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On August 3, 1994, a task force on Including HIV/AIDS Prevention in PVO
Child Surviva! Projects was convened by the PVO Child Survival Support
Program at the ATDSCAP offices of Family Healch International in Arling-
ton, Virginia. The purpose of the meeting was to provide practical advice to
PVOs that wished to include in their Child Survival projects interventions for
the prevention of HIV/AIDS. The meeting resulted in a set of recommenda-
tions to guide field project managers in the process of deciding whether or
not to include HIV/AIDS prevention in their projects, in determining the
types of strategies that would be most appropriate for a given setting, and in
setring realistic objectives for the activity.
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1. Purpose

This document is the report of a special task force meeting organized by The
Johns Hopkins University PVO Child Survival Support Program in August,
1994, The task force aimed to provide advice to private voluntary organiza-
tions (PVOs) that wish to include HIV/AIDS prevention activities in cheir
Child Survival (CS) projects. It is a synthesis of the ideas discussed at the task
force meeting about the relationships between child survival and HIV/AIDS
prevention. The report is meant to provide information to PVO field staff of
Child Survival projects funded by the United States Agency for International
Development (USAID), as well as others involved in similar activities, to help
them in conceptualizing and planning their HIV/AIDS prevention activities
in the context of a Child Survival project.

The guidelines and indicators presented here are meant to provide helpful
advice or guidance, and are not meant to be prescriptive or binding for PVO
Child Survival projects. This report is a first step in defining the most feasible
approaches to HIV/AIDS prevention that are consistent with other child sur-
vival activities of the PVO projects. Field staff must take the next step to test
and provide comments on these recomrmendations. Feedback to USAID and
the PVO Child Survival Support Program about the usefulness of this docu-
ment, and suggestions for its improvement, is appreciated.

I1.Background

The goal of the global Child Survival effort is to reduce morbidity and in-
crease the survival of children and mothers in developing countries by using
simple, low-cost technologies implemented at the community level. Since
1985 the Bureau for Humanitarian Response, Office of Private and Voluntary
Cooperation (BHR/PVC) at USAID has supported a grants program for U.S.-
based private voluntary organizations to enhance their abilities to carry out
Child Survival programs in Asia, Africa and Latin America. The PVO Child
Survival projects focus on reducing infant, child and maternal mortality and
morbidity by increasing immunization coverage, management of diarrheal
diseases, control of pneumonia, prevention of malnutrition (including vitamin
A supplementation), promotion of maternal care, control of malaria and, in
recent years, the prevention of HIV/AIDS. BHR/PVC currently funds more
than 70 PVO Child Survival projects worldwide.

Although individual PVOs and PVO Child Survival projects vary, the
PVC-funded Child Survival projects have a number of characteristics in com-
mon. They:

B are community-based and have the confidence and trust of the community
because of their long-term presence



B frequently include other health or development activities in addition to
child survival

B receive funding in 3- or 4-year cycles
B contain multiple child survival interventions, often as many as six or eighi

provide services for women of child bearing age (15-49) and infants and
small children

B focus on education and capacity building

B work in rural and poor urban settings, often with hard-to-reach
populations

B use a set of standardized indicators to measure child survival-related
knowledge, practice and service coverage (KPC) for project evaluation

During the past several decades there have been considerable decreases in
infant and child mortality in every region of the world. However, just as the
Child Survival Program’s realized these successes, the global epidemic of the
human immunodeficiency virus (HIV) and AIDS began to gain a strorghold
in the same regions. According to World Health Organization (WHO) esti-
mates, as of 1994 nearly 15 million people worldwide are believed to be in-
fected wich HIV (PAHO, 1994).

Between 13 percent and 40 percent of infanis born to HIV-infected womet
will be themselves infected with HIV (Way and Stanecki, 1994). As the
prevalence of HIV/AIDS and the importance of heterosexual transmission
continue to grow, increasing numbers of women are being infected wich HIV.
As a direct resule of this trend, already seen in several sub-Saharan African
countries, infant and child morbidity and mortality rates aceributable to
perinatal transmission of HIV are increasing. During the first decade of the
HIV/AIDS pandemic, WHO estimates that about 500,000 cases of AIDS oc-
curred in women and children, most of which were unrecognized. Projections
indicate that an additional three million or more women and children will die
from AIDS during the 1990s. Projections also indicate that in several of the
countries most affected, child mortality will triple by the year 2010 due to
the effects of HIV and AIDS-related mortality (Way and Stanecki, 1994).
Thus, the HIV pandemic threatens to undermine much of the progress that
Child Survival programs have made since 1985.

Furchermore, the loss of mothers to AIDS, whether or not they have trans-
mitted the virus to their infants, has a profound impact on the healch and
well being of all children left behind. Orphaned children, particularly i ifants,
have a greater chance of suffering increased morbidity and early mortal. ty
than those with living mothers. Children who are HIV positive may not re-
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spond as expected to standard treatment regimens; consequently, che life-sav-
ing effects of the traditional child survival interventions, such as growth
monitoring and promotion, are likely to have less than che expected effect on
HIV-associated mortality in children (Mann et al, 1992).

