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Almost immediately after 
contracting HIV, all patients are at increased 

risk for TB infection. Centers for Disease Control 
(CDC), estimate that almost 50% of HIV-infected 
individuals worldwide will die, not from HIV, but 
rather from tuberculosis, one of the most common 
opportunistic infections in PLHIV. They also estimate 
that one third of HIV patients are co-infected with TB.

New TB vaccine for 
HIV infected gives hope
By Vivienne Kernohan

In the high HIV prevalence countries of southern Africa, co-infection with HIV and Tuberculosis (TB) is a 

common and increasing threat, not only to people living with HIV (PLHIV), but to all communities living 

in poverty and in conditions of poor hygiene, under-nourishment and over crowding. 

Not only is TB very easily spread in the 
conditions described above, but new strains of both 
multi-drug resistant and extremely drug resistant 
TB are also taking hold. Multi-drug-resistant TB is 

Continued on page 3

A vaccine would cut the chain of transmission 
of the epidemic, and would have a massive 
impact on the HIV and TB epidemic in Africa.

defined as a strain that is resistant to two or more of 
the primary antibiotics used to treat TB. In cases of 
multi-resistant strains, other antibiotics can be given, 
but they are often more costly and less effective. 
Treatment of extremely drug resistant TB is possible, 
but has a much higher risk of treatment failure; 
and the necessary drugs are unaffordable in most 
developing countries. So the reports of an effective 
TB vaccine for people living with HIV is very good 
news for everyone.
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Its o� cial: HIV information has the power to 
make a difference
When SAfAIDS was formed in 1994, it was known that 
knowledge is power; but probably more hoped than 
proven, that providing HIV information on a mass scale 
would help reduce the severity of the epidemic. 

Since then, many surveys and researches have 
been carried out on the impact of HIV messaging and 
now, with the South African National Communications 
Survey (NCS), there is at last resounding evidence that 
communication campaigns do make a difference. We 
summarise the results of the survey in this issue and 
they make interesting reading, as well as providing an 
important evidence base for the direction of future 
campaigns and information. 

It is worth highlighting here that the findings indicate 
that messages on HIV are not reaching older people as 
well as they are the youth; and that more information is 
needed on safer breastfeeding, as well as on TB and HIV 
co-infection. By embarking on important partnerships 
with others involved in the same business, such as Soul 
City, SAfAIDS is ensuring that the power of information 
to change lives for the better is effectively harnessed 
and used. You can also have a look at the information 
campaigns being implemented under the USAID global 
HIV and AIDS project, AIDStar-One.

The youth are a very important group in any HIV 
information campaign that aims at behaviour change. 
In this issue we give you information on a programme 
development and support tool from Stop AIDS Now that 
has been designed to improve effectiveness in sexual 
and reproductive health and rights and HIV prevention 
interventions for young people. The tool has been 
tried and tested, and is applicable to both western and 
developing countries. It offers an intervention model with 
a step by step approach that can be applied in projects 
large and small.

In this issue we also carry an article that calls into 
question the reliance on the view that multiple concurrent 
partnerships are a key driver of the epidemic in southern 
Africa. The surprise result from the NCS was that there 
is not as much cheating and multiple concurrency 
going on as was believed, in South Africa at any rate. 
Nonetheless, given the level of subordination of women 
in most southern African countries, combined with men’s 
desire for sexual freedom at any cost, we still believe it 
is important that the dangers of multiple concurrent 
partnerships be emphasised in our messaging. 

Ensuring treatment in high-burden countries
The issue of ensuring continuous access to supplies 

of ARVs, TB treatment and other medications in cases of 
natural and other disasters is an increasingly important 
area in the face of climate change and the likelihood 
of increased flooding and havoc-causing storms in the 
region. A study by the Health Economics and HIV/AIDS 
Research Division (HEARD) at the University of KwaZulu-
Natal looked at three crises in the region, where there was 
disrupted treatment supply; Mozambique’s 2008 floods, 
Zimbabwe’s ongoing public healthcare crisis, and South 

Africa’s 2007 public sector strike. “Despite crises – whether 
political, economic or environmental – being relatively 
common in southern Africa, there has been very little 
systematic planning for them within ARV programmes,” to 
quote HEARD’s Andy Gibbs. The key finding from the study 
is that strong health systems are more robust and better 
able to plan for and respond to crises however caused. 

Unfortunately, in much of southern Africa, health 
systems are often weak and at the same time, crises are 
more frequent. Hopefully governments and programmers 
will take note of this timely report and act to ensure that 
adequate back up supply is available and that patients 
know where they can access their medication. A related 
problem that needs to be resolved is what happens 
to patients who are forced to migrate as a result of a 
crisis in their own country. The region is yet to come up 
with sound systems to ensure that those already on a 
treatment regimen are able to continue with it, regardless 
of whichever country they may end up in. 

Integrating ARV treatment into primary 
health care

Our NewsPlus article explores a related topic, with 
a study on the integration of HIV and AIDS services 
into primary health care settings. The study, carried out 
in Mozambique, provides a useful counter to the oft-
repeated argument that money for HIV is money taken 
away from primary health care. Indeed it shows that 
providing care for people living with HIV has the capacity 
to strengthen the primary health care system, something 
badly needed in the region. 

Another interesting piece of news in this issue is 
the discovery, by researchers at amfAR, of what may be 
a type of reverse transcriptase (RT) inhibitor that holds 
great potential for development as a novel anti-HIV 
drug. The new drug is apparently almost 500 times more 
effective that AZT, so it may also offer cuts in the cost of 
treatment among its other benefits. It is encouraging 
that researchers are not sitting back and relaxing with 
HIV research as was the case with TB until XDR TB hit the 
headlines. Another high note in this issue is the news 
that a vaccine has been developed to prevent PLHIV from 
developing TB. At last one of the many clinical trials in this 
area has yielded positive results and we can hope that 
within the next few years, the frequency of HIV and TB co-
infection will be dramatically reduced.

‘Women on ARVs are more likely to get pregnant’ 
than those not on treatment. In southern Africa this 
hardly seems surprising, but nevertheless it is good to 
have it confirmed that ARVs (at least those considered 
safe for pregnant women) do not seem to have negative 
consequences for babies’ future growth and intellect. In 
Africa, with the emphasis on childbearing as a sign of 
maturity and the embracing nature of ubuntu, the idea of 
a woman remaining childless because she is HIV positive 
is an alien one. We are confident that the gains in PMTCT 
made over the last five years will continue, and that being 
HIV positive will not be a reason for women to remain 
childless, or worse, suffer the agonies of knowing that they 
have caused the infection of their child.
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According to Dr Marcos Espinal, Executive 
Secretary of the Stop TB Partnership, a global 
initiative that works closely with WHO, speaking to 
the humanitarian news and analysis service, IRIN, “A 
vaccine would cut the chain of transmission of the 
epidemic, and would have a massive impact on the 
HIV and TB epidemic in Africa.” 

TB disease is caused by a bacterium that most 
commonly affects the lungs. However, infection in 
other parts of the body such as the brain, liver, and 
spinal cord also occurs and is harder to detect. In 
2006, in countries like Botswana and Kenya, at least 
50% of people living with HIV (PLHIV) are also likely to 
have TB. UNAIDS estimates that one active, untreated 
TB infection will result in the infection of 10 -15 other 
people each year.

HIV and TB co-infection are so potentially fatal that 
UNAIDS commonly refers to this combination as a ‘co-
epidemic,’ which means that an increased prevalence of 
one disease results in the spread of the other.

TB infection may be either latent or active. 
Latent infections lie dormant in the body, usually 
cause no symptoms and are not contagious. 
However, if an individual with latent TB has a 
weakened immune system, such as in PLHIV, the 
infection is more likely to become active TB. 

Active TB disease is very contagious and is 
spread through droplets in the air transmitted by 
coughing or sneezing, especially in overcrowded 
environments, such as shanty towns and prisons. 
Hospital and clinic waiting rooms can also be sources 
of infection. To prevent infection, it is advised that 
individuals stay away from people who are coughing 
and sneezing, keep windows open where possible, 
and air their bedding in the sun. Frequent hand 
washing is also advised.

People who are coughing and sneezing need to 
be advised on how to cover their mouths to reduce 
the spread of droplets containing the bacteria. 
Ideally the mouth should be covered with a tissue 
or cloth, or the person can sneeze into their elbow 
or armpit. Covering the mouth with the hand leaves 
the bacteria on the hands, where it can be further 
spread through hand shaking and other social 
activity. These simple precautions also help reduce 
the spread of flues and other viral infections.

It is extremely important that PLHIV who 
develop active TB are treated as soon as possible – 
this reduces the further spread of TB and ensures 
that the immune system is not made weaker by the 
TB bacteria. Thus PLHIV should be on the lookout 
for signs of TB infection and seek diagnosis and 
treatment early.

Continued from page 1

A delay in initiating 
ART increases the risk 
of death in PLHIV.

Testing for TB involves a simple skin test, though 
a positive result does not show whether the TB is 
latent or active. To determine whether an active 
infection exists, a chest x-ray may show scarring 
or hardening in the lungs. A suspicious x-ray may 
require further tests, such as a sputum test, which 
can take several weeks to yield results.

TB treatment is commonly carried out using 
a five-point strategy called Directly Observed 
Treatment Short course (DOTS), adopted by the 
World Health Organisation in 1994. It usually 
includes a combination of four drugs taken daily 
for two months: isoniazid, rifampicin, pyrazinamide, 
and ethambutol. Isoniazid and rifampicin are then 
administered either daily or biweekly for another 
four months. However, rifampicin may interact with 
some antiretroviral medicines: when combined 
with HIV protease inhibitors or non-nucleoside 
reverse transcriptase inhibitors, it can diminish the 
effectiveness of the antiretroviral medicines. In 
addition, HIV medication can increase the levels of 
TB medications in the blood to toxic levels, so careful 
monitoring of the patient is required.

As a result of this interaction, it was previously 
believed that if a person with TB was found to be 
HIV positive, they should not receive antiretroviral 
treatment (ART) until after the initiation of TB 
treatment. However a recent South African study 
showed that a delay in initiating ART increased the 
risk of death in PLHIV. 

Widespread ART has also been shown to impact 
positively on the incidence of TB, as has preventive 
therapy with isoniazid, but the recent news of the 
development of an effective vaccine offers greater 
hope of reducing the impact of TB in developing 
countries. In January, researchers at Dartmouth 

New TB vaccine for HIV infected gives hope

UNAIDS estimates that 
one active, untreated TB 
infection will result in the 
infection of 10 -15 other 
people each year.
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Medical School reported on the successful creation 
of a vaccine for HIV-associated tuberculosis. 
Immunisation with the vaccine reduced the rate of 
tuberculosis infection by 39%. The study, otherwise 
known as the DarDar Health Study, was a seven-
year collaboration among groups in the United 
States, Zambia, Finland, and Tanzania. Its success is 
a significant achievement in the worldwide effort to 
prevent tuberculosis in HIV-infected individuals.

The vaccine used, Mycobacterium vaccae (MV), 
is an inactivated, whole-cell vaccine. This means 
it is comprised of entire MV cells that have been 
heat-killed prior to injection, so there is no risk of 
infection through vaccination, even in patients with 
compromised immunity. Researchers treated 2,000 
HIV-positive patients in Tanzania over a seven-year 
period, with either the vaccine or placebo. All of 
them had received the current TB vaccine, Bacille 
Calmette-Guerin (BCG), during childhood. The new 
vaccine was found to boost the protective effect of 
the BCG vaccine, which tends to fade over time.

Trial participants were given five doses of the 
vaccine over a year, after which they were monitored 
every three months for 3.3 years. The study was 
terminated early because of the finding of “significant 
protection against definite tuberculosis”. Among 
those who received the vaccine, 33 were infected with 
TB, compared with 52 of those who got a placebo. 
Along with increased protection against contracting 
TB, patients treated with the experimental vaccine 
experienced no negative effects on HIV viral load or 
CD4 cell count (white blood cell count).

The next step is to establish a manufacturing 
scheme to provide enough of the vaccine for 
additional trials and eventually, for clinical use. It 
is expected that the production and distribution 
of the vaccine will be relatively inexpensive. “This 
is the first TB vaccine to show effectiveness in any 
clinical trial,” Dartmouth’s Dr Richard Waddell said, 
speaking to IRIN news service. “It will re-energise the 
search for an even more effective TB vaccine, which 
is especially urgent in Africa.” There are at least 10 
other vaccines currently under clinical trial at present 
and it is hoped that at least one of them will be in 
commercial production by 2015.
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Partners in the survey are Johns Hopkins 
Health and Education in South Africa (JHHESA), 
Health and Development Africa (HDA), Soul City 
and the Community Media Trust. Almost 10,000 
people aged between 16 and 55 years from all nine 
provinces  of South Africa participated. The survey 
aimed to evaluate several major HIV communication 
programmes in the country in order to understand 
the key drivers of the HIV epidemic and to strengthen 
HIV communication programmes to ensure that they 
are strategically aligned to important risk behaviours 
and key drivers of the epidemic. Special emphasis 
was placed on understanding the issue of multiple 
concurrent partnerships (MCP). 

