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THE SocIAL CONSTRUCTION OF
AFRICAGHIV EPIDEMIC

1.1 The Social Construction of Disease Epidemics

An epidemic is popularly understood to be an outbreak of an infectious
disease affecting a wide swath of a population, more or less at the same time or
perhaps in a long, contiguous stretch of titHewever, this simple definition of
what constitutes an epidemic is patticularlyuseful in the formulation of
public policies or in the design of health interventions by a variety of actors.
These institutions that act in the domain of public healguire an
understanding not only of the biomedical and technical characteristics of a
disease and its spread, but also of the social dynamics and characteristics that
cause or condition the spread of a disease. Often these social dynamics and
charactestics, as one might imagine, can be quite difficult to perceive, identify
and understand and are infinitely more difficult to act upon. They may even be
incorrectly perceived, identified, understood and acted upon, leading to a host of
secondary problemghich then become subsequently more difficult to address.
However, the quest to mitigate or end an epidemic does require that the effort be
made and this effort (conscious or otherwise) by individuals and institutions to
perceive, identify andderstandhe social characteristics and dynamics of an
epidemic is what | will refer to as the social construction of a disease epidemic.

Study of the social construction of disease traditionally falls into the
confines of medical sociology and refers genaevallytth e expl or ati on
effects of class, race, gender, language, technology, culture, the political economy,
and institutional and professional structures and norms in shaping the knowledge
base which produces our assumptions about the prevaleneecédréatment,
and meani n'gAs thé soabl censtraictian @f.disease clearly has public
health policy implications, particularly in reseuooe settings where the effects
of epidemic disease are often magnified, it can also be seenttonfaierarea
of development studies and development policy. It is with this view towards
understanding where and how development policies related to public health
originate and the nature of their cumulative moméntmpath dependency if
you liké thatl shall explore the social construction of disease epidemics and of
Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome
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(HIV/AIDS) in particular. | hope to show that, while social constructions are
observable, and are indeed endemic to HIl¢ypahd the avenues of HIV
research which gain traction, they are rarely explicitly questioned or explored
leading to a wedintrenched path of least resistance in research and policy.

This chapter shall explageo c i a | constr uclkandhow of O0si c
these constructions relate to perception®wfdnd why a disease spreatfe
will look athow the social construction of sick individuals and beliefs about the
transmissibility of their illnesggregate through mechanisms such as target
grauping andecome entrenched in policy, supporting many misconceptions and
leading to path dependency in HIV policy that is difficult to contest, even with
empirical evidence in support of alternative paths.

Section 1.2 then addresses the social dyrahicsl the transformation
of HIV/ AI DS into a 6sexually transmitted
tracing some of the Colonekh medical and heaittlated actions that have,
arguably, carried over into the HIV discourse resulting in what | call
6institutionalized raci smo i n HI V/ Al DS |
nations. While others have noted some similarities between for example,
Colonialera syphilis policies and HIV policies in Affitd, hope to build upon
that work by connectinthis long history of institutionalized racism with the
more modern social constructions of the HIV epidemic which crowd out many
avenues of debate about efficacious HIV policy in Africa.

Within each section, discussion of the policy implications ofisvari
aspects of social constructions has been integrated in order to demonstrate the
relevance of these social constructions to modern public health policy in the area
of HIV/AIDS in a pragmatic and, | hope, intuitive manner.

1.1.1 Monsterization, T@rgeping and Risk Grouping

Throughout human history, people suffering from different illnésses
infectious diseases in partidulaave played many and varied roles. The
stereotypical images of the povadgen and irresponsible consumptive
(tuberculsis}, the prostitute as an evi l reservao
the dirty, shunned sufferer of 6The Poxd
minds of many people although few people in recent generations have actually
had firsthand exprience with manof these (in)famous diseases. These so
call ed 06 met apHare domnegoh and epmtimue o Enpactpersris
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living with a plethora of diseasés.relation to HIV/AIDS, though the specific

epidemics in developed countries (whid¥eremains largely confined to men

who have sex with med MSM 6 and intravenous drug users) dhd

generalized epidemics found in manySaltaran African counsigwhere

women are at least dfeeted as merfjave little incommgn t he o6i conogr ap!
of HIV has made the voyage from the United States tSahdyan Africa

virtually unaltered. As AIDS was first identified exclusively in MSM in the

United Stated and was, i ndeed, named O06Gay | mmun
1987 it quickly became known assexually transmitted disease (and not,

importantly, as a viral infegtisuch as Hepatitis B) whicfeafed gay men due

to their 60l ifestyled <choices and sexual
homosexual activity, but also reports by the early safi@IDS patients the

USA of having had numerous sexual parfn€nss early and mugiublicized

classification of AIDS as a sexdalipsmitted diseasd promiscuitycarried

over to SSAegardless of the fact thastorical epidemiological accauate

quite clear that AIDS in Africa most probably originated and was disseminated

early orthrough blood exposures (and not sexual expasureslgh reported

sexual behavior in SSA could not hope, in fact, to explammagimgtude of the

HIV epidemicsor dramatic differences in prevalence betdmancountries

(as discussed in detail | ater in this cheée
the reservoir of AIDS has been impossible to purge from both the popular and

academic psyche, and hasrbextended from the homosexual population of the

developed world to the heterosexual population of SSA.

Figureli | l ustrates a simple scheme demonstr
be categorized, or in other words, what role they may be assigsediety
While many other factors can and do contribute to the social construction of a
6sickd person (i . e.-econemictchanatteristics lofitfi ous be
worstaffected population, availability of a cure or effective treatmenttlage...)
figure simplifies matters somewhat by looking at the generic roles assigned to
6sickd people based on just two factors:
have O6caughtodo the disease through his/ her
presumaby someone el seds fault and; (2) the
0sickd person poses to uninfected persons



6 CHAPTER 1

Figure 1. Categorization of Sick Individuals

How Person Became Infected

Own Fault Someone EI
(irresponsible behavior)

High Monste Shunned Victim

Low Deviant Coddled Victim

Perceived Level of
Danger to Others

Source: Authords own presentation

In the socialconstruction of HIV/AIDS,particularly in suBaharan Africa,
the most commonlyclaimed modes of transmissioare through sexual
intercourse and moth&r-child transmission (MTCin the case of children
On an individual level, the sexual behavior that is perceived as necessary for one
to become infected with HIV (ie: promiscuity, infidelity, multiple ourwent
partner s, et c €) dssnentooed sbovk anr reladion fodtbkev i ant &
origins of AIDS iconography in the USAhose perceived as having become
infected with HIV through sexual contact, however, may on the one hand be
cl assi fi edi atetpérceptiddf he pdodabilityf infecting other
people remaglow. This was often the case during the earlier years of the
epidemic in the USA as the majority of the American population did not feel
threatened by a sexually transmittedage believed to only be passed to and
from gay men through homosexual intercdfikbawever if the infected person
is believedo not only have contracted HIV through their own irresponsible
sexual behavior, but also to be in a position to infect othéine general
population then this person is pefved as a greater threat aodld be
cat egor i ze dAnasampe ofthisdypesof classification would be the
iconography of prostitutes as reservoirs of sexually transmitted infectiass such
syphilis and gonorrhea and, fromthem@ 8 0 6 s f or war d, al so of

Both of these classificiatiosé d e vi ant 0 relyrhebviybandhe st er 0)
assumption that the infected person is at fault for his/her infection. If, on the
other hand, one falisto a group that is seen as having been infected with HIV
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through no fault oforatiimeed, svomeny,one(maybe h as ch
classified as one of two types of o6victir
seen to have been infected tigio no fault of his/her own, but tonsidered a

danger to others. This group may include some women who could be seen to

have been infected by philandering hushbathisis a topic ofdiscussed in the

academic literature on African women and¥f\/ however,they may fall into

the 6shunnedd group when they bDbring chil
transmitting HIV from motheto-child is generally perceived to be verydngh

HIV-infected mothers who choose to have children may be considered
irresponible! The coddled victim, conversely, is perceived as legstehtal

danger to others (less infecticars)l deserving of care and sympawith the

example of HIV given here, hemophiliacs are a perfect example of a victimized

group (in the develogevorld) as they became infected through blood products

received in a medical setting to treat a disease (hemophilia) which is acquired
geneticallyThe importance of this perceived threat to others, while not typically

discussed in the HIV discourse, @sn shown to b&gnificanin the study of

tuberculosip at i ents and their feelinys of margi

At the heart of this type of <c¢classifica
mere sociological curiosities, these culturalimgsahave an impact on the way
the illness is experienced, how the illness is depicted, the social response to the
il Il ness, and what pol i ci'*lspadgicular,ter eated ¢
aggregation of these categories that is implicit @ay-p@king becomes of great
concern in an area such as HIV/AIDS, with its vast outlays of resdotie
human and financial, as well ascthraplex diseaspecific infrastructurenat
exists in many natian§hisphenomenon ofiggregation and the corerpolicy
consequencedbat followwill be discussed in the following-sebtions dealing
with O6target groupingd and O6risk grouping

Target Grouping

Schneider and Ingram (1993) succinctly frame the issue of how the social
constructi onatoif o nGstboanalgrg shampsobotythe policy
agenda as well as the policies themselves. They point out how social
constructions can portray groups of people either positively or negatively as
discussedtirieflyabove. Consequently, political incenawesstructured so that
politicians generally oprovide beneficial
target popul ations and -prienfed mblcy forse puni t
negatively c o'h sPRoliticalc dciende pgrspectivpss an asoci
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construction and policy r'8nogmessfgessom t he i
sent by policy which explicitly or i mpl:@
supposed to do, which <citiZheynhelptare deser
effectively idenyfwho is to blame for a political problem and therefore, who is

responsible for acting to resolve the problem.

Forming a target group undeniably has political as well as economic
justifiat i ons, and tamer ngeasurablp, cempiricad phemomed 0
with policy being the specific tool which creates the empirical boundaries if they
did not already ex#t.In the case of public health and infectious disease, the
formation of a target group implicitly defines and sats e people whose
behaviorhas beendentified as propagating or advancing an epidemic (or,
conversely, who aperceivedvictims of those who are seen as advancing an
epidemic) and whose behavior must be changed through incentives, coercion or
punishment in order to address thédemic (or, conversely, who must be
protected from those who are advancing the epidemic). These target groups may
or may not have had a distinct and-defihed social construction before a
policy was introduced, but surely after the introduction afypdtieir social
construction is well under way.

In the HIV/AIDS discourse, the social construction of target groups has
evolved over time and often different cCo
different types of groups (i.e.: the political pofvgay men as a group is quite
different in the developed world vs. in most ofSailfiaran Africa). Though
target groups are ubiquitous in HIV/AIDS poliogking, the exploration
undertaken here to understand how they are formed and the assumptions
(relatiy to the social construction of Hinfected people) behind their
formation have remained surprisingly free from examination and criticism up
until now. Yet, there are some common themes which can be fit within
Schneider and I ngrampes ©0I993&A)y gfert apeowr lat
and | shall use that framework to continue the discussion on the pertinence of
target grouping in the HIV/AIDS discourse.

The matr i X uses t wo measur es: (1) Opo\
understood as politicabwer but which | will also extend to what has come to
be called ©o6interpersonal bargaining powe

negative), which refer to the way that the group as a whole is socially perceived.

The resulting matrix then identifesour types of target grou
(strong and positively constructedfi Co n't e n dng r baitd negétisety r

constructed)p Dependent sd06 (weak bu&Depd sainttisvbel y
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(weak and negatively constructed). You will notéigure Zhat in the
HIV/AIDS discourse, | have been unable to identify a target group which falls
i nto the G&dygayw thatis,d goeldndt idendfy a politically powerful
group of HI-infected persons (or a group where HIV infection is particularly
high) that is positively socially constructed or positively perbgisediety. It is

also important in this matrix to understand that we are speaking of the
beneficiaries of policies (i.e.: HiWected individuals that fall within a certain
socigpoliticd group) and not necessarily groups or organizations that lobby for
HIV -infected persons. A clear example of this distinction would be the well
known Treatment Action Campaign (TAC) in South Africa. This group has great
political power and has lobbied cassfully for policies that have benefitted a
vast array of HIVinfected target groups, however, they are not listed as a target
group in and of themselves as they are generally understood to fta 3
political action (lobbying) group rather thaoldigally or socialglefined group

of potential beneficiaries fighting for policies to benefit themselves, personally.

Figure:Z'ypes of HIV/AIDS Target Groups

Constructions
Positive Negative
Advantaged Contenders
(@]
c
= o 0 EIl icitizen§ with HIV (i.e
n politicians, famous athletes, fam
musci ans, etcé)
o Gay men in the developed world
g Dependents Deviants
)
o o Children with HIV o Intravenous (illicit) drug users w
o People who are believed to h{ HIV
contracted HIV nosocomiall o Poor men with HIV
< | (medical setting) o Prisoners or egonvicts with HIV
g o Some women with HI\ o Prostitutes and people who |

(particuhrly those who do not hajbed i eved to engag
chidren and are seen to be victimg o Some  women Wi  HIV

(particularly those who have passg
to their child and are then seen to
perpetators)

o Gay men in most of Sub Saha
Africa

Adapted from Schneider and Ingram (1993)
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This categorization of target groups is more than simply a convenient
theaetical illustration. The types of policies and the way that they are justified in
the political sphere differ widely bet wee
providing beneficial policy to powerless groups [emphasizing}oustited
legitmab ns, r at her t h?% nnthe HIY¥/AIDSiIdiseonrseathe ones 6
prime example of justibased legitimations can be found in the human rights
discourse. Instrumental legitimations would encompass arguments to address the
epidemic based upon, for exde, potentially broad economic benefits of
mi tigating t he epi demi c. | -orieneed e st i ngl vy
rationales to dependent populations seems to hold even when a case can be made
linking the policy to national goals such as ecodomic e | 0P ment 6 .

Justicebased or rightbased legitimations of policy allow for symbolic and
rhetorical measures that ostensibly bene
access to HIV preventiond) and fall/l I nt o
instrumentallpriented rationales (i.e.: economic benefits for society as a whole)
are neither symbolic nor altruistically framed and typically require larger resource
investments in the target group.

At this point, an important note should be madeuk not be led astray by
the modern fondness for the phrase oOuni
discourse which would seem to imply that no target group exists. The target
group, of course, is the group that dusscurrentlyhave access based on any
number of characteristics such as income, gender, age, geography, etc... When
attempting to identify the target group i
must sirply look at who already has access, and the remaining population then
becomestt yge outpadr. g e

By identifying ways that action towards target groups can instrumentally
benefit society as a whole, governments would then be implicitly acknowledging
that acting i sfiimaherlwordsgtieeir actioa Wauld mot ket i ¢ 6
based onlpn helping the target groups themselves out of a sense of goodwill or
an abstract notion of justice/rights, but rather on helping the society as a
wholdi and therefore, it would become more difficult for governments to justify
inaction, symbolic action, thiecal action or undetlocation of resources to the
target group.

This byplay can clearly be seen in the arguments surrounding HIV/AIDS
policy. All sorts of rhetoric and symbolic action can be seen in the international,
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national and local commitment t o uni versal access to
treatment and cared. 't is difficult to
action than a commitment emiversal access to HIV previénsos because it is

difficult to find any explicit explanatio o f wh at duniversal ac
preventiond may i mply AsHIV & ablaodhanei c al or |
pat hogen, and this policy statement (tt

governments) is presumably directed towards governmental/inskitutiona
provided prevention, one could then interpret it to mean, in part, that stringent
infection control measures will be adopted in all healthcare settings, with the
concomitant investment of financial and human resources, to ensure that no one
is a victim bcompletely preventable nosocomial trasssoni of HIV (or other
infectious pathogens for that matter). Yet, this very resoigncsve

interpretation of O6universal access to HI
adopted by governments in the hsgpeevalencenations (nor by the

international organi zations working in t
HI'V preventiond if it i s examined or i nt

synonymous with access to condoms and, in some more a#ltiags, with

access to needle exchange programs for intravenous (illegal) drug users (IUDs).
In other words, universal access to HIV prevention does not, in fact, refer to
protection of the population frofairly universainstitutionallevel threat®f

infection (i.e.: infection iformal and informahealthcare settings), but rather
rhetoricly guarantees access to informationnterventions meant to bring

about individual behavior change.

By basing the universal access to HIV treatment, oothtée hand, in a
rhetorical and symbol ic 6statementod of
international organizations) simultaneously achieve two ends. First, they ground
the universal access to HIV treatment in a human rights discourse (the above
mentioned ysticebased rationale), rather than referring to any instrumental
rationale (i.e.mmense public health expenditures saved by not having to treat
opportunisticnfections of AIDS patients, populati@vel preventative benefits
of universal treatment,ceé ) . This ensures the goverr
paternalistic and altruistic benefactor of passivari#®eted persons. Second,
through the continued stress put on individual sexual behavior change as the
exclusive legitimate prevention strategy, tgettgroup for treatment (H{V
infected persons), isffeecti vely ei ther 0dependent d

1 Nosocomial transmission is transmission of a pathogen in a healthcare geting an
include modesf transmissiosuch as injections withrueed needles and/or syringes,
blood transfusions with infected bloodchon-sterilet r ansf usi on equi pment, e
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constructed) or 0 d econstauctet)wvhidhwantinkestand nega
absolve the government amteinational donors of political responsybild

invest the vast resources that would be needed to provide universal HIV

treat ment . So, in the end, these 6symbol
great concern but relieve®them of the nee

An interesting and cleakample of the importance of positive vs. negative
social constructions in HIV treatment policy can be seen in the debates
surrounding antiretroviral treatment (ART) for persons living with HIV (PLWH)
and the use of antiretrovirals (ARVs) asepp@sureprophylaxis (PrEP) for
persons who are not infected with H&#"#® The financial, logistic, and human
resource constraints to providing ART to all Hhifécted persons in need have
beendiscusse@xtensivelyand simplybroaching the subject ahiversaART
inspires immediate and interminable diatribes on the infeasibility of this strategy
for treatment and prevention with the phr
epidemicé, habituall® thrown in for good

Let us put this in the framework social constructions of sick people and
targetgroups. Remember here that people living withardslmostinvariably
negativelgonstructed. PrEP, on the other hand, is targeted mainly towards
adol escent girls and wwelpnegerceivedoimsecety;0 pol i ti
in other wor ds, they are generally seen
However, we must, of course, note that the financial, logistic and human
resource constraints that apply to ART provision for PLWH would necessarily
intensify significantly for PrEP provision as ARVs in whatever form (oral, vaginal
gel , etcé) would need tdemabdeforpghe vadtuced and
nonHIV -infected populatioffor generations to comeRather thamroviding
ARVs to the 20% of the ppulation infected with HIV, the financial, logistic
and human resource constraints inherent in ARV provision would have to be
overcome in aler to provide PrEP to the -8%% of the population that is not
infected with HIV, presumably in perpetuity. Ant Ylee same people
(researcher s, politicians, | aypeopl e) whe
way out of the epidemicd enthusiastically
is: why? PreP is astoundingly impractical and infeasible by any objective
measure of feasibilitfvé cannot PrEP our way out of the epidgmyet its
rhetorical political appeal is phenomenal.

At the XVIII International AIDS Conference (AIDS2010) held in Vienna, a
special panel session dealing with PrEP wag’ hdlde pael of experts
(academic researchers, a -raglking UNAIDS representative, the then
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incoming President of the I nternational
comment on the feasibility of PrEP in light of the above constraints to providing

ARVs to a muclsmaller populatito(namely, as treatment for people living with

HIV) and were also asked to comment on the diversion ofrelit®d

resources frompeople living with HIV to the umfected population. Dr. Patrick

Ndase, whose presentation had specifitatbygh very brieflymentioned

concerns about diversion of resources from ART to PrEP, responded and

correctly pointed out that ART coverage has increased and continues to increase
dramatically in most of sidaharan AfricéSSA) However, he did not adds

the question of feasibility of PrEP in light of the challenges inherent in ARV

provision andnot unexpectedg nded hi s response: owe can
out of the epidemico. Prof . Hel en Rees
population of FEP in the context where she works (South Africa), noting that

the adolescent girls whom she studies desperately need a way to avoid contracting

HIV from their sexual partners without the knowledge of their partners (who
presumably refuse to use condomBilese adolescent girls were depicted as

vulnerable and innocent, (positive social construction) victims of older, often

HIV-i nfected male sexual partners who refu
and O6deviantsd from our voedessl(poldgicalyanal yses
weak) and must be provided with a strategy to protect themselves from the
abovementioned men as their lack of interpersonal bargaining power (again,
Oweakd) makes them the archetypal Victi me
hopefor a more perfect example of the social constructiarfeztedpeople

and its interplay with target grougméllV policy:.