In the early stages of the HIV/AIDS epidemic in a given setting, the dan-
ger posed to infants and young children was often not consiaered, and knowl-
edge of maternal cransmission was low. Even today, well into our second de-
cade of living with HIV/AIDS, there is still a strong association of HIV
infection and AIDS with prosticution, drug use, homosexuality and “loose
morals,” and not with mothers and children. The PVO Child Survival pre-
gram can address the reality of HIV infection in developing countries by fo-
cusing on the eftects of the pandemic on mothers and children at the commu-
nity level. Changing community perceptions and capabilities to stem the
course of the HIV pandemic may be the most valuable contributions PVOs
can make to child survival in the long term.

I1I. PVOs and HIV/AIDS prevention:
findings of the task force

Since 1992, an increasing number of PYOs have included HIV/AIDS preven-
tion activities in their Child Survival projects. The Johns Hopkins University
PVO Child Survival Support Program (JHU/CSSF), which provides technical
support to PVC-funded PVO Child Survival projects, has received numerous
requests from PVO field staff for advice and guidance about the most effective
approaches to including HIV/AIDS prevention in their Child Survival
projects. Questions raised by PVOs include: how does HIV/AIDS affect child
survival, both in terms of mortality and of the health problems targeted by
the child survival interventions? Which child survival interventions might
usefully integrate HIV/AIDS activities? Which additional groups might be
included for an HIV/AIDS intervention apart from the usual chiid survival
beneficiary group of mothers and small children? Which factors in a specific
child survival setting should be considered in selecting an HIV/AIDS preven-
tion activity? And how can we, at the community level, evaluate the efforts in
HIV prevention without access to information about changes in HIV infec-
tion rates?

In respoase to these requests, JHU/CSSP organized a one day task force
meeting in which PVO staff and other resource persons experienced in plan-
ning and implementing interventions related to HIV/AIDS addressed some of
the key questions. The Office of Family Health International/AIDSCAP
hosted the meeting. Attending the meeting were four PVO staff, six other
technical resource persons, two representatives of USAID, and three JHU/
CSSP staff members. The objectives of the meeting were to formulate sug-



gested guidelines for PVOs to help them to make and justify the decision to
include HIV/AIDS prevention activities in a Child Survival project, deter-
mine appropriate strategies, and suggest useful indicators of progress or suc-
cess for the intervencion.

This task force repore, based on the above objectives, was organized as a re-
sponse to four of the key questions asked by field staff about including HIV/
AIDS prevention accivities 1n their Child Survival projects. The questions

were:

B How are interventions that respond to HIV/AIDS similar to and different
from those we know for child survivel?

B How should we decide to include or not include an intervention for HIV/
AIDS prevencion in our Child Survival project?

& How should we decide the basic strategies and the community groups to
include in the HIV/AIDS prevention intervention?

B What indicacors will provide the most useful measures of the progress and
the success of our HIV/AIDS prevention activities?

Question #1: How is HIVIAIDS prevention similar to and different
from those activities we know for child survival?

Many aspects of the problem of preventing further spread of HIV infection
are similar to those faced in other health and development efforts, including
those of the Child Survival projects. For example, PVO Child Survival
projects are usually funded for a three or four year period, with the possibility
of extending for a limited time. As has been painfully discovered by countless
child survival field staff, three years is too short a time to demonstrate a sus-
tainable impact on many kinds of behaviors related to child survival, cerrainly
for the very personal and deeply-rooted sexual behaviors involved in HIV/
AIDS prevention. For both child survival and HIV/AIDS prevention, the
most effective approaches, in addition to the delivery of high quality services,
are :nw believed to include community-based, interpersonal efforts at educa-
tion and motivation, in combination with broader efforts to affect social
norms and awareness. Another sirnilarity lies in the issue of community
awareness: many of the problems addressed by child survival, such as growth
stunting or lack of immunizations, were not initially recognized as problems
by community members, just as HIV/AIDS often is not seen as a real chreat
by a community in ics early stages. PVO efforts have required concentrated
awareness-raising by project staff before a “demand” for services is evident.
Furcthermore, boch child survival and HIV/AIDS prevencion projects rely
heavily on cornmunity resources and involvement for their implemencation.
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One of the most important lessons that has emerged from the inzenational
effort to combat the HIV pandemic, however, is the need to look 2t HIV/
AIDS as a unique problem requiring a response rl.at is carefully tailored to its
characteristics. Although there are other modes of HIV transmission, the
most common is through sexual intercourse with an individual who was him-
self or herself infected through sexual relations with one or more partners.
Thus, unlike most other health and development issues, an aura of immorality
surrounds HIV transmission in most culcures. This stigma requires that ef-
forts to promote behavior change also support the rights of persons most at
risk of HIV infection, so as not to strengthen or perpetuate the immoral con-
notations of HIV znd AIDS.