Firstly, it is clear that communication 
programmes do have significant impact and that 
the greater the exposure to positive messages, 
the more likely an individual is to change their 
behaviour – over 60% of both women and men 
with high exposure to communication programmes 

Information: the Power to make a 
difference: the South Africa National 
Communication Survey on HIV

reported having had an HIV test in the previous 12 
months. There is also increased use of condoms with 
greater exposure to communications programmes, 
along with a decrease in the number of multiple 
partners. This is especially so for younger people; 
communication programmes have excellent reach 
among adults and youth, but need to focus more on 
reaching older people, especially men.

Exposure to communications programmes 
also increases the likelihood that people will 
increase their communication with sexual partners 
about HIV and the need for testing. Messaging on 
treatment literacy also shows success, with the 
majority of people being aware that antiretroviral 
therapy is treatment for HIV and that it needs to be 
taken for life.

These are the positive effects of communication 
around HIV and programmers need to ensure that 
the gains in these areas are sustained. Importantly, 
the majority of programmes are mostly targeted at 

w
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By SAfAIDS Staff

In South Africa, the report on the National Communication Survey on HIV for 2009 has just been 

issued and demonstrates significant successes when compared with the 2006 survey, for those 

dedicated to the production and dissemination of information as a strategy to make a difference 

in the impact of HIV on our region. More importantly, the report highlights key areas for future 

communications programmes, which is essential information for all involved in HIV programming. 

  
2006 2009

% %

General 
Mean age (years) 33.3 30.2
Male 49.2 48.7
Ever had sexual relationships 85.2 88.7
Sexual relations in the past 12 months 82.2 80.3

Knowledge

Condom use 90.7 85.6
Faithfulness 26.0 39.1
Abstinence 40.1 37.4
Reduce the number of partners 6.7 12.2

Behaviour 

Used condoms to prevent AIDS 44.6 40.2
Used condoms at last sex 43.3 39.8
VCT ever tested  47.1 61.4
VCT last 12 months  24.1 60.2
Multiple partners in last 12 months 16.5 11.4
Multiple partners in last 12 months (males) 25.9 20.1
Multiple partners in last 12 months (females) 7.2 3.0
MCP in the past month 5.4 4.9
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reaching younger people (42% compared with 20%). 
More effort is needed to each older people as well.

Knowledge about TB treatment for those living 
with HIV (PLHIV) is still low, with just under half of 
those interviewed believing that TB in PLHIV cannot 
be cured. Communication efforts in these areas 
need to be stepped up.

The success of information messages on 
prevention of mother-to-child transmission (PMTCT) 
has been limited; with only 1.7% of respondents 
being aware that exclusive breastfeeding is a way of 
preventing HIV transmission. Only 14% were aware 
that formula feeding is a method of preventing 
MTCT, indicating that greater efforts need to be 
made to reach people with the correct messages on 
safe infant feeding practices. 

Awareness of the protective effect of male 
circumcision (MC) is also limited to less than 7.5%, while 
some 15% of respondents believe that men who have 
been circumcised do not need to use condoms. Clearly 
this is an area where more information campaigns are 
needed, especially as most countries in the region are 
now rolling out MC programmes.

Programmes also need to focus more on 
condom messaging for people in long-term and 
stable relationships; those who are married, living 

together and primary sexual partners. To help with 
this, condoms need to be promoted beyond HIV 
prevention, to include their use in family planning. 

There are indications that communication 
programmes are beginning to impact on 
knowledge levels in relation to numbers of partners 
and risk of HIV infection, although these messages 
have only been going out for less than 12 months. 
Programmes therefore need to continue to 
emphasise the need to reduce partners. 

Interestingly, although multiple partners and 
cheating are perceived to be the norm (around 
90% believe this to be true), the survey showed 
otherwise. Around one-third of young men (aged 
16-24) have had more than one partner in the past 
year. Messages on partner reduction and multiple 
partners therefore need to be carefully crafted, and 
the emphasis needs to shift to show that where MCP 
are practiced they present an increased HIV risk.

Alcohol is also a significant problem - there is 
a significant correlation between heavy drinking 
(defined as four or more alcoholic drinks in one 
sitting for women, and five for men) in nightclubs, 
bars and shebeens, and having multiple partners. 
Communication programmes therefore need to 
highlight the linkages between alcohol, sex and HIV.

There is also a reported shift in attitudes 
towards HIV with less than 20% of people reporting 
that your life is over with an HIV positive diagnosis, 
while over 83% said they would not be embarrassed 
to be seen with someone known to be HIV positive. 
Hopefully these statistics and the behaviour changes 
measured since the 2009 survey indicate a reduction 
in HIV related stigma and a more constructive 
approach to sexual behaviours. 

Relationships continue to be unstable with 
only 3% of men and 15% of women aged 20-24 
reporting that they are in stable relationships, 
although condom use in this age group is 
increasing. In older people, condom use appears to 
decline as they get older, and this presents a major 
challenge for programmers. 

The signs are there that all the information 
and condom campaigns that have been operating 
over the last 12 years are indeed having an impact. 
The challenge is for us to sustain the gains, make 
inroads on the areas of shortfall and ensure that HIV 
incidence is significantly reduced by the next survey. 

The message of this survey is that there is no 
room for relaxing on communication campaigns, but 
rather, ever more innovative methods are needed to 
ensure that target audiences are genuinely engaged 
in their own behaviour change.  

The National Communication Survey results in 
PowerPoint format or PDF can be downloaded at 
www.jhhesa.org

Relationships continue to 
be unstable with only 3% 
of men and 15% of women 
aged 20-24 reporting they 
are in stable relationships, 
although condom use in 
this age group is increasing. 
In older people, condom use 
appears to decline with age 
and this presents a major 
challenge to programmers.
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The AIDSTAR-One HIV Prevention Knowledge 
Base highlights the programmatic significance 
of research and tools related to combination 
HIV prevention approaches. Topic areas include 
emerging areas, biomedical approaches, 
behavioral approaches, and structural approaches 
to facilitate the planning, implementation and 
combination of prevention approaches. Below 
we summarise some of their latest innovative 
prevention campaigns.

AIDSTAR-One is the USAID global HIV and AIDS 
project that provides technical assistance services 
to U.S. Government country teams 
across a broad range of HIV and 
AIDS-related technical areas. 

The Scrutinize Campaign: A 

Youth HIV Prevention Campaign 

Addressing Multiple and 

Concurrent Sexual Partnerships

The Scrutinize Campaign 
represents an innovative approach to 
HIV prevention adverts targeting South African 
youth with messages warning against the 
dangers of multiple and concurrent partnerships. 
Irreverent and humorous, with strong, colorful 
visuals, the campaign’s messaging encourages 
audience members to scrutinize their own 
behavior in an engaging way. To access the 
AIDSTAR-One Case Study on the Scrutinize 
Campaign, visit http://www.aidstar-
one.com/the-scrutinize-campaign

Secret Lovers Kill: A Mass Media 

Campaign to Address MCP in 

Swaziland

Translated as “Secret Lovers 
Kill,” Makhwapheni Uyabulala was Swaziland’s first 
national media campaign to focus on the HIV risk 
of multiple and concurrent sexual partnerships 

Innovative HIV prevention 
campaigns from AIDSTAR-ONE

(MCP). The campaign promoted HIV prevention 
in the country with the world’s highest HIV 
prevalence by broadcasting a powerful message 
that resonated with the public and encouraged 
behaviour change. The Makhwapheni Campaign 
launched a widespread public exchange about 
multiple sexual partnerships and the spread of 
HIV, a topic rarely discussed in Swazi society. 
To access the AIDSTAR One Case Study on the 
Makhwapheni Uyabulala campaign, visit   http://
www.aidstar-one.com/case_study_secret_lovers_kill 

Engaging New Partners and Technologies to 

Prevent HIV among Men Who Have Sex with Men

Men who have sex with men (MSM) have 
been neglected in HIV programming in 

sub-Saharan Africa, frequently ignored in 
national strategies and hidden in the face of 
intolerance, stigmatisation, and punitive laws. 
In Ghana, community-based organisations 

(CBOs) have been at the forefront of HIV 
interventions for MSM. Among the small number 
of CBOs working with this highly vulnerable 
population is the Accra-based Centre for Popular 
Education and Human Rights, Ghana 
(CEPEHRG) and Maritime Life Precious 
Foundation (Maritime) in Takoradi. 
With the support of PEPFAR, these 
two organisations have been part 
of much-needed efforts to reach 

MSM with prevention 
messages, condoms 
and lubricant and 
to increase uptake of HIV-
related services using cell phone-
based communications. Case study, 
CEPEHRG and Maritime, Ghana. To 

access the AIDSTAR-One Case Study on CEPEGRG 
and Maritime, visit http://www.aidstar-one.com/
case_study_msm_ghana
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We have been implementing an 
HIV prevention programme among 
in-school-youth since 1987 and 
scaling up several HIV prevention 
activities among youth in recent 
years. Due to the diversity of our 
programmes we have, like many 
other NGO’s, not been able to take 
into account all aspects that make 
programmes effective, especially 
when scaling up. In order to learn 
more about quality criteria and 
behaviour change, my colleague 
and I participated in a workshop 
in Livingstone (Zambia) organised 
by STOP AIDS NOW! and Rutgers 
- World Population Foundation. 
In the workshop, the Evidence 
and Rights Based PLANNING & 
SUPPORT TOOL for SRHR/HIV 
Prevention Interventions for Young 
People was presented. This is a tool 
for improving the quality of SRHR/
HIV prevention programmes 
among youth with the final aim to 
promote their wellbeing.”
Bertha Mukome of the Zimbabwean organisation, 
Family AIDS Caring Trust (FACT Mutare)

The Planning & Support Tool describes the 
most important evidence of what works and what 
doesn’t in the field of sexual and reproductive 
health and rights (SRHR) education for young 
people. The tool is primarily based on a review 
of studies from both Western and developing 

countries published by Dr. Kirby and colleagues1. 
It has been developed to assist organisations in 
optimally designing and evaluating SRHR education 
programmes for young people. The scope and 
approaches underlying SRHR programmes may vary 
a lot, as may the target groups and activities, but 
they all aim to prevent particular health problems 
and to promote young people’s well-being, so this 
tool is useful for all these programmes. 

The tool was developed together with and 
tested by organisations in South Africa (a high 
HIV-prevalence country) and in Pakistan (a low 
HIV-prevalence country), that implement SRHR 
interventions for young people (both school-
based and outside school). 

Why should you use the tool and how?

Whether your organisation is already 
implementing SRHR education for young people 
and needs to analyse and improve existing 
interventions, or you are developing a new 
intervention, the tool will be a useful aid. 

The ‘core’ part of the tool is a table that allows 
you to check the effectiveness characteristics of 
education programmes around sexuality, of which 
there are 28. You can use the table to score each 
characteristic. This shows you in which areas your 
programme is doing well and in which areas you 
can still improve.

In this way, the tool provides a framework 
for how SRHR projects can be designed, 
implemented and evaluated. Planning new 
interventions following a systematic, theory- 
and evidence-based approach leads to more 
effective programmes. The last chapter of the tool 
includes a more elaborate explanation of each 

How to increase the effect of your sexual and reproductive 
health and rights (SRHR) youth programme: 

an evidence and rights based planning & support tool for SRHR/ 
HIV prevention interventions for young people

By Joanne Leerlooijer1, Doortje ‘t Hart2, Miriam Groenhof2, Bertha Mukome3

“
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characteristic, including references to documents 
and literature where more detailed background 
information can be found. 

The tool can be used to analyse or plan a 
variety of SRHR interventions: school and non-
school-based interventions; large and small; with 
a focus on HIV, STIs, and/or pregnancy; targeting 
older or young people; for orphans and vulnerable 
children (OVC), children who are at work and/or 
other young people. 

The tool also encourages reflection on why 
certain decisions in programme development and 
implementation were made and on the reasons 
why your programme and its implementation 
are the way they are. For example, why does 
your programme only focus on increasing 
knowledge, while hardly paying any attention 
to the development of young people’s values 
and attitudes? Or why is your school programme 
facilitated by youth peer educators and not 
by teachers? This tool can help you to make 
well-informed decisions about the planning, 
development, implementation and evaluation 
of your SRHR programme in a step-by-step, 
chronological way.

