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Preventing sexually transmitted 
diseases and HIV infection 
Thierry E. Mertens & Michel Carael 

F aith in biomedical technology 
could lead us to wait for a vac
cine or cure for HIV I AIDS. 

However, even with tremendous 
increases in commitment and re
sources for a vaccine, tens of mil
lions of new infections will occur 
before one is widely available. 

What has prevention involved 
so far? 

Preventing new HIV infections 
involves changing people's behav
iour related to sex, drug injection and 
medical practice. Most HIV preven
tion efforts to date have attempted to 
influence the choices that individuals 

. make about risk-taking behaviour. 
· The theories that have informed 

prevention programmes until re
cently have identified the basic 
interventions needed to prevent 
sexual transmission of HIV: firstly, 
promoting safer sex and condom use, 
and secondly, encouraging people to 
seek care for sexually transmitted 
diseases (STDs) while trying to 
improve STD case management and 
services. Additional approaches to 
sustaining individual behavioural 
change have included training in 
prevention skills, decision-making, 
problem-solving and resisting social 
pressures. These efforts still need to 
be expanded and strengthened. 

The effectiveness has been shown 
of comprehensive and early sex 
education, community action, wide 
coverage of advertising and market
ing, and drug treatment for injecting 
drug users, with access to clean 
needles as part of a prevention and 
care package. First and foremost, 
condoms and voluntary testing and 
counselling services need to be made 
widely available and accessible. 

Meanwhile AIDS has become an 
established disease in much of the 

world, exerting heavy pressure on 
health systems and development. 
New vulnerable populations continue 
to emerge, especially among young 
people and marginalized groups, 
calling urgently for both targeted 
and general population prevention 
strategies. 

Threats to prevention 

Denial, complacency and discrimina
tion continue to be the greatest threats 
to effective prevention of HIV infec
tion and STDs. In Thailand, a policy 
aimed at 100% condom use in broth
els was initiated as early as 1988 by 
the Ministry of Public Health, and led 
to a dramatic increase in condom use 
by men. Unfortunately, many coun
tries continue to go through a period 
of denial that HIV poses any prob
lem, so they do not take an effective . 
approach early enough. Instead, they 
pay lip service to prevention and 
reassure themselves by focusing on 
inappropriate approaches such as 
monitoring population groups in 
which there is no epidemic (for 
example, among pregnant women 
and children) until HIV reaches them 
too. 

The dramatic changes and im
provements in HIV therapies could 
also threaten HIV prevention. 
Thanks to antiretroviral drugs admin
istered to pregnant women, it is 
possible to reduce significantly 
mother-to-child transmission of HIV 
in some settings. New combination 
therapies have changed the response 
to the epidemic in industrialized 
countries. But these therapies are 
unlikely to be available in many 
countries for a while, notwithstand
ing the expectations of people living 
with HIV. This uneven access has 
tremendously increased the pressure 
on governments to spend more 

At the World AIDS Conference in Geneva last 
June, a boy holds a poster oF the Famous 
Brazilian Football player Ronaldo, advocating 
safe sex to protect against HIV. 
Photo UNA/05/ IFCR/l Passah 

money on care. The advent of new 
therapies could effectively hijack the 
agenda for increased efforts in pre
vention, if prevention remains un
linked to care. 

Challenges to HIV prevention 

In this evolving environment, the 
paradigm of "integrating prevention 
with care" should be strengthened 
and put in the front line of future 
strategic planning. A flexible ap
proach is needed, with HIV preven
tion being integrated into all services 
in the health and other sectors, in
cluding those of private doctors, 
workplaces and pharmacists, and 
education targeted at vulnerable 
populations. 

As HIV continues to spread in 
developing countries, there is grow
ing recognition that individual be
haviour occurs in a complex social 
and cultural context. To remove 
sexual and drug-taking behaviour 
from its broader environment is to 
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ignore the role of peer influences, 
emotions, cultural beliefs, marriage 
systems, community structures and 
access to basic services. Individual 
risk factors may explain who is more 
likely to become HIV-infected in a 
given population, but may not indi
cate the determinants of HIV preva
lence in a particular community. 
Such determinants include poverty 
and poor access to information 
adapted to each sociocultural con
text. The risk ofHIV also dramati
cally increases with disasters, wars, 
and political and economic crises. 

HIV I AIDS prevention 
programmes are therefore focusing 
increasingly on social environments, 
gender relations, conflict resolution, 
human rights and socioeconomic 
inequalities as factors that encourage 
or prevent risky behaviour. A better 
understanding and modification of 
these factors will bring about socially 
desirable behaviour. In the medium 
and long term, changes in these 
factors are likely to have a large 
impact on HIV transmission. 

Changing norms and values with 
regard to risky sexual behaviour and 
injecting drug use requires the partic
ipation of community organizations 
and social movements. Intolerance 
of marginalized groups and discrimi
nation against them are immensely 
counterproductive as Jonathan Mann 
was already pointing out in 1989. In 
addition, the people themselves have 
to be involved and participate ac
tively in designing and conducting 
prevention activities. The human 
rights perspective- including respect 
for the rights of sexual partners - is 
too often hampered by laws and 
practices that restrict the participa
tion of the people most affected in 
making decisions that have an impact 
on themselves and their environment. 

Medical and paramedical profes
sionals need to enable community 
workers to reach out and deliver 
basic services including condoms 
and STD treatment. Medical and 
paramedical practitioners, and the 
whole range of community workers, 
need to take every opportunity in 
talking with men and women, be they 
patients or not, to foster behavioural 

changes and adoption of condom 
use. This is one of the most impor
tant challenges, since evidence from 
most parts of the world suggests that 
fewer than 20% of practitioners 
promote condom use during consul
tations for STDs, or encourage 
patients to send along their partners. 

It is also recognized that societies 
and cultures are changing and that 
epidemics evolve with those 
changes. The example of Eastern 
Europe has reminded us how an HIV 
epidemic can suddenly arise follow
ing drastic changes in socioeco
nomic conditions, such as those 
which followed the demise of the 
USSR. Increased labour migration 
linked with the post-industrial glob
alized economy is also an important 
factor in the spread of HIV, since 
mobility is a primary cause of 
changing behaviour and seeking new 
sexual partners. The HIV epidemic 
is dynamic, so prevention efforts 
must be dynamic as well. 

Finally, the single most important 
challenge for limiting the epidemic 
is reaching the largest possible 
vulnerable population with preven
tion programmes. In the past five 
years, evidence has accumulated to 
show that broad coverage based on 
community action and comprehen
sive service delivery, hand in hand 
with care and impact alleviation, 
lead to a decreased incidence of HIV. 
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By dramatically increasing access 
to services and information in the 
short term and modifying the envi
ronment of risk in the longer term, 
the course of the global epidemic can 
be changed. Let us not forget that 
tuberculosis declined in the industri
alized countries (at least until vigi
lance declined) thanks to a very 
broad change in living conditions. • 

Or Thierry E. Mertens is the WHO 
Representative in Nepal, P.O Box 108, 
Kathmandu, he was formerly Director of the 
Department of H/V I AIDS and Other Sexually 
Transmitted Infections at WHO headquarters in 
Geneva . Or Michel Carael is Prevention Team 
Leader, Department of Policy, Strategy and 
Research, joint United Nations Programme on 
HIV I AIDS (UNA/OS), 121 I Geneva 27, 
Switzerland. 

"HIV is one of the most serious health problems facing the world, with 
the current si tuation worse than anticipated in the early 1990s. lt is a 
sign ificant obstacle to development, striking the workforce in its most 
productive years. Hard-won gains in child survival and adult hea lth are 
suddenly neutralized. Structures of entire soc ieties are threatened, 
health systems destroyed. 

Our choice is as simple as it is cri tical: WHO w ill increase its efforts 
on HIV / AIDS by ensuring a better integration of HIV-specific activi ties in 
all relevant programmes. Such activities wi ll be undertaken in a well
coordina ted fashion throughout the Organization , and core resources 
wil l be devoted to them. They wil l occur in close cooperation with other 
partners within the framework of UNAIDS. " 

Gro Harlem Brundtland, MD, MPH 
Director-General 
World Health Organization 
21 July 1998 
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Expanding the global response 
to HIV/AIDS 
Peter Piot 

A social worker in Brazil counsels a mother and her child, who are both suffering from AIDS. 
During 1998, almost 6 million people worldwide became infected with HIV, including half a 
million children. Photo Panos Pictures/5. Sprague © 

The most effective HIV 
prevention programmes 
benefit from high-level 
political commitment and 
promote safe behaviour while 
providing care for those 
affected by HIV. They can 
succeed in slowing down -
and eventually reversing - the 
epidemic. The consequences 
of failure are unthinkable. 

D
uring 1998, almost six million 
people became infected with 
HIV, including over half a 

million children. And HIV again 
claimed as many lives as malaria. 
By the year 2000, nearly 40 million 
people worldwide are likely to be 
infected. Unless an inexpensive cure 
or treatment becomes available in the 
near future, most of those people-

many of them parents and breadwin
ners- will die over the next decade. 
Very few of the children will live to 
see their fifth birthday. 

Although HIV prevention pro
grammes in some countries -
Senegal, Switzerland, Thailand, 
Uganda and the United Republic of 
Tanzania for example- have been 
successful in reducing unsafe behav
iour and lowering the rate of infec
tion, the number of new infections 
worldwide continues to rise inex
orably. Over the next 24 hours alone 
from the time of your reading this, 
another 16 000 people will become 
infected. Why is the epidemic con
tinuing to spiral out of control? 

The problem is that in many 
countries, existing HIV prevention 
programmes are either weak or 
limited in scope. Many are under
resourced and operate in a piecemeal, 
uncoordinated way. And most have 
focused exclusively on the need to 
change individual risk-taking behav
iour, thus turning a blind eye to the 
underlying social, cultural and eco
nomic forces which encourage un
safe behaviour in the first place and 

make it extremely difficult to 
change. To make matters worse, 
confidential counselling and HIV 
testing services, as well as care and 
support for people living with AIDS, 
are inadequate in most countries, 
offering little opportunity or motiva
tion for people to be tested. As a 
result, HIV remains invisible and 
continues to spread. Today, 90% of 
those with HIV- over 33 million 
people - do not even know they are 
infected. 

The role of poverty 

It is no coincidence that AIDS has 
disproportionately affected the poor 
and disadvantaged in developing 
countries, together with marginal
ized groups in the industrialized 
countries. Around 95% of people 
with HIV live in sub-Saharan Africa 
and the developing countries of Asia 
and Latin America. Poverty, dis
crimination, sexual inequality, the 
inadequacy of health or social ser
vices, rapid urbanization, a migrant 
labour force and inappropriate 
development projects are among the 
key factors that can increase vulner
ability to HIV. 

Poverty is the reason why young 
girls are sold into prostitution and 
why they may have little control 
over the use of condoms. Economic 
dependence and the desire to have 
children are among the reasons why 
many women continue to have 
unprotected sex with a husband or 
partner they know has other part
ners. 

If we are to contain this epidemic 
and cushion its impact we need to 
expand the response considerably
not by doing more of the same but 
by expanding the best, so as to 
ensure that HIV is not just on the 
health agenda but is firmly placed on 
the development agenda as well. 
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A shanty town in the Philippines . Poverty and inequality increase 
vulnerability to HIV /AIDS Photo Format Photographers Ltd © 

Distribution of condoms in Ghana . The most effective HIV programmes 
ore those that benefit from high-level political commitment. 
Photo Still Pictures/M. Edwords © 

The expanded response involves a 
two-pronged approach: reducing 
individual risk and lowering vulner
ability to HIV. 

First, there is a need to improve 
the quality, scope and coverage of 
existing efforts to prevent HIV and 
provide care and support for those 
infected. To achieve this, planners 
and health workers need to draw on 
the experience of those countries or 
communities which have succeeded 
in stabilizing or lowering infection 
rates, thus proving beyond doubt 
that prevention does work. Up till 
now, there has been little effort to 
share this expertise and adapt suc
cessful programmes ("best prac
tices") for use elsewhere. 

The most effective HIV preven
tion programmes have key features 
in common. They benefit from 
high-level political commitment and 
work on many levels at the same 
time, promoting safe behaviour and 
providing care and support for 
people affected by HIV. They offer 
a broad range of prevention mea
sures, including access to cheap and 
good quality condoms, confidential 
counselling and testing, prevention 
of mother-to-child transmission, and 
early treatment for other sexually 
transmitted diseases, which multiply 
the risk of infection with HIV. Other 
critical elements are long-term 
education and mass media cam
paigns to ensure broad public aware
ness about HIV- especially among 
young people in whom over half of 

all infections now occur. Finally, 
the communities affected and people 
living with HIV are actively in
volved in the planning and execution 
of AIDS programmes. 