Early experience with PVOs carrying out HIV/AIDS prevention projects
has demonstrated some important differences between the approaches taken
in child survival and thuse needed o deal with HIV/AIDS ac the community
level. Table 1 shows some of the most basic and important ways in which the
interventions that aim to prevent further spread of HIV infection and AIDS
are different from the familiar interventions of child survival—immuniza-
tions, prevention of malnutrition, control of diarrheal diseases. For each con-
trasting set of characteristics, some of the possible effects of those differences
on a Child Survival project are suggested. Project staff who wish to include an
HIV/AIDS prevention component in their Child Survival project should care-
fully consider how differences and similarities between HIV/AIDS prevention
and child survival will affect their overall project.

Question #2: How should we decide to include or not include an
intervention for HIVIAIDS prevention in our Child Survival

project?

Before deciding to include HIV/AIDS prevention in a Child Survival project,
PVO field office and headquarters staff, and the communities they serve, need
to consider several important factors in their own project secting that will de-
termine the need for and feasibility of successfully carrying out HIV/AIDS
prevention activities. ®VOs must recognize the potential for detrimental ef-
fects of introducing certain types of HIV/AIDS prevention activities into a
Child Survival project if the activities are not carefully designed to consider
the prevailing attitudes and sensitivities of the community. An examination
of the factors discussed below should help staff to justify including or exclud-
ing HIV/AIDS peevention activities for their project.

The “need” for the intervention can be looked at both in terms of the level
and distribution of the problem (the epidemiology of HIV and AIDS), and
the extent of other programmatic efforts in the area. Table 2 suggests a way in
which PVOs might look at the epidemiologic status of HIV/AIDS and other
sexually transmitted diseases (STDs), combined with their own presence inan
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Table 1

What are the basic differences between

HIV/AIDS prevention and child survival activities?

Differences

Child Survival

HIV/AIDS

Focus is on infants and small children,
women of childbearing age, other
caregivers.

Focus 1s on men and women, adolescents,
community leaders, workers, other
groups.

CS problems and their interventions are
well understood, and most are considered
to be “respectable”.

Immorality, stigma and shame are
associated with HIV/AIDS, leading to
intense tamily and social pressures.

Most CS problems are visible at the
community level, and exist at stable or
declining rates

AIDS 1s not apparenc unul HIV rates are
high and even more ditficult to control
than in earlier stages.

Prevention, treatment and case
management protocols for CS are
generally available.

No cure, only prevention available;
effective prevention approaches still
under development.

CS problems lead to infant/chuld
mortality but with few deachs 1n adules

Adult mortality 1s the first visible sign of
AIDS, leading to massive need for care/
support of those 1ll, AIDS orphans.

Staft skills focus primarily on health
worker training and community
education

Staff need skills 1n discussing sexual
matters, “taboo” topics

Most of the CS problems are acquired
postnatally.

Prenatal or perinatal (mother-tn-infant)
transmission is common.

Gender/power relations may be
important, bur usually are not critical
for the success of most CS interventions.

Gender and power relations are very
important, empowerment of women
citical.



Program Implications

May need to expand the usual population focus for CS efforts, to acknowledge the
importance of reaching the most vulnerable and/or influencial groups, and to try to secure

political support for this efforc

Build on existing relationships, credibility and understanding of local culture. Include
religious leaders. Be prepaced to address the controversies of working in HIV/AIDS,
including advocating for the support and rights of persons with AIDS

It possible, involve HIV + persons in education efforts to show the human aspecis of AIDS,
Emphasize the similanties wich CS, e.g., EPI diseases and malnutrition also often went
unrecognized before CS. Focus on related problems that are well recogmzed (e.g., STDs)

Document and evaluate carefully prevenuion ctforts, especially if testing a new approach.
Try new approaches. Share results with others in country, area.

Be prepared to refer families and individuals 1n need of HIV testing, counseling and other
supportive services. If these services do not exist, PVO may need to join or tnitiace efforts
to establish them. Try to avoud staff “burnout” through statf support and counseling.

Select andior train PVO staff for needed new skills and information; this may require

more intensive inputs than anucipated from CS expenence.

Include as health message for mothers and fathers the need to protect mothers from HIV,

and 1n so doing to protect their children’s hives.

Include men and other farmily members to increase effectiveness of both HIV and CS
acuwvitzes; include community opinion-makets, religious leaders, others. Seek approaches

to support and 1ncrease women's choices.



Table 2
Epidemiologic and PVO program factors
and priority status of HIV/AIDS prevention activities

Program Status

Epidemiologic Facrors New Project Ongoing Project

Low STD rates

J
J

. *e LCE
Low HIV infection rates o .
High STD rates
ede oo ede 0:0

Low HIV snfection rates

High STD rates
High or rapidly
increasing

HIV infection rates

LN ) U o 0 0 0
.'. 0’. 0'0 0'0

Prionity scatus of HIV intervention: = very low; %4 = low; %% 4= medium; %% %= high

area, to determine the level of priority the intervention might be accorded for
their project.

