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The International Forum for AIDS Research (IFAR) was a three-year
activity established by the Institute of Medicine in January 1990 to
enhance coordination of research in prevention and control of HIV/AIDS.
The focus of IFAR was "non-biomedical," and member institutions retained
complete autonomy and control over their own programs and resources.
IFAR was intended to be a flexible entity, offering a neutral forum
for ongoing communication, discussion, and problem-solving among
fundexrs of AIDS research in developing countries.

The initial IOM proposal called for IFAR to be disbanded or
moved to another venue after its three years at the Institute.
Current plans call for IFAR to be relocated within, and administered
by, the World Health Organization's Global Programme on AIDS and to
be chaired by the United Nations Development Programme.
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The International Forum for AIDS Research, "IFAR,"
was established in January 1990 at the Institute of Medi-
cine, National Academy of Sciences, as a consortium of
North American funders of AIDS research in developing
countries, particularly in relation to prevention and con-
trol, epidemiology, operations, and building human and
institutional capacity.

The concept of the Forum emerged from a series of
meetings in 1988-89 among administrators and scientists
working in international public health, who noted two
imperatives: a need to increase the flow of financial re-
sources to epidemiologic and applied research in devel-
oping countries, especially in Africa but not necessarily
limited to that continent; and a need to assure that those
resources be allocated with optimum effectiveness. The
founding group concluded that real utility might be
found in a forum mechanism that could contribute to co-
ordination of certain kinds of research related to the
AIDS epidemic, as well as the corresponding funding.
The charge to IFAR was to:

¢ Create and maintain a network of institutional
linkages and information exchange among
concerned funding agencies, investigators, and
interested governments

¢ Foster sustained dialogue aimed at guiding the
international applied research agenda toward
greater coherence, complementarity, and pro-
ductivity

* Marshall support for high-priority collabora-
tive activities, including long-term institution-
building efforts and multidisciplinary endeav-
ors.

The group also set some ground rules for the forum.
Its focus would be "non-biomedical.” Its membership
would, at least initially, consist of North American fun-
ders and researchers. but be open 1o others. Member in-
stitutions would retain total autonomy and control of
their own programs and resources. Mecetings would be

held regularly, three to four times each year, with a
prominent place reserved at each for developing country
institutions and research lezdors. The IFAR would main-
tain a close and steady relationship with the WHO Glo-
bal Programme on AIDS, with whose activities it would
be explicitly complementary. And, in keeping with cus-
tomary practices of the Institute of Medicine, an inde-
pendent committee (now constituted as the Scientific
and Technical Advisory Committee, "STAC") would
serve as a resource for the forum, in network formation,
information gathering and dissemination, special work-
shops, and publication.

IFAR is not, in itself, a funding agency. It has a small
professional and admirnistrative staff, and is intended as
a flexible entity which offers a place and a focus for on-
going communication, discussion, diffusion, and prob-
lem-solving among funders, researchers, and concerned
health professionals. It is not designed to supplant or re-
place existing institutions, and strives to avoid duplica-
tion or competition with projects and networks already
well established. Finally, it is still evolving; its precise di-
rections and attentions are formulated in an iterative
process by its participants and the activity is continuous-
ly evaluated to determine its utility.

Priority I

In May 1990, in its first meeting as a formally consti-
tuted body, the Forum agreed on the following as mat-
ters of concern meriting priority attention by researchers
and funders:

1. Training personnel in developing countries
where AIDS is a public health concern, and
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L. ".- 3, Associations between the sexually transmit-

ted diseases and the HIV infections
4. Impact of AIDS on maternal and child health

5. Social and economic impact of the AIDS pan-
demic on developing countries

6. Planning and ethical considerations associat-
ed with preparations for drug and vaccine
trials

7. Role of social and behavioral research in for-
mulating intervention strategies

8. Associations among condom distribution,
preventive education, and HIV transmission
9. Evaluation of research, education, and inter-
vention programs
10. Community-based treatment and education
programs
11. Relationship between HIV/AIDS, tuberculo-
sis, and tropical diceases

12. Integration of AIDS activities with other pri-
mary health care activities.

First Priority: Development of Capacity

In its first meeting, the Forum's Scientific and Techni-
cal Advisory Committee pursued the first priority. It
agreed that capacity development is proving persistent
and fundamental, and will matter increasingly as clinical
trials and interventions go into place. Important dimen-
sions are:

* A mounting need for information sharing
among funders

* DPlans and strategies that are long term in na-
ture

¢ Adequate time for planning and preparation
for drug and vaccine trials

¢ Training: terms, location, skills, continuance/
reinforcement, trainee identification, "depth,"
and variety

* Integration of capacity building into applied
research, programmatically and financially

¢ Incentives, disincentives, and the decision-
making process

* Monitoring, evaluation, and follow-up.