The 28 characteristics of the tool are summarised 
in the table below.

A. Involvement (step 1)

 1. Are the right people in the project team?

 2. Are young people involved in intervention 

planning?

 3. Are facilitators involved in intervention 

planning?

 4. Are the relevant decision-makers involved 

in intervention planning?

B. Needs assessment/situation analysis (step 2)

 5. Is the intervention based on a needs 

assessment?

 6. Is the intervention based on a situation 

analysis?

C. Objectives (step 3)

 7. Are the health goals of the intervention 

clearly outlined?

 8. Are the behavioural messages for young 

people clear and consistent?

 9. Does the intervention address all relevant 
and changeable personal determinants of 
behaviour?

 10. Will enough be done to promote a 
supportive environment?

 11. Is the intervention based on a holistic 
approach?

D. Evidence-based intervention design (step 4)
 12. Is the intervention explicit about sexuality?
 13. Do facilitators create a safe setting for 

young people to participate?
 14. Does the intervention provide correct and 

complete information?
 15. Does the intervention address risk 

perception?
 16. Does the intervention help people 

understand and develop their own 
attitudes,values and awareness of social 
influence?

 17. Does the intervention include interactive 
skills training?

 18. Do young people have access to individual 
support?

 19. Does the intervention promote 
communication with parents or other 
adults?

 20. Are the topics in the intervention covered in 
a logical sequence?

 21. Does the intervention appeal to the target 
group?

 22. Has the intervention been tested?
E. Adoption and implementation (step 5)
 23. Have you done anything to increase 

adoption of the intervention?
 24. Is the intervention implemented by 

appropriate facilitators?
 25. Do the facilitators get training and support 

to implement the intervention properly?
 26. Is implementation sustainable?
F. Monitoring & evaluation (step 6)
 27. Have you evaluated the change in 

behavioural determinants (outcome 
evaluation)?

 28. Did you monitor the intervention’s design 
and implementation (process evaluation)?
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1 Kirby, D., Laris, B.A., & Rolleri, L. (2006). The Impact of Sex and HIV Education Programs in Schools and Communities on Sexual Behaviors Among 
Young Adults. Research Triangle Park, NC: Family Health International.

2 Bartholomew, L.K., Parcel, G.S., Kok, G. & Gottlieb, N.H. (2006). Planning Health Promotion Programs; an Intervention Mapping approach (2nd 
ed.). San Francisco, CA: Jossey-Bass.

3 Leerlooijer, J.N., Reinders, J. & Schaalma, H.P. (July 2008). IM Toolkit for Planning Sexuality Education Programs; Using Intervention Mapping 
in Planning School-Based Sexual and Reproductive Health and Rights (SRHR) Education Programs. Utrecht, the Netherlands: World Population 
Foundation. See: www.wpf.org/publication/1048

The six steps 

This tool has been structured using an 
Intervention Mapping model2;3  that helps 
planners to systematically design health 
programmes and encourages them to take 
evidence-based decisions. The six steps of this 
model also form the basis of the tool: 

Step 1 involvement of those concerned

 Step 2 needs assessment/situation analysis 

  Step 3 objectives

   Step 4 evidence-based intervention design

    Step 5 adoption and implementation

     Step 6 monitoring and evaluation 

Behaviour change approach

One of the key features of the Planning & 
Support Tool is the behaviour change approach. 
By linking health problems with behaviour of the 
target group and the people in their environment, 
one gets a better understanding of what issues 
need to be addressed. For example, the problem of 
unintended pregnancies is a result of unprotected 
sexual intercourse (behaviour), but indirectly, also 
of health care providers who do not provide young 
people with contraceptives (behaviour). 

The behaviour change approach can be used 
to analyse why people behave in a certain way. 
Why do young people have unprotected sexual 
intercourse? There are several possibilities: lack 
of knowledge about contraceptives; a negative 

attitude towards use of contraceptives, lack of 
availability of condoms; no skills to negotiate 
condom use; and the social influence of others, 
or community norms. All these factors – 
knowledge, attitude and skills – can be addressed 
in an intervention targeting the young people: 
information can be given to improve knowledge, 
group discussions with young people can help to 
change their attitude, role plays or examples in 
written materials can increase young people’s skills.

The experience of FACT Mutare 
(Zimbabwe) with the Tool

Bertha Mukome of FACT Mutare has this to say:

We have used the Planning & 
Support Tool to look at our 
programme and to check on areas 
that need improvement. After the 
assessment, we concluded that 
the facilitators of the programme 
were not sufficiently involved 
in the development of the HIV 
prevention programme. There was 
a tendency for over reliance on our 
organisation to make implementing 
decisions in the various schools 
and communities. In some cases 
activities in schools would halt 
if not supported adequately by 
us, resulting in disruptions of 
implementation”.

For Bertha and her colleagues, the Planning & 
Support Tool has been very useful.

“
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We have appreciated the tool 
because it has enabled us to 
capture critical information 
which led to the realisation that 
we should set aside adequate 
time for planning a programme 
or assessing the progress of a 
programme. In addition, we 
identified that involvement of key 
players in the programmes, like 
teachers from schools, is also very 
important especially in planning 
for interventions rather than in 
the implementation, as they are 
the ones to take the programme 
forward.”

Bertha explains how she and her colleagues will 
use the tool in the future.

We have decided that we will also 
adopt the Planning & Support 
Tool to restructure the new youth 
programmes beyond 2010. The 
tool will inform the development 
of the Life Skills manual that we 
are producing for in-and-out-of-
school-youth or groups. It will 
assist us in taking into account the 
involvement of the relevant people, 
relevant content for youth, design and 
implementation of the programme, as 
well as its monitoring and evaluation.”

When asking Bertha what 
would be her advice for other 
organisations she said,

This tool can be used 
by all organisations 
working on SRHR/
HIV prevention 
programmes for 
youth to assess 
their programme. 
There is no hard 
rule to include every 

characteristic of the tool but it is 
always good to realise and be aware 
of aspects that you might have 
left out and that can influence the 
effectiveness of your programme. 
That information can be used when 
you measure the outcome of your 
programme, or when you want 
to make changes to it. This tool 
emphasises the need for proper 
planning and can be adapted to 
suit specific organisational or 
programmatic issues relevant to 
different users.”

Ready to get started? 

The evidence and rights based Planning 
& Support Tool for SRHR/HIV prevention 
interventions for young people and other relevant 
related documents (a.o. a short  checklist based on 
the tool) can be downloaded from
http://www.stopaidsnow.org/downloads_category/
ovc_development_project

The tool is available in English, French and 
Portuguese.

The tool is also available on the website of 
Rutgers – World Population Foundation http://
www.wpf.org/documenten/OVC_E-PAT_tool_UK.pdf  
Another document related to Intervention 
Mapping can be found at http://www.wpf.org/
documenten/20080729_IMToolkit_July2008.pdf 

1Rutgers - World Population Foundation, Utrecht, Netherlands, 2STOP 
AIDS NOW!, Amsterdam, Netherlands, 3Family AIDS Caring Trust 
Mutare, Harare, Zimbabwe

“

“

“
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Emmanuel Maziti and Julia Makuni manning the Harare 
Branch of Childline Helpline

In the past decade nationally and locally, the 
prevailing situation in Zimbabwe has been one 
of profound economic and social difficulty.  Since 
mid-1998, the local currency plunged against the US 
dollar by over 100%. Inflation skyrocketed leading 
to the adoption of a multi-currency economy and 
significant levels of unemployment. These factors 
exacerbated the poor social conditions in which the 
majority of the population were living. 

Little research has been done on the subject 
of child abuse in Zimbabwe. The Ministry of Health 
and Child Welfare only started collecting data on 
abuse around 1992, and the first ‘abuse’ clinic in 
the country was opened at about the same time.  
A 1995 University of Zimbabwe research paper by 
two well respected authors in the field (Nyanungo 
and Khan) indicated that from a random survey of 
549 secondary school pupils, an alarming 30% of 
respondents reported having been sexually abused.  
The proportion of boys reporting abuse was also 
much higher than expected. There was an increasing 
need for a sound child protection service. It was 
against this background that Childline Zimbabwe 
was established.

In February 1997, a group of local women1 
decided, after much consultation and moral support 
from the Ministry of Health and Child Welfare, the 
then Ministry of Post and Telecommunications 
and the wider community, to establish Childline 
Zimbabwe. This community-based initiative 
sought guidance and input on the best practices of 
establishing and maintaining a child-focused, toll-
free, telephone crisis line/ helpline. Childline UK and 
Childline South Africa shared information on their 
Best Practices, policies and procedures. 

Zimbabwe’s first and only children’s crisis line 2 
was launched on March 1st 1999. In Harare, a Shona 
and English speaking line was made available for 
children to access for free from 8am to 8pm and in 
Bulawayo, a Ndebele and English line was available 
from 1pm to 8pm. 

This was a first for Zimbabwe, and demonstrated 
the Government of Zimbabwe’s efforts to fulfil its 
commitments when it became a signatory to the 
United Nations Convention on the Rights of the 
Child (UNCRC). Specifically, Article 12 of the UNCRC 
gives children the right to be heard, to have freedom 
of speech. The establishment of the helpline gave 
children in Zimbabwe greater opportunity to access 
this right, and to have this right fulfilled. 

Childline Zimbabwe is unique in the sense that 
the child is listened to, and given the opportunity to 
feel trusted, respected, accepted and loved. Above 

Breaking the silence 
with the children’s crisis line

There were no services specifically established 
for children that were accessible on a 24hour basis, 
for free. Child support systems were very limited and 
those that did exist were desperately overloaded.  
There was also a general lack of understanding of 
exactly what resources were available and how to 
access these resources. 

A random survey in 1995 of 
549 secondary school pupils 
found of 30% of pupils had been 
sexually abused.
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One of the refresher training sessions for Childline 
volunteers

all, conversations are private and confidential, 
giving the child a sense of security and belonging to 
a world that is theirs, where their wishes and views 
are prioritised. Childline Zimbabwe gives all children, 
regardless of race, gender, colour, economic or social 
standing an opportunity to be heard and seen, as 
opposed to the traditional norm of children being seen 
and not heard. Children are empowered as they are 
encouraged to express themselves. The organisation 
adopts a non-judgemental approach, where the child’s 
best interests are of paramount concern. 

In response to the needs of the children, Childline 
established a telephone counselling service. In 
addition to listening to the child, the helpline provides 
counselling, advice and guidance based on the 
child’s needs. Thousands of children every year who 
have suffered sexual, emotional and physical abuse, 
children who have been neglected and exploited,  as 
well as those who are vulnerable to being abused, 
receive counselling from Childline. The tragedy of 
child abuse is that the majority of children suffer 
in silence because they have been told that if they 
seek help they will not be believed, or they are 
threatened into silence, or they fear that intervention 
will inevitably shatter such happiness as they have, 
for example, by breaking up the family. Children who 
ring Childline to disclose abuse are often encouraged 
to seek help from “trusted adults”, the aim being to 
protect the child from harm while causing as little 
ancillary damage as possible. A generic approach to 
counselling is adopted, with Best Practices adopted 
from Childline UK, the oldest child helpline in the 
world established by Esther Rantzen in 1989. 

At the core of operating a child helpline are 
volunteers as it is volunteer telephone counsellors 
who answer the calls from children 24 hours a day. 
Childline Zimbabwe recruits, screens and trains 
volunteers from within communities; volunteers are 
from all walks of life. Every volunteer completes an 

initial two-week training programme specifically 
designed to prepare them to offer counselling to 
children via the telephone, on a 24 hour basis. The 
training prepares them to respond to distress calls 
in emergency situations, as well as to use empathy 
to build a child’s confidence for regular child callers 
who seek guidance and advice from the Helpline. The 
involvement of volunteers ensures that the helpline 
remains community-based, with direct contributions 
from community members so that advice and 
guidance remains relevant and appropriate. 

Childline provides ongoing supervision of 
trained volunteer telephone counsellors, to maintain 
quality responses and services and to continually 
build their capacity to respond to the ever-changing 
needs of children. It is through the dedication 
and commitment of the volunteers that Childline 
Zimbabwe has been able to respond to over 50,000 
calls per year; despite the harsh socio-economic 
circumstances in the country all children’s calls for 
help were answered. 

The subject of preventing child abuse had 
a very low profile in Zimbabwe for many years, 
despite the negative publicity where the rape of 
minors was concerned. Since 1997, there has been a 
considerable change in the public’s acceptance that 
sadly, child abuse does occur within Zimbabwe and 
that children’s rights are not being realised and their 
voices are not heard. 

