care workers. However. before initiating SID training programs, the objectives
of training for the different levels of health care workers should be clearly defined. Intervention
strategies at all levels should also be clear. Training should not be limited to public health
personnel only, but also involve the private health care sector, pharmacists, and community
workers involved in IEC. Training should be:

practical and comprehensive;

able to deal with the various aspects of SID control, not just diagnosis
and treatment;
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developed or adapted by the SID control program in order to be used at
the peripheral level;

part of the regular curriculum for physicians, nurses, and laboratory
technicians.

Medical students and postgraduate trainees in specialities such as obstetrics and gynecology
should receive practical training in SID control at a proper health care facility.

Some programs offer in·service training for clinical officers at the national SID reference center.
For example, three months of in-service training is conducted annually at the University Teaching
Hospital in Lusaka. By 1989, 68 clinical officers were trained; three quarters of them are in full·
time SID practice at a referral level.

Laboratory Support
Laboratory services are often among the weakest components of the health system in Africa.
Nevertheless, they are indispensable for:

diagnosis of important STDs in women (syphilis, gonorrhea, chlamydial
infection) and men (syphilis);

case rmding and screening (e.g., syphilis screening in pregnancy);

diagnosis of complicated cases;

surveillance;

monitoring of antimicrobial susceptibility to N. gonorrhoeae.

Strengthening laboratory services is severely handicapped by:

lack of resources (particularly foreign currency to purchase laboratory reagents);

insufficient number of properly trained laboratory techn:cians;

inadequate and poorly maintained equipment;

lack of prestige of laboratory medicine.

In addition, a lack of coordination often exists between laboratory services and the control
program. This may lead to:

the use of tests that are not adapted to the program activities;

delayed reporting in case-rmding programs which results in low
treatment rates of infected persons;

scarcity of tests where they are most needed.

Since a major effort is being made to introduce serologic diagnosis of HIV infection, we have a
unique opportunity to strengthen laboratory activities for STDs at the same time. At a minimum,
the following should be made available to health care services involved in SID control:

RPR tests (or equivalent);

microscopic examination of a wet mount and Gram-stained smear.
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The level of health services at which these tests are available will depend on the degree of
development of laboratory services and on tne a.vailable resources. The next priority is the
availability of laboratory diagnosis of gonorrhea in women. However. this will rarely be available
outside teniary referral centers.

There is an urgent need to develop and evaluate inexpensive and simple tests for the
diagnosis of gonococcal and chlamydial infection in women.29 A bench-level laboratory manual
for STDs is available from WH0.30

Research
Major changes in SID control strategies were the result of research in biomedical. epidemiologic.
and behavioral areas. Each national SID control program should have a research component.
which usually concentrates on operational research useful to SID control. Priority areas for
research were recently defmed by WHO.29 They include:

the epidemiology of common SIDs in the country;

evaluation of indicators for surveillance and assessment;

demonstration projects;

evaluation of treatment regimens;

field testing of standardized protocols;

studies on health-seeking behavior;

KABP (knowledge. attitude. behavior. and practice) surveys.

Program Management
Because of the complexity of SID control and tlle involvement of many sectors of the health
system and society. a special unit directing SID control is needed within the Ministry of Health. It
should have normative. technical. and logistic functions:

It should coordinate resources and activities within the program and with
other programs-particularly primary health care and AIDS control.

It should be responsible for evaluating control activities and their
support.

This unit should be headed by a full-time manager with a public health
background. who can be assisted by a national SID committee.
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COMMUNICATION FOR
AIDS PREVENTION IN AFRICA

William A. Smith
Deborah L. Helitzer-Allen
Jake Obetsebi-Lamptey

INTRODUCTION

Africa has a long and distinguished history of using communication for development:

Tanzania pioneered some of the world's first national health campaigns
in its "Man is Health" and "Food is Life" programs of the 1960s.

West Africa opened the field of radio forums for community
participation.

East and southern Africa are using radio to improve classroom
instruction in novel ways.

Mass media and advertising playa gTO\\ing role in African Ufe, particularly in the large urban
centers.

Traditional media (song, folk theatre~ and storytelling) continue to influence millions in the
mral and urban regions of the continent.

Today these communication resources are being mustered in the battle against AIDS. But
Africa must be understood in its complexity and diversity.

There is no one "African approach" to AIDS - no one "African response" to mv infection.
There are:

forty-one different countries in sub-Saharan Africa;

twenty-one different language groups, with thousands of dialects;

hundreds ofcultural and tribal traditions which distinguish people in
important ways.

Indeed, HIV infection itself, as has been demonstrated in other chapters, varies widely in severity
and intensity throughout the continent. Our first lesson as communicators is to understand that the
teon "Africa" is a convenient shorthand, glossing over a huge variety of practices, beliefs,
cultures, languages, religions, and histories.
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Any reference to uAfrican strategy" or "African programs" can have little real meaning to a
communication specialist sensitive to the importance of audience characteristics. We must:

give up this notion of"Africa" in favor of a more serious look at "people
practicing high-risk behaviors";

ask ourselves what behaviors place people at risk and how w~ might
influence those specific practices to help reduce the risk of infection.

Despite the diversity of the African continent. many sub-Saharan African cultures do share certain
characteristics that distinguish them in large part from other regions of the world. such as:

strong tribal communities;

the responsibilities and roles of extended family networks;

a dual reliance on both traditional and cosmopolitan medical systems.

While the concept of audience segmentation is vital to the communicator, understanding the
common constraints and opportunities shown in Figure 6-1 below will also help improve the
choice of communication strategies to reach large numbel s of people effectively.

FIGURE 6-1

/

COMMON OPPORTUNITIES M'DCONSTRAINfS~
IN MANY AFRICAN SOCIETIES

--~
OPPORTUNITIES CONSTRAINTS

High infection rates in some areas which make
the problem of AIDS clearly visible and salient

Growing mass-media infrastructure in urban
areas

Growing political support and understanding
of the seriousness of AIDS and its threat to the
economic and political health of the nation

Centralized. governmental decision-making

The tradition of oral storytelling and song as a
means of mass education

The changing role ofwomen
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Inadequate health services and health
infrastruclUres. particularly in rural areas

M3l11Y competing health problems. both acute
and chronic

Limited communication infrastructures in
many rural areas

Breakdown of lldditional norms in urban areas

Low literacy rates, particularly among women

Limited epidemiologic understanding of the
AIDS problem

Limited expertise with communication research
and the skills ofconducting audience and
behavioral research

Limited resources, both fmancial and human
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As we look at the short history of AIDS in Africa, we can identify at least two categori~of
response which parallel, to a large degree, the world's overall response to AIDS and which
have shaped the use of communication to fight IHV infection:

There has been a response of denial, a refusal to acknowledge at a
nati()nallevel the terrible threat that AIDS may represent, and a more
personal denial among millions that they themselves might be at risk of
such a disease.

There has been an emphasis on information as a way to fight denial ­
an explosion of posters, pamphlets, radio shows, and news broadcasts
"teaching" the facts about the new terror. Behind the emphasis on
information was clearly the hope, and often the belief, that the facts about
AIDS were enough for people to protect themselves from infection.

As we look at Africa today these are not sequential stages. but rather complex human responses to
a terrifying disease - responses which interact, coexist, and shape programs in unpredictable ways.
We still see denial- we still see an emphasis on information alone - but there is also an emerging
awareness that:

denial cannot survive the reality of growing infection rates;

information alone is not enough to prevent HN transmission.

In this chapter, we will brieny review the characteristics of each response. We will make the
case that the challenge for Africa now is to move beyond deniall, beyond information, toward
more targeted and integrated programs of prevention, using communication as a means to
understand, reach, and influence people at most risk.

YESTERDAY: THE LEGACY OF DENIAL

AIDS has created a special dilemma for the communication planner in Africa. Africa was the fIrst
region of the world to be victimized by international misinformation on AIDS:

Early western press reports "blamed" Mrica as the source of the AIDS
VlTUS.

All the countries of Africa were lumped together by the foreign press as
though they were a single homogeneous cultural group. African students
and African visitors abroad were unfairly singled out for HN screening
and discrimination.

Local tourism and trade suffered under the wild rumors that "all of Africa
is devastated by AIDS."

Quite naturally, many African leaders felt embattled. Misinformation and wild rumors began an
Age of Denial for many countries. Initially, many African governments were reluctant to launch
major educational campaigns at home because of the fear they would only feed the negative
stereotypes abroad.
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Recently, however, countries have emerged from this period of anger and frustration to create
innovative responses to the AIDS challenge:

Uganda's "Love CarefullyU campaign;

Zaire's "Attention Na SIDAu
;

Ghana's dramatic film of a young woman suffering with AIDS.

These are only a few examples of how Africans from both the public and private sectors are
working to protect their societies from AIDS today. The legacy of denial has given way in some
countries to an emphasis on information as the means to prevent the spread of HIV infection.

TODAY: AN AGE OF INFORMATION

The goals of an Age of Information are to:

alert a nation to the facts about AIDS;

give people the infonnation they need to protect themselves from HIV
infection.

What is AIDS? How is it spread? Who can get it? What can I do to protect myself! Where do I go
for more information?

When AIDS was a new disease, there was an obvious need and an obvious role for communica­
tion. Countries all over the world turned to health educators and to the press to "tell the people the
factsUabout AIDS so they could protect themselves from infection. The hope was that "knowledge
would set them free."

Three forces have helped to shape this Age of Information:

government campaigns;

press reports;

public rumors.

Each has helped shape the popular image of AIDS - an image filled at different times and at
different levels with personal denial- with both fact and fiction. In this section we will describe
briefly how these three forces have been used in Africa to inform, and h\lW we might continue to
use them as we move beyond information toward the concept of prevention.

No matter what the vehicle, there has b~n a difference in information strategies between
countries and regions of different mv pl'evalence:

Areas of low prevalence have concentrated on education, and
surveillance has been integrated with primary health care activities.

Areas of medium prevalence have used general education to the public
and targeted education to the populations at greatest risk, such as SID
patients and prostitutes. combined with promotion and distribution of
condoms where appropriate.
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In areas of high prevalence, education has focused on specific means of
prevention of infection in those who are neither infected nor sexually
active.

NATIONAL INFORMATION
CAMPAIGNS

can You Spot Which Person carries AIDS?

.,...,......... "f... " .. "' III<1Ie~.~.

~.pe ..". n....". All'" c."", ..* ..r~ ~.~ ..,..,..:~

• use dramatic slogans and draw
ideas from social advertising;

• often publicize an information
source (hotline or health
center) where additional
information on AIDS can be
found, and try to lead people
to new sources of information.

• address the total population;

• teach the basic facts about
AIDS;

• often try to dispel existing
myth.~;

• use mass media extensively,
parlticularly radio, TV, and
newspapers;

III "; ~ - '-,'.' • '" ,. t," .•

FIGURE 6-2
Among the world's most visible communication approaches have been national information cam­
paigns on AIDS. Figure 6-2 above shows posters from two such campaigns. Zaire, Zambia,
Zimbabwe, Malawi, Botswana, Uganda, Trinidad, Brazil, Mexico, the Dominican Republic,
Australia, Great Britain, Switzerland, France, and many other countries have all planned and
executed national information campaigns. As a strategy, national information campaigns have the
following basic characteristics:

They address the total population.

They teach the basic facts about AIDS.

They often try to dispel existing myths.

They use mass media extensively, particularly radio, TV, and newspapers.

They use dramatic slogans and draw ideas from social advertising.
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They often publicize an information source (hotline or health center)
where additional information on AIDS can be found, and try to lead
people to new sources of information.

The strength of national information campaigns is twofold:

They are aimed primarily at building correct knowledge about AIDS.

They can help create societal understanding and support for
controversial new practices.

National information campaigns also have drawbacks:

If not carefully planned they can be superficial, spreading myths as
well as counteracting them. In several countries, for example, mention
during the national campaigns that "HIV can be transmitted through
blood" has led to the public misconception that individuals can get AIDS
by "donatingH blood as well as by receiving infected transfused blood.

Some campaigns have inadvertently Ilfomoted negative stereotyping
of certain populations and given false confidence to other groups. For
example, in some countries female sex workers have been singled out as
those most infected. This has led not only to stigmatization of these
women, but also to an erroneous and dangerous belief by other people
who have multiple sexual partners that they themselves are not at risk of
infection.

Campaigns can create demand for services or products which are in
short supply, thereby creating public frustration and furor.

Campaigns can be expensive, although the cost per person reached may
be among the lowest of all the strategies.

Using Fear versus Positive Imaging
Although many national information campaigns have made use of fear to discourage people from
perfonning a multitude of behaviors, relatively little is known about its persuasive effect. We do
know that fear is a complex phenomenon, is emotional, and irrational.

At a seminar held in Washington D.C., experts in clinical and social psychology, advertising, and
public health discussed recent research on the use of fear in health communications. In a report of
the seminar, Porter Novelli, a major public-relations agency, concluded that:

the effects of a fearful message depend on the perceptions of the
audience's vulnerability, susceptibility, and sense of control- through
which they process the information.

The seminar concluded that for real behavior change, a person needs both a motivating component
(fear) and an action component (a detailed program for change). Neither component works alone.
The participants of the seminar developed guidelines for using fear appeals in health messages:

Realize that individuals may react differently to different appeals.
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Choose a credible spokesperson.

Make the message as personally relevant as possible.

Encourage a sense of personal empowerment.

Aim for immediacy in the message.

Be aware of the overall effect of the message.

Consider the effect of fear appeals on other health "influentials."

Realize that fear appeals may have a significant "wearout factor."

Realize that fear appeals may be more appropriate in messages that
advocate avoiding, rather than doing, something.

All in all, national information campaigns have been among the most popular strategies of an Age
of Information. Campaigns still hold benefits for an Age of Prevention if they are:

properly organized;

regularly conducted;

targeted at specific audiences with useful messages.

Their great value for the future will be their ability to:

keep AIDS on the public agenda;

stimulate widespread societal support for AIDS prevention;

create a conducive environment for new practices by providing an
umbrella that shelters the intensive behavior change programs from
public furor;

help create new societal norms that support less risky behavior.

Press Information Programs
During the Age of Information, the press has been a primary source of information concerning
AIDS in many countries of Africa. Too often, however, press reports have fostered and spread
false information on AIDS, such as the origin of the disease or claims of drugs to cure the disease.
Undocumented reports of miracle cures and the association of AIDS with some uncontrolled germ
warfare experiments have confused, frightened, and alienated people in many countries. Some
samples of press coverage are shown in Figure 6-3 on the following page. Not all press
coverage has been negative, however; some of the most powerful press stories have been human­
interest coverage, demonstrating that people with HIV infection can play useful roles in AIDS
prevention - humanizing the face of AIDS for a skeptical public.
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FIGURE 6-3
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A press infonnation program should be designed to:

help the press avoid the pitfalls of false infonnation;

educate and motivate the press towards responsible AIDS education;

use the power of the press to help reduce stereotyping and increase the
spread of more accurate infonnation.

Specific supports that have been proven useful in reaching the press include:

training specific members of the press to be AIDS experts and liaisons
with the government;

preparing information kits which are both useful and attractive to the
press;
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providing information to government officials on press procedures so
that the government may more effectively use the press;

holding regular press conferences with the Nativnal AIDS Committee
and the Ministry of Health; and

arranging speakers' bureaus of experts familiar with press needs and
skilled in media interviews.

The World Health Organization has compiled a manual entitled Broadcasurs' Questions
and Answers on AIDS, which has been distributed widely throughout Africa. Still only a few
counuies in Africa - such as Uganda, Sierra Leone, Malawi, and Kenya - have explored the
potential of press education programs. This is an area of great potential as we move from just
giving information about the AIDS epidemic to the more complex task of preventing HIV
infection.

Interpersonal Networks: Building "Positive" Public Rumors
A rumor is a piece of unsupported information received from another person - usually face to face.
For example, the nightly radio news says "Scientists report that AIDS cannot be transmitted by
mosquitoes..." But the next day a friend tells liS, "I saw an article that says that mosquitoes can
transmit AIDS... " Whom do we believe? Because the face-to-face contact has special credibility
for most of us, we are more often persuaded by the friend's rumor, even when the information is
challenged by the government or some other "official" source. The rumor create~ ense of doubt
and confusion.

Interpersonal networks - churches, schools, health centers, work places - are potential
breeding grounds for ''positive rumor~" which are:

factual pieces of information passed on informally from one
individual to another.

While few governments ever think about their training programs in this way, in fact, face-to-face
tactics are a way to build channels for the "positive rumor." In the Age of Information, some
programs have used existing sxial networks to build "positive rumors." correct information
diffused through multiple interpersonal channels.

As we enter the Age of Prevention, government and private AIDS prevention organizations in
some parts of Africa are trying creative approaches to:

encourage community-wide information on AIDS;

create "positive" rumors which underpin official announcements and
campaIgns.

Examples of promising approaches include the following:

The Military. Distribution of condoms and AIDS brochures has often
been accomplished more easily among military personnel than the
general public. Well-informed military personnel can have a considerable
impact on their spouses, families, and non-military friends and
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colleagues. Kenya, Uganda, Ghana, and Tanzania all h.ave military­
based AIDS prevention programs now under development.

Schools. Adolescents represent a population at potential risk for HIV
infection. As adolescents enter the years of sexual activity, they must be
infonned of the threat of AIDS. Yet students often distrust infonnation
from authority figures. Peer networks in Uganda and Malawi are
proving a useful means to build the positive rumor channels for this
audience. Students also represent a distribution resource of unique
proportions. Properly organized. students can deliver millions of
pamphlets throughout neighborhoods and villages. They can help
organize"AIDS Awarenesstt days in their communities. They can speak
up for the facts and help debunk the myths if they are properly infonned,
motivated, and empowered.

Private Sector. Companies. workers' organizations. cooperatives. and
labor unions are also playing a key information role in the distribution of
AIDS prevention messages and services in Si>me parts of Africa.
Businesses and worker organizations have sponsored AIDS Awareness
days, distributed condoms and fliers, and helped AIDS-prevention teams
monitor the effectiveness of national campaigns. In Uganda, a well­
organized AIDS In the Workplace program is now under way,
including training for some twenty industries in Uganda designed to reach
50,000 workers. In Zaire, a discordant couples program - in which the
workplace setting is being used to deliver messages to couples, rather than
just in~vidual men or women - is showing promising results. And in
Sierra Leone and Uganda, a program for taxicab drivers shows that
information can be disseminated in innovative ways.

In some countries, governments are using the services of private
organizations like advertising agencies to help develop national
strategie:;. In Ghana, a local agency (Lintas Ghana) produced a
dramatic film on AIDS which helped thousands understand the human
dimension of AIDS in the life of village women. Another common
approach is to encourage the involvement of private voluntary groups.
In Rwanda, the Red Cross has focused AIDS education campaigns at
truck drivers who can take the message from town to town (while they
also may be persuaded to avoid infection themselves). Bartenders are
being recruited for special AIDS-education courses so they can inform
and educate customers. In many parts of Afiica, networks of folk singers,
traditional storytellers, rural theatre performers, and marketplace vendors
are developing appropriate folk tales about AIDS prevention. Family
planning organizations have been particularly active and effective in the
fight against AIDS in some parts of Africa.

Religious Groups. Consistent with the initial stance of denial, some
religious groups have ignored AIDS prevention. Unfortunately others
have taken an aggressively negative stance, asserting that people stricken
with AIDS "deserve" the disease. Many of these early reactions have
faded as people learned more about the disease and re.cognized that HIV
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is a virus capable of infecting aU people. We have learned the importance
of involving representatives from religious communities in planning
prevention campaigns from the earliest stages in ord:r to help build their
understanding and support from the beginning. Where this has happened,
the support of religious leaders has been tremendously powerful.

Traditional Healers also have a special role in AIDS prevention in
Africa. Traditional healers, particul,arly those who are active in the
treatment of sexual disorders. are becoming useful spokespersons for the
idea of fewer sexual partners. They can help to control the wild claims of
"miracle cures" for AIDS which often confuse and mislead the public.
They can also help to alleviate some of the sYmptoms of AIDS-relared
illnesses. But, again, this involvement requires a sensitive understanding
of their role in society and an aggressive outreach strategy to involve
them in positive ways.

Local Actors, Sports Heroes, and Political Figures can also promote
"positive rumors" through public endorsements and fund-raising efforts,
as well as give credibility to national AIDS programs. This is particularly
powerful in cases where government information may be less credible.
Theatre groups and storytellers in Tanzania, zaire, Uganda, and
Kenya are becoming potent AIDS messengers helping to shape the
"positive rumors" which lead to lasting change in societal values about
AIDS and high-risk behavior.

Persons with AIDS are also begimling to serve as educators and spokes­
persons in Mrica. However, public sensitivities are still such that these
people must participate in programs without going public about their
HIV status. They are teaching through courageous eX31Jlples about the
disease and its consequences, as we:ll as offering research and planning
assistance to national programs. These individuals can be the most
powerful sources of positive rumors - clarifying falsehoods and
demystifyinglhe disease.

As we look at the experience in Africa of organizing interpersonal networks during the Age of
Information, several lessons emerge which may help us continue and expand the development of
these vital resources. Specific suggestions to g,overnment policy-makers include:

Emphasize traditional media - singers, storytellers. healers - as well as
modem mass media

Make community participation an integral and ongoing part of the
national plan. Don't let it be just something that others are doing.

Actively recruit and invite participation of private groups in AIDS
prevention programs - both commercial groups and traditional leaders.
Don't wait for them to volunreer.

Acknowledge the validity of the private groups' particular interests
and concerns. Don't force them to adopt all of the government's values
or orientation.
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When possible. provide te<:::~nicalsupport to these groups in areas s1t<:h
as UjHtating medical facts about AIDS, counseling, and access to media.

Monitor group activities to ensure they art on target and accurate.

Recognize group efforts privately and publicly, perbap3 with awards
or press reports on their success.

TODAY AND TOMORROW: TOWARD EFFECTIVE PREVENTION

In Africa, as in much of the world toda)', there exists a complex mixture of fad, fiction, and
fear about AIDS. For example:

In Uganda, recent studies suggest that the basic facts about AIDS are
well understood by up to 95% of the rural population. Yel qualitative
research in othel countries is showing that some adolescents feel "you
can't get AIDS if you have sex in lhe mral areas because AIDS is an
urban disease" or that "if you don't visit prostitutes you'fle safe."

These reactions are suggestive of how fact can be transfonned into fictiun: as people experience
fear, they also seek to deny their own risks -looking for easy answers to a frightening new
reality.

There is a more disturbing, but not surprising, revelation about the focus on infonnation: clear
gains in basic information do not result in behavior change.

We must now act on the knowledge that a correct understanding of HIV infection is like
correct information aboul other lifestyle diseases (cancer, heart disease, other sexually
transmitted diseases, etc.). Knowledge alone is in4iufficient to ensure that most people wiU make
the difficult changes in routine behavior that can uJItimately protect them from infection.

Information is simpl)' not enough for prevention; yet too many of our programs continue to
pursue communication strategies aimed primarily at improving knowledge alone.

What is needed now? What role can modem communication play in helping to move:

beyond denial,

beyond infonnation alone,

toward programs of effective prevention?

Learning About Behavior

In Africa, just as everywhere else, AIDS is a disease that can be prevented. The HIV virus
survives and spreads because people engage unknowingly or unavoidably in a narrow set of
specific behaviors that can have lethal consequenees. It is well recognized by epidemiologists
and health educators alike that the AIDS problem is clearly a pJ·ohlem of behavior change
and tbat our next generation of programs must focus on specific behavior.
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It is generally agreed by behavioral psychologists that there are at least five ways to influence
human behavior. In a sense. this means that we have five broad strategies to pursue. In the Age
of Prevention we can:

use authority and legal sanction to prohibit cenain behaviors;

provide facts and logic to inform people of the dangers of specific
behaviors and the advantages of specific new behaviors;

use emotion to appeal to people's sentiments;

create incentives (such as monetaJy rewards. recognition. or new
societal norms) to suppon specific behaviors and/or reduce others;

use facilitation strategies to identify and reduce the SI'PCcific obstacles
which inhibit people from adopting a new and more healthy behavior.

Some HIV-related health behaviors are quite straightforward. requiring only one of the above
techniques. Some governments. for example. have already banned the commercialization of blood.
enonnously reducing the risk ofcontaminated blood supplies.

By comparison. HIV-related health behaviors that are private and personal are:

infinitely more complex;

less well understood;

certainly much less constrainable by public sanctions.

While several personal and private behaviors are imponant. attention in Africa is being f()(,used
largely on sexual ttansmission of HIV: Certainly sexual transmission represents the area in
which the challenge to communication to educate and motivate is the greatest. Sexual
behavior is:

ubiquitous;

highly conditioned by tradition. yet particularly private;

apparently responsible for one of the dominant routes of HIV
transmission;

usually a taboo subject for discussion.

Control of sexual behavior - or chanr' ;n co. ~only accepted practices - often strike at the heart
ofself-identity and community nonn~.. ..exu· i an area of human behavior poorly studied and
poorly understood. We need to pay increased c.tlcntion to:

the incidence of sexually transmitted diseases;

their relationship to HIV status.

The fonnat for behavior change for AIDS prevention is not yet well understood; however. the
means of influencing behavior are better understood today than at any other time in human history.
We know enough about AIDS to begin with a hypothetical framework for change.
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Figure 6·4 lists several stages through which an individual might move as he or she goes
from unawareness of tte problem of AIDS to suslained behavior change.

FJGURE6-4

HEALTH BEHAVIOR CHANGE CONTINUUM:
A FRAMEWORK FOR MEASUREMENT
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This model assumes that a person eventually moves through stages whieh sometimes vary in
sequence but, when taken together, can help explain and inOuent'e behavior change. These
stages include:

lack of awareness of the problem;

awareness about the problem;

concern about the problem;

knowledge about the problem and how to prevent it;

motivation to change behaviors that make one susceptible to the problem;

readiness to change specific behaviors;

first trial of new behaviors;

personal assessment of the results of adopting new behaviors;

sustained behavior change itself.

H we accept the model in Figure 6-4 as an initial frnmework for behavior change. then communi­
cation strategies for an Age of Prevention seem best sl~ited to address the internal factors that
influence adoption.
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FIGURE 6-5

INTERNAL FACTORS OF
HEALTH BEHAVIOR CHANGE

Internal
Factors

(Knowledge. awareness,
se:riou.sneu. sense ofoontrol)

Arc Ihe members of our target
audience aWlle of the problem?

Do they CXlmlClly undc:nland the
;mportant facts about Ihe probJan?

)0 they seem genenlJy ooncaned
that the problem is teal and impor­
tant?

Do the members of the la1gd audi­
ence fcd at petSlllnlI risk?
Do they fed the problem is worth d0­
ing SJOmClhing about for themselves?

»0 they fed able to influence the Je­
suit?

Do they have dw~ raoon:a they nced
to pnetioe the new behaviors?

Are they aware d ",ben to behave in
the new way~?

Are they rewarded and pRi~ - or
are there other positive conse­
quences - for behaving in the new
ways?

Do Ihey perceive lhe results ofnew
behaviors as rewarding when com­
pared with the benefils of the risk
behaviors?

II' , " ,u'- " ,1',1 "
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For example, strategies can help to answer certain questions, as shown in Figure 6-5.