Speaking of ART access in this discussion would have required a politically
dangerous defense, as it were, of the-ikfBéted me n (6monsterso a
6deviantsd) whereas, speaki ngeakafd pr ot ecti
positivelyconstructed) aisk adolescent girls and young women is politically
noble. Here punitive policies towards the negatwe$tructed HiMnfected
men are not even necessary as the absen@atofemnt for them iakin to
punishment. The feasibility, epidemiological logic or relative efficacy from a
populationlevel point of view of the one approach (ART for ififécted
persons) vs. the othéPrEP for uninfected persons) is not up for policy
discussion. The policy agenda is unable to consider such dichotomies based
strictly on science and evidence as policy is, as the name implies, political; which
groups are targeted by policy is perhapsobithe most obvious and intuitive
manifestationsf the power of social constructions in the HIV/AIDS discourse.
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It is important to highlight here that where some might hope or believe that
experts may bring a mor & vidvdobthepdidyi ved (i . ¢
making table, experts inevitably are also vulnerable to the strength and
pervasiveness of social constructions and, in fact, often are the parties who
define taget groups through their research and discourse. This only toisay that
would be rather ingenuous to believe that the questions asked by expert
researchers are not influenced by oOowhich
which targets they believe are the most logically connected to the goals. The
tools that experts thinwill motivate the targets rest on assumptions about

behavior that are inffuenced by social <co
Risk Grouping
oéri sk, as a form of expert knowl edge

sef egu¥ationd.

The i dea ohed®lrtilskdi 9 mourhsee and of O6ri sk
policy discourse has become so ubiquitous as to virtually escape popular scrutiny.
Skolbekken (1995), through a seri@dEIDLINE database searches for articles
related to O0risk8, thes drmiilsks ewhatemheodt e
especially, epidemiological journals from-198F® Skolbekken went so far as
to perform methodical searches for synon)
danger, probability, uncertainty and addst i o 6 ethe wab rot ssmply
finding a recent change in terminof8gyVith the exception ddrticles irThe
Lancet he saw steeprtiinclreadewi tim mMaries kt han
published in the last 5 years of his study period-19298% He notes,
signficantly, that not only the absolute number ofaiskles increased, but that
their share of the total number of articles published also rose precipitously,
reaching an astounding 50% of articles published in epidemiological journals
from 19851990.

Though the word O6riskod is, technically,
likelihood of an occurrence), in public health as in popular usage, it has become
synonymous wi t h 6danger 0, i mpl ying an i

Onegateéenng®Ramapy do we hear that someone i
long and healthy life, for exami@ugh this would be linguisticaityrect

In the public health discourse, there are two distinct types of risk. The first
deals with personal g as they have come to be callec
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will be familiar to readers for lifestyle choices such as smoking tobacco which

increases oneds |likelihood (6riskd) of de
obstructive pulmonary dese (COPD) or drinking excess quantities of alcohol,
thereby increasing oneds risk of devel opi

attribute of wasthattheyrdditiohatlyseteryetl ® Ostensiblg k s
rewarding (i.e.: pleasurable), saaldictive and alwagptionddehaviors. ni

ot her wor dsusedtobda afeephemisr fer@rug usagkin all its many
and varied forms; legal (i.e.: tobacco, alcohol) or illicit (i.e.: cocaine, heroin). With

the introduction of the concepto 61 i festyl ed risks to the
we have found that sexual intercourse in all its many and varied forms is now
considered a O0lifestyled choice. It beg

between men in the United States when AIDSva$s i eved to be a 6ga
(and homosexuality was believed to be a lifestyle emuiag)ite rapidly spread
to the entire heterosexual population ofSalaran Africa. To have or not have

heterosexual i ntercour set,ylpgde vdé baisd ¢, nod s
become the main focus of HIV prevention measures, ignoring the quite obvious
fact that this o6lifestyled choice is, i n

ignored for the survival of the species. Nor is desiriremjoyiry sexan

addiction to be overconfexcluding the extremedgnall percentage of cases of

genuine pathological sex addictiorfven the application of strategies that

mi mic the O6harm reductiond strategy for
exchange progms) has crept into the HIV discourse with messages implying

that it is better not to have sex at(ah A b s lutifi youdmust, then limit

yourself to one partnéré Be foai tthof wled)i al monogamy (i . e
that parallels the needirchange for IUDs) and use condoassrdalistic an

expectation as expecting IUDs to always boil and chemically disinfect their
syringes and needles) Th e i nf a mo u.sRisk gkdd@s @ravan frgomr 0 a ¢ h
this paradigm of 06s e x wiadally meaningless adlucti ono

adol escents and adults are then included
nuance based on things like levels of educationagedgy , etcé The ques
thenisd hi gh r i sk & towhbna?tin other wardsyhew hnaentireo r
population is c¢classified as being O0high
choice (that is, in fact, a biological imperative), the reduction of that risk
behavioi s not policy sensitive. Poepo pl e t hen

simply by being born in or living certain geographical regioms socie
economic strata

Interestingly, the second type of risk that exists in the general public health
discourse is rarely discussed in relation to HIV/AIDS. This second tyfe of ris
concerns health dangers to popul ations wt
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hazard that is external, ovVv%Thistydei ch t he
of risk will most probably be familiar to readers in the area of environmental

hazards s as pollution or toxic waste and the respective risk groups would

normally be defined geographically (i.e.: persons living within a certain radius

from the source of an environmental risk). Consider, however, that this type of

external (or noimdividud) risk also exists in HIV/AIDS and is, of course,

related to the risk of nosocomial transmis@wodborne transmission in a

healthcare settinga topic about which little is heard in the African HIV
discourseWere this risk discussed in the HIV alisse, then the resultant risk

groups would be defined based ypfmm examplelikely users of medical

facilities with unsafe practices (i.e.: lack of sterilization of equipment, reuse of
needles and/ or syringes, un erg tloenotbl ood s u|
consider this an innocent omission, but rather a coherent political strategy to

avoid a popular political mutiny as it Weae; evasion of the expected response

of O0anger at government authorities, fee!
cocern over t he seemingly del i ber at e anc
institutionallevel risks to a relatively powerless poptilate. publicly

acknowledge an institutioael risk would, therefore, dramatically alter the

causal story of the African ABDepidemics and, consequently, the public
perception of who iIis to 6blamed for the ¢
for acting. From this omissi-gqoupof Oexte
discourse we can see the power of the politicalespheskgrouping much as it

exists in targegrouping.

In terms of actual poliapaking related to risk groups, this fteanplete
omission of institutiondével risk and almeskclusive focus on individdavel
risk in the political discourse niasis concretely in the lack of effort that is
made to distinguish between potentially pséogitive risk reduction and what |
wi | | refer to asQuixaioficourseevo&es the imgossible duct i or
and ilifated attempts of Miguel de Gemvt e"s d@entury Tharacter, Don
Quixote de la Mancha, to revive the escapades of chivalry and knights of old,
culmnating in his now infamous adventures, including his attacks on a group of
windmills which he imagines to be giad@uixotid then, ha come to mean
0i rrati on adf aa n Howdaes thie apply to certain strategies of
6ri sk reductiond in health? | f public he:
best way to fight cholera is for people to stop drinking water, thecg(iigati
irrational and doometd-fail) nature of this policy would no doubt be instantly
recognized. Cholera is most assuredly transmitted to humans through
contaminatedva t er ; however, this would be a cl e
reduct i g asdit issdimed fateetiminating a biologicattgssary and
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natural individual behavior. It is clearly neither reasonable nor rational to expect
people to stop drinking water in order to avoid becoming infected with cholera,
therefore making this hypotical riskreduction strategy quixotic. As Eileen
Stillwaggon (2006) so eloquently states:

Drinking contaminated water is a behavior, but one can hardly
say that people get sick with cholera because they have a drinking
problem. Becoming sick with chalehould not be viewed as the
result of drinking behavior but of the infectious dose in the water
consumed and the immune strength of the person consuming the
contaminated water. Poor people have worse water, and they are
less resistant. They probablydbdrink more waté¥.

In just this way, thealecadesld classification of risk groups in the
HIV/AIDS discourse that hinges upon individual sexual behasiating that
abstinence is always the best O6choicebod, f
one must have sex and finally, I f one ©
previous mandates, then use condoeifectively disconnects sexual
intercourse from its biological and emotional purposes, attempting to represent it
as a o0l i f e svhichlneivideals bavcmnwléteagence rAs engaging
or not engaging in sexual intercourse is not, in itself, a lifestyle choice, the
continuing and concerted efforts of governments and public health agencies
around the world to intervene at the levelndividual sexual behavior is

quixotic. Though small changes in sexual behavior may be possible through

public health educati on, the defined o6ri
will never be eliminated (just as drinking water as a behavior evilbaeev

eliminated) and as such, efforts to curb the spread of HIV that focus on the least
policysensitive area of intervention, are doomed to fail.

12 Yesterdayds Racial Science to Today

HIV/AIDS Policy in Africa

As previously disissed, hen examining public policy dealing with
HIV/AIDS prevention, we see that policy interventions often remain narrowly
focused on individual sexual behavior modification, effectively isolating
individual behavior from its social, historical andoegicncontexts, not to
mention marginalizing or disregarding biological and ecological drivers of the
epidemié®' Often, and unfortunately, when the extraordinarily high rates of
HIV infection in several Stfaharan Africamationsare addressed, schokand
policymakers alike begin their work from the implicit or explicit assumption that
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the high rates of infection are attributable to individual sexual behavior despite
empirical evidence to the contfaf§#! and a dearth of cressuntry empirical
evicence in support of the assumptitff*® Although recent work abounds as

to the social and economic drivers of the HIV/AIDS epidemic in Africa, one will
find that the majority of this work consistently positions sexual behavior as a

mediating factor. Tak, for exampl e, studi es
empowerment that distill the connection between economic empowerment and
HI' V/ Al DS down to the Iikelihood of a
condomg®%*

Dozens of dedicated and discerning researdteen medical and social
science backgrounds continue to question this paradigm that attribtes 50
100Gfold differences in [HIV/AIDS] prevalence between North America/Europe
and southern Africanations? to individual behavior differenc&$3*°® They
have pointed out that the oxaanphasis on sexual behavior, partially stemming
from recent populatieoontrol programs and even much further back o 20
century oracial sciencebo, has | ed t
biological cdactors (e.g.: malnutrition, parasitic infections, endemic diseases
such as malaria, etc...) that arguably could account for a considerable portion of
the difference in infection rates found between-S@blaran Africa and
Europe/North Ameica>>89006162

This setion examines the persistent racial stereotypes of Africans that are a
regrettable holdover from the Colonial period and color not only HIV/AIDS
policy in many Africanations but also and importantly, the questions which
continue to be asked by courttlessearchers from all disciplin@egeawing from
and expanding upon Packard and Epstein (4 39b)ief review of colonial and
postcolonial medicahcial history in Africa and its ideological contribution to
the current dominant HIV/AIDS policy paradiigvill be outlinedThis will be
followed by an exploration of the misperception of extraordinary African
sexuality and how this continues to serve as a red herring in the HIV/AIDS
policy debate. The section will then conclude with a review of some of the
ecological faors that may contribute to high rates of HIV infection in various
African nationswhich receive little attention from the mainstream development
community due to the continued focus on what | argue are rhciadgd and
sciantificallyweakarguments espousing extraordinary African sexuality as the
primary driver of the devastating HIV epidemic in a number of Afatans

of '

WO ma

a
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1.2.1 Institutionalized Racism

This sectionseeks to raise awareness regarding institutionalized racism in
HIV/AIDS policy in Africa. It does not however, seek to label individual
researchers or policymakers as racist. Theories abound as to the nature and
origins of institutions and here | wi | |
instiit i ons 0 de p eonghts ang activities bf éndividhals but are not
redudb | e t & Ta shyetmtracism has been institutionalized is not to say
that the individuals whose actions are guided by these institutions are, inherently,
in agreement with the institutions thdwese and are, therefore, racist. The
challenge here, as it were, is to trace the origins and evolution of racist ideology
in the formulation of contemporary HIV/AIDS policy in Africa in order to
demonstrate two things: (1) that the sexual behavior cparagigm is
dangerously detached from reality and, (2) that unless we understand from where
this disconnect has arisen, we will not be able to change the general mindset that
causes ptectly reasonable and educated people to go along with irrational a
empirically weak assumptions

122 From Raci al Schidérnscoe t o ORaci al Met

Racism, of course, has a long and ignominious history in Africa, most notably
though not exclusively in reference to colonial activities. Witluatialeguing
the entire hiery of racist intellectual thought and action as evidenced by
European colonial powers in Africa, it is useful for our purposes to briefly review
some aspects of the explicit racism of the colonial era in Africa and understand
how they may create a bridipe implicit racist theories and practices in
contemporary African health research and pub&yng.

Racial science, politics and medicine have been intertwined in much of Sub
Saharan Africa at least since the e@tlgehtury® The Colonial establishment
in Africa was famously fixated on the i
exhibiting a high 1| evel of doanxi ety ovel
devel ops bet ween sexual i heyform pfaskimol ogy an
c ol & uEvén.in areas of disease not related to sexuality, this focus on
oothernessdé was demonstrated through ost «
use of phrenolodgyin the 19 century South African Cape community to
ophysi anolrlay | gndli fferentiat[e] c¢c®lonists

2 Phrenology is thelivination of personal characteristics such as intelligathce a
propensity to criminal behavior from the physiology of the skull and brain.
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These ideas which seem so crude and unscientific to contemporary scholars can
nonetheless be seen as dangerous predecessors to newer and more subtle forms

of medical racism. AsBank@99 succinctly states: ophren
scientific racism of the early twentieth century in its doctrines of biological
determinism, its interest in skulls and comparative anatomy, its reliance on

systems of classification based on broadly defioml 'types' and, above all, in

its obsessive preoccupati @n with the natu

The 'native minddpr esumably as contrasfted with
supposedly gave rise to a morality different from and inferior to the European
morality, an idea which shows up strongly even in the contemporary literature
dealing with HIV/AIDS in Africa. When transcribed to the issue of HIV/AIDS
however, the concept is no longer referred to as the 'native mind', but rather as
the OAfrofcame®Wealtaetmy 6t o understand that t
apparently comprises cultural characteristics that are said to be common to over
700 mi |l 1l ion peopl e from hundreds of | a
supposedly homogeneous cultural zoreirgcident in its boundaries with a
region identified in t"hke Cddwellse(1987) vi ew Wi
and their numerous followers in this train of thinking regarding the 'African
system of sexuality’ have even gone so far as to invent aometaich
classifies Africans alonao slenfcadbidetreal d psedci e
some may argue that it is merely a harmless metaphor, the use of-a pseudo
taxonomical (and therefore, pseadentific) classification for Africans in a
scientificarticle and specifically, the use of the mapdeord Ancestrdlisis not
only inappropriate, but alsoturally calls to mind healyowed, physically
powerful but intellectuallyeak, primatkke human ancestors. The w&apien
(obviously, the tre classification for our species) in comparison, carries the
weight of knowledge and wisdom not only in the original Latin, but in derivative
words in most Romance languages (e.g.: 'wise' being saggia in Italian, sage in
French, sabio in Portuguese, sabiSpanish, etc...). The metaphor, as well as
the invention of the '"African system' al
instonedf i x ed, r i Gimnplyingethatathisdadclavardscadcestral human
species living in Africa is a victim &f it o wnd edssterl fct i ve” i ncompet
unable to control its basest urges even when the survival of the species is at risk.

The scientific racism of the early’ 26ntury to which Bank refers above is
still important exactly because it can be saiti @#ov e ocreated sci e
justificati on¢g® Thenecent pseudasanomip talaeHame c e 0 .
Ancestralisreates a scientific sounding name for a bogus, racist idea, again
lending the weight of science to racist ideals.
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While different areas infrica experienced very different kinds of colonial
rule and it would be impossible to present a homogenous picture, it may be
enlightening to focus our attention briefly on the eaflyc@6tury British
Colonial response to syphilis in East and Cerftiaf#A While medical racism
existed in areas not related to sexually transmitted disease (venereal disease), for
ourpuposes, an examination of -Xaewregghands hi
policy may be most informati?€. Through this history we rcavitness one of
the early phases of the racialized discourse in African colonial medicine that may,
arguably, still exert the most influence on modern thinking regarding the social
epidemiology of HIV in Africa.

Anthropologists and medical missionahage, for over 100 years, been
incredibly focused on o é] finding soci
p at t @ rinntlsisbsense, venereal disease was particulasyitedlito the
religiousmoralistiecultural argument, as control of sexualityeplasuch a
crucial role in the EwGhristian doctrine. Early anthropologists found a
veritable playground of interesting mate
documented the customs, beliefs and kinship systems of African peoples,
provided a vocabulawith which the African colonial subject would be defined
and di & cTie British &olonial and medical missionary response to
venereal disease in the early @ntury revealed religiemsralistiecultural
undertones in two ways: saving the imahosouls of Africans while
simultaneously (and conditionally) freeing them from the ravages of venereal
di sease which pl agued them because of
traditional ® Pk pushctatie togeer sin and diséase cobkl
seen not only in the medicaligious conceptuadion of disease, but also in
the reticence towards using discrete biomedid¢aidrga (injections in this case)
to treat disease without simultaneously s
for medical missionaries, was part of a programme of social and moral
engineering through Which O6Africad would

laY)

Early, uninhibited treatment seeking behaviors of Africans (for syphilis) were
appreciated by some British Colonial medifakd who stressed quick and

3 Ironically, it was later acknowledtfeat much of what was thought to be Syphilis in
Africa (Treponema pall)duas actually Yawsréponema pallidubsp.pertenue Both

are members of the Phyludpirochaetasl are virtually indistinguishable from one
another under a microscope. Yaws is passed from atossiimcontact with lesions

of an infected person making it a #wvenereal subspecies of Syphilis (Dawson,;1987b
Vaughan, 1992)
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effective treatment as the best and even only option to combat disease stating

that o[..] the only propaganda that was
[and that] nothing could be done with the idea of chastity: ibentietated as a

public health problem and when enough of the population has been treated, V.D.

[ vener eal di s e &sThese sanmeurtatmend seskimg heladarso .

were instead abhorred by the arguably more influential medical missionary
establisment which lamented the lack of shame among Africans and believed

that o0a sense of shame attached to vener
way bwards the enforcement of a new moral code, and that this would ultimately

be the only effective meank o ¢ o # tAgain| idherent in the moralistic

religious framing of the syphilis problem is the idea that the uncontrolled, sinful

sexuality of Africans underlay the spread of the disease and, crucially, that this
sexuality wadifferenthan European seality. Clearly this required a

monumental willful ignorance on the part of the medical missionary
establ i shmetetn eadsd tamed dCehrrliisgh an popul ous
severe epidemics of syphilis for centuries until the introduction of astihiotic

the 1940s and, in fact, public health departments in all affluent nations continue

to battle this old enemy.

1.2.3 African Promiscuity

As we have seen with the example of syphilis in the éadgn2ary, the
preoccupation wbthadAfitcaml $egedl idti ff er e
sexual ityd) iI's not a modern phenomenon.
contemporary scholarly works pertaining to HIV/AIDS continues to be the
repeated and persistent rchmiractueus& aandn
further, the use of this catal explanation of promiscuity as an explanation for
an HIV/AIDS pandemic with infection ratesders of magnitude greater than
those that we find in industrialized natfébngn the more recent literature,
stolars have dutifully begun disguising the derogatory anthdaiuevord
Opromi scuousoO wisbuhdingnworde and phnases suxhu as
opeople engaging i Dpehpl sewuah mehavp
part!her sd@peopl e ws e xhu ad o npcaurr trreenrt s 0 . Ho w
repeatedly escapes mention is the fact that sexual behavior which is common in
affluent Europeanationsand the United States, when it occurs in Africa, cannot
possibly account for the vadifferencesHIV infection rags between many
Africannationsand Europe/North America.
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With the example of syphilis in Britist
brief glimpse of the medical and anthropological origins or early manifestations
of the misperception of extraordinadyrican sexuality. However, these
inaccurate representations of Africans continue to be recyclédcentity
arguments, most recently in relation to HIV/AIDS.