With the establishment of this service for 
children, not only was Childline listening to what 
children were saying but the organisation was 
advocating on their behalf and raising the profile 
of children’s needs. The demand for the service 
grew and the call centres in Harare and Bulawayo 
became operational 24 hours per day, 365 days of 
the year, again, breaking new ground in Zimbabwe. 
Regardless of economic circumstances children 
across Zimbabwe could access this free, confidential, 
multilingual child-friendly service. 

The involvement of volunteers 
ensures that the helpline 
remains community-based 
with direct contributions from 
community members so that 
advice and guidance remains 
relevant and appropriate. 
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Since its inception in February 1997, Childline 
Zimbabwe’s child helpline could be accessed free 
of charge by dialling the short-code number 961 
or 04-701111/701112. At the World Summit for 
Information Society (WSIS) in November 2005, the 
Tunis Agenda declared in point 92: “We encourage 
countries, and all other interested parties to make 
available child helplines, taking into account the 
need for mobilisation of appropriate resources. For 
this purpose, easy to remember numbers accessible 
from all phones and free of charge, should be made 
available”. Childline Zimbabwe was already fulfilling 
this recommendation by operating the short-code 
961. However this was only accessible from fixed 
landlines, of which it was reported in 2007 that 
approximately 400,000 landlines were servicing a 
population of 12 million in Zimbabwe.

On 15 May 2008, the International 
Telecommunications Union (ITU) adopted a 
Supplement that invited countries worldwide 
to allocate the number 116 to child helplines 
operating across the globe. In partnership with the 
Post & Telecommunications Regulatory Authority 
of Zimbabwe (POTRAZ), Childline Zimbabwe 
successfully engaged all telecommunications service 
providers to work together in ensuring coverage 
and effective service delivery for the internationally 
allocated short code number 116. 

This partnership between Childline Zimbabwe 
and telecommunications providers has several 
implications. Firstly, with the commitment and 
support of fixed telephone line operator Tel One, 
mobile phone service providers Net One, Econet, 
and Telecel, all calls made to the child-friendly, 
easy to remember number 116 are free of charge, 
demonstrating the corporate world’s overwhelming 

1 The Harare club members of Soroptimist International of Zimbabwe 
(Harare) WO 54/67, an International Women’s Service Organisation 
with members in 113 countries 
2 Also referred to as the Freephone, or the Helpline, or Hotline. 

support and commitment to prioritising children’s 
rights and ensuring that children’s needs are met. 

Secondly, through the corporate social 
responsibility programmes of each of the 
telecommunications operators, a unique partnership 
has been forged with Childline Zimbabwe, showing 
the community’s support and endorsement of the 
services Childline Zimbabwe offers. 

Thirdly, as a result of the support from 
telecommunications operators in Zimbabwe, the 
helpline is now accessible to a significantly greater 
number of children. POTRAZ reported in 2007 that there 
were approximately 1.2 million cell phone-users in the 
country. This has continued to increase over the years, 
giving more children greater access to the helpline. 

Lastly, as a result of this partnership and 
the connection of the 116 number, Zimbabwe 
became the fourth country in Africa to fulfill the 
recommendations of the ITU. What this translates 
into for children across Africa is that they only need 
to remember one number, whatever country they 
find themselves in and they will be connected free of 
charge to the child helpline operating in that country. 

On November 20th 2009, Zimbabwe launched 
the newly allocated 116 number for the child helpline 
freephone crisis line. Childline Zimbabwe recorded 
an historic 118,000 calls made to the helpline in 2009 
- more than double that received in 2008. This is an 
indication of the increased awareness of children’s 
rights and greater child participation in accessing 
their rights, as children call to have their voices heard, 
therefore Breaking the Silence on abuse.

The Tunis Agenda declared 
in point 92: “We encourage 
countries, and all other 
interested parties to make 
available child helplines, 
taking into account the need 
for mobilisation of appropriate 
resources. For this purpose, easy 
to remember numbers accessible 
from all phones and free of charge, 
should be made available”. 

Matteo Christophides and Donald Manyenyeni, Grade 
5 pupils at the Hellenic Primary School in Harare 
delivering their speech at the launch of 116
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Abstract

Introduction: In 2004 Mozambique, supported by large increases in 
international disease-specific funding, initiated a national rapid scale-
up of antiretroviral treatment (ART) and HIV care through a vertical 
“Day Hospital” approach. Though this model showed substantial 
increases in people receiving treatment, it diverted scarce resources 
away from the primary health care (PHC) system. In 2005, the Ministry 
of Health (MOH) began an effort to use HIV and AIDS treatment and 
care resources as a means to strengthen their PHC system. The MOH 
worked closely with a number of NGOs to integrate HIV programmes 
more effectively into existing public-sector PHC services.
Case Description: In 2005, the Ministry of Health and Health Alliance 
International initiated an effort in two provinces to integrate ART into the 
existing primary health care system through health units distributed across 
23 districts. Integration included: a) placing ART services in existing units; 
b) retraining existing workers; c) strengthening laboratories, testing, and 
referral linkages; e) expanding testing in TB wards; f) integrating HIV and 
antenatal services; and g) improving district-level management. 
Discussion: By 2008, treatment was available in nearly 67 health 
facilities in 23 districts. Nearly 30,000 adults were on ART. Over 80,000 
were enrolled in the HIV and AIDS programme. Loss to follow-up from 
antenatal and TB testing to ART services has declined from 70% to 
less than 10% in many integrated sites. Average time from HIV testing 
to ART initiation is significantly faster and adherence to ART is better 
in smaller peripheral clinics than in vertical day hospitals. Integration 
has also improved other non-HIV aspects of primary health care.
Conclusion: The integration approach enables the public sector PHC 
system to test more patients for HIV, place more patients on ART 
more quickly and efficiently, reduce loss to follow-up, and achieve 
greater geographic HIV care coverage compared to the vertical 
model. Through the integration process, HIV resources have been 
used to rehabilitate PHC infrastructure (including laboratories and 
pharmacies), strengthen supervision, fill workforce gaps, and improve 
patient flow between services and facilities in ways that can benefit 
all programs. Using aid resources to integrate and better link HIV care 
with existing services can strengthen wider PHC systems.

Introduction

The rapid scale-up of antiretroviral treatment (ART) and HIV care 
across Africa over the past five years has provoked an important 
and lively debate about the impact of “vertical” disease-specific 

Integration of HIV and AIDS services into African 
primary health care: lessons learned for health system 

strengthening in Mozambique – a case study

programming on primary health care (PHC) services [1-4]. The major 
increases in international funding designated for HIV and AIDS 
programmes from the US President’s Emergency Plan for AIDS Relief, 
the Global Fund to Fight AIDS, Tuberculosis and Malaria, and a range 
of other donors has raised concerns about how the new funding 
intersects with existing services. 

Most worrisome are charges that HIV and AIDS efforts may 
distract attention and shift scarce resources away from other urgent 
health priorities, such as tuberculosis (TB), Malaria, diarrhoeal 
disease, acute respiratory illness, and immunisation [1,2,5]. On the 
other hand, some have argued that the new large-scale funding for 
HIV offers an opportunity to rebuild dilapidated health systems. The 
attention focused on HIV provides a rare opening to harness major 
funding for health system strengthening [6,7]. Recent proponents of 
a “diagonal” approach to global health funding similarly argue that 
disease-specific funding should be used for wider health system 
strengthening [8,9].

It is still common in Africa to see newly constructed, well-
staffed HIV clinics side by side with crumbling PHC facilities, with little 
integration and few linkages between services. Donor pressure to 
place large numbers of people on ART as quickly as possible has often 
subordinated broader population health needs and the health system 
requirements necessary to address them. In some cases, parallel logistics 
and delivery systems have been established in order to ensure rapid 
scale-up, leading to imbalances in resource allocation, with potentially 
harmful long-term consequences for other health services [10]. 

Of equal importance, practitioners on the ground increasingly 
recognise that quality HIV care cannot be provided without 
improvements in TB, antenatal, Malaria, outpatient and inpatient care 
services, and basic administrative systems [11-15]. The Mozambique 
experience with the integration of HIV care services into its public 
sector PHC system, described in this paper, provides evidence that a 
“diagonal” implementation strategy can simultaneously strengthen 
both HIV and AIDS services and the broader health system in which 
those services are embedded.

Primary health care in Mozambique

Soon after independence in 1975, Mozambique embraced the 
comprehensive Alma Ata PHC model [16,17]. The new public sector 
system provided basic services through a tiered network of linked 
hospitals, health centres and health posts coordinated through 10 
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provincial health directorates. The PHC system was undermined by 
a decades-long war supported by the apartheid governments of 
Rhodesia and South Africa, followed by severe government spending 
cutbacks imposed by an International Monetary Fund-led structural 
adjustment programme [17,18]. 

HIV and AIDS prevention and treatment services were grafted 
onto this struggling system when voluntary counselling and testing 
(VCT) and prevention of mother to child transmission (PMTCT) were 
initiated in 2001 and the ART scale-up began in mid-2004. Much 
of the new aid funding would initially flow to non-governmental 
organisations (NGOs) rather than the public system, further 
reinforcing vertical approaches to treatment expansion.

ART scale-up and integration

After rapidly initiating ART scale-up through a vertical “day hospital” 
approach, the Mozambique Ministry of Health (MOH) recognised 
the model’s limitations and initiated a systematic effort in 2005 to 
decentralise HIV programmes to sites across the provinces through 
the existing public sector PHC network. Decentralisation required the 
integration of HIV-related programmes into PHC services to maximise
efficient use of the ministry’s extremely limited resources. This paper 
describes the MOH’s integration process, as supported by a US-based 
NGO, Health Alliance International, in the central provinces of Manica 
and Sofala, where HIV prevalence rates of 18% and 23%, respectively, 
are among the highest in the country [19].

for HIV care, and to follow a sequence of visits for clinical staging, CD4 
testing, social worker visits, treatment for opportunistic infections, and 
initiation and follow up of ART.

The day hospitals included specifically allocated staff (often 
expatriate) and better working conditions than other sectors. This 
vertical approach may have contributed to high loss to follow-up 
rates and missed opportunities that limited the uptake of patients 
initiating ART. All the data presented in this case description are 
derived from routine health system data systems. Paper registries 
are used to collect facility level data that are later computerised 
at district level into the MOH health information system. Health 
Alliance International technical advisors supported data collection, 
compilation and analysis for programme evaluation to produce the 
findings presented here.

Table 1: PHC infrastructure  improvements 

supported by HIV-related resources

Infrastructure: 

buildings   Type Number

 Newly built  Staff residences  40
  Waiting areas  2
  Warehouse  2
 Renovated  Laboratories  22
  Pharmacies  11
  Outpatient ward  1
  Emergency ward  1
  Maternity  2

Infrastructure: 

 vehicles, other  Type  Number

  4x4 vehicles  15
  Pick-up trucks  4
  Motorcycles  55
  Bicycles  621
  Refrigerators  34

Human resources Type Number

 Pre-service training*  Pharmacists  28
  Laboratory workers  21
  MCH nurses  112
 In-service training  HBC workers  679
  VCT counsellors  472
  PMTCT nurses  870
  HIV clinic staff  1465
  OI training  727
  TB/HIV providers  11
*Participants are required to spend 2-3 years in Manica 
or Sofala province as a condition of their training.
MCH: Maternal & child health
HBC: Home-based care

RR* (for initiating ART < 90 days) = 1.58 (1.17,2.14)
RR* (for initiating ART) = 1.29 (1.07, 1.56)

Figure 1: The percentage of eligible patients starting ART by health facility type and province
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For the purposes of this 
paper, integration refers to: 
(1) co-location of different 
services within the same facility, 
even if those specific services 
remain separately staffed; 
(2) training of personnel to 
provide multiple services; (3) 
provision of tools, processes and 
training to better link separate 
services; (4) strengthening of 
linkages, referral and follow 
up between facility levels; and 
(5) harmonisation of logistics 
systems, such as data collection, 
drug and material distribution, 
transport and supervision across 
services.

Through the integration 
process, HIV resources have 
been used to rehabilitate PHC 
infrastructure, strengthen 
supervision, fill workforce 
gaps and improve patient 
flow in ways that can benefit 
all programmes. As a result of 
integration, the PHC system has been able to test more patients for 
HIV, place more patients on ART quicker and more efficiently, reduce 
loss to follow-up, especially among pregnant women, and achieve 
greater geographic HIV care coverage compared to the previous 
vertical model.

Case description

2001-2005: The vertical scale-up of HIV and AIDS services

An HIV prevention structure was initiated in 2001. VCT 
constituted the main element of the approach in Manica and Sofala 
provinces, and was established as a separate programme with its own 
freestanding sites and data gathering system. PMTCT services were 
initiated in 2001 in selected health centres, with parallel data collection 
and activity duplication for maternal and child health nurses.