Secondly, action must be taken to 
reduce people's vulnerability to HIV, 
through measures to bring about 
social, cultural and economic 
change. The aim is to create a more 
favourable environment in which 
people are able to take advantage of 
risk-reduction strategies. This will 
require coordinated action within 
every sector of government (not just 
the ministry of health) and within a 
broad range of other sectors as well 
- business, tourism, the armed 
forces, education, religious organi
zations, labour organizations, devel
opment agencies and the mass 
media. 

There is no "quick fix" for devel
opment issues that require social and 
economic reform. However, govern
ments can set shorter-term goals, for 
instance, providing incentives to 
enable girls to complete secondary 
school education. Or they can take 
steps to change laws and policies 
that criminalize or discriminate 
against specific populations such as 
sex workers and injecting drug 
users. 

In Thailand, for example, where 
prostitution remains illegal, the 
governrrlent's pragmatic approach to 
slowing down the epidemic has been 
exemplary. In response to a 1989 
study showing that 44% of the sex 

workers in Chiang Mai were HIV
positive, the government launched 
an impressive multisectoral inter
vention. This involved working 
with brothel owners to urge 100% 
condom use in brothels, the launch 
of mass media campaigns to encour
age respect for women and discour
age men from visiting sex workers, 
and improved access to care for 
people living with AIDS. As a 
result, HIV prevalence has declined 
significantly- especially among 
young people. 

In Senegal, a rapid, broad-based 
response to the epidemic, supported 
by both Islamic and Christian lead
ers, has kept the rate of HIV infec
tion below 2%. Recent behavioural 
surveys indicate that over 60% of 
men and 40% of women aged 15-24 
are now using condoms with casual 
partners. 

If governments can be helped 
to build on the success of countries 
like these, they will succeed in 
slowing down -and eventually 
reversing- the course of the epi
demic. The consequences of failure 
are unthinkable. • 

Or Peter Pial is Executive Director of the joint 
United Notions Programme on HIV /AIDS 
(UNA/OS}, 12 I I Geneva 27 Switzerland 
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Scientific and ethical issues 
in AIDS vaccines 
Barry R. Bloom, Ruth Macklin & Bharamapravati Natth 

Fundamental and formidable scientific and 
ethical issues remain to be resolved before the 
world has an effective vaccine against AIDS -
one of the most devastating viral epidemics in 
modem history. 

simple animal models. But AIDS is 
uniquely a disease of humans, and 
research requires either primates, 
which are difficult and expensive to 
study, or else a study of related 
viruses that cause disease in animals, 
without any certainty that the knowl
edge developed will be applicable to 
humans. 

The genetic variability of HIV is on ongoing challenge for medical 
research . Photo Keystone© 

What do we have to know to 
develop an effective vaccine 
against AIDS? More research is 
needed on the virus that causes 
AIDS, how it mutates and changes its 
surface coat, and how to develop safe 
vaccines which may have to mirror 
the three-dimensional structures of 
the virus coat that the immune re
sponses recognize. We need more 
knowledge as well about the nature 
of human immune responses that are 
necessary and sufficient to protect. Why is developing an AIDS 

vaccine so important and 
so difficult? Despite the 

extraordinary scientific achievement 
of developing drugs to treat and 
control the progression of HIV infec
tion, most developing countries 
cannot afford to use them because 
they are very expensive. Vaccines 
represent the most cost-effective 
medical intervention for preventing 
disease and death, and a safe and 
effective vaccine against HIV offers 
the best hope of an intervention to 
prevent the disease and safeguard the 
millions of people at risk in the 
world. 

Developing vaccines against 
AIDS is, for many reasons, the great
est challenge to vaccine science in 

history. In most natural viral infec
tions, when illness occurs, a protec
tive immune response usually 
develops and recovery ensues, but 
this does not occur in HIV infections. 
HIV infects and subverts the key 
cells of the immune system, T cells, 
and compromises the very immune 
responses required to produce pro
tection. For an AIDS vaccine, scien
tists must improve on nature and 
create a vaccine that will protect 
against each variant of the virus. 
Even then there is a risk that virus 
mutants will arise that will elude the 
immune system. Hence an effective 
AIDS vaccine has to anticipate the 
variation of the virus within individ~ 
uals and populations. Many infec
tions can be satisfactorily studied in 

It would be ideal to learn how the 
immune response can be induced 
both to prevent infection by HIV and 
to prevent progression to disease. 

After more than ten years of 
research, several candidate vaccines 
are being developed which, in the 
laboratory or in animal models, give 
us hope that they may provide some 
protection in humans. Many small
scale human vaccine trials for safety 
and immunogenicity have already 
been undertaken. The first large
scale trial for protection began in the 
United States in June 1998, and 
another using a vaccine designed 
with the virus strains prevalent in 
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Thailand is expected to begin 
shortly. But expectations must be 
realistic, and it is unrealistic to 
expect HIV vaccines to be 100% 
effective. This virus is so formida
ble that even a 50% effective vac
cine could save millions of lives. 
The only vaccine trial that is a fail
ure is one from which we fail to 
learn something. 

Why are ethical issues so im
portant in AIDS vaccine trials? 
As in any research involving human 
beings, it is of the highest impor
tance to provide the greatest protec
tion possible to all research subjects. 
There are international guidelines 
that have evolved since the Second 
World War to protect human subjects 
in biomedical research- principally 
the Declaration of Helsinki and the 
CIOMS-WHO International Ethical 
Guidelines for Biomedical Research 
involving Human Subjects. Those 
guidelines are largely based on three 
general principles: 
• respect for persons, which 

includes autonomy and self
determination; 

• beneficence, which means maxi
mizing the benefits and minimiz
ing the harm done to people in a 
trial; 

• justice, which requires a fair 
distribution of both the burdens 
and the benefits of participation 
in research. 

Over the past 18 months, UN AIDS 
has conducted a series of regional 
consultations on different continents, 
involving over 160 scientists and 
community leaders from 37 coun
tries, to identify and address key 
ethical issues. 

How should international 
collaborative vaccine trials be 
conducted ? The paternalistic 
model in which decisions have 
mostly been taken by industrialized 
countries sponsoring research is 
being replaced by a model of coop
erative partnership, and greater 
equity of partners from the industri
alized and developing countries in 
planning and evaluating clinical 
trials. This shift may call for a 
revision of current guidelines, which 

require initial small-scale trials to be 
conducted simultaneously in indus
trialized and developing countries. 
Those guidelines ignore the fact that, 
unless trials can be initiated and 
fully conducted in developing coun
tries, vaccines that are specifically 
designed to address health problems 
in those countries (such as vaccines 
against HIV strains that are only 
present in developing countries) may 
never be developed. 

How can the welfare and rights 
of participants in research be 
protected? Protecting the welfare 
of research participants is a central 
obligation of all human scientific 
experimentation. No research on 
human subjects can be done ethi
cally just to gain scientific knowl
edge without the possibility of 
human benefit. Clearly, in any trial 
of an AIDS vaccine the unques
tioned ethical requirement is provi
sion of the best available counselling 
and interventions for reducing risks 
of infection for all trial participants, 
which must be provided by trained 
counsellors, preferably independent 
of the research team. There must 
also be the capacity for scientific and 
ethical review of the proposed re
search activities, researchers must be 
trained in good clinical practice, and 
monitoring will be crucial. A most 
important right of participants is to 
grant voluntary informed consent to 
enrol in a trial, free from coercion or 
undue inducements. Another is the 
right to confidentiality and privacy. 

What are the most difficult 
ethical issues specific to AIDS 
vaccines? Despite the high level of 
counselling and risk reduction inter
vention which must be provided to 
vaccine trial participants, some 
volunteers will undoubtedly become 
infected with HIV through behav
ioural exposure, either because they 
were in the control arm of the trial or 
because the vaccine is not 100% 
effective. One controversial issue is 
the type and level of medical treat
ment to be made available to indi
viduals in a trial who become 
HIV-infected. Some believe that the 
appropriate treatment should be at 
the level of what is routinely avail-
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able in the host country. Others 
argue that such subjects should be 
entitled to the best available treat
ment in the world, which would 
currently mean the expensive anti
HIV drugs. Using the language of 
the WHO Constitution, a reasonable 
middle-point is to provide "the 
highest attainable standard" of care 
in the country where the trial is 
being conducted. 

The urgent need for a defence 
against HIV I AIDS makes every 
aspect of vaccine development 
vitally important to everyone. 
Clearly, the ethical implications of 
all the processes - from clinical 
trials to distribution and use- have 
to be resolved if we are to develop a 
successful vaccine and stop the 
spread of this devastating disease. 

Fundamental and formidable 
scientific and ethical issues remain 
to be resolved before the world has 
an effective vaccine against AIDS. 
Dedicated scientists, ethicists, physi
cians, health workers and commu
nity activists in both developing and 
industrialized countries are working 
day and night to solve these chal
lenging problems of one of the most 
devastating viral epidemics in the 
modern history of mankind. • 

Professor Borry R. Bloom is Dean of the 
Horvord School of Public Health, 655 
Huntington Avenue, Boston, MA 021 15, USA, 
and chairman of the UNA/OS Vaccine 
Advisory Committee . Professor Ruth Mock/in is 
Professor of Bioethics, Deportment of 
Epidemiology and Social Medicine, Albert 
Einstein College of Medicine, and choirs the 
UNA/OS Ethical Review Committee . Professor 
Notth Bhoromoprovoti is Rector Emeritus of 
Mohidol University, Chairman of the Thai 
Scientific Subcommittee on AIDS voccines and 
a member of the UNA/OS Vaccine Advisory 
Committee. 
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Think positively! 
Yoweri Kaguta Museveni 

His Excellency Yoweri Kaguta Museveni, 
President of the Republic of Uganda . 
Photo Government of the Republic of Uganda © 

Hard hit by the HIV/AIDS epi
demic, Uganda has had to face 
the challenge squarely and try 

everything in its power to combat 
this killer disease. Today, 14 years 
after it was first identified in our 
country, almost every family has lost 
at least one friend or relative to 
AIDS. Various strategies have been 
put in place since then, but virtually 
nothing could have been achieved 
without wholehearted political sup
port. In fact a lot of progress has 
been made because the government 
has confronted the problem openly 
and supported all efforts to contain 
the epidemic. I myself have spoken 
out in public, warning young people 
about AIDS. 

A massive health education drive 
has involved all the media and means 
of communication, backed by public 
campaigns, rallies , radio messages 
and drama, right down to the village 
level. At first we just emphasized 
what AIDS was and how it was 
spread, and today we find that 99.7% 
of our people are aware of it. 

But knowing how dreadful the 
disease is did not mean that all who 
were aware of it remained free from 
risk. So we developed new mes
sages, emphasizing control methods 

other than sexual abstinence; these 
included safer practices, such as the 
use of the condom, as well as reduc
ing the number of sexual partners 
and staying faithful to one HIV-free 
sexual partner. 

The control of other sexually 
transmitted diseases has been a vital 
part of HIV I AIDS control in Uganda. 
Since STDs make patients more 
vulnerable to infection with HIV yet 
can mostly be treated successfully, 
Ugandans have been urged to seek 
treatment for any sexually transmit
ted infection to limit the risk of 
acquiring HIV too. Treatment has 
been made widely available, and our 
health workers are trained in manag
ing the symptoms of STDs. 

Condom use has been widely 
promoted, even though condoms 
themselves are not an absolute insur
ance against HIV infection. A study 
on knowledge, attitudes, behaviour 
and practices, carried out in October 
1996 by the Surveillance Unit of the 
STD/ AIDS Control Programme, 
showed that condom use had in
creased and was partly responsible 
for a reduction in the infection rate. 
The Ministry of Health offers con
doms free of charge through each 

district medical office and health 
unit. In addition, condoms available 
for sale are distributed through social 
marketing organizations. 

Now under the management of 
Dr Elizabeth Madraa, the AIDS 
Control Programme was started in 
1986 four years after the first cases 
were reported. In 1990, the Uganda 
AIDS Commission was set up to 
coordinate all AIDS control activities 
in the different sectors, since it was 
clear that control had to be a multi
sectoral effort. 

Infection rates have fallen consid
erably, but the sheer numbers of 
patients with AIDS are greater than 
the existing health centres and hospi
tals can handle, and our available 
health services are overburdened. 
Although there are now drugs to treat 
HIV I AIDS-infected people, their 
cost is far too high for most patients 
in a poor country like Uganda. Until 
the price of such treatments falls 
radically, the AIDS picture in 
Uganda will continue to look bleak. 
All the same, a lot of progress has 
been made, we continue to think 
positively and we are determined 
that, sooner or later, our country will 
master this terrible epidemic. • 

A mobile health team visits a young AIDS patient at home in Kampala . Although infection rates 
have fallen considerably, the sheer number of patients still overwhelms the health seNices . 
Photo Panos Pictures/5. Sprague © 
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Sexually transmitted 
infections - the challenge 
Antonio Gerbase, Shanthi Noriega-Minichiello & Bea Vuylsteke 

An awareness campaign in the streets of Hanoi sensitizes people to the fact that sexually 
transmitted diseases encourage the transmission of HIV, so it is all the more important to practise 
safe sex. Photo Keystone/Hoang Oinh Nom © 

The prevention and prompt 
effective treatment of 
sexually transmitted 
infections will significantly 
improve the reproductive 
health of a population. Such 
actions also have the 
potential to slow down the 
HIV epidemic. 