Techniques for Behavior Change
As governments move beyond denial and beyond information, three activities stand out as
program priorities for this Age of Prevention. We must:

learn more about risk behaviors;

continue to foster broad societal support for key new behaviors;

target and integrate serial strategies on a relatively narrow set of priority behaviors.

Upon accepting these three activities. we acknowledge that behavior change is the problem.
lberefore, as communicators we must first learn more about the behaviors that place populations
at risk. \Ve must:

know what people do now;

know how people feel about their present practices;

understand whether people feel it is possible to change their behaviors.

For example, we need to know and understand if people feel confident that they could use
condoms or practice "safer" sex. And ifnot, why not'! As we examine examples, it becomes clear
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that we must ask ourselves: how do we go about studying these very private feelings and
practices'?

From the fields of anthropologYt marketingt and social psychologYt communicators are
exploring qualitative methods of inquiry. These methods are used to:

closely examine knowledge, attitudes, and practices of small
segments of target audiences;

complement traditional forms of large-scale and more representative
survey research.

While in-depth description of qualitative methods is beyond the scope of this chaptert it may be
useful to give examples of how each technique might be applied to specific AIDS prevention
objectives in order to learn more about the behavior of populations at risk:

Intercept interviews might be used at the exit of a clinic to find out what
infonnation health workers had given patients during their visits.

Observation could be used at a bar to learn about the interaction
between a client and a prostitute prior to a sexual encounter, or to
examine condom purchasing patterns of customers in small stores.

Role-playing exercises might be used to learn about how sexual partners
handle the concept of using a condom during intercourse. Simulation
exercises might be used to learn about slkilllevels in the use of condoms.

Ethnographies could be used to study the broad context of sexual
practices and identify alternative behaviors, particularly within
communities with high HIV infection rates.

In-depth interviews could be used to understand how specific high-risk
groups, such as female prostitutes, view tlie sexual practices which
expose them to HIV infection.

Focus group discussions might be used with transport workers to
discover how peer networks could be used more effectively to influence
the use of condoms.

Panel studies might be used with employees of a large company to
detennine whether and how their condom use practices change over a
long period of time.

When combined with data collected in well-developed surveys, information gathered by
qualitative methods can be vital to:

understanding community attitudes F'egarding mv transmission;

selecting specific communication channels;

organizing interpersonal networks to influence and shape behavior.

The triangulation, or combining of various qualitative and quantitative data collection techniques,
allows us to develop a more in-depth understanding of these very private attitudes, beliefs, and
behaviors. It constitutes the first scientific step towards an Age of Prevention.

120 C011I11UUJication for AIDS Preventjon in Africa AIDS PREVENTION HANDBOOK



BUILDING SOCIETAL SUPPORT

For the Age of Prevention to really take hold, communication must also help build a societal
consensus - a public code of ethics - that performing these new behaviors is the "right" way to
behave. In order for most people to adopt new behaviors and maintain them, it is imperative that
public opinion support the new behaviors.

Behavioral scientists understand that an important influence on individual behavior adoption is
what is termed "societal norms." Behavior is:

not perfonned in a vacuum;

performed within the context of a community;

performed with the support of a person's sexual partners, peers, family,
and other influential associates.

One role for communication is to identify and then influence the community to sanction new
practices.

The theoretical basis for building societal support is well established in the social science
literature. Fishbein, a leading theorist of behavior change in the United States, states that the
principle determinants of intentions include:

the individual's attitude toward perfonning the behavior;

the social influences or "subjective norms" which influence the
individual to perform or not perfonn the behavior.

Fishbein and his colleagues demonstrate that social influences, or "subjective norms," reflect an
individual's perception of whether or not they should be influenced by what society believes is
correct For example, ifpeople believe that their peers as well as their family support having only
one sexual partner - and the opinion of their peers and family is important to them - they will be
more motivated to remain monogamous than they might be if the reverse were true. The key is the
perceived relevance of the individual or group approving or disapproving of the behavior.

In Africa, it is very clear that AIDS is a family disease, with multiple family impacts:

It has impact on the individual in the context of his or her role in a
nuclear and extended family network.

Doctors in Africa today are reluctant to tell patients their blood test
results because of the impact the news of a positive mv blood test will
have on the individual within the family structure.

Having AIDS means that a woman may face the impact of abandon­
ment or divorce; in addition, both the woman and her husband might
wish to avoid having children - cl'eating ridicule and disappointment
from in-laws, grandparents, and other family members.

Another reality for Africa is the combination of traditional male dominance and an increasing
female population which is economically independent This combination appears to make sexual
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relations outside of marriage more acceptable; it also means that the habit among married and
single persons of moving from partner to partner may be part of permissible behavior within
society.

For new behaviors (like safer sex) and new cultural values Oike not having children and not
abandoning HIV-positive partners) to exist and flourish, a societal climate will have to be
developed that:

embraces and protects these new behaviors;

understands that safer sex must be practiced by everyone, not only by
those persons who are exhibiting symptoms of AIDS but also by those
who are healthy.

Societal support for new behaviors means that some of the nttitudes and practices of
yesterday must give way to new attitudes and practices in the Age of Prevention. This
process is illustrated in Figure 6-6:

FIGURI~6-6

CHANGING SOCIETAL BEHAVIORAL SUPPORTS

YESTERDAY
AND

TODAY

Having multiple sexual partners
is not only a common practice but
broadly accepted.

Cultural expectations require a
man whose brother dies to "take
as his wife" his dead brother's wife.

mY-infected persons conceive
children because of lack of
lmowledge about infection, or
fear of ridicule and abandonment

"Safer sex," if practiced at all, is
considered necessary only for "high-risk"
people and those with mv infection.

TODAY
AND

TOMORROW

Having only one sexual partner
is the correct and accepted pattern.

A man acceplS some responsibility for
his dead brother's wife but does not
begin having sexual relations with her.

AlDS-infected persons are viewed
as protecting family and community
health by not conceiving.

"Safer sex'" is practiced by everyone.

The role of the communicator is to:

find ways to encourage AIDS prevention as part of daily life;

raise public consciousness so that people think about AIDS prevention as
an issue for their neighbors and for society;

raise individual consciousness so that people think about AIDS
prevention as an issue that has impact on their personal behavior.
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This means the communicators must become masters of public relations. For example:

They must encourage radio and television producers to develop programs
such as soap operas abeut AIDS.

They must suggest that dramatic productions be undertaken by local
drama groups.

They must encourage producers to sponsor talk-shows, and they must
hold workshops for local leaders to discuss the way traditional practices
influence AIDS-related behaviors.

BEYOND PIECEMEAL PROGRAMS: INTEGRATING AND TARGETING

Yesterday's Efforts
Health education as traditionally practiced often suffered from a lack of comprehensive planning.
Too often we have pushed ill-conceived messages through weak communication channels toward
inappropriate audiences.

Even more often, we have employed education methods which, while effective in teaching
individuals, have minimal impact upon the health status of large populations.

This approach to health education led to public henlth programs consisting of media promotions,
training programs, and community events. These may have appeared on the surface to be
successful, yet they failed to bring about sustained change in health-related practices.

Flawed programs in the past have included:

lectures on community participation for health workers who were too
overworked to teach clients or organize community groups;

a few slick TV spots, which pleased the government officials but
provided little practical infonnation to consumers;

radio programs that advenised services that did not really exist or gave
advice no one was inclined to follow;

a poster meant to reach women who were new to urban settings. which
was pretested with one neighborhood mother because "she's from a rural
area";

a flip chart developed for group presentations that never took place
because the health workers were never instructed on how to use it - or
there was no money for participants to travel - or the flip chart got lost
on its way to the health workers.

The flaws in such efforts are not always easy to see because they are often strategic flaws:

Program managers may have made inaccurate generalizations about the
audience (its current practices. its needs, its preferences. or access to
media).

Planning of media activities may have been insufficient to assure
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messages reached an adequate number of people with necessary impact.

Training of health workers may have been lacking because of resource
constraints.

There may have been little or no program monitoring or midcourse
adjustments.

Moreover. health education has often been at the bottom of public health allocations. in terms of
both human and fmancial resources. This is especially critical in developing countries where
budgets are stretched thin. Lack of resources easily results in piecemeal strategies.

Today's Approach
The key to success in communication has been a shift away from media-specific planning toward
a systems approach to communication. A systems approach:

uses a combination of broadcast. folk. and community media;

considers a combination of media as part of an interrelated network of
inputs;

targets inputs to specific changes;

is responsive to specitic audiences.

An effective communication program must also be concerned with

feelings. incentives. obstacles. and the ways these can be manipulated
through messages to help people make lasting changes in unsafe
behaviors.

Tomorrow's Promise
A new generation of communication programs is now on the drawing-board. Short-lived
campaigns are giving way to long-term systematic programs of behavior change and social
support. Instructional media, socia) marketing, aud behavioral psychology are expanding our
ability to use communication in support of development. Examples include:

Risk Behavior Counseling. Communication strategies can support proven counseling techniques
to reach individuals who know about AIDS and who perhaps are HIV-infected or are involved
with a seropositive partner, but who have not yet adopted safer practi~e~. Risk behavior counseling
uses structured group, individual, or couples cOWlseling techniques aimed at replacing unsafe
practices with safer ones that are also satisfying. The goal of this type of counseling is to
desensitize taboo topics and make safer behavior free from either guilt or worry. One emphasis of
this approach has been skill practice sessions with condoms; another is group discussion of safer
sex practices.

Communication strategies are needed so that potential clients can be infonned of available
services. Audio-visual aids can be produced for counselors to use during sessions, and take-home
materials can be produced for clients to reinfonce important messages discussed during the
counseling session. Special care must be taken with communication products developed to support
these programs. The explicit nature of the counseling often makes it difficult for governments to
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promote counseling; the concept that sex should be publicly promoted as satisfying or recreational
is still controversial in many societies; the public may not undersL1l1d the need to promote condom
use or the safer sex practices required to prevent HIV infection.

Product Marketing Programs for specific products, such as condoms and spennicides, have
assumed significant importance in the fight against AIDS. In many countries of Africa condom
availability is low, and condoms are often associated with promiscuity or population control. AIDS
has created a growing realization, however, that condoms are also a means of protection. Condom
marketing strategies use commercial marketing techniques to promote commercial, subsidized, or
even free distribution of condoms ior AIDS prevention. The communication components of
condom marketing strategies do not attempt to teach everything about AIDS; rather they
emphasize the specific benefits of using a condom. They use mass media for advertising, and
some place special attention on the condom design itself (lubricated, with or without spermicide),
packaging, distribution outlets, point of purchase infonnation, and pricing to maximize sales
profits and distribution.

There are legitimate concerns about condom marketing, however. These are outlined in
Figure 6-7:

/
FlGtJRE6-7

CONDO~fCONCERNS

CONDOM MARKETING ALaSE DOE.~NOT PROVIDE SUFFlCID.'T ,GENERAL EDUCATION
ABOUT AIDS. Marketing sU31egies mau be COOlbi.ned wrilh information stralegie$ wilh the goal of providing
sufficient motiva.tion for the public to want to use condoms" 'The matketing comJPOnent must ensure that. once the
molivalion has been ctealCd.lbe product is aviilahie itJld easy to obtain al a re.uonabte COSI, and thaI information
is also available aboot how the prodoct sbouJd be wtd.

EASY ACCESS 10 CONDOMS MAY GIVE A FALI)E SENSE OF SECUIUTY TO USERS and increase
Ihe likelihood Ihat people will cootinue 10 )m"e more than one sexual panner. Communication Slralegies should
no(suggest that condoms are 100 perunt effective. IT« IltJaI using a condom is the only way 10 prevent HIV
transmission" Allemative "safer sex" practices. and !be need 10 reduce the number of sexual pannus. should be
promoted along wilh condom use.

CONDOMS REQUIRE EXPUCIT INSTRUCTIOX:5 to ensure 1hallhey are used properly" Sucb instructions
require cuhural sensitivity, but are not out of ihe realm or the wmmunication specialiSl wito has studied the
information needs of the target population.

IN MANY COIJNTRIES. COSDOMS ARE SOT TIllE ANSWER. Some c:oontries have determined that the
need for condoms v.'oukl be so greatlhal. giv~ increased demand, il woo.dd be impossible to maintain adequa~

supplies. In Uganda., for example. IWO million c:oOOoms are DOl coough for one-nhird of tJ1.e adult popuJalioo to

have one sexual encounter!

Service-Delivery Education Programs (treatment fadlities, testing, infonnation/referral, patient
and family counseling) are not communication activities in themselves. However, like the other
two strategies, these require communication ekments to publicize and create responsible demand
for the services. Service-delivery education Irrograms have sometimes been parts of national
infonnation campaigns. but the message was s;imply to annouooe the service. publicizing where
and when it was available. In a service-deliver)' education program, emphasis must also be placed
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on training caretakers (physicians, nurses, hospital and clinic personnel, mental health and social
service providers) in communication skills, HIV risk reduction, and counseling techniques.
Specific activities include:

~kil1s training in patient counseling;

development and use of audio-visual aids for providers;

development and use of printed materials to give patients to take home
after the counseling session;

development of patient and family outw..ach services;

publicity about service alternatives and availability;

one-to-one education regarding HIV risk reduction.

Given the problems of limited resources and difficult-to-change behaviors, we must find ways of
increasing the likelihood that our communication strategies will not only inform, but will also
create sustained behavior change. Communication strategies which support other targeted
programs, such as those described above, have the potential to stretch these limited resources to
impact beyond the mere transmission of information to prevention of the further spread of HIV
infection.

TEN KEYS TO EFFECTIVE COMMUNICATION FOR AIDS PREVENTION

Whatever strategy is chosen, effective communication for an Age of Prevention should include the
following steps:

1. Define the Persons Practicing High-Risk Bebaviors.
These persons are audiences for your messages. Depending on the particular strategy you select,
your audience could be one or all of the following: the sexually active population, school children,
or persons practicing particular high risk behaviors. However, each separate target group will
require a completely different communication approach; segmenting your audience before you
begin will help to ensure that your messages and strategies will affect those you are trying to reach.

2. Determine the Existing Levels of Knowledge, Attitudes, and Types
of High-Risk Behaviors Within your Target Groups.

Using different research techniques to learn about your target audience will help you to:

understand what correct and incorrect infonnation they already have;

how they behave;

what their motivations might be to maintain or change their behaviors;

how you might influence them through your program.

This step is of primary importance for developing ideas about the directions of your
communication strategy.
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3. Specifically Define What Behaviors Must Be Changed.
What infonnation needs to be transmitted, and what attitudes require changing, in order for people
to protect themselves? This is the crucial step of strategy development.

4. Determine the Relative Benefits of Each Behavior.
Which behaviors are currently practic.:d as compared to those you will be promoting? View these
as though they were products competing for the individual's attention. If you can convince your
target audience that the new behavior is an "improvement" over the current behavior, the
motivation to try the new behavior might be instilled.

S. Select the Benefits of the Correct Behavior.
Which benetits are most competitive in the minds of those most at risk? This step requires an in­
depth understanding of what motivates your target audience. Is your audience most concerned
about:

protecting themselves ("Using a condom will protect you from infection.");

protecting their partners ("Using a condom will convince your partner
that you care about him/her.U);

protecting their families ("Using a condom will help ensure that you are
able to continue to support your children as they grow up.U).

6. Craft Messages and Appeals that Highlight Specific Blenefits.
Make sure that there is consistency across all of your messages and materials, including those as
diverse as health worker training materials, condom point-of-purchase displays, and promotional
spots for risk behavior counseling.

7. Pretest Messages and Appeals Thro~gh Focus Groups and In-Depth Interviews.
Try to learn whether the members of your audience understand, believe, and are motivated by the
messages. Since pretesting usually uncovers inconsistencies and problems with the messages, ask
yourself and members of the target audience these questions:

Do the visual images in the materials support the words?

Do the images represent people, places, or products with which the
audience is familiar?

How can the messages be changed to improve the likelihood that they
will influence behavior change?
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8. Select Channels that Most Persuasively Reach the Audiences At Risk.
Your earlier research should have included questions about exposure to communication channels
and sources of influence:

Are authority figures (such as physicians) appropriate. or are peers
(school children, other prostitutes, etc.) better sources of information for
your target audience?

Does your target audience listen to the radio?

Would they prefer to be given leaflets or fliers by someone directly (like
a bar owner or a religious leader)?

9. Organize the Effective Delivery of the Messages Through the Selected Channels.
Just selecting the channels is not enough. What spedfic times on the radio are more effective than
others for different target audiences? (Farmers may listen in the morning before they go out to the
fields, prostitutes as they do chores around the house in the afternoon, factory workers at home
after dinner in the evenings.)

Has the frequency of the spots been can~fully thought out to achieve a
certain level of intensity. while avoiding "listener burnouf'?

Which page of the newspaper and which edition are most read by your
target audience?

What is the "language" of your target audience?

Do your health workers or counselors require a training session?

Where must point-of-purchase materials be delivered - to the warehouse
depot or directly to the retail sales outlet?

10. Monitor the Delivery for Mistakes and Unexpected Changes in the Audience.

Are radio spots being played at the right time and at the right frequency?

Are newspaper articles giving correct information? Are point-of­
purchase materials displayed?

Are counselors giving take-home materials to their clients? Is the
audience interpreting the messages correctly?

Have your audience members reached a point of saturation with
infonnation. but do they still feel unable to perform the behaviors you are
promoting?

These ten steps are now well accepted by communication professionals in Africa as vital for
producing communication that changes attitudes and behaviors. This process has proven effective
in programs on family planning, heart-disease prevention. child survival. drug and alcohol abuse,
sexually ttansmitted diseases. and now AIDS prevention. Communication is flexible and fluid; it
can change. grow. develop, and continue to influenc::e throughout this process. The challenge is to
utilize limited resources in a way which informs. motivates, and sustains the behaviors that are
most crucial to AIDS prevention programs.
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CONCLUSION

For an Age of Prevention strategy to be successful, three principles of communication should be
kept in mind:

1. Pur THE AUDIENCE FIRST.

The audience (fanner, mother, young couple, or prostitute) is not a receptacle into which new
technologies are poured. Rather, the audience is an active catalyst whose needs, constraints,
attitudes, and vocabulary orient and drive the c:ommunication component. Communication is not
a link to the audience, but is rather a two-way link between the audience and planner.

Our tools for understanding the audience's perspective are growing. Our dependence on large­
scale surveys and anecdotal information is lessened by smaller, behaviorally oriented studies.
Concept testing, ethnographies, focus-group inlterViews, behavioral trials. and intercept interviews
are the jargon of a new genre of research techniques. These behavioral studies help identify the
hidden consrraints an individual may encountc:r in trying a new health behavior, and expose the
less visible incentives which promote adoption. These studies help message designers select
vocabulary that the audience will understand ~md integrate the new behavior into the audience's
own view of problems and needs. These studies help us to ask not only "how good is the new
idea?U but. for example, "how good will the father, mother, or couple think the new idea is?"

A second major lesson about audiences is that ull users are not alike. Early mass media broadcasts
tended to lump people together. focusing more on their similarities than their differences. Now we
segment audiences and direct programs toward specific groups. We develop differentiated
message strategies for different audience groups and use techniques such as message tone,
characterization. and scheduling to reach important subgroups with more relevant and persuasive
information.

2. TARGET BEHAVIOR.

Traditionally, we have thought of communication as a means to "motivate" people through
infonnation. But today, we cannot be satisfied with changes in knowledge and attitude alone.
Better health means behavior change. It means understanding what benefits individuals will
experience and value from a new practice; how individuals will relate the new behavior to existing
practices; and whether they will see the cost (time. money~ effort) as too high. We must select
behaviors that people are willing and able to change.

Effective behavior change also means targlting areas of opponunity rather than trying to do
everything at once. People do not change behavior easily. We know that for a new behavior to
become routine, people need to perform it many times, to receive support from several places, and
to have the support (or reward) linked as closely to the new behavior as possible. \Ve believe
effective communication cannot promote "better health" as such. but it can prioritize the elements
of better health such as safer sex and focus on sp-:-cific micro-behaviors related to safer sex: using
condoms or having non-penetrative sex or staying with one partner. This permits communication
to help the user deal with real-life problems as they arise. We believe communication is more
effective when it is targeted at specific behaviors that people are likely to adopt.
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3. INTEGRATE STRAT£GIF,S.
No single strategy or channel is diverse enough to reach every element of a population
convincingly. Dozens of studies were carried out in the 1950$ and 1960s to determine which was
beller - radio. TV, print, or face a to-face counseling. The answer is now clear that uwhich is
better?" was the wrong question. The right question is Uwhich combination of channels is best for
what purpose?tt Interpersonal communication. including counseling. group meetings. community
organization. and practical demonstration. are <:Jearly the best way to teach skills. develop
confidence, and suppon sustained behavior change. Broadcast media are effective at reaching
mass audiences quickly with fairly simple ideas. and for giving suppon to or reinforcing face·to­
face effons. Print media are best :il providing umely reminders of infonnation we expect people to
remember over time.

Perhaps our most important fmding is that we need all of the components discussed in this chapter
to make an effective program. We need to reach ~arge numbers of people quickly, these people
need some reminders of key infonnation. and they need to believe in the messages ifnew routine
behavior is expected.
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COMPETENCY-B.ASED TRAINING
FOR AIDS PROGR.AMS

John Rich
Leopoltd Zekcng

INTRODUCTION
This chapter explores the relationship between an assignment and the kind of training needed to
ensure optimum performance of that assignment. The aim of training must be to assist workers to
perform their jobs competently. No mauer how effeclive training is in conveying infonnation.
influencing altitudes and judgment. or stimulating thought. it will have failed if trainees are unable
to perform the tasks assigh~ to them. This is the ultimate test of training: Can workers perfonn
their tasks?

Competency-based training (CBT) is trainiJng for action. Tboe obj~ive is to equip trainees
with certain competencies which will S1Jbsequently be applied in order to accomplish specific
tasks.

CBT is especially relevant to health care. It is commonplace in many countries to find highly
educated, and often erudite. health care providers who encounter great difficulty in the application
of what they have learned to the solution of !ltealth problems thatt confront them. In a number of
cases. these individuals lack the organizational, technical. and managerial skins that would enable
them to take full advantage of their education. For example:

Doctors newly graduated from medical school often find themselves iU­
equipped for the practice of medicine in rural health ceenteIs which do not
have the material or human resourc:es they were accustomed to using at
the teaching hospital.

Nurses trained in hospital care can find themselves in sole charge of rural
clinics and dispensaries. often with the responsibility for diagnosing
common ailments.

In both examples. medical and nursing education programs failedl to prepare healih care personnel
for the assignments they were later given. It is often onJy by an arduous and sometimes costly
process of mal and error that persons in such situations can learn to perform their designated
functions effectively.

In addition. the training offered many suppan :and paraprofessional staff in health care settings is
based upon erroneous assumptions. For example:

AIDS PREVENTION HANDBOOK Competency-Based Training/or AIDS Prel"enJiM 131



It might be assumed that knowledge of the anatomy and physiology of
the circulatory system is an essential prerequisite for the control of
hemorrhage by fmt-aid workers. Accordingly. lectures by an expen
physician on the subject may be arran,ged. However. it is by no means
certain that the knowledge gained as a result of those lectures will ensure
that first-aid workers will be able to qUickly and effectively control
bleeding in an injured person. Control of hemorrhage depends primarily
on the prompt and effective perfonnanre of certain actions. rather than
the possession of renaln knowledge. 'I'he first-aid worker who knows
what to do. and how to do it. and who has practiced until the actions have
become second nature. will be successful in controlling bleeding.

If knowledge does not contribute to the enhancement of skill. it has no place in CBT. If training
does not result in good perfonnance, then it has failed to reach its mark. The measure of training
effectiveness is the degree to which workers can perfonn the tasks assigned to them-not the
degree of knowledge they have gained.

The first section of this chapter expands upon our training definition and explains the
characteristics of CDT; the second section poses the question: what is the role of CDT in
AIDS prevention? The answer lies in consideration of which interventions are needed in order to
prevent AIDS. CBT emphasizes doing rather than merely knowing. and the prevention
opponunities explored in this chapter suggest where CBT can be used to effectively intervene.

PRINCIPLF,S AND CHARACTERISTICS OF COMPETENCY-BASED TRAINING

Competency-based training is distinct from other kinds of educational processes. It focuses on the
functions to be performed by a given worker and the development of the competencies required
for performance of those functions. Traditional forms of instruction. on the other hand~ attempt to

"educate" the worker by providing a broad array of knowledge from which the worker can later
extrapolate, according to the needs of a given situation.

Unlike the academic model. CBT provides the worker with tho~e competencies essential for
performance of the assigned job. While traditional forms of training place great value on
evaluation of what infonnation the trainee ha~ leamed~ CBT places its emphasis on evaluation of
how the trainee performs.

Competencies
This does not mean. however. that the acquisition of knowledge has no place in CBT. Three types
of competency are recognized: cognitive, psychomotor. and affective. Stripping these terms of
their mystique. they translate as knowledge. skills, and attitudes.

The effective performance of skills obviously implies a cerudn degree of knowledge. A
laboratory technician could. for example. be adept at manipulating specimens. equipment and
instruments. but if knowledge of the assay protocol is lacking. pelformance of a test would be
impossible.
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Similarly, possession of knowledge without the ability to perform skills would also lead to
Inel1'ectlve performance. There is a world ofdifference between knowing the steps in a procedure
and being able to perfonn that procedure safely and precisely.

Quality performance is dependent on skills backed up by essential knowledge; however,
performance wlll be compromised in the pr~nce of an inappropriate attitude. An attitude
characterized by a lack of concern would obviously affect the pn:cision with which a laboratory
teehnicien performed a given assay; such an attitude could easily lead to false results.

The demarcation between knowledge. skills. and attitudes is somewhat arbitrary and artificial.
Competencies in any of the three domains are interdependent. For example. the skills needed by a
laboratory technician include reasoning. observation. calculation, and interpretation-in addition
to the more obvious motor skills involved in manipulation of specimens and equipment

In Dlany training programs, the acquisition of knowledgE~ takes precedence; in CBT,
performance is the focus ofattention.

Defming the Job
Since CDT is concerned with assisting personnel to perform the functions to which they are
assigned, it follows that the first consideration ~n setting up a training program is to derme those
functions accurately and in detail. This is a somewhat arduous and time-eonsuming task, but in the
long run it pays handsome dividends.

Defining a job consists of (£task analysis,tJ which is analY'~ing the tasks to be performed by a
given worker. Task analysis is an ordered listing of the functions. activities. and discrete actions
that a worker has to perform in order to do a specific job. It is. in fact, a very detailed "job
description" which explains. step by step, exaclly what the worker is expected to do. During this
analysis:

task-related functions are identified;

these functions are broken down into the activities n~cessary for task
accomplishment;

those actions required for perfonnance of specified activities are
determined.

Evaluating Performance
If a job is not defined in sufficient detail, tbere is little basis 'for an objective evaluation or
performance. In such a case. supervisors will revert to subjective forms of evaluation based on
impressions. feelings. convictions. or even hearsay. Assessment will often be heavily colored by
the supervisor's personal like or dislike of the persons being evaluated.

Task analysis provides a basis for objective evaJuation:

It informs the worker of what he or she is expected to do and exactly bow
to do it

Subsequent evaluation can therefon~ be based on whether or not the
worker does what is expected in the: manner prescribed.
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Subjective influences, and the biases they produce, are thus reduced to a
minimum.