Before diving into some data on sexual behavior, however, let us deliberate the
arguments and concerns that, quite reasonably, circulate regarding
methodological challenges in gathering and interpreting this kind of data. When
looking at the data on relatively modest levels of sexual activity in many African
nations (retive to the USA for eraple) the common reflexive response is to
guestion the data based on supposed taboos and reticence regarding sex in
African cultures. These concerns only become peculiar in scientific inquiry when
they are used to precipitously dismiss results whichfrdiffethe preconceived
notions of researchers. The main issue with this strategy that paints African
misreporting with a broad brush deaith magnitude and consistency as
discusseddnw.

Magnitude

The magnitude of the differences in reported keaxtigity between many
African nations and the United States, for example, is quite striking and would
make this degree of misreporiirand the assumption of misreporting only in
the African nations, not in the United Sfateighly unlikely (e.g. adolesagirls
reporting sex with two or more partners per year in the USA is almost 9 times
that in Swaziland as seenTable 2belowwh i | e Swazi |l andds HIV
among young people is more than 227 times that seen in the USA). It is true that
the demorpphic and health surveys (DHS) carried out in African nations are
faceto-face interviews while the USA data is collected bygoswgifeted,
anonymous questionnaires. We could then expect a marginally higher level of
misreporting in the DHS relative teetUnited States due to social desirability
bias. The question then is: What would be considered a reasonable level of
misreporting? First, let us remind ourselves that HIV is not exclusively (nor
efficiently) sexually transmitted Isutather a bloodorne pathogen with other
modes of transmission; meaning that we may not assume that all infected
persons engage 1in any sexua,landédave i vi ty,
been infected seally. However, testing for sexually transmitted dig8ages
such as chlamydia or gonorrhea) together with administration of survey
guestionnaires is a quite effective strategy for estimating levels of misreporting
of sexual behavior, particularly as it concerns sexual debut.
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Drawing on this theme, Eva Daect (2011) applies mathematical modeling
to DHS data from Lesotho, Zimbabwe and Malawi where a significant
proportion of adolescent females with HIV (per the results of concomitant
serological testing) sedfport as virgifS. Deuchert sets out to calatd what
proportion of these reported virgins would have to be lying about their virginity
(misreporting) in order for sexual transmission to account for the official
UNAIDS clam of 95% of HIV infectiorf§ in the threenations Through a
series of @ustrrents to the model, Deuchert shows that between 40 and 90% of
the selreported virgins would have to be lying (depending on adjustment of
other assumptions in the model about background HIV prevalence in virgins
relative to the known sexuadltive groupin order to reach a level of sexual
transmission of HIV of 95%. Deuchert acknowledges that we cannoa know
prioriwhat proportion of reported virgins are lying, nor can we directly generalize
data from other empirical studies, but as an exercise kslser@fi@rence to the
Multicentre Study of Factors Determining the Different Prevalences of HIV in
SubSaharan Africa where STD testing was in fact included for young female (15
24-yearold) respondents in order to more accurately measure misreporting of

sxual statt¥Us i ng the results of the concomitan

authors then estimate the total percentage of reported virgins misreporting their
sexual status to be between 6 and 18%. Introducing, then, a proportion of 20%
of reported wrgins lying about their sexual status into her model asentigh
example, Deuchert finds that only 34 to 54% of HIV transmission could then be
attributed to sexual transmission in the respective DHS data (contrasted with the
everpresent official estines of 95% of transmission being sexual in Africa).
Obviously, there are a number of caveats to this type of research and there is
great room and need for studies which incorporate ways to verify sexual status
into surveys, yet in terms of the data tteatejected by many HIV researchers
priorias unreliable, suffice it to say that making the assumption that 40 to 90% of
survey respondents are lying when their reported behavior does not support the
researcher ds pr econc e iegsehe qubesyion.dhernwvy i s or
conduct empirical research in the first place?

The oftrepeated argument that social desirability bias leads to mammoth
levels of misreporting (particularly among girls) in Africa, when closely
examined, turns out to be quiteedar in nature. Take for example a heavily
cited study carried out in a rural area of Tanzania several y@arheagmin
issue with this study in terms of assumptions about misreporting arises when the
authors state: 0 | f uratetyxepaatéd, thewe shouldebe & hi p s
positive correlation between seropositivity (prevalence) ancorsersion
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(incidence) and partner numberso (p 307).
is quite caspicuous. In fact, the conclusion should read thus Wi t h r easonabl
levels of misreporting, if 95% of HIV transmission were indeed sexual, then

there should be a positive correlation between seropositivity (prevalence) and
sereconversion (incidence) and partner numb
not, in fact, find a positive correlation between HIV incidence or prevalence and

partner numbers, they immediately (and unjustifiably) assume that misreporting

accounts for the lack of a correlation where they had expected to find one. This
manipulation othe explanatory story in order to retain an assumption (that HIV

incidence and prevalence are affected only by sexual behavior) in the face of
contradictory evidence is antithetical to scientific inquiry. Reliable empirical

studies that provide reasoeabstimates of misreporting ékimhd there are

strong arguments to carry out more studies of this nature. Unless and until
reasonable levels of misreporting are included in studies such as the one
mentioned above in Tanzania, they remain relativegssusel the debate

surrounding sexual behavior misreporting. Studies that pointedly exclude a
methodical analysis of misreporting allow researchers to claim any level of
misreporting that would be needed in order for their assumptions about sexual
behaviorand HIV to remain in force. Until the serious issue of magnitude in
misreporting (and, specifically, relative to levels of HIV prevalence and incidence)

is addressed openly and methodically, we must reject this circular argument that
assumes astronomidalels of misreporting (lying) on the part of African

respondentsa prioriwhen their reported sexual behavior cannot explain the

observed levels of HIV, assuming nearly exclusive sexual transmission.

Consistency

The second main issue with claims temely high misreporting in African
nations when sexual behavior does not correlate positively and significantly with
HIV deals with consistency. The idea behind social desirability bias deals with
culture and taboos about sexual activity. If the angjisnthat sex is taboo in
these Africamations then the idea that extraordinaplpmiscuous sexual
relations (as would be required to support serious generalized HIV epidemics
driven by sexual behavior) are acceptable in thesenatomsis quite
contradictory. If we look at the issue logically, we may either posit that sex is
taboo in theseationsor that sex is ubiquitous and extreme promiscuity socially
acceptable. We cannot argue contemporaneously for two seemingly mutually
exclusive social sfgms in order to discount data that do not match our
preconceived notions. Tim Allen, discussing hishfirgt experiences as a
researcher living and working in Uganda, mentions how, in relation to sexual
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behavior studies, researchers assume thatssbjear e t aboo and oi t i
international researchers have not wan i
|l nf or mati on about heterosexual vagi nal i
based on &#e poimp out as well dhat sexual topics (hethses

example of 0 o r gndysamdbcpmniorilyaspoken of papufar e q u
Kampal a newspapers ar e, i ncongruousl vy, 0t
not to be found in the academic literature on Uganda.

Moving on then to a relatively early sfidiential example of the use of the
racial stereotype of African promiscuity in the HIV discourse, let us look to DB
Hrdy's oftcited 1987 papeCultural Practices Contributing to the Transmission of
Human Immunodeficiency Virus in Africa

Promiscuityespecially the total number of sexual partners, istedrveii

AIDS in both the United States and Africa. Although generalizations are
difficult, most traditional African societies are promiscuous by Western
standards]...] For instance, in the Lestaioé, there is a period following
puberty and before marriage when sexual relations between young men and a
number of eligible women are viltiuaanctioned by the socity.

Hrdy begins with the unsupported and eminently arguable assertion that
promisaity is correlated with AIDS in the USA and Africa. He then goes on to
posit, with no supporting empirical evidence presented, that most African
societies are generally promiscuous by Western standards. Let us look briefly to
available dataand trytodue r st and what oOWestern standar
several Africamationsmight compare. We will consig@ung womeras, in
hightincidence African nations, they are belitevbd at particularly elevated risk
of infection therefore frequently becomthg target group for sexual behavior
prevention programs.

We see that in 20@008, 38.1% of female-19yearolds in the USA
reported engaging in prarital sexual intercourse in the 12 months leading up
to the survelf. This same figure for Kenyad@08 was 15.5%, for Zimbabwe in
2005, 8% and Tanzania in 22008, 16.9% as showrTable 2

If, however, instead of simply looking at young people engaging in sex, we
look to the statistics regarding young people engaging in sex with multiple
parthnes (i . e. : opromi scui t yacfive fenvales ajednd t hat
1519 in the USA, 36.2% reported having multiple sexual partners in the year
leading up to the surn@y.In Kenya, that same figure is 6.5% (2008); in
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Zimbabwe 6.8% (2005); and enZania (2062008), 11.2% as shownTiable
2.97

Table JPremarital sex,-19yeaolds
Percentage of females aged
1519 engaging in premarital sex
in the previous 12 months

United States of America (20682008) 38.1%
Kenya (2008) 15.5%
Lesotho (209) 26%
Tanzania (2062008) 16.9%
Mozambique (2009) 52.3%
Namibia (2002007) 32.8%
Swaziland (20a8)07) 30.5%
Uganda (2006) 18.2%
Zambia (2007) 26.9%
Zimbabwe (2063006) 8%

Sources: Abma et al, 2010 for USA data; Demographic and Health iespesti/e
years for all otherations

Table .ZSex with two or more partners & HIV prevalence.

Percentage of sexually HIV prevalence
active* females aged 149 among young
engaging in sex with 2 or more| people of boh sexes
partners within the previous (1524 yearolds)
year

United States of Ameica 36.2% <.1%
(2002)
Kenya (2003) 6.5% 5.9%
Lesotho (2009) 7.5% 15.4% (2004)
Tanzania (2062008) 11.2% 3.6%
Mozambique (2009) 19.7% 11.1%
Namibia (2006) 3.1% --
Swaziland (20a807) 4.2% 22.7%
Ugand (2006) 5.5% --
Zambia (2007) 9.7% 8.5%
Zimbabwe (2062006) 6.8% 11%

*Sexually active is defined as having reported intercourse in the 12 months preceding
the suvey.
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Sources: Abma et al, 2010 for USA data; Demographic and Health Surveys, respective
years for all otharations

These data simply and clearly show that, not only do young Americans
(females in this example though the relations between the USA and African
nations hold for young males as well) have moragsi@al sex on average, but
theyar e al so considerably mor e O-promi scuo
prevalence Africanations A significant minority of young, sexuatiive
Americans have had multiple sexual partners while having multiple sexual
partners among young, sextatiyve Aficans in variougations as in this
example, is rarer. We must also remember that, even in a nation (such as
Mozambique in this example) where one measure of sexual activity (sexually
active adolescent giffgble )lis higher than in the United Stathe magnitude
of the difference cannot hgnored. HIV prevalence amongZyearolds in
Mozambique is over 100 times greater than in the same age group in the USA
(11.1% vs. <0.1%). The proportion of sexually active adolescent girls in
Mozambique, dwever, is only 1.4 times higher than in the USA. 1.4 times more
sexually active girls cannot explain a prevalence of HIV that is 100 times higher.
It i's notable as well that the measure o
higher in the USA than all of the Arican nations. If, indeed, as Hrdy states,
promiscuity and HIV infection were directly correlated, then the young
heterosexual American population would have been horribly decimated by AIDS
in the previous two decades while mangafm#ons would have relatively low
prevalence. Instead, the general population of the USA exhibits an HIV
infection rate of less than 1% and HIV remains concentrated mainly among men
who have sex with men (MSM) and intravenous drug users, exactly as in other
industrialized natior.

Continuing to dissect Hrdy's supposition quoted above, we may move on to
his tone of righteous indignation that in Zaire (now the Democratic Republic of
Congo), the society reportedly sanctions sexual relations between young me
(postpuberty, but not yet married) and eligible (i.e.: unmarried) women. It seems
strange indeed that we in Western society would consiteargege dating
and sexual activity as acceptable, and even encourage the practice, otherwise
known ag aimleayii e hatiahns Appanentlp, however,when it
occurs in Africa, it is shocking afdar more disturbirfg it is used as an
explanatory factor for the extraordinarily high rates of HIV/AIDS infection in
some Africamations

It would sem then that, rather than relying on empirical evidence, perhaps
many policymakers and researchers rely on mathenggidaimiological
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modeling for information on the HIV epidemic, necessitating a critical look at
the acaracy of these models. Deuclaartl Brody in a 2007 paper question the
validity of several extant mathematical models used to simulate the HIV/AIDS
epidenic”® These models, rather than using empirical data on sexual behavior,
begin with set parameters for the HIV prevalence in a candittiie efficiency

of heterosexual HIV transmission (probability of transmission per sexual
encounter). They then alter the number and distribution of sexual partnerships
to arrive at the prdetermined prevalence rate. Deuchert and Brody find that
when HIV sexual transmission efficiency is entered correctly, the existing
mathematical models significantly overestimate the number of sexual partners as
well as n&epresenting the distribution of partnerships needed to reach the HIV
prevalence rates thaiséxn several highrevalencaations They find popular

models for example, which necessitate 47 sexual contacts per day with an infected
pathner and others requiring 286 contacts p
While thes sexual behaviorrpaneters may beathematically possible, they are
exceedingly disconnected from empirical evidence demonstrating that in Sub
Saharan Africa the average number of annual sexual partners in the sexually
active poplation is 1.5%

The paradox facing Africgolicymakers is a tricky one: they are seemingly
encouraged to base their policy decisions on sound scientific data, yet the
international institutional framework within which they find themselves forces
them to blindly accept or attempt to manage thelydeegrained and almost
universally accepted psesdoi ent i fi c raci al stereotypes
and accept the myth of extraordinary African sexual activity as driving the
HIV/AIDS epidemic. As long as scholars and policymakers (internatidnal an
domestic) feel free to make ostensibly sciepgificnsupported comments such
as this: othe AIDS crisis in Africa <co
Africans restrained their sexual cravings ... it follows that Africans should change
their sexuab e h a v'i* withoutdagcing probing questions as to the scientific
basis of the assertion, the individual sexual behavior paradigm will remain
dominant in HIV/AIDS policy discourse. Efforts to change this norm and to
bring accountability for those wheex$ such equivocations have been stymied
by o[ .. .] the fact t hat Western researcl
sexuality and other aspects of cultural and social life, is not required to conform
to conventional standards for evidence in scholarky It seems that assertions
that would equire documentation in scholarly work about people in other parts
of the world can be published without support when made about Africans. Racial
bias in standards of evidence is a problem of long standingghigthal
consequences i® AI DS discourseo.
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1.2.4 Briefly Identifying Alternatives

In discussing the scientific racism which has helped to spawn and continues to
support the behavioral change paradigm in African HIV/AIDS policy, it is
important to ackowledge that many who work in the field either designing or
implementing these programs, most likely have the best of intentions and would
be aghast at being | abeled o0racistéo. Thi
here to show how decades (andsome cases, centuries) of increasingly subtle
institutionalizextism have conditioned many to blindly accept the tenets of the
behavioral change paradigm: namely, that all Africans, indeed, share a common
culture that is highly sexualized in reldtian o0 West erndé cul ture an
heightened collective sexuality has led to raging heterosexual HIV/AIDS
epidemics which can only be stopped by changing said deviant sexual behavior.
0The grip of raci st i ntel | eiasceaceé histor
research and the range of policy alternatives that can be considered. The weight
of past theories in the popular mind and in the imagery of science is insidious
anddifftcul t to counter because so mibch of r a
assupt i ons and unthinking respolffsesd, rathe

If we are to then move away from the injudicious and ineffectual sexual
behavioral change approach, the next logical question to be asked by well
meaning researchers andqgyohakers would be: So where do we go from here?
Tharkfully, while the sexual behavioral paradigm has been dominant in public
policy for decades, researchers in fields ranging from epidemiology to medical
anthropology to economics have continued workihgemtly to identify
effective alternative strategies to combat HIV/AIDS. Some of these alternative
avenues of research and intervention are discussed below.

Nosocomial Transmission

It i's useful at this point trg borrow
coattentive to [the] silences as wel/l as |
aiming to regulate public health isstfeOne might wonder why, for example, a
rash of HIV cases in children with Fh¥gative mothers in Romania in 1989
prompted immediate and concerted efforts to trace a nosocomial (medical)
transmission route which, eventually, was identified and steps taken to avoid
future medical transmissitiowever, the silence in the African HIV discourse
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about the possibility of signifitdevels of nosocomial transmission is quite
ominous.

During the previously mentioned XVIII International AIDS Conference, Dr.
Jimmy KolkerthenChi e f of HI V/ Al DS with the Unit
Fund UNICEF) was interviewed about nosocomial trasssom and responded
to an inquiry about present efforts to trace modes of transmission-in HIV
positive children whose mothers are uninfected (the least problematic population
in which to O0proved nosocomi al transmi ssi
w e@edpaying attention to Eastern Europe and Central Asia at this conference,
that this nosocomial transmissgiamansmission in hospital settilgss a
special problem in that region because of varioisrgegdractices and so on
and that, tracing the mod&f transmission, which is your question, is
problematic because there is every incentive by the health care system to deny
t hat t his is taking place[ é] 0. When &
acknowledging nosocomial transmission in Africa, Dr. Kotkexcklhowledge
that o[t] here are obviously examples of
needl es 6, however, h e recogni zed that,
movement towards investigating nosocomial transmission in Africa apart from a
handful of inestigatioain the earlyto mid2000sexploring the potential link
between routine vaccinations and HIV in childmarch were inconclusive. He
stated that the difficulty in finding a clear pattern of nosocomial infection in
Africa (as a continent) hlamdered the effort and expressed openness to future
studies to identify clear medical routes of transmision.

However, it must be noted that enough evidence certainly exists to justify the
launch of outbreak investigations in fpgkvalence African mas, particularly
where babies and children whose mothers do not have HIV are found to be
infected and transmission is most likely due to medical exposure. Gisselquist et

al ., I n a 2004 review article, cite 9 st
patients with HIV infections ranged from one to three times the proportion of
HIV-i nf ected women in antenat al settings \

several African natioé. They point out that the pediatric incidence was also

quite a bit higher thanetestimated ormgxth of HIV incidence in children that

would be expected from vertical (motioechild) transmission even had all the

mothers been HIYWosi t i ve. From Mozambiqueds 20009
seroprevalence and behavioral sutdSIDA, part of their Demographic and

Health Survey), babies and children aged 0 to 11 were tested for HIV as well as

their mothers. It was found that approximately 31% of the babies and children

who had HIV were born to mothers who did not have'MI¥A 1985study in
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Kinshasa found that 39% of Hpésitive inpatient and outpatient childrezn 1

months old had HIWegative mothetS. A similar study in Burkina Faso in

198990 found that 23% of HPgositive children in the study had Higgative

mothers. VandPer r e et al . (1987) reported from
among 150 health workers, prevalence for those with SThygeatidns for

STDs( 4 7 %) was al most doubl e prevalence f ol
throwing into doubt the common assumptior Hil&/-positive persons treated

for STDs had unquestionably contracted HRaig/ ™

Contrary to responses seen on other continents, findings such as these have
not inspired a concerted effort to rule out nosocomial transmission in African
nations and a o mi n a | 6consensusd® somehow emerged
African HIV epidemic was primarily driven by extraordinary heterosexual
activity; consequently, research about nosocomial transmission has become
extremely rare and only thneationsto dateconductserological testing of
babies and children (and their mothers) as part of their DHS survey, and this
only in the latest editiohsAt the time of writing, no published results of
outbreak investigatisn(genetic sequencing of virdlAR from different
infected persons to trace the source or sources of an outbreak) in high
prevalence African nations could be found by this author. Instead, the most
common response to calls for outbreak investigations seems to be publications
that dedicate ample #nand esources to insisting that investigations need not be
carried out.