Sexually transmitted infections 
(STis) are so called because 
they are mainly transmitted 

through unprotected sexual contact 
with an infected partner. Some of 
them, such as syphilis and HIV 
infection, can also be transmitted 
through blood and from mother to 
child. STis are caused by more than 
20 microorganisms; some of these 

are bacterial (such as those causing 
gonorrhoea and chlamydial infec
tion) and can be treated by common 
antibiotics; others, such as HIV, are 
viral and at present have no cure. 
The most common signs of infection 
include discharge from the penis in 
men, abnormal discharge from the 
vagina in women, blisters and sores 
in or outside the genitals, and 
swollen glands in the groin. 
However, because many STis cause 
no- or only mild- symptoms, many 
people don't even realize that they 
are infected. 

Every day, about one million 
people are infected with an STI, not 
even counting HIV; in other words, 
ten people are infected every second. 
Most of these infections occur in 
developing countries where the 
access to good quality health services 
is limited. 

When untreated, STI may cause 
serious complications, such as 
chronic abdominal pain, infertility 
and ectopic pregnancy in women, a 

potentially life-threatening condi
tion. Syphilis, for instance, may be 
passed on to a developing baby in 
the womb, and cause premature 
birth, congenital syphilis and even 
the death of the baby. 

Higher risk of HIV 
STis facilitate the transmission of 
the human immunodeficiency virus 
(HIV). A person infected with an 
STI (especially one where lesions 
occur) is at higher risk of getting 
HIV from an infected partner, and an 
HIV-infected person eo-infected 
with another STI will pass the HIV 
virus more easily to his or her part
ner during unprotected intercourse. 
This has important implications for 
HIV prevention. A study in 
Mwanza, United Republic of 
Tanzania, demonstrated that im
proved STI care at the primary 
health care level reduced the number 
of new HIV infections. 

Preventing infection is critical 
since there is no effective treatment 
for viral STis, including HIV. Mass 
education campaigns contribute to 
improved knowledge of STis and to 
safer behaviour, by promoting 
fidelity and condom use. Projects 
involving the social marketing of 
condoms have been successful in 
making condoms available and 
encouraging their use in many devel
oping countries. 

Prompt treatment of STis reduces 
their infectiousness for sexual part
ners and hence the spread of new 
infections; it also lowers the risk of 
complications and of HIV infection. 
WHO has developed simple treat
ments based on "the syndromic 
approach". A syndrome is a group 
of symptoms and easily recognized 
signs, and a syndromic approach 
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A health worker visits a woman at home in Uganda . Health programmes for women, including 
family planning projects, offer an ideal framework for the prevention of sexually transmitted 
infections. Photo Format Photographers Ltd/}. Chapman © 

provides treatment for the most 
common causative organisms for that 
syndrome. A health care worker can 
make a correct diagnosis in most STI 
patients without sophisticated labora
tory tests and without the need for a 
repeat visit by the patient. This 
approach is currently being used in 
primary health care settings in a large 
number of developing countries. 

One of the major challenges to 
STI control is the fact that many 
infections show no symptoms. This 
is especially true for women, who are 
at the same time most at risk of 
reproductive health complications. 
The integration of STI services into 
other health programmes for women 
(such as family planning pro
grammes) could make these services 
more accessible to women, but a 
major drawback is the absence of 
simple STI screening tests. 

Even if infected people are symp
tomatic, they often do not go to the 
health centre. Many patients prefer to 
consult traditional healers , and self
medication for STI is very common 
everywhere in the world, since peo
ple are often too poor to pay for 
transport, for a consultation or for 

prescribed drugs. Another important 
reason is the lack of privacy at the 
health centre and the stigma that 
arises from having an STI. In some 
societies, women dare not tell their 
husbands they have an STI for fear 
of being accused of infidelity. 

Vulnerable youngsters 

Another challenge is to design 
preventive and curative services for 
particular vulnerable groups. 
Adolescents are such a group. They 
are more vulnerable to infection than 
adults because of behavioural char
acteristics such as frequently chang
ing partners, social factors such as 
the difficulty of saying "no" to 
unsafe sex (especially with aii older 
partner), and biological characteris
tics such as an immature genital 
tract. Moreover, they are among the 
groups least likely to use preventive 
health care services. 

Finally, the increasing mobility 
of populations, urbanization, 
poverty, demographic changes, 
displaced populations in war situa
tions, and the migration of men 

seeking work are all factors that 
increase the risk of STis. These are 
issues that go beyond health care in 
the strict sense, making it difficult 
for health care professionals to 
improve the situation without sup
port from other sectors. 
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The prevention and prompt 
effective treatment of STI will have 
a major impact on improving the 
reproductive health of a population. 
It also has the potential to slow down 
the HIV epidemic. Many success 
stories of behavioural change result
ing from prevention campaigns and 
of improvements in the quality of 
STI care have been reported, in both 
developing and industrialized coun
tries. Lessons learned from these 
experiences should serve as a frame
work, on the basis of which the most 
effective interventions can be 
adapted and put into effect on a 
wider scale. Adoption of a syn
dromic approach to STI care will 
make good quality services widely 
available. Adolescent-friendly 
services are also needed to improve 
access. A set of well-coordinated 
activities, in which classic strategies 
are in balance with innovative ap
proaches, is essential if real success 
is to be achieved. • 

Or Antonio Gerbase is Medical Officer and 
Shanthi Noriega-Minichiello is a Short-Term 
Professional with the Initiative on HIV /AIDS & 
STI, World Health Organization, 121 1 
Geneva 27, Switzerland. Or Bea Vuylsteke is 
with the Department of Infection and Immunity 
at the WHO Collaborating Centre on AIDS, 
Institute of Tropical Medicine, Nationaleslraat 
155, B-2000 Antwerp 1, Belgium . 
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HIV counselling and testing 
lgnatius Kayawe, Michael Kelly & Rachel Baggaley 

A
s the HIV problem intensifies, 
the issues of care and support 
for affected individuals, and of 

prevention of HIV transmission to 
those who are not infected, become 
ever more critical. Voluntary HIV 
counselling and testing (VCT) is 
now seen as a key entry point for a 
range of interventions in HIV pre
vention and care. 

Following breakthroughs in 
beneficial interventions for people 
living with HIV I AIDS, there is more 
reason for VCT to be promoted. 
Although high prices make antiretro
viral drugs unattainable for most 
such people in developing countries, 
other interventions are relatively 
cheap and can reduce the degree of 
sickness. These include tuberculosis 
preventive therapy, and treatment 
with the drug cotrimoxazole, used to 
prevent several HIV-related infec
tions. VCT is the entry point for 
these interventions. When people 
know what their status is, they can 
cope better and make plans for their 
own and their family's future . 

A recent study from Thailand 
showed that "short course" treatment 
with zidovudine can reduce HIV 
transmission from mother to child by 
50%. This drug may soon be made 
more widely available for seroposi
tive mothers in developing coun
tries. 

Lusaka, the capital of Zambia, 
has been severely affected by HIV. 
The seroprevalence among women, 
as shown by anonymous antenatal 
screening surveys, is around 30%, 
and recent community surveys 
indicate that 26% of both men and 
women aged 15 to 39 years are HIV
seropositive. HIV affects almost 
everybody, directly or indirectly, in 
Zambia. There are tens of thousands 
of AIDS orphans and most house
holds have to care for sick family 
members or for the children of 
relatives who have died. 

In industrialized countries, where 
HIV seroprevalence is low, VCT is 

Experience at a counselling centre in Zambia has shown that 
voluntary HIV counselling and testing (VCTJ helps people to 
cope with their HIV infection. Wholehearted promotion of 
voluntary HIV testing for young people would offer greater 
chances of preventing transmission. 

widely available. In contrast, devel
oping countries often have a high 
prevalence but VCT is rarely avail
able. One exception in Africa is the 
AIDS Information Centre in 
Uganda, where more than 450 000 
people have received VCT. 

Kara Counselling Trust 

Zambia's first VCT centre, the Kara 
Counselling and Training Trust, was 
established in November 1992 and 
offers a variety of support services 
outside the workplace or medical 
centre. These include a skills train
ing programme for people with HIV, 
a post-test club, a clinic for basic 
medical problems, and a referral 
service for people with more compli
cated medical problems or for those 
requiring home-based care services. 
Kara also has an active peer educa-

tion programme run by the Positive 
and Living Squad ("the PALS"). 

In high-prevalence countries, 
many people may think that they are 
positive yet find they are in fact 
negative. Many have reported that 
discovering they were negative 
encouraged them to change their 
sexual behaviour in order to stay 
negative. Those who test seroposi
tive benefit greatly from psychologi
cal support and referral for care. 
Counselling helps them to cope and 
plan ahead. 

"1 did not really understand about 
HIV before I saw the counsellor. You 
see what 1 knew was that 1 had had a 
lot of girlfriends - about I 4 - and, 
like the posters say, that is how you 
get AIDS. So 1 was very certain I 
would have it. So when the result 
came back negative I thought it must 
be wrong. The counsellor explained 

A couple in Zambia ore counselled before they hove on HIV test. 
Photo Format Photographers Ltd/M.Murroy © 
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In the Hope House of Lusaka, women acquire 
the skills to cope with HIV. Photo Format 
Photographers Ltd/M.Murray © 

to me that I had been lucky- but it 
could happen next time. She sug
gested we repeated it, which I did 
and it was negative too." 

M., aged 21, Lusaka, Zambia 

At Kara, many men who had been 
tested said that they would use safer 
sex to reduce HIV transmission to 
partners or to prevent themselves 
from being infected by their sexual 
partners. Women, however, still face 
considerable barriers because of 
unequal status in sexual decision
making. It is often difficult for 
women to ask their husbands to use 
condoms. So even if they test nega
tive, they may be at continuing risk 
of HIV infection from their husband, 
especially if he has other sexual 
partners. 

"I amfaithful to my husband. I can't 
force him to have a test- he refuses. 
But although my husband says he is 
faithful to me, I doubt it ... but what 
can I do?" F , aged 23, Lusaka 

Why do people decline HIV test
ing? Three principal reasons are 
put forward. 

Although there is increasing demand 
for VCT in Zambia and other 
African countries, there is still often 
great reluctance to be tested. The 
commonest explanation is the fear 
of being unable to cope if the test is 
positive. Many people expected 
they were seropositive, either be
cause of their past sexua~ behaviour 
or because of intercurrent illness, but 
they preferred not to have it con
firmed. 

"My first husband died of what I 
suspect was AIDS. I think I must 
have the virus too, especially when I 
know that we were having sex even 
in the month he died. I don't want to 
be told I've got it- even though I 
suspect it. It would just break my 
heart to know for certain that I 
would have to go through all that 
suffering like my husband did." 

F, aged 29, Lusaka 

11No cure or treatmenl1
' 

Others say they feel it is quite likely 
they are seropositive but, as there is 
little medical help available for 
people with HIV, the test is of no 
benefit to them. 

"If people go for a test and they test 
positive, there is nothing you can do 
for them because you cannot cure 
the disease. All you do is to make 
them worry themselves to death. 
That is why I would not go for a test. 
I may have the virus but I don't know 
so I don't worry." 

M., aged 32, Lusaka 

11Stigma" 
Women in particular said that it was 
thought to be shameful to have HIV. 
They worried that if they were 
known to be seropositive they would 
suffer discrimination. 

"If I have HIV, people will not say 
that I got it from one sexual partner, 
which is possible, but they will say I 
had many sexual partners. I do not 
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want to be classified as a prostitute." 
F, aged 28, Lusaka 

The challenge 
More than 20 million of the 30 
million people estimated to be living 
with HIV at the end of 1997live in 
sub-Saharan Africa. UNAIDS 
estimates that more than 90% of 
these are unaware of their infection. 

There are individual benefits that 
stem from knowing one's HIV 
status, and there are also huge poten
tial benefits for society. There is a 
strong environment of stigma and 
denial in parts of Africa, and this is 
tacitly supported by policy-makers 
and health care staff. HIV is rarely 
entered as a cause of death in 
African death certificates, yet treat
ment decisions are made on the 
assumption that a patient is infected. 
Increased availability and use of 
voluntary counselling and testing 
would be an important step towards 
normalizing attitudes to HIV and 
improving the environment for 
prevention of transmission. 

Although the demand for VCT 
has increased in Zambia and other 
countries in sub-Saharan Africa, 
there are still barriers to be over
come, not least the fear that receiv
ing a positive result will be of little 
benefit and lead to discrimination 
and abandonment. VCT would 
overcome these barriers if it were 
integrated with medical and support 
services for people with HIV. 