Identifying Training Needs
Task analysis also provides the basis for the identification of training needs. The detailed
breakdown of tasks provides a view of what ideal performance should be. It is then relatively easy
to compare ideal performance of these tasks with their actual performance. The discrepancy
between ideal and actual performance establishes the baseline for determination of training needs.
This baseline is arrived at by defining:

skills that are lacking or defective;

knowledge that health care providers need in order to perform those skills;

attitudes that affect proper skill perfonnance.

Diagnosing Performance Discrepancies
Once perfonnance has been evaluated and discrepancies identified, decisions have to be made on
whether discrepancies are due to:

lack of knowledge;

lack of skill;

lack of supervision;

lack of equipment or supplies;

inappropriate attitudes.

However, once discrepancies are identified no useful purpose will be served by:

supplying the .lealth worker with knowledge if what he or she really
needs is training and practice in a particular skill;

training a health care provider in skills or knowledge if what is really
missing is equipment or supplies.

In addition, it is of litde useful purpose to provide training at all, if subsequently the health care
provider is to be left to his or her own devices, without supervision. Under such circumstances if
skills and knowledge do not atrophy, attitudes will almost certainly deteriorate. The causes of
discrepancies in perfonnance must be diagnosed, and then decisions made on whether training is
really the answer to the problem.

Developing Learning Objectives
Once training needs ha\-e been identified, it is possible to identify clusters of skills, related
knowledge and attitudes. From these, topics can be determined which need to be addressed during
training. For example: if discrepancies were noted between prescribed precautions and actual
performance at various points in different procedures, a section of training could be devoted to
precautions.
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Once the topics of training have been detennined, it is necessary to develop leaming/training
objectives. These are simply statements of what trainees should be able to do at the end of a
training session. These statements:

provide infonnation on the trainer's intention;

fonn the basis for the evaluation of trainees and trainc~r alike.

In order to be of any utility, objectives must be measurable or observable. A poor objective might
read as follows:

By the end of this session, the trainee will know and understand the three
typical patterns of AIDS epidemiology and the regions in which th~y

occur.

On the basis of such an objective, a trainer would have difficulty in ascertaining what the trainee
really did know ' nd understand, since a person's knowledge and understanding are invisible! A
trainee's understanding and knowing can only become evident as a result of some overt action.

A better ~'ljectivemight be,

By the end of this session, the trainee will correctly describe the three
typical patterns of AIDS epidemiology and will be able to indicate
correctly on a map of the world those regions in which each occurs.

Yet another poor learning objective would be,

By the end of this session, the trainee should know how to reconstitute
reagents used in the test correctly.

A better version of this objective would be,

By the end of this session, the trainee will be able to measure the correct
amounts of reconstituting solution and add them to the appropriate vials,
according to the manufacturer's recommendations.

The advantages of precise learning objectives are that they:

state unequivocally what the trainer will teach;

reveal what the trainee must learn;

indicate how the trainee will be evaluated.

THE TRAINER'S RESPONSIBIUTY

One aspect of CBT that must be stressed is the respon~ibility it places on the trainer for
achievement of learning objectives. (Traditionally, it is the student's fault and not the teacher's if
the student fails to learn.)

In eDT, ifa trainee fails to learn, it is considered to be predominantly the fault of the trainer
and not solely that of the trainee. H trainees fail to achieve learning objectives set for them, it is
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argued that the ttainer has failed to provide the environment and the conditions in which the
ttainee can achieve them.

For example, if a trainee's attention wanders in the course of a lecture, this is considered to be the
fault of the lecturer and not of the listener. The lecturer has failed to stimulate and maintain the
listener's interest. IT, at the end of a practical session, the trainee is still unable to perform a
procedure correctly, this is considered to be a failure of the trainer to provide the conditions in
which the trainee can practice the procedure adequately.

The Trainer's Role in Active Learning
In active learning, the trainer has the ultimate responsibility for the trainee's learning. The trainer
must employ training methods which will involve the trainee in the process of learning, and ensure
the trainee's maximum participation in that process. Learning must be active, rather than passive.
The trainer's role is not merely to dispense information but to assist trainees to learn through
personal discovery. Instead of passively assimilating information delivered by the trainer, the
trainee must be stimulated to contribute what he or she knows, thinks, and feels to an exploration
of the topic.

The trainer's role is to facilitate learning, to channel information, opinions, and ideas coming from
trainees, and guide them toward the discovery of new knowledge and the acquisition of new or
improved skills. In addition, the trainer seeks to influence trainees' attitudes, often by acting as a
role model.

Selection of Learning Activities
From the above, it is obvious that the trainer must give careful thought to the learning activities
that are proposed to trainees. These trainees are adults, with a wealth of personal and professional
experience. They must be allowed to use this experience in the course of training sessions and
share it with their peers. One of the best ways of facilitating this is by the organization of
structured group activities, during which each member of the group is encouraged to make his or
her contribution.

Conceptual, analytical, and organizational skills are often best learned and practiced in small group
activities, at the end of which a tangible product is expected. These products are then submitted to
peer scrutiny and comment in plenary sessions. IT the products are favorably reviewed, they may
be included in a final product

It has been found that one of the best ways to impart information is by means of an active lecture.
This differs from the traditional lecture format in that the trainee becomes directly involved at each
step of the way:

The trainer elicits information from the trainees themselves by adroit
questioning, probing the extent of their knowledge, correcting
misconceptions, and providing additional information when necessary.
In this manner, trainees actively contribute to the learning process,
exploring a given domain together with the trainer.
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As a result, acquired information is more easily intemalized and its implications recognized at a
personal level. As individuals, and as a group, trainees tend to identify more closely with
knowledge gained through this kind of interaction. Each person is conscious of the contribution he
or she has made to the fmal mosaic and can experience satisfaction in having advanced the learning
process.

However, the trainee also needs the challenge of individual assignments and exercises involving
personal application ofcompetencies, including problem-solving skills. The individual assignment
obliges trainees to grapple alone with development of particular !'lkills, returning to the peer group
and the trainer for assessment of their accomplishments. Two representative examples of
individual assignments are presented below:

The return demonstration can occur once a new skill has been
demonstrated by the trainer. Each trainee is then given the opportunity to
demonstrate the skill. As he or she does so, errors committed can be
identified and corrected.

Simulations are useful in situations in which it is not feasible to practice
newly learned competencies. These can take the form of role play in
some instances. They can also involve the use of imaginary case studies
as exercises in application and problem solving.

EVALUATION

No training plan is complete without an evaluation component. It is not good enough to put
one's best resources into training and expect that one will obtain good results. It is necessary to
examine those results carefully. This can be done in many ways:

pre- and post-testing of knowledge;

skill evaluation;

pre- and post-assessment of attitudes;

evaluation of participants' reactions;

periodic performance evaluation;

impact evaluation.

Testing Knowledge
Evaluation of knowledge gained during a training session or workshop can be informal or formal.
It could take the form of verbal questioning or written tests.

It is important to know what knowledge the participants brought with them to the training
sessions. Ifa participant scores 90% on the fmal test, for instance, this might be due to the fact that
he or she entered training at that level. In such a case, the high score was not due to training at all.
It is for this reason that one should give comparable tests before and after training. However, it is
not appropriate either. to measure only raw gain-that is, the difference between pre- and post-test
scores, since this does not give a true idea of how much knowledge lacking at the beginning of
training has been acquired as a direct result of training. The adjusted gain score is a more reliable
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indicator of what percentage of knowledge lacking at the beginning of training was indeed gained
as a result of training.

The adjusted gain score is calculated according to the following fonnula:

Post-Test Score
Score

Maximum Possible
Score

- Pre-TestScore
Score

Pre-Test
Score

x 100 = Adjusted Gain Score

If, for example, a participant scores 25% in the pre-test and 75% in the post-test, it is tempting to
believe that he or she has upgraded knowledge by 50% (the differen<:e between pre and post-test
scores). The adjusted gain score, on the other hand, indicates that the participant has gained 66%
of the knowledge lacking at the start of training.

The adjusted gain scores can be used to begin evaluation of the quality of training provided. The
part of a trainee's knowledge which was acquired as a result of the ItJ'aining itself is revealed. If
many trainees have low adjusted gain scores, this is an indication that training has been
ineffective-at least as a means of transferring knowledge.

Evaluation of Skills
When it comes to the evaluation of skill development, it is not practical to measure skills before
and after training. However, it is practical to me~lSure the results of skill testing at the end of
training. This is best done using a perfonnance evaluation checklist based on the actions described
in the task analysis.

To determine whether the skills learned during training are carried over into daily work,
perfonnance evaluation should be conducted periodically in the work setting, at intervals of one
month, three months, and six months, on the occasion of supervisory visits.

An objective manner for testing the proficiency of laboratory technicians consists of evaluating the
results obtained by them in performing assays on a panel of known sera, included among
specimens to be tested.

Evaluation of Traifling by the Trainees
When evaluating training, it ;s interesting and important to learn the trainees' perception of its
value:

Did they feel that the training was relevant and useful to their work?

Were they convinced that the objectives announced had been achieved?

What did they think of the atmosphere of the course and the learning
environment in which they worked?

What was their opinion of the facilitators, demonstrators, or instructors?

Did they feel that their experience, knowledge, ideas, and opinions were
valued?
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Questions such as these can be included in a questionnaire given to participants at the end of
tIaining, with their responses treated anonymously.

Evaluation or Impact
Ideally, the impact of training on the health problem it addresses should be evaluated. However,
this would be a difficult t costly, and time·consuming effort, requiring special expertise nol
nonnally possessed by trainers.

The Dow chart below represents the CRT steps covered in (hi!) section or the chapter:

,
FlGURE1-1

/ STEPS FOR COMPETE~Cy.BASEDTRAINING
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(Defines in detail "hat the worker should do)

~
,.-----------------------------.... CRITERIA FOR
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~
TRAINING NEEDS

(Based on the discrepancy between Ideal and adual performance)
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TRAINING INTERVENTION FOR AIDS PREVENTION

It is obvious that training interventions can play an important role in the prevention of AIDS and
the control of the present world pandemic. A multiplicity of such efforts has taken place, ranging
from regional and national workshops to training sessions at the community level.

A common problem, however, is that the word "training" has been loosely used to include
activities such as health education, awareness-raising, and information dissemination. These are all
essential and valuable activities in themselves, but they are not, strictly speaking, training
interventions.

1raining-and especially competellcy-based training-is aimed primarily at assisting health care
providers and others to perform the functions to which they have been assigned. It is not
principally a means of information tranc;fer, but rather a preparation for use ofcenain technologies
or techniques. (Certain of these technologies might be used subsequently for purposes of
knowledge transfer or information dissemination. Thent training would address the techniques of
communication rather than the content.)

What is the role of trainingt as we have tried to defme it, in AIDS pl1evention? The answer to this
question lies in consideration of what interventions need to be made in order to prevent AIDS.

DOMAINS OF AIDS PREVENTION

\Ve know that HIV can be transmitted:

by contaminated blood;

by sexual intercourse;

perinatally, from mother to child.

AIDS prevention would therefore seem to lie in three domains:

preventing transmission of HIV through transfused blood, or by objects
contaminated with blood containing the virus;

promoting safer sexual practices;

preventing pregnancies in seropositive mothers.

Let us explore where CBT can intervene in each of these three domains:

Blood
We know that HIV can be virtually eliminated from a natioots blood supply by efficient screening
for antibodies to the virus. A variety of tests are used for doing so, each of different complexity.
The effectiveness and reliability of such tests depend to a great extent on the manner in which they
are performed by laboratory technicians. Some of the training interventions which might be
considered in this connection include:

performance and interpretation of existing and new tests for HIV antibodies;

collection of blood samples by venipuncture or, in some cases, on filter
paper;
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techniques for blood pooling;

precautions to be observed before, during and after testng;

comparative studies of assays;

counseling before and after HIV antibody testing.

In many situations, it is not practical to screen blood, especially at peripheral health centers. In
such settings, the only way of curbing transmission of HIV through transfused blood is to reduce
the number of transfusions that are given and to substitute alternative methods of blood expansion.
This would seem to indicate the need for prescriptions and use of alternatives to blood transfusion.

Since it has been postulated that HIV transmission can take place through the use of unsterile
needles, syringes, and cutting instruments, there would appear to be a need for training of nurses
and auxiliaries in:

effective methods of sterilization and decontamination;

universal precautions.

Safer Sexual Practices

This might seem to be a domain in which education of individuals and groups would have prime
importance, and in which there is little need for CBT of a technical nature. However, since much
of the educational effort will fall to health care providers, and perhaps predominantly to family
planning workers, there seems to be a real need for training in:

using techniques and strategies for communication;

understanding counseling guidelines;

training peer educators;

developing, field-testing, and producing educational materials;

procuring, storing. and distributing condoms.

Perinatal Transmission
Family planning workers and midwives in many countries would benefit from training in:

counseling of seropositive women with regard to avoidance of pregnancy
through use of appropriate contraception;

correct use ofcondoms.

RELATED ACTIVITIES

A number of activities related to all three of the above domains could be enhanced considerably
through CBT:

Epidemiologic Studies

methodologies and application

collection of samples

use of computers for data analysis.
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KAPB (Knowledge, Attitudes, Practices. and Behavior) Studies

development and field-testing of survey questionnaires

sample selection

interviewing

tabulation and interpretation of survey results

use of computers for data analysis.

Cost Analysis
One often neglected aspect of project management is the analysis of initial and recurrent costs.
Training in cost-analysis methods and techniques would therefore be invaluable, where needed.
Training in accounting systems would also prove of great help in a Iflwnber of countries.

Management and Supervision
Some aspects of management where CBT could play an important role have already been noted.
Training in management is needed in many countries. at many levels:

Laboratory supervisors, administrators. and nursing staff could
benefit from training in the control of supplies. the care and maintenance
of equipment. and management of personnel.

National AIDS coordinators, project managers and executives should
benefit from training in leadership and formative supervision. Many of
them are also in need of ttaining in project implementation and
management. which would assist them to make the transition from
medium- and long-tenn plans to reality.

Training in project monitoring and evaluation methods would prove
invaluable in the AIDS prevention arena.

Training of trainers is probably the most important of all training
interventions. since it enhances the capacity of countries to plan and
implement their own training programs.

Such opportunities for CRT, with its emphasis on doing rather than merely knowing, is by no
means ~xhaustive.

Almost all aspects of AIDS prevention can be approached from the point ~f view of what
must be done, when, and by whom. Tangible positive results can be obtained by:

carefully defining and analyzing the tasks to be accomplished;

setting up a system for evaluation of the perfonnance of the defined
tasks;

detennining discrepancies between ideal and actual perfOlmance;

deftning what needs remediation.
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When following tbe above steps. the stage is set for training and:

developing measurable learning objectives;

selecting appropriate learning activities;

conducting training that is active and panicipatory in character.

By fonowing such a path. an AIDS prevention program is vinually assured of success in
producing graduates from training who have the conceptual. analytical. organizational. manual and
verbal skills enabling them to play their part7 aiS effectively as po:ssible. in the fight against AIDS.
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TARGETING OF PREVENTION
PROGRAMS IN AFRICA

Peter lLamptey
~falcolm Potts

INTRODUCTION

AIDS is the only imponant new epidemic to occur in the history of modem. scientific medicine.
The most common route of transmission is sexu.aJ. It follows, ineS'f:apably, that those most likely to
acquire and spread the disease will be those who have the mO~1 se~xual partners.

The AIDS epidemic in Africa fonows a set pauern: initially. u:aere is the introduction of HIV
infection into a relatively small group of people who are at most risk ofgetting infected because of
their sexual behavior. This group spread.s the infection to other high-risk groups. In time, the
epidemic spreads to the rest of the population.

Those at high risk of 8cquiri.ng or spl1"E'adini: mv sexuaUy am be divided into two specific
groups - the primary riSk group and the secondary risk group:

The primary risk group consists of prostitutes, diE,llts ofprostitut~
and olher people who frtequenUy change sexual partners. Most often,
persons in these primary risk groups are found among truckers. traders,
businessmen, military rersonneJ. iishennen, prisoners. sailors, or young
unmarried adults living in urban areas. However~ it should be emphasized
;!';: t it is behavior and not vocation. age, or marital Stlltus that puts an
individual at risk of acquiring infecllion. For example_ those prostitutes or
clients who regularly and cor•.iistenitl)' practice safer sex (nonpenetrative
sex or penetra.tiye sex using a condom properly) reduice their risk
considerably.

Although all persons who practice Jisky behavior are ofconcern. for the
purposes of tar~eting.it is more practical to identify the groups who most
often practice high·risk behavior. Although we know that the infection
spreads very quickly. especially within the prostitute population. this
group continues to practice high-risk behavior. ProstiltUleS remain at high
risk, at le.ast in pan,. because of their societal status; one of the facrors
which makes AIDS a upoliticaltl as well as a "clinical" disease is that
prostitutes often live on the fringes of society. Decision-makers do not
always find it easy to mobilize society's resources to meet fringe-group
needs. Indeed. in some cases. the high-risk and other activities of primary
risk groups may be contrary to a naltion's statute law. and these activities
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are nearly always oUlSidc the traditions of majority custom. How'Cvu.
officially ignoring the spread of "IV infection within primary risk groups
who appear to live on society's fringe is exceedingly shomighrcd As
HIV infection spreads. it does oot stay limited to prostitutes or other
segments of tbe primary ris.k groups; it begins to infect an inaeasingly
larger number ofpeople in the secondaLrY risk group. and! eventually
spreads to the rest of the general population.

The secondary risk group consists orr i.ndividuals who do noC actively
practice behaviors that. put them atlrisk ofacquiring infection but
are infected by the primary risk gro~p.Sexual partners of individuals
who practice high-risk behavior are within this group. induding regular
nonpaying partnetS (spouses. boyfriends) of female prosltitutes. regular
sexual partners (spouses. girlfriends) ofclients of prostitutes.. and sexual
partners of intravenous drug USlelS. InfnnlS of infected mothers are also in
this secondary risk group. Ail understanding of the difference between
the primary and seoondary risk groups is essential for pre"'enuon
programs. idost of the cunenl AIDS plrevention efforts are directed at
changing the high-risk practices of the primary risk groups. Individuals
in the secondaJy risk group who do nol practice high-risk behavior are
often not aware they are at ri.sk" and tht:refore would oot initiate any
behavior. change (0 reduce their risk of'infection.

The size of the primary and secondary risk groups land their interacrion with the rest of the general
population is an imponant determinant of how quickly the infeclion spreads within a country.
Figure 8·1 illustrates the inte·raction bel,,"een primary and secondary risk groups:

FIGURE &-1

PROSTJTUTION AND THE SPREAD OF IIIV
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145 TargtLiJ'Ig ofPre~nlionP,ograms

Infants ••

Spouses ••

AIDS PREVEI'.'nON HANDBOOK.



Reducing the transmission ofHrv in a population requires two essential first steps:

an understanding of the groups at risk and the behavior that puts them
at risk;

the design of appropriate. targeted in'terventions aimed at slowing the
spread of the virus in the groups at risk. which become known as priority
target groups.

Priority target groups usually include:

Primary risk groups, such as prostitutes and dients of prostitutes. It
is important to note that prostitutes do not cause AIDS. and they must not
be made into scapegoats. Prostitutes. after all, acquire Ilhe infection from
clients. Because infection is primaril,Y transmitted sexually. however.
prostitutes are likely to acquire the disease early in the epidemic. and
they become a primary source of transmission to others. It follows that
some targeted, priority attention must be paid to primary risk groups such
as prostitutes early in the spread of tbe virus.

Secondary risk groups (as describlad earlier) are a second major
target for priority attention. In East and Central Mrica, the infection
has already spread to substantial numbers of people in this group. but in
other pans of Africa, the infection aJ)pears to be predominantly in the
primary risk groups.

Other groups also need attention. iincluding adolescents and school
children. who may be at relatively low risk~ but whose risks may
become substantial as they grow older and as the epidemic spreads. In
some countries adolescents may be at risk of HIV infection because of
frequent partner change. Female adolescents are also at risk of being
infected by their male school teachell's. In school settings, sexual relations
between male schoolteachers and female students have been reported.
The situation usually involves a few teachers and many coerced student
partners.! There have been repotts in other countries that older men are
now seeking sexual relations with adolescent girls because they are less
likely to be infected with Hrv. Adollescents are therefore an important
priority target group.

Although the targeting of AIDS prevention programs has many potential facets. this chapter
focuses on priority target-group issues by:

describing the epidemiology ofAIDS in the primary risk group;

explaining the rationale for targeting this primary group;

reviewing ~ number of targeted inteJrvention programs in order to
understand the lessons learned to date.
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EPIDEMIOLOGY OF AIDS IN "tGif-RISK GROUPS IN AFRICA

HIV infection has become a worldwide problem, complicated by the fact that irs epidemiologic
characteristics vary by location. The situation in Mrica is further complicated by the presence of
two viruses, HIV-l and HIV-2, which appear to have different histories, epidemiologies and
prognoses.2 (For more information see Chapter 1 on Epidemiology of AIDS in Africa). Both
viruses are present in the high-risk populations of Mrica.

In Africa the most important and largest primary risk groUI)S are prostitutes, clients of
prostitutes, and other persons who frequently mange sexual partners.3-12 The most imponant
behavioral faclors that put these individuals at high risk of HIV infection are:

frequency of sexual partner change;

multiplicity of sexual parmers.

A number of other risk factors have been identified in HIV tmnsmission: 3,13

genital ulcer disease caused by chancmid, syphilis, and herpes;

lack of circumcision in males;

other SIDs, including genital chlamydia infection and trichomoniasis. (For more
infonnation see Chapter 1on epidemiology and Chapter 5 on STDs.)

It should be noted that in Africa, vinually all pn>stitutes are womC:R. In some other parts of the
world, a proportion (usually small) of prostitute.s is male. African prostitutes differ from their
counterparts on other continents in other ways:

They enjoy somewhat more autonomy.

They are not likely to be controlled by pimps.

They are not usually found in houses of prostitution.

To date, they have rarely used condoms.

They provide vaginal intercourse to nearly all clients, while prostitutes in
developed countries provide oral sex more frequently.

The Center for International .Research, U. S. Bureau of the Census. has compiled a comprehensive
HNIAIDS Surveillance database that contains over 4,300 data entries for Africa2 Although the
authors (Torrey and \Vay) emphasize the presence of selection bias in all data. they add that a
collection of large numbers of non-random surveys provides a reasonably accurate picture of the
epidemic in Africa Figure 8-2 on the next page shows the HIV-l surveillance for high-risk
urban populations, such as prostitutes, in Africa. The highest rates are concentrated in the high­
risk groups of Central Africa.2 Rates of 50% to 90% are common among prostitutes in the major
urban centers of Tanzania, Uganda, Malawi, Rwanda. and Kenya Nloderately high rates of HN-l
infection are found in high-risk groups in the urban areas of other parts of Africa2 These include
Ethiopia (18.1%). Gambia (30.0%), Togo (31.1%). and Mali (48.0%). The blank areas represent
countries where data on high-ri~~ groups are not available. Figufle 8-3 (next page) shows the
distribution of HIV-2 in high-risk groups in Africa. French West Africa has the highest
seroprevalence levels, although the virus has also spread to nrb"n areas of Angola and
Mozambique.2
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Ftgures 84 and 8-5 (opposite page) show the seroprevalence ofmv-l and mV·2 respectively,
for low-risk urban populations in Africa. Low-risk groups are defined as pregnant women,
healthy adults, and blood donors.2 A comparison of Figures 8-2 and 8-3 with Figures 8-4 and 8-5
shows consistently higher seroprevalence rates for both HIV-} and HIV-2 in high·risk groups
compared to the low-risk population.~. Larson14 has shown that the seroprevalence rates in African
cities may be directly related to their sex ratios (the number of men to 100 women); the higher the
urban sex ratio, the higher the HIV seroprevalence in the high-risk groups. He suggested that the
higher the sex ratio, the more likely it may be to have high levels of prostitution and STDs such as
AIDS. The ratio may be higher in cities than in other areas of Africa; a 1971 survey showed that
about 57% of the spouses of males in Nairobi lived outside the city, usually in rural areas.Js

There is a paucity of data on the prevalence ofmv in the partners of prostitutes, but one of
the most important and consistent risk flkctors in DIV-positive men is contact with
prostitutes. 3.5-8

Figure 8-6 below illustrates the comparative increase in mv infection found in one study in
Rwanda, where 28% of the clients of PfOStitutel~were HIV seropositive.l6 It is instructive to note
the comparative prevalence rates of HIV in various other segments of the population in Rwanda:
rural adults and blood donors have the lowest HIV seroprevalence rates (3.0% and 4.5%,
respectively). Qients of prostitutes and prostitute:s in urban areas have the highest prevalence rates
(28% and 88%, respectively).

FlGUREIJ.6

HIV·1 SEROPREVAlEN(~E IN RWANDA
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Other studies confmn the risk to men who have had contact with prostitutes: in Zimbabwe 80%
of 275 seropositive men reported prostitute contacts.17 In Nairobi the incidence of HIV infection
in men who had a single exposure to an infected prostitute and who acquired an SID from this
exposure was 8%; in uncircumcised men who simultaneously acquired a genital ulcer during a
single prostitute exposure, the HIV infection iniCidence was 28%.I~
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1iuck or lony drivers are a major risk group that has been more extensively studied. Carswell et
aI.reponed an HIV seroprevalence rate of 35.2% in lorry drivers and their assistants in southwest
Uganda.l9 Truck drivers were thought to be responsible for spreading venereal syphilis In western
colonial Kenya.20 The drivers picked up female hitchhikers and accepted sexual favors as
payment. In East Africa, truck divers travel between large urban areas, Nairobi-Mombasa,
Nairobi-Kampala, Mombasa-Kigali, etc., but also stop in small rural centers to make deliveries or
rest for the night. They frequent local bars and hotels and often visit prostitutes.

The military is an imponant risk group often overlooked. Data from the anned forces show HIV
prevalence rates that are higher than the rest of the general population, but lower than those of
prostitutes and other clients of prostitutes. Rates have been reported of 13.0% in Angola21 (HIV-2),
11.8% in Guinea Bissau22 (HIV-2), and 33.3% in Uganda23 (HIV-l).

Figure 8-7 below shows the rapid change in mv seroprevaJence in prostitutes in an African
city.24 The prevalence rose rapidly from 4% in 1981 to nearly 90% in 1987. In comparison, the
rise in prevalence rates in the general population of pregnant women was relatively slow.

FIGURE 8·'
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When these data are combined they indicate that, in Africa, prostitutes and their clients are usually
the rust to be infected with HIV and have the highest seroprevalence rates. A similar pattern of
spread i~ beginning to manifest itself in Asia. Prostitutes, and to a lesser extent t'leir clients.
constitute an important and reachable priority target group in Africa.