An illuminating and textbook example is Schmid et al., 2004 which attempts
to refute claims that unsafe injections (one source of nosocomial transmission)
could be a significant wsoe of HIV infection in suBaharan Africa.
Unfortunately, the authors continue to recycle the aforementioned circular
argumentsegarding sexual behavior and sexual transmission, for example stating
t h at -1 dffedtively transmitted by sex, as shgwhigh rates of infection
among cap | é"s \Without further investigation to genetically link viral RNA
from both members of the couple, simply the fact of both members of the
couple being infected is not evidence of sexual transmission, effective or
otherwise. A lonterm, rigorous study in Rakai which has become the gold
standard for determing transmission efficiency, followed discordant couples,
testing viral loads of the infected pafin@ho was not aware of her/his

4Uganda, Swaziland and Mozambique

5 Ribonucleic aciderves as the genetic building block for the functioning and replication
of HIV
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serostatus as demanded by tlgaridan governméntas well as continually

testing for seroconversion in the uninfected pdffneMNo antiretroviral

treatment was available to the infected persons and an average transmission
efficiency of .001 (1 in 1000) was calculated. This would nohddered
oeffective transmission by sexd by any st
logic is discarded, we are forced to consideradite modes of transmission.

Schmid et al., also fall into the trap that many others had fallen in¢o befo
them, of diminishing the importance of a significant minority. What is meant by
this is the habit of many researchers to speak of an issue as uniminattiant
case, noigexual transmission of HiMlwhen itmaynot be responsible for the
majority of ne/ cases. The authors, while discussing pediatric HIV and the
prevalence and incidence among infants and children, cite two small studies in
Mas ak a, Uganda and Cote doélvoire which s
of the HI\tinfected children had infedt mothers and assuming they had
contracted HIV vertically through motherchild transmission (MTCT). It is
intriguing that the authors failrteention ortake into account that the study also
shows, conversely, that 40% and 20% of the childremifedtetiothers. The
authors cite these examples in support of their claim of low levels of nosocomial
transmission, yet one must wonder how these percentages of likely nosocomial
transmission could possibly be considered low. Pointedly excluded from thei
discussion as well is the fact that, even in the complete absence of antiretroviral
treatment, MTCT of HIV is 235% in the developing wotld. The idea of
such nonchalance to 2@#%+ of infected babies and children in western
nations having contractétlV through healthcare is unimaginable and, again,
highlights the disparity, not just in standards of evidence, but also in what are
considered acceptable levels of institutional risk between the West-and sub
Saharan Africa in both scholarly work as sgliolal health policy.

Obviously, HIV can be and is transmitted sexually; however, it is-a blood
borne pathogen with a relatively low transmissionmtfidierough heterosexual
intercoursemaking the lack of debate about nosocomial transmissifiican A
inauspicious. One wonders why medical and social science professionals are
willing and even eager to look for and stamp out nosocomial transmission routes
in Europe, parts of Asia and the Americas, yet continue to insist (with no reliable
empiricaldata this author has seen) that nosocomial transmission is not a
problem in Africa, purportedly making up less than 2% of all HIV!t¥ases.
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Cofactor Infections

0 B e tothexwesa healthy eddéselopedionddlV has very low rates of
hetesexudl r ans'i ssi oné.

It is no secret that the efficiency of HIV transmission through heterosexual
vaginal intercourse is quite low with a probability of infection of approximately 1
in 1,000 between otherwise healthy adsilfgeviously mentiongtl Howeve,
numerous clinical studies have shown that the presencdaofocanfections
increases mean plasma viral®l¢attl therefore, the infectiousnedspersons
infected with HIVV"" These concomitant infections also and unfortunately have
been shown tancrease the susceptibility of +iofected persons to contracting
HIV if and when they are expos&d.

Cofactor infections can be sexutllly ansmi tted boah eri al i n
ulcerative and newlcerative, [that] increase the likelihood of HIV
transmisis o H°@hese STDs, which are highly common in the West as well as in
Africa, such as gonorrhea, chlamydia, bacterial vaginitis and trichomoniasis, are
easilytreated with antibiotics in affluamdtionswhere access to medical care is
virtually guarantegedut often remain untreated in poor settings, increasing
susceptibility to HIVA®#122

Cofactor infections may also be viral, bacterial or parasitic infections (not
sexually transmitted), often endemic to certain regions (based on climate,
geography, tal flora and fauna as well as public sanitary conditions), which
increase susceptibility to HIV infection and/or increase the infectiousness of
HIV infected persons via increased HIV viral 153d5. These can include
infections such as lymphatic filasiasurinary schistosomiasis, helminthes
(intestinal worms) and malafia228129130131132133 Again, these infections are
curable and, ultimately, public health interventions that lower both infectiousness
as well as susceptibility to HIV are a pskeositivearea which requires further
resources and acknowledgement of the various positive synergies possible
through addressing 6healthd in a more hol

There is an established literature in public health anstaodgng clinical
practice demonstting that persons with nutritional deficiencies, with parasitic
diseases, whose general health is poor, who have little access to health services, or

6 Plasma viral load is the amount of HIV RNA in blood plasma measured by number of
copies per mL of blogglasma. Viral load may also be measured in semen and vaginal
excretions.
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who are otherwise economically disadvantaged have greater susceptibility to
infectious diseases, whettiey are transmitted sexually, by food, water, air, or

other means. Louis Pasteur characterized the conditions necessary for the
transmission of infectious disease with
the terrain everything*.

Sawers and Stillwagg (2010) set out to explicitly identify, not only the
drivers of the African HIV epidemic but, uniquely, the driver(s) of the vast
difference in HIV prevalence between dngidence Southern Africaations
and other gb-Saharan Africanations(with low HIV prevalence) as well as
other low to middkincome nationsoutside of Africa®®> They performed
multivariate, crossountry regression beginning with
fairly standard socEconomic control variables such as the Gini coeffipen
capita income, urbanization, a measure of migration, age of the epidemic,
literacy, etc. To this basic model they added a measure of nosocomial
transmission based on Deuchert and Brody:i
significant correlation lweten HIV prevalence and unsafe injection pratices
must be remembered that injections represent only one part of nosocomial
transmission risk) They then created a dummy variable which took a one value
for the nine higlincidencenationsin southernAfrica and zero for all other
nations The coefficient for this southern African dummy variable was positive
and significant (2.79), but as they point out, simply living in southern Africa as a
risk factor for HIV is not a poliesensitive area; their Yoeas to test their
theory that cd act or infections are oOhiddendo wi
dummy variable. To do this, they add measures of prevalence offdoterco
infections to the model (malaria, schistosomiasis, chlamydia, syphilis and
gonorrha). Using the basic model without théactor infections included, they
find that HIV prevalence in southern Africa not explained by the model is close
to 16 times the level found in the other-lamd middlencomenationsincluded
in the model. Afteadding the five efactor infections to the basic model, they
find the coefficients of the <dactor infection variables to be positive and
significant at the 99.9 percent level. Thef Bheir enhanced model rose from
66.8% to 80.1%. The model wentfrexplaining only about 10% of the 16
fold difference in HIV prevalence between the southern Afratemmsand the
other low and middlencome nations to explaining around 70% of the
difference. Incidentally, they also find that the coefficientrfoapiga income
in the basic model (without-taxtor infections) is negative and significant (
0.486) while after adding thefactor infection variables, the coefficient for per
capita income becomes positive and statistieajpificant. This suggie that
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inside the generic O0black boxd of povert)
in Africa, the high disease burden of the poor is c&thed.

However, tbugh cefactor infections are a sometirmeknowledged issue in
the control and mitigation of WMl policies which target this area must,
necessarily, deal with Health Systems Strengthening, arguably one of the most
costly and complex types of policy interventions. Apart from the absolute
financial costs of these types of interventions though, ®steal®o consider
that these interventions that improve general health and/or nutrition, are
unattractive to donor and governmental organizations working wigpétiNic
funding as attribution of results (i.e.: number of new cases of HIV averted) is
virtually impossible, as Hunsmann (2012) describes in detail with a case study in
Tanzanid®

Antiretroviral Therapy (ART) As Prevention

In September 2009 the American Centers for Disease Control (CDC)
published a potentially gaofenging review entitlddffect of Antiretroviral
Therapy on Risk of Sexual Transmission of HIV Infection and Simgerinfection
CDCoO6s report mar ks one of the first fair
clinical trials (including several in Africa) conducted specifically tahgudy
phenomenon. As discussed briefly above, the viral load of anfadted
person greathffacts the probability afransmission of HIV to a neinfected
person. Antiretroviral medications effectively suppress viral loads, potentially
transformingHIV into a chronic rather than terminal illness offering-tiemg
health benefits to infected individuals as well as reducing their probability of
infecting otherS? The public health benefit of ART is directly related to this
viral load suppressionandor exampl e, the city of San F
in recommendations for ART provision is a ringing endorsement of the possible
public health benefits. Rather than waitingCio4 cell countsto drop to
critically low levels (e.gpdatedWHO guiddines to begin treatment @n€D4
cell counts drop below 366llsperm@ , San Franci scods Depart
Health is now recommending that medical practitioners begimfeldiéd

7CD4 is short for 06 Ghdisrepeesentedfby thei nfiniberrofe nt i at i o
these cells per microliter € | 1) of bigpd. CD4 cellare glycoproteins found on the

suf ace of t he human icaltsandseeve as\a seceptorGite foh el per T
HIV. Low CD4 levels are a sign of a weakenedimaraystem and HIV progression.

Normal CD4 levels in an Hivhinfected adult are between apipnaxely 501600.
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persons on ART as soon as they are diagnosed witli Hi\gart thedecision
came about to improve letgrm outcomes of HRhfected patients, however,

Dr . Mi tchell H. Kat z, director of publ i c
anticipate 1t wildl drive down the rates o
beneftof t his "Mew policy6d.

Indeed, a robust combination of clinical studies and mathematical modeling
has demonstrated that the early phase of HIV infection, roughly -24m 0O
months from seroconversion, is when viral loads are the highest (several times
higher even than after the actual onset of AIDS years later and approximately 26
times higher than during the long intermediary, asymptomatic phase); meaning
that people are the most infectious to others precisely when they are not eligible
for ART in mostplaces?*34445 Of course, any discussion of the use of ART
as prevention must necessarily be accompanied by a caveat as concerns abound
surrounding the question of moral hazard. Simply put, many are concerned that
providing a highly effective treatmamthsas ART will lead to the belief among
HIV-infected persons and the general population that HIV is curable and that we
will see consequent increases in unprotected sex which will offset the
preventative benefits of ART. As people on ART will presulivablgnger,
they will have the potential to engage in more sexual encounters with a greater
potential number of partners. The questions then are: 1) Will patients on ART
have more unprotected sex and, 2) will the decreased infectiousness of those on
ART compensate for any possible increase in unprotected sexual activity?

The first question has been addressed quite succinctly by Crepaz, Hart and
Marks (2004) with a trio of metaalyses. Using twefitye English language
studies of ART clinical expmgnts (none, unfortunately, in Africa), they seek to
determine whether o0(1) being treated witdt
Therapy], (2) having an undetectable viral load, or (3) holding specific beliefs
about HAART and viral load are associatddimgreased likelihood of engaging
i n unpr o t*® Theyecdnclwle thai being treated with HAART and
having an undetectable viral load daiscrease the likelihood of engaging in
unprotected sex. However, ungiogeegteddi d f i nd
sexual behavior was significantly higher in people who believed that HAART
reduces HIV transmission or who were less concerned about engaging in unsafe
sex given the aVaThik sndt aniunimporart resdiAiA RT 6 .
does highlighthe importance of further studies to answer the question of
whether the decreased infectiousness of those on ART will, in fact, compensate
for this mtential increase in unprotected sexual activity. This is an area where
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further study is clearly needed #his issue will be addressed in the case study
of this thesis.

The history and logic behind ART as prevention as well as the potential
preventative externalities of ART on a grand scale are discussed in more detail in
the following chapter of thisebkis and the case study (Chapter 4) will focus
specifically on the effects of the social construction of HIV and specifically of
sexual behavior and vertical (motheshildybased prevention messages (in
Maputo, Mozambique) on things Ipgagient/provide relationships, enroliment
in andadherence to ART; an area that has yet to be studied in Africa and which,
arguably, may have a significant effect on theness of ART as prevention.

1.3 Conclusion

It is my hope that, in this introductory chaptenave been able to guide
readers through some of the pertinent literature dealing with the social
constructions of an epidemic, as well as the political usage of those
constructions which often goes unquestioned in both the popular and academic
literatwe. In addition to the general literature review in these areas, one hopes
that my own systemization of the social construction of sick gégple Ylas
well as my application of the classification schemes from part 1.1 to HIV policy
(includingtheinr oducti on of the concept of 6qui x
readers an intuitive yet clear understanding of the powerfypcdwal forces
behind HIV policy andndeedpopular thinkingby both experts and lay people
in terms of HIV insubSaheanAfrica.

While HIV is undoubtedly transmitted through sex the world over, it is my
hope that readers will begin to question the sexual behavioral change paradigm
which attributes the extremely high levels of HIV in several Afiatiams
exclusively o 6extraordinary® sexual activity.
and postolonial medical racism in Africa is meant to shed a bit of light on a
largely shadowed area of public policy: the institutionalization of racism. This
institutionalized ragin, apart from being ethically abhorrent, has life and death
consequences in the HIV/AIDS policy debate. As researchers and policy
makers, we must be attentive to the silences in our avenues of exploration and
policy. In the African HIV policy spheregsk silences are particularly profound
in the areas of the social construction of-HIWf ect ed (or o6high r i s
the |l ogic behind the 6éstandardd HIV targ
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HIV, the role of the burden of disease in manyinigbencenations(co-factor
infections) and the efficacy and feasibility of ART for prevention.

The following chapter will concentrate on one of these neglected areas of
HIV prevention (ART as prevention), outlining the clinical and epidemiological
evidenceof its effectivenesss well as financial consideratiomsortant to the
utilization of this strategyrhe role of the social construction of HIV in Africa
permeates policy priorities and will be an implicit theme of Chapter 2 during
discussions of th@ominance of external (international) health financing which
brings with it the poliegmbedded racial stereotypes of Africans discussed in this
chapter.

Chapter 3 will then explore the human resources for (iaH) situation in
Mozambique These isgs will be reviewed in relation to their interplay with
efforts to expand ART in Mozambique through the ongoing decentralization of
HIV services.

Chapter 4 will then focus on the case study carried out in Maputo,
Mozambique from April through Septeml# 12 In 2001 with the introduction
of the public provision of ART, the Mozambican Ministry of Health clearly
stated its commitment to utilizing ART as prevefffiowith that in mind, and
considering the recent dramatic expansion of ART provision since
decentralization of services in 2005 (with actual implementation in Maputo
beginning in 2008), the case study will focus on the effect of the social

construction of HIVin Mozabi que (via HIV prevention

experiences with ART ingputo Qty.

me !
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THE |ILLUSORY TRADE-OFF BETWEEN
HIV PREVENTION AND TREATMENT

2.1 Antiretroviral Treatment as HIV Prevention

As discussed in Chapter 1, there is great need and potential for
implementation of scientificallgund, alternative HIV prevaotti paradigms in
high prevalence nations. This chapter will focus on the Igassibffered by
antiretroviral treatment (ART) as populatemel prevention. As Maputo,
Mozambique will be the focus of the case study portion of this dissertation
(Chapter4), practical matters and examples will mainly refer to Mozambique
from here forward.

Until 2011, the ideaf ART to prevent sexual transmission of HIV was
mainly confined to epidemiological models and observational ‘$tddies.
Though some citgrd regionahealth departments developedhations (ex: San
Franciscp British Columbiaand Nev York) hadadopted early or immediate
treatment guidelines to explicitly take advantage of the purported benefits of
ART as preventiofY, still there was acla of what many would consider
concrete clinical evidence of the efficacy of this strategy. This all changed in
2011 with the early conclusion of the 6
(HPTN 052) study. HPTN 052 is a maite, randomed clinical triawith the
primary objective of comparing HIV infection rates between two groups of
serodiscordant couplgenrolling a total of 1,763 couples. All 4ifécted
participants had baseline CD4 levels of between 3500to §5e | | s/ QL (f or
comparison, 2008/HO recommendations state that patients should begin ART
for individual ther ape W)t iThe HM infeced s es at C
partner from one group began taking antiretrovirals (ARVS) as soon as the study
began (88&ouples) while the HHhfected partner from the second group
began taking ARVs only after either developing an-d¢3ng illness or
having two consecutive CD4 measgnts of 20250 or below (877 couples)
per WHO 2006 recommendation278 couplesere from study sites in the
Americas, 954 from Adan study sites and 531 from Asian study sites. On April
28, 2011, five years into the study, the Data and Safety Monitoring Board

8 Couples Wwere one person is uninfected with HIV and the other igpbl$ifive.

49
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(DSMB) that periodically reviews unblinded data for National Instfutes
Health (NIH) clinical studiegerformed an intam review and called for an end

to the trial, recommendirtigat the results of the trial be announced as soon as
possible and that all participants be offered diameeART? The efficacy of

ART to prevehtransmission was shown to be so dramatic that it would have
been unethical to continue the trial.

The entire trial (both groups) saw a total of 28 linked infections (where the
previously wuninfected partnerdsdHIV RNA \
partnerds) . 27 of these infections were
1 in the immediate ART group (p<.001). The linked incidence (new HIV
infections) per 100 persgaars was found to be 0.1 [95% CFEOGID for the
immediate ART group andl.7 [95% CI: 1:2.5] for the delayed ART group.

Thecocl usi on of the study groupds anal yses
viral replication led to 96% reduction of sexual transmission ofl kiV
serodiscalant c&upl esd.

2.2 The Prevention Cascde

All largescale prevention policies in high prevalence and high incidence
settingshistorically and currentlgcus on the seronegative population through
sexual havior change campaighbB) generalized epidemics, the definition of
0at skdrosk®higglhups has becomealemcger t ual |y |
grows in eveincreasing sectors of the population. This means that prevention
campaigns t hat contsBhde unonffeoctuesd ome r & atl
extraordinarily large target pigtion in generalized epidemacsihigh coverage
targets would be exceedingly difficult if not impossible to reach. Kurth, Celum
and Baeten et al. 2010 point out that after 30 years of bélageidprevention
strategies, only two nations (Uganda and Tdhaileave shown progress in
reversing HIV epidemics by targeting uninfected persons (and, in fact, the
correlates off g a n allegédgmins remain controversial

The issue of target population and subsequent coverage is more than
academec. Though much lioical researctcontinus to strive for PrEP
interventiongantiretroviratbasedraginal gelsral ARVs for uninfected persons,

e t c and obher preventative measures that are close to 100% effadiiie,
health practitionerare quite aware that whgmeaking of the population level,
coverage is mormportant than efficacy. In order to illustrate this point, let us
look to the prevention cascadesFigure8, 4and5. These show a simple
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comparson of ART, condoms or abstinencefor prevention of saial
transmission of HIV

Condom coverage and wusage is based on
and Health SurveyPHS)where 38% of young adults (age@4)eport that
they are able to obtain condoms and 22.6% of respondents in this same age
groupwho had sex in the 12 months preceding the suepeyt having used a
condom at their last intercoufseThis age group reports the highest usage of
condoms in Mozambique and so presents an-bppad limit for condom
usage in the nation. Condoms for pméga of sexuaHIV transmission are
approximately 8@0% effectivé'® (we will use the uppbound limit of 90% for
this eercise).

Abstinence coverage i s based on Mozambi
of adult respondents reported not having had $extercourse in the 12
months preceding the survey. Abstinence for prevention of sexual HIV
transmission is 100% effective.

In regards to ART coverage, by the end of, 2p@@oximately 42% of adults
(aged 189) in Mozambique meeting the WHO 2006celirstandard to begin
therapeutic treatment were receiving treatrh&tdzambique has a national
adherence level of 73%As mentioned previously, ART as preverfaexual
transmission of HI\6 96% effective.
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Figure.®revention Cascade, ART.
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Figurd. Prevention Cascaainraés
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Though these prevention cascades do not consider the nuances of consistent

Chapter 2

(or inconsistentyondom usager length ofabstinenceor differences in HIV
transmission efficiency over time (e.g.-Hfgced persons have the highest
viral loads and are consequetttly most infectious durintge first phase of
infection lasng approximately-B8 monthswhen they are not yet eligible for
ART), they still provide a useful illustration of the relative impertaf
coverageof prevention interventions relation to efficacy.For example, if
condoms (with 90% effic saw an increase 81.5% usage (the same
percentage of th&lozambicaninfected population that has access to and
acheres to ART}he condom cxade would show 71.7 new infectiomsuge
69.8 in the ART grouo this6% differencen efficacybetween condoms and
ART) with equal coverage/usage of 31.B%ults in a decrease of only 2
infections (per 100,000 exposur&ghereasconversely, a 6%mcrease in
coverageisageof condoms (from 23% usage to 29%) would witness 73.9 new

infections, a decrease of 5.4 infections (per 100,000 exposures).