Experience at Kara has shown 
that VCT helps people to cope with 
their HIV infection, to get access to 
care and to plan for the future. All 
too often the opportunity to prevent 
transmission has already been 
missed. A wholehearted promotion 
of voluntary HIV testing for young 
people, before they are pregnant or 
sick, would offer greater chances of 
preventing transmission. • 

lgnatius Kayawe and Michael Kelly are with 
the Kara Counselling and Training Trust, P. 0. 
Box 37559, Lusaka, Zambia. Or Rachel 
Baggaley is a short-term consultant with the 
Initiative on HIV /AIDS & STI, World Health 
Organization, 121 I Geneva 27 
Switzerland 
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HIV infection and TB 
Kevin M. De Cock & Mark S. Dworkin 

Four levels of interaction can be identified 
between HIV infection and tuberculosis, and 
these have implications for the epidemiology, 
clinical manifestations, treatment and 
prevention of both diseases. 
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The word synergy is derived from 
the Greek word synergos, which 
means working together. 

Synergism has been defined as "the 
interaction of discrete conditions 
such that the total effect is greater 
than the sum of individual effects." 
This type of interaction accurately 
describes the relationship between 
tuberculosis (TB) and infection with 
the human immunodeficiency virus 
(HIV). Both infections are long-term 
and both may remain silent for long 
periods. 

In India, a TB patient has his chest X.rayed to see if there is an 
improvement in his condition . Each year, 8 million cases of active 
tuberculosis are recorded throughout the world. 

Tuberculosis infection is acquired 
by inhalation of Mycobacterium 
tuberculosis, a highly infectious 
organism which is transmitted as an 
aerosol when a person with pul
monary TB disease coughs; in devel
oping countries more than half the 
population may be infected with 
M. tuberculosis. The ability of the 
human immune system to contain 
latent TB infection results in only 
about 10% of infected persons devel
oping active TB at some point in 
their lives; nevertheless TB still 
caused about one-quarter of the 
preventable adult deaths in develop
ing countries before the HIV I AIDS 
pandemic. The introduction of 
effective therapy for TB in the 1950s 
led to optimism about the prospects 
for global TB control, but some eight 
million cases of active TB and three 
million deaths continue to occur 
annually. 

HIV infection greatly increases 
susceptibility to TB, and this has led 

Photo Panos Pictures IN Cooper© 

to a tremendous increase of TB in 
areas where both infections are 
prevalent. Around 15 million per
sons worldwide are infected with 
both HIV and M. tuberculosis, of 
whom over two-thirds reside in sub
Saharan Africa. By the year 2000, 
some 1.4 million cases, or 14% of the 
global total, will be associated with 
HIV infection. Several African 
countries have seen their TB case
load double or treble since the 
HIV I AIDS pandemic began. 

The synergistic relationship 
between HIV and M. tuberculosis 
has taken the world from a position 
of optimism about TB elimination to 
one of crisis, especially in sub
Saharan Africa, but also in Latin 
America, the Caribbean, and South 
and South-East Asia. HIV
associated TB has also increased in 
the industrialized world, especially in 
southern Europe and the United 
States, but the public health infra
structure there has been able to 
contain the problem. A further 
hazard has been the emergence of 
multidrug-resistant TB, that is, dis
ease caused by strains resistant to 
rifampicin and isoniazid, the most 
potent anti-tuberculous drugs avail
able. This has disproportionately 

affected HIV-infected persons in 
some industrialized countries, and 
would be disastrous if it took hold in 
developing countries. 

Interactions 
Four levels of interaction can be 
considered; (i) the effect of HIV on 
latent TB infection; (ii) primary TB 
infection in HIV-infected persons; 
(iii) re-infection with M. tuberculo
sis in HIV-infected persons; and 
(iv) the effect of TB on the natural 
history of HIV infection itself. 
These interactions have implications 
for HIV and TB epidemiology, 
clinical manifestations, treatment 
and prevention. 

HIV-infected persons with latent 
TB infection have an annual risk of 
developing active TB disease that 
may be as high as 5-10%, the risk 
being higher the more advanced the 
stage of immune deficiency. HIV
infected persons are also at risk of 
progressive disease immediately 
after infection with M. tuberculosis, 
and are vulnerable to reinfection. 
Finally, active TB may adversely 
affect the clinical course of HIV 
disease itself. 
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provide such treatment in many 
developing country settings. BCG 
vaccination reduces the risk of 
disseminated tuberculosis in chil
dren, but contributes little more to 
overall TB control. Finally, infec
tion control measures such as sepa
rating patients with active TB for the 
first two weeks of treatment from 
others, especially HIV-infected 
persons, should be attempted. 

With confirmed tuberculosis, this woman wonders what the future holds for her. 
Photo Panos Pictures/! Toy/or© 

Despite adequate measures to 
treat TB, HIV-infected persons are 
likely to develop other complica
tions, and will require HIV testing 
and counselling, personal and family 
support, and further medical care. 

The HIV pandemic has had a 
dramatic effect on the epidemiology 
of TB, especially in sub-Saharan 
Africa and parts of Asia. DOTS 
currently offers the best chance of 
limiting the damage and preventing 
drug resistance, but still further 
efforts will be required in areas of 
high HIV prevalence where TB 
continues to increase. There is an 
urgent need for greater investment 
in TB control and new tools, specifi
cally an effective vaccine, better 
diagnostics and better drugs. • 

TB is the commonest opportunis
tic infection that complicates HIV 
infection in much of the developing 
world, and is responsible for one
third or more of HIV-associated 
deaths in sub-Saharan Africa. 
Clinically, HIV-infected persons with 
TB mostly show symptoms similar to 
those of HIV-negative persons, such 
as fever, cough and weight loss. 

The diagnostic and therapeutic 
approach to TB is the same whether 
people are HIV-positive or HIV
negative. National programme 
guidelines should dictate the exact 
regimens used, but certain principles 
apply internationally. Treatment is 
initiated with standard regimens of 
three or four drugs, including ri
fampicin and isoniazid, for an initial 
intensive phase of two months, 
followed by a continuation of four to 
six months of treatment with two 
drugs. Side-effects to medications 
are more common in HIV-infected 
persons, the most severe and com
mon being associated with thioaceta
zone, which should not be used in 
those infected with HIV. 

Prevention and control 

WHO has proposed the DOTS (di
rectly observed treatment, short 
course) strategy for global TB con
trol. The key elements are govern
ment commitment, sputum smear 
microscopy to detect infectious 
cases, standardized short-course 

treatment, a secure supply of drugs, 
and a recording and reporting sys
tem. This should be considered the 
minimum strategy to reduce trans
mission of TB and prevent the emer
gence of drug resistance. 

To prevent the synergistic rela
tionship between HIV and M. tuber
culosis, both infections need to be 
prevented, so HIV I AIDS and TB 
programmes need to collaborate 
more closely. Early recognition and 
treatment of persons with active TB 
are critically important to prevent 
further TB transmission. Treatment 
of HIV-infected persons without 
active TB for six to twelve months 
with isoniazid reduces their inci
dence of TB in the short term by two
thirds. Unfortunately, it is difficult to 

Or Kevin M. De Cock is Director, Division of 
HIV /AIDS Prevention-Surveillance & 
Epidemiology, Centers for Disease Control 
and Prevention, 1600 Clifton Road NE 
Mailstop 0-21, Atlanta, GA 30333, USA, 
and Or Mark S. Dworkin is a Medical Officer 
in the same Division. 

TB patients collecting their drugs from the hospital in China. They will follow their course of 
treatment under the direct supervision of a health worker. Photo WHO/). Mullins 
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Care for people living with 
HIV/AIDS 
Elly Katabira, Fronds Mubiru & Eric van Praag 

An East African woman (left) participates in a study on AIDS. Where and how to obtain care 
during and after the study are important elements of informed consent. 
Photo Keystone/Science/Photo Library© 

J
ohn found out he was HIV
positive in 1989 when he was 
offered a university place in the 

United States. A requirement before 
taking up his place was a medical 
examination which included an HIV 
test. He was devastated when the 
positive result came back. Not only 
had he lost the opportunity of study
ing abroad but he also had to face 
the knowledge that he had a terminal 
illness which he couldn't talk about 
and with very little hope of any 
treatment. 

Eventually he went to the city's 
hospital where a small HIV clinic 
was run by a nongovernmental 
organization, and he took up a 
counselling course as a volunteer. 
After some months he felt able to use 
his skills to help others learn about 
HN. Over the following years he 
visited numerous schools, work
places and clinics to talk about HIV 
and use his personal experience to 
educate others and destigmatize this 
condition. He remained well until 
1994, when he got TB. This was 

successfully treated and he was able 
to return to work. His health deterio
rated again in late 1995, and he had 
a bout of pneumonia and recurrent 
abscesses. He continued to be active 
in the PLHA (people living with 
HIVIAIDS) network and was always 
very well informed about the latest 
developments in HIV treatments. 

John's health deteriorated further 
and he had to stop work. Despite 
having given more than seven years 
of his life to educating people about 
HIV, he died recently in poverty
unable during the last few months to 
buy all the food he needed, let alone 
any medication. 

Support urgently needed 

John's case illustrates the prolonged 
and devastating effects that HIV 
infection and AIDS have at a per
sonallevel. It also highlights some 
of the new approaches that health 
services and communities have 
developed to meet the various needs 

For people living with 
HIV /AIDS, the concept of 
comprehensive care across a 
continuum recognizes the 
need for care at several points 
ranging from voluntary testing 
and hospital and social 
services to community-based 
support groups and home
based care. 

of people living with HIV I AIDS 
(PLHA), such as counselling and 
support groups. It also shows that 
some of the successful drug inter
ventions in parts of the industrialized 
world are just a dream in many other 
settings. 

People living with HIV/AIDS 
have a variety of needs and problems 
related to their condition. It is essen
tial to both appreciate and under
stand these needs in order to develop 
practical, realistic and achievable 
care. In most countries, HIV infec
tion predominantly affects young 
people in their most productive 
period of life. Ultimately fatal, it 
may last for many years with 
episodes of illness that alternate with 
disease-free periods. The infection 
further provokes strong emotional 
reactions which lead to stigmatiza
tion and rejection not only by com
munities but even by health staff, 
even though the disease has been 
around for almost 20 years. Care 
responses have to be very wide in 
order to cover such needs as clinical, 
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nursing, psychological and social 
support. 

Those responses did develop in 
many countries, particularly in 
Africa, faced with an escalating HIV 
epidemic. Initiatives came from a 
variety of sources, including PLHA 
themselves and their affected rela
tives and friends, from nongovern
mental organizations and from 
various support groups organized at 
community or hospital or national 
level. Comprehensive care responds 
to medical, emotional and social 
needs. 

A care continuum 

A synthesis of these approaches, 
based on lessons learned so far, 
resulted in the concept of compre
hensive care across a continuum. 
This recognizes the need for care 
through all stages of HIV infection, 
which should be accessible at several 
points along a continuum from vol
untary testing, counselling sites and 
hospital and social services to com
munity-based support groups and 
home-based care. 

A good example of such an 
approach is The AIDS Support 
Organization (TASO) in Uganda. 
Several government health workers 
and affected relatives of HIV
infected patients established a non
governmental organization and ran 
weekly clinics in some national 
hospitals, where comprehensive care 
was provided. TASO provides med
ical services, counselling and social 
support for clients and their families 
as well as establishing linkages with 
community-based initiatives such as 
home care. Community workers in 
turn would refer the client back to the 
TASO clinic, when necessary, for 
more specialized support to ensure 
comprehensive care across the con
tinuum from home to hospital. 

As the HIV epidemic enters the 
third decade, the challenge is how to 
expand care to ensure that PLHA 
have access to voluntary testing and 
counselling, and to the newer or 
improved clinical interventions, such 
as providing isoniazid, a cheap and 
widely available drug to prevent 
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tuberculosis. 
The latest addition to any contin

uum of care project is the introduc
tion of antiretroviral drugs if they 
can be afforded. At present, they are 
too expensive for the majority of 
HIV-infected people and, even if 
available, are effective only in about 
50% of patients. In countries with 
limited resources, access is further 
constrained by the limited number of 
clinicians and nurses who know how 
to use these drugs effectively and 
safely, as they very often interact 
with other medications. Yet if taken 
with appropriate monitoring and 
supervision, antiretroviral therapies 
will prevent opportunistic infections 
occurring for months or even years 
and thus improve the quality of life 
of many patients. 