Two factors in the table, in addition to HIV prevalence, are the prescnce or
absence of activities by the PVO in the impact area and the current rates of
other STDs. The established presence of the PVO in the impact area is an im-
portant factor because of the intense demands that an HIV-related interven-
tion may place on a new project before it has established its credibility and
presence in a community. Other STDs are included becanse they show an in-
creased risk of HIV infection in a population, for two reasons. First, high STD
rates are a good indicator of the type of high-risk behavior that is likely to
lead to rapid increases in HIV infection rates once the epidemic is established.
Secondly, an individual is much more likely to become infected with HIV af-
ter exposure to che virus (that is, after unprotected sex with someone infected)
if they have an existing STD (Mann et al, 1992).

As shown in the table, it may not be a priority for a new Child Survival
project to introduce an HIV prevention component in an area where HIV
prevalence races are low. Other questions related to local epidemiology may be
relevant in using this table, such as the validity of the available data on STDs
and HIV—c¢pidemiologic daca are only useful if they are accurate. In some
cases it may be difficult to locate any credible data on rates of HIV infection
and other STDs. Another possibility is to use data that in sorne settings are
more regulasly collected, for instance, the level and trend of tuberculosis cases
in the country or region. Recent substantial increases may indicate that an
unrecognized or unacknowledged increase in HIV infections and/or AIDS
cases is occufring.
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Table 2, above, is meant to be a guide for using epidemiologic information
in most situations. However, the PVO needs to consider other tactors in cheir
decision making process. Some factors, such as a strong commitment by the
community and/or the PVO or country involved, might increase the potential
impact of HIV/AIDS prevention where it would otherwise have a lower prior-
ity. Ocher tactors, such as the presence of currently existing HIV/AIDS pre-
venrion activities with which the Child Su.vival project can link, mighe in-
fluence the decision by indicating thas a relatively small effort devoted to
FHV/AIDS prevention could be eftective. Table > presents several of chese

added facrors.

Questior #3: How should we decide the basic strategies and the
community groups to include in the HIVIAIDS prevention

mlervention?

As Table 3 shows, the decision to include an intervencion that responds to the
problem of FIIV/AIDS in a given project sctting involves several complex fac-
tors. Once the decision 1s made to develop an HIV/AIDS prevention compo-
nent, the PVO should ask several eritical questions to determine the precise
strategies and approaches that are likely to be the most teasible and efiective.
The PVO should first address a number of general issues in dete.  ining

the target groups for the acuvity. They are:

What are the likely or documented patterns of FITV transmission in the
project arca? What behaviors and sicuations facilitate the spread of HIV? It
should be possible to determine if some groups in the community are par-
tcularly ac risk of infection, or if infection rates are so high that the encire

sexually active community (and chetr infants) must be considered at risk.

@ Whac are the priorities of the community? What groups do com.nunity
members and leaders believe would be the most useful to involve in imple-
menting the intervention? Which are the groups mose likely able o affect

HIV transmission pacterns and rates?

Does your project have the resources needed to initiate activities with a to-
tally new beneficiary group (funding, staff time, materials/equipment)?
Are there appropriate grouns with which your project is already working
10 some other capacity 1. 'd survival or otherwise)? Can these activities be

a bace for TV AIDS prevention activities?

Arc any othe. - ganizations presently working with a potential target
Y & 4
group, for either THHIV/AIDS prevention or other activities? If so, how can
your actwvities be integrated with their activities, or complement them?
How will your project relate to the national AIDS control program?
I



Table 3
Non-epidemiological factors to consider in the decision to include
HIV/AIDS prevention in a PVO Child Survival program

Factors

Level of knowledge and atticudes about HIV and HIV prevention in project communities;
community priority for action.

Availability of ocher local resources and services for HIV/AIDS prevention (e.g., PVQs,
public sector, religious organizations) in impact area.

Vulnerability of population in service area:
W Presence of large numbers of street children, migrants or dislocated workers

B Widespread practsce of especially high risk bebaviors (for example, commercial sex, 1V drug use,
multiple sexual partners)

PVO capacity
B Swaff with prior expersencel/training or special interest in HIV'A 'DS prevention.
B PVO history 1n progect area

Recognition at national policy level of importance of HIV prevention.

B How will including this population group affect the other child survival
interventions in your project? How can children benefit from including
this group in your child survival activities?

@ What are che benefits that focusing on this group may have on maternal
health and the prevention of maternal morbidity and mortality? How else
can mothers benefit from including this group in the Child Survival
project?

Table 4 explores several population groups that mighe be included in HIV/
AIDS prevention activities for a Child Survival project, and presents a ratio-
nale for their inclusion.
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Justification st Inclusion

Where basic knowledge is lacking, usc established contact with mothers and others to
provide HIV/AIDS information and education. However, in most cases PVOs should
work i HIV/AIDS prevention only if they are prepared to address the more complex
issues of promoting sexual behavior change in project commumties. Communaties must

involve themselves in planning the response to HIV/AIDS from the beginning.