In July 1989, the World Health Organization's Global Programme on AIDS and its Sexually
Transmitted Diseases Programme convened a consultation group to evaluate the potential role of
prostitution in HIV transmission, and to identify interventions targeted towards prevention of HIV
infection among prostitutes and their clients.2S

The consultation group defined prostitution as a transaction in which sexual services are provided
in exchange for money or things of monetary value provided to the prostitute or some other party.
Prostitution occurs worldwide. Although there is considerable variation around the world in
the organization and characte1"istics of prostitution, women become prostitutes primarily for
reasons of poverty and inadequate alternatives to earn money. Most African prostitutes, as in
many other parts of the world, are mothers who are solely responsible for the care of their
children.2S-30 In Africa prostitutes may be referred to as streetwalkers, bar-girls, bannaids, call­
girls, hospitality-girls. etc. Although the descriptive names used may vary considerably, the basic
element of "sex for money" is a constant However, in addition to the "professional prostitute"
there are many women who exchange sexual services to augment their income or to meet special
needs. I Sometimes women are steady partners of one or a few men. They may be referred to as
"spares" in Zimbabwe,l "seconde office" in Francophone Africa, "girl friends" or "town wives" I
in parts of West Africa. These women do not regard themselves as prostitutes, but they are at
considerable risk of HIV infection because of their frequent partner change. The WHO
consultation group reaffrrmed that prostitution is an important route of sexual transmission of HIV
from clients to prostitutes and from prostitutes to clients.

RATIONALE FOR TARGETED INTERVENTIONS

Mathematical modeling demonstrates that the individuals who have the highest rate of partner
change and/or number of partners contribute disproportionately to the acquisition and transmission
of STDs, including HIV infection,3I.32 The mean rate, the variance of partner change, and the
likelihood of infectivity within a relationship are particularly important in the spread of infection
between high-risk groups, such as prostitutes and their partners.32

There are two major reasons why prostitutes, their partners, and other people who frequently
change partners should be targeted with AIDS intervention programs:

They are at high risk of acquiring or transmitting HIV infection.

They can be identified and reached with intervention programs.

These characteristics make targeted programs especially effective, particularly in areas with
limited resources. Although not without controversy, targeted programs for prostitutes need not
have a high political profile; public advertisement, for example, is not usually needed.

Clients of prostitutes can and should be targ,eted simultaneolJlS)y with prostitutes. Although
the clients are usually more difficult to reach, they may be more accessible than the larger and
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more dispersed group of sexually active individuals who eventually come into direct or indirect
contact with the panners of prostitutes.

Mathematical modeling of HIV also helps us to compare the impact of alternative interventions,
allocate resources, and advise on policy formulations. Models that have looked at prostitution
suggest that interventions directed at prostitutes and their partl1lers could have a dramatic
and cost-effective impact cn mv transmission.:H•32

In countries that are in the early phases of the epidemic, programs designed to reach the
primary risk groups are the most rational and cost-effective prevention approach. The
strategy is to try to:

prevent individuals with multiple partners and frequent partner change
from becoming infected;

contain the infection within relatively small populations !before it spreads
to the general population.

Such targeted interventions are likely to have the greatest impact when undertaken quite early in
the epidemic. Such a strategy is doubly imponant when dealing with an incurable and apparently
universally lethal disease for which no vaccine exists. The rapid spread of HIV in the homosexual
communities in Europe and the U.S.A., in the prostitute population of sub-Saharan Africa,
5.6.7.9.33)4 and in the IV drug population of Bangkok35 are excellent examples of the need to reach
these high-risk groups early.

As the epidemic progresses and spreads into the secondary risk group and then into the general
population, targeting of these primary risk groups will no longer be sufficient by itself to
substantially reduce the number of individuals infi~cted via sexual transmission.

Some African countries have already reached-a stage where HIV infection rates in urban
populations of pregnant women range from 10% to 30%. Rates of 16.4% in Blantyre, Malawi;36
16.3% in Bujumbura, Burundi;37 30.3% in Kigali, Rwanda;38 and 2:4.3% in Kampala~ Uganda39

have been reported.

When conditions reach this level of infection, the priority target population for intervention must
extend beyond the primary risk groups to include the secondary risk group as described earlier.
However, when incorporating this much larger group, the targeting of prostitutes and their clients
remains important because of the increased opportunity for the further spread of infection.

TARGETED INTERVENTION PROGRAMS

Groups who are at high risk of acquiring HIV infection or other STDs have generally been
neglected in health programs. Programs to prevent and control STDs in sub-Saharan Africa are
rare and almost always under-funded. The rapid spread of HIV infection and the role of genital
ulcer disease in HIV infection has focused new attention on these primary high-risk groups.
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FIGURE 8·8

Pilot P'rograms
One of the earliest targeted AIDS-education programs for prostitutes was initiated by Elizabeth
Ngugi. in Nairobi. Kc:nySt in 1985.27•40 About 600 prostitutes were targeted in a community-based
health education program to increase their AIDS knowledge and their use ofcondoms with clients.
Health education was provided through individual counseling sessions at a clinic and through
"barazastt (general community meetings). The program has been effective in increasing condom
use among prostitutes.

In 1987 Family llealth International, with funding from AMFAR (American Foundation for AIDS
Research) and USA for Mrica, initiated three small-scale operations-research projects in Accra
(Ghana),28 Yaounde (Cameroon)26.29.41.42 and Bamako (Mali).43 "IDe goal of these studies was to
evaluate a strategy to limit the spread of HIV infection by training a selected group of prostitutes
as health educators who would:

teach their peers about AIDS;

motivate their peers to use condoms with their clients.

All three of these early pilot programs demonstrated that prostitutes:

were feasible targets for AIDS education programs;

can be successfully reached through peer educators;

are willing to accept the use ofcondloms with their clients.

These programs were innovative and successful, but they also demonstrated how little we knew
about the target groups.

Figure 8-8 shows an early AIDS education brochure
developed for use by prostitute peer educators in Ghana.

There were some difficulties encountered in the early
interventions. It was discovered that although there are
different types of prostitutes, aU share some common
characteristics:

They are very mobile, which
makes follow-up difficult.

Education programs are not
successful in getting women to
quit prostitution.

There were also some encouraging directions in the early
interventions. It was discovered that prostitutes are eager to
learn about AIDS and minimize their risks; therefore:

Targeted programs are successful in
improving AIDS knowledge among
prostitutes.

~ ·II-)S' L/'l! ".I\ .. ' _. Th. 11J}~
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Some prostitutes are willing to accept and use condoms with their clients.

Finally, it was demonstrated that the use of peer education was one acceptable and effective
strategy with prostitutes, and:

some prostitutes can be trained as peer educators;

some prostitutes can be reached through peer education;

prostitute peer educators are effective in educating their peers;

condom distribution by peer educators is effective (when the target
population is small).

The pilot programs also showed that it is imponant to involve the clients/partners in these
programs. K('y fmdings included:

Some clients refuse to use condoms.

Use ofcondoms with boyfriends and !husbands was very low.

Questions which remain unanswered by the small number of pioneler interventions include:

\Vhat level of condom use is necessary to demonstrably slow HIV infection?

From the point of view of cost, is it b<~st to focus on prostitute education
and condom distribution, or on improvements in neating STDs among
prostitutes and their clients, or both?

Will it be difficult to maintain condom use in an ever-ehanging group of
prostitutes? Can behavior change be sustained?

Will prostitutes or their clients purchase condoms, and what is the role of
commercial and subsidized distribution?

Can prostitutes be safely offered any alternative to traditional condoms,
such as the use of spennicidaVvirucidal vaginal preparations or female
condoms?

Below and on the 'following pages, three additional programs are described to illustrate
different approaches being used to reach larger groups of prostitutes and their partners in
different African settings. These programs are:

a targeted intervention program in the Cross River State of Nigeria;

a targeted intervention program in Bulawayo, Zimbabwe;

a social marketing program in Zaire.

TARGETED INTERVENTION IN THE CROSS RIVER STATE, NIGERIAJO

This program is being implemented by the Cross River State AIDS Committee and the Ministry of
Health. with technical assistance and funding from AIDSTECH/FHI. The Project Manager is Dr.
Eka Williams, Chairperson of the Cross River State AIDS Comminee.
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The goal or the program is to reduce STD rales In prosUtutes :and Uletr partners and to keep
IDV seroprevalence rates low (currently less than 2%). The wgcted priority groups include
prostitutes. prostitutes· C'lients. hOlel managers and proprietors (who may also be non·paying
partners of prostitutes).

There are two types of prostitutes in lIle state:

Fun-time prostitutes. who live alone or with their chUd.ren and work in
hotels and compounds. As shown ill Figure 9 below, lthis group has
fonnal and recognizable organizational sttuctures. This sttuCtllre
provides a basis for prognun activities. On average. a fuji-time prostitute
has five clients per day and charges about 40 cents for a single act and
$3.00 for a night. Most of the clients are local Nigerians.

Pan-time prostitutes. who are not a~ readily recognizable. They operate
from large hotels and nightclubs and cater to foreigners. businessmen.
and other visitors. They do not havc~ a fonnal or reco~~nizable social
structure. but can be reached through their peers. On average, a part-time
prostitute sees one or two clients a day and charges $100 to $1.00 per act
and $13.00 to $20.00 per night.

In particular, the targeted priority group of cliems and other partners of full-time prostitutes is a
heterogeneous group. but they can be reached at appropriate times in the hotels and compounds
where the prostitutes live and work or through managers at hotels and compounds. Figure 8·9
shows a typical structure:

FlGURES-9

STRUCTURE OF HOTELSICOMPOmfDS
HOUSING \VOME~i IN PROSTITUI10N
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The project tMiaes 8IC five t(';wns along a major highway. To dale, activities have begun in two
towns - CaJabar and Ikom. In CaJabar, the program has been established in 19 intervention sires:
13 hotels and compounds of full-time prostitutes and six sites (c)r pan-time prostitutes. Four
hundred fifty women and about 1,000 clients have been reached. In Ikom. there are five
intervention shes for 300 full-time prostitutes and about 1,500clienlS who are participating in dJc
program. The pror.;am will be extended to three other locations in the second year of the project_

The program activities include heallh educaticm. condom promotion and d,istribution, and
STD control and prevenUon.

The health education program includes:

on-site education sessions in hotels and compounds (or prostitutes and
clients;

focus-group discussions;

disttibution ofeducational materials;

AIDS films in nightclubs;

outreach by the project's male (hotel manager) and feronle (prostitutes)
peer health educators;

periodic workshops involving prostitutes and hotel man:agers to discuss
program and other issues.

Promotion and distribution ofcondoms to proStitUltes and clienlS (pattners) are done by peer health
educators, managers, and chairladies or supervisors of the full-time prostitutes. The promotional
activities include demonstrations of:

proper condom use, and

ways to convince clients to accept condoms.

Program staff pay occasional visits to reinforce tlte need to use condoms. Regular condom users
are also enlisted in promotional activities. Some clients report that condom use is more economical
for SID prevention than prophylactic antibiotics. An SID clinic has been established to provide
services to the target population. Patients are self·,referred or referred by the prostilUtes and hotel
managers. Services include:

diagnosis and treatment of STDs;

health education and prevention counseling;

follow-up of patients;

condom disttibution;

vo}WltaIy HIV testing (if requested).
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LESSONS LEARI\'£D AN» KEY POIN"rS TO St!CCESS

The Need for Active Involvement or Members of Target Grou~ The program has involved
key members of the talget population in planning and implementation. Hotel proprietors and
owners, managers, chairladies, and m.>tivaled prostitutes representing the various intervention sites
have been involved in a series of meetings at all stages of the project.

The Need for Flexibility in Program Design~ The original pro~pcun design caUed for extensive
use ofpeer health educators. Results of rocus~groupdiscussions, KAP (knowled&e, attitudes. and
practices) surveys. and experience have shown that the existing stnlCture in hotels and compounds
is not compatible with this strategy. The suength of the program in this setting relies on the use of
managers and chairladies. However. peer health educators can be better utilized to reach part-time
prostitutes.

The WiUingness of Program Starr to Respond to Other Problems.. The program has ioontified
and responded to other problems experienced ~y the target group. This has led to a feeling of lJUSl
and confidence which has contributed to volumary panicipation in the program. Program staff
have assisted prostitutes with client disputes. police detention, harassment, their children. and
sanitation issues.

The Need for Onidal Recognition and SUPIJOft of the Projed. The State Ministry of Health
and Cross River AIDS Committee have givcm full and visibl,e support to the program. The
Commissioner of Health has officially opened project workshops and the STD clinic. This is
especially important to this group of wome:n who, up untit this time. had only identified
government officials wilh harassment.

This program has used a combination of peer education and the existing social infrastructure to
design an appropriate intervention. It is unique in several ways:

It has a captive target population of prostitutes who work in hotels and
live in compounds near the hotels.

It has a well·organized social SlIUCture and a recognizable leadership.

The hotel managers and proprietors: are interested in the program.

Clients are reachable and interested in participation in the intervention
program.

Official support from the State Ministty of Health and AIDS Committee is a key feature for its
success and sustainability.

The approach used by the Cross River State is appropriate for this priority target group, and
can serve as a useful model for locations with similar patterns of prostitution and on-site
iIlfro.structure.

TARGETED INTERVEf\'TION PROGRAM IN BULAWAYO, ZIMBABWE'"

This program is being implemented by the BuJawayo City Council with funding and technical
assistance by AIDSTECH/FHI. The program managers are Dr. Barnet Nyathi, Medical Officer of
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thcBulawayo City Health Depanmen~ and David 'Wilson. Department of Psychology, University
ofZimbabwe.

The goal is to reduce the sexWll transrn.iss.ion or HIV ,among prostitutes and their dlents in
Bulawayo. 7Jmbabwe's second largest aty (population 700tOOO)~

There are three main types f'r prostitutes in BuJlawayo:

1. Stree't·based prosUtutes who work primarily ne£T hottels. bars,
cinemas, late·night grocery shops. 24·hour service stations. and
residential flats. They generally solicit men in cars. espec~ialJy at service
stations. Theil' clients are usually rich. middle·aged men who are
embarrassed to enter bars frequented ~y prostitutes and who value the
anonymity of street solicitation. This is the smallest of the three groups.

2. Home-based prostitutes who work from their residences and solicit
men from bars.

3. Bar·,based prostitutes who are the liargest group. The tenn bar refers
to privately-owned municipal «Cheer gardens.tt licensed billS. and
ushebeens" (privateJy~wned, unlicensed. illegal bars). Bar-based
prostitutes prefer to take clients to theiJr homes.

Prostitutes from all three typ,es are found in most bars that Ipermil the entry of single
women. The prostitutes reponed that they averaged 1.3 clients a night and about $3.00 per act and
$6.50 for a night.

The program had six components:

baseline research;

training of professional and community workers;

community outreach;

condom distribution;

strengthening ofSID services;

evaluation.

loe baseline research was conducted among plOlititutes. clients. s-rn patients. and the general
population to provide ethnographic and psychosccfLaI data for the design of the intervention. Some
of the key findings are:

Economic factors are the major reason.s for engaging in prostitution.

Prostitution is largely bar-based

Clients have more negative attitudes toward condoms dIan do prostitutes.

There is an absence of social Ol'g,anization for prostitutes.

Clients averaged seven visits a month Ito prostitutes.
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Two-thirds of cliefll~are regular customers, and there is a substantial
group of nonpaying partners.

Hotel security personnel are trusted by prostitutes and are key to
communication with prostitutes.

A training program was held for nwsing and health-education I)rofessionals, and comre~,~ty

personnel (including prostitutes and client peer educators, hotel security personnel, bar pe'rsonnel,
and taXi drivers). The training covered:

biomedical fa(.,'1S about AIDS;

condom use;

counseling techniques;

collective development of specific community action p'lans.

The community outreaeh component of the progr:am included meetings with prostitutes and clients
involving video shows, posters, literature distribution, lectures, discussions, role playing, and
condom distribution, demonstration, and practice. Meetings were held at prostitute residences,
hotels, and bars. Hotel ~urity personnel and pec::r educators conducted outreach activities in their
networks. A workplace education session especially for transportation workers is planned.

The condom-distribution program supplements the national connraceptive-distribution program
(which is the best in Africa). Condoms are distributed in prostitute residences, hotels, and bars
using hotel security personnel, reception and bar personnel; in S"IL: and other clinics; and through
peer educators.

The SID services of the city have been further strengthened by training in diagnosis. treatment,
and prevention counseling.

Observation, focus groups, and interviews with peer educators are used for fonnative evaluation of
the program. Prostitutes and clients prov.ided pre- and post-intervention reports on condom use in
the last paid sex act. There appears to be elOIse correlation between prostitutes and clients
regarding the reported use ofcondoms during their last sex act.

LESSONS LEARNED AND KEy POINTS TO SUCCESS

This program employed a multiplicity ofapproaches in reaching prostitutes and dients:

It used nonconventional personnel such as hotel seclmty personnel,
receptionists, bar personnel. and taxi drivers as well as other community­
based workers. such as prostitutes and client peer educators.

It was one of the few programs th2tt directly used professional
medical staff,which indicates the commitment of the city health services.

The program also emphasized a community··based approach with community meetings and
condom distribution at prostitute residences, hOltels, and bars. The commitrnent of the Bu)awayo
City Council is remarkable, and is likely to lead to a long-teon sustainable, program.
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SOCIAL MARKETING OF CONDOMS TO HIGH-RISK GROUPS IN ZAIRE'"

In April 1989, Population Services International and AIDSTECH/FHI initiated a IS-month project
to distribute condoms and provide AIDS-prevention education te. a priority target group in
commercial centers in Zaire: Goma and Matadi.

The goal of tlus program is to reduce the incidence of"IV and olher SfDs in prostitutes and
their clients. A secondary goal is to reduce unwanred pregnancies in prostitutes.

In order to reach the targeted individuals. a system of condom distribution and infonnation
dissemination was created:

The program used social-marketing stralegies similar to those used
for mass consumer goods such as soft drinks (although mass-media
brand advertising for condoms is thus far prohibited in Zaire). Condoms
are packaged in zaire under the local brand "Prudence.U

To compensate for the inability to adve'rtise products via mass media. the
project used point-of-purchase brand-advertising materialls which are
displayed in phannacies, medical centers. and other nonu'aditional outlets
such as hotels. bars, and taxis. Examples are iUustrated in Figures 8·10
and 8·11, below and on the next page~:

FIGURE 8·10 POINT OF PURCHASE BRAND ADVERTISEMENTS
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The project employed consumer promotion activities such a:s "rapping" by disc jockeys and
nightclub singers. condom-use demooslnltions:, and consumer giveaways, Peer educators were also
used to reach prostitutes.

Program evaluation is planned involving KAP (knowledge, attitudes, practices) studies and a
measure ofchanges in STD-prevalence rates among program participants.

After three months. more than 480,000 condoms were sold in over 70 pharmacies and 40
barslhotels. Condom distribution provided coverage for an estimated 70% of the targeted group.
Several hotels now include condoms along with the usual amenities nonnally provided in the
rooms. Sales projections indicated that 1,800,000 condoms would be sold by June 1990.

LESSONS LEARNED AND KEY POINTS TO SUCCESS

This project emphasized fwo different approaches in reaching priority target groups: use of
the private sector and emphasis on condom distribution. The program functioned like a
private-sector commercial organization, holding to strict standards ofclient service. guaranteeing
widespread condom distribution among both retailers (phannacies. medical centers, hotelslbars)
and phannaceutical wholesalers who ensure coverage to other retail outlets. The condoms were
donated by the Agency for International Development; revenue generated by condom sales
covered the operation costs.

AIDS PREVENTION HANDBOOK Targeting ofPTelJllmioll Programs 162



DEVELOPING A TARGETED INTERVENTION PROGRAM

New Interventions need to incorporate the on.going shared experiences or existing
interventions. Six components emerge which can be combined when starting a new initiative in a
new country or region:

1. Formative research through focus-group discussions, ethnographic
studies, or surveys which may be necessary ifprevious knowledge of the
target group is minimal or nonexistenL

2. An AIDS education component targeted primarily to the priority
target group with relevant information on how the individuals can change
their behavior to reduce risk of infection.

3. A condom distribution component to provide access to affordable
condoms.

4. STD control and prevention to reduce the additional risk of HIV
infection associated with SIDs that cause genital ulcers.

5. Program monitoring and evaluation to identify program strengths
and weaknesses and to assess program impact.

6. Capacity building to ensure the susrainability of the program.

Each of these six components is outlined in more: detail below. Taken to~.:ther, they offer a
comprehensive and integrated approach to the prevention of the sexual transmission of HIV
infection and AIDS. Figure 8-12 summa.rius the framework for development of targeted
interventions.

FIGURES-I:!
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Formative Research

The goal of formative rtSearch is to obtain information that will help design an appropriate
intervention progrant.

The objectives of the fonnative research are to:

identify any structures which already exist within the groups;

assess the target population's knowledge about STDs and AIDS;

undersrand the attitudes, sexual pr:actices, and other behaviors that put
these groups at risk of STDs and HIV infection;

study the social and economic aspects of prostitution;

study the clientele of prostitutes;

d~:~nnjne the ways of reaching these groups;

find ways of involving these groups in planning, designing, and
implementing the intervention.

A number (if different strategies may be used to obtain the relevant. infonnation on the taIget
population, including:

knowledge, attitudes. beliefs and JllTaCticeS (KABP) surveys;

focus-group discussions;

ethnographic studies;

participant and nonpanicipant obSl...'"t'Vation.

Formative research studies should be s;hor~t quick, relevant, confidential, and noninvasive.
Only information that is relevant 10 the d,esign and evaluation of the intervention should be
collected. The danger of turning this into a large-scale questionnaire study with more than 100
questions is real and should be avoided. Information that has proved relevant and appropriate for
the design of interventions includes:

relevant demographic characteristics (e.g.• educatiolll.languages, marital
status, number of children, etc.);

sources of infonnation about AIDS (e.g., friends. radio. television. etc.);

AIDS and SID knowledge (e.g., mode of transmission, methods of
prevention. c.tc.);

psychosocial detenninants of behavior (e.g.• personal risk assessment);

social support (e.g.• peer organization. suppon groups, etc.);

sexual practices;

protective behaviors (e.g., effectivc~ and ineffective behaviors);

SID history.

An example of a simple questionnaire is sh.own in Figure 8-13 overleaf. \Vhen a program
already exists in a region or a countty. it may be possible to skip the fonnative research stage.
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The Educational Component
AIDS EDUCATION

The goal of the educational component is to modify high-risk beha.,'ior in order to reduce the
transmission of mv.

The objectives of the educational component are to:

infonn the priority target group about AIDS and the modes of
transmission within that community;

motivate the group to change their behavior in order to reduce their risk
of infection;

motivate the group to use- condoms correctly and consistently;

teach the group how to properly obtain. store. use. and dispose of
condoms;

teach the group to recognize common symptoms of STDs and understand
the imponance of obtaining prompt trea1trnent.

Different strategies may be used to reach the priority 1arget group. inCluding:

peer education;

existing infrastructures such as SID clinics.

The peer education strategy features the idenIUic:rd,ion and recruitment of natural leaders of
the target group to be health educators and wndom distributors to their peers. Where
possible, existing organizations are used to identify leaders and to involve the target population in
the planning and implementation of such programs.

Criteria for selection as a peer health educator include:

acceptance by other members of Ihe group;

concern for one ~s peers;

willingness to be trained and to work wim the program;

being an opinion leader in the target group.

Those selected are given special training in bow 10 educate their peers and how to distribute
condoms.

1be effectiveness of peer health educators can be enhanced by other health education and condom
distribution efforts. 1be following supportive interventions should be included whenever possible:

Periodic community meetings led by peer health educatoTSi where
dramatic presentations, condom demons!trations. and educational lectures
can be given to a large group;

On-site AIDS education and condom distribution programs in places
where prostitutes and clients are present., such as bars. nightclubs. and
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FIGURE 8-13
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hotels. Workshops for hotel and bar managers can help to sensitize them
to the danger of AIDS to their customers and employees and can help to
develop employer·assisted AIDS prevention programs.

Infra.~cture strategy features the use ofcurrent STD service providers, outreach workers,
and contact tracers to educate individuals at. risk ofmv infection as they corne to the health
facility for treatment of STDs. This strategy uses the available infrastructure to reach a variety of
individuals at high risk of acquiring STDs. including HIV; it is particularly useful in countries
where prostitutes are required to visit the SID clinic regularly.

Components of the SID clinic-based sttategy include:

imProving the attitudes of sm clinic staff toward all clients. but
especially toward prostitutes;

educating health care providers about AIDS and how to promote condom
use;

training clinic staff to educate their' clients to recognize symptoms of
common STDs;

developing educational materials for use in the sm clinic.

The SID clinic-based approach is being used in programs in Zimbabwe. Ghana. zambia. Burkina
Faso. Kenya. and Niger. Funher infonnation c;an be obtained from Chapters 5 and 9.

Condom Distribution Component

The goal ofa condom distribution component is to increase condom accessibility, primarily
to the priority target population and secondlarily to the rest of the general population.

The objectives of the program are to:

develop and implement a system to increase condom demand and use
among the target group;

implement a system that will provide easy access to affordable condoms
for members of the target population;

assure sustainability ofcondom dis,tribution programs.

Priority target groups may be supplied with condoms through a variety of distribution sttategies:

peer health educators;

trained SID clinic staff;

employer-assisted work-site distribution programs;

family planning providers;

social marketing.
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In each case, important issues must be resolved regarding the management and implementation of
the condom distribution program, including:

storage and distribution of condoms from a central storehouse to the 8m
clinic or health educator and to the prostitutes and their partners;

training of condom distributors;

coordination of education and condom distribution efforts;

monitoring of the number of condoms supplied to and dis,tributed by each
condom outlet;

ascertaining whether condoms will be sold, at what price, and by whom.

It should be noted that even though health providers such as SID clinic staff and family planning
workers can be trained to promote condom use and should have supp~ies ofcondoms available to
provide to patients, these staff cannot be relied upon to be the sole supplier of condoms to
members of high·risk groups, as they only see patients who come to the health clinics.

Condoms are the single most expensive component of AIDS intervention programs for prostitutes
and their partners. Therefore, effons must be made to recover at least part of the cost of the
condoms, for example. through subsidies from employers. bar and hotel owners, or unions. Even
ifcondoms are initially provided free ofcharge as p4l.rl of a marketing strategy to increase demand,
an effort should be made later to determine whellber men and women are willing to pay for
condoms and at what price.

In some programs, social marketing of condoms has been used to reach large segments of the
high-risk groups and the general population. Social marketing distributes a branded product
through established retail channels backed by professional advertising. The price is adjusted to
subsidize use so that the maximum health benefil'i can be achieved.

STD Control and Prevention Program

The goal of the STD services component of a targeted intervention is to reduce STDs as a
risk factor of transmission for individuals in the priority target groups.

The objectives of the SID component cf the services program are to:

improve SID prevention activities (e.g.• health education and condom
distribution);

improve diagnosis of STDs;

provide affordable treatment of SIDs;

provide prevention counseling services.

The strategy for accomplishing these objectives is to strengthen current programs at general health
facilities or at designated SID clinics. Developmlent of the program usually includes a needs
assessment of the SID health facility in tenns of supplies and equipment, training. educational
programs, and counseling.
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After the needs assessment, a plan is developed for implementing activities to meet the highest
priority needs. Chapter 5 describes the control of STDs in more detail.

Program Monitoring and Evaluation

The objectives of program monitoring and evaluation are to:

estimate program impact;

identify program strengths and weaknesses;

identify resources needed to sustain the program.

Monitoring and evaluating intervention programs must not be burdensome and should provide a
meaningful and practical assessment of how well the program is meeting its objectives. TIle best
indicator is a demonstrable decrease in HIV incidence that can be linked to the program. The ideal
methodology is to follow cohorts of the arget population exposed to the intervention, and a
control group not exposed to the intervention; an estim.nte of the difference in HIV
seroconversion rates could be compared ovelr time.