The Committee suggested that the Forum conceive of
its next meeting as a workshop on the subject of “train-
ing” and convene presenters, to include TFAR members

but emphasize non-members, who would describe: es-
sential outlines and ingredients of their organizations’
education and training programs; program outputs, ex-
pressed in numbers of trainees and their current place-
ment status; evaluation processes; and learning about
strengths and weaknesses. The group discussion would
be a provocative but collegial dialogue. It would empha-
size lessons learned and, optimally, arrive at considera-
tion of opportunities for expansion, integration, or joint
undertakings with other programs, and take first steps
toward resolution of dilemmas perceived as shared.

IFAR Workshop: International Training
Programs

On October 31, the IFAR convened for the second time
around two interrelated "looking-glass” themes. IFAR
Director William Mayer set forth the first theme,
"Searching Our Souls about the Role of International
Training Programs,” which was followed by presenta-
tions by:

Robert Fischer: ICARs at NIAID

Helene Gayle: CDC Pilot Training Program

Kenneth Bridbord: Fogarty Training Program

Jeffrey Harris: A1D Training Programs

Pat Trites: Training through the International

Development Research Centre

Alan Ronald and Joanne Embree: University of Manitoba,
Training for the Kenya Project.

The afternoon panel, moderated by Samuel Thier,
President of the Institute of Medicine, launched the sec-
ond theme, "Strengths and Weaknesses of International
Training Programs: How Much Do They Contribute to
Capacity Building?” The panel members were:

James Chin, WHO/GPA

Alexandra Jones, International Health Policy Program

Douglas Klaucke, CDC/Global Epidemic Intelligence
Service

Charles Carpenter, Brown University, International
Health Institute

Jose Barzelatto, Ford Foundation

Scott Halstead, Rockefeller Foundation/INCLEN.

To oversimplify a complex discussion, the day's dia-
logue took place essentially at two levels, one more prac-
tical, one more philosophical. The first queries dealt with
matters of efficiency and, in a fairly restrictive sense, of-
fectiveness: where, whom, and what to train; what




k> 4‘\’\»’ S

* support structures must be contemplated; how traming&“‘ :-given country, and are aimed at gathering knowledge to

investments are monitored and protected. This level of
discussion generated such questions as: can in-country
training curricula ‘be as complete as those provided in
sponsor-country institutions? Are the appropriate train-
ers and collegial networks available in country? Are fa-
cilities adequate for training and research? Is sponsor-
country training really adaptive for developing-country
technologic and institutional contexts? Does it encourage
"brain drain” when trainees from developing countries
elect not to return to their home countries?

The bridge to larger questions, which really have to do
with development and research philosophy, was the
question of time and, ccrrespondingly, money, ex-
pressed in the willingness and abilities of funder and
host countries to sustain longer-term commitment to-
ward the creation of critical mass. As it moved to this
different plane of inquiry, the group concluded that
there were several logically prior sets of competing con-
cepts that must be sorted out before strategies can be de-
signed to increase research capacity and identify what
part training should play in those strategies.

Examples of such competing, but not mutually exclu-
sive concepts include:

. N_ational Priorities vs
Global Priorities

e Capacity-building vs.
Scientific Data Production

¢ Institutional Development vs.
Personnel Development

* Longer-term Programs vs.
Shorter-term Projects

¢ In-country Programs vs.
Sponsor-country Programs.

Each set of often-opposed purposes cascades to the
next and raises questions which should be addressed at
the outset, if programs are to be clear about what they
are trying to do, if cost-effectiveness is to be calculated
truly, and if there can be any real integration among pro-
grams,

For instance, the first of the competing concepts asks
for clarity about whom the research is meant to benefit.
Global precedences stem from crisis situations, and ac-
tions that address the crisis call for immediate imple-
mentation and require shorter-term plans. Programs fo-
cused on global needs are often temporary within a

" clarify an acute problem. Locations and target popula-
tions for research are selected on the basis of how easily
and quickly research findings can be obtained.

National priorities are focused on the needs of the
country's citizens and are usually viewed in the overall
framework of the country’s development. The activities
are sustained and reflect local needs in the program bias.
While the two agendas are not mutually exclusive and
there are almost always areas of overlap, they nonethe-
less generate real tensions, within and across national
and international institutions. For example:

* How can acute global needs that are geared to-
ward immediate findings be addressed with-
out ignoring or imperiling specific and longer-
term national priorities?

« How important is it for US. organizations to be
concerned with capacity buildirg, espedially if
the program mandate is focused un ~icntific
findings? Is capacity building or institution-
strengthening important because it is effective
in terms of program implementation and cost,
or is it important because of its ethical implica-
tions? What are the responsibilities of the host
and sponsor countries to each other? What is
gained by the host and sponsor countries?
How can they benefit each other?