Where the community generally does not pereerve HIV as a major problem, other more
recognizable problems can be cited, such as bigh STD rates, adolescent pregnancies,

inferthity, and other problems indicating behavior chat s high oisk for HIV transmission.

Collaboration in HIV/AIDS prevention s critical. It PVO resources are hmuted, it can
justity even a small etfortaf the praject hinks with uther groups to coordinate effores
(matenals development, workshops, traming, condom distcibution, STD treatment

services)

Listed factors could increase the prionty of HIV/AIDS prevention for a project because:
B Al groups fisted are esperrally valnerable 1o LN transmission

B Some practices are known to accelerate substanteclly the risk of HIN transnussion,

Commutment of staff and knowledge/understanding of local culture und beliefs, as well as
the truse and confidence of community 1n a well-established project, are critical to

acceptance and suceess of prevention etforts.

A clear policy may facihitate access 1o other resources; absence of a policy may indicate a
need for PVO to join other groups in lobbying for an official response to the currenc or

_potential problem of HIV and AIDS.

Part of basic CS beneficiary group; epidemiologically in highest-risk age/
gender group for HIV transmission; can pass on HIV infection to infants; ma-
ternal mortality from HIV dramatically affects infant morbidity and moreal-
ity; usual care providers for infected family members. Some project beneficia-
ries may be women with especially high-risk behavior (multiple pareners,
commercial sex work), Many may already suffer from STDs and STD-related
infercility.

Pare of basic CS beneficiary group; if infected or ill with HIV disease, may
not respond “normally” to interventions for usual 2§ problems (pneumonia,
malnutrition); if orphaned du - to AIDS, are at special risk for illness and
death.
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Men are usually decision-makers about domes- ~ Table 4
tic macters, including sexual behavior in the home; Who should be included
transmission of HIV and other STDs by men to
women impacts maternal health and infant mortal-
ity; economic decerioration of family welfare due Women ages
to lost income and health care expenses because of ~ 13-49 years
illness and/or death of facther impacts maternal and
infant/child health and mortality.

Some men in community are especially influen-
tial and can assist in changing local norrs and ac-
titudes regarding at-risk behaviors and situations,
once they identify approaches hat do not conflict

Group

Infants and small children

with their own positions and values. If not in-

Men

(as fachers, husbands,
community and political
leaders, religious Ieaders)

volved or at least supportive, can block access to
at-risk populations and undermine prevention ef-
forts.

Many adolescent girls will soon be mothers;
sexual activity by early teens is common in many
setcings; it is important thac both boys and girls
set low risk behavior patterns during the adoles-
cent or preadoiescent stages, before sexual activiey

begins and patterns are entrenched; teenage girls
are often ac highest risk of infection by HIV and
other STDs; chere is high infant moreality for chil-
dren of very young mothers, as well as problems of
maternal health, and thus there are multiple ben-
efits to adolescents adopting behavior that is low-
risk for HIV, other STDs, and pregnancy.

Pre-adolescents and
adolescents

In many setcings health care workers are 1nad- Healch care workers
equately crained and emotionally unprepared to
educate the community about HIV and other
STDs; can be influential in improving the care and
reducing stigma for persons with HIV infection
and AIDS; have access through maternal care ser-
vices to women of reproductive age who are espe-
cially important beneficiaries for services such as
syphilis screening, counseling and education; may
be part of transmission chain in health care setting
if precautions not taken.

The official child survival beneficiary group
(used to calculate cost per beneficiary ratios) con-
sists of women of childbearing age (15-49) and

12



al HIV/AIDS prevention activities? Why?

Rationale for inclusion in child survival an HIV/AIDS activity

Part of basic CS beneficiary group; epidemiologically in highest-risk age/gender group for
HIV transmission; can pass on HIV infection to infants; maternal mortality from HIV
dramatically affects infant morbidity and mortality; usual care providers for infected
family members. Some project beneficiaries may be women with especially high- isk
behavior (multiple partners, commercial sex work). Many may already suffer from STDs
and STD-related infercility.

Part of basic CS beneficiary group; if infected or 1ll wich HIV disease, may not rewpond
“normally” to iterventions for usual CS problems (pneumonia, malnuer.-on); if orphaned
due to AIDS, are at special risk for tllness and death.

Men are usually decision-makers about domestic mateers, including sexual behavior in the
home; transmission of HIV and other STDs by men to women impacts maternal healch
and infant mortality; economic deterioration of family welfare due to lost income and
health care expenses be -use of illness and/or deach of father impaces maternal aud infant/

child health and mortality.

Some men 1n community are espectally influential and can assist in changing local norms
and attitudes regarding at-risk behaviors and situations, once chey identify approaches
that do not conflict with their own positions and values. If not involved or at leasc
supportive, can block access to at-risk populations and undermine prevention efforts.