However, this approach raise; serious ethical, practical, financial, and logistical issues:

It requires a significant amount of data.

It is expensive, and particularly difficult to implement with highly mobile
individuals such as prostitutes.

A lethal disease cannot be randomly allotted and the mere attempt
to identify control cohorts may open the opportunity for some negative or
counterproductive interventions.

Two other indicators have proved to be more practical and useful indicators of behavior
change:

Changes in reported condom use~ These changes are based on pre-
and post-KAP surveys of prostitutes exposed to the intervention and.
where possible. a control group. Activities necessary for implementation
of KAP surveys include development of the survey protocol. pretesting
the questionnaire. training interviewers, editing and coding
questionnaires. preparing data for analysis, and analysis ofdata. Of
course there may be a disparity between reported and actual condom use.
Validation of reponed condom use. where possible, is recommended.

EstimatES ofchanges in SfD madena among the target population.
This indicator is an objective and practical measure of program
effectiveness. Programs rna)' include baseline and follow-up
examinations of a sample of men 011' women for evidence of selectr,d
STDs. such as gonorrhe~syphilis. and genital ulcer disease.

AIDSPREV~ONHANDBOOK Targel.ing ofPml-enlwn ProgrOllU no



Clinic-based programs can be evaluated by means of pre- and post-program surveys of knowledge
and attitudes among clinic staff and through monitoring SID clinic statistics on the number of
patients seen. tests provided. condoms distributed. and women counseled.

Funher information on evaluation may be obtained from Chapter 13 on Evaluation of AIDS
Intervention.

Capacity Building

The goal or capacity building is to ensure thSlt a targeted intervention program can be
sustained both in terms of human and ftSall resources.

The objectives include the ability to:

ensure appropriate infrastructure development to support the program;

provide adequate training for program st.aiT including technical and
managerial skills;

plan for the institutionalization of the program; and

plan for fmancial sustainability.

The ~urrentavailability or donor resources for AIDS programs has not encouraged adequate
long-term planning for m~nitoring and suppoding these programs.. A country's Medium Term
Plans (MTP) provide a good plan for the use of both donor and local resources. The issues which
have not been adequately addressed by most National AIDS Control Programs include:

projected costs of programs beyond the MTP;

suppon for programs when donor assistance trails off;

cost-recovery strategies;

involvement in the private sector for intervention programs.

The development. of infrastructure to support llargeled intervention programs is' critical for
the maintenance of these relatively new acth,ities. Pilot projecls involving dedicated and
motivated program staff and external donor suppon do nOI necessarily lead to infrastructure
development. Allocation of space is es:sential. but brick and monar development is expensive and
should be kept to a minimum. Planning and purchase of essential equipment and ~upplies is
critical. This may include basic diagnostic equipment for SIDs. condom dispensing machines
where appropriate. office equipment.. and even a oornputer. Project ma.nagers should carefully plan
the projected needs of the program and how these needs will be met..

An imponant component of capacity building is the training of staff. Target~.d interventions for
prostitutes and clients are relatively new. Most health personnel are not trained for it. Many may
be uncomfona,ble or not interested. and some may even be opposed to it. Training should include:

upgrading the knowJerlge of health personnel in biomedical facls about
AIDS;

upgrading skills in the diagnosis and treatment of STDs;
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providing prevention counseling:

training staff in the management of programs,

The SUCUS1 of inlervention programs depends on adtquale training of community-based
personnel such as peer educators. community volunteers, hotel and bar proprietors and
managers. Technical assistance should be obtJuned if needed. Staff needs and training for a larger
program should be carefully planned. Project managers should realize that managing llargc~

targ-eted intervention program is not a pan-time job that can be combined with other WalL

Most of the earlier targeted intervention projects were outside the fonnal health system. and were
dt'.signed as operations re.search studies to test various approache.s. However. to expand and sustain
these intervention programs. they must be integrated into existin~t institutions. Suppon could come
from the Ministry of Health or City Health JPrograms. the prh'ate sector. or community-based
institutions:

The Bulawayo targeted intervention is an activity of the City
Council.

The Cross River State Program is :supported b}' the State rllDS
Committee.

The Zaire condom distributior. program is private sector based.

In all in~tances. close involvement with the National AIDS Control Program and the Ministry of
Health is essential. Figure 8-14 on tb~ (aUoning page lists some of the ongoing intervention
programs in sub-Saharan Africa. togenlfl" with 'he groups targeted and the applications
used.

Planning for financial suslainabmt~v is critical if programs 8fle to have a long-term impact on
reducing HIV transmission. There are several ways of ensuring fmancial sustainability of such
programs:

External donor support. This support is currently available but may not
lalit forever. Some country prof-rams may not survi\,.: wi.hout such
support.

National or local government support. Continuing fmancial
government support may wane as :be epidemic worsens and government
resources become stretched funJter.

Private sector involvement. This is one of the mOfl~ promising avenues
for resources. It includes the involvement of hoteJJbar proprietors and
owners, employer-supponed workplace education, transponation
workers' unions, and private sector social marketing of condoms.

Communily.based support frol11l organizations such as prostitute
collectives. They are an invaluabli~ resource and esslcntial for the
sustainability of lhese programs.
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Prostitutes' and Clients' Programs

Target P9;pulaticn Approa('h Program Manager

Ouagadougllb,
Burkina
Faso

Prostitutes
ClienlS

Peer fd~::ation;
condom wcial
market.in,g
planned

Dr.vuyYoda
Division of
Ed"calion for
Health and Hygiene

Yaounde,
Douala,
Maroua,
Cameroon

ProstilUtes
ClienlS

market.in,g

Dr. Mattei
Mony·Lo~

Nalion11 AIDS
Control SfFVice

Dr. H. W. Waweru
Coost Province
S~tl)/AJDS Ctrnmiure

Mr. Mohamed Hanit
Crescot Medical AL)

Dr. Oavid Nyamwaya
Ar..-IREF/Kenya-----
Mme. Oumou Fofana
Mi:nsUy of Publ.ic
Health
.& Social Affairs

Prostitutes
Clients

Prostitutes
GienLS

Prostitutes
CIk.n1S ------------------------
Truckzrs
ParIneIS

Pea cdtoealion;
Otllre.tch to
,x.11munuty women;
STDclin~;

___, ,_~tels

Comrnuf1~{y-based;

health worker;;

Par cdlJll:.at.ion

Momba$Cl,
Krnya

Nairobi,
Kenya----------------.------
Ramako,
M~li

Nairobi.
Kenya

C3blnr.
Nigeria

Dares
Salaam,
Tanzania

Dr.Ulrich Laukamm-Josten
AMREF{ranzania

Dr. Eka Willi..Jns
eros,; River .ilate AIDS
Commiuee

Peer education;
hotellbar
pruprieto~

,----------------
}"cerducation

ProstiIUlf.'.s
Clients
ProprielOfS-------
Truckers
Pan.lelS

Goma. Maudi,
Zaire

Prostitutes
Clients

COfloom social
marketing

Wl-f. Carlos F~rrcros

Population Senrices
:lntemationaJ

Bulawayo,
L.imbabw~

ProstilUtes
ClienlS
Taxi drivClS

Pee!' cducauon;
tmltK:lel
proprielO[S

Dr. Barnet N}'athi
Bulav!ayo
City Health Dept

Ghana MiliWy
pe,rsonnel

Genelal education;
condom social
maricetin[

Dr. Frank Apeagyei

·AIDSTECHjF::mily He3lth International funded targP.tOO AIDS Prevention PlOgramS in Africa.

• '#". • - ~. ...." _~, '.1 I" • ,j :
... ,1-.;.' • ".' . _ , r. . I • .,... ',l'" i\
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Some or the ("oSIS of AIDS iraCivention programs may h:l'#e 10 be recovered from program
bencficiarie·s:

Condoms constitute the most expensive component of the targeted
intervention program. Partial or full recovery of the cost of the condoms
should be explored.

Recovery of the costs of diagnosis and :reaunent ofSTDs is also a
possibility. One should remember lIhat in Africa most free health services
are under·funded and of poor qwllity. Cost recovery is one way to
improve services.

DISCUSSION

The AIDS e:>idemic has revealed the inadequacy ofour knowledge of sexual practices and of Ute
priority larget groups. The urgency of the epidemic requires that:

intervent.ions be started immedialelly and monitored .~JoseJ)';

programs be evaluated and modified based on new knowledge and
lessons learned;

relevant applied behavioral research be conducted to ftJl the gaps in our
knowledge.

However, there are many questions that need answers. These include:

\Vhat is the extent aI.\! magnitude of muhi·partnerism and prostitution in
different cultures?

What is the extent of the social interdction between partners during
sexual encounters and how does this affect the adoption of new
behaviors?

What are the triggers to behavior ch.ange and how can behavior change
be sustained?

How often is sex planned or impulsive and how do behavior-modifying
drugs, such as alcohol, influence the clic r .-prostitute interaction or
learned behavior?

Condoms have become the mainstay ofusare. sex" to prevent the transmission of HIV, but again,
ar;ditional research and field experience are needed to answer questions such as:

How often do condoms tear or come off, and under what conditions?

What are the obstacles to correct and consistent condom use and how can
they be overcome?

Can nonvaginal Si':xual exchanges be promoted in:l s:pecific culture?

Is there a sttaight-line relationship between the prevalence ofcondom
use and slowing the spread of AIDS, or are there thresholds above which
use must rise ifcondoms are to impact measurably Oill HIV spread?
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These are only a few of the questions that need to be answered in order to design and implement
inlervc.lliol progJ1lms that will have the desired~mpact.

It has not been too dUlkult to identify the vislblle high..risk grou;ps, such as prostitutes in a
bar or nightclub, but major problems arise in reaching the !Iubmerged portion or the
AIDS/HIV iceberg-women who have frequent and multiple partners for monetary
rewards, but who do not consider themselves pfil)stitutes.. The problem is furth<=r compounded
by the beliefof politicians and law enfol'CUs that prostitution can be prevented by periodic police
raids, persecution of prostitutes, and the use of le,gal, bureaucrcltic, and moral grounds to
discoumge prostitution. Historical events have demc)nstrated how ineffective these approaches are.

Another major problem encountered in targeted intervenUon pJiOgrams is tbe difficulty in
reaching the clients and other partners of' prostitutes:. 'There have been a few separate programs
designed to reach clients of prostitutes. such as interventions with truckers and the military; AIDS
programs in the workplace; and social marketing programs targeted at clients of bars and
nightclubs as well as the general population. Prostituticn is an economic activity and the client has
the economic power during the transaction. For p1Toslitules who work in brothels or proprietor­
supponed hotels and bars, a ucondoms only" policy would help immensely.

This chapter has focused on targeted intervention for the prim.ary risk groups of prostitutes and
their clients; however, prevention of ififection in the: s«ondary-risk gmup of partners of prostitutes
and their clients is an even more difficult lad: for at number of reasons:

These individuals are usually unaware of the high-risk behavior of
their partners (or may refuse to admit it). As a conseqJence, they do not
perceive themselves at risk from their partners.

Even those who are aware of their parnlers' risk behavior are often
powerless to stop it or ;0 request the partner to use a condom at home.

There is a tendency for men to label sex with a prostitute as relatively
unsafe but sex with their regular partners as safe. It may therefore be
difficult to convince such a man, who may already be intected, to
practice safe sex with his spouse.

The situation is funha complicated by the fact that in order for the man
to practice safe sex with his spouse. he has to admit that he does now or
has previously had other sexual panners.

Further rese.arch is required to understand intenu:ltions between the primary and secondary risk
groups and to detennine the best way to reach the se,condary risk groups.

We suggest targeted interventions to high-risk groups as an important cost-effective strategy
for reducing the sexual transmission ormv in Africa. However, the public health response
to the AIDS epidemic requires a comprehensive and integrated effort.. Behavior-change
messages to the general population are imponant in reinforcing the largeted messages. They are
also import&1t in order to avoid blame and scapegoating of the priority target group.

The WHO consultation on HIV epidemiology and prostitution in July 1989 made a number of
imponant and relevant recommendations. It idcmtified an urgent need to promote targeted
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interventions for prostitutes and their clients; funhennore, the consultation made clear that such
programs should ;nvolve the prostitutes in program planning, design. and implementation. The key
recommendations were for governments to:

acknowledge the presence of prostitution;

support targeted interventions for prostitutes and clicilts;

remove impediments to interventi()fl programs. such as police harassment
of prostitutes, arrest for possession of condoms, and imprisonment.

The WHO consultation aJso concluded there is an urgent need for.

psychosocial and behavioral reseaJxh to increase our understanding of
knowledge. attitudes, beliefs and practices associateci with prostitution;

socioeconomic analysis of factors that affect prostitution and the ability
of the prostitute to protect herself from infection. This should include an
analysis of the:

cost of condoms and of treatment of STDs;

availability of alternative worle for prostitutes;

imponance of sex industty to the national economy.

study ofclients to include reasons for visiting prostitutes and client­
prostitute interaction;

study of factors that influence HIV transmission;

ethically designed surveillance studies to monitor the changes in HIV
seroprevalrnce in prostitutes, clients, and other nonpaying partners of
prostitutes;

reseaICh on improving condom acceptability and use, especially among
clients, as well as research on allCrnative barrier conltraceptive methods.

Tragically, the economies of most countries in sub-Saharan Africa have been struggling for the
past de<'..ade. Health programs have suffered because of the inadequacy of resources. The situation
has been further compounded by the AIDS epidemic, which has required considerable human
and fiscal resources both from national and international sources. The international response has
been remarkable but inadequate to meet the needs of the AIDS epidemic. To curb the further
spread of mv, policy-makers will have to make some important and drastic decisions
regarding allocation of resources.

If the initial programs have any validity, they will need to be replicated among all high-risk
populations in sub-Saharan Africa. HIV among prostitutes often doubles in prevalence every 12
months; it is imperative that governments and the international community begin to plan on the
necessary scale now. However ambitious such plans may appear, failure to act will certainly be
more costly, and action on a piecemeal scale is likely to be largely ineffective.

The biggest obstacle to interventions with priority target groups has been the reluctance
(and sometimes outright refusal) of decision-makers and I)rilgram managers to approve
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interventions to reach these high-risk groups.. A couple of years ago, the senior author of this
chapter visited a number of African ('.()untries in an attempt to develop projects to reach prostitutes
and their clients. A few decision-makers with foresight were willing to try innovative programs to
reach a target population that they had never before seriously considered. Some decision*makers
reCused, with the explanation thaf they had no prostitutes and therefore had no nef.d for such a
program. Others were simply afraid to touch a politically controverrsial issue.

It took nearly three decades to get decision-JWlkers to understand and accept that excessive
population growth is a detriment to development in African countries. The AIDS epidemic
cannot afford even a single decade of procrastination. One example ilIusttates the need for
,,-crion: when a sample of Nairobi prostitutes was first tested for HIV, seroprevalence was low
(4%); a mere seven years later, virtually all tested prostitutes were HIV infected.
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COUNSELING AND AIDS
Dace Stone

Noerine Kaleeba

INTRODUCTION

HIV infection and AIDS have produced new types of health and social problems which disrupt
families, communities, and societies. Few other diseases have demanded such medical and
psychosocial support for the affected individuals and their families, friends, and other close
associates.

Because knowledge about the HIV virus and the disease of AIDS is new and growing, it will
challeng~ biomedical scientists for many years to come. A vaccine is unlikely in the near future.
National AIDS control and prevention strategies must therefore continue to ~mphasize

information, education, and counseling services designed to:

encourage behavior modification COl' those who are HIV infected or at
risk of infection;

help those infected cope with their changing lifestyle;

reduce the risks of HIV transmission within the general population.

Education and counseling approaches need to emphasize the care and int~grationof infected
persons:

within the context of their families and communities;

in a way that allows them to continue to live sociany and
economically productive Ih'es.

This is not an easy task, as AIDS almost always evokes initial pub!ic responses of fear and
resentment. Moral disapproval is very noticeable, along with associated ideas of guilt and
punishment. For those infected, ostracism and other fonns of rejection emerge in the wake of fear,
which adds to the already heavy stress of HIV infection and AIDS.

The response of decision-makers, as well as health and social workers, has been similarly
rejective. As a result of personal fear and misinformation, lhey have been slow in responding to
the psychosocial needs of infected individuals and their families.

Many people besides those who are infected or suffering from AIDS a.re affected by this epidemic.
Indeed, no social group remains unaffected by the problem, and no individual can remain outside

AIDS PREVENTION HANDBOOK Counseling and AIDS 181



the AIDS debate. There are broad social, economic, and political implications which have to be
taken into account. The control and prevention of AIDS and HIV infection requires
comprehensive medical, public health, and social interventions.

THE ROLE OF COUNSELING

What is Counseling?
Counseling is a process of dialogue and interaction between a counselor and a client, designed to:

suppon the client at times of crises;

encourage behavior change when necessary;

help clients accept infoooation and adapt to its consequences.

HIV infection and AIDS provoke conflicting feelings triggered by:

We fear of contagion;

the need for self-protection when it clashes with the need to express
intimacy, physical closeness, and comminnent.

Fear may also conflict with a person's ability to be compassionate or objective. This fc~ cannot be
overcome by simply adding new knowledge to an existing conflict. New knowledge alone can
result in resistance and denial rather than new behaviors.

Counseling helps resolve fear-based conflicts. \Vith the resolution of conflict and the overcoming
of barriers, new behaviors can be integrated. The role of counseling in facilitating the adoption of
new behaviors is critical in that it provides a process of exchange in an environment that respects
the individual. Counseling may take many fooos in many settings. It can:

occur individually or in groups;

be done by professionals, trained volunteers. or paraprofessionals;

focus on crisis intervention. on long-tenn problem solving. or on
supporting long-tenn behavior change.

Counselors may work in health care settings, educational institutions, or community centers. In all
fonns and in all settings, counseling is a key ingredient for national AIDS control programs in
checking the spread of HIV infection.

HIV/AIDS counseling exists on a continuum from prevention through treatment. In preventing the
spread of HIV, counseling holds equal importance for:

people at lower risk;

those who are sera-negative;

those already infected with HIV.
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Counseling Meets a Variety of Needs
Counseling for HIV prevention and control meets a variety of needs based on the continuum of
prevention through treatment. Counseling is a primary prevention tool because it provides
sustained interaction, exchange, and dialogue about specific behaviors as an adjunct to education
and infonnation campaigns.

Counseling Strengthens National Information Campaigns
The goal of providing infonnation and education on AIDS prevention and control is to modify
high-risk behavior, thus reducing the risk of contracting or transmitting infection.

National infonnation campaigns are strengthened when counseling helps to:

ensure that people have accurate infonnation and do not unduly fear the
disease of AIDS or those who have it;

support making media messages personal and compelling;

reinforce condom promotion and benavior change by allowing people to
explore these ideas confidentially.

Counselors, together with public health communication experts, need to design prevention
messages that acknowledge the diversity of human failings as well as targeting high-risk behavior.

Counseling responds to needs of those with HIV
Counseling can provide support to a person who:

is diagnosed with AIDS;

tests HIV positive;

is caring for people infected with HIV;

has a family member affected by HIV infection or AIDS.

Many people need help in adjusting to the news that they have HIV mfection. They often react
with feelings of fear, anger, denial, isolation, helplessness, contamination, and loneliness. People
need help in coping with stress caused by the loss of cor.trol in their lives - physically and
financially as well as emotionally. Counseling is a means of meeting these needs for those who are
infected and for their families. Counselors serve as a valuable source of infonnation; they must,
therefore, be aware of medical implications of HIV as well as outside resources which may
influence clients and families.

Counseling He.ps in Decision Making
Change occurs when individuals feel in control over their lives. Counseling helps people
appraise their current situation, explore alternative courses of action, and build self-respect
and confidence in their ability to act on decisions made. The role of counseling is to help
ensure that these decisions are realistic and attainable. The decisions to be tested, to practice lower­
risk behavior or to seek alternative treatment, are all personal and threatening. Counseling offers
an opportunity for people to explore those feelings and gives them the opportunity to make their
own decisions. The ability to make their own decisions empowers people toward accepting
behavior change.
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Pretest Counseling
Blood tests have been developed which detect the presence of anti.bodies to infection with HIV.
Presence of antibodies is considered presumptive evidence f)f viral infection, although not aJl
infecfed individuals have developed AIDS.

HIV antibody blood tests were initially designed to screen donated blood and blood products.
There is now an increasing interest in the use of this test as both a diagnostic and medical
screening tool as well as a means to initiate individual risk reduction effons. The growing interest
in testing is offset by the extreme social and emotional consequences often associated with
the testing process. This has resulted in great debate over the benefits of testing.

Counseling for testing is an important element of a national PJDS prevention plan. Physicians and
public health communications expens throughout the world have often called testing an "adjunct
to counseling." In October 1987, the World Health Organization published "Guidelines for
Screening and Testing." This is an imponant document for referral as National AIDS Committees
design counseling and testing programs.

It is, however, vital that testing not be made a condition for counseling. Individuals may decide
not to be tested for any number of reasons:

On the positive side, some may assess their personal risk and decide to
practice safer beh;\viors without being tested.

On the negative side, other high-risk behavior individuals may fear
asking directly for the test, but may donate blood in the hope of
discovering their infection status. Donating blood in an attempt to
secretly discover HIV status places the safety of the blood supply in
jeopardy. All such attempts at testing must be strongly discouraged.

The health and safety of many persons may depend on the quality of testing information;
individuals deserve accurate testing information, a stable environment in which to make their
decision, and assurances that a decision to be tested will not result in recriminations.

PROVIDING TESTING INFORMAl-ION AND ASSESSING THE INDIVIDUAL

People who are considering being tested for HIV infection need to be given infonnation so they
can make a well-informed decision on whether to take the test. The information lllust:

be up-to-date;

cover the technical aspects of testing;

explain the test's medical and social implications.

Counselors must assess the ability of a client to cope with the test result, whether positive or
negative, and discuss this assessment with the client. A detailed medical and sexual-behavior
history helps the counselor and the client assess together the risk of HIV infection. It may aJ'70

indicate the test result to be expected. The history covers:

sexual practices;

self-infecting drug use;
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blood transfusions received over the past ten years;

the use of blood products (especially in the case of persons with
hemophilia);

exposure to non-sterile invasive procedures, which may include some
circumcisions, and such cosmetic procedures as tattooing and
scarification.

The assessment also determines the likelihood that the client is willing to make behavioral changes
that would reduce the risk of infection and transmission.

Change in Behavior
Counselors raise the question of change in personal behavior during this initial assessment. In
proposing change in behavior, it is important to give special attention to:

the client's cultural background;

recommendations on sexuality, pregnancy, or other aspec;s of personal
behavior expressed in language that corresponds to local cultural nonns
and social attitudes toward sexuality and childbearing.

Counseling settings encourage this sensitivity to cultural norms by ensuring that counselors have
received good training and "start where their diems are."

Certain subcultures encourage and help sustain high-risk behavior Vlithin a group. A member may
fmd it difficult to decide to break away from an accepted pattern of behavior and will need careful
and sensitive encouragement. It is important for counselors to famHiarize themselves with the
self.help, medical, legal, and financial support ~\'ailable.There is often an element of "social
cost," when making a difficult decision. Tihis social cost places the individual at risk of
discrimination, ridicule, or ostracism by a peer group. friends. family. and others. Counselors must
assess the individual's ability to deal with such difficulties.

Sp~ial Cases
Certain circumstances will require special attemion:

High-risk women and pregnancy. \Voman who engage in high-risk
behavior and who become pregnam may need special counseling. The
pregnant woman needs to be aware of the limitations of HIV testing as
well as of its implications for continuing with a pregnancy. Her risk of
exposure to HIV infection must be carefully assessed. A detailed
medical and sexual-behavior history is imperative. Counseling also
covers the use of contraceptives. ahemative methods, and medical
follow-up. If tennination of pregnancy in an HIV-positive woman is to he
considered. the law on abortion must be taken imo account, as well as the
availability of facilities for safe terrnination and the cost involved.
Counselors need to have resources .and follow-up available for these
women.
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Monogamy and testing. Couples who intend to establish a consistently
monogamous relationship may wish to discontinue contmceptivf or
safer·sex measur~s. but may want to know whether or not they are HIV
infected. Ag~in. the implications of testing need to be Iliade clear to
them. Counseling must also focus on tJn(" possibility of di~}cordant:esuhs
betwe~n the couple. ~nd how this infomlation might affect their
relationship.

\Vorried but well individuals. Individuals may request ~Ul HIV resl
although their medical and sexual history suggestl\ low 01' negligible risk.
1'hey may repeatedly present themselves f~" testing or counseling. Care
needs to be taken not to reject them or to confuse undue ~mxiety about
health with real but unadmitted exposure to risk.

Discrimination and Testing
Many ~ople will see being tested as a positive aCI \vhich helps ttem change their behavior in an
appropriate way. Nevertheless, the social or legal conditions governing uesiing may cause people to
fear discrimination. They may be reluctaJ1l to accept testing or even to auend heaJth facilities w'.cre
testing is known to be carried oul In some countries tcstint, facilities are being set up both within
and outside the fonnal health care sysrem. Ohen. anonymity and cor.fidentiality can be better
guaranteed outside the system. These servkes are designed to provide an alternative to HIV test
f~ il!ties provided by blood banks. i"hey are sometimes referred to r..; allernativc test sites or cenfel'S.

Current testing procedures are not infallible; botlll false-posi!ive and false-negative results are
known to occur. The facts about testing should be made kno\\n to anyone considering heing
tested.

Given current policies in some countries. an HIV-positive result can have serious implicatio~ls for
employment. insurance, mortgages. housing and education. Pretest counseling needs to take these
situations into account. Infonned consent must include awareness of the implications of a test
result.

The experience of being tested may motivate some people to change their behavior or to seriously
consider doing so; others may seek to be tesled because they wish to avoid infecting partners or
loved ones. Counselors can encourage these fonns of responsible behavior.

COUNSELING AFTER TESTING

Post-test counseling concerns often divide people into two categories:

those who are HIV-infected (iesl positive);

those people who test negative.

Counselors need to be aware of and knowledgeable about the range of feelings that are generated
both prior to receiving test results and upon receipt of tesl resuhs. II is of panicular imponance for:

counselors to acknowledge that some diems experience ~rious doubls
about receiving test results even afleT blood is dldwn;
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elirOlS to know how long the waiting period is for ItSI resules, as a time
frame will help prepare them for this difficult period.

Although receiving a positive test r~su, t cerminly heightr.ns concern over a number of issues,
counselors need also to be concerned with tho~e clients who test negative. Persons testing neg.1tive
for the HIV antibody may experience intense guilt, anxiety, Ulger, or fear as readily as relief.
Counselors can hetp all clitnts who receive test results by following these steps:

Help client fully understand theL caning of test results.

Assist client to emotionally imcgmte tJ:e impact of test results.

Help elient prepare a health promotion plan.

Develop a plan for eliem best 10 h.mdle the social ramifications of test
results.

Clients will think through many complex issues during these steps. Counselor training programs
need to prepare rnose doing counseling in th~ best ways to help dients integrate this information
so behavior change takes place. Addressi"!:. ui~e needs of client regarding antibody testing is an
ongoing process and needs to be imegratcd into a counseling plan.