The initial approach to ART scale-up in 2004 focused on a 
vertical, donor-initiated, day hospital model in which new freestanding 
HIV treatment hospitals were constructed in large population centres 
alongside existing hospital compounds. Day hospitals included their 
own pharmacies, data systems, health workforce, waiting areas and 
receptions. Using this separate infrastructure, patients identified as 
HIV positive from other sectors of the health system (VCT, PMTCT, 
blood bank and laboratory) were referred to day hospitals to register 

ART scale-up

In Manica and Sofala, the 
first day hospitals were 
completed by 2004 in the 
cities of Chimoio and Beira 
respectively. In the first two 
years, the day hospitals 
successfully placed nearly 
4,000 patients on ART. 
However, providers and 
planners soon realised that 
the vertical model had 
major limitations:
  Day hospitals were only accessible to local urban populations.
  Major loss-to-follow-up (LTFU) at a number of steps in the 

treatment cascade limited patient uptake. In 2005, only 78% of 
HIV-positive patients referred to day hospitals returned for CD4 
testing, and only 46% of those who returned for results and 
were found to be ART eligible succeeded in starting treatment.

  Poor linkages with other specific services contributed to LTFU, 
missed opportunities for testing, and low referral rates.

  Greater human and material resources for HIV-related activities, 
including salary top-ups, created resentment and limited 
support from other sectors of the health system.

  Day hospital carrying capacities limited new patient registration.
  Allocation of HIV resources did not strengthen the wider system.

Voluntary counselling and testing

VCT sites began referrals to vertical day hospitals when ART 
became available, but distance between facilities contributed to 
high loss-to-follow-up rates. In 2005, only 59% of those testing 
positive at VCT sites managed to enrol in HIV care at the day 
hospitals. CT was not offered in general outpatient and inpatient 
wards. Doctors could only refer suspected HIV cases to separate 
freestanding VCT sites. After nearly two years of ART scale-up, 
only 5% of TB patients had been tested before integration efforts 
began in late 2005. HIV patients were also not being routinely 
tested and referred for TB care.

Opportunistic infection identification and management

The initial vertical approach prevented the referral of patients 
presenting with HIV related opportunistic infections (OIs) in other 
service areas because clinicians outside day hospitals were not 
trained to recognise OIs or make referrals. The missed opportunities 
were compounded by the lack of provider-initiated CT in outpatient 
or inpatient services. Even if a clinician did recognise an OI, she had to 
refer the patient to an off-site VCT centre, where HIV-positive patients 
would be referred back to the day hospital, creating additional visits 
and greater loss-to-follow-up.

Prevention of mother to child transmission

PMTCT was initially established as a prevention activity that focused 
on single-dose nevirapine distribution coordinated through 
antenatal care services. When ART became available, HIV-positive 
mothers were referred to day hospitals for treatment, but in practice 
they suffered high loss-to-follow-up as few women managed to 
register. In 2005, only 30% of pregnant women who tested positive in 
PMTCT programmes enrolled at the day hospitals. By the end of 2005, 
only 20% of eligible mothers had initiated ART.
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Parallel systems

By 2005, separate data, pharmacy systems, supervision and 
infrastructure had been set up in two provinces to support the ART 
scale-up. Dozens of new staff, including doctors, nurses, physicians’ 
assistants and administrative staff, had been placed in the day 
hospitals to focus on ART.

2005-2008: Integration and decentralisation of HIV and AIDS services

By mid-2005, the MOH recognised these challenges and determined 
that both decentralisation and integration of HIV-related services 
would be necessary to increase coverage, maximise efficiency 
and improve quality. Decentralisation was necessary to expand 
coverage to widely distributed populations. Integration would 
make decentralisation possible by maximising utilisation of limited 
space, infrastructure and health workforce, while improving system 
efficiency and quality through better service linkages to reduce LTFU 
and missed opportunities.

Decentralisation and integration of ART into PHC

ART was initially expanded into rural hospitals and health centres in 
areas with higher population densities, while sites were established 
at smaller centres that would receive regular visits by teams of ART 
providers. Sites were chosen based on geographic coverage needs, 
patient volume and assessments of sufficient infrastructure. By 
December 2008, ART was being provided in 67 sites (of a total 222 
health facilities), distributed throughout all 23 districts in the two 
provinces, where an estimated 360,000 people were HIV positive 
and an estimated 75,000 were ART eligible. Nearly 180,000 people 
living with HIV (PLHIV) registered in the system, and nearly 30,000 
had initiated ART out of an estimated 60,000 determined to be ART 
eligible through CD4 counts.

The actual model of ART provision varies somewhat by site, 
depending on space, available workforce, and patient volume. 
In some sites, there are still staff members dedicated for ART, but 
they are co-located in the same facilities where other key services 
are provided. In other smaller sites, health centre clinicians were 
trained in ART provision, which was then integrated with other 
routine activities, including the regular outpatient consults, inpatient 
treatment, and ANC. Health Alliance International helped cover “gap 
year” funding (while the MOH prepared to absorb the new hires) 
for newly trained nurses and physician’s assistants to speed new 
personnel into the PHC system to help mitigate workforce shortages 
and support overburdened staff.

of additional equipment, and training to support dispersed sites 
providing ART services (see Figure 2). National policy mandated 
that parallel pharmacies in day hospitals be phased out and 
tasks integrated into existing pharmacies. Provincial and district 
pharmacists received additional training to integrate the distribution 
of antiretrovirals (ARVs) into the national system while basic logistics 
systems were improved to support new ART sites.

Counselling and testing

Provider-initiated HIV testing was progressively introduced into other 
PHC services as health workers were trained in CT. CT is provided 
routinely in ANC and TB programmes, and offered to patients 
who present with OIs in other outpatient and inpatient services. 
Counselling is provided through individual, group or video sessions. 
In 2004, 20,000 people had been tested in 19 separate VCT sites in 
both provinces. With integrated CT, more than 100,000 were tested in 
103 sites in 2007 alone, including TB services (Figure 3). 

Before these efforts, less than 5% of TB patients were being 
tested for HIV. With integration efforts, TB staff was trained in CT and 
new protocols for proper referrals and follow up to HIV care. Items 
were added to existing patient registries to ensure patient follow up. 
Clinicians were trained to ensure that HIV patients were also routinely 
tested for TB and referred, using new protocols and modified paper 
registries. (See Figure 4 for testing increases in one facility.) By 
December 2008, more than 90% of TB patients had been tested for 
HIV at 28 facilities with TB services, and 65% of eligible TB patients 
had initiated ART.

Opportunistic infections

By December 2008, 727 doctors, physicians’ assistants (called 
“tecnicos” in Mozambique) and nurses had received specific OI 
training, covering virtually all clinical health workers in the 67 
integrated sites. The OI courses integrated closely with CT and 
referral training. New protocols and modified patients registries were 
introduced to facilitate referrals and follow up.

Figure 3: The number of testing sites and patients tested for HIV (2002-2007)
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Figure 2: Province-level PHC laboratory system strengthened using HIV 

specific resources
Impact on patient flow and loss-to-

follow up

Analysis of routine data comparing 
the previous day hospital vertical 
sites with newer and smaller 
integrated sites shows that a greater 
percentage of local PLHIV managed 
to start ART, and that the percentage 
of patients initiating ART in less than 
90 days (from registration at a health 
unit) was significantly greater in 
integrated sites than in vertical day 
hospitals (see Figure 1). Co-location 
of ART services with other PHC 
services in the same facilities reduced 
LTFU from testing to registration for 
HIV care, as well as the time from 
registration to initiation of treatment.

Monitoring and evaluation, laboratory, pharmacy

Supervision visits for ART are now integrated and conducted 
with other programme heads. As a result of a national initiative, 
monitoring and evaluation and other routine data collection tools 
now integrate ART-related data into the national health information 
database. Most routine data are still collected through paper-based 
registries at facility level, but are now computerised at district level 
and include key ART indicators. 

The day hospital model did not include separate laboratories, 
but the MOH-managed provincial lab network has been 
strengthened via rehabilitation of laboratory facilities, provision 

PMTCT

With integration, PMTCT 
services were included as 
an integral component 
of antenatal care (ANC) 
services within the 
integrated sites that also 
initiated ART services. 
(Routine syphilis testing and 
treatment, and intermittent 
preventive therapy for 
malaria were included in the integrated package.) Maternal and child 
health nurses and staff were trained in the integrated protocol. Figure 
5 compares sites in 2006 offering ART but not ANC (two of the first day 
hospitals), and sites where both ART and ANC are offered in the same 
health facility.

Data were gathered for the same time period for both sets of 
sites. In 2006, the first two larger sites initially remained vertical, while 
smaller surrounding sites were integrated. The two integrated sites 
referenced in Figure 5 are similar to the many other integrated sites 
in the two provinces. Data were gathered for both sets of sites over 
the same time period. At the large vertical sites, HIV-positive women 
were referred from other health units with ANC services, while in 
integrated sites, patients were referred from ANC services within the 
same health unit.

Loss-to-follow-up from referrals of HIV-positive women from 
PMTCT services to ART services was reduced from 70% in vertical sites 
to 25% at integrated sites, based on analysis of routine data. Nearly all 
integrated sites across both provinces demonstrate similar results. Larger 
patient volume at the vertical sites may have contributed to higher 
LTFU, but the dramatic improvement at integrated sites suggests that 
integrating ANC and ART in the same health units helps reduce LTFU.

Infrastructure improvements

By the end of 2008, HIV-related resources had contributed to the 
rehabilitation or construction of 40 staff houses, 22 laboratories, 11 
pharmacies and warehouses, and dozens of maternities and ANC 
service areas. Haematology and biochemistry equipment has been 
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provided for 14 laboratories, and 100 dual system (gas and electricity) 
refrigerators were purchased for cold chain improvements. Fifty-five 
motorcycles and 19 cars have been provided to the health system 
over three years and used for integrated activities. Had a vertical 
approach been maintained, these funds would have been channelled 
only to HIV-specific facilities and systems. Table 1 lists the types of 
infrastructure support provided by HIV-related funding.

Discussion and evaluation

Decentralisation and integration of HIV care services into the existing 
PHC system in Mozambique has improved: (1) access to care through 
expansion of sites and services; (2) service quality through reduced 
LTFU and improved patient flow; and (3) system efficiency by linking 
services and improving referral rates, while accelerating the pace at 
which services can be expanded. 
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Figure 4: The number of TB patients tested for HIV per month before/after integration
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In turn, the integrated 
approach has channelled 
HIV and AIDS resources into 
basic PHC systems, thereby 
improving overall PHC 
services. Management of 
referrals and patient flow will 
become even more complex 
and challenging in the near 
future as patient volume 
increases. Pressure on basic 
logistics systems, drug 
distribution and laboratory 
facilities will also grow 
rapidly; the overall health 

system must be strengthened to meet both short-term and long-
term HIV treatment goals.

There are, of course, ongoing challenges to successful 
integration in decentralised sites. Workforce shortages continue 
to be the single greatest challenge to scale-up, and adding HIV 
care tasks to overburdened staff may raise concerns about quality. 
Leadership and management training for health directors has been 
useful to support more efficient human resources management, but 
further evaluation is necessary to measure quality improvement. 
It is hoped that integration will bring additional 
efficiencies overall that can help mitigate the 
effects of human resource constraints on quality 
and sustainability of services. The use of HIV-
focused funding to increase numbers in the 
overall health workforce is increasingly essential 
to scale-up success.

The Mozambique experience also shows 
that integration efforts must consider the logic of 
the existing system, which is structured around 
defined levels of care and geographical units of 
administration. Mozambique’s 10 provinces are the 
key organisational divisions through which PHC services are managed, 
coordinated and brought to scale. Transport, drug and material 
distribution, supervision, and data collection systems are organised 
administratively and logistically by the province and should be 
strengthened and harmonised at that level for integration to succeed. 
If limited to isolated sites or districts, integration will be ineffective and 
unsustainable if disconnected from provincial system strengthening. 
This approach contrasts with other vertical or NGO-led approaches that 
focus narrowly on single sites or small geographic areas.