Many adolescent girls will soon be motl. xrs; sexual activiey by early teens 1s commor in
many sectings; 1t 1s important chat boch boys and girls sec low risk behavior patterns
during the adolescent or preadolescent stages, before sexual acuivity begins and pateerns
are entrenched; teenage garls are often at highest nisk of infection by HIV and other STDs;
there 1s high infanc mortality for children of very young mothers, as well as problems of
maternal healch, and thus chere are multiple benefics to adolescents adopting behavior
that 1s low-risk for HIV, other STDs, and pregnancy.

In many sectngs health care workers are inadequately teained and emocionally unprepared
to educate the community about HIV and other STDs; can be influential in improving
the care and reducing stigma for persons with HIV infection and AIDS; have access
through maternal care services to women of reproductive age wl.o are especially important
beneficiaries for services such as syphulis screening, counseling and education; may be part
of transmission chain 1n healch care setting if precautions not taken.
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children under 60 months of age (or children under 72 months for the pre-
vention of vitamin A deficiency). If additional population groups are to be in-
volved in the HIV intervention, the PVO needs to consider many important
questions, such as the following: What is the best way to reach this group (for
example, formal education, peer education, home visits)? For women, are
there existing approaches that might off : women emotional support and en-
courage them to make choices about their reproductive life? Are women, al-
ready included in child survival activities through the larger 15-49 grouping,
involved in high risk behaviors, such as trading sex for gifts or money, If yes,
what special or added approaches will they need (for example, more aggressive
promotion/provisicn of condoms)? Are adolescent girls at particular risk be-
cause they are approached by “sugar daddies”? How are men involved in the
PVO’s child survival activities? What health related decisions do men make
in the family? Are PVOs or any other organizations working with men o
promote condom use? What is the community’s willingness to accept HIV/
AIDS education for children of different ages? What roles do the ministries of
health and education play in STD/HIV/AIDS education in schools?

Often, the PVO will need to carry out a focused effort to gacher relevanc
quantitative and qualitative data for clear answers to these and other ques-
tions in determining the possibility of working effectively with different
groups in HIV/AIDS prevention.

Once basic information is available on possible beneficiary groups, the
PVO should select one or two that are of highest priority. Prioritization is, in
general, based on the expectation of the greatest effect, both short-term and
long-term, on slowing the spread of HIV in the project community. However,
the feasibility of the PVO working with a given group, the likelihood that
PVO efforts will actually be able to bring about the needed change, and, in
particular, communicy attitudes towards and involvement in a given approach
are at least as important as the epidemiologic considerations. A careful defini-
tion of the expected outcome of interaction with each prospective beneficiary
group should help to identify which are most appropriate to include in the
HIV/AIDS prevention effort.

In addition to the choice of community groups that will benefic from the
activity, some of the many other questions that should be considered befote
determining the precise prevention strategy are:

B What is the level of knowledge and what are the attitudes about STDs, HIV/

AIDS and HIV prevention among the project population, including health care

workers?

Targeting increases in knowledge is only justifiable if local studies have
shown low levels of understanding of the basic facts about HIV/AIDS.
More often, knowledge of the facts is adequate, but motivation, skills and
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resources to change high-risk behavior and situations are needed. However,
we need to remember that the task of promoting behavior change is many
times more complex and demanding than the simple provision of educa-
tion, and may require longer-term, sustained commitment to demonstrate
impact on behavior. Community involvement in this pracess is vital.

What are the sociocultural and religious factors that will affect the success of HIV/
AIDS prevention efforts, such as strong taboos regarding the discussion of sex, or
women's lack of anthority to make decisions? Which of these factors might facilitate
the process of bebavior change for HIV prevention?

HIV/AIDS prevention activities with any group need to be based on a
solid understanding of social, cultural and traditional mores and norms
found in the community. A firm understanding of chese factor: should fa-
cilitate che identification of culturally sound approaches to promoting be-
havior change and HIV prevention. PVOs should try to identify the kinds
of factors that are most likely to motivate people to change behavior, such
as concern for the lives of their as-yet-unborn children. Very often, such
approaches will be multisectoral 2nd involve a number of different types of
community, political and religious leaders.

What child survival funds are available for HIVIAIDS activities. and what are
the capabilities of local staff for overcoming obstacles to awareness and action?

A relatively small effort (for example, less than 15-20% of a Child Survival
project budger) for 2 complex new activity such as HIV/AIDS prevention
is only justitied if it is clearly linked with other efforts, has strong commu-
nity and political support and does not overtax staff and resources of other
child survival components. More substantial resources mandate more ex-
tensive inputs and may allow for a more ambitious effort, involving spe-
cinlized staff, new beneficiary groups, etc. It is important for long-term
sustainabiiity of both HIV/AIDS prevention and the other child survival

components that neither overshadows the other.

What HIV-related services and commodities (for example, STD and HIV testing,

treatment or care, counselling, condoms, educational matevials, etc.) are available
locally?

It is critical that appropriate referral sources be available in response to the
demand created by educational efforts. If not, the project may need to en-
courage the development of such resources, or even include some support
services or materials in its package of HIV/AIDS prevention services.