Tabl& provides a visual representation of Wiscan see that tltecreasin
new cases of HIV isunh more pronounced along the rows (@medusage)
thanit is downthe columns (effacy). Figure Gepresents this giapally again
highlighting the importance of coverage/usage over efindcghowig the
number of new infectionat current coveragand usage levels of the three

interventions (ART, condoms and abstinence)

Table .3Coverage versus Efficacy of PreventiorNotabardifdNew Cases gbétlV
100,000 sexual exposures

25% coveage/ | 35% coveage/ | 50%coveaage/ 70% coveage
usage usage usage usage
90% effiacy 77.5 68.5 55 37
96% effiacy 76.5 66.4 52 32.8
100% effiacy 75 65 50 30
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Figure.@New Infectigpsr 100,000 sexual exppguaesvention Strategy.
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If then we are to discuss coverage and usage of nhterse we must
necessarily return to the idea of target population. As mentioned, the target
population of sexual behavior prevention (condoms and abstinamce)
generalized epidemics is virtually all adults and, indeed, Mozambique is no
exceptionMozanb i q u €®ysaroltl population is roughly 10,760,084 of
a total population of approximately 23,400/000)he target population for
ART acording to WHO 2008tandards for therapeutic treatment is estimated at
570,000 (or 380,000 accordingvidO 2006 standards, but we wik the 2009
standard as the importance of early AR Bptimalpopulationlevelprevention
cannot be overstateéd)This means that the target population of sexual behavior
prevention strategies is almost 18 times the taggetlapon for ART
interventions. Even were we to consider the entire population of Mozambique
that is estimated to be infected with HIV (1,408)0@@ the target population
for ART intervations, the target population for behavioral prevention stsategi
is stillclose t®B times that of ART.

9 The same calculus would apply to other interventions aimed at uninfected persons such
as Prep.
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2.3 Focus on the Positives

Condoms

Condom coverage and usage has, indeed, increased over the preceding
decadandah al f . I n Mozambi queds -24%%7 DHS, y O
had had intercourse in the 12 mhenpreceding the survegported just 6.8%
usage (at last sex with anyone), in 2003 that proportion increased to 19.4% and in
2009 to 23%° Policymakers and donors in Mozambique are optimistic that the
proportion of the sexuatictive population usingredoms will increase rapidly
over the next hallecade. ¥plicit national condom targatsfer to condom
usage at last sex by4B/earolds who have had sex with more than one partner
in the preceding 12 month period, beginning from a reported basedinef |
31% in 2003 andnaing to rise to 60% in 2011, 70% in 2013 and 80% irf?2015.
Actual 2009 DHS figures put the percentage at 22.8%, calling into question the
2003 31% estimate used as dibadn the national targets, but also the reason
for such g&treme optimism thatndeavors to achieve a stunning 37 percentage
point increase from 20@®11 and subsequent 10 percentage point increases
every two years thereafter until 2015.

These targetand their related public health strategiespicuouslignore
the reasons that Mozambicegysort for usingor not using condoms.Looking
at Tabled below we can see that the togportedreasonsn Mozambiquédor
using condoms are to prevent sextrahsmitted infections T&) and to
prevent pregnanc®#rangely,ite DHS questionnairenc |l udes Ooworry abol
infectiond as a reason for using condoms
however, this response is not found in the dataset, causing ambiguity as to
whether the responses to the separate mmtisao use condoméa prevent
sexually t rans mi brtdeel todvonry abatt HN) were ( STI s ) &
ultimately combined by DHS staff and inc
final dataset Apart from this ambigujthoweverwhat we can easilptite is
that avery smalpercentage of respondeatsoss all age groupport using
condoms due to public messages advising them to Al® salltiple responses
were possible for each participant, the percentaf@sléendvill not equal 100%
andaret abul ated as the number of respondent s
reason for using condoms over the number of resporidesdsh age group
who have ever had sexual intercourse and report having used a condom at their

oMozambi queds <civil war of ficially ended in
significahissue, the first condom social marketing programs only began in 1994 and had
naional coverage only in 1996.
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last sexuahtercourseCompete figures are available jppAndix1. The most

common overlap of responsesall age groupsc cur red with O&éprevent
Opr event (rgnging famadn o $9Bo in the four age grosipswnin

Appendix 1). The overlap between the motivations éising condoms of

Oprevent STI 6 and O6due to public message
from O to 1.3% in the four age grougisownin Appendixl).

Table 4 Reasons fairlg ConddmisAge Grquozambique 2009

Reasons for Using Condom altast 5-Year Age Groups
Intercourse*

1519 | 2024 2529 30-34

Public Messages Advising Use 2.0% | 3.4% 2.7% 0.7%

Prevent SexuallyTransmitted Infections 87.7%| 75.2% | 70.4% | 68.7%

Prevent Pregnancy 66.4%| 67.1% | 58.4% | 57.5%

Do not trust partner 4.8% 6.0% 7.1% 10.4%

60therd (unidentifi| 25% | 3.7% 8.8% 6.0%

Source: Demographic and Health Surveys, Mozambique, 2009
*Individual responses to a series of closed (yes/no) questions; multiple responses
posshble from individual respondemststhat response pentages will not equal 100%
Denominator is the number of respondents in each age group who have ever had sexual
intercourse and report having used a condom at last intercourse with anyone.

In terms of why respondents repootusing condomghe calclations were
performed exactly as with the previous table (reasons for usage) with only the
denominator changing to reflect the number of respondents in each group who
have ever had sexual intercourse and raptivaving used a condom at last
intercoursavith anyone. A full breakdown is available in AppendixelcaW/
seein Table belowt hat 01 trust my parstatereentd and 61 0
with which the most respondents agr@ederms of their motivation for not
using a condomand that psitive responses to boths we might expect,
increase with agéhis may indicate that the relatively higher usage of condoms
in the 1519yearold age group (which steadilyrdases with age) may not be
exclusivela product of more intense condom dauiarketing to teenageasd
young adultsbut may also be related to the decreased usage of condoms by
couples in more mature (trusting) relationships and marriages, regardless of how
heavily condoms weoe aremarketed to thenThese two particular maditions
for not using condomwill be further discussed in the case study in Chapter 4.
Interestinglyagreement with the reasénn o0 ¢ o n d o mrelaivehigh abl ed i s



58 Chapter 2

(29.8%) for the 159yearold age group, but falls steadily with increasing age
showng the importance acknowledgingnotives for noruse(particuldy for
adultwomen)ather than simply focusing on coverage/availability of coradoms

we currently see in prevention strategigafortunately, the DHS did not
include the option ofévishng to become pregnérms a motive for neuse.
However, considering the high percentage of resporfdedtthe decreasing
trend with ageyho indicated avoitj pregnancy as a reason for ysagenay
postulate that the inverse may be true foruserThis would indicate that the
ramifications of exclusive focus on a barrier method (condoms) or abstinence
that we find in HIV prevention campaigns desepeeticular attention. It

cannot be ignored that both abstinence and conareshe collateralfett of
prevening pregnancy and an HIV prevention strategy that effectively eliminates
the possibility to have children is unfeasible at the population level and in the
long run.

Table 5Reasons for Not Using Condoms by Age Group, Mozambique 2009

Reasons for Not Using Condom at Last 5-Year Age Groups
I ntercourse

1519 | 2024 2529 3034
61 trust my partner| 222%| 30.2% | 28.0% | 33.2%
61l dm marriedo 27.8 | 43.06 | 52.30 | 53.%
No condom available 298 | 159 | 13.30 | 12.6806
Partner did not want to use 13.30 | 9.2 8.8 7.8%
Used other contraceptive 160 | 0.8 1.3% 0.9%
Condom reduces sexual pleasure 10.9% | 7.%% 6.00 4.7
61l 6m faithfuld 810 | 1206 | 11.26 | 13. %
60t herd (unidentifi|l 78 | 7.1% 6.00 5.3

Source: Demographic and Health Surveys, Mozan#l§Qe,
*Individual esponses to a series of closed (yes/no) quegnaltiple responses
possible from individual respondents.

ART

As demonstrated, ART for seropositive persons has incredible preventative
externalities. It is the most efficacious prementnterventioncurrentlyin
existence (for both MTCT and sexual transmissh@s) the smallest target
populationand, importantly, this preventative benefit does not require either the
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participation of uninfected persons nor the explicit desire of s@re@@ersons

to prevent transmissionlt also does not interfere with conception so that
seropositive peras (andheir partnersare not forcedo trade HIV prevention

for the possibility of having a familyhough there are signs that seropositive
persons would, in fact, like to avoid infecting others (discussed in Chapter 4),
their primary motivatiofor taking ARVqwith the exception of prevention of
MTCT) is to care for their own healtfithe combinton of targeting a much
smaller national pomtion 8 6t h e p 6 andt utiliziegs & collateral
preventative benefit of a personal hesdtkking belér may provide the most
pragmatic and effective way forward in generalized HIV epidemics such as
Mo z a mts. g tarmHof concerns about morakdya or risk compensation
behaviol, numerous studies have also shown that HIVissding and testing

often resultsn risk behawr changglower risk behavioip those who test
positivier HIV while not having any significant effectbehavior for thee who
testnegativeurther highlighting the secondary preventative behavioral potential
of O&tthevepddsias o0 pp ofachidvinaehavioricleangdinthd i cul ty
seronegativeopuktion.”

In terms of coverage, it also must be pointed outvthilt usage of condoms
(or even more rarabstinence) has slowly crept up over the last 30 years, the
coverage and usage of ARTMozambiquénas rapidly eclipsete paceof
reportedbehaviorathangen less than a third of the time. As of -@20d1,
Mozambique has approximately 220,000 patients on ART, a coverage and usage
level of approximately 58% of eligible Hthfécted persanby WHO 2006
standardsafd 39% byWHO 2009standards); this has been reached in just 8
years of ART availabilty and apgmately 5 years into thengoing
decentralization of ART which has greatly increased availability and uptake
outside of the capitAl.

If then, weare to attempt to harness fireventative externalities of ARTd
focus on OHthereare pvongin areasvwheredparadigmatic shifts will
be necessary. The first is in the calculations performed to judgetiierefés
of specific prevention interventions where ART is currently not included (with
the exception, again, of prevention of MT@myl the subsequent financial
allocations for specific intervention$his will be discussed in the following
section.

11 This is the phenomenon whereby people may increase thekimglehavior when
they believe that they are protected from negative cormeqquauich as the classic
example of wearing a seat belt leading to driving at higher speeds.
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The second area deals with the gomiitical issues discussed in Chapter 1
that have led to exclusive targeting of HIV prevention messdlye uninfected
populationand an overwh®ingly negative social constructioddf he posi ti vesa
It will be necessary to consider the effect of these sexudbbehavention
messages on people living with A their treatmerseeking as well ART
adherence behavior. This willdicusseth-depthin the casetsdy in Chapter
4 through a qualitativeanalysis of the experiences of adRT patients,
caretakers of pediatA®RT patients antheircliniciansn the city of Maputo

2.3.1 The Financial Reckoning

Though the preventative actions of ART are an externality, and as such, will
function whether or not they are explicitly recognized, there is still great need to
consider this crucial externality when discussing the allocatioamatkedr
funding and the calculations of infections prevented that underlie these
allotments Currently, new casgsHIV that are prevented through ART are not
included implicitly or explicitly within international or domestic prevention
strategies and th&ee ART is not eligible for consideration for funding that is
earmarked for prevention.

It will come as no surprise that in developing nations, foreign aid often
constitutes a large pertage of health expenditureMo z ambi queds Tot a
Expenditures on ehlth (TEHY are relatively stagnant, having been 5.1% of
Gross Domestic Product (GDI®)1995 and 5.7% of GDP in 260%0 put this
in perspective, internationally, this compares to an average of 8.3% of GDP
being spent on health in the European Unia20B8 a geographic region not
currently experiencing laiggale, generalized epidemics of any infectious disease
and one whose expenditures on health are virtually exclusively based on domestic
resource® Importantly, in 1995, only 34.6% of the TEHVlozambiquecame
from external(foreign)sources while in 2009 a full 72% of TEH was from
external sources showingcreasedelative levels aflomestic resources going
towards health in Mozambigfégure )7’ Approximatel 6 % of Moz ambi qued
HIV/AIDS -spedic funding comes fronxternal sources.

12 TEH includes all expenditures on health services (preventive and curative), family
planning, nutrition and emergency health aid in a nation; botidget and fé-budget
expenditureqrivate and public.
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Figure.7Total Expenditures on Health (External vs. Domestic Sources), 02ambique 1995
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Much of these foreign funds dneand| ®#d d §gef 6, meaning that
not enter into the tesury or working budgets of governmentdnies and are
not subject tgarliamentarprocesses of allocation monitoring 6 Omu dget &
funds, on the other hand, are channeled through the national government
treasury and are subject to the same gowetrratiecation and monitoring
activitiesas domestic fundsMozambique was, in fact, the fostintry to put
Global Fund resourcésebnu d gn@0& as part of Mwideambi queods
appr oaSWAm, howeve id 2008, Mozambiquelt the need ttake them
@ff-budgebagain due to theometimesunpredictablenature of Global Fund
disbursementéhe bulk of which, in 2007 lgrarrived in the finahonth of the
year, for examplgnd the difficulty in harmonizing Global Fund reporting
requirementsvith general government procedures and tfhing the 2001
Abuja Declaration, Mozambiqu@long with another 2@&(frican Union
memberspledged to increase-bndget domestic health expenditures to 15% of
total government expenditures, however, this gealains elusive as
Mozambique has not, in fact, increased domestic resources for health as a
percentage of domestic spendinge the Global Fund resourcesentaken out
of the equatioff Though the temporary inclusion of Global Fund resources into
Mozamlh qu e d s ¢ o n(through tiheuSW@mltowed the country to
claim an increase of -bndget health expenditures from 11%1@% of all
government spending, this increase has now be&n lost.
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Discussingnly onrbudget expenditures can be misleading rasxdémple,
exclusiven-budget external health financing in Mozambique is roughly 44% of
t he count r y aml ddmestcl ekpenditorasdrglke tup the other 56%
(compared to 72% of THHwhich includes both enand offbudget
expenditurds being from extenal resources and the remaining 28% from
domestic resourcé$ Roughly 78% of Mo z-speciid queds HI
funding comes from the United States govVve
For AIDS Relief (PEPFAR) funds which are completelyuofijet® However,
the importance of chudget versus elfudget discussions is arguably even more
important when discussing public polagcisionsas vertical, ofbudget
resources famously contribute to a weake
appropriate polies andragmerationof planning Horts

With externaland in particular, effudget)financing comes, of course,
powerful vertical infrastructurexternallydetermined earmarks and retipia
on how and whemnoney may be spent as well as thafspdivision of funds
(for example, diween various types of prevention and treatment in the case of
HIV). These rulgsat timesgo into assiduous levels of detail and are often
cookiecutter constructs that are applied for all financing from thatufsart
organization to any nation.These vertical struges often also require
considerableadministrative commitments from target nations, including
extraordinary outlays of dedicated human resources (which are already in short
supply) and reporting nleani sms t hat are not har moni z
domestic mechanisnisor with those of other international organizatjams)
the whole increasing transaction costs for target natmshe two main
funding and implementation agencies functioninghen atea of HIV in
Mozambique are the United Stateegon me nt 6 s Pr esi f@nt 6 s Emer
AIDS Relief(PEPFAR) and the Global Fund to Fight AIDS, Tuberculosis and
Ma | aTheGl o(bba I Fundd) , the following discus
mecharsms of these two orgaations.

PEPFAR

In 2003, United States President George W. Bush made a commitment to
significantly increase American support for HIV/AIDS worldvedd the US
Congress, in May of that year, approvegeabUSD$15 billion pragnm that
came to be known as PEPFARhe program was -suthorized in 2008 (for
another 5 years) with several changeglimglan increase in funding from $15
billion to $48 billion, a move away from the requirement that 33%vehtion



THE ILLUSORYTRADE-OFFBETWEEN HIV PREVENTION AND TREATMENT 63

funds be spenbn abstineneantiFmarriage prograsnto a requirement of
6bal anced fundingd6 of prevention

include, but not be limited to, abstinenctl-marriage), as well as new financing
for training of health workerspartnemations® The newpreventiordirectives
also icludemale circumcision and targeting of multiple, concurrent partnerships
as acepted areas of prevention intervention.

Figure.8EPFAR Funding FY2@042010
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Shortly after PEPFAR wasaethorizedUS President Barack Obama created
the Global Health Initiative (GHI) whose purpose is to increase coordination of
health and development strategies in target nations and focus ondteaith sy

strengthening, gender equality in health and development and promotion of

country owneship® The under |l yi ng pr i NaongtHate

achieve sustained development gains and tangible improvements in the health
status of their popations make more capable partners, can engage in and
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and freedom % Bhoughntiper GHV murportdulyg i

targets issues of family planning, nutrition, HIV/8]Dmalaria, tuberculosis

(TB), maternal, newborn and child health, neglected tropical diseases, safe water,
sanitation and hygiéhein reality PEPFAR continues to receive the bulk of

GHI funds, totaling 73% of the fiscal year 2012 redtéstsenhanced® G H |
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Pué program was initiated in 2010 (with i
provides additional financial and programmatic resources, however, Mozambique

is not among the initial 8 pilotionsc hosen t o Pluée cen w@gr anmhe 06
benefits.

In Mozambique, for FY 2010, PEPFAR committed roug8H %69 milion
(all offbudget), 34%$91.5 millionpf which was slated for preventi@b%
($94.8 millionjor treatment and care and 3{$82.8 millionjor6 ot her 8 cost s
which include things like labty infrastruture and health systems
strengthenings well amanagement and implementation costs. The breakdown
of allocations in each of these PEPFAR budget areas can be feigudes 9,
10and11below.

Figure. PEPFAR Prevention Fundin@EY, Rozambique
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Figure 1PEPFAR Care and Treatment Funding FY 2010, Mozambique
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Figurd1l PEPFARthaiFunding FY 2010, Mozambique
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As we can se84% ($31.1 milliorgf the FY 2010prevention allocations go
towards sexual behavior change in the form of abstinence/be padbfaims
partner reduction antbndom usagelt must be remembeatdhat until 200&
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full 33% of PEPFAR prevention funding had to be umedusivelyon
@bstinence untiha r r i a g e.@®ftepthec2Q0B eaudilsorization, this 33%
requirement was removed, however, foatisnsmust provide a special report

to the Unied States Congress if less than half of prevention funds go to
@bstinence, delay of sexual debut, monogamy, fidelity, and partner @eduction
(broadly: sexual behavior programegcluding condoms Presumably,
Mozambique will or has provided such a regsothey fell far short of this 50%
guidelinejnsteaddedicating more preventitumdingto prevention of mother
to-child transmissio®PMTCT- 45% of PEPFAR prevention fding)

One of the main citisms of PEPFAR (in both its first phase as well as afte
the 2008 rauthorization) is the blatant push of an American social conservative
agenda in developing natin§.he heavy focus on odabstinen
the absence of any scientific evidencethistwould help curb a generalized
HIV epideme, even were it a realistic strategy, is the most obvious example. One
scholar characterizeB E P F A R 0 s -corsevativea prévgntion paradigm
thugy: OPEPFAR has wutterly destroyed a comg
the focusnation®*® Indeed, thougtt is difficult to quantifyciions that are not
taken,programmati@videncdrom the US Government Accountability Office
(which oversees PEPFARpuld seem to support the suspicion thase
ideological requirements for PEPFAR enéion funds have fordecuts and
reductions in scientificabpund preventioprograms imareas such as blood
safety and PMTCT

As we have s e e ndedicatibnhofeddivan 209 bRERRAR 6 s
prevention fundingtowards sexual behaviorogramsand more towards
PMTCT,focusnationsma y , in fact, 0 benabtheyheel r ul es d
is necessaryhen it comes to PEPFAR prevention funding.the area of
treatment, we have seen the same bending of the rules, only in the opposite
direction.In 20062007 for exanple at least 55% of PEPFAR funding was
required to ballocated tdreatment (adult or pediatric), however, Mozambique
was one of threeations(along withUganda and Zambia) that fell short of that
requiremert In P E P F AZR@B seauthorization, thergatmentrequirement
was lowered to 50%, yet, in 2010, we find that only(8%4@8 millionpf
Mo z a mb PEPEARGuads were allocated to trestt and care

It must be acknowledged that this failure ticdee 5665% of PEPFAR
funds totreament hadeen dugperhapsn largepart,to a lack of infrastructure
and human resourcegpable of providing this treatment (this will be discussed
further in the following chapten human resourdedhe atiretroviral (ARV)
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drugs themselvesmtrary to popudr beliefmake up a relatively small portion of
treatment costs as can be sedfigard.0 abovewhere ARVs are only 11% of
the total treatment and care funding allocétins does not include ARVs used
for PMTCT) Though a thorough analysis of ARV ARIl costs has not yet
been carried out in Mozambique, a comparative study looking ab#tess
PEPFARsupported treatment sites Ethiopia, Nigeria, Uganda, and Vietnam
found aveageannualper patienfARV costs ranging from USD$ 4YB85 and
total ART provision costgincludingARVs, all sitelevel costs for outpatient
ART and care as well as administrative qastging from USD$82 & 988,
dispelling the myth of exorbitantly hi§RV or overalART costs as the main
barrier to ART scalgp’® The same study also demonstrated that gienp
ART costs ecreasenarkedlyover time with nelinitiatedART patients being
more costly than establishetignts.