For any expanded care 
programme to be successful, there 
must be voluntary counselling and 
testing to help people infected with 
HIV to know and accept their 
seropositive status. In this way they 
are able to participate fully in the 
medical, social and psychological 
interventions, even in an environ
ment which is often not conducive to 
compliance. Joint efforts are being 
made involving the people affected, 
clinical and research institutions, the 
donor community and agencies such 

as UN AIDS, UNICEF and WHO. 
They are seeking to respond to the 
challenges in the most severely 
affected countries, and are widely 
promoting initiatives such as 
TASO .• 

Or Elly Katabira is a eo-founder of TASO and 
physician and Senior Lecturer at Mu/ago 
Hospital, Medical School, Makerere 
University, P.O. Box 7062 Kampala, Uganda: 
e-mail katabira@imul.com; Or Eric van Praag 
is a medical officer and health planner with the 
Initiative on HIV /AIDS & ST/, World Health 
Organization, 121 1 Geneva 27 , 
Switzerland.· e-mail vanpraage@who.ch 

To our deep regret , Dr Francis 
Mubiru, who was in charge of 
the HIV clinic ofTASO in Mulago 
Hospital , died in a traffic 
accident in Uganda shortly after 
this article was written . 
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Ensuring access to AIDS drugs 
Robin Gray, Vincent Habiyambere & Fran~oise Renaud· Thery 
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An HIVpositive patient with her doctor in London. In industrialized countries, where new drugs are available, mortality from AIDS has fallen. But for 
most of the 30 million HIV-infected people in the world, such treatments are not available. Photo Format Partners/B. Prince© 

Today, new drugs are known to prolong life and alleviate 
symptoms, but their high cost means that they are not 
available to most of the 30 million H/V-infected people. 

Prevention is still the only 
strategy that will reduce the 
HIV I AIDS epidemic. New 

drugs prolong life and alleviate 
symptoms but do not cure. In indus
trialized countries, where the new 
drugs are available, mortality has 
fallen, but for most of the 30 million 
HIV-infected people these treatments 
are not available. 

Drugs for HIV I AIDS fall into 
different groups. Antiretroviral 
drugs attack the causative agent by 
suppressing virus replication. They 
are new, hugely expensive and, if 
taken singly, risk encouraging the 
virus to become resistant. Therefore, 
to minimize the risk of resistance, 
three such drugs are taken together, 
as triple combination therapy. 
Dosage regimes are complex, side
effects are common and one-third to 
a half of those who start therapy drop 
out. The antiretroviral zidovudine, 
taken orally in late pregnancy and 

during delivery, reduces transmis
sion of the virus from mother to 
child, but integration of this treat
ment into the antenatal services of 
some developing countries is beset 
with difficulties, as voluntary pre
natal counselling and HIV testing 
are often unavailable. Drugs for 
some of the opportunistic infections 
that afflict people with weakened 
immune systems are cheap, but the 
newer and more effective ones are 
costly. Palliative drugs are relatively 
cheap, but morphine, to relieve pain, 
presents an administrative problem 
because of the international controls 
on it. 

The goal of equitable access 
requires fulfilling the key objectives 
of rational drug selection: afford
ability, effective supply manage
ment, and rational use. The same is 
true of drugs for HIV-related dis
eases. These objectives require 
harmonization of action by all part-

ners from manufacturer to end-user. 
National governments hold the key 
position, as they are responsible for 
coordinating the efforts of all those 
concerned: bilateral donors, non
governmental organizations, the 
public and private sectors, the phar
maceutical industry, distributors, 
health care professionals and people 
living with HIVIAIDS. In order for 
an individual to have access to drugs, 
they must be available from a local 
pharmacy at a price that is afford
able, and should be effective and 
safe, with information given on how 
they should be correctly taken. 

Governments are also responsible 
for having a national drug policy to 
ensure that drugs for the major public 
health problems are affordable and 
available, and to permit increased 
access to essential drugs. Such a 
policy must have close links with the 
national AIDS programme in order 
to identify and integrate drug needs. 

A feature of HIV I AIDS is that 
many disease-free years may elapse 
between infection and the appear
ance of opportunistic disease. This 
window allows people who are fit 
but HIV-infected to become 
advocates for their own treatment, 
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Rough costs of treatments for HIV I AIDS-related diseases 
Treatment of symptom 

Palliative drugs 
Depression amitriptyline uss 1 4 weeks 
Diarrhoea, cough, pain codeine phosphate uss 5 4 weeks 
Nausea metodopramide uss 1 4 weeks 

Treatment of opportunistic infections 
Anti-infedive drugs 

Tuberculosis short course treatment uss 15-45 full treatment 
Tuberculosis isoniazid uss 5 prevention 1 year 
T oxoplasmosis5 sulfadiazine uss 507 prevention 1 year 
Cytomegalovirus goncydovir uss 959 treatment IV. 14 days 
Cytomegalovirus goncydovir (oral) uss 21 967 prevention 1 year 

Mother-to-child transmission 
zidovudine uss 130-360 from 36 weeks gestation 

until after delivery 

Antiretrovirals triple therapy with three uss 12 000 treotment1 yeor 
antiretrovirals 

different combinations possible 

Prices quoted give an idea of order of magnitude only. Actual prices vary considerably between countries and depend 
on manufacturers' prices, import taxes, and wholesale and retail markups. 

provided that voluntary counselling 
and testing are available. Groups of 
people living with HIV I AIDS in 
Latin America have been successful 
in raising the question of access to 
drugs as a legal or constitutional 
issue. In countries without advocacy 
groups, it is up to the health authori
ties to place HIVIAIDS firmly on the 
health agenda. 

In the context of a national essen
tial drugs list, drugs are chosen on 
the basis of the country's disease 
patterns, the most common condi
tions being given priority. Such a 
list should reflect the gravity of 
HIV I AIDS in the country. Drug 
selection focuses on drug prices, 
financing and supply, therapeutic 
decisions, training of health care 
workers, public information, and 
drug quality assurance. For 

tions, groups of people living with 
HIVIAIDS, and communities are 
forming supply networks for bulk 
purchases of essential drugs and, 
increasingly, such groups from 
developing and industrialized coun
tries are linking up to improve pre
vention measures and access to 
drugs. 

Even if drug prices are reduced, 
substantial funds are needed and 
national funding of drugs for HIV
related diseases should not be pro
vided at the expense of other health 
priorities. So governments need to 
be innovative in designing new 
financial mechanisms to fund drug 
provision. Senegal, for example, has 
increased its annual health expendi
ture, encourages private health 
insurance, supports community 

19 

participation and involves interna
tional agencies. Insurance schemes, 
which in the past did not reimburse 
patients for new AIDS drugs, are 
increasingly doing so. New kinds of 
partnership between public, private 
and non-profit organizations are 
needed to improve the supply, distri
bution and rational use of drugs. 

Measures to reduce the prices 
paid to producers and importers may 
include collecting information on 
drug prices and suppliers to make 
negotiations fairer, locating new 
sources, ensuring competitive pro
curement and imposing direct price 
controls. Mark-ups made by private 
drug suppliers between the source 
and the consumer can add as much 
as 100% to a drug price, with the 
result that more people are excluded 
from care. 

Available and affordable drugs 
are not enough; to work effectively, 
they must be taken with the correct 
dosage, frequency and duration. The 
supporting health system must have 
the capacity to diagnose and monitor 
HIV infection and related condi
tions, and it must have trained health 
care workers to supervise treatment 
and offer psychosocial support. 
Above all, people living with 
HIVIAIDS must themselves be 
involved and well informed about 
their treatment. • 

Or Robin Gray and Or Vincent Hobiyambere 
are Medical Officers, and Or Fran<;:oise 
Renaud-Thery is a Technical Officer with the 
WHO Action Programme on Essential Drugs, 
World Health Organization, 1 2 1 1 Geneva 
27, Switzerland. 

HIV I AIDS, the process may also 
involve political, social, ethical, 
economic and medical challenges. 

The number of illness episodes and patients who can be 
treated with US$ 1 0 000 varies hugely 

In most countries, a mix of pub
lic, private and nongovernmental 
systems is responsible for procure
ment, competitive tendering and 
price negotiations. The private 
sector is efficient in making drugs 
available, though usually only in 
urban areas, but problems that arise 
include misleading promotion, 
irrational prescribing and self
medication, high prices and poor 
quality. Nongovernmental organiza-

PCP prophylaxis ==:J 91 0 
Mother-child transmission 38 

CMV prophylaxis 1 
Triple therapy 1 

PCP= carinii pneumonia CMV= 

Number of illness episodes 

Number of patients -
one year of treatment 

9900 
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AIDS strengthens its grip on 
the world 
Bernhard Schwartliinder, Elisabeth Pisani, Neff Walker, Roeland Monasch & Antonio Gerbase 

for the UNAIDSIWHO Working Group on Global HIV/AIDS and STI Surveillance 

Injecting drugs is illegal in almost every country, but is a common practice all around the world, 
helping to spread AIDS. This adviser to AIDS Hilfe in Homburg, Germany, is promoting the supply 
of safe needles to drug addicts in prisons. Photo Keystone/DPA/M . Beck © 

I t is over a decade since the virus 
that causes AIDS was identified. 
In that time, HIV has spread to 

every corner of the globe. Today and 
every day this year, around 16 000 
men, women and children will be 
newly infected with the virus. 
Unless an affordable cure is found, 
most of them, together with 33 mil
lion others already living with the 
virus, will die within a decade. 

HIV is spread through sex -
mostly heterosexual but also sex 
between men - and contact with 
infected blood, particularly through 
sharing needles when injecting 
illegal drugs. Infants can become 
infected with HIV during pregnancy, 
at birth or through breastfeeding. In 
rich countries these modes of trans
mission have been eliminated almost 
entirely with preventive drugs and by 
encouraging mothers with HIV to 
bottle-feed. Fewer than 1000 infants 
were born with HIV in 1998 in the 
industrialized world, compared with 
over half a million in developing 
countries, most of them in Africa. 

Many countries have made 
tremendous efforts to stop the virus 
spreading. Several- including 
Uganda, Thailand and industrialized 
countries of the northern hemisphere 
-have shown it is possible to cut 
down new infections by acknowl
edging the behaviours that spread 
the virus, and by providing informa
tion, skills and services to help 
people steer clear of risky sex and 
drug-taking. 

It is tragic, then, that in many 
communities the growth of infection 
continues unabated. Most HIV 
infections are currently concentrated 
in eastern and southern Africa. 
UN AIDS and WHO estimate that in 
at least two countries in southern 
Africa- Botswana and Zimbabwe
over a quarter of all adults in the 
most sexually active age group of 15 
to 49 years are already living with 
HIV. An extremely rapid rise in HIV 
infection rates in other, more popu
lous nations such as South Africa 
suggests that the pattern may be 
repeated. Africa bears the brunt of 

infant infection and death, too. 
In other parts of the world, infec

tion rates are generally much lower. 
There is, however, no room for 
complacency. In several parts of 
Asia, including countries with huge 
populations such as China and India, 
infection rates have leapt recently 
among people engaged in risky 
behaviour, such as drug injectors and 
sex workers. HIV has been recorded 
with alarming frequency among 
pregnant women in some cities in 
India, indicating that the virus is 
making its way into the general 
population. Although information 
about the virus is scarce in Asia, it is 
estimated that there are more people 
living with HIV in India than in any 
other country. Cambodia, Myanmar 
and VietNam are also struggling 
with rapidly rising numbers of 
infections. 

The countries of Eastern Europe 
and Central Asia are relative new
comers to the ranks of the HIV
affected. In those countries, 
explosive growth in HIV infection 
since 1995 has been fuelled by an 
increase in drug-injecting among 
young people. In Eastern Europe, 
the epidemic is at present largely 
confined to drug-injectors and their 
sexual partners. But a massive 
increase in sexually transmitted 
diseases other than HIV sounds a 
loud warning: many people are 
having unprotected sex with several 
partners, and it may be only a matter 
of time before they encounter a 
partner with HIV. 

Industrialized countries that have 
invested heavily in prevention pro
grammes- especially among young 
heterosexuals, homosexual commu
nities and drug injectors- have seen 
rising condom use and falling new 
infections. Expensive drug therapy 
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is staving off both AIDS and death 
among people infected with HIV in 
those countries, although it is not yet 
clear how long these therapies can 
remain effective. Antiretroviral 
drugs are expensive and complex to 
administer, so it is unlikely that they 
will soon be widely used in the 
developing countries, where 90% of 
HIV infection is concentrated. 

Sexual activity is common to 
every race, religion, culture and 
nation. Injecting drug use, illegal in 
practically every country, has also 
been recorded around the world. 
Why is it, then, that some countries 
and communities are worse affected 
by HIV than others? 

The answer is complex, and is 
still not fully understood. The types 
of sexual partner and patterns of 
sexual mixing that are common in a 
community provide part of the expla
nation. Countries where commercial 
sex is very common tend to see HIV 
spread faster than countries where 
casual sex takes place through a 
diffuse network of non-commercial 
partners. Adolescent girls are at 
greater biological risk of HIV infec
tion than older women, so communi
ties where very young women are 
sexually active often have high levels 
ofHIV infection. This is especially 
the case where young women have 
sex with older men, who have had 
more partners over their lifetime and 
are therefore more likely to be in
fected and to infect their current 
partners. HIV is also far more easily 
passed on to or from a partner who is 
suffering from another sexually 
transmitted disease (STD) such as 
syphilis or genital ulcer disease. 
High levels of STDs in communities 
where treatment for them is poor, 
unavailable or unaffordable lead to 
high HIV infection rates. 