What simple and tested approaches might be implemented for a minimum of inputs,
preferably integrated with other child survival interventions?
To make the most efficient use of resources, projects should look closely at
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existing activities for opportunities to integrate HIV/AIDS prevention ac-
tivities. For example, a very important co-factor for HIV infection has been
found to be the presence of ulcerative STDs, such as syphilis. Are pregnant
women routinely tested and treated for syphilis? Can the project aid exist-
ing antenatal care services to strengthen or initiate syphilis testing and
treatment as a pare of its maternal health component? Other examples
might be providing training in the use of condoms, which could be an ac-
tivity of the maternal care/family planning component, expanded to reach
both men and women:; the training of health care workers in recognition
and management of STDs; and the expansion of existing health education
curricula to include prevention of HIV/. 1DS.

Question #4: What indicators will provide the most useful measures
of progress and success of our HIVIAIDS prevention activities?

Once the PVO decides to include an HIV/AIDS prevention component in a
Child Survival project, project staff must define measurable objectives and in-
dicacors of the progress and success of the intervention. Unlike the other child
survival interventions, standardized indicators that are appropriate for Child
Survival projects have not been developed and tested for HIV/AIDS preven-
tion. Because of the range of interventions possible, the task force did not at-
tempt to develop a comprehensive list of indicators for HIV/AIDS prevention.
However, several principles and considecations in the development of the in-
dicators, and some examples, are offered.

As with the other types of child survival interventions, two major types of
indicators are needed: process or ourput indicators, focusing on what is done,
and outcome or impact indicators, focusing on the effects of what is done.
Although the need to “demonstrate results” is always pressing, and particu-
larly so given the urgency of the problem of HIV and AIDS, PVO staff are
urged to remember the difficuley of bringing about sustainable change in
sexual behavior in the three or four short years of a project’s funding period.
Objectives reflecting a balance of process/output indicators and indicators of
carefully defined outcome/impact should be the goal for a child survival inter-
vention focusing on HIV/AIDS prevention. Table 5 offers examples of HIV/
AIDS prevention outcome objectives, output and outcome indicators for the
objectives, and suggested methods for measurement of the outcome indica-
tors.

The approaches listed are categorized as training, education, and support
services. For purposes of the table, “training” is understood as empowering
someone wich a skiil so that he or she may then carry out a specific task that
addresses the aims of the project. Training includes in-service training (such
as health workers, teachers, etc.) and special training sessions which bring to-
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gether individuals not otherwise formally organized as a group (such as peer
educators, traditional healers or traditional birch accendants). “Education” in-
cludes both formal education in institutional settings (such as school health
education;, and informal education that takes place in health facilities, com-
munity, religious or work settings. “"Support services” are activities that pro-
vide needed goods or services such as counselling, condom distribution and
promotion, and social welfare activities (such as support to orphans, educa-
tional and medical suppore, food and shelter, etc.). Any of these approaches
may be closely linked with auother.

In setting objectives, PVO staff should try to be as realistic as possible
about outcomes that are both attainable and measurable wichin the context of
the specific population groups with which they will work. For example, a
project that plans to promote condom vse with men in the community, as
well as women, may wish to target increased condom use. However, a project
working primarily with early adolescent girls would be less likely to achieve
significant numbers of reported condom use, and might more realistically aim
to improve skills in refusing unwanted sexual advances, or to delay the age of
first sexual activity.

Measurement methods for process and output indicators are usually based
on routinely collected monitoring data (training records, home visits records,
number of condoms sold or distributed). Qutcomes, however (as seen in the
last column of the table), are usually measured through some type of special
study, typically a pre- and post-intervention test for participants, or a popula-
tion-based survey (in child survival, the KPC, or knowledge, practices and
coverage survey).

Because the usual participants in the KPC survey are only mothers of small
children, using the standard KPC sample may not be the best way to measure
project outcomes for HIV/AIDS prevention, unless the project simply aims to
increase the knowledge of project women. Some projects may decide to add an
additional sample of some other population group that has been involved in
project activities, such as men or adolescents, to the survey sample to gain
more comprehensive information about changes in practices such as condom
use and knowledge of prevention. Alternatively, special "mini-surveys” focus-
ing exclusively on HIV/AIDS-related issues could be conducted. Pre- and
post-tests given before and after some types of group interventions, such as
classroom education or training, could also provide useful measures of educa-
tional or training outcomes. Post-tests should be conducted at the end of
training, and repeated several months later o ascertain the level of knowledge
and skills that are retained. A follow up survey is the ideal time to investigate
changes in behavior that may have occurred as a result of craining or educa-

tional sessions.
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Table 5. Examples of indicators for education, training

and support service objectives

Approach Objective Output Indicators
Training of field % of [specitic wroup] trained | # of [specific greup] trained in x
or community will be competent in {skill period of titne
staff, health be Leg., . .