The increase IPEPFAR funds in FY 2010dedicated tolaboratory
infrastructure YSD$10.9 million), and Health Systems StrengthertfgS (
USD$424 mllion) in Mozambiqueis, in a sensen acknowledgement of the
importance of general health system integrity as a precursor to succesgful scale
of clinicaHIV interventions such as ARPresumably, these investments in the
health system as a whole will provide returns later down the rdaty/ for
treatment(and therefore, preventioa$ the carrying capacity and efficiency of
the health system incress Once capacity catches up with tredtigets, we
may expect to see even greaterdases in treatment expendituesgntually
reaching the 50% target of all PEPFAR furatgytspent on treatmeand care
Though this will certainly help to increase the numlpeople living with HIV
who have access to ARTwould be ideal if explicit calculations of the number
of new cases of HIV prevented by providing ARfheése HIVfpositive persons
were allowed to be includedPEPFARpreventioalculations. As we have seen,
Mozambique has hag to quietly sregard officiaPEPFAR guidelinesfor
prevetion funding by placinigeavy emphasis on PMIT@nd less emphasis on
sexual behavior preventisthout any dire consequenaesf an increasingly
flexible PEPFAR bureaucracWere PEPFARubsegentlyto move away from
its original social conservativeoidgical slanfwith its irrational focus on sexual
abstinencejnd consider the benefits of ART as prevention when detegmin
prevention earmarks, or simply erase the illusory boundary ha®vestion
and treatment altogether, theationssuch as Mozambique would not only be
able to povide ART to mordHIV -positive persondut would alsobe able to
reliably estimatethe number of new infections preventéuough ART
provision creating a@ghteous cycle of evideAzased previion and treatment.
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The Global Fund

The Global Fund is multilateral funding mechanism set up in 2002 with a
mandate to combat HIV/AIDS, Tuberculosis and Malaria. The Global Fund is
not an implementing agency (awmddees not have eoncretepresence in
recipient nation3, but rather a very specificitlgused funding agency,
providing nilions of dollars to recipients to aid in their fight against these three
diseaseandworking through government, nongovernmdhi@O) and private
sector organizations through what are called-seator partnerships. Requests
for funding are written by the countrgganizations in questiotygicallyin
partnershipvith one another through what is known as a Country Coordinating
Mechanisiii CCM) withthe CCM itselfchoosing priority areas and The Global
Fund independent review pameaking determinations on fundingsrant
agreements are signeith and funds disburselirecty to Principle Repients
(PRs) who receive an initiadlemationby The Global Fund to ensure they have
the capacity and institutional skills to carry out their plawesCCM system has
drawn concerns about fairness and the ability of the CCM to independently
monitor PR activity in Mozambiqg(end othemating) as theChair and Vice
Chair of the Country Coordinating Mechanismere also the nm
representatives of the two Principal Reciantthe country’ The Global
Fund does not have explicit rules or régukato addredbese types of issues.

One cucial aspect of Global Fund financing is that it is meant to be
6additional 0, meaning that during the
periodic eviews, recipients must prove that they are not diminishing their own
domestic investments and using Qlélad money instead of domestic funds.

The Global Fund finances a broad range of activities in relation to prevention,
care and treatment of the three diseases, but will not fund basic science nor
clinical research (though operational research meamprove delivery of
prevention, treatment and care services may be approved) they provide
funding for capital investments such as the building of hospitgisrtantly,

The Global Fund does not require that the programs it funds be solelybfunded
them and, in fact, they prefer to partially support programs in order to encourage
the additionality concept apadtentialsustainakity”®

13 These two original PRs were the Ministry of Health (MISAU) and the National AIDS
Council of Mozambique (CNCS) though World Vision Mozambique and the Fundacao
Para o Desenvolvimento da Comunidade (FPDC) havieesm added as PRs.

a
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The Global Fund raises most of its money from the governments of affluent
nations though private, philanthraporganizations and even corporatimmd
individualsalso contributeAs of January 2012lose to USD$ 304illion has
been pledged antlose to USD$ 21.5 billion has been paid to The Global
Fund? The funding gap between Global Fund projections ofdneeoney
pledged and money @das a constant source of concern as the Global Fund
works within a strict budget and will only approve funding when it has the
money needelbde GiobahFurd enasdndt.been insulated from the
recent global economic duwrn and, indeed, in Round 9 (281ithey
approved only 90% of total budgets for each of the approved proposals due to
the funding gap. For Mozambique, the Round 9 grant (which began Phase 1 in
2011), totals USD$ 41.1llan >

Proposals to the Globaund (under the old architecture which ispstitially
in place and so will be discussed here) arelfyfocd years with an initial two
year funding commitment (Phase 1) and, depending on satisfactory performance,
towards the endfdPhase 1, fund®r the final thregrears (Phase 2) will be
approved. Figure 13hows grant agreements from 2POBl for selected
nations including Mozambique where USD$119.8 million was approved in Phase
1 and USD$ 100.4 million in Phas@ Zhe Rolling Continuatio€hannel
(RCC) is an invitatieonly mechanism for higperforming grants to be
extended for up to 6 years beyond their initial duration and was begurt®in 2006.
Mozambique has never been invited to participate in the RCC.

14The Global Fund has operated on a Robaded system since its inception in 2002,
typically holding rounds annually. In 2011 (beginning with th&@®8 &trategy), The
Gl obal Fund has invented a4 dew dynptaemowhi cMo
information on the new strategy can be found at:
http://lwww.theglobalfund.org/documents/core/strategies/Core_GlobalFund_Strategy

en/
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Figure 1%lobal Fund Grarmgraements 20081
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The Global Fund estimates that approximately half of its funding goes
towards procurement, including ARVs. By-20itll, Global Fund programs
were estimated to be supporting approximately 3i@nnpkople on ARVSs,
globally®> In Mozambique, the GlobBlnd estimates that it supporzD,000
people on ARVby mid2011* It is important to remember that, as The Global
Fund does not implement programs and encourages use of its grants to partially
support programs, the issue of dowblenting tends to arise, particularly
between The Global Fund and PEPFAR as many programs jointly support the
same public ART prografis. Crucially, the preventative externalities of
providing ART topeople living wit HIV do not appear in any calculations of
new cases of HIV preventedhis means that prevention and treatment are
handled as freestanding and unattached areas with no spillovers between the two.
As we have seen that treatment is, in fact, the moatiefig intervention for
prevention of sexual transmission of HIV, the fact that no calculations of the
number of new cases prevented through treatment itself means that the vast
funding provided for prevention of sexual transmission may not be used for
treatment.

As touched upon previousbddressinghe issue of vertical vs. horizontal
financing ¢ften parallelingon-budget vs. ofbudget) is an area where
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Mozambique was a pioneer, being the first natidfetdively put Global Fund
resourceonbudget including the funds in the SWAp progi@m2004)and,

therefore, in their Common Fundr health (PROSAUDE)an effective
horizontalization of Global Fund resourceBhough there was much early

enthusiasm about thippmoachk® it did ultimately fall agortin Mozambiquéin

2008)due to a lack of harmonization between Ministry of Finance fund
management processes and Global Fund protessksl to late disbursement

of funds in the last two months of 200This causedhe Global Fund and

external esarchers to critically assess how Global Fund mechanisms could more
effectively be tailored to coungpecific situations, allowing foeliable

horizontal inancing. More recently, a discourse has developed around the idea
ofsocal | ed 0 dingghere diseéspedific neautiscmay be sought
(typicai tgl @ iddea) through  htgpmdiftah system
Ohor i zoAQoms b al.i(2008)apdetically metaphorize the vertical versus
horizontal versus diagonattiotomythe | y: oWhi |l e the vertical
in fragile, isolated islands of sufficiency, and while the horizontal approach leads

to generalised insufficiency, the diaggmbach aims to build islands with a

broad and solid base, and to gradually coross tslands, by helping to fill in

the swédmphé s wa mpd unserviechgpographidakareabhe

Global Fund generally does not reqalveolutesustainabilitystating in their

2007Call for Poposals thab pplicants are not required tardmstrate financial
selfsufficiencyfor the targetedhterventions by the end of theoposal terd™.

However, in order tencouragyestainability and possibly eventual autonomy (and
alsodiscomge O6crowding outd), Themanitoo b al Fund
the aforementioned additionality principle by requiring applicants to
odemonst r at amenmtboattibutiorhtetheglisease program is greater

than or equal to the minimum threshold that applies to the agplicanime

level [and] demotrate increasing contribution of government resources to the
nationalde ase program as wel I”® as the overall

Generally speaking, in terms of including calculations of new cases of HIV
prevented through ARprovisionfor those infected wWitHIV into prevention
efforts financed by The Global Furithe Global Fund would seem to be more
flexible in terms of what they will pay fahan PEPFARTheoretically, if the
Country Coordinating Mechanisai Mozambique were to provide solid
reasoningdr the use of ART as preventiontheir grant requeé&ind therefore,
the use of prevention funds for ARThe Global Fundunlike PEPFARyas no
specific rules or earmarks in terms of particular areas of prevention intervention.
In this way, the parapnatic shift for the usage of Global Fund resources to
support prevention as treatment should be less painful than a similar
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paradigmatic shift to utilize PEPFAR prevention funds in this way. However, as
The Global Fund is not the principal funding mesharior HIV/AIDS in
Mozambiqu® andonly partially funds many HIV programs, as well as the fact
that they have no implementation arm whatsoever, it wouldfibeltdand

unlikely that theGlobal Fund Country Coordinating Mechanismould
drastically deparfrom prirciples regardin@cceptable areas of prevention
intervention as defined/ PEPFAR. In this way, the foool Global Fund
resources tends to closely parallel the programmatic priorities delineated by
PEPFAR in Mozambique as previousigudised.

As long as PEPFAR retains a strict rhetorical and financial division between
prevention and treatménts well as ideologicdiigsed and rigid regulations on
acceptable programmatic areas of prevéntiationssuch as Mozambique will
not have the necesggolicy maneuvering spaceexplicitly account for the
considerable number of new cases of HIV prevented annually with effective
ART scalaip. Until these financial divisions are taken into account, the
preventative externalities of ART will remaieaognized in terms of the use of
prevention funds to take advantage of the most efficacious f(sexwdlHIV
prevention currently in existence: ART as prevention.

Conclusion

Chapter 1 focused on the social construction of HIV irbablran Africa
highlighting how the negative social construction of infected individuals
combined with their fairly low political and social power has helped lead us to
continue with the dominant sexual behavior paradigm in the faceplef
evidence showing that sexudh lbev i o r cannot explain SSAOGSs
This path dependence omefficient and ineffecacious policies has led to
rhetorical and policy silence in several scientifioaltyl areas of HIV
preventiorwhich were briefly discussedhe first chapter

Chapter 2 then has been dedicated to first laying out the irrefutable clinical
evidence of the efficacy of one of these neglected prevention interventions which
is the focus of the rest of this dissertation: ART as prevention. The HTPN052
study wasthei r st randomized clinical trial of
k n o wl reaskmperbfor over a decade, keeping in mind that the mechanisms

15 For the 6year period 206009, for example, The Global Fund contributed
approximately USD$220.2lan in Mozambique (for HIV, Malaria and Tuberculosis)
while PEPFAR from 2062010 contributed approximately USD$1.1 billion (for
HIV/AIDS ).
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behind ART as prevention of sexual transmission are virtually identical to those
in play in prevention of moth&r-child transmission (MTCT) where
antiretrovirals have been in use since 1994. DespitéiTHBIO52 was
potentially gamehangingas it used the gold standard in clinical séiethee

RCTh to showthat early ART prevents 9@ffssexual transmission of HIV

As largescale prevention policies in high prevalence and incidence settings
still continue to focus on the seronegative population through sexual behavior
change campaigns, it was my goal to show that, not only are these current
campaigns fairly irfe€tive (both in changing behavior and stemming the
epidemic), but that, even at current usage/coverage of condom usage, abstinence
and ART (access + adherence), we may already be preventing more new cases of
HIV throughART in Mozambique than we are preireg with condom usage or
abstinence behavior combined. This was
c as c aFyeres 63, 4nd 5. These cascades and the following visual
representationsli'@ble 3and Figure )6highlight how coverage/usage (or in the
ca® of ART, access and adherence) are, mathematically, more important than
efficacy in populatielevel prevention. Though ART is, in fact, the most
efficacious known intervention, it also enjoyBehitevels of coverage/usage
than both condoms and abstme, despite decadespaolicies aimed towards
these two sexual behavased forms of prevention.

The subsequent section then advocated
meaning, a focus on the Hpésitive segment of the population in contrast to
the arrent and historical focus on the uninfected population. Even disregarding
the WHOGs gui deliinfested perséns should hegin trebitmevit
and considering the entire population of persons estimated to be infected with
HIV in Mozambique, we findhat the target population for behavioral
prevention iIis close to 8 times the targetf
2009 standards on when to begin ART, we find that the target population for
behavioral prevention is 18 times larger than the taméatan for ART. As
coverage/usage is crucial to the success of any prevention campaign, the size of
the target group is of utmost importance.

With this same dichotomy of target groups in mind we then looked to a
disregarded but arguably very impogamtin prevention campaigadich is
the reasons which Mozambicans report for either using or not using condoms.
What we find is a preponderance of respondents who report trusting their
partner or being married as reasons forusenand avoiding pregity as a
reason for usd ébles and5 with full pertinent DHS data reportedAppendix
1). Though reported access increases with age, usage declines while the above
mentionedreasons for noensage increasbarply with age. This highlights the
importtance of considering not only increased availability of condoms and
pushing their usage (the current focus of many prevention campaigns), but also
the reasons why people report using or not using congbrals is also
discussed in the case study in ChapteA very important point which is
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neglected in both Hvelated literature as well as in the policy sphere is that the

two main sexual behawmsised prevention strategies which advocate condom

usage and abstinerare both methods which prevent pregganThis makes

them not only unattractive to much of the population, but also unfeasible and
impractical on a population level and in the long rurirfdé¢ted individuals

on ART, however, seek treatment first and foremost for their own health (not

spealng of MTCT) and, as we will see in the case study in Chapter 4, there may

be indications that, were they to understand the preventative benefits of ART,

they may be more motivated to begin and adhere to treatment in order to protect

an uninfected partneiThere is also evidence that HIV testing and counselling
often results in O0risk bepogitwbrdivb change
while having no effect on behavior for those whaesgitifEagain highlighting

the secondary behavioral poenti of 6t he positivesd as opp
attempt to change the behavior of the uninfected populdtfah.all of these

points in mind, we must critically and thoroughly examine why prevention
campaigns remain focused on the uninfected popul&sdiscussed-aepth

in Chapter 1, using the framework of t he
epidemics where infected individuals and groups are negatively constructed
and/or weak socially and politically, provides us with an intuitive anduinsight

lens through which to view the illusory tradeoff that has been created between

HIV prevention and treatment.

The subsequent section then focuses our attention on the financial side of
HIV policy in Mozambique. Though ART as prevention will funati@iher
or not the preventative externalities of treatment are acknowledged, there is still
great need t o guestion t he 0i l lusory t
treatment) that does not allow ART to be considered as an HIV prevention
strategy. Currdgt new cases of HIV that are prevented through ART (which,
as we have seen, may already exceed new cases prevented through abstinence or
condom usage) are not included in any prevention calculations and, as a
consequence, ART is not eligible for congiderfor funding that is earmarked
for prevention.

As 72% of Mozambiques total expenditures on health (TEH) and a full 96%
of t he nat i-gpecificsfunding sbmeflom &xternal sources, we then
focused on the main HIV/AIDS funding agencies wgrkim the nation:
PEPFAR and the Global Fund. The discussion of the social construction of
HI V, and, in particul ar, the i mportance
sexualityd are thrown into stark relief
accused, ot only by some scholars and activists, but also by the US
governmentds own Accountability Office (
prevention efforts which target scientifically sound areas of prevention such as
PMTCT and blood safety through ideologitabed requirements (i.e.: large
earmar ks for absinence until marri age, p
noted that, while a current mandate to utilize 50% of PEPFAR funding on ART
is in place, Mozambique has been unable or unwilling to reachlftpsdeidy
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due to a lack of sufficient health infrastructure and human resources (a topic

which is the focus of Chapter 3), areas where PEPFAR funds have only very

recently been directed\s discussed earlier in this chaf&PFAR accounts

for 78% of M z a mb i g u e 0-spechid fuhdidglwbich has the secondary

effect of lockingn policies and strategies which other donors (and the national
government) mushenwork with and build uponAs PEPFAR f-unds ar e
budget d and t he atedalgoliees of gdverrsnantaj appcoval t 0 n

or allocation, the national government is further disempowered in terms of

deciding policy direction and focusihis lockin of policy direction also

becomes particularly salient in the case of the Global FandhTihe Global

Fund does not have ideological requirements for how their resources are spent,

they do have a strong O6additionalitydé pr
resources be used in addition to other sources of funding (internal or @gternal),

strengthen existing programs as opposed to creating vertical programs or
infrastructure. As the Global Fund makes relatively small contributions relative

to PEPFAR and has this O6additionalityd re
(or other door or national funds) would be capable of changing the trajectory of

HIV prevention policies without a paradigmatic shift first and foremost in

PEPFAR. Therefore, if we wish to harness the externalities of ART as
prevention, we cannot ignore the powesasfial constructions in HIV policy,

particularly in light of the clear and explicit connections we have seen between

the soci al construction of 0O African s ex
PEPFAR (and, subsequently, all national policies in targas)natiosexual

behavioral prevention strategies despite evidence of their continuing failure, not

only to change sexual behavior, but also to stem the tide of the HIV epidemic.
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H UMAN RESOURCESFOR H EALTH AND
ART ScALE-UP IN MOZAMBIQUE

31 Mozambi queds Human Re@ReH)rces for Heal

Mozambique is one of the 5ftionsidentified by the World Health
Organi zation (WHO) in 2006 as hflaving a
The WHO defines the critical threshold for the density of dontoses and
midwives (combined) as 23 per 10,000 popylatiile Mozambique, as of
2010, continues to hover arourdree per 10,00 According to
Mozambi queds 2010 Annual H ofrdacemb&e s our ces
31, 2010, Mozambiqumunted863 Mbzambican physicians, 76.5% (660) of
whom are generalists, 23.3% (200) hospitalists and 0.3% (3) physicians
specialized in public healthhe capitatity, Maputo, contains 42.2% (36#4all
Mozambicarphyscians in the nation though its population ausotor only
roughly 5% of the national populatidBven within Mputo City,we findan
imbalance as close to 68% (2f@ll physicians in the ciyork at the Central
Hospital of Maputavhilethe other 32% (118}afftwo other gemal hospitals
and obse to twodozen health centérsOn a national level, the number of
physicians has beenwirtg at roughly 8% since 2008 but again, the growth has
beenuneven with Maputo City alone recording increases oinl2@99and
39% in 2010.