Providing information about safe 
sex and services such as STD treat
ment, condoms and HIV counselling 
and testing can encourage safe be
haviour and help to reduce the spread 
of the virus. But information and 
services are not enough. Many who 
know they are at risk of infection and 
who have access to services to re
duce risk continue to become in
fected, sometimes because they do 
not have the skills needed to refuse 
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Tragic setback for AIDS research 
Among the victims of the crash of Swissair flight 1 1 1 off Nova Scotia on 
2 September 1998 wereJonathan Mann and his wife Mary Lou Clements
Mann -a unique personal and professional partnership working to find 
solutions to the AIDS pandemic. Mary Lou brought her research expertise 
to this quest, andJonathan contributed his vision of a world where HIV /AIDS 
would be tackled through a global combination of health, socia l and 
economic initiatives. 

Born in Boston, Massachusetts, in 1947, Jonathan Mann studied public 
health at Harvard . He took an early interest in the spread of AIDS, and 
between 1984 and 1986 founded and directed a collaborative AIDS 
research project based in Kinshasa. From 1986 to 1990, he was the 
Director of WHO's Global Programme on AIDS (GPA). His dynamic efforts 
to mobilize the world against the pandemic brought him public renown, 
and he tirelessly advocated global responses that were sound , effective 
and respec~ul of human rights. He regularly contributed articles to World 
Health magazine. He resigned from WHO in March 1990 to become 
Professor of Epidemiology and International Health at the Harvard School 
of Public Health. In January 1998, he became Dean of the Allegheny 
School of Health Sciences in Philadelphia. 

Mary Lou Clements-Mann was a professor at theJohns Hopkins University 
School of Public Health , Baltimore, Maryland . A distinguished vaccine 
expert, she was a member of the US Centers for Disease Control's Advisory 
Committee on the Children's Vaccine Initiative (CVI), and also a member of 
WHO's steering committee for HIV vaccine development and of the 
UNAIDS Vaccine Advisory Committee . 

sex or negotiate safe sex. Sometimes 
unprotected sex is a matter of sur
vival, as a means of earning money 
or of keeping a family relationship 
intact. Sometimes religious beliefs 
prevent the use of condoms although 
they could prevent infection, illness, 
and death. Some communities have 
worked simultaneously to provide 
knowledge, skills, services, eco
nomic alternatives for vulnerable 
people and changes in cultural or 
religious traditions that put people at 
risk of infection; and it is these that 
have been most successful in com
bating the AIDS epidemic. 

Most people live with HIV infec
tion for many years before they start 
to get sick, so the virus often spreads 
through a community for some time 
before people see its impact and 
realize the threat it poses to their 
well-being. HIV infection passed 
from mother to child is threatening to 
reverse gains in child survival. The 
most devastating impact, however, is 
on adults. Several community-based 
studies in rural areas of East Africa 
show that HIV is responsible for 
three out of four deaths of men and 
women in their most productive 
years -the ages when they are build-

ing up wealth and raising families. 
Many of the children of the 32 
million adults now infected will 
have to drop out of school to care for 
their sick parents or replace lost 
income. Eventually, they will be
come orphans, joining the over 
8 million who have already lost their 
mother or both their parents to 
AIDS. 

All the evidence shows that 
preventive methods, coupled with 
unsquearnish public awareness 
campaigns to make those methods 
widely known and adopted, can start 
to turn the tide and check the inex
orable spread of this insidious 
disease. • 

Or Bern hard Schwartlander, Or Elisabeth Pisani 
and Professor Neff Walker ore with the joint 
United Nations Programme on H/V I AIDS 
(UNA/OS}, I 2 I I Geneva 27, Switzerland 
Roe/and Monasch recently left the World 
Health Organization to ioin the United Nations 
Children's Fund (UNICEF} Or Antonio 
Gerbase is with the Initiative on HIV I AIDS & 
STI, World Health Organization, 121 I 
Geneva 27, Switzerland 
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AIDS and school education 
Mariella Baldo 

In Cuba, older school children are instructed in all aspects of family health, including how to practise safe sex. Photo Still Pictures/M Edwards © 

Studies show that sex 
education programmes at 
school do not lead to earlier or 
increased sexual activity in 
young people; on the contrary, 
they even delay first sexual 
intercourse, decrease sexual 
activity and result in safer 
sexual practices. 

5o many years into the 
HIV I AIDS epidemic, it seems 
self-evident that all children and 

adolescents who go to school should 
have the opportunity to learn how to 
protect themselves from HIV. In 
reality, only a limited number of 
countries have policies that make 
education on AIDS and STD manda
tory as part of a commitment to a 
health-promoting school. Why is 
this so? 

Most frequently, the reason is 
that school authorities fear a nega
tive reaction from parents. Yet, 
wherever surveys have been taken, 
parents have generally been support
ive of schools which take on the role 
of educating about AIDS; and where 
parents have been given the option 
to remove their children from sex 
education or AIDS education 
classes, very few have in fact done 
so. 

It is often difficult to find a place 
for AIDS education in an already 
overcrowded curriculum. Even 
where AIDS is in the curriculum, 
many children are denied proper 
education because few schools have 
materials and trained teachers - or 
because education is limited to the 
higher grades. Again, while infor
mation on AIDS may be taught, 
children may lack the opportunity to 
learn and practise the appropriate 
skills needed for preven- tion. 
Instead, the principle of "no sex 
outside marriage" is often the only 
guidance offered for growing up in a 
world where that principle seems 

powerless to contain the numbers of 
teenage pregnancies and the spread 
of sexually transmitted diseases. 

Today, young people tend to 
marry later - because of longer 
years of schooling and of unemploy
ment- and they are exposed to 
different kinds of relationships. 
Social norms change, and sexual 
behaviour that was frowned upon in 
girls but condoned in boys now 
tends to be openly practised by both. 
Adolescents need to learn how to 
handle pressures and take decisions 
about sexuality earlier in life. 

Non-discrimination 
School systems are often confronted 
with the problem of AIDS because it 
is known that a child infected with 
HIV has been enrolled, other parents 
protest, and the schools have no 
clear policy. Such cases occurred in 
Brazil some years ago, and more 
recently in South Africa, where the 
media reported them extensively. 
As a result, policies were drawn up 
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that reaffirmed the right of students 
and staff living with HIV or AIDS to 
continue their education and em
ployment. The policies also re
quired schools to provide students 
with education on non-discrimina
tion and the prevention of HIV 
infection and STDs. School poli
cies related to AIDS usually also 
include provisions for teacher train
ing, for collaboration between 
schools and families, and for referral 
to health services. 

Where health education is pro
vided as a subject, it is relatively 
easy to include AIDS as part of it. 
Elsewhere, AIDS education has 
been integrated in population educa
tion programmes, or in subjects 
ranging from civics to religious 
education or biology. Free-standing 
programmes have been set up, as in 
Zimbabwe, where a weekly hour on 
life skills and AIDS is being offered 
by trained teachers to all students 
aged between 10 and 18, and is 
continued in colleges of higher 
education. 

Education on sexual health 
should ideally start in primary 
school. Evaluation studies on pro
grammes to prevent teenage preg
nancies and smoking have shown 
that, to be effective, education must 
be provided before the onset of risk 
behaviour. Moreover, children need 
to be able to recognize sexual abuse 
very early in life. And in the devel
oping world many children, particu
larly girls, leave school early, so the 
opportunity for this kind of teaching 
is lost. 

School education on HIV and 
AIDS should not merely provide 
information; in this respect, media 
programmes are often equally effec
tive and less expensive. School 
education also has to provide the 
opportunity for children and adoles
cents to understand what sexuality 
is, to discuss the social norms that 
regulate men's and women's roles, 
to learn how to make decisions about 
responsible behaviour, to choose the 
prevention options that are best for 
them, to learn how to recognize and 
avoid a risk situation, and to develop 
non-discriminatory attitudes towards 
people living with HIV/AIDS. 

HOPE 
When well-directed by the teacher, school 
awareness programmes will help new genera
tions to protect their health effectively. 
Photo Keystone © 

This is achieved through a mix of 
methods such as role play, group 
discussions, analysis of media items, 
projects in the community, debates, 
and case studies - all methods that 
seek the participation and personal 
involvement of the students. 
Inviting a young person with AIDS 
to talk has often been quoted by staff 
and students alike as the most effec
tive way to bring home the two most 
crucial messages : that anybody can 
get HIV, and that it is possible to 
protect oneself from it. Also popular 
are school-aged peer educators, who 
receive special training and then 
hold discussion sessions without the 
inhibiting presence of an adult 
teacher. 

Positive influence 
Programmes that have the most 
positive influence on sexual behav
iour, drug use and non-discrimina
tion are ones that: 
• focus on life skills, particularly 

relating to decision-making, 
negotiation and communication, 
with the double aim of delaying 
sexual intercourse and encourag
ing protected intercourse; 

• concentrate on showing the 
personal consequences of risk
taking; 
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• discuss clearly the possible 
results of unprotected sex and of 
injecting drugs - and equally 
clearly show how to avoid infec
tion; 

• explain where to turn for help in 
the community; 

• stress that skills useful for self
protection against HIV and STD 
also help to avoid unwanted 
pregnancies, sexual abuse, and 
drug abuse; 

• reinforce values and norms for 
practising and sustaining safe 
behaviour. 

A school environment that fosters 
respect and caring, that strictly 
punishes abuse, and that offers good 
quality teacher education is another 
key to a successful prevention pro
gramme. 

Most adverse reactions to AIDS 
education stem from unfounded 
fears. It greatly helps to overcome 
these if school heads and teachers 
hold meetings at which parents can 
be reassured about their worries (for 
instance, concerning the presence in 
the school of pupils or staff with 
HIV/AIDS), and can become in
volved in the contents of the pro
gramme and related extracurricular 
activities. Parents also worry that 
sexual health education may encour
age sexual experimentation. Many 
studies have shown that discussing 
sex in health education programmes 
does not lead to earlier or increased 
sexual activity in young people
even when contraceptives have been 
made available. On the contrary, the 
studies demonstrate that sex educa
tion programmes even delay first 
sexual intercourse, decrease sexual 
activity and increase the adoption of 
safer sexual practices among sexu
ally active young people. • 

Or Mariella Baldo is a consultant on education 
and public health, who has served as School 
AIDS Education Adviser to WHO and 
UNA/OS. Her present address is Via XX 
Settembre 60, 36100 Vicenza, Italy. 
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Take care of yourself and others 
A message from: Nina Ananiashvili, Yuri Shevchuk & Yevgeni Kafelnikov 

Nina Ananiashvili, who started her career with the Balshoi Theatre Ballet 
in Moscow, is now principal dancer with the American Ballet Theatre . 
Photo N. Ananiashvili © 

Yuri Shevchuk began his singing career with "underground" groups 
during the Soviet period and is now the lead singer with the 
internationally known Russian pop group DOT. 

When we see our audiences, 
we sometimes wonder why 
there are more and more 

young people who, at an early stage 
in life, are exposed to the risk of a 
disease that can rob them of their 
potential and take them to an early 
grave. 

In fact, too many young lives are 
at risk, as we learnt from the 
UN AIDS presentation in Moscow 
on 22 April 1998 at the official 
launch of World AIDS Campaign, 
and from the recent press conference 
in London on the occasion of World 
AIDS Day. The disease first and 
foremost claims young people; 
three-quarters of HIV infections in 
the Russian Federation are among 
drug users, 60% of whom are aged 
between 18 and 30. In 1994, just 
158 people were registered as HIV
infected in the Russian Federation. 
Today, we are steadily approaching 
the figure of 10 000, while our 

Photo Y Shevchuk © 

neighbours in Ukraine have already 
passed the 40 000 mark. In the past 
3-4 years, the number of people 
infected with HIV in Central and 
Eastern Europe has increased sixfold 
and they now number around 
270 000, of whom 80 000 were 
infected in 1998 alone. Infection 
rates are highest in the former Soviet 
republics of Ukraine, Belarus and 
the Russian Federation. 

This is why the latest figures are 
so horrifying for us: fate has already 
knocked on our door. AIDS is no 
longer a distant problem of the poor 
in Africa or of homosexuals in North 
America, as many in the Russian 
Federation still naively assume. 
However much we sympathize with 
people who are far away, it is doubly 
distressing to look into the eyes of 
someone ill with AIDS when he's a 
young man we know or she's our 
neighbour's daughter. Experts 
estimate that by the year 2000 there 

may be about 40 million people 
infected with HIV. How many of 
them will be our compatriots? 

We are being told that AIDS acts 
silently and cannot be felt for a long 
period of time. It is surprising to 
hear that of more than 33 million 
people infected with HIV throughout 
the world less than 10% are aware 
that they are infected. Behind these 
chilling figures lie the crippled 
destinies of millions of people. No 
sooner had AIDS appeared than it 
cut swathes through the world of 
ballet. Young people full of hope 
and vitality -choreographers, 
dancers and artists -have fallen 
victim to this horrendous disease. 
We were shocked when the great 
Russian ballet star Rudolph Nureyev 
died of AIDS. We were no less 
appalled when the great tennis 
player Arthur Ashe was infected in 
an American hospital because of 
lack of information about the trans-
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mission of the HIV by blood transfu
sions . And we sympathize with the 
fans of the hugely popular singer 
Freddy Mercury whose voice is no 
longer heard live because of AIDS. 