Conclusions

It is likely that major funding for HIV and AIDS services from large 
donors will continue to be channelled to “partners,” such as NGOs, 
rather than to public sector health systems. Partners should 
coordinate closely with ministries of health to integrate HIV care into 
existing PHC services. This will necessarily mean a move away from 
vertical programming in smaller sites and adoption of a system-
wide view that focuses support on appropriate MOH administrative 
divisions and processes. The rapid expansion of funding for HIV and 
AIDS programming provides a unique opportunity to improve all 
PHC services in African settings. The Mozambique experience so far 
shows that rapid ART scale-up and system-wide strengthening must 
go hand in hand.
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The theory that multiple, overlapping sexual 
partnerships are a key driver of generalised HIV 
epidemics in Africa has been attacked as being based 
on insubstantial evidence. The critics, writing in the 
journals AIDS and Behavior and The Lancet, argue that 
researchers lack a precise definition of concurrency 
or a standard way to measure it, and that data do not 
show a significant association between concurrency 
and either HIV incidence or prevalence. 

However this critique has stimulated a fierce 
debate in the United States of America. Proponents 
of the concurrency thesis argue that the critics’ 
analysis of the data is selective, that evidence from a 
wide range of sources supports the thesis, and that it 
would be irresponsible for prevention programmes 
in Africa to ignore this issue. 

Concurrency 
Concurrent sexual partnerships describe situations 

in which an individual has overlapping sexual 
relationships with more than one person. They can be 
contrasted with serial monogamy, when an individual 
has a sexual relationship with only one partner, with no 
overlap in time with subsequent partners. 

A number of researchers, including Daniel Halperin, 
Timothy Mah and Martina Morris have suggested that 
concurrent relationships can increase the size of an HIV 
epidemic, the speed at which it infects a population and 
its persistence within a population. 

The explanation for this is that in situations where 
a significant proportion of both men and women have 
concurrent relationships, even if they only have two 
partners each, as soon as one person in the network 
of concurrent relationship contracts HIV, then other 
people in the network are at risk (unless condoms are 
used). More people are more often exposed to the 
virus, including during the acute infection period, when 
people are extremely infectious. 

In contrast, in situations of serial monogamy, 
even if men and women have a relatively high 
number of sexual partners during their lifetime, one 
relationship is over before another is started. This 
means that if HIV is passed on within a relationship, 
it cannot be further transmitted as long as that 
relationship lasts. 

Concurrent sexual partnerships and the 
spread of HIV - ‘the evidence is limited’

By Roger Pebody

Critique 
Mark Lurie and Samantha Rosenthal, however, 

argue that even if this theory is persuasive, 
empirical evidence for it is lacking. They call for 
better designed studies to clarify the contribution 
concurrency may make to generalised epidemics in 
southern and eastern Africa. Moreover, they believe 
that delivering prevention interventions around 
concurrency could be counter-productive and 
may divert resources away from other prevention 
methods that have proven efficacy. 

Lurie and Rosenthal argue that concurrency 
is often vaguely and inconsistently defined. Some 
studies in fact collect data on total numbers 
of partners, and not concurrent relationships. 

Where a significant proportion of both 
men and women have concurrent 
relationships, even if they only have 
two partners each, as soon as one 
person in the network of concurrent 
relationship contracts HIV, then other 
people in the network are at risk.
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Moreover, some include very brief or one-off liaisons 
(e.g. with a sex worker), but most do not. 

Mah and Halperin, proponents of the 
concurrency thesis, accept that the lack of a 
consensus definition of concurrency or of a 
universally accepted method of measurement 
hampers comparison between studies. They report a 
proposed standard definition from a UNAIDS working 
group: overlapping sexual partnerships where sexual 
intercourse with one partner occurs between two acts 
of intercourse with another partner. 

The debate between Lurie and the other 
researchers focuses on the different type of research 
studies that may or may not demonstrate the 
contribution that concurrency makes. 

The prevalence of concurrency 
in a population 

A number of studies have taken a 
representative sample of a population to quantify 
the proportion of people who are participating 
in concurrent sexual relationships. These surveys 
show wide variation between different countries, 
with populations in sub-Saharan Africa tending to 
report much more concurrency, than populations 
in other parts of the world. 

Lurie and Rosenthal’s main criticism is that 
these studies simply cannot tell us anything 

about a link between concurrency 
and HIV. In addition, they 

question the validity of 
comparisons between 
countries, given the 

variety of definitions 
used by researchers. 
They believe that 
there is no substantial 

evidence that levels 
of concurrency are 

significantly higher in 
Africa than elsewhere. 

Lurie and the 
other authors tussle 
over the same studies. 
Referring to a review 

of sexual behaviour 
in 59 countries, Lurie 
insists that it found that 
concurrency rates could 
not be compared, and 
that African adults are 
less sexually active 
than adults in other 
regions. In contrast, 

Mah and Halperin 
provide the following 

quote from the same study: ‘‘Evidence is available 
that, although lifetime numbers of partners might 
be lower, concurrent relationships in men in some 
African countries might have been more common 
and of longer duration than in other regions’’. 

Qualitative data 
Whereas Mah and Halperin believe that 

qualitative research can demonstrate that 
concurrency is a highly normalised behaviour in 
many parts of southern and eastern Africa and can 
help us understand its sociocultural underpinnings, 
Lurie and Rosenthal dismiss qualitative research as 
inherently unrepresentative and prone to bias. 

Individual studies 
Only a few studies have compared individuals’ 

participation in concurrent relationships and their 
HIV status, and Lurie and Rosenthal note that a 
consistent relationship has not been found. However 
Martina Morris, a leading researcher of concurrency, 
argues that such studies are “theoretically misguided 
and empirically irrelevant”. She says that concurrency 
is not a risk for the person who has more than one 
partner, but a risk for that person’s partners. 
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A monogamous partner may be exposed to HIV, not 
by his or her own behaviour, but by the partner’s 
concurrency. Because of this, future studies will need 
to enrol partners. 

Mah and Halperin also believe that concurrency 
increases an individual’s risk of transmitting HIV, not 
their risk of acquiring it. They point to studies from 
Uganda and Zimbabwe, where HIV infection was 
associated with the belief that one’s partner was 
having concurrent relationships. 

Population studies 
In 2001, Lagarde and colleagues reported a study 

that used a standardised questionnaire to assess 
concurrency rates and HIV prevalence in five sub-
Saharan cities. The study did not find that the two 
factors were correlated - for example, some lower 
prevalence cities had high rates of concurrency. 

Lurie and Rosenthal cite this as a key study, 
but Martina Morris rejects the study design 
entirely. This is because HIV prevalence represents 
infections that have accumulated over many years, 
whereas the survey measured concurrency only in 
the previous year. 

Mathematical modelling 

Lurie and proponents of concurrency all 
agree that the most powerful demonstrations 
of the influence of concurrency have come from 
simulation models. For example, Martina Morris and 
Mirjam Kretzschmar worked on Ugandan data and 
concluded that increasing the level of concurrency 
would have a more significant impact on epidemic 
spread, than increasing the number of partnerships. 

Lurie and Rosenthal say that even if these 
models show that concurrency can drive an 
epidemic, such theoretical work cannot demonstrate 
whether concurrency is actually doing so in Africa. 

They also comment that other modelling 
studies, which found that the total number of 
partners or mixing between different social groups 
were more important than concurrency, tend not to 
be cited by the other authors. 

In addition, in the articles published by Lurie 
and Helen Epstein, there is much claim and counter-
claim as to the definitions used and the validity 
of the assumptions that were fed into the various 
modelling studies. 

Conclusions 
Mark Lurie and Samantha Rosenthal believe 

that the evidence base for the role of concurrency 
is weak and contradictory, and that better research 
with more refined definitions needs to take place 
before interventions to reduce concurrency can be 
delivered. 

Morris counters that the studies Lurie and 
Rosenthal have looked at cannot prove or disprove 
the hypothesis. More sophisticated studies are 
being worked on and will give a more precise 
picture of concurrency’s role, “but no one argues 
that concurrency is irrelevant to transmission,” she 
says. As such, she says it would be a “real tragedy” 
if methodological limitations were used to justify a 
do-nothing policy. 

Mah and Halperin also argue that if HIV 
prevention interventions were never implemented 
until the most reliable evidence had been gathered, 
the only ones in use today would be male 
circumcision and interventions to prevent mother-
to-child transmission. They believe that prevention 
messages which encourage people to have only one 
partner at a time are needed as one component of a 
prevention response. 
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which encourage people 
to have only one partner 
at a time are needed 
as one component of a 
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Combination 
antiretroviral therapy, 
known as HAART, has 
dramatically increased 
the life expectancy of 
people living with HIV. 
Our ability to control the 
growth of HIV and block 
its attack on immune 
cells is based on having 
a large repertoire of 
drugs belonging to 
different drug classes. 
There are currently 
six different classes of 
antiretrovirals, each 
of which slows the life 
cycle of the virus at 
different stages of its 
growth. Within a single 

the National Institutes of Health, and a Japanese 
pharmaceutical company, characterises a new 
RT inhibitor known as EFdA. It is closely related 
chemically to the nucleoside RT inhibitors that were 
the first FDA-approved anti-HIV medications. But 
EFdA has two key differences: markedly increased 
potency compared to its chemical cousins, and 
unique specifics as to its mechanism of action.

The hallmark of all seven of the other closely 
related anti-HIV drugs is lack of a chemical structure 
known as 3’-OH, a molecule consisting of oxygen and 
hydrogen that occurs naturally on the DNA building 
blocks these drugs are designed to mimic. In fact, until 
the work of Marchand and colleagues, most scientists 
believed that the absence of 3’-OH was critical to the 
activity of all RT inhibitors, even though its absence 
has other detrimental effects on drug activity. But 
EFdA does have 3’-OH. EFdA is also more readily 
trapped within cells, where it can attack HIV, due to 
its ability to undergo a chemical reaction within cells 
known as phosphorylation. This process converts the 
DNA building blocks into a mature form that more 
effectively prevents the emergence of the virus.

Weight for weight, EFdA was almost 500 times 
more potent than AZT at killing HIV in the test 
tube. As such, given that it has the 3’-OH structure, 
it is unique among RT inhibitors that others have 
developed. For example, entecavir, an RT inhibitor 

Surprising keys 
to a new anti-HIV compound
By Jeffrey Laurence, MD and Rowena Johnston, Ph.D.

class, different drugs may have different potencies, 
resistance patterns and side effects.

Now Dr. Bruno Marchand of the University 
of Missouri, recipient of an amfAR Mathilde Krim 
Fellowship in Basic Biomedical Research, reports on 
the mechanism of action of a new type of reverse 
transcriptase (RT) inhibitor which holds great 
potential for development as a novel anti-HIV drug.

Weight for weight, EFdA 
was almost 500 times more 
potent than AZT at killing HIV 
in the test tube.

RT inhibitors have 
a long history and were 
the first medications 
approved by the Food and 
Drug Administration to 
treat HIV infection. Since 
the first of these —AZT— 
was developed, scientists 
have sought ways to 
improve the potency 
of drugs belonging to 
this class, while simultaneously minimising their 
side effects. Writing in the December 2009 issue of 
the Journal of Biological Chemistry, Dr. Marchand, 
together with colleagues at Kyoto and Kumamoto 
universities in Japan, the University of Pittsburgh, 

[EFdA], we hope to gain insights into the design of 
more efficacious inhibitors.”

Dr Laurence is amfAR’s senior scientific consultant and Dr Johnston is 
Vice President and Director of Research.

that also contains 
3’-OH, is a strong 
inhibitor of hepatitis 
B virus but acts 
only weakly against 
HIV. Marchand 
and colleagues 
concluded, “By 
understanding the 
molecular details 
of RT inhibition by 

Dr. Bruno Marchand presenting his 
research at a 2008 conference.
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Southern Africa:  
Preparing for the worst

When a crisis strikes, access to antiretroviral 
medicines (ARVs) can be among the first 
casualties, particularly in countries where many 
people are on treatment. 

But experience in southern Africa has shown 
that although preventing treatment disruptions may 
be wishful thinking, preparing for them has become 
a pressing need. 

New research by the Health Economics 
and HIV/AIDS Research Division (HEARD) at 
South Africa’s University of KwaZulu-Natal 
compared three recent crises that caused 
treatment disruption - Mozambique’s 2008 floods, 
Zimbabwe’s ongoing public healthcare crisis, 
and South Africa’s 2007 public sector strike – to 
identify potential strategies for keeping patients 
on treatment during emergencies. 

The HEARD report, ‘Unplanned ARV treatment 
interruptions in southern Africa: what can we do 
to minimise the long-term risks?’, identified poor 
planning as the biggest weakness in responding 
to gaps in treatment access, and suggested that 
doctors and patients receive better training on what 
to do during disruptions. 

Weathering the storm 
Southern Africa has some of the highest HIV 

prevalences in the world, while droughts, floods and 
cyclones typically spark humanitarian emergencies 
in this chronically vulnerable region. The Southern 
African Development Community (SADC) has 
pushed member states to integrate ARV treatment 
into national disaster preparedness planning. 