"IV INf'ECnON AND AiDS
At present. no one can tell an HIV-infccted ptefson how long it wm take for AIDS to appear, or
whether it will ever appear. A number of factors may hasten progression to AIDS - especially
other illnesses and streSSfS. and possibly picgnancy. Absence of these factors may delay AIDS
development

It is imponant to make clear to clients thaa, until symptoms appear and illness begins. there is no
reason why they cannot maintain socially and economicaJly productive lives. However,

counseling must include emphJsis on the individual's responsibi:.ty fOT
changing behavior to limit the risk of transmission; and

clients need [0 undersland Ihat it is presumed they wHl remain infectious
for life and that they may infect olhers perinatally, through sexual
contact. by sharing needles and syringes. and by donating blood.

Counselors need to convey information on infection as carefully and senSitively as possible. How
being infected is accepted depends on the person's character and circumstances, and on cultural
attitudes to AIDS. The range of issues and problems that arise within counseling varies with the
sodocuhural context and the type of medical care and facilities available.

TRt\lNING OF COUNSELORS fOR "IV INFECTION AND AIDS
The increasing prevalence of HIV infection means that the counseling burden on health and social
welfare systems is likely to grow. In some countries professional SOC!al workers with ttaining in
counseling are already available, although in liimittd numbers. In other countries, health workers
are acquiring counseling skills in the course of their work. In gleneral. however, counseling is a
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new activity, and there is little or no opportunity to train counselors. AIDS prevention and conllol
:,rograms need to draw on all avaihble resources to tmin counselors and provide counseling
services. This means:

The use of non-professionally trained c'ounselors along with health and
sociai workers needs to be considered.

Wherever necessary, training programs; need to be instituted to prepare
new counselors or train existing counS(~lors for their new functio..s in
AIDS prevention and control.

In many communities, people with counseling talents are already counseling, in one form or
another, people with HIV infection and AIDS. Such people might lx~ brougJa into AIDS programs,
and if necessary trained in special skills. At the same time, these people should be encowaged to
share their own experiences and skills.

Attempts to mobilize counseling resources should also investigate me potential of:

educational and health-care inslitutions: such as medical :md nursing
schools and heahh-care facilities;

social and community work agencies. family planning a~:encies, and
mental health groups;

community leaders, civic leaders, religiious leaders, self·he)p groups, and
community aClion groups.

Some individuals within these gRJups and organizations are naturally more suitable than others as
potential cOWlselors.

The learning objectives of trai~ling programs will need to be derived from the tasks - and the
difficulty or complexity of tll-:: :asks - which the Itrained counselor will be expected to perfonn.

Certaln of these taskf: will ~ rdmively easy, such :as:

providing accurate infonnation and mobilizing psychosocial support for
patients and their families.

Otlter tasks will be much more complex and difficillh:

It will ofte~ be necessary to alternate or intersperse periods of training
with periods of counseling service.

As far as possible. less experienced counsdors \\I'iIJ need to be assured of the support of more
experienced counselor/supervisors to help them deal professionally with the complex feelings and
problems of the more distressed and disturbed clients.
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Less experienced counselors will need to hn\¥l(! the support of more experienced counselors In
order to deal with their 0\\11 feelings nnd aUitudes. The training objectives for specific skiJJs
needed by supervised counselors include the ability to:

communicate infonnation about AIDS in an accurate. consistent.. and
objective manner;

gain the trust ofclients who need Ju~lp with their psychological and social
difficulties;

listen to people who are afraid. anxuous. distressed. alild possibly
irresponsible and hostile;

understand clients· feelings. to accept these feelings and their expression
without criticism or censure. and to respond to them in such a way that
the clients can feel free to express themselves;

help clients understand their problems and those of the other people in
their lives who are affected by these problems;

help clients reduce or resolve their pr~blems.

Like all skills, counseling skills can be acquired and developed only by practice. The core of aU
training programs must provide for adequ3le opportunities for trainee counselors to practice the
necessary skiUs under supervision until they have reached the level of perfonnance at which they
can safely undertake the level of counseling eXlpecled.

The availability of skilled teacher/supervisors should first be assured. These persons may need to
be the frrst group to be trained in the skills of teaching and suppot1ive supervision as well as the
skills of counseling in relation to HIV infection and AIDS.

Organizers of training programs wiH need to draw on educational expertise for curriculum
planning and design in order to ensure that:

learning objectives correspond closely with the tasks to be accomplished;

learning methods and materials are those most likely to achieve the
objectives;

the students· learning objectives. the program·s educational objectives.
and the personnel meet the competency needs of the AIDS control
program.

Because counselors need to monitor their OWOI feelings. there needs to be support to help them
develop professionally and deal with the stresses of the work.

As noted above. people with counseling skills and potential can be found in a variety of
professional and non-professional situations.TIlere will be, however, a natural inclination to look
within the health and social welfare sector. &lind seek out physicians, nurses, social workers.
midwives, an~ community health workers. These professional:s will often be in a position to
counsel and ~ npon HIV-infected persons and persons with AIDS as part of their work. 1\iany will
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~y be able to establish the necessary rapport for counseling. However, it must be remembered
that these professionals may still need training.

It should never be assumed that someone working in health care or social welfare
automatically has the skills, knowledge, and inclination to provide counseling support.
Counselors need to be aware of their own feelings and how those feelings can affect counseling.
This is especially important in the case of HIV infection.

Within any given community, members of voluntary groups. religio!Js organizations. women's
committees and people with HIV infection themselves are but a few of the additional possible
sources for individuals who can become excellent counselors.

Whelher or not the people who undertake couHseling have had experience with HIV-infected
people. they will have specific needs. including:

some additional trwning;

opportunities to air or discuss among themselves their stresses and
anxieties in order to counter disappoimmel1l and depression;

methods to sustain the energy and motivation which the work demands.

At all times it must be remembered that the demalllds of HIV and AIDS counseling are consider­
able. Persons who effectively take on this work n~~ed special recognition and consideration.
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COMMUNITY-BASED
MANAGEMENT OF AIDS

Virginia 0 'Dell
Benjarnin Nkowane

INTRODUCTION

Health means more than the absence of illness, and it is influenced by more than physical and
biologic factors. Social and environmental variables have a tremendous impact on both
health and illness.

For health care to be adequate there must be emphasis on illness
prevention and health promotion in addition to treatment.

For health care to be truly successful it must consider the influence of
culture, and seek to work within its context.

We have been reminded of the need for this UholisticH approach to health care with the onset of the
epidemic of HIV infection and AIDS. Until recently, however, most efforts directed at HIV have
been focused on understanding the nature and extent of the infection. As a result, we now know:

the approximate extent of infection;

the course that HIV can be expected to run;

the diseases HIV will produce.

We also know that AIDS is:

a complex illness that will, in many places, produce social and economic
hardships for whole communities;

an illness for which no cure can be expected in the near future.

Increased efforts emphasizing prevention and care for HIV-infected people are now essential
- even in those countries with a presently low mv seroprevalence. Furthermore, increased
cooperative efforts must continue to occur between national AIDS control programs and
nongovernmental organizations. Based upon what we know, what directions should our efforts
take to develop HIV and AIDS care and prevention programs?

COMMUif','ITY CARE

Given the nature of HIV infection and AIDS-and the significance of social and environmental
variables-it is important tha! our efforts include a strong community component_
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Primary Health Care
Primary Health Care (PHC) is the model of care accepted throughout Africa. PHC is essential
health care made accessible at a cost the country and community can afford, with methods
that are practical, scientifically sound, and socially acceptable. Requirements of PHC include
community access to health services and community education on prevalent health problems. PHC
is composed of services which may include the following.

Community Clinics
With the institution of PHC during the last decade health services in many developing countries
have been somewhat decentralized. Semi-autonomous clinics have been established in both urban
and rural settings. Recent economic hardships in many African countries have resulted in some
clinics now operating with limited supplies and staff. \Vhile some are inadequately staffed, others
retain a full complement of health workers. lbese health workers could be involved in HIV
interventions and in providing care to people with AIDS.

Staff in community clinics may be involved in a variety of HIV and AIDS care and
prevention activities which require little in the way of costly or scarce material support.
Examples include:

education in communities;

counseling;

providing supportive home care services.

Home Care Services
In conjunction with community clinics, appropriate care can be provided to people with IDV
infection in their homes. The philosophy of providing home care can be summarized as
follows:

AIDS threatens the provision of adequate health care services by
usurping an ever-greater proportion of limited health care resources.
Shortages of staff, beds, medicines, and supplies may result in over­
crowding and misuse of personnel and resources when people with HIV
infection are unnecessarily hospitalized.

Hospital care is not always advantageous for people with AIDS. "Caring"
cannot often be provided in overcrowded, understaffed hospitals.

The role of the extended family among many cultural groups in
Africa fosters a willingness to care for family members at home.
Therefore, home care is a valuable alternative to hospitalization.

Home services provide access to people who, for reasons of limited
mobility or lack of transportation, would otherwise be without
regular health care.

Home care provides access to the family and community, allowing for
preventative and educative measures directed toward the non-infected as
well as support for HIV-infected persons.



Hospital Services as Part of Community Care
Within the scope of community-based care, treatment-oriented hospital services are sometimes
required. Many of the opportunistic infections occurring during HIV infection can be treated,
although some require diligent evaluation and follow-up. While cure of DIV infection is
presently not possible, the quality and duration of life can be significantly improved by
appropriate treatment.

Counseling in Cor lmunity-Based Care
AIDS-related counseling has two specific aims:

prevention of HIV infection;

suppon of those already infected.

Counseling may be directed itt the individual, family, or community. It may be provided at home,
in the clinic, or in the hospital. In all these settings and for all these groups, multiple messages
need to be conveyed:

what HIV infection is - and what it means;

the ways in which HIV infection is passed on (with particular emphasis
on sexual and perinatal transmission);

how a person can remain uninfected;

how someone can prevent spreading the infection;

why partners should be informed about HIV infection~

how HIV infection is not transmitted.

For all concerned, this information must:

be made relevant to each individual's situation;

facilitate the understanding that it is the responsibility of each of us to

prevent HIV infection;

offer support to those already infected.

Without appropriate counseling, the spread of HIV infection will not be abated and HIV­
seropositive people will not receive proper care. Counseling requires personnel with specific skills
and the time to utilize those skills. However, counseling is something which is potentially
available to all health care personnel, as well as lay personnel:

Community health workers will need to be taught about caring for
people with HIV infection and disease. The impact of HIV infection in
many countries will necessitate this; health care professionals alone will
not be able to provide the care for all who will require it

Family members, in addition to serving as members of the home care
"team," will, in a sense, serve as community health workers, educating
others in their community about HIV infection.
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Utilizing a Mix of Services to Provide Optimum Care

The benefits of providing a combination of hospital, clinic, and home care services include
the following:

Patient Comfort. In addition to the potential financial benefits of home care, it is important to as~

"What is best for the patient?" In the instance of HIV infection it is necessary to look at what
hospitalization can and cannot offer:

In the early stages of illness many treatable infections may be
encountered that require hospitalization and frequent clinic visits.

In the more advanced stages of AIDS, however, there can be little hope
of successfully combating recurrent infections or halting the progression
to the final stages and eventually death. Vigorous attempts to do so are
seldom indicated and often serve only to prolong a person's suffering.

At advanced stages, supportive home care services are clearly
auvantageous. In most instances, patients can be cared for more
comfonably-and lovingly-at home. Whether a person is in the early
stages of HIV infection or in the terminal stages of AIDS, a
supportive relationship can be dev!eloped with both the infected
person and family.

When patients are offered supportive care in the home, many will choose
this over hospital services. In one rural community served by a mission
hospital in Zambia, 95% of patients offered home visits preferred this to
reporting back to the hospital.}

Educational Benefits. In situations where diagnosis and treatment are limited by available
resources, home care services can become advantageous early during infection. By offering an
HIV-seropositive person the benefits of home care, the process of preparing the family to care for
the person at home is begun. Educational preparation should include the following facts:

HIV-infected people may look perfectly healthy- and often do for some
time-des,ite the fact that they have a serious infection.

People with HIV infection and AIDS need not be avoided. The infection
is not casually transmissable, and infected persons need the support and
love of their family and friends.

When one family member has HIV infection, there are implications for
the entire family.

By caring for ailing relatives at home, people will learn what HIV
infection and AIDS really are.

Access to Health Care. Transportation to health care facilities is hard to come by in Africa
Services available at home or in a community clinic can be more accessible.

Effective Utilization of Community Resources. The family can be regarded as a national
resource in many places1 and should be included as a valuable component of community-based
care. Without the family's support, patients cannot be adequately cared for at home. With the
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family's support, home care becomes a viable alternative to hospitalization. In addit:on to family
members, other members of a patient's community may be able to provide assistance:

Women's organizations and church groups may be able to provide
practical assistance.

Communities may be able to start income-generating projects to sustain
those individuals who are able to work on a part-time basis. (In Uganda,
the AIDS service organization, TASO, has successfully started such a
project in Kampala.)

Financial Benefits. Early in the AIDS epidemic in the United States and Europe, home care
became an integral part of the services needed by HIV-infected people. A recent review of the
financial aspects of HIV care in developed countries suggests that using a mix of home services,
clinic visits. and hospitalization results in lowered costs.2

Home care programs now exist in Africa in both Uganda (Kitovu Mission Hospital in Masaka, and
Mengo and Nsambya Hospitals in Kampala) and Zambia (the Lusaka home care team is part of
the Chikankata AIDS care unit). Although comparison of hospital and home care costs have
not yet been made in detail for programs in Africa, the over~lll impression is that home care
results in savings. As one group of researchers noted, "Home care is not inexpensive but it should
be compared with the [hospital] costs of patients who are terminally ill.''3

In addition to utilizing hospital resources and beds more effectively, home care educates the
family and community. Although the long-term financial benefits of education are difficult to
calculate, it is nonetheless a decidedly valuable component of community-based $~rvices.

SYMPTOMATIC CARE OF HIV-RELATED ILLNESSES

Figures 10-1 and 10-2 on the next pages look at:

what symptoms are commonly experienced by people with HIV­
related disease;

the levei uf care that can be provided in all settings;

which medicines and supplies are necessary to provide basic care to
people with HIV-related illnesses.
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FIGURE 10-1

SYMPTOMATIC CARE OF
HIV-RELATED ILLNESSES

SYMPTOM

Oral discomfort/dysphagia

Cough/dyspnea/chest pain

Diarrhea

Weight loss

Vomiting

Pain

Immobility/weakness

CARE
for candidiasis:
nonnat saline rinses

for poor nutrition:
soft diet

for Kaposi's sarcoma (KS):
refer for treaunent if
chemolherapy available
and condition not lenninal;
for general hygiene:
nonnal saline rinses

work-up and tr(,A1tmCnt
for TB, other pulmonary
infections or KS, or empirical
treatment;
followed by
emotional support

work-up and treatmcnt
for trc,uable infections
or empirical treatmcnt;
skin care;
dietaI)' changes;
ORS/lluid replacement

nutritional suppon;
skin care

work-up, foUowc<1 by
ORS/lluid replacement;
oral care

instruction to family
in providing comfon
measures;
for abdominal pain:
dietary changes

family education to provide:
assistance with daily
activities,
skin care,
nutritional suppon

MEDICINES AND
SUPPLIES

gentian violet rinses,
nystatin or kelOConazoJe

vitamins B, C;
multivitamins

c04 trimoxazole
or penicillin

cough mixture,
codeine,
liquid morphine (if severe)

cotrimoxazole or
metronidazole;
for empirical treatment,
Lomolil followed by:
codeine,
dietary potassium

antiemetics

aspirin/paracelamol,
indomethacin,
codeine,
liquid morphine,
antacids

crutches or wheelchair

r, " , '/,~ ~' l, .~ • .
" ,,, I" i -
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SYMPTOM

Fever/night sweats

Rash/skin lesion

Edema

Genitourinary infections,
dysuria. hematuria,
viral warts (for empirical
genital wart::' tre3bllent),
buboes

I>epression/anxiety

Insomnia

FIGURE 10-1 (cont'd)

SYMPTOMATIC CARE OF'
HIV-RELATED ILLNESSES (cont'd)

CARE

work-up and tre3bnent
for infection, followed
by comfon measures
(cool balhs, fluids)

work-up for trea13ble
infections. followed by
cleansing, application of
saline soaks and dressings for
discharging wounds

elevale affecled extremities.
cool compresses,
pain relief,
skin care

work-up. followed by
empirical trcaunents,
comfon measures,
patient educ':ltion

provide emotional and spiritual
suppon; ensure patient reeeives
counseling and p3Storal care
services

emotional support

MEDICINES AND
SUPPLIES

aspirin/paracelamol

topical antifungals,
topical hydroconisone,
antibiotics,
antihistamine.
analgesics

mild diuretic as indicated

antibiotics,
analgesics

mild sedatives,
if indicated

Sensory/mental status changes,
blindness, loss of vision,
confusion, headache,
personality changes,
depression,
parasthesias

I>rug reactions,
skin reactions,
diarrhea.
deafness,
loss of vision

work-up and treatment of treatable
infections(~toe~lorTB

meningitis, toxoplasmosis, herpes
zoster, etc.) in hospital or clinic,
if treatment available; followed by
safety precautions,
pain relief,
family education,
emotional support

symptomatic care as above

mild sedative

discontinuation of all
medications and referral
for evaluation
if reaction severe

'" • f ~', ,.., , • 'f: ~I

" i'
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FIGURE 10-2
SUGGESTED SUPPLIES AND MEDICINES FOR H01\1E CARE PROGRAMS

l\>ledicines·

1 2 3 4
Analgesics: Antitussives: Vitamins: Broad spectrum

paracetamol. aspirin. cough syrup multivitamins, iron. antibiotics:
indomethacin. codeine, preparation, codeine vitamins B and C tetracycline, ampicillin,

liquid morphine co·trimoxazole,
erythromycin

5 6 7 8
Topical disinfectant: Antifungals: nystatin Anlidiarrheics: Oral rehydration salts

gentian violet troches, kctoCon31.ole lornotil, irnmodium. (or sugar and salt for
codeine homemade

preparauon)

9
Antimagnetic:
promethazine

10
Topical antifungal:
miconazole cream

11
Topical

anti·inllammatories:
hydrocortisone cream

12
Antiamoebic:
metronidazole

Antimalariat:
chloroquine

13 14 15 16
Antituberculosis:
lhiacetaz..one and

isoniazid (for long-term
lreabnent after initial 2­

month multi-drug
reg'me)

Sedative:
diazepam

Diuretic:
furosemide

Antacids:
aluminum hydroxide,
magnesium hydroxide

, . "',';'" ,d,' " "I' , '. ~j,

Supplies-

1 2 3
Bedpans, urinals, soap, washing detergents, condoms

incontinence sheets liquid bleach

4 5 6
gloves bandages syringes and needles

7 8 9
crutches. wheelchairs disinfectant iodine milk powder

6ft

-Those drugJ md suppUes most frequenUl used ale Indicated in bold 1)"Pe.



AIDS CARE AND PREVENTION IN ZAMDIA ,- A DESCRIPTION 0." Two PROGRAMS

Approaches to community care will vary from place to place depending on a number of factors:

locale (urban versus rural settings);

existing services;

availability of personnel.

One country in which community·based pro~"Tams have been successfuUy established is zambia
The following descriptions are provided to illustrate two of these programs.

TilE CmKANKATA ApPROACH

Chikankata Hospital lies in the southern pro\'i:oce of Zambia and serves a rured population of about
100.000. The AIDS care and prevention unit at Chikankata is unique for two reasons;

It is committed to utilizing an approach of Uintet,rratcd management";

It uses a variety of disciplines for ihe provision of (; .>mmunity
counseling.

At Chikankata the AIDS care and prevention unit was est:ablished on the basis of certain
assumptions:

Home·based care is the key strategy to decentraliza'lion.

The family is the greatest strength in rural Zambia.

Patients prefer to die at home.

People learn by talking.

Care must be provided in the community for a genuine understanding of
the illness to occur.

Caring will influence acceptance in the community.

In addition to these assumptions. the Chikankata approach recognizes the family as the unit for
responsibility. The family is capable of providing the impetus for behavior change and
sharing responsibility for the care of ill fanlily members with the hospital.

Integrated AIDS I\tanagement. The medical management p,olie)' at Chikankata hns always
been multi-disciplinary and has pro\'ided community-based approaches to care. The
approach adopted for working with HIV infec:tion and AIDS im:orporates a variety of disciplines
in order to provide the comprehensive service's required for care and prevention. The AIDS care
and prevention team includes seven units:

clinical and home·based care;

counseling;

education;

ward management and training of AIDS health I.romotion y,"Orkers;
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administration nnd research;

pastoral ~re;

AIDS management training.

The above seven units are considered essential to the care and prevention of IIIV infection..

The AIDS management team at Chikankata incorporates professionals from a variety of
disciplines. The home care team, which varies with the needs of the patients, famHies, and
communities being visited, comprises four or five people: a social worker, a clinical oOicer. a
heahh educator, a nurse, and a school educator. Te,tm members provide pastoral care in addition to
their other Joles.

Chikankata's twin belief in the family and the community a!l key components to AIDS
prevention and care has resulted in the ~tablishmentof a unique counseling program.
Members of the team travel to surr(" ':ng vHJages to meet wiith community leaders (and
sometimes whole communities) to disctlss HIV ood AIDS. Community members are encourc1ged
to identify what they perceive as problems and to fonnulate community solutions. It is th~

philosophy of the program that this approach will lead to a greater dc:gree of behavior change than
when individuals alone are counseled. Future plans at Chikankara incluce the building of a
uspecial careH ward and counseling center to look after I-IIV-infect,ed people; and their families.
This will be the starting point for family and hospiirol cooperation and wm provide better hospital
care when it is needed. AIDS care and management seminars are held to enable others to ,learn
from the approach adopted at Chikankata. Funher research will become increasingly important in
order to validate the Chikankata experiences. making them relevant not only for other Zambian
but other African communities as well.

THE LUSAKA AIDS HOME CARE AND PRF.\QENll0N PROJECT

The home care team, based at the university teaching hospital in Lusaka, was initiated in 1987 in
the realiz,ation that many HIV-infected people and their families were in need of home visil\). The
initiation of the program was influenced by the successful home visiuing under way at Chikankatl
and at Nsambya Hospiml in Kampala, Uganda. AU of the patients selen by the home care team are
referred by doctors based at lhe university teaching hospital. l\1any oontjnue to be seen in hospital
clinics or at the community clinics, in addition to being visited at home; others are seer. only by
members of the home care team.

The home care team consists of: four nurses, one clinical officer, one counseling and records
assistant:, one driver. one office orderlv/messenger, and one doctor (who functions in a supervisory
capacity).

One of the nurses acts as utea-n leader," carrying out additional administrative duties and
coordinating the team's work. TIle team has a base office ~l1pplied by the university teaching
hospital. The hospital also suppons th: team by releasing three staff members (two nurses and the
clinical officer) to work with the home care team on a rm-rime basis.

The Lus-aka home care team will be working close:ly with nurses in one or two of the community
clinics in the near future. It is expected that home visiting will then be done by some of the
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community health nurses, alleYiating some transportation needs. The tcam members based al abe
university hospilal would then serve more as resources, rather than as primary care givers.

DEVI~LOPIN'G COMMU"'TV-BASED PROGRAMS:
TUE QUF.S110N 0"- 'VERnCAL Vf:RSUS HORIZONTAL STRUCTURES

Controversy exists as to whether Alf)S care and prevention prol~s should be developed:

horizontally. with active panicipation from various segments of the
community;

OR

vertically, with care gh1crs being assign ~d roles and fonowing rigidly
defined orders.

The brief history of AIDS control programs 3Jud the response of many NGOs (non-governmental
organizations) has generally seen AIDS care d'l:velOp vcnicaUy. This has occurred in pan because
of the need for a rapid response in an area in w'hich expenis:~ was not widespread. The approach
taken should depend on the circumstances where AIDS care and prevention are needed. Where
health care structures exist and are functioning; AIDS C~l1re and pl'cvention programs can be added,
thus constituting horizomal developmem. \Vhere no heahh care programs exist, a more vertical
approach may be necessary initially. In the end the progmffis provided will need to achieve the
same goals. In all instances HIV infection will need to be kepa in the perspe~tive of the entire
context of a community's problems. AIDS carle and prevention programs should be an integrated
respons.e.

CONCLUSION

Few families will reject the ide.a of caring for their family members at home when the option is
presented positively, rather than 33 abandonment by the health c:are system.

Returning to the question of what is best for the patient we can alsk:

\Vhat does the patient-and family-want?

What is best for the community as a whole?

Given the deblldating and irreversible n~lture of AIDS, ill is not surprising that man)'
patients and families prefer to tn \'isited at home-provide~adequate home care is
available. As for what is hest for the communilty. it is clear that programs are urgenlly needed that
provide compassion and education whi!e conserving limited resources.
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AIDS PREVENTION IN
FAMILY PLANNING PR()GRAMS

Nancy E. \Villiamson
Esther S. Boohene

INTRODUCTION

Slowing the spread of HIV infection will require that all availabJie infrastructures be used for:

public educaLion;

condom distribution;

STD control;

AIDS prevention counseling.

Potentially helpful infrastructures are family planning programs. whether they are horizontally
integrated mto maternal and child health programs or verticaHy organized. This chapter:

discusses both the limitations and potential contributions of family
planning programs in sub-Saharan Africa;

gives examples of family planning programs in Africa which might add
AIDS prevention activities;

lists inputs that will be required if family planning programs are to make
a significant contribution to AIDS prevention in Africa.

LIMITATIONS OF AFRICAN FAMILY PLANNING PROGRAMS REGARDING AIDS PREVENTION

Few African countries have well-developed family planning programs that are able to provide
services throughout the population. Hence. we cannot expect family planning programs to be the
primary structures to fight AIDS in Africa. Health. education. and public communications
structures will probably playa larger role.

Family planning programs in Africa often sen'e only a limited segment of the population (e.g.•
married women in f.lore urban areas) and may offer a limited number of family planning methods.
This in pan reflects the lack of family planning services. The use of modem contraceptives is low
in most countric;s south of the Sahara with the exception of Zimbabwe, Botswana, and Kenya.
(Figure II-Ion the next page presents data on contraceptive use patterns in Africa.)
Unfortunately. countries with high HIV seroprevalence rates (such as Uganda. Tanzania. and
Malawi) tend to have weak family planning programs to which AIDS prevention activities might
be added.
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FIGURE 11-1

PERCENT OF l\fARRIED WOMEN USING
CONTRACEPTION IN SUB-SAHARAN AFRICA
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Family planning programs in Africa have several other limitations:

limited access to men and to population groups at particularly high risk of
infection (e.g., prostitutes, young single people with multiple partners).

In theory, family planning programs might be well positioned to provide crucial AIDS prevention
counseling by building on family planning counseling; in practice, family planning programs do
not provide much counseling although they recognize the need for it.

Although the condom is the only family planning method that can protect against AIDS, few
family planning programs have aggressively promoted its use. African programs typically favor
hormonal methods such as pills or injectables. Condoms are often thought of as relatively
ineffective by both providers and clients.

Although family planning programs deal with reproductive health issues, they seldom have had to
deal as explicitly with sexual behavior as is required for AIDS prevention.



These limitations are not only found in African family planning programs. They tend to be
characteristic of family planning programs around the world. Nlorcover, such limitations can be
overcome, and condoms can be promoted through family planning in order to facilitate the
prevention of AIDS. For example, the National Family Planning Program in Zimbabwe was one
of the programs caught in the dilemma of having taught clients that the condom represented an
ineffective method of family planning. In the face of the AIDS pandemic, however, their approach
was revised. The condom is now aggressively promoted through the Zimbabwe National Family
Planning Program. The use of condoms increased from 3% to 26% between the 1984
Reproductive Health Swvey and the 1988 Demographic and Health Survey.