Millions of people have already 
died of AIDS -numbers too high to 
be comprehensible, but each stand
ing for real people, with their fami
lies and worries, who all suffered no 
less than the world-famous ones who 
have died of AIDS. Many of them, 
especially in the developing coun
tries, died without medicine. 

Globally, close to ten million 
orphans have lost one or both of 
their parents to AIDS, and they 
already include Ukrainians, Poles 
and Russians. Their number is 
bound to increase, because Eastern 
Europe's share of the 16 000 people 
who become infected with HIV each 
day throughout the world is con
stantly rising. 

As performers, we travel a lot 
outside the Russian Federation, so it 
is easier for us to understand that 
AIDS is not a regional problem but a 
global one, and the outlook is hardly 
encouraging. In the less than 20 
years since the epidemic began, 
some 14 million people have died, 
almost twice as many as the total 
killed in the First World War, and 
over 33 million are infected today-
10% more than last year. 

Yet there is still no cure for 
AIDS . In the best of circumstances 
it is possible, by using a highly 
complex combination of three drugs, 
to attack the human immunodefi
ciency virus, to stop the gradual 
destruction of those cells that make 
up the immune defence system of 
the body. This treatment is often 
toxic, does not work in everyone, 
and is difficult to take and monitor: 
Also, it is too expensive to be widely 
used. Nor has a vaccine yet been 
developed. On the plus side, it has 
proved possible to reduce the risk of 
the virus being transmitted to a child 
by an infected mother at birth or 
through breastfeeding. 

We ourselves remember how 
exasperated we used to be by such 
well-meaning advice as "Don' t have 
sex until you ' re married", "Keep 
away from parties and discothe
ques", "Don' t even think of chang-
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Tennis star Yevgeni Kofelnikov won the Raland Gorros tournament in Paris 
in 1996, becoming the only Russian to win a moior tennis title . He 
added a second moior title to his record by his decisive victory in 
January 1999 at the Australian Open in Melbourne. 
Photo Y Kafelnikov © 

ing partners", and so on- especially 
when such advice came from our 
parents. However, young people 
should understand that everything 
depends on their behaviour, and 
preventing new infections through 
unprotected sex and drug-injecting 
with dirty needles still remains the 
fundamental solution to AIDS. 

Unfortunately, we know that in 
Eastern Europe young people are 
given little or no information about 
sexual life. We were astonished to 
learn that a grant of US$ 750 000 
allocated from UN funds for a major 
experiment in sex education at 16 
schools in eight Russian provinces 
was frozen because parents, schools 
and other institutions raised argu
ments about whether such 
programmes were suitable for 
Russian adolescents . There were 
claims either that condoms do not 
protect from HIV transmission or 
that advertising for condoms was a 
means for Western firms to penetrate 
the Russian market. As long as 
attacks on this simplest form of 
protection continue to be a part of 
our culture, more and more young 
people will be exposed to risks . 

The terrible truth is that, in 
today's world, love itself and the 
process of creating new life have 
become a cause of human destruc
tion. However, the experience of 
some countries confirms that sex 
education programmes do work
young people postpone first sex and 
use condoms when they become 
sexually active. 

Well-known performing artists 
take part in the campaign "Russia 
against AIDS", and various activi
ties have been organized in Russian 
cities recently. We hope that these 
have succeeded in getting at least a 
good proportion of the public to 
think about their health and the 
welfare of the nation. But we realize 
that neither famous people nor even 
doctors can halt the AIDS epidemic 
unless we all get into the habit of 
protecting ourselves and those close 

to us. • 

This article was kindly coordinated by And rei 
Cimo, Inter-Country Adviser for Armenia, 
Belorus, Georgia, Moldovo and Ukraine, Joint 
United Notions Programme on HIV /AIDS 
(UNA/OS), l Klovsky Uzviz, 252 021 Kiev, 
Ukraine. 
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A force for change 
Tamar Renaud, Matlhogonolo Mogapi & Mark Connolly 

Young people must be given opportunities to participate in 
decision-making at all levels. Because of the force for change 
that they represent, young people 5 creativity, original ideas, 
commitment and energy will benefit the whole of society. 

Sporting a false moustache and dressed as a man, an adolescent girl distributes condoms during a 
street play on AIDS awareness in Bombay. Young people's creativity, commitment and energy can 
be instrumental in encouraging healthy behaviours. Photo Keys tone/ AP /S. Crasto © 

A
number of United Nations 
organizations have acknowl
edged the importance of 

young people's participation in a 
wide variety of activities, be it in 
caring for the environment, educat
ing one another in life skills or 
influencing their peers to adopt 
healthy behaviours. UNICEF, the 
United Nations Children's Fund, has 
been instrumental in getting the 
United Nations Convention on the 
Rights of the Child (CRC) ratified 
by all but two countries; this docu
ment strongly upholds the right of 
children to participate in decisions 
that affect them. UNAIDS, the Joint 
United Nations Programme on 
HIVIAIDS, has focused its 1998 
World AIDS Campaign on the role 
that young people can play in chang
ing the course of the HIV I AIDS 
epidemic. The theme is Force for 

Change: World AIDS Campaign 
with Young People. The words 
convey recognition that young 
people are capable, that they can 
have a positive impact on their 
peers, and that in partnership with 
adults they can enhance action taken 
by governing and implementing 
organizations. 

A direct commitment to young 
people's participation is also clear in 
international conferences where 
young people have been asked to 
speak. These conferences serve as 
starting points, but they are far from 
enough. Too often, what we call 
participation means telling about 
one's own experience. Personal 
stories, though often moving, 
fascinating, and inspiring, are not 
enough. Too often, adults use such 
stories to reinforce their own ideas 
and to develop recommendations for 
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action without consulting young 
people. Yet the child or young 
person who told the story may have 
in mind a quite different approach. 

It is important for adults to en
gage with the young, to hear the 
stories that they tell, but, even more 
importantly, to create supportive 
environments for them to make 
recommendations that are given 
serious consideration Young people 
must be given the space to develop 
their thinking, establish their ideals 
and share their thoughts, without 
fearing a reprimand. To reduce new 
HIV infections and discrimination 
against people living with 
HIV I AIDS, young people need to be 
involved in planning, making deci
sions, carrying out and evaluating 
policies and programmes on 
HIVIAIDS at local, national and 
international levels. 

False premises 

Involving young people requires an 
understanding of the forces that 
move them to act as well as of the 
premises on which some groups 
erroneously base participatory 
initiatives. 

First there is the assumption that 
all young people want to participate. 
We wrongly assume that, if offered 
the opportunity, young people will 
immediately show interest and take 
action. Many will not. Organizers 
of projects need to mobilize young 
people, give them incentives and a 
supportive environment in which to 
take part, and get them excited about 
the possibilities. 

Secondly, we should not assume 
that everyone understands what 
participation means. It can range 
from giving speeches at conferences 
to having a full voice in decision
making and taking action. Genuine 
participation requires full speaking 
and voting rights. 
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The third fallacy is that all young 
people are the same. Not all young 
people are capable of taking part in a 
project, sitting on a board of direc
tors or serving as a peer educator. 
A young person who is selected to 
participate must demonstrate the 
qualities that the organization in 
question values, and must be appro
priately trained. Similarly, no one 
person can understand the issues 
faced by all the others in their coun
try. A university student with a 
privileged upbringing will have very 
different concerns and a different 
vision of the world from the child of 
migrant labourers living in an urban 
shanty town. For an initiative to be 
successful, selection for participa
tion has to be appropriate for each 
project. 

Finally, there is the idealistic 
view that, once young people begin 
to participate, they will continue to 
do so. In reality, however, young 
people need continued support and 
follow-up, patience and collabora
tion. We cannot emphasize enough 
how processes need to be collabora
tive between the adults and the 
young people involved. 

Here are some examples showing 
how participation can succeed. 

Political programmes 
Malawi is one of the few African 
countries that underwent a peaceful 
and successful transition to democ
racy after 31 years of single-party 
dictatorship. Its new constitution is 
based on the Bill of Rights from the 
Universal Declaration of Human 
Rights, and genuine community 
participation was evoked to develop 
its laws. In addition, a Youth 
Council was created which develops 
the country 's youth policies and 
coordinates programmes and activi
ties relating to young people. The 
Malawi Youth Council is made up 
of young rural and urban men and 
women, interministerial government 
officers, nongovernmental organiza
tions and the private sector. The 
young people involved have an 
equal voice and an equal vote in 
decision-making, and in drafting 
policies. 

Media programmes 
Children's Express (CE) is a news 
service in the United Kingdom and 
the United States where young 
people aged 8 to 18 years report on 
issues important to children and 
adults. Its high standards have been 
recognized internationally; it has 
won several awards and has been 
nominated for a prestigious Pulitzer 
Prize. CE stories offer adult audi
ences refreshing perspectives on a 
wide variety of issues, such as edu
cation, poverty, the environment, 
violence, sexuality and HIVIAIDS, 
and international issues. The key to 
CE's success has been its profes
sional approach to training young 
journalists. 

Sexual and reproductive health 
programmes 
In 1994, a group of nongovernmen
tal organizations in collaboration 
with the government and UNICEF in 
Lusaka, Zambia, realized that exist
ing primary health clinics were not 
meeting the needs of young people 
because young people were not 
directly involved in designing ser
vices and providing care. Conse
quently, 52 young people were 
trained over a two-week period to 
provide counselling on pregnancy, 
sexually transmitted diseases, 
HIV I AIDS, substance use, financial 
matters and communication with 
partners. These peer counsellors 
then provided counselling and also 
condoms to young people who came 
to the clinic and served as a link 
between the young people and the 
medical staff. Involving young 
people as peer counsellors has the 
double effect of inh easing atten
dance at the clinic, because services 
are more suited to the needs of 
young people, and creating strong 
links between adults and young 
people in the community. 

The Thai Youth AIDS Prevention 
Project (TYAP) in Chiang Mai, 
Thailand, trains young people on 
issues related to HIV I AIDS, as a 
mechanism for building leadership. 
University and vocational school 
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students, as well as street youth, are 
trained to lead workshops on HIV I 
AIDS through a comprehensive 
course on outreach, life-skills, gen
der issues and human rights. The 
personal development of each young 
educator is directly linked to his or 
her role as facilitator with school
children and street youth. As one 
educator said "I was never brave 
enough to make big decisions, but 
when we ran outreach, we had to. It 
was our responsibility to resolve 
problems. Over time this increased 
our confidence." TYAP has made a 
point of hiring young people as staff 
and having at least one young person 
on the board of directors of the 
organization. 

Collaboration is what young 
people really want - to build partner
ship with the adults of their world, in 
their families, schools and govern
ments. Young people want to assist 
in drafting the youth policies of their 
countries, and they want to do so in 
groups rather than as individuals. It 
is time for decision-makers to take 
advantage of the force which young 
people represent and to turn the 
rhetoric of participation into action. 
Young people must be given oppor
tunities to participate in project 
implementation, systems of gover
nance, and monitoring and evalua
tion. The benefits to adults and 
society will be exposure to young 
people's creativity, original ideas, 
commitment and energy. For it is 
undeniable that young people are a 
force for change. • 

Ms Tamar Renaud is Coordinator of the World 
AIDS Campaign and Mr Mark Connolly is 
Health Promotion Adviser, both with the joint 
United Nations Programme on HIV / AIDS 
(UNA/OS), I 21 I Geneva 27, Switzerland. 
Ms Matlhogonolo Mogapi, a former peer 
educator in Botswana, is a member of the 
Board of Directors of the World YWCA and 
currently a student at the University of 
Pittsburgh. Her address is 250 Me/wood 
Avenue, Apt. #24, Pittsburgh PA 152132, 
USA 
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Preventing mother·lo·child 
transmission of HIV 
Vallop Thaineua & Marc Lallemant 

Thailand has made great 
strides in the area of perinatal 
HIV prevention, and this 
experience offers important 
lessons for both industrialized 
and developing countries. 
Infants born to H/V-infected 
mothers who do not 
breastfeed are in less danger 
of an AIDS-related death, 
because mother-to-child 
transmission of HIV is now to 
a large extent preventable. 

During the past three decades, 
much progress has been made 
in the field of mother and child 

health. In almost every country, 
maternal and infant mortality rates 
have decreased dramatically as a 
result of such public health initia
tives as improved prenatal and 
delivery care and child immuniza
tion programmes. Now the HIV 
epidemic threatens to undo much of 
this progress. According to WHO 
and UN AIDS, about 1000 infants 
are infected with HIV each day. 
Most of them acquire the virus from 
their mother, who often only discov
ers her own HIV status when she 
finds she has given birth to an in
fected child. However, these infants 
are now in less danger of an AIDS
related death, because mother-to
child transmission of HIV is now to 
a large extent preventable. 