The UNAIDS regional humanitarian response 
advisor for East and Southern Africa, Mumtaz Mia, 
said Namibia, Mozambique, and Zimbabwe had 
taken the lead in ensuring that people did not miss 
ARV doses amid disasters. 

Mozambique experienced some of the worst 
flooding in the country’s history in 2007, and more 
than 56,000 people were affected by floods in 2008.
However, Mia noted that planning by UNAIDS, the 
National AIDS Council and the National Institute 
for Disaster Management had helped minimise 
treatment disruptions. 

Ph
ot

o:
 N

eb
er

t M
ul

en
ga

/IR
IN

Despite crises – whether political, 
economic or environmental – being “Despite crises – 

whether political, economic 
or environmental – being 
relatively common in 
southern Africa, there has 
been very little systematic 
planning for them within 
ARV programmes,” said 
HEARD’s Andy Gibbs, 
who co-wrote the report. 
The region’s weak health 
systems were often the 
cause of disruptions. 
“Strong health systems 
have strong planning 
capacity, an ability to monitor what’s happening 
and [to mobilise] the skills and resources to cope 
with unexpected issues,” Gibbs said. Research has 
linked disrupted treatment to increased risks of drug 
resistance and treatment failure. 

HEARD found that 
Mozambique had mapped 
the location of ARV patients in 
flood-prone areas and educated 
community outreach workers 

relatively common in 
southern Africa, there has 
been very little systematic 
planning for them within 
ARV programmes.

in the vicinity in ARV provision ahead of the 
devastating floods in 2008. 

Dr Mit Philips, a health policy analyst at 
the international medical and humanitarian 
organisation, Medicines Sans Frontiers (MSF), 

Floods are common in southern Africa but 
planning for the treatment disruptions they 
cause isn’t, according to a new report
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pointed out the importance of giving patients 
information before and during treatment 
interruptions. MSF has been working in 
Mozambique, South Africa and Zimbabwe, and also 
provided ARV treatment during Kenya’s 2008 post-
election violence. 

“When the [post-election violence] happened in 
Kenya, we set up a free hotline, we used radio spots 
and peer networks so that patients knew how to find 
us to pick up their pills and continue treatment,” she 
told IRIN/PlusNews. 

“You don’t need to go and find patients, you 
need to make sure patients know how to go and 
find you. If you can foresee it, it’s important that the 
patients know how to deal with possible disruptions 
at their usual health centres – it should be part of 
treatment literacy.” 

Society released guidance on how to cope with 
treatment interruptions. Some patients were able to 
get more than one month’s supply of drugs. 

HEARD researchers argued that the South 
African authorities could have foreseen such an 
interruption and provided both patients and doctors 
with better training on what to do when ARVs 
cannot be obtained. 

In Zimbabwe, ARV treatment in the public 
health sector has also seen its share of hard times. 
The economic crisis sparked migration among 
doctors and nurses as well as patients, while 
hyperinflation and high levels of unemployment 
meant the tests required before starting ARVs were 
often unavailable or prohibitively expensive. 

To help migrants continue treatment in other 
countries, MSF gives patients portable copies of their 

Funding flows

When the public sector isn’t so public 

In 2007, South Africa was rocked by a public 
servants’ strike that lasted for a month and affected 
up to half a million employees, including health 
workers. Data from South Africa’s Gauteng Province 
showed that the number of patients initiated on 
treatment in areas like Johannesburg’s inner city 
dipped to one of the lowest in four years, according 
to HEARD. 

Testimony gathered in the Western Cape 
Province by Treatment Action Campaign, an AIDS 
lobby group, showed that during the strike some 
pharmacies were so short-staffed they were only 
able to fill 25% of orders. Patients and doctors used 
varying coping strategies to deal with the treatment 
disruptions and the South African HIV Clinicians 

medical records, including which 
ARV regimen they are on. SADC has 
received funding to implement a 
similar regional ‘health passport’ 
system, but national health 
ministers would have to get draft 
legislation passed to implement 
it, Mia said. Access to treatment, 
even for documented migrants like 
asylum seekers and refugees, is 
problematic. 

Funding flows pose their own 

threat 

MSF’s Philips said interruptions 
in financial flows pose as big a 
threat to ARV programmes as 
any flood or bout of civil unrest, 
and might become a threat of 
increasing importance as HIV 
funding constricts in the global 
financial crisis. 

“What we have been seeing 
in the last six months to one year are increasing 
disruptions to programmes... many of these are 
due to delays in funding, or delays in the supply 
chain,” she commented. “In a way, it’s more difficult 
to prepare for these [than for natural disasters] 
because the information on the risk of treatment 
disruption isn’t always shared with implementing 
partners in a transparent way ahead of time.” 

In 2009, South Africa’s Free State Province 
experienced widespread treatment disruption 
due to a combination of funding problems and 
allegations of poor management. 

Philips noted that several countries 
including Malawi, Mozambique and Uganda 
had experienced problems with funding or drug 
procurement, and that countries like these were 

Percentage of people on ARVs through
Global Fun-supported programmes

Source: The Global Fund, 2009
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more vulnerable to disruptions, not only because of 
weak health systems, but also because of a heavy 
reliance on a single funding source. According to an 
MSF report, ‘Punishing Success’, the bulk of Malawi’s 
ARV funding as of 2009 came from the Global Fund 
to Fight AIDS, Tuberculosis and Malaria. 

“What we are seeing is that quite a lot of donors 
seem to see the Global Fund as the main channel of 
international funding for HIV treatment. If there is 
only one channel and something happens, there’s 
nothing you can do,” she said. “Countries depend on 
the timely arrival of supplies; when money for drugs 
was delayed in Malawi, there was no buffer.” 

Few countries carry ARV buffer stocks - surplus 
drugs kept aside and used in the event of a drug 
shortage. Philips said this strategy was successfully 
employed in the Democratic Republic of Congo, 
which put a pool of donor-funded ARVs under World 
Health Organisation management. However, she 
added that this buffer stock had run out more than a 
year ago. 

Fareed Abdullah, Director of the Fund’s Africa 
Unit, said the Global Fund had begun addressing 
funding delays after the issue was raised at the 
organisation’s highest level. 

“Clearly, the reasons behind stock-outs are 
multi-factorial, and responsibility for them lies with 
various donors and implementing agencies, not 
least of all, governments,” he told IRIN/PlusNews. 
“Having said that, there are certainly a number of 
steps within our financing process where the Global 
Fund considers the risk of drug stock-outs.” 

“The Fund offers countries emergency 
disbursements to cover unexpected treatment 
shortages, and allows two years of gap funding to 
cover ARV treatment specifically, between grant 
disbursements”, Abdullah said. The Fund has also 
taken on additional responsibilities in an effort to 
reduce treatment disruptions due to problematic 
procurement. 

“Sometimes we finance drugs that make their 
way to the central store, and they don’t get from the 
central store to the clinics – that’s really for countries 
to address, alongside implementing partners,” 
Abdullah commented. 

“However, in some countries we have a failure 
of procurement and, even though we have resisted 
taking over those functions because we believe 
in country ownership, we now have a mechanism 
where we will procure drugs for a country.” 

llg/kn/he
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The research used an innovative child-led 
approach. In each site children who were carers 
of sick or disabled adults, elderly grandparents or 
young children, came together for a workshop. At 
this workshop, through a number of participatory 
activities they shared the stories of their lives as 
carers. They also learned how to use a camera and 
recorder and how to conduct an interview. Using 
their own research questions the children then went 
back home and interviewed and photographed 
child-carers known to them. The information they 
collected was recorded in a second workshop. This 
child-gathered data was then written up into a 
case study telling of the life of child carers in that 
particular area. The child-led approach resulted in 
the collection of rich, detailed information, with 
insights that could not have been gathered by adult 

researchers. A total of 124 children (61 girls and 63 
boys) aged between eight and 17 years participated 
across the four case study sites.

The findings of the research show that the 
children have a number of vital inner resources. 
Importantly, they have a strong sense of 
responsibility; they are able to seek help from the 
few sympathetic adults they know; they are able 
to problem-solve in order to make a living out of 
various tasks, and they can solve problems among 
the children at home. They also showed maturity 
and emotional strength in the way they parented 
younger children.

Many of the children have a positive and 
supportive relationship with those they care for. A 
few of them have support from friends and other 
child carers they know. 

Child led research on children who are carers in 
four sub-Saharan countries, by Save the Children

“I have to look after them in the best way!
If I can get support I can look after them better!”

In 2009, Save the Children undertook a project 

funded by the Ford Foundation which looked at 

the needs of child-carers in four African countries; 

Angola, Nigeria, Uganda and Zimbabwe. The first 

phase, which was research-focused, consisted 

of a literature review and participatory child-led 

research in one site in each of the four countries. 

The research was prompted by the concern that 

there are many children in the region with caring 

responsibilities, but that little is known about how 

they can be assisted more specifically. Currently, 

child carers are often marginalised from many 

forms of assistance whether from development 

agencies or governments. 
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However, despite these positive aspects, for 
most of the children, other resources that promote 
resilience were largely absent. They have no help in 
accessing their everyday needs and carry the heavy 
burden of working to earn money and to find food. 
They have little support from adults or other children 
in their community. They do not have easy access 
to health facilities or to information that would 
help them with their caring responsibilities. They 
are deeply committed to going to school, but the 
schools themselves place many insurmountable - as 
well as unnecessary or incomprehensible - barriers in 
their way.

Various risk factors are also present in their lives. 
The heavy work they have to do places them at risk 
both physically and emotionally. The discrimination 
they experience, particularly that directed at 
their gender identity, affects their self-esteem. 
The children show signs of emotional stress, for 
example many struggle to sleep at night and others 
have nightmares.  Much of this stress seems to be 
related to grief that they could not deal with in the 
face of the multiple deaths they had experienced. 
They often feel as if their responsibilities are 
overwhelming.

These children have no access to accurate 
information to protect them, or information about 
the illnesses their parents had and the likely 
outcome. They have little institutional support in 
their caring responsibilities and what peer-support 
they have is informal and created by them. They 
have few adult role models or mentors.

In light of the research and the issues it 
highlighted, key advocacy issues were identified. 

Of primary importance, the lack of outside resources 
to support child carers needs to be addressed. 
Advocacy needs to take place at regional level – 
through initiatives such as the Regional Inter-Agency 
Task Team on children and HIV (RIATT), and at 
country level – with national, district and community 
government and with local NGOs. Messages 
need to include efforts to ensure that child carers 
have adequate psychosocial support; access to 
information on care giving and HIV and AIDS, as well 
as access to grants, cash transfers and education.

The participating countries have now started 
a second phase which entails implementing small 
projects based on the key priorities identified by the 
children participating in the research. The projects 
range from finding acceptable income generating 
strategies for children who still need to attend 
school, to setting up information resource centres 
and providing psychosocial support for child carers. 

The outcomes and learning derived from these 
small projects will help widen our information 
base in the African region on good and promising 
practices to support child carers, whilst advocacy 
on the main issues affecting these children will be 
undertaken in an ongoing manner. 

The English version of the consolidated report will be available from 
early April 2010, followed by the Portuguese version. The literature review 
is already available.

To access copies of these reports please email Lhillier@savethechildren.
org.za and rknotts@savethechildren.org.za

More pictures on next page >>

 The children have no access 
to accurate information to 
protect them, or about the 
illnesses of their parents and 
the likely outcome

 They have little institutional 
support in their caring 
responsibilities and what 
peer-support they have is 
informal and created by them

 They have few adult role 
models or mentors.
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The outcomes and learning 
derived from these small 
projects will help widen our 
information base in the African 
region on good and promising 
practices to support child 
carers, whilst advocacy on the 
main issues affecting these 
children will be undertaken in 
an ongoing manner. 
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According to a recently published study in 
PLoS One, HIV-positive women who are receiving 
antiretroviral therapy (ART) are twice as likely to 
become pregnant as those not receiving ART. 

The study was conducted amongst sub-
Saharan African women who were enrolled in the 
mother-to-child transmission-plus (MTCT-Plus) 
initiative, an HIV treatment programme for women 
and children.

Of the 4,531 women studied, 589 pregnancies 
were recorded. Among them, 345 pregnancies 
occurred in women receiving ART and 244 
pregnancies occurred in women not receiving ART.

The researchers of this study wanted to 
explore this topic because many of the patients 
receiving ART in sub-Saharan Africa are women 
of childbearing age. Since mother-to-child 
transmission is one of the principle methods 
of transmitting HIV, the increased incidence 
of pregnancy amongst HIV-positive women 
potentially poses problems1. 