(@)}

To put these nubers in perspectivihe DRH reports thaby the end of
2010, Maputo City (including the Central Hospital) had Morambican
physicians than the provinces of Cabo Delgado, Niassa, Nampula, Zambézia,
Manica, Tete, Sofala and Inhambane com{ime=demaimg provincesf Gaza
and Maputd excluding the City of Maptitdad a total of 39and 42
Mozambican physicignespectively By the end of 2010, there were 242
foreign physicians wang in MozambiquéB3% of them as hospitalistiough
these @&dwvd sexpatsdi ates are not included in

®Though Mozambiqueds 2010 Annual Human Resoul
at 6.3 per 10,000 population, tlsivhased on considering only children agedrtd
women aged 346 in the population as can be seen in Table 22 of the report.
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resources plans and patigns. Figures3and14showa graphic representation
of the distribution oMozambicarphysicians and all physicians (Mozambican
and expatriatejn the nation. He provinces ofSofala andNampula are
highlightedn these figureas they contain the seceadd thirdlargest cities in
Mozambique, respectively, after Maputo (EBeica Nampula City Nampula
Province is, in fact, the most populated province in Maogaenlwith a
population of approximately 4.Slimn® compared to close to 1.9 million in the
province of Sofaland roughly 1.2 tion in Maputo Cify

Figure 13Distribution of Mozambican Physicians.
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Figure 14Distribution of All Physicians in Mozambique (Expatriate and Mozambican)
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Putting the number of physicians in perspective relative to the population of

83

each province and Maputo City, we can deigume5 that Nampula province

has over 56,000 inhabitants per physician, Sofala (provincial capital: Beira) has

goproximately 27,000 andaputo City approximately 9,500.

Figure 1nhabitants per PhysiciarMoz#mbican PrasamceMaputo City.

Maputo City (including Central Hospital)
Sofala 26,922 |
Gaza 33.871 ]
Maputo Province (not including Maputo City) 34,396 |
Cabo Delgado 43,004 |
Inhambane 44,994 |
Manica 49,178 ]
Niassa 50,541 |
Tete 54,813 ]
Nampula 56,638 |
Zambézia 78,676

SourceDRH 2010 Annual Report2011)

In terms of norphysician clinicians, Mozambique hag)gaicittargets in
their National Human Resources Development P&DRP) 20082015 for
mid-level’ general nurses (9,458)id-level maternabndchildhealth nurses
MCHN- (5,951 andmid-levelmedical techniciari4,689) By the end of 2010,
Mozambique hadeachedb7% (5,397)of the 2015 goal fomid-level general
nurses69% &,110 of the 2015 goal fanid-leveMCHN and;71% 8,320 of
the 2015 goal fanid-levelmedicatechnicians However, looking at thmates of
growth in these professions, Mozambique expects to fall short of the 2015 goals
for mid-levelgereral nurses28% deficit) andnid-level MCHN (10% deficit)
while surpassing the planned numbemnidievelmedical techoians by 42%.

Mozambiqgue has also set year 2015 targets for pharmz@i&s g8d
laboratory technicians (1,581}he HRDP. By the end of 2010, the nation had
61% (1,221) of the 2015 goal for pharmacists and 76% (1,206) of the 2015 goal

”"Mozambi que disaggregates <clinicians by | eve
6ml dvel 6, and-levébs palcli abezerd mhdl udadiledd i n cal c
O60mi dvel 6 clinicians while Osuperiord is the

specifically tgeted or counted in the national goals.



84 Chapter 3

for laboratory technicians. At the currentsrategrowth in these professions,
Mozambique expects a to fall slightly short of the target for pharmacists (2%
deficit) but to surpass the planned number of laboratory technicians by 47%.
These2015targetsthe number of healtivorkers to reach the targets as well as

the number of projected health workers in each category by 2015 (based on rates
of growth in each profession through the end of 2010) can be Begurenl6

below.

Figuré6 Current andfercted (2015) Human Resource Levels by Health Worker Category.
10,000
%000 4,056
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7,000
6,000
5,000
4,000
3,000
2,000

1,000

0

Mid-level Nurses ~ Mid-level Mid-level Pharmacists Laboratory
MCHN technicians Technicians

m2010 Remaining to Reach 2015 Target === Projected for 2015

SourceDRH 2010Annual Repor2011)

The regional imbalance of Roimysician clinicians, pharmacists and
laboratory techniciansskghtlyless marked than that of the physicians. By the
end of 2010, roughly 17.2%9(83 9 ) of t h ephysiciart health 6 s non
personnelwere concentrated in the City of Maputo, however, the Central
Hospital of Maputo continues to host the bulk of these health workers with
54. 2% (3, 20 7 )nonphiysicMgalth workerS cohcgnirated in the
Central Hospital. Not incidentally, this means thavigpeitoCentral Hospital
alone has morenonphysicianhealth workers than mosif the individual
Mozambican provincese( Cabo Delgado, Niassa, Tete, ivlgnhhambane
and Gaza).
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The 2015 goal for all clinical, pharmaceutical, laboratorial and technital staff
Mozambiques 29,333 while, through the end of 2010, Mozambique had reached
63.4% of that goal with personnel numbering 18,b@¢ll et al. 210 estimate
the btal cost of the HRP (2008015) at approximatdllSD$ 2 billion with
over three quarters of those resources dedicated to the wgngalthllworker
salaries)14% to incentive packages for retention, motivation and deployment of
healh wolkkers and over USD$100 million for initial training of health workers
(28% of which would go towards infrastructure and equipmwéht)an
additionalJSD$11 nilion earmarked for etine-job training. It is important to
note that the HRDRs generallgimed towardslRH scaleup for health areas
consdered priorities in achieving the Mitieim Development Goal$1DGs)
namely: nursing, pharmaceuticalmanagement laboratorial management
preventative medicine, hospitalist administration, anesthegistogyentaon
and sugery’ However HRH scaleup as viewethrough the lens of ART scale
up, though ofteron a parallel courgllIV/AIDS is, in fact, the focus of MDG
6), also contains specificities which deserve attention. These specificities will be
discussed in the foling sections on HRH a®dRT scalaip and Task Shifg.

3.2 Human Resources for Health andART ScaleUp

Though there are many HIV/AIDflated activities that can be and are
carried out by nehealth professionals, HIV treatmegrhains an area which is,
understandably, particuldrbalth workedominatedand the health worker crisis
in Mozambique is considered the greatest obstacle to improving the popul 8 s
health as well as reaching several of the MDGwrd and fast
reconmendations regarding the number or mix of health workers required for
effective ART provisiomm Mozambiquéave yet to be writterVith the rapid
move towardgask shifting (to be discussed in the following section) and the
resulting shifting laiscape bhealth workers qualified and authorized to perform
certain HI\frelated tasks, recommendations are increasingly more likely to center
around the number of health workers needed to provide specific services (i.e.
commencemefgrescription of ART, counselm and testing, monitoring of
CD4 |l evels, etceée).

The Global Health Workforce Alliance (GHWA), in 2010, publesHeapid
Situational Analysis o z a mb i g u e 6-8p adliRndlates to@iViersal
access to HIVelated services. This analysis mainlgdralpon HIV
epidemiologal data, HIV program indicators and key informant interviews to

identify strong andveak points n Mo z amb i q uuwaonsrelatbRtd s cal e
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HIV services and to elaborate recomragmis to increase the efficiency and

efficacy of tis HRH scaleip™ Unsurprisinglythe number, typdevel of

attritionand gegraphical distribution of health werk wereited as continuing

barriers to universataess. Though the report praised the
HRDP and the intgion behindthe accelerated training strategy ¢2008), a

marked tradeff between quantity and quality was identdgethe infrastructure

necessary (incimg classrooms, materigdsidclinical practice sites) to properly

train large numbers and cadres oftiheabrkers is still lackires well as pay,

incentives and working conditions conducive to retanttbe public sectoAll

cadres of health workers are seen to suffer from problems of motivation due to a

general lack of incentivesd p e appogudies for ongoing training and career

mobilty (particulaly for lower cadres of workerk)w salaries, difficult working

condtions and, ironically, a perception among health workers of very high risk of

acquiring HIV on the job through accidents (suchesllestick iguries). In

fact, HIV-related deaths of health workersamone ofthe leadingcauss of

workforce attrition, accounting farlarge portion of thE9%25% ofthe health

workforce losto deatheach year from 20@810(SeeFigure 37 The relatively

high number of leaves of absefggar t i cul ar | yenddtaureflect mi t ed d |
the clinical heal th workers who | eave th
consultants and employees of NGOs and donor organizations where pay,

benefis, working conditions and opportunities for advancement are considerably

more favorable than work in the public sedtoese workers have not officially

left the public sector by permanently leaving hibitcemploymengthey may,

indeed, return to #ir public sector position at the end of their leave of ahsence)

but are considered 06lostd in terms of the
public health facilities.Mozambican physicians are particularly coveted by

NGOs and, despite the faittat Mozambican physicialepresent only 4.6% of

all clinical workers (in 2010), they made up 11%, 17% and 13% of all attrition

due to registered and unlimited leave in 2008, 2009 and 2010, resaedtively

these leaves constituted the primary souraritibn for physicians in all three

of those years
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Figure 1Tlinical workforce attrition in Mozambie0d,(2008
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Though there are no systematic comparable data from Mozambique, Weller et
al, (2011) highynt evidence from several developing nations that shows that

donors and NGOO6s working on

t he

ground t

incrementally increasing satarfer limited health workers and therefore

poaching from one another (as well as thecméitor) and leading to increasing

distortion of salariekr acknowledgement of this phenomenon, the Mozambican

Ministry of Healthdrafted an agreement that they cdlldie 6 Kaya Kwanga
Commitment A Code of Conduct to Guide the Partnership for Health

Devel opment i n MMarmayal UNjagendes, bilaterdl oAods

and NGOs working in the health sector in Mozambique signedntingitment
in 2000,p | edgi ng, among other things,
regarding remuneration aaltbwances for civil service employees, remuneration

of consultants [ éand] avoid

t he

contracting of <civil % &heypledgehosevdrjs r
non-binding and Mozambican government effdd bring remuneration by
international agencies in line with public remuneration have failed,to date
perhaps in part due to entrenched expectations of health workers (and those

to O a

departur
donor
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trainingto be health workergsps well as escalating competition betweendNGO

for the limited locafjualified health workers that has led to private sector salaries
5 to 20 times higher than public sector salafies exampleFerrinho et al.

(2004) found that while medical students in Mozambique acknowledged that they
would beneeded in the public sector after graduatoe, third of the
respondents hagdostgraduationsalary expectations rangingm USD$715

1071 per month arehother third of respondents expeateer USD$1,420er

month while at the time of the survey, mggraduate(public sector) physicians

were earning approximately USD$350 per movithile physicians in
Mozambique almost without exception, wairkeast nominallyn the public
sectorprain drain can be seen in the tendency towaadigpublic and prate)

practi@ in order for health workers to gaisugplementaryincome'® Dual
practice (ot her wi se known as ivddimoonl!l i ght. i
properly regulatedylozambicanhospitals for examplepften consider dual
practice a necessity ander to retain senior staff. However, due to the
potential for conflicts of interest and lessening of hours devoted to public health
provision, the Mozambican Ministry of Health stated its intentidinnty

regulate dual practice activities in 2008gh by the end of 2010, these planned
regulations had not yet been introddted.

The Mozambican government, being well aware of this internal, public to
private @ndimaddition talplaaning td regulate dual pradtmeput
plansin theHRDP (20082015 to increase incentivés retentionin the public
sector(such asmprovingpublic sectoicareer mobilityand opportunities for
promotion) as well as base salaries of health workers by increasing human
resource expenditures geecentagef health spendinghe2010 DRH reports
that, while theyMinistry of Healthdid, in fact, implement competitive
promotions throughout the country, due to budgeting difficulties, they were not
actually able to increase salaries for finesetedworkersnor for the workers
who remained in their previous positions. The report also states that planned
differential compensation plafe health workers who were put at higher
occupationalisk (for example, of contracting HIV on the jolgant to servas
a form of insurancgénadalso stalled due to budgetary constraints. These failures
in terms of increasing financial incentives to retain health workers in the public
sector were acknowledged and attributed @caaldecrease (rather than the
planned inciEse) in human resource expenditures as a percentage of health
spending in 2010 relative to previous Years

Médecins Sans Fteres (MSF) which works extensively in Mozambique, has
pointed out the further issue of wage bill ceilings limiting the Moaambic
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governmentds ability to hire(otdov heal th
mention, limiting their ability to pay competitive salaries for those they do hire).

This led, for example, to a support plan beginning in 2002 where MSF, with the
enouragemat of the Mozambican Ministry of Healllred and trained newly

graduated nurses that the government could not hire itself, sometimes for up to

four years, due to the wage bill ceilifithis mismatch between the HRDP

which calls for and projects massieeeases in health worker numbers in order

to meet the MDGs and the lack of guarantees of public sector jobs for the much

needed, newly minted workers (as well as low salaries and weak incentives for
those who are hired) helps to reinforce the publit heals ect or s | mage
undesirable sector in which to work.

In terms of donor support for health worker saglemost donors (inaing
the major players in HIV servicEPFAR and The Global Fund) are rarely
willing to supporpublichealth workeraaries nor their full clinical training, as
they are concerned abou#® Fartherelafvelyst ai nabi
short period that The Gl obal Fund contrib
SWap ¢ obnu d gastdiscussed in Chapter 2), thesetributions were,
ostensibly, also supporting health worker training, however, this ended when
Gl obal Fund contributions Wwatdonotsaken oOof f
do tend toconsistentlysupport areshortterm, privatizedin-service training
adivitiesof existing staff to specialize in HIV/AIDS support services (including
treatmentf> Though PEPFAR discontinued the practice in Mozamifique
2007) the Global Fundlsoc ont i nues to provi-dps d&what ar e
often salary supplemetio r heal t h wor ker s@and HI V/ A1 DS
attendance afonorfunded workshopsvhich have been shown to have the
perverse effect of weakening the nationo
staff from general, clinical practice nmwre lucrativeHIV/AlI DS-specific
activitieg’ Evidence suggests that, at times, health workers continueunsly att
thesewellpayingdonorfundedworkshops, further depleting the service delivery
in their health centers, in order to gain the significant supplementaryancdome,
failing to thenbring that training back into pracfiteThis tension between
HIV -specificdonor initiatives and funding and natiori@napts to strengthen
general health systest that theyare capablef dealing with the HIV/AIDS
epidemic, but ridimitedo dealing with HIV/AIDS, cotinues to be an isstfe.
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3.3 Task Shifting

The deficit in sheer numbers of health
most highly qualified cadres (mainly physicians) by donor organizations working
on-thegraund in Mozambique hasecessitatedoncerted efforts to accelerate
what i1 s called 6task shiftingo. Task shi
and health service responsibilities from higher to lower cadres of health staff, in
some cases ngmo f e s s°i dmtarinssdd ART scalep, task shifting is
intended to help offset regional imbalances in the health workforce (keeping in
mind that physicians are the cadre showing the most severe geographic
imbalancesh Mozambiqueas well as increase thumber of patients that can
be enrolled in ART per health usitd the number of health units that can offer
ART for a fraction of the cost (and time) it would take to-spafghysicians.

Though Mozambique i ntr otdmiasentkdidiwadce 6 me di c al
shortly after independence in 1975, training of medical techwasassverely
reducedn 1986due to an intensifying civil war and the constraints imposed on
the public sector wage bill ceiling by structural adjustment polithesigh
Mozambiqué s ci vi | w atrainirggprabearddoritask shifongaly,
resumedn earnest in 2008oncurrently with the introduction of ART in public
facilities. This first wave of new medical technicians (along with existing
technicians whdad received two weeks safpplementaHIV training) was
deployed in 2006 and in February of that same year, medical technicians were
authorized to prescribe filste ART. The number of facilities providing ART
tripled in the first 6 months of the teatian deployment and a full 45% of rural

and perurban health centers were (and menfact,continue to be), managed

by a medical technici@nTable &hows themain elements of task shifting in
Mozambique.

Table 6Task Shifting in Mozambique

Task Former Cadre Cadre after task shifting
Prescription of first line | Physicians Physicians and Medic
ART Technicians
ART follow-up and refills | Physicians Physicians, Nurses a

Medical Technicians
Counseling & Testing | Ps/chologists Medical Technician
savices and adherence Nurses and lay couds
counseling
PMCT implementation Physicians Physicians, WH Nurses
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Bedside Care Nurses O6Attendant s¢
nursing assistants)

Taking of blood samples | Phlebotomists (labooay | Phlebotomists, Nurses al
health workers) and nussq Ancillary lab  workers
(agente de lab)

Patient follow-up and | Psychologists Psychologists arféeers or
adherence counseling ART (activistas)

SourceJaskiewicz, 2010

Of course, with task shifting, comes the question dfycqpfadiervices as tasks
are delegated to lower cadres of workers. As ART is our main concern, let us
focus on the cadre of medical technici@hse now carry out the bulk of ART
related services in Mozambigueluding in the health center where intesvie
were carried out for the fieldwork portion of this dissertation (Chapteinety
et al. (2010¢arried out a retrospective cohort study of patients who initiated
ART with either a physician or a medical technician between July 2004 and
October 2007tawo public HIV clinics in central Mozambique and examined
indicators such as the frequency of clinical visits in the first yeARpost
initiation, adherence to ART in the first 6 months of treatment and, whether or
not CD4 cell counts were evaluatetivben 96 210 and 38 390 days post
ART initiation for each group. Their results indicate that patients who began and
continued care with medical technicians had similar or stytidietsdr
performance measures thaatients who had begun their caré witysicians
for all five of the indicators they had utilized and aftdérotlorg for relevant
covariableg(i.e.: socioeconomic status, CD4 cell count at enrolment, age,
education, di st an cThoughpatiénts awdrenbtrahdoraly | i ty, e
asigned to provider types, those who began care with medical technicians had
less education, lived farther from the health facility and were of lower
socioeconomic status on average; these factors are generally associated with
poorer adherence and care ouniies, however, adherence was slightly higher for
the medical technician group (78.9% versus 77% adherence) and the likelihood
of death was les®r the technician groupompared with patients in the
physician group (hazard ratio 0.91, 0.79<HR<1.06).

Thoudh casestudies such as this show that task shifting holds great promise
for ART scalaip in Mozambique, task shifting should not be seen as a panacea
nor an absolution of goverentand donoresponsibility to invest in, not only
other aspects of the héakltystem, but also in achieving high levels of service
delivery within the strategy ¢dsk shifting. While task shifting does save
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training timei(e. 6 years for generalist physicians versus 2.5 years for medical
technicians) as well as money in tha fof training costs and salary, it should

not be see as a permanent solution teealth system deficiencias
Mozambique. During the training of medical technicians in ART, there are a
number ofidealistiassumptions made and included in the curricsluch as

that medical technicians will only see stablepregmant adult patients in the
early clinical stages of HIV (before onset of AIDS); clinical staging of disease

progressiowilb e possi bl e futareheafthefacititiegdiricdhand i an s 0

diagnostic est s that deter mine status of a
and the need for ART as well as other prophylactic or opportunistic treatments)
medical technicians ville s uper vi sed ®blgweverhag pointed an s,
out byBrentlirger at al. (2010)ewy-trained medical techniciame aften sent

to health units lacking in both clinical suge recallthe high percentage of

health facilities that ear mamaged by medical techniciams well as
clinical/diagnostic equipmenhose presence was assumed during their training.
This samestudy also found that medical teclamiige illkprepared (and show
considerable deficiencies in clinical deemsaking as judged by experienced
physicians) to deal with patientsirdected wh HIV and Tuberculosis (TB),
though HIV/TB coinfection is a common challenge in Mozambique. The
reseechers also found thatlder medical technicians (those whad been
practicing for several years dmad completed the -@eek HIV training
supplement show significantly worse performance in terms of correctly
identifying opportunistic infections, clinical staging, knowing when to initiate or
corntinue prophylactic treatment as welveen to initiatéART itself, than the
younger medical techniciansowdompleted their training after HIV and ART
manageménhad already been includedd stressedn the full 2.5year
curriculum. So while task shifting is a useful and, in some cases, revolutionary
tool that has indeed, drastically increased access tm AIREambiqueand

even patient outcomes in some casesstant vigilance and improvement of the
quality of the health system (including infrastructure, diagnostic equipment and
continuedscaleup of higher cadres of health workers) is still requiredento

avoid the pitfall of trading quantity for quality in our quest to treat as many
people in need as possible.