In Thailand, AIDS has already 
reversed much of the progress made 
in reducing child mortality and 

Thailand's Deputy Minister of Public Health congratulates on HIV-positive mother whose second baby 
has ;ust been delivered by coesoreon section. She has completed a short-treatment course of 
zidovudine to prevent HIV transmission to her baby Photo WHO/Ministry of Public Health of Thailand 

morbidity. In the early 1990s, espe
cially in northern Thailand, paedi
atric wards began to fill with 
children with AIDS; as they died, 
many more took their place. At the 
same time, many other children 
became orphans through losing their 
mothers to AIDS. By 1995, 800 000 
persons had already become infected 
with HIV, while the prevalence in 
pregnant women varied from 1% to 
8%, depending on the region. 

In response to this crisis, the 
government started a multisector 
AIDS programme based on the 
following imperatives: 1) the public 
should be informed; 2) the basic 
human rights of HIV-infected per
sons should be protected; 3) re
search appropriate to the Thai 
situation should be carried out; and 
4) a substantial budget should be 
allocated for prevention and care. 
Most importantly, this comprehen
sive programme involved from the 
beginning all government ministries, 

nongovemmental organizations, 
donors and private businesses. 
A few years after the start of this 
collaborative effort, Thailand saw a 
sharp decrease in the incidence of 
HIV infection. Among young mili
tary conscripts, for example, it 
dropped from 12.4% in 1993 to 
3.6% in 1997. 

Within this programme, Thailand 
has tackled the specific problem of 
mother-to-child transmission of HIV. 
For instance, while Thailand fully 
supports the UNICEF "baby
friendly" initiative and continues to 
promote breastfeeding, the Ministry 
of Public Health decided to recom
mend formula feeding to HIV
infected women. It has been 
demonstrated that mother-to-child 
transmission of HIV occurs not only 
during pregnancy and at delivery, 
but also after the birth, through 
breastfeeding. This late transmis
sion accounts for as many as one
third of the cases of child infection. 
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To reduce it, efforts are made to 
provide formula milk free of charge 
to women who cannot afford it, and 
to follow up their children through 
the regular postnatal care system. 

ZDV drug treatment 

In 1994, research showed that three 
months' treatment with the drug 
zidovudine (ZDV) for the mother at 
the end of pregnancy, with an intra
venous loading dose during labour 
and a six-week treatment for the 
infant, while not breastfeeding, will 
reduce mother-to-child transmission 
by two-thirds. Thailand had already 
developed the medical expertise and 
health care infrastructure to benefit 
from these findings. 

In mid-1995, the World Bank and 
WHO helped the Ministry of Public 
Health to analyse the economics of 
antiretroviral therapy. They con
cluded that, given the Ministry 's 
antiretroviral budget and the quality 
of Thailand's health care infrastruc
ture, preventive use ofZDV for 
pregnant women was not only af
fordable but much more cost
effective than alternative uses of the 
drug such as treating people with 
HIV illnesses. Subsequently, the 
Thai Food and Drug Administration 
approved the use of ZDV for the 
prevention of paediatric AIDS. 
While some pregnant women re
ceived ZDV on an individual basis 
or through private organizations 
such as the Thai Red Cross, public 
health authorities in the north, the 
region most affected by the HIV 
epidemic, decided to launch a com
prehensive programme to provide 
ZDV to all HIV-infected women in 
the area. 

Knowing that most mother-to
child transmission occurs at the time 
of delivery, the public health author
ities in the north were convinced that 
a treatment regimen similar to, but 
shorter and simpler than, the one 
used in North America and Europe 
would significantly decrease the 
number of paediatric AIDS cases, 
cost less and be more accessible. 
Thus, they quickly established a 
comprehensive programme of coun-

selling, HIV testing, ZDV prophy
laxis and formula feeding for HIV
infected pregnant women in the six 
northern provinces, without waiting 
for the results of ongoing clinical 
trials designed to assess the efficacy 
of shortened ZDV regimens. 

Within six months, most of the 
district hospitals in that region had 
joined the programme, and in those 
hospitals more than 60% of HIV
positive pregnant women had been 
treated. This result was achieved 
with limited external support at an 
additional cost of $0.13 per capita 
per year, a cost affordable even in 
the context of an economic crisis, 
since it represents less than 1% of 
the country's public health expendi
tures. 

Thailand has made great strides 
in the area of perinatal HIV preven
tion, and this experience offers some 
important lessons for both developed 
and industrialized countries. Firstly, 
there is no need to wait to save the 
lives of infants born to HIV-positive 
mothers who have alternatives to 
breastfeeding: efforts can and must 
be made now to transform proven 
clinical research into public health 
interventions as quickly as possible. 
As Thailand has shown, local collab
orative programmes can have a 
significant impact. Secondly, a 
country's current system of coun
selling, HIV testing, prenatal care 
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and follow-up care for mother and 
infant may never quite be ready for 
the ideal introduction of a new 
intervention, so it is necessary to 
determine the goal of the interven
tion first and then begin to reorga
nize the health care system to meet 
the patients' needs. Thirdly, the 
involvement of local health care 
personnel will facilitate and acceler
ate the changes necessary to ensure 
the success of the intervention. Just 
as Thailand was able to benefit from 
the research and experiences of other 
countries, today other countries can 
hope to benefit substantially from 
Thailand's experiences. • 

Or Va/lop Thaineua is Genera/Inspector 
of Health for Region I 0, covering the 
northernmost provinces of Thailand. Or Marc 
Lallemant is Director of the North Thailand 
Perinatal HIV Prevention Trial, a collaborative 
effort between Thailand, France and the United 
States. Their address is 57/2 Fa ham Rood, 
Soi 3 (Wot Langko} Muong, Chiang Mai 
50000, Thailand. 

While continuing to promote breastfeeding in general, Thailand advocates the use of formula milk 
for infants whose mothers are HIV·positive. This has resulted in on important decrease in mother-to
child transmission of the virus. Photo Format/Impact Visuals/L. Me/nick 
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Partnership with the 
private sector 
Eric Noehrenberg 

The private sector has an impor
tant role to play in the global, 
regional and national response 

to AIDS. It is in the private sector's 
own interest to actively combat the 
expanding epidemic because it 
affects employees, customers and 
others in their communities. By 
working in partnership with the 
public and nongovernmental sectors, 
companies can help to make their 
efforts more effective and bring 
benefits to all parties concerned. 

UN AIDS, the Joint UN 
Programme on HIV/AIDS, is well 
aware that the fight against AIDS 
cannot succeed without a broad
based effort involving all members 
of society, including the private 
sector. An important part of the 
mission of UN AIDS is therefore to 
promote and broker partnerships 
among the public, private and non
governmental sectors of society that 
can help create a more coordinated, 
effective and sustainable response to 
HIV/AIDS. 

From research carried out by 
UN AIDS with two leading business 
networks- the Prince of Wales 
Business Leaders' Forum and the 
Conference Board - it appears that 
companies around the world are 
responding actively to the epidemic 
by educating and empowering their 
workforces, disseminating informa
tion to their customers and making 
resources available for community
based initiatives. In doing so, these 
companies hope to reduce their 
operating costs in regions affected 
by AIDS and at the same time to 
enhance their profile as leaders in 
their communities and internation
ally. 

The public and nongovernmental 
sectors are valuable partners for the 
private sector. The public sector can 
offer information on the impact of 
AIDS in countries and regions. It 

"All sectors and all spheres of society have to be involved as equal partners", 
said South African President Nelson Mandela at the launch of the Global 
Business Council on HIV I AIDS, held in Edinburgh, Scotland, in October 
1997 Photo W HOIILOI D Bregnard 

can also ensure a supportive and 
encouraging legislative and adminis
trative environment for companies 
seeking to take action concerning the 
epidemic. Nongovernmental organi
zations can provide training and 
other support for private companies 
and collaborate with them in com
munity and customer activities. In 
return, private sector companies can 
use their special skills, resources 
and networks in joint projects with 
Nongovemmental organizations for 
HIV awareness, prevention and care 
initiatives. 

Identifying partners 
UNAIDS is supporting these efforts 
by brokering partnerships among the 
private, public and nongovemmental 
sectors, as well as by providing 
technical information, such as "best 
practices" information on successful 
corporate sector initiatives both at 
and beyond the workplace, as well 
as information about the impact of 
the epidemic around the world. 
Through its contacts with 
nongovemmental organizations 
worldwide and regionally, UN AIDS 
is helping companies to identify 
partners who could encourage pri
vate sector firms in their response to 

HIV/AIDS. 
A major component of the 

UNAIDS strategy in this respect 
is the development of a Global 
Business Council on HIV/AIDS and 
related regional or national business 
councils. These councils offer a 
forum for companies to exchange 
information and experiences about 
their approaches regarding AIDS, 
and allow the private sector to de
velop a coherent and coordinated 
"business voice" for discussions 
with the public sector on relevant 
issues. 

In the words of Nelson Mandela 
at the launch of the Global Business 
Council on HIV I AIDS in Edinburgh, 
Scotland, on 23 October 1997: "The 
challenge of AIDS can be overcome 
if we work together as a global 
community. All sectors and all 
spheres of society have to be in
volved as equal partners ... Now is 
the time to work together to combat 
AIDS. Let us join hands together in 
a caring partnership for health and 
prosperity as we enter the new 
millennium." • 

Or Eric Noehrenberg is External Relations 
Officer, Donor and Corporate Relations, joint 
United Nations Programme on HIV I AIDS 
{UNA/OS), I 2 I I Geneva 27, Switzerland; 
Tel. (41 22) 791 4625; Fax (4 1 22) 791 
4 187; e-mail: noehrenberge@unaids.org. 
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Rethinking our views 
Thierry E. Mertens 

"To do your first work over means to re-examine everything. Go back to where you started, 
or as far back as you can, examine all of it, travel your road again and tell the truth about it. 

Sing or shout or testify or keep it to yourself: but know whence you came. " 

The HIV I AIDS crisis 
challenges us to do our 
first work over again. 

Unlike fifteen years ago, 

James Baldwin, 0 The price of the ticket" 

century of competition for 
space domination eventu
ally opened onto a much 
more fertile plan for 
collaboration. 

Meanwhile, at a meet
ing held in Harare, Zim
babwe, it was estimated 
that it would take about 
US$ 200 million per year to 
implement basic care and 
intersectoral prevention in 
10 of the African countries 
most affected by AIDS. 
This amounts to US$ 1 
billion over the next five 
years. Extending this calcu
lation to the rest of the 
world so that the disaster 
we are witnessing in Africa 
is not repeated elsewhere 
will not, by any stretch of 
the imagination, cost more 
than a small fraction of the 
Space Station budget. 

we know what to do. The 
challenge now is how to 
implement what we know 
works and adapt our inter
ventions to each sociocul
tural context . We need to 
commit ourselves to mobi
lizing the means to change 
the course of the epidemic. 
Behav-ioural changes must 
occur at individual, com
munity, institutional, na
tional and global levels. A 
complete rethinking of the 
ways we view societies and 
people must happen. We 
must fight discrimination 
with determination, involve 
the entire range of commu
nity workers to enable them 
to gain full ownership of 
the necessary interventions 
in different sectors. AIDS 
has to stop being an under
ground problem. We must 
insist on the demystification 

Surely where there is a 
will there must be a way. 
The onus is on us to join 
forces globally and locally 

Anti·AIDS clubs in Zambia fight far AIDS awareness and non· 
discrimination. Only when communities and individuals themselves own 
the necessary interventions can we be sure of making a durable impact 
on AIDS control. Photo Format Photographers Ltd/M. Murray © 

for the implementation of a 
programme that will enable people 
to recover their powers for health 
care and prevention. Such a pro
gramme is integral to a society-wide 
dramatic criticism and reconsider
ation of existing values and 

of medical and other technical inter
ventions. Beyond a critical level of 
intensity, interventions not owned by 
the people themselves- whether they 
take the form of impact alleviation, 
prevention, drug or test administra
tion, or environmental engineer- ing 
- are equivalent to systematic health 
denial. We must learn from and build 
on the successes of the expanded 
programme on immunization and the 
barefoot doctors. 

Some will argue that there are 
not enough resources, but human 

beings have not forgotten how to 
make dreams reality when their 
imagination is triggered. Only 
recently, in December 1998, cosmo
nauts Robert Cabana and Sergei 
Krikalev swung open the hatch 
between the Endeavour Space 
Shuttle and the first elements of the 
International Space Station (ISS). 
Building the ISS is expected to cost 
a minimum of US$ 100 billion over 
the next five years but this gigantic 
project is seen as the platform for the 
next space odyssey. Close to half a 

models. • 

Or Thierry Mertens is the WHO Representative 
for Nepal, P. 0. Box I OB, Kathmandu; he 
was formerly Director of the Department of 
HIV /AIDS and other Sexually Transmitted 
Infections, at WHO headquarters in Geneva. 
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