The cause for the relationship between 
ART and pregnancy are not known; however, 
researchers suspect that behavioural causes, 
such as women feeling healthier, may lead to 
them feeling more inclined to become pregnant. 
Fortunately, recent studies have shown that 
mothers receiving ART are not putting their babies 
at risk for harmful side effects such as impaired 
mental and motor functioning. 

According to a study published in the Official 
Journal of the American Academy of Pediatrics, out 
of 1,840 children born between 1993 and 2006, the 
92% whose mothers were receiving ART during 
their pregnancies did not have lower mental and 
motor functioning than the 8% whose mothers 
were not receiving ART during their pregnancies. 

Although such results are encouraging, 
further research into this field is still necessary, 
especially in areas such as sub-Saharan Africa 
where nearly 60% of all HIV and AIDS patients are 
women of childbearing age.

HIV-positive women who are receiving 
antiretroviral therapy (ART) are twice as likely to 
become pregnant as those not receiving ART. 

By Meerat Oza, the AIDS Beacon

Recent studies have 
shown that mothers 
receiving ART are 
not putting their 
babies at risk for 
harmful side effects 
such as impaired 
mental and motor 
functioning.

Moreover, further studies 
have shown that many 
HIV-positive women have 
plans to become pregnant 
in the future. According to a 
study conducted in Ontario, 
Canada, 69% of women 
enrolled in the study desired 
to become pregnant, and 
58% intended to become 
pregnant. Such statistics 
point to the need for further 
research regarding how 
infants are affected by their 
mothers’ HIV status and by the treatments their 
mothers are receiving. 

On the flip side, the growing number of 
women who are pregnant or intending to become 
pregnant raises the concern of how the HIV 
epidemic can be controlled when mother-to-child 
transmission is a major pathway by which the 
disease is spread. 

For more information, find the full article on the PLoS Web site at http://
www.plosmedicine.org/article/info%3Adoi%2F10.1371%2Fjournal.
pmed.1000229.

http://www.aidsbeacon.com/news/2010/02/12/antiretroviral-therapy-
increases-fertility-in-hiv-positive-women/

1 Recent improvements in the provision of prevention of mother-to-
child transmission services, information on safer breast feeding, as 
well as wider access to ART in women of child bearing age, are likely 
to mitigate this risk. Ed
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UNAIDS Executive Director Michel Sidibé 
recently visited Botswana, South Africa and 
Swaziland as part of a three-country tour of southern 
Africa to gain insight on progress and challenges 
towards achieving the goals of universal access 
to HIV prevention, treatment, care and support. 
During his visit, he met with Swaziland’s King 
Mswati III, Prime Minister Barnabas Sibusiso Dlamini, 
Botswana’s Vice President Lt. Gen. Mompati Merafhe, 
as well as representatives from the private sector and 
civil society in the countries.

In Swaziland, Mr Sidibé commended both 
King Mswati III and the Queen Mother for their 
continued support to the AIDS response. “There is 
tangible evidence of progress in the HIV response in 
Swaziland,” said Mr Sibide’. “This is particularly evident 
in the increased numbers of people, notably pregnant 
women, who now have access to antiretroviral 
treatment. This is a significant achievement in 
Swaziland’s response to HIV,” he added.

Mr Sidibé had a heartfelt discussion with 
the Swazi King on stopping new infections in his 
country. The King embraced Sidibé’s call for zero new 
infections, promising to bring together traditional 
leaders and young people to spearhead a prevention 
revolution. His leadership will go a long way in 
igniting the social transformation required to stop 
new HIV infections. 

In Botswana, Mr Sidibé visited a prevention of 
mother-to-child transmission (PMTCT) clinic where 
he was impressed by the level of services provided 
to pregnant mothers: “Botswana is an example 
of what African leaders can do to prevent babies 
from becoming infected with HIV,” said Mr Sidibé. “I 
commend the government for its efforts in providing 
access to antiretroviral treatment to all HIV positive 
pregnant mothers, as this will ensure their survival 
and prevent their children from becoming orphans”.

In Botswana, Sidibé made a call to action 
urging countries to review progress in achieving 

universal access. He made the call here because, 
despite having one of the highest HIV prevalences 
in the world, Botswana has demonstrated what is 
possible when leadership takes the universal access 
movement forward: the country provides treatment 
to more than 80% of people in need and has 
achieved over 93% PMTCT coverage in 2009; it was 
one of the first countries in Africa to adopt universal 
access targets.

This call is timely, ahead of the September UN 
high-level meeting on the Millennium Development 
Goals. It provides the opportunity to take the 
pulse of the universal access movement and to 
link national progress on the AIDS response to the 
Millennium Development Goals (AIDS+MDGS). 
UNAIDS is committed to supporting countries in this 
review process, and will convene an international 
advisory team to analyse the review reports and 
make recommendations on how to speed up 
progress towards universal access. 

Another example of strong country leadership 
has emerged from the region with South Africa’s 
announcement on February 19th of a proposed 
USD1.1 billion investment in AIDS for 2010, 
representing a 33% increase from 2009 levels. The 
budget proposal aims to get 2.1 million people on 
treatment, doubling the current figure and there are 
increases for overall health and education. With this 
latest effort, South Africa continues to demonstrate 
how investments in AIDS can leverage other 
development outcomes. 

Mr Sidibé also talked about Treatment 2.0, 
which embraces the necessity of putting in motion a 
new generation of treatment options. An approach 
is needed that sustains treatment for the millions 
who are on treatment, gets treatment to those 
waiting, and addresses issues such as resource gaps, 
the cost of second-line drugs and the effectiveness 
of regimens. As Mr. Sidibé said, it is time to think 
outside the box on treatment.

UNAIDS director’s visit to Africa
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1.  National HIV and AIDS Estimates 2009. 

Kupara, L. Mutare: National AIDS Council, 2009
A summary presentation on Zimbabwe’s national HIV 
estimates for 2009.The presentation highlights prevalence 
rates, trends from 1980 to 2009 for both adults and children. 
The author recommends the scaling up of prevention and 
treatment services in order to maintain the declining HIV 
rates in the country.

2. Making Research Findings Actionable: A Quick 

Reference to Communicating Health Information for 

Decision-Making. Robinson, T. London: USAID, 2009
A quick reference to suggested communication approaches 
for health researchers and monitoring and evaluation 
professionals. The guide facilitates stakeholders’ use of health 
information for decision making.

3. Poverty, Gender, and Youth: Global Trends in AIDS 

Mortality. Bongaarts, John, Pelletier, Francois, Gerland, Patrick. 
New York: Population Council, 2009
A paper reviewing the evolution of the HIV epidemic since 
the 1980s.The paper provides estimates of past trends and 
future projections of AIDS mortality indicators including 
numbers of AIDS deaths, the proportion of all deaths that are 
due to AIDS, and life expectancy.

4. Tuberculosis Research and Development: A Critical 

Analysis of Funding Trends, 20005-2007: An Update. 
Agarwal, Neha. New York: 
Treatment Action Group, 2009
A report analysing annual funding of TB research and 
development. The report presents the results of a survey 
of the top 40 TB research funding institutions. The authors 
surveyed actual disbursements made for TB research and 
development.
www.treatmentactiongroup.org 

5. The “l” Stories: Polygamy- The Heart of the Matter. 
Walter Deborah. Johannesburg: 
Gender Links, 2009
A collection of short stories and insights from women, men 
and children on polygamous marriages in southern Africa. The 
book presents various scenarios of polygamous relationships; 
describing current and past experiences lived by men and 
women across the Southern Africa Development Community.
www.genderlinks.or.za 

6. Redefining Child Rights Within A Cultural Framework in 

the Era of HIV: Engaging Communities In Explanatory 

Dialogues: Uzumba and Maramba Community 

Dialogues Study. SAfAIDS. Pretoria: SAfAIDS, 2009
A report on four community dialogues on 
child rights, conducted by SAfAIDS in 

Uzumba and Maramba Districts, in Zimbabwe. The report 
describes a redefined model of child rights that emerged 
from the dialogues.
www.safaids.net 

7. Thandie Asks About HIV. SAfAIDS. 
Pretoria: SAfAIDS, 2009
A booklet for children presenting the basic facts about HIV. 
Produced under the Zimbabwe National Action Programme 
for Orphans and Vulnerable Children, the booklet features a 
13 year old girl, Thandie, who ventures out to find out more 
information about HIV and AIDS. Definitions of common HIV 
related terms are given.
www.safaids.net

8. The Global Plan to Stop TB 2006-2015: Progress 

Report 2006-2008 – Actions for Life: Building a 

Successful Future Together. 
World Health Organisation. Geneva: WHO, 2009
Progress report for the Global Plan to Stop TB, covering 
the first three years. The report assesses the progress 
made towards implementing the Global Plan, highlighting 
achievements, challenges and areas requiring new or more 
intensified effort.

9. Showing the Truth, Saving Lives: The Case for Pictorial 

Health Warnings. World Health Organisation. 
Geneva: WHO, 2009
Report on the dangers posed by tobacco smoking. The 
report highlights that warning messages on tobacco 
product packaging are critical to any effective tobacco 
control strategy. The messages increase public awareness 
of the serious health risks of tobacco use and help to 
ensure that the packaging tells the truth about the deadly 
product within.
www.who.int/tobacco 

10. Living with HIV, Dying of TB: A Critique of the 

Response of Global AIDS Donors to the Co-epidemic. 
Reed, Lesley. Washington: 
Results Education Fund, 2009
A report that analyses how and to what extent, four of 
the largest international HIV donors address TB and HIV 
through their policies and programming. The report 
examines the donors’ policies, programming, funding 
and monitoring and evaluation with a particular focus 
on sub-Saharan Africa.

New publications at SAfAIDS Resource Centre NetworkNew publications at SAfAIDS Resource Centre Network
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Gender Links: Johannesburg, South Africa

The ‘I’ Stories, is a project of Gender Links in 
collaboration with other partners, to share the 
stories of women and men on gender issues. Other 
editions in the series have been on gender-based 
violence and local government councillors. This 
edition is the first of its kind and shares the stories 
and insights of women, men and children on their 
experiences of polygamous marriages. Given the 
example set by South Africa’s president Jacob Zuma, 
this booklet is a timely production that will help 
people understand the issues around polygamy in 
the region. As Bafana Khumalo says in the foreword, 
‘Discussions on polygamy are critical in the context 
of a transforming continent.’

Recent identification of multiple concurrent 
partnerships as one of the main drivers of the HIV 
epidemic in the region has helped put polygamous 
relationships under the spotlight too. This useful 
booklet makes easy reading and guarantees a better 
understanding of the complexities of polygamy in 
the region and may help with the identification of 

the key differences/ negative 
factors involved in polygamous versus 
other forms of multiple concurrent partnership. 

The collection chronicles the current and past 
lived experiences of women and men across the 
SADC region and each writer shares their own 
account of living within a polygamous relationship 
and what it has meant for them as children, wives 
and husbands. The stories are loosely grouped 
under a series of headings; Questions of culture; 
Plural wives; growing up in Polygamous homes; and 
Speaking out on gender violence and HIV and AIDS.

The series avoids the trap of misleading 
generalisations by giving the invaluable insights of 
personal experiences, along with vivid impressions of 
the emotions involved. Interesting as the booklet is, as 
Gender Links Executive Director Colleen Lowe Morna 
says, ”Polygamy is not a function of any particular 
culture; it is a function of patriarchy, whose definition 
is the superiority of men over women... We therefore 
cannot accept a system where men may have many 
wives but women cannot have many husbands.” 

The Heinemann Red Ribbon Series 
– Intermediate and Senior Phases - 
offers a unique approach to dealing 
with challenges posed by HIV and 
AIDS. They form a comprehensive 
multi-media package whose aim is to 
inform and guide healthy choices as well 
as to inspire action and encourage acts of 
compassion. 

As a set of resources that can be 
used by children themselves, Red Ribbon’s 
very readable books  are also  a carefully 
structured programme designed to take 
the child through the various points at 
which HIV and AIDS may affect them.  Both the 
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The ‘I’ Stories: Polygamy – 
the heart of the matter (2009)

The Heinemann Red Ribbon Series – Intermediate and Senior Phases

intermediate and senior phases are collections of 
information, stories, questions and ideas to spark 

the imagination of and empower the reader as a 
human being with the right to make healthy 
choices. Each book in the series focuses on 
a different issue.

The Intermediate Phase includes the 
titles, In Our Hands; Like a Whisper; Missing You; 

Making It, Not Alone; Educator’s Guide and 
Learner’s Personal journal.

The Senior Phase includes the 
titles; Beginning at the End; Desire 

and Understanding; Experience and 
Hope; Changes and Chance; Promise and 

Possibility and an Educator’s Guide.
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