POTENTIAL CONTRIBUTIONS OF FAMILY PLANNING PROGRAMS

Despite the above limitations, the potential contributions of family planning programs to AIDS
prevention should not be ignored. For a relatively modest cost, AIDS prevention activities can
be added to family planning programs. Examples of these contributions include:

Producing, adapting, and pretesting educational materials needed
for AIDS prevention. Many family planning programs have experience
developing educational materials in a related area of human behavior,
such as contraception. This experience could be beneficial in adapting
materials for AIDS prevention.

Distributing educational materia'i on AIDS. AIDS information can be
added to on-going family planning lEe (Information, Education, and
Communication) activities. Outreach workers or clinical staff who
distribute information on family planning methods can also disseminate
information on AIDS. Film shows on family planning can add films on
AIDS prevention. Many family planning programs have experience in
disseminating infonnation (including research findings) through the mass
media, seminars, and newsletters.

Identifying couples in which either partner is at risk of HIV
infection. Risk counseling is an imponam part of AIDS prevention. If an
individual is at risk of HIV infection. he/she will need to be advised to
avoid risk behaviors and use condoms, regardless of what other
contraceptive is chosen. Most family planning workers have had some
training in contraceptive risk assessment counseling; this could be
helpful in assessing risk for HIV infection. For example, in clinical
settings, workers already administer checklists for oral contraceptives
and sometimes IUDs to identify women who can safely use these
methods. These same workers could be trained to do AIDS risk
assessments. A checklist (see FigUI1e 11-2 for an example) could be
adapted to identify those:

at risk of HIV infection who should be urged to refrain
from risky behaviors;

who need to use condoms instead of, or in addition to,
other family planning methods.
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currently, this kind of risk assessment is done on an ad hoc and
unstandardized basis. Much work remains in developing risk assessment
procedures, training staff in these procedures, and integrating them into
routine family planning services.

Helping couples of whom one or both partners are infected to make
contraceptive choices and consider whether to have ~. child.
Counseling may be very difficult if one (or both) partner wants more
children but is at risk of having an infected child. This situation will
require well-infonned and sensitive counselors, reinforcing the need for
AIDS-specific counseling training for family planning workers.

Providing condom logistics. Family planning programs already order,
store, and distribute condoms and instruct clients on their u~e. These
efforts could be expanded, in some cases through community-based
distribution programs or through social marketing (ie, subsidized socially
beneficial products distributed through commercial channels) as well as
through clinics.

Providing an outlet for the diagnosis, treatment, ~~nd prevention of
sexually transmitted diseases (STDs) through referrul or direct
services. 1l1is is a new area for most family planning programs but one
which will probably receive increasing emphasis as the epidemic of
STDs spreads.

Supporting ard contributing to research and evaluation. Most family
planning organizations have some experience with research and could be
a valuable resource to AIDS prevention programs. For example, family
planning pMgrams could study sexual beliefs and practices relevant to
HIV transmission and conduct condom acceptability studies. Family
planning organizations in Zimbabwe, Nigeria. Liberia, and Gambia have
conducted sunreys of adolescent fertility, contraceptive use. and rate of
STDs. These surveys could be adapted and replicated to focus on AIDS
risk factors and AIDS knowledge, attitudes, and practices among young
people. Family planning programs can also evaluate which kinds of
condoms are preferred locally.

Disseminating information (including research findings) through the
mass media, seminars, and paper§. Family planning programs have es­
tablished networks of mixed audiences and multiple channels for infor­
mation dissemination. Examples include person-to-person
communication and counseling, group education and counseling at cl:o­
ics. and the use of findings from research to develop educational mater>
als for target groups.

In addition, family planning managers may be famnIiar with evalcation procedures and with record
keeping and management infonnation systems which might be IUseful for AIDS prevention
programs.
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FAMILY PLANNING ACTIVITIES IN A(..'RICA: POSSIBLE VEHICLES FOR AIDS PREVENTION

A number of African countries have innovative family planning projects to which AIDS
prevention activities could be added. Examples include:

Nigeria: market women projects; family planning programs with
industrial workers;

Ghana: social marketing of condoms; "Daddy Clubs" (social, church­
related clubs that provide information to fathers so that they can be good
teachers to their children);

Zimbabwe: a community-based distribution program; Youth Advisory
Services which deliver parent education programs to parents and youth
and family life education to youth;

Kenya: family planning clinical services at each administrative level;
family life education programs; community-based distribution and other
family planning distribution systems including several small social
marketing initiatives and industrial-based family planning programs;

Botswana: good health infrastructure including maternal and child
health and family planning services;

Zaire: a community-based distribution program.

Other countries including Cameroon, lanzania, Uganda, and Burkina
Faso are either initiating or consideJing social marketing projects to
expand condom distribution.

Activities that could be added to on-going family planning projects include:

training family planning workers on AIDS;

producing and distributing IEC materials on AIDS;

infonnation on risk prevention and risk behaviors;

expanding condom distribution;

expanding counseling (including HIV risk assessment);

conducting research on AIDS KAP (Knowledge, Attitudes, and
Practices);

disseminating research findings on AIDS.

INPUTS REQUIRED FOR FAMILY PLANNING PROGRAMS TO MAKE A DIFFERENCE

If family planning programs are to make a significant impact on the AIDS problem in Africa,
more resources must be made available to them.

Funding is required for educational materials, training of staff, transportation, communications,
and additional staff.
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Technical assistance will also be needed to help family planning programs integrate AIDS
infonnation into all of their activities, including clinical procedures.

Staff will need training in following universal clinical precautions to prevent infection of
themselves and their clients, in counseling, and in eliciting information needed to assess risk of
HIV infection. (Figure 11.2, overleaf, gives an example of a risk assessment form that could
be adapted for local use.)

Family planning programs could playa more active role in STD issues. Family planning workers
generally come across several STD c~es daily duaing routine client examination. Because of the
role of STDs in the spread of HIV infection. family planning workers could expand their role by
developing skills for diagnosis, counseling, and treatment of STDs. For this to be effective, family
planning clinics would need to be provided with the necessary support systems.

Separate materials will need to be developed for counselors. Several traditional sexual and health­
related practices are still being practiced in some African communities which encourage the spread
of HIV infection. African research workers need to conduct socio<;ultural studies through focus
group research to collect relevant and reliable data; this can be used to develop appropriate
materials to support the work of those directly involved in counseling on the grass-roots level.

In order to increase their overall contributio"l and involvement in AIDS prevention. family
planning programs need representation on poRicy-making commissions or subcommittees
responsible for planning a country's response to AIDS.

Strong leadership by family planning organizations themselves will be required if they are to play
a significant role. Fortunately, some family planning leaders are uniquely qualified for such a
leadership role, having dealt with controversial issues during their professional careers. To
improve leadership skills, regional or in-country seminars could be held for family planning
directors and managers to discuss how family planning can get more involved in AIDS prevention
without jeopardizing their current activities.

CONCLUSION

Family planning programs are not well developed in most of sub-Saharan Africa. Some countries
with serious AIDS problems have virtually no family planning infrastructure. Thus. family
planning programs cannot be the backbone of AIDS prevention programs in Africa.

Nevertheless, there are a number of specific contributions family planning organizations can
make. These contributions will take place only if:

family planning programs receive additional funding and technical
assistance;

family planning programs show leadership.

Family planning managers have already demonstrated their willingness to take on one highly
controversial issue. namely. family planning in Africa. \Vith financial and technical assistance, the
same people can apply their experience to AIDS prevention, an even more controversial area,
while ensuring that family planning programs fulfill their imponanl mission of delivering family
planning services, a need which will go on despite the AIDS epidemic.
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FIGURE 11-2
EXAMPLE OF A RISK ASSESSMENT CHECKLIST

(to be adapted locally)

YES NO DON'T
A. YOUR BEHAVIOR KNOW

Have you had a blood transfusion
between 1978 and 1986? *
Have you had a sexually transmitted disease?

Have you shared drug needles or syringes
with another person?

Have you had sex (vaginal, anal, or oral)
with a person whom you did not know well?

Have you exchanged sex for money or drugs?

Have you had many sexual partners?

Have you had sex with someone who has
AIDS or HIV infection?

B. YOUR PARTNER'S BEHAVIOR

Have you had sex (vaginal, anal, or oral) YES NO DON'T
with someone who: KNOW

Has had a blood transfusion before blood
was routinely screened for HIV?

Has a sexually transmitted disease?

Shares drug needles or syringes?

Has had sex with a prostitute?

Has had anal sex with you or someone else?

Has AIDS or HIV infection?

Has had sex with someone who has
AIDS or HIV infection?

Source: Adapted from Family Planning and AIDS Prevention: Technical and Managerial Guidelines. WHO. 1990.

*The flfSt dale implies that the blood supply was believed to be HIV-frce before that dale. The second dale is when screening oflhe
blood supply was fully imple.l1cnted. Some countries may not have implemented such screening.
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RESOURCES

The World Health Organization has prepared a document. Family Planning and AIDS Prevention:
Technical and Managerial Guidelines, which can be adapted locaJly to train family planning
workers.

A second manual deals with maternal and child health and AIDS. Both are available through the
Family Health Division, World Health Organization. 1211 Geneva 27, Switzerland.

The International Planned Parenthood Federation (London) has published a useful volume,
Preventing a Crisis: AIDS and Family Planning lVork, which gives much practical information on
how family planning programs can be involved in AIDS prevention. Available from IPPF,
~ O. Box 759, Inner Circle, Regent's Park, London NWI 4LQ, England. A shorter version
(Talking AIDS: a Guide/or Community lYorkers) is also available.

Planned Parenthood of Metropolitan Washington. DC. has prepared a self-instructional manual,
AIDS HIV: Information and Counseling in Family Planning Practice, which gives ideas on how
family planning practitioners can inform clients about AIDS-HIV. Available from Planned
Parenthood of Metropolitan Washington. 1701 Q Street N.\V.• \Vashington. DC 20009. USA.
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PRIMARY HEAIJTH CARE AND
AIDS CONTROL PROGRAMS

Jack Martin

INTRODUCTION

The AIDS epidemic has struck Africa at a time when the health services of many countries are
suffering their worst-ever crisis. The combined effects of severe~ prolonged economic recession
and continuing high birth rates have resulted in declining per capita expenditures for health in real
terms. At the same time, serious health problems continue to exist as exemplified by persisting
high mortality rates for infants, young children and mothers. While diseases such as diarrhea and
acute respiratory infections continue to be common factors in causes of death, other diseases such
as malaria and yellow fever have made a dramaRic reappearance as causes of mortality and serious
morbidity in many countries. Some might pose the question, so what has all this to do with AIDS?
The short answer is, a lot!

The simple fact is that countries have no option other than to try to cope with a wide variety
of health needs with tragically few resources.. The challenge is - how to do more with less?

As far as AIDS is concerned countries are now moving from the initial reactive/emergency phase
of coping with HIV infection and its consequences to a phase when it is imperative to anticipate
and plan better for future needs. Health needs must be met in cost-effective ways, through better
organization and use of existing resources - not just money but also the personnel who staff the
health posts, clinics, and hospitals. This is the only way to ensure that prevention and control of
HIV infection can be sustained effectively.

Like most countries of the world, the countries of Africa have adopted Primary Health Care (PHC)
as the basis for health development. PHC is seen as the only means to achieve better health for
entire populations through its emphasis on:

identifying and addressing the needs of the most vulnerable population
groups;

promoting health and preventing disease rather than only treating
sickness;

mobilizing all possible resources for health, particularly people
themselves, rather than relying entirely on conventional basic health
servIces.
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It is clear that control and prevention of HIV infection also depends to II gyeat extent on these PHC
approaches. In other words, PHC and AIDS control programs are natwaJ allies. It makes sense',
therefore, that prevention and control of HIV infection should be undenaken as an integral pan of
each country's health system. That is not as simple and straightforward as it may sound. For one
thing, given Africa's economic catastrophe of the: past decade, implementation of PHC has been
patchy and often poor. Indeed, entire health services are in a state of crisis, particularly at the
periphery. In such circumstances there may be those who would argue for AIDS programs to

remain separate. Past disease~ontrol programs, such as those for malaria, used separate (venicaJ)
management. Figure 12-1 below shows why this approach is a big mistake:

FIGURE 12-1
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In most countries the integration of AIDS programs will cenainly not be a matter of AIDS
program managers handing over responsibility to their colleagues in the health system and
expecting them to "get on with the job.n Rather AIDS programs should strengthen what
already exists. In view of the expertise which p,rograms have accumulated in areas such as
communication with the public and health promotion it is ob~ious that there is much to
contribute.

BUT \\fHAT IS PUC?

Some eleven years after most countries of the world accepted PHC as a way to try to improve the
health of all their citizens, it may seem superfluous to ask this question. Unfortunately, there is still
considerable misunderstanding about what PHC really is. The remainder of this section
summarizes some of the most common misunderstandings aboua PHC and presents the key
principles which need to be adopted in order to make PHC operational.
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Misunderstandings
There are two common misconceptions about Pile:

I. PUC is only what happens In communities - it is what community heaUh workers and
traditional midwi\'es do. This misconception has Veen compounded by another which defines
PHC as "health care on the cheap.u

2. PUC is merely some combination ofa set of basic ingredients.. This misunderstanding grew
out of PHC's close association with lithe eight essential elementsu

:

heallh education,

nutrition,

safe drinking water and basic sanitation,

maternal and child health including family planning,

immunization,

prevention and control of locally endemic diseases,

appropriate treatment of common diiseases and injuries, and

provision ofessential drugs.

Adherence to these elements has often gi"en rise to remarks such as uSo what's new'? \Ve've been
doing this for years."

Misunderstandings about PHC reflect the fact that many people !think of health as an absence of
disease and regard action COl health only in tenns of medical care provided by health professionals.
Thus there is frequently a considerable gap between people's understanding of their health needs
and the realiza.tion that they, themselves. have a big role to play in achieving better health.
Bridging this gap is one of the prime objectives of PHC.

Key Principles
Obviously the way in which countries set abo1lJt implementing J?HC will depend on their local
circumstances including the prevalent di~e3Ses. Ithe availability of resources, political commitment
and so on. Nevertheless. certain Uoperational princip'es" are ~tvailableto guide countries in
orienting their heaUh s)"Stems to the PHC approach:

identification and reduction of inequities in health Slaws and access to
health care;

increased emphasis on health prom.otion and prevention of disease;

involvement of people in planning and implementing health activities;

involvement of other sedors in hollh improving healith and eliminating
important health risks;

decentralization of responsibility for management of health activities,
including the development of ma.'1agement skills among health personnel
in districts;

integration ofseparate heaUh prograrm in districts..
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Pile AND AIDS CONiROL

The applica~ion of the above principles dctem~ines whether or not PHC actually operates. Without
applicatii\n. there is justlalk and little meaningful action. Too many <::'omJtnes ha\'c given too little
attention Itt putting PHC principles into aClion.

Effective and sustained prevention and conlro% of 1I1V infection rtquirc dose aneotion (0 the
Pile principles and their application, particuJar:ly at a locnllevd, and in districfs. Experience
in a number of countries shows that AIDS programs have Ih.: potential to make major
contributions to implementing PHC by helping to find ways to put some of these principles intO
practice. On the other hand, if PHC is not properly taken into consideration. AIDS programs can
interfere with PHC implementation. How to maximize the contribution and eliminate the
obstacles-that is the challenge!

Reduction of Inequities

The key principle underlying the concept of PHC is equit)-. However. despite widespread
acceptance in principle. it is difficult to find cxampltes of health programs that focus on identifying
and eliminating inequities by asking:

\Vho are the people most in need'? \Vhy are they in necd'~'

What is the nature of their need?

What action is required to address their needs'?

These questio.1S are basic to the practice of the fundamental public health science ofepidemiology.
It is remarkable lhat lhese basic questions are so relldom asked. in a systematic way, as a mean.i of
identifying what action is to be taken at a local l'eveJ. Instead there i~ a common tendency to
identify needs and priorities on a national or e'J'en international basis aI~d then to prescribe the
responsibilities of loca1level health services in tackJling them. This pmctice may be going on in the
same country but with respect to a number of diseases, each with ~ts own imerest groups. The
problem may escape attention except by the unfortunate staff at the local level who are confronted
with conflicting demands. Implememing these d-emands may be so time-consuming that critically
imponalltlocal priorities are neglected.

There is an important lesson here for AIDS contIol: accommodation must be made for other
imponallt health problems. and for the responsibilities of health personnel in coping with them.
This accommodation will imply acceptance of variations in emphasis on AIDS control between
districti.

Emphasis on Promotion of Health and Prel'ention of Disease
There is widespread recognition of the imponance of shifting the balance of health care activities
from preoccupation with treatment of the sick to\\',ud averting sickness in the first place. However.
health promotion and preventiGn are not taken seriously enough in many developing counuies.

Prevention-oriented intenrention is an area in 'which AIDS conllrol programs can make a
major contribution to PUC implementation.
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AIDS control programs have a natural focus on:

promoting changes in human behavior;

adopting preve.ntive technologies such as the use of <.<mdoms.

AIDS progmms can perfonn the complementaf1] roles of:

sensitizing lhe public to think and react to infonnatioJ1l about health;

persuading health personnel to take promotion and prevention seriously;

helping the public toleam and practice the necessary skills.

Community Invoh1emenl
Doctors oflen talk of lIlack of patient compliance" when a penon fails to take medication as
directed. A similar complaint permeates tbe relationship between health personnel and
commullities planning and implementing PHC:

Health care providers assume that their role is to diagnose the nature of
health problems and prescribe lhe 3plpropriate interventions.

Health care consumers assume their role is to carr) out the limited
activities prescribed for them. such ilLS making bricks fiOr a clinic. digging
a trench for a water pipe. lining up for injections. and SI() on.

These assumptions lead to an approach whict- inhibits the mobili4~ation of both the technical and
social forces. Such forces are essential for unJcl'taking many key promotive. preventive. fust aid
and rehabilitative actions.

The experience gained working with communities in which people understand the overall
importance of their dearly defined roles can offer valuable lessons about effective processes. This
can lead to a la~ting. productive interaction bctween health personnel and the general public. This
experience needs to be made available for tbe benefit of PHC as a whole.

Intersecloral Collaboration
Health development is inextricably intenwined with socioeconomic development as a whole.
Sectors such as education, water, and housing have demonstrated their positive contributions to
bener health. Sectors such as agriculture and industry have a more ambivalent position in that they
can have both positive and negative impacts. It i:s clear that health care systems would improve if
kel' health workers (particularly doctors) were able to undertake greater !eadf'r~tlip on
behalf of health development.

The leaders of heahh workers need:

much greater skill and ability to communicate about health with
colleagues from other sectors. including non-governmental agencies;

much greater awareness about PHC jmd what other sectors can
contribute;

much greater knowledge of how to make bener use of the mechanisms
for intersectornl collaboration which already exist in their own countries.
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Village, district and provincial councils (with urban equivalents) are established in most if not aU
countries. It remains for the health sector to:

make use of councils as a means of providing infonnation about the local
health situation;

help identify specific contributions which other sectors can make to
better health;

"Making use" does nol mean asking for help in carrying out the health sector's responsibilities. It
does mean identifying what each sector can do within its own range of responsibilities. \Vhere
AIDS is widely perceived to be, an important problem it will rarely be difficult to obtain
collaboration in carrying out measures such as health education in schools and factories, informing
the public about prevention, and so on. Although uS':ful, this type of support is essentially shon tenn.

Long-tenn interest and support will require making health a local and national development
priority. That is easier said than done, particularly in the critical economic climate in most
countries. Nevertheless, in their own long-lenn interest, AIDS programs need to playa role in
the process of establishing health priorities. Their capacity for health promotion is an
obvious asset in this regard.

DECENTRALIZING ~rHE FIGHT AGAINST AIDS
Increasingly, policy-makers are realizing the vital importance of putting more responsibility in the
hands of people at local levels as a means of making PHC work bener. In this respect the district
has been identified as the most appropriate unit for organizing and supporting PHC. This is not a
new idea but it does seem to be remarkably approlPriate to the situations in which many countries
find themselves today.

The district provides the best opportUI~ity to:

identify those who are unde;served and in greatest need;,

integrate all health interventions required to improve the health of the
entire population.

The district is close enough lO communities for problems and needs :n be understood for several
reasons:

Many key development sectors, including non-governmental agencies,
are represented at this level, facilitating intersectoral collaboration and
the management of services across a broad front.

Local health workers (who are the keys to effective PHC) cannot
function weU without strong and sustained support.

The district is the most appropriate level from which to organize and
provide local health-worker support.
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The \Vorld Health Organization has introduced the concept of "district health system" to promote
increased emphasis on the district as the key unit for health development According to WHO, a
district health system is:

a self-contained segment of the national health system;

composed of a well-defined population living within a clearly defined
administrative and geographic area, either ntra} or urban;

an area in which all institutions and sectors contribute to improved
health.

Figure 12--2 portrays a distt'ict health system::

FIGUUE 12-2
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Many countries in Africa attach considerable imponance to this concept as a means or ""getung me
most" out of their limited resources. A key principle :in maximizing effectiveness is the integration
of separate programs (see above). This has great relevance for AIDS control. Simply stated,

As long as AIDS programs are prepared to operate as an integral part of
PHC in districts. mutual benefit will accrue to overall health
development and to the very specific objectives of AIDS control.

Where AIDS programs operate in a separate, poorly coordinated fashion one can expect
confusion and lack of impact - certainly on a long-term basis.

This does not mean that the provincial and national levels no longer have any useful role to play.
On the contrary, district health systems will always be dependent on support from those levels.
However, as a result of decentralization there must be a change in role~ and responsibilities of the
overall health system. This change could be summarized as:

a major shift toward pl'Oviding technical guidance to district managers;

a major shift away from exercising control as line managers of individual
health programs.

This change does not do away with the need for spedalization at these levels but it does require a
completely different approach to district managers and an acceptance of the fact that there will be
variations between districts as to their needs and priorities.

Principal Functions of the District Health System
Managers and personnel responsible for specific programs such as AIDS control are often
unaware of functions and responsibilities of districts. If integration is to be truly effective then
AIDS personnel must know what they are "integrating into.n This is also an important requirement
for staff of foreign-assistance agencies, which may have considerable influence with ministries of
health of recipient countries.

As management functions are decentralized, districts are commonly given the following
responsibilities:

management of all government health facilities including the district hospital;

implementation of aU community-based health programs;

management and control of local health budgets;

coordination and supervision of all government, non-government, and
private health services;

promotion of intersectoral collaboration;

promotion of community involvement in health activities;

preparation of an annual health plan;

raising additional local funds;

in-service training of health personnel;

training, supervision, and control of community health workers;

collection, collation, and transmission of routine health information.
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These are difficull assignments. Administrative responsib1ll0eS lor carrymg mem OUI usuauy rCSl

with the district council of elected and/or appointed political representatives. Technical
responsibility rests with the district health management team. usually headed by a district medical
officer. In addition, this team is responsible to the Ministry of Health for proper execution of
technical duties. District health systems cannot be effective without adequate preparation and
strong support, both administrative and technical. If provision is made for these through strong
national policy and commitment, then PHC implementation can be effective and sustained. AIDS
program managers must ensure that the national PHC policy deals with AIDS control and they
must also participate in bodies such as national PHC coordinating committees which are
responsible for daily coordination of the technical inputs of all health programs.

Nevertheless, countries face a tremendous challenge in making PHC work better amidst
continuing economic gloom. There is no single recipe for success. Each country has a number of
unique characteristics for which the organizational principles of PHC must be adapted. This fact of
life underscores the great importance of systematic learning from ,experience which should form
part of the fonnal responsibilities of district health management teams and their counterparts at
higher levels. Observation. analysis. and simple experimentation-()r "action researchtt-aIe the
hallmarks of many of the most successful PHC initiatives around the world. They need to be
applied to the task of AIDS control through PHC.

SUGGESTEI> READING

World Health Organization. From Alma Ata to the year 2000; Reflections at the midpoint
Genev'l, WHO, 1989.

World Health Organization. Report of the Inter-regional Meeting on Strengthening District
Health Systems Based on Primary Heahh Care. Geneva. WHO, 1987 (WHO/SHS/DHS/87.13/
Rev. 1).

World Health Organization. Decentralization and health for all strategy. Geneva, WHO (in
press).

World Healtl". Organization. The Challenge of Implementation; District health systems for pri­
mary health care (unpublished document. \VHO/SHS/DHS/88. 1 Rev. 1).

AIDS PREVENTION HANDBOOK Primary Jlealth Care and AIDS Control Programs 219



EVALUATION OF
AIDS PROGRAMS

David L. Heymann
Richard B. Biritwum

W. John Paget

INTRODUCTION

Evaluation is a systematic process of coJlecting infonnation, which can be used to:

improve health policy and interventions;

implement health policy;

guide the allocation of program resources.

Specifically, evaluation provides the infonnation necessary to determine whether a program's
interventions are achieving their goals and objectives.

Effectiveness evaluation is one of three assessment activities useful for
national AIDS programs which are shown in the second column of
Figure 13-1. The other two assessment activities are:

operational (intervention-linked) research, which provides
the information necessary to develop effective program
interventions; and

program review, which helps detennine if the process and
activities necessary for implementing program
interventions are occurring on schedule.

As shown in the last two columns of Figure 13-1 on the following page, these three assess­
ment activities provide the information necessary for policy and cost analysis, which in tum
pennits formulation or reformulation of sound health policy. This process then leads to rational
decisions for sustainable resource allocation.
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FIGURE 13·1
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The issues sUITOWlding AIDS create special conditions, including:

the many physical manifestations of immunosuppression;

the lack of a vaccine or curative agent;

the stigma which may accompany infection;

the chronicity of HIV infection and AIDS which may cause prolonged
medical, social, and psychological needs.

In response to these conditions AIDS programs must provide two streams of intervention:

prevention activities to interrupt HIV transmission;

control activities to minimize the impact of HIV infection on those
already infected and their families.

Effectiveness evaluation of these two streams of activities requires ('.()nsideration of the uniqueness
of AIDS. Unlike evaluation of the effectiveness of preventive activities of many other
infectious disease control programs, surveillance cannot be relied upon as a major indicator
of success or failure of AIDS programs:

Reporting of AIDS and/or AIDS-related diseases may be: hindered by the
lack of a reliable case defmition, especially in the case of pediatric AIDS.

The official reporting system for AIDS may not be well developed.

Even if the difficulties associated with case reporting can be overcome,
the role of reported AIDS in evaluation is restricted because of the long
incubation period. which makes reported AIDS a much better reflection
of events that occurred at some time in the past rather than activities in
the present.
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Surveillance of HIV infection (HIV serosurveillance) overcomes some of the latency problems
which limit the usefulness of AIDS case reponing. HIV serosurveiJIance, however, requires well*
controlled serologic testing of blood, the reliability of which depends on the quality control of It.e
laboratory. Reliability may also be influenced by an inability to adequately identify and sample
persons at risk. This phenomenon is called selection bias, and it may occur in surveillance of such
population groups as prostitutes and their clients or self-inj~ctingdrug users. Assuring the
representativeness of HIV serosurveillance results may also be influenced by participation bias, or
refusal of HIV testing by persons at risk of infection. Testing refusal may occur among such
groups as attendees at SID or antenatal clinics.