¢ tobe acquurcd] €8 # of {type of training] sessions held
workers counselling, teaching

methods for HIV prevention

in x period of time

Education, % of [beneficiary group} will
increasing know: 1) modes of HIV
knowledge and transmission, including
skills of mother-to-child; 2) methods
community of HIV/AIDS prevention; 3)

correct use of condoms

% of [beneficiary group} will
he able to negotiate condom

use

% of [snecific group} will
report condom use duniny
last act of incercourse v .
non-regular partner

# of HIV/AIDS educational
sesstons held with [beneficiary
group} in x period of time

# of [beneficiary group] educated
in x period of ume

# of {bencficiary group] trained in
condom negottation in x period of
time

# of {beneficiary group] provided
training/motivation in condom use

# of condoms distributed during x

period of time

Support Services % of [group] will have access
to condoms

% of [group] referred to
health center for STDs will
present for services

% of antenatal clhinic
attendees will be screened
and/or treated for syphilis

18

# of outlets with uninterrupted
supply of affordable condoms in
last x months

# of STD educational sessions held
in x period of time

# health workers trained in STD
referral and/or treacment

# syphilis tests done on pregnant

women



Outcome Indicators

Evaluation Method

Proportion of [trained group] who are
competent in [skill] 6 months after
training

Proportion of [trained group] using newly
acquired skill(s) 6 months lacer

Training records, pre- and post-tests

Observation of care providers, service
records

Proportior: of [beneficiary group} with
correct knowledge of HIV transmussion;

methods of prevention; condom use

Proportion of [beneficiary group} with
increased ability to negotiate condom use

Surveys, pre/post-test, condom use
demonstration

Surveys, pre- and post-tests, observation
Surveys

Surveys

Health service records, referral records
Health service records

Surveys, pre- and post-tests, observation
Surveys

Surveys

Proportion of [group] who report condom
use during last sex with non-regular
partner

Proportion of [group} who can name an
accessible and affordable source of condoms

Proportion of [group) referred tor STD
symptoms who present for treatment

% of antenatal mothers screened for

syphulss; ¢ of syphilis+ mothers treated

Healch service records, referral records

Health service records
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IV. Summary and Conclusions

The pandemic of HIV infection and AIDS is a rapidly expanding phenom-
enon thac threatens the gains made in child survival over the past several de-
cades. PVOs involved in child survival are in a unique position to respond to
the urgent needs posed by HIV/AIDS. PVO experience and community pres-
ence in carrying out child survival and other health and development projects
offers a credible base for HIV/AIDS prrvention, Their activities to improve
the health of mothers and children provide access to the populations most
vulnerable to the devastating effects of the HIV pandemic.

However, the =xpansion of child survival to include HIV/AIDS prevention
is not necessarily a smooth one for PVOs. Although some aspects cf the inter-
ventions are similar, it is important that PVOs recognize and respond to the
critical differences between the “respectable” nature of the problems addressed
by child survival and the challenge of preventing sexual transmission of HIV
infection and AIDS. Some of the differences are reconcilable without major
changes in the child survival approach, but others will take a careful rechink-
ing of the types of staff, training, beneficiary groups and community interac-
tions involved when a Child Survival project undertakes HIV/AIDS preven-
tion.

The initial decision to include an intervention for HIV/AIDS prevention
should be based on the PVO's existing relationship with the beneficiary com-
munity, the priorities of the community, epidemislogically-defined need in
‘the project area, and a number of other factors. Once the decision to include
HiV/AIDS prevention in a Child Survival project has been made, the choice
of the precise approach will depend on a number of additional factors, such as
the resources available, the accessibility of appropriate community groups, the
most important needs of those community groups, the feasibility and likely
success of possible approaches, and the ways in which the HIV/AIDS inter-
vention will relate to (complement or detract from) the other child survival
interventions. Objectives and criteria for evaluation of the intervention should
be based on a realistic assessment of what is possible to accomplish in a rela-
tively short time frame.

An important finding of the HIV/AIDS Task Force was the recognition
that there are no formulae as to how to incorporate activities for prevention of
HIV transmission into a Child Survival project. Currenc experience with pro-
grams for community-based AIDS prevention is not sufficiently evaluated to
justify large-scale replication. In addition, the socioeconomic, cultural and
political roots of the problem are sutficiently varied and complex that relevant
approaches must be tailored to local characteristics of the epidemic. More
than for any of the other child survival interventions, the basis for successful
HIV prevention lies in the comiunity itself. Only with a clear understanding
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of the beliefs, attitudes and understanding of the project population regarding
sexual matcers, including sexually transmitced diseases and the social mean-
ing of sex and procreation, are project staff likely to be able to develop mean-
ingful strategies to assist the community to protect itself against HIV infec-
tion. Very often the process of learning about the community can itself help
to build up communication and trust becween the PVO and the community.

Rather than seek universal solutions, PVOs and others hoping to curb the
growth of HIV at the community level must look to the cominunicies they
serve, and to che particular screngehs of their own organizations, for guidance
as to how to proceed. Particularly important is building on existing relation-
ships with project communities, including a better understanding of the
forces thac shope the vulnerability of groups in the communicy to HIV infec-
tion. Effores spent now will benefit child survival and healch efforts far into
the foreseeable tuture.
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