Though here we have focused on task shifting among different cadres of
clinicians, it must also be recognited some tasks have behiftesd partially

pat

et

or completely to | aypersons (as-briefly

basedd care has become popul ar i n pol i c
ther

Mo z a mb CuydadestDomiciligribsHo me Car ed) progr am,
for further research, not only into the quality of home care provided by these lay
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caregivers, but also into the quality of their training in termisiiafizingrisks

to their own health. For exampl e, Mo z a
communitybased homeacegivers only briefly mentions the use of blagles
traditional healers and unspecifesimetic procedures as transmission routes of
HIV, but does not include any information, instructions or warnings for
caregivers themselves to be vigilant to anyllbtb@ exposures that may

occur during their caregiving activities nor does it make any mention of the
availability or necessity for immediate-prgosure prophylaXigor caregivers

who are inadvertdytexposed to infected bladThese issues aratside the

scope of this dissertation, but this is an area which merits explicit study as task
shifting (including to these lay caregiwensfinues to acceleratekeep up with
increasinglemand for treatment and care services in Mozambique and other
developing nations with extreme skilled hureaaurce catraints.

3.4 Conclusion

This chapter has fpecwutsiean omf tdleundanr soas
providing background on Mozamasedqueds nun
balance of health workeas well as the reasoning behind recent HRH policies
including scalap and task shiftinig relation to HIV treatmentThe following
chapter, the case study portion of this dissertatiorshifilthe focus tdhe

Ohumandé porti on ol explarenthensocial cansiruction efs . |t
Mozambi queds HIV epidemic as discussed i
theground ART treatmeft ased on patientsd and <clinic

ART. Neither professional health workers ratiepts are immunto the effects

of the social construction of HIV and the case study attempts to show the very

real, if at times ethereal, effects of current and historical HIV prevention
messages on patientsd experiences with AF
the preventative externalities of ART, the messages communicated to patients

through prevention campaigns and through their ongoing communications with

clinicians (whether these messages be found in the spoken or unspoken
dialogues), must be examined andrhgtterstood. We have seen in Chapter 2

that coverage and usage of preor interventions (including ART) is the most

crucial factor in their populatitevel efficacyWe have also explored the state

of Mozambi queds human cificellg forARTcseadep)f or heal t

18 Postexposure prophylaxis is simply the administration adtemtirds (usually for-1
2 months) to a person who is exposed to HIV in order to minimize the risk that they will
seroconvert.
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in the current chaptelt is now time to turn our attention to not just the

numerical and logistical requireménmtseffective ART scalgp and adherence

t hat have been di scussed I n these two
requirements as they manifest in beliefs and communicaticchagedjf.
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CASESTUDY : THE ROLE OF HIV
PREVENTION MESSAGES INPATIENTS 0
EXPERIENCES WITH ART IN THE CITY
OF MAPUTO, M OZAMBIQUE

4.1 Introduction to the Case Study

In 2001, wth the introduction of Antiretrovirals(ARVSs) in Mobégue, the
Ministry of HAs aal corisequaneec of e étdoduction of
therapies using these substances [ARVS], multiple studies have
demonstrated their efficacy, drastically reducing patiends p/l as ma vir al
loads to undetectable levels, which also brings a great decrease in sexual
transmission of the virus [HIV]; in this way, Antiretroviral Therapy Is an
important contribution in prevention of infection*.

In Mozambique, approximatélyl million peopleare living with HIV/AIDS
and roughly 90 thousand of them die of AtBited coplications annualfy.
In the city of Maputo prevalence is estimated at 20.7% and just under 20,000 new
cases of HIV were diagnosed in 2007 alone, an increa%e relattve to 2006
(though a portion of thendrease may be attributable to the expansion of HIV
counseling and t@rsg services).

In terms of Antiretroviral Treatment (ART), Mozambique continues to make
steady progress in expanding its public prow§iBRT. For example, in 2007,
all of the identified newly eligible patients in the city of Maputo (25,123) began to
receive ART. At the national levelas of mig€2011, Mozambique had
approximately 220,000 patientART".

98
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Figure 18 RT Provision@82009
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In Figurel8 we see considerable increases in ART provision with the
beginning of decentralization of HIV services, when Primary Health Facilities
(Primary HFs) began providing ART beginmng006. Until that time, ART

had been avail abl e o nicatedioHIV seevices (arnda | 6Day
whi ch fell under t he heading of either

Facilities). This important progress in ART coverage can, in detgbep
attributed to the integration anetentralization of HIV services adopted by the
Mozambican Ministry of Health in 2005, with official implementation beginning
in 2006(concurrently with the task shifting strategy discussed in the previous
chapter) Recent studies in Mozambique show that the new decentralized system
has coincided with a dramatic increase in the absolute and relative number of
patients receiving ART, a decrease in the time between HIV testing and
commencement of ART and a decreadleei number of patients who disappear

or are lost to followap?® From the beginning of ART provision in Mozambique

in 2003 to the end of 2009, of the 242,884tezed patients who commenced

ART for the first time (230,181) or who resumed ART (12]GP8)abandoned
treatment and an additional 8% disappeared or were lost teufnlldw put

this into perspective, a mataalysis by Mills et al. (2006) found a pooled
adherencéthe mean adhence from all studiesytimate of 55% in the North
American widies used and a pooled adherence estimate of 77% for the African
studieS. This would place Mozambiqueds 25%
treatment or are lost to follewp within the normal range for Africa and with
much higher levels of adherence tharetfmsnd in North America. However,
though the geographic and distributional coverage of ART services in

0
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Mozambique continues to increase ahead of projections, if ART is to be
efficacious, not only for individual treatment, but also for its potential
popubtiontlevel preventative benefits, we must earnestly investigate the
experiences of patients on ART to ust@ad how to retain the 25% of patients

who abandon treatment or are lost to follpv(LTF) as well asinderstand

factors that may discourage pedpbm being tested for HI'¥r commencing
treatment Many studies of ART in the developing world tend to focus on the
necessary expansion of the availability of services, highlighting and addressing
financial, technical, logistical and clinical i$sueBecentralization in
Mozambique has, indeed, helped to address logistical barriers to ART access and
adherence, such as distance to health facilities, and in sesynlyasaeliminated

the need for some patients to pay for transport to health facilitiesaim

settings. The decentralization of, not only patients, but also many laboratory
services has shortened wait times between counseling, testing, gauging CD4
levels to determine eligibility for treatment and the commencement of treatment
itself'®° Thanksto the rapid andteady progress in these areas, ABIss has

indeed increased dramatically in recent years and continues to do so. Now
however, it is time to turn our attention as well to some of the sociological
aspects of ART within the widectpre of the HIV prevention environment, as

ART is a lifdong, intensive treatment regimen to which patients must faithfully
adhere in order for its individual therapeutic as well as wider preventative
benefits to be mxanized.

One notable aspect of receatial scienebased studies of ART adherence
in developing nations is a marked focus on characteristics and behaviors of the
patient alone to explain radherence, often identifying things like being
unmarried, consuming alcohol or having a low levducéton as correlates of
poor adherencé. When issues of, foxample, the not insignificant effect of
stigma on adherence are discussed (such as with infected persons who are afraid
to disclose their serostatus to their partners), the concluding rewatioreis
geneally rather vague, stating that efforts to encourage disclosure of serostatus
and counsel patients alisclosure are requiradplating the patient and the
solution to the problem from the possible source of the sfigmé#hen a
social eurce of stigma is cited, authors inlagrigefrain from going intdetail
about &her the source of the stigma or the recommendation to address the issue
as we can see, for example, in one study that ultimately suggests that what is
needed artrnghesdccihaalngneisl i eu t hat take HIV | es:

In contrast, one can note that many studies of adherence in more affluent
settings focus closely on various aspects oélimrizetween patients and the
medical establishment dretween patientsind providers of information
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concerning HIV/AIDS. The dynamics of these relationships between various
parties may be a more ipgkensitive area for exploration. Interventions that
seek to modify or improve a professional dynamic (as well as modify the
information provided within a medical or institutional public health setting) may
be more eftacious than attempts to change individual characteristics of patients.
Upstream policies also have the potential temmively combat stigma and

fear of dsclosure at their possible source.

This study seeks to explore the hypothesis that official HIV prevention
messages Iin Mozambique, with their almost exclusive focus on sexual
transmissioand, to a lesser extent, MTCT in the case of pediatric patemts)
be a significant source of stigmatizing beliefs, whether these maiifest as
internalized stigmaf patients themselvesr social stigma coming from
uninfectedor undagnosedpersons and clinicianSeveral studies conducted in
affluent nations whickerved as a loose basis for this research address issues
such as: (1) théfeect of the O6devianced discourse
with medical providets;(2) the importance of the relationship between the
patient and the maxl provider in adhemce? and (3) the importance of trust
between patients and providers, particularly in the information and
recommendations given by pdavs:’

This exploration of the effect of HI V
experiences with ART is an area abbighyto my knowledge, no research has
been done to date and yet, if we wish to understand and harness the preventative
externalities of ART, it will be important to understand the effect of HIV
prevention messages not only on those who are as yet enhirfattalso on
those already living with HIV; in other words, to examine HIV prevention
messages in the context of a closed loop, rather than a linear message that
exclusively impacts the as y@fected population.
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Figure 1%ediation Model &&thef ect of HI V Prevention Messages
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4.2 Objectives

The aim of the study is to explore the possibility that social constructions of the

HIV epidemic in Africa and particiljaMozambique, assdussed in Chapter 1,

affect patientsd e x @oeertheeultimagespotemtialtoi ART an
ART as a prevention strategy. The primary objective is to explore the role of

HI'V prevention messages RT. nfThepsacondaeynt sd& exp
objective is to investigate the role of relational dynamics between clinicians and
patientson@ i ent sd experiences with ART.

4.3  Study Design

Study Design

The study is qualitative and exploratory utilizing-séemtured, wdepgh
interviews with:
1. Medical providers (physicians, nurses and technicians) who administer
ART in the Central Hospital of Maputo (pediatsi@pts) and the Health
Center Malhangalene (adult patients);
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2. Caretakers of pediatric patients (under 18 years) receiving ART through
the Central Hospital of Maputo and;

3. Non-gestating adult patients receiving ART through the Health Center
Malhangalene.

The interviews with medical providers were all conducted by imyzelf
private examination roomthe two medical facilities in question. The interviews
with caretakers of pediatric patients were carried out by two members of the

researchtéa, one a physigiraduadmbdl etoitrag i @mesti n

Hospital of Maputo and the other in the final year of medical studies at Edoardo
Mondlane University at the time of the interviews. Interviews with adult patients
were carried out byhather member of the research team who was also in his
final year of medical studies and by myself. All interviews with patients and
caretakers of pediatric patients were carried oprivage examination room at

the two medical facilities.

Study quemnnaires containeskverabpenended questions and patigjots
caretakers) and providexgre encouraged to speak freely and explain their
responses. They were not provided with a list of possible responses to these
guestions. Interviewers frequeritjowedu p pati ent sd answers Wi

6how do you mean?d types of questions to

A

foll ow. Ther e wer e sthdtisquirecsirdovseidpatéd o6 c | o
adherence (for the preceding days and weeks) and whadhemnce was
reported, interviewers requested further details as to why patients had missed
dosesand what, if any, seifedicating behaviors they had engagedein
traditional healers, ovllec ount er me d i Thiougle this stueyt c é )
focuses on sociological aspects of ART, patients were asked about any difficulties
they might have in adhering due to logistical or clinical issues (i.e.: unable to
travel tohealth center/hospital; sidbeets of ARVs; stoeiut of ARVs at the
pharmacy; need to share ARVs with another person) in order to better
understand the relative importance for this population of the sociological aspects
in which we a interested verslogigticalor clinical issues.

these questions are characterized as 0sp
sed

4.4  Study Population

Population

The study population included twesity (26) caretakers of pediatric patients
aged 32 who were receiving ART through the Pediatric Day Hospital of the

O O
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Central Hospital of Maputo duringetlinterview period and tweitiyo (22)
nongestating adults who were receiving ART through the Health Center
Malhangalene. Fourteen (14) medical providers (physicians, nurses and
technicians) who were working directly in the provision of ART in both
partcipating health facilities were interviewed. The selection of patients was
pragmatic and opportunistic, drawn from patients who presented at the
participating health facilities for a clinical chpcnd/or to pick up their refill
prescription of ARVs ding the interview period and who consented to
participate in the study. Thetestion of providers was also opportunistic, based
upon clinical staff who were working in the health facilities during the interview
period and who consented to pgrate. Mdical providers and caretakers of
pediatric patients were interviewed from March through July 2011 while adult
paients were interviewed in March and September 2011.

Adult patient characteristics from the Health Center Malhangalene can be
seen inAppendi 2, Table.IThere were 2,619 adult patients enrolled in ART at
Malhangalene as of July 2011, 68% of whom were female (1,793). Of the 22
adult patients interviewed for this study, 77% are female. Four adult men
declined to participate after having thdysexplained to them, citing fears that
the audio recording of the interview would be broadcast on the radio. No
women declined to participate. The median age of adult ART recipients at the
health center as of July 2011 was 35, while the median thge aolult
interviewees is 35.5 (the median age of adults in Maputo City in general was 27.5
according to the 2009 DHS). More detailed data on all adult ART recipients at
the health center (i e: l evel of educati onr
median number of years of schooling for Maputo City in the 2009 DHS is 6 years
while the adult patients interviewed here had a median of 8.5 years of schooling.
82% of adult patients interviewed identified as Protestant/Zion/Pentecostal and
9% as Cathali and Muslim (each) compared to 48%
Protestant/Zion/Pentecostal, 29% Catholic and 6% Muslim in the 2009 DHS
for Maputo City. Again in Maputo City, 65% of respondents in the 2009 DHS
reported that the closest ARRfoviding facility to their home was |dsnt30
minutes away and an additional 26% reported that the facility was bet@een 30
minutes from their home.

During the study period, in order to better manage the vast increase in
patients as a result of decentralization, the Health Center Mallkeangae
beginning a series of initiatives specifically aimed at patients on ART such as the
&@ommunity ARG r o (CAG) program in partnership with Doctors Without
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Border¥andascalep of the O6fluxo r8pidod (rapid
clinicallystable and adherent patients on ART for at least 6 months to present

for a clinical consultation only once every six months rather than every month

(though they still must pick aponthlymedication refillat the pharmagy No

patients participating the CAG were interviewed so as not to interfere with the

monitoring actions of Doctors Without Borders while three patients who
participate i ogramhlvereiriteiviewed.o r 8pi dod pr

Pediatric patient characteefommdincs (as w
Appendix 2, Table ZAs of September 2011, there were 899 pediatric patients
enrolled in ART at the Maputo Central Hospia%o of whom were female
while 46% of thepediatricpatients whose caretakers were interviewed for this
study are femal The median number of years of schooling of the caretakers is
6.5 years, slightly higher than the Maputo City median of 6 years. 65% of
caretakers identified as Protestant or Evangelical and 23% as Catholic.

It is important to note that the Pediadiay Hospital of the Central Hospital
of Maputo was in the midst of the process of d@fgrring pediatric patients to
their | ocal health centers to continue t
decentralization) during the interview period and esontarviews with these
caretakers will have been just before they were referred to a health center or just
before they were permanently assigned toutpatient pediatric unit of the
Centr al Hospital for the patnemrpt ds ongo
geographical jediction of the Central Hospital, they will remain there).

In terms of the representativeness of the clinicians interviewed for this study,
all of the intervieweewere female. Though detailed data on nurses and
technicians are navailable for Mozambique, looking at the data on physicians,
we see that approxi mately 67% of the ph
provinces (which includes the province of Maputo) are, in fact, dnia)en
Maputo City, a full 88 of physiciansra femalé® There was only one male
clinician working in the Health Center Malhangalene (a senior nurse) and he does
not work directly with HIV patients on ART. At the Day Hospital of the
Maputo Central Hospital (pediatrics), only one male pediatrisiatient#ied

19The Community ART Group (CAG) project was piloted by Doctors Without Borders
in Tete Province beginning in 2008 and arrivéiteaHealth Center Malhangalene in
2011. The program facilitates groups-8f dfable patients on ART from the same
neighborhood who send one member of the group to the health center monthly to
report on adherence for all members and pick up refilliptiesa for all members so

that each member goes to the health center approximately once every six months.
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during the interview peridxy our esearch team and he was not available for an
interview. All of the nurses at this facility were fem@l@ical provider
characteristics can be found\ppendix 2, Table 3

45 Ethical Considerations

The study protocol was approved by the Mozambican National Bioethics
Committee and the Mozambican Ministry of Health as well as the Maputo City
Health Directorate, the Central Hospital of Maputo and the Health Center
Malhangalene. Participating hospitalhaadth center clinical staff gave written
informed consent. Participating patients gave written informed consent after
being read aloud the study consent form. All health provider and patient data are
confidential and have been anonymized for inclusien FAll interviews were
digitally audio oerded, transcribed verbatim (in Portuguese) shortly after and
the voice recordings destroyed 120 days from the date of the interview, per the
ethical protocol approved for the study.

4.6 Limitations of the Study

|t would be impossible to discuss pati e
pointing out one of the main limitations of this study which is that only patients

still enrolled in treatment and with a certain basic level of adherence (who are
presenting to te health center for a clinical checkup or medication refill) were
interviewed. However, while it may be the case that patients who have
abandoned treatment or have been LTF have a completely different set of
challenges which determine their-oompliancevith treatment, it would seem

more likely that the adherent patidrateefaceal or are aware of at least some of

the same issues. In this spirit, the challenges and dynamics identified by adherent

patients will be discussed. These topics will also plmredx from the

perspective of the ciaians interviewed who often have valuable insight on both

groups of patients that, when combined wi
construct a more compl ete piemcéeswth e of t he
ART.

As the study was conducted at only two health facilities in the central area of
Maputo, findings cannot be generalized to-uplean or rural areas where
logistical issues may be more likely to affect abandonment and loss-tg follow
as well aglifficulties in presenting for initial HIV testing’he selection of
patients and dlicians was natandom nor is the sample large enough to be
representative of the partidipg health facilities and, as such, the data collected
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may be used only as iardepth snapshot of the detailed experiences of some
patients and clicians in order to understand areas that merit furthers¢atge
study and exptation, particularly in similar urban environments where progress
in overcoming logistical hurdlesalaitively dvanced.

The study lao includes a strong sex bias in terms ofaretakers of pediatric
patients that were interviewed (all femaRediatricians mentioned, anecdotally,
that they very rarely see fathers or male caretakers of theis patie when
they do, they are virtually always together with the mother dif¢hé p
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4.7 Health Center Malhangalene Adult ART Patients

The Health Center Malhangalene is located in the-cemtital area of
downtown Maputo City and has been reugiMIV patient transfers since 2008.

It is an outpatient facility where patients are seen in the mornings from
approximately 7:30 am until 1 ghough clinicians remain in the health center
until approxmately 4 pm) Neighborhoods where participaagjents live are
highlighted on the mgMap 1) in orangeand the health center is marked with a
large red and white cross. Patients in the outlying neighborhoods dugimight
orangeare seen at Malhangalene by request. Some work or have family near
Malhangalene while others travel to Malhangalene to avoid seeing neighbors at
the health center rmea their home. Theationaldecentralization process has
been carried out in phases so that Malhangalene first received adult patient
transfers from the Daytospital of the Central Hospital of Maputo in 2008, the
Day Hospital Primeiro de Maio in 2009 and the Day Hospital of the General
Hospital of Mvalane in 2010. Adult patients have ladsm tested arfiegun
treatment at Malhangalene since 2008. Onbg inQ&0/early 2011 did pediatric
patients begin to be officially transferred to Malhangalene and other health
centers in Maputo. SEmjure@andTabl&’. The pediatric ART patients listed

for earlier years ihablé’ were seropositive children of lgatients receiving
treatment at Malingalene who requested that their children be able to receive
treatment at the same facility to facilitate logistical matters (simultaneous clinical
chekups, medication pickup, etce).

Tablg. ART Recipients, lte@enter Malhangalene
Year Adult | Pediatric | Total % % %
Increase | Increase | Increase
Adult Pediatric | (Total)
Patients Patients

August 794 7 801 -- -- --
2008

July 2009 | 1499 8 1507 63.5 134 63.2

July 2010| 2135 14 2149 35.4 56.0 35.5

July 2011 2619 53 2672 20.4 133.1 21.8

Source: Mozambican Ministry of Health, National ART Dat&base
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Figur@0.ART Recipients, Health Center Malhangalene
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Source: Mozambican Ministry of Health, National ART Dat&base

Map 1 Geographic Distribution of Patientethteladédth Center Malhangalene










































































































































































































