Evaluation of other outc.omes of prevention activities can help to overcome some of the problems
associated with AIDS reponing and HIV serosUirveillance. Certain outcomes occur early in AIDS
prevention programs and can serve as proxy. or surrogate. indicators of HIV/AIDS by detennining
whether effective interventions are in place so that changes in HIV transmission occur. Examples
include changes in:

sexual behavior;

incidence of other diseases such as SIDs which reflect behavior;

blood transfusion practices;

handling of skin-piercing instruments.

Measurement of these outcomes, however, may be flawed by problems in interpretation and
measurement of knowledge, attitudes. behavior, and practices.

Effectiveness evaluation of the second stream of AIDS activities (control of the impact of HIV
infection) must focus on the outcomes of activities designed to meet the physical and social
integration needs of HIV-infected persons and persons with AIDS. These outcomes include
evaluation of:

the effectiveness of medical. social. and psychological support practices
available to those who are infected and sick;

community support mechanisms and attitudes toward HIV-infected
persons ana Lheir families.

Measurement of these outcomes also requires measurement of knowledge, attitudes. behavior, and
practices. as well as measurement of perception of the quality of care and life by those who are
HIV-infected.

Effectiveness evaluation of AIDS prevention and control programs requires measuring a
combination of:

outcomes of prevention;

control interventions.
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Problems associated with AIDS case reporting can be overcome ny:

strengthening surveillance systems;

considering the length of the incubation period when intetllreting results.

Problems of HIV serosurveillance can be overcome by:

unlinked anonymous testing (see Chapter 3 on surveillanc:e);

adequate pretest counseling.

A framework for quantitative evaluation of the effectiveness of national AIDS programs is
presented in the following pages. Information covers AIDS reporting and HIV serosurveillance as
well as rapid, low-cost, and reliable methods of measuring know),edge, attitudes, perception,
behavior. and practices.

EFFEcnVENESS EVALUATION

IN THE CONTEXT OF NA'nONAL PROGRAMS

Effectiveness evaluation as described in this chap~er is based on variables (or indicators) which
provide a quantitative value (or number-based value) by which the outcome of interventions and
programs can be measured. The quantitative indicators discuss,ed in this chapter may be
percentages, proportions, rates. ('If ratios.

The specific goals or objectives of a national prol~ramsuggest that quantitative indicators be
used. For example, if one of the specific objectives of a national AIDS program is to:

increase the use of condoms,

a quantitative indicator of effectiveness would be:

the proportion ofsexually active p,ersons who use condoms..

If. on the other hand. one of the the specific objectives is to:

assure that there is not discrimination against mV-inlrected persons,

a quantitative indicator of effectiveness would be:

the proportion of mY-infected persons who had not perceived
discrimination at work or in the community.

Indicators can be selected for evaluating the process of:

setting up interventions within a pro;gram (process indicators);

evaluating changes in knowledge. attihldes, perceptions. behavior, and
practices (indicators of intervention effectiveness);

evaluating changes in prevalence of AIDS. AIDS-related diseases, HIV
seroprevalance. and the quality of life of those who are HIV infected
(program indicators).
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These stages or evaluation are shown in Figure 13-2. In this figure:

goals and objectives of AIDS programs arc represented in the frrst
column;

categories for process effectiveness evaluation are represented in the
second column;

categories for intervention effectiveness evaluation are represented in the
third and fourth columns;

categories for program effectiveness are represented in the last column.

FIGURE 13·2
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The above framework is described in greater detail later in the chapter.

A characteristic of cenain indicators is their attributability, or the ability to attribute or associate
the outcome which they measure to a single intervention. For example:

An indicator for change in sexual behavior (such as the proponion of
sexually active persons w~o use condoms) could change because of an
intensive health promotion/education campaign providing information
about safe sexual behavior.

It could also change as a result of person-to-person communication or peer
pressure within the same population independent of the intensive campaign.

Likewise. an indicator, such as the prevalence of STDs among youth, could change as a result of
change in sexual behavior after a health promotion campaign; but it could also change as a result
of improved diagnostic and treatment practices for STDs.
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Finally, the proportion of HIV-infected persons who had perceived discrimination might change as
a result of:

an intensive public education campaign;

a change in legislation, or both.

The attributability of indicators is a characteristic whid. must be kept in mind at aU times
during e,'aluation, so that assumptions made about effectiveness are accurately interpreted and
attributed. Other characteristics of indicators are:

their validity, or the accuracy with which they represent the variable they
measure;

their reliability, or the faithfulness with which they measure when
measurement is repeated over time.

Validity is inherent in the indicator, and depends 011 the potential for !being measured; reliability is
inherent in the methodology used to measure the indicator, and in the person using this
methodology.

For example, the validity and reliability of an indi~ltor, such as the proportion of youth who report
having more than one sexual partner, depend on many factors:

the willingness of me interviewee to respond truthfully (validity);

the skill of the interviewer and the manner in which the interview is
conducted (reliability).

Such an indicator might be less valid and reliable than another indicator of behavior, such as a
change in the prevalence of STDs among youth based on a standardized clinical case definition.
Quantitative indicators as defmed in this chapter can be used in effectiveness evaluation to indicate
a problem in the implementation of interventions or programs. Once a problem has been indicated,
operational research (the third assessment tool descdbed in Figure 13·1) can be used to understand
the reasons for the problem. and to suggest possible solutions. Indicators. used to signal problems
i,l implementation of interventions and programs, are useful provided they are:

attributable to the intervention or program being evaluated;

valid and truly representative;

reliable upon repeated measurement over time.

THE EVALUATION PROCESS

The process of effectiveness evaluation begins at the time of national planning/replanning for
AIDS prevention and control:

The frrst activity in this process is the selection of appropriate indicators
which correspond to program goals and objectives.

The second activity is the setting of targets for changes in the indicators
that are expected as a result of an intervention or program.
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The evaluation process then concludes with the selection of method.s to
coJleet the indicator infonnation and the actual collection. analysis. and
use of this infonnation.

This process is illustrated in Figure IJ..3:

FIGURE 13-3
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H the analysis suggests that program goals and objectives are being met, the program is assumed
to be on target and is called effective.

If analysis suggests the goals and objectives are loot being met, it may suggest that:

there is a problem in the implementauion of the program;

activities which are being correcdy implemented are ineffective because
of inappropriate design;

the indicators selected are not appropriate.

Planning for E"3Iuation: Selection of Indicators
During the process of planninglreplanning for AIDS prevention and control it is necessary to:

identify all interventions required for successful prevention and control;

identify the desired outcomes (goals and objectives);

select appropriate quantitative indicators which correspond to these
outcomes.

In selecting indicators to evaluate interventions it must be assured that they are attributable, valid,
and reliable. For example. consider which indicators could be used to measure the outcome of a
health promotionJeducrtion campaign designed to change unsafe behavior. or of an education
campaign to decrease discrimination:

Attribution of the indicator selected could be improved if the source of
infonnation which caused the change: could be ascertained.
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Using a combination of indicators could also improve anributability. If
teported behavior changed after a heald. promotion campaign, and a
simultaneous change occurred in the I>revalence of STD, this change
would reinforce the likelihood that the behavior change occuned as a
result of the campaign.

1be expected outcome of all interventions which make up a nationall AIDS prevention and control
program is a reduction in HIV transmission and AIDS 31'ld implfoved quality of life of HIV­
infected persons and their families (Figure 13·2). Indicators to measure such broad program
outcomes are more general than those used to evaluate intervemions; examples of program
indicators include HIV seroprevalence, or the prollOftion of HIV-infected persons who continue to
work and provide for themselves and/or their families.

Program indicators often cannot be attributed to anyone intervention, but represent the composite
of all interventions which make up the program. Like intervention iindkators, program indicators
may vary in attributability, vaJidity, and reliability. For example,

HIV seropre\'aJence might not be vaJid and reliable if laboratory quality
control were poor;

changes in HIV seroprevaJence might be incorreclly attributed to a
program because of participation or s<:lection bias (as dDscussed in
Chapter 2 on HIV testing).

Selecting appropriate indicators to evaluate inten1entions and programs requires:

identification of all prevention and oomrol interventions within and
outside of the program;

description ofdesired outcomes (objectives and goals) of these
interventions or of the program;

careful consideration of auributabiJity. validity~ and reliability of the
indicators selected to measure: outcomes.

Planning for Evaluation: Setting Targets

Once indicators have been selected they can be used to set targets. A target describes an expected
outcome during or after a specified time period. Targ,ets are often quantitative and require an
estimate of what outcome can be expected during or after the implementation of an intervention.
Setting of targets is done at tbe time of program pJanninglrepJanning. Examples of prevention
targets for a health promotion campaign might indude:

a 40% increase in reponed condom us:e with the most recent sexual
parmer after one year of health education activities;

a 20% decrease in the annual reported incidence of a specified SID
during the same time period;

a 20% decrease in the prevalence of HIV infection.
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Examples ofcontrol targets might be:

a 20% increase in treatment facilities with drugs appropriate for
treatment of HIV·infected persons;

a '2ij(!I decrease in the proponion ofchildren in orphanages who are HIV
seropositive.

Two general types of targelS are useful for evaluating f\IDS inten'entions and programs:

a comparative target, which anticipates a change in the outcome as
compared to a precise baseline. or ptevious level of OUllcome;

an attainment targel~ which anticipates a cenain lever of outcome without
comparison to a precise baseline.

AUhough attainment targets do not requh--e (ompari.scn to a Jtf«ise baseline at tbe time or
evaluation. they do re'quire a crude estimate or the baseline at '(he lim,e they are established.
Measures of attainment targets may become baselines for future comparative targets.

The examples of targelS provided in the first paragraph of this section are comparative targets: the;
anticipate a quantitative d,M1ge in outcome during a specified time period as compared to Q

precise baseline.

Attainment targets using these examples would be:

20% of P,T~, 'os reporting condom use wilh the most n~cent sexual partner
after one yea: of health education activities;

a .5% incidence of a specific SID al'P.er the same time period;

an HIV seroprevalrnce of 2%;

less than 10% ofchildrer. in orphanages who are HIV seropositive;

80% of treatment facilities supplied with drugs appropriate for u~ in
HIV·infected persons.

Comparative targets require precise statistical methods of data collection, either
continuou.sly or at two specified lime periods: one at the beg:inning of the time period for
which an evaluation is being conducted, and one at the end. Precision is required so that the
information can be compared over time; therefore. comparative targets often require study of large
representative populations. sometimes by survey methods which may be costly in terms of
personnel and logistic suppnrt.

Attainment targets provide a rapid. cross-sectional picture of outcomes at a specified time.
Although sometimes less precise. measurement: of attainment targets usually require.s less costly
and time-consuming sUf\'ey methods. sma!..ler sample sizes. fewer personnel. and less extensive
logistic support. Attainment targets may have greater application:

early in a program, when evaluation systems are not yet established;
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latc in a program, when activities are more mature and 3j1Surance is
required that the program remain on talget;

in situations in which more expensive methodologies of infannation
conection are not feasible.

Setlingwgcts for interventions or programs n:quin:s:

an attributable, valid. and reliable indicator;

an estimate of abaseline level of outcome (with varying precision) which
can be measured by the indk-ator;

an estimate or change in outcome expected as a resull of the intervention;

selection of either a comparative or an :attainment 1aI'get~ based on an
assessment of national capacity to collect the wget information, and on
program maturity.

Evaluation: Selecting hfetho>d.~ to CoUed 1'argd Information
In order to measure target indicators, information must Ix provided for a numerator and a
denominator for calculating rab.".,. ratios. proponions. or percenl41gcSi.

An example of nwneralor infomlat10n for a target ofchang~ in reponed sexual behavior would be:

the number of persons who reported changed behavior.

An example of denominator infonnation for this s.ame rate would be::

lhe number of persons who had access to an intervcntion for behavior
change.

Likewise, numerator infonnation for calculating the percentage of treatment facilities with
appropriate counseling would be:

the number of health facilities with appfopriate counseling available.

The denominator would be:

all treatment facilitie.s in the same area.

Health infonnation systems in most countries protvide numcrator :md denominator infonnation
about disease incidence and prevalence. althoug.h this infonnation is often incomplete. For
example, certain systems rna)' pro\ride health facililty reports of the number of persons with AIDS,
AIDS-associated infections (such as tuberculosis), or STDs. Existing health infonnation systems
might need to be modified or strengthened to improve the quality and regularity of reponing;
however, they should not be ignored when selecting methods to coUect target infonnation. (See
Chapter 2 on HIV Testing.)

Certain numerator and denominator infonnation will not be availab~e through the existing health
infonnation system, especially infonnation on knowledge~ attitudes. perceplion. bebavior, and
practices. For these, supplemental methods must be selected. Supplemental methods include:



wcU·understood and tested qUj'lnliuui~·c methods s.uch as record review
and senlinel reponing,;

newer quantitative methodologies home still f';.hperimeruaJl such as rapid
assessment for the prevalence of STO or foell,sed popiulalion g,fOUp

surveys.

"'fbese methods are desaibed in detail in lhe \VHO Guidelines fOlr Evaluation of the Errecb"coos,'S;
of National AIDS Programmes which wen:. at the time, this Ha»1ldbook W3S, wrlncntr avaUabfe in
draft fonn from the \VHO Global Programme en AIDS.

Selecting melhods to collect indicator infonnation requires:

knowledge of the pre-eise targets 10 be used to evaJu3ttt imerventions or
progmms;

idenlification of the numerator and denominator infolrfll11lion required;

knowledge aoom the methods which can be u~d (0 c:oUect numerator
and dc,nominator infonnatioo;

an a.~sessmenl of the existing he.ahh infonnalcon s:ystt~ms;

an ide,ntification of fea.sibk medwxb (0 slrengthen .h.~ existing health
infonnat,ion $ys~ms;

identification of feasible, supph:memaJ methods re(lu~red for complete
evaluation.

E,VALtJJATION: COLLa:nON, ANlAL\"SIS. AND USE OF TARGET INFORMATION

Afler colle,clion of numeralor and denomin31torinfonnation for the targeted indicator. the
infonnation should be anal,yud by calcu.lating 1the rares. ratios,. proportions. or percentages:

For auainmem targets, rales. tariM" proponion'~i or percentages are the
only calculation required.

For comparative laJgets. rates, J;alio~s:. proportions, or percentages must be
calculated for tv."O time periods; (3 J1iiseline value and a repeat value after
.1 .~ defined time period). and Iltten c10mpared to each I[)tther statistically.

Change.s in the direction of targels suggest eftiecli'leness; 00 challlge' or changes away from the
targets suggest ~ncffecliveness. Reason.s for failure lO reach targems should be sought and corrected
through operational studies. and goals and obje4l:bVeS modified a:s necessary. Conecrion~ analysis"
and use of indicator information to measure wgets requires:

calculation of rates. ratios.perccnlalges" or proportions;

comparison of rates, ratios, percenuages. or propryrtions to intervention
and progrdID L."U'gets;

adjustment ofprogrnmJimervention goal'S and objt:cliives.



APPLICATION OF 111£ FOUR STAGf,S OF' EVALUAnON

The: four stages of evaluation (selection of indicalors; seltiog of target.s; selection of methods to
collect talgel infonnalion; and colleclion, analysis. and use of target infom,aLion) provide a
process with which to CY;aluale the effectiveness of national AIDS progJanlS (Figure 13·3).
As desttibed~national AIDS programs usually ba\'e two strearn..i or intervenUon:

prevention of IUV lrans~on;

colnlrol of the im,pact ormv infection on p,ersons.. groups.. and society..

The prevention objective is implemented through a variety of inteNtotions aimed at changing
knowledge, altitudes. perceptions. behavior. and pmetices about se,~, reproduction, and use and
handling of blood. blood products. and skin·piercing instruments.

The control) strategy is implemented through inrenrentions aimed at ,assuring appropriate medical
care, counseling. and social welfare If) pel$Ons will~ HIV infection. l~nd appropriate education to
community members about HIV infection. The-.'\e objectives and stnuegies are shown in the first
column of Figure 13$2.

The process (),r i:nterventions required to impVeme.nt the strategies is: represented in the second
column of Figure 13$2. The outcome of lbe prevention interventions is represented in the top row
of the third, fourth. and fifth (".{llumns of figure 13..2~including changes in knowledge. attitudes.
pc:roeptions, behavior. practices, and incidence of HIV infection and AIDS.

The outcomes (J,r U~e O),nlro,1 inl.er''t'e-nltons iU~. repres.ented in the bottom row of the third. fourth.
and fifth columns of Figure 13~2~ including, changes in medicaJ/sociai practices. community
attiludes, and quality of life of those with HIV infelcljiln.

Quanlilalive indkatof's with appropriate s;tandardized. rapid. and 1000,ll·cost methodologies can be
selected for each of these slages in a national AIDS: program. Some quantitative indicators which
may be useful in measuring the outcomes of jmerventions and pJog.rams are provided in tables at
d.e end of thi,s chapter. l1lcy are lisled under general headings of tJrevention and control which
correspond to the outcomes listed in Figure 13~2. and can be selected as AIDS programs are
assessed. planned. or re-planned.

Collection nl,ethods for the indicator information are suggested in the tables adjacent to each
indicator listed in Figure 13-5. The references at the end of this chapter and other standard
epidemiology texts provide descriptions of these methods. TIlese indicator lists are not
comprehensive, but could be used as a basis for ev,alu3ling most programs. Other indicators rn:ty
need to be identified based on specific goals and objectives of programs.

DEVELOPING A NATIONAL l~LAN FOR EVALUATION

A plan for evaluation for a single intervention or fillT a national AIDS program can be developed
within the framework of Figure 13-2 by following the evaluation pmcess already outlined in this
chapter. and consulting the lists of indicators on tht~ pages which foUow. A simple example of an
evaluation framework for an AIDS prevention inlervemion is shown in Figu.re 13-4. This
intervention has as its objective (0:



prevent sexual transmission among youth by health promotion, including
promotion of condom use and safe sexual behavior.

Figure 13-4 illustrates the framewor:k for ev,aluaUon of this inler,"enUon. The objectives are
shown in the box on the left For these objectives. appropriare process effectiveness indicators
have been selected from the indicator lists and are identified in the second box. Intervention
effectiveness indicators, also selected from the indicator lists. ha~'e been identified in the third and
founh boxes. and program effectiveness indicators identified in the fifth box. Selection of
indicators follows the process previously outlined in this chaplet'.
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In Figure 13··5 (next page), each indicator in the left column has a numerator and denom..
inator identified and listed in the middle column" Recommended methods of collection of the
indicator information from the indicator lists ,are identified in the last column. More than one
method ofcollection has been listed for some indicators. The selC'.ction of the method ofcollection
used would take into account the existing h€:alth infonnation systems and the infrastructure
available to the evaluating teamt as described in this chapter.



FIGURE 13·5

SELECTING COLLECTION METHODOLOGIE:S FOR
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If the goals of the national intervention had been targeted, analysis of the results would include
their comparison to targets; if goals and objectives had not been targeted, targets could be set at the
time of program refonnulation. Both of these possibilities are de:scribed earlier in this chapter.
When taken together, the framework and the collr.ction methodology lists constitute an evaluation
plan. A plan for an entire national progrdDl can be: developed by following a similar process for all
interventions in the program. Once developed. the: plan can be implemented at a pace that suits the
country. Some countries may choose to do periodic cross-sectional examinations of the status of
their indicators every 6 to 12 months; others may choose to examine indicator status through
continuous systems using the same methodologies. No matter which strategy for evaluation is
chosen. the framework. evaluation process. and indicator lists provided in this chapter can be used
for developing an evaluation plan for single interventions or natioll1alprograms.



Figure 13-6

INDICATORS FOR PREVENTION
INTERVENTIONS AND PROG:RAMS

PREVENTION INDICATORS

INDICATOR COLLEC110N METHOD

SW'\Icy
Record review

Sunrey
Record review
Sunrey
Recc>rd review

PBEYEWION OF SEKUAL TBc\NSMJSSl~

Pnx:tM Effcdiyeness Ipdigtors;
Petcentage of institutions- providing regular
education on AIDS during preceding ]2 months

PUrelu..age of appropriate oullets.. having ..,
uninwnupted supply of condoms during preceding 12 mcmlhs

Perc:enlag~ o. ro or integrated PHC clinics with Wlinle.llTUpkd
supply of a~ ,JfOpriate antibiolic.~ during preceding 12 monlhs

IntCD'fntiQg £ffectivcgm Ipdicators;

Focused population group survey

Focllsed population group survey

FOC1~ed population group survey

FOC1L<led population group survey

Special recording system
Sentinel surveillance

Routine surveillance
Record review
Sentinel surveillance
Rapiid assessment of SID
Roulline surveillance
Sentinel surveillance

PREyENTION OF MOIHER-TQ.FETUS'CUILD TRANSMISSION

Congenila1 syphilis incidence

(Knowledge!Attitudes)
Proportion of population group members···
with conect knowledge of means of mv transmission

Proportion of population group members who Imow
that condoms provide proleCtion against AIDS

(BehlviorlPractm)
Proportion of population group members reporting
more than one sexual partner in the lASt

one month. six months. or one yeN

Propor.ion of population group members reporting
p;netrativc sex (vaginal. anal. oral) with use of condom
with most recent sexual partner

Proportion of SID clinic paliallS who
are first attendees by age group
SID incidencelprevaJenc.e among
population groups

Process Effectiveness IndigtQrs;
Percentage of antenatal or integrated PHC clinics
providing AIDS education

Percentage of antenatal clinics with lLTlinte:nupted supply
of conuaceptive method···· dwing precOOing 12 months

Ipterveption Elfectjvepe58 IpdicatoQd

Survey
Record review

Survey
Record review

(Knowledge!Attitudes)
Proportion of pregnant women who knew their mv infection Slatus Focused population group survey

(Behavior/Pradices)
Proportion of mY-infected women of childbearing age Foc\ased population group survey
who use c.ontraeeptive method

Proportion of pregnancies that occur among illV-infected women Unlinked sentinel surveillance
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Figure 13-' (cont'd)

Survey
Record review
SUT'iey
Rccordreview
Survey
Record review

Surve.y
Recotl! review

Per«atagc or heallh facilities with approprialc
equipmcru and supplies for steriliz.ation
Pcr«.ntAgc of HtV serology laboratories
with uninterrupted quality control
during preceding 12 months

IplcO'cnUon EffmJVCDW IpdlQllOt'$j

PREVENTION OF BLOOD·ASSOCW'ED TRANSMJSSl.mi

Proctu EffutlJCDI$$ In!Uqtoo:
PC!ft.Mlagc of blood transfu.\ion facilities willi uninlm'UplOO
supply ofappropriate mY-screening tests during
preceding 12 months
Percentage of blood transfusions screened

(Knowledge/Attitudes)
Proportion of health workers who know national criteria for
blood transfusion

PropMion of health workers who know univcnal precautioos
(BehaviorlPractices)

Proportion of blood transfusions ofappropriately SCTClCned blood
Proportion of blood transfusions which are medically
justified based on national criteria
Proportion of injections in the health system given
with sterile needles, syringes, and prt'lC(ldures

Proportion of injections in the traditional health system
Proportion ofdeliveries pcrfonned with gloves
Proportion of skin-piercing wnuments sterilized prior U> use

Proportion of self-injecting drug llSeJ'S

who report using sterile syringes/needles

Focused population group survey

Focused population group survey

Speci;a.) recording system
Spedll recording system
Record review
Focused population group survey

Focused population group survey

Focused population group survey
Focused population group survey
SpecilD.1 recording system
Focused population group survey

PROGRAM EFFE(;TIVENESS
Process Eaectinum IndigtoDj

Percentage of sentinel surveillance sites with regular
reporting during preceding 12 months
Percentage of sentinel serosurveillance
sites with regulaneporting during preceding 12 months

Pnwram EffectivenesS IndicatQD;
HlV seroprevalence among population groups

HBV seroprevalence among population
(unlinked)

Survey
Record review
Survey
Record review

Sentirtel serosurveillance (unlinked)
Focused population group seroourvey
Sentirlel serosurveillance groups

AIDS prevalencelincidence among population groups

AIDS-relalled cfueases prevalence/incidence
Herpes zoster
Tuberculosis
Genenliz.ed lymphadenopathy
Kaposi's sarcoma
Other

Infant mortality rates

Focused population group serosurvey
Record review
Routine surveillance
Sentinel surveillance

Record review
Routine surveillance
Sentirlel surveillance

Focused risk group mortality SUT\'ey
Record review
Census
Sentinel surveillance

Adult mortality rates
women
men
Se:olinel surveillance

Focused risk group mortality surve)'
Record review
Censtlls
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Fi re 13-7

INDICATORS FOR
CONTROL INTERVENTIONS

AND PROGRAMS

INDICAlOR

CONTROL INDICATORS

COLlECTION METHOD------------------_._------rtU:DlCAt. SUfPWmcOUNSEUNG

Proms ErrKU"cnw Indlqlouj

Pertentageoftreatment facilities whh
appropriate drugs for ffiV/AlDS

Perc:entageoftreatment facilities with
counseling available

Peroentage of hospital beds occupied by
persons with HJV/AIDS

Percentage ofmv testing facilities with counseling

Percentage of health workers trained in
cue/counseling

Iaten-eoUoD EUedh'tQCMlndkatOQ;
Proportion of health workers with correct
tmowledge of means of transmission ofHIV

Proportion of health workers who know
where 10 refer mY/AIDs for counseling

Proportion of health workers who know
diagnostic aiteria for mY/AIDS

Proportion of health workers who know
national treatment recommendations for IllY/AIDS

(BehavlorlPTactkes)
Proportion of persons with HIV/AIDS
receiving nationally recommended treatment

Proportion of persons with mv/AIDS
reporting having had oounseling

Proportion of persons with IllY/AIDS
reporting satisfaction with treatment

Proportion of persons with mv/AIDS
reporting satisfaction with counseling

SOCIAL WELFARE
fnKns Errectiycness Indicators;

Percentage ofcommunities with social support"
available to persons with IllV/AIDS

In1eD'cntloQS Effectlnom Imllcatou;
(Knowledge/Attitudes)

Proportion of community \\'Otkers who know
where food/shelter for persons with HIV/AIDS is available

(BebavlorlPractkes)
Proportion of persons with mv/AIDS
v,'ho have food and shelter

S'lI1Vcy
Record review

Survey
Record review

Survey
Sp«ia) recording system
Record review

Survey
Record review

Survey
Record review

Focused population group survey

Focused population group survey

Focused population group survey

Focused population group survey

Focused population group survey

Focused population group survey

Focused population group survey

Focused population group survey

Survey support

Focused population group survey

Special recording s)"Stem
focused population group Sll,..,-ey

• &T&ibbIc 10 pcnons wilh·recud review IDV/AIDS.·SocW suwon is defiDcd II any croup or itutitutim providing rood IIld sheher in c&ih or kind including. Ofllhana&cs. hoods. or hOl'llU.
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Figure 13·7 (oonPd)

INDICATORS FOR
CONTROL INTI:RVENTIONS

AND PROiGRAMS

CONTROL INDICATORS

INDICATOR

Proms Rf(ulJrcncu1pdkatQa:
Pacenllge ofopportunities·
to provide oommunity mv hea1th c:duc:atioo
which wetc med
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