¢ How should scarce resources be distributed?
Should all or most of the funds be spent on
personnel training and development? Is it
equally important to invest in laboratory
equipment, supplies, and/or office space, to
ensure that trained personnel have the ade-
quate infrastructure in which to utilize their
training?

* What are the cost and ethical considerations in
implementing in-country or sponsor-country
training? Is there an ideal combination?

The group concluded that tensions of this nature are
real and some can only be resolved with difficulty, if at
all. At the same time, there was concurrence that a
thoughtful listing or "mapping” of what is going on in
training and /or capacity development would, at a mini-
mum, make it possible for funders and researchers to
discuss their plans and purposes. In so doing, they could
at least try to account for what might become cross-
purposcs, as carly in the development process as possi-
ble. The bottom line from this preliminary exploration is
that hard, conjoint analysis of capacity development is
just beginning, must go further, and shall be a continu-
ous theme for the TFAR throughout its discourse.
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INTERNATIONAL AIDS VACCINE TRIALS

The fact that promising AIDS vaccines may emerge in
the next few years offers the internationai medical and
public health community a unigue challenge. Can inter-
national vaccine trials, with all their managenial, ethical,
and cultural implications, be planned and carried out on
an expedient timetable? The necessary preparatory steps
toward the successful management of such trials is the
subject of new international concern.,

Why International Trials?

The rationale for testing the efficacy of an AIDS vac-
cine in both the developing and the developed worlds is
at least twofold. First, the developing world has the
greatest volume ¢f HIV infection, and thercfore a large
candidate pool for the tests. Second, developing nations
are interested in an HIV vaccine, not only for its preven-
tive possibilitics, but also in the hope that it will provide
immunotherapy, since exisung anti-viral drugs are pro-
hibitively expensive.

International trials, however, pose a number of prob-
lems. First, the range in the genetic strains of the virus
and its capacity for mutation suggest it may be difficult
to protuce a vaccine that is effective in all settings. A
vaccine cffective in North America may not work in oth-
er regions. This prospect poses difficult questions for
North American and European research institutions.
Must they work on several vaccines at one time? A glo-
bal health perspective suggests the pandemic cannot be
controlled in one area and left unchecked in another,
particularly in a time of rapid global travel and massive
human migration.

Second, successful trials will require internationai col-
laboration at all levels. These include the need for con-
sensus on cthical issues, on procedures, on logistics and
on what care, if any, those individuals who participate
will receive.

Finally, infrastructural constraints to setting up the
trials inctude those of site selection, site preparation, and

capacity building of the system that will carry out the
trials. The problem will be to avoid what has been
termed "safari research,” or "medical impenalism” while
gathering the necessary data. A further problem con-
cerns huw Western rescarchers will collaborate with
Third World rescarchers, ar 1 how international vaccine
trials will leave Third World research establishments en-
riched.

Progress Towards a Vaccine

Although the IFAR mecting was not intended to de-
bate the scientific merits of the various vaccines in devel-
opment, Dr. Mary Lou Clements of Johns Hopkins Uni-
versity described several promising candidates These
vaccines are being tested in HIV sero-negative popula-
tions that have never been infected with the virus, and
also in sero-positive individuals as a post-infection im-
munization or immunotherapy.

Dr. Clements reminded the participants of the three
phases of vaccine trials. Phase I trials are designed to de-
termine the safety of the vaccine, measure the extent of
adverse reactions, and develop a preliminary idea of
dose. Phase I trials presume upon evidence in animal
model systems that the vaccines are safe and could actu-
ally protect against infection, and determine optimal
dose for safety and immunogenicity. Phase I trials de-

IFAR Conference Summary

The International Forum for AIDS Research
(IFAR) focused upon the "Preparation for Interna-
tional Vaccine Trials and Their Management” in its
third international meeting, February 12-13, 1991, in
Washington, DC. The mecting was launcned by Dr.
Samuci Thier, President of the Institute of Medicine
and chaired by Dr. William Mayer, IFAR Director.

This article is a descriptive summary of that mecet-
ing and has not been submitted to standard NAS/
IOM review processes. The comments are those of
the participants.




termine the efficacy of the candidate vaccine in provid-
ing protection. They are placebo controlled, randomized,
and double blinded, with sample size based on the inci-
dence of infection.,

Dr. Clements urged that developing countries be in-
volved earlier in the testing process than Phase U trials.
This would permit them to better assess the safety of the
candidate vaccines for their populations and account for
different fevels of immune response.

She cautioned that clear counselling on the possible
consequences to study subjects was essential, since indi-
viduals who have a successful immunization will devel-
op antibodies that might test positive in screening tests
widely used for travellers, in blood banks, and by em-
ployers and the military. Documentation that the sub-
jects had received the vaccine and/or participated in the
trial must be provided to those subjects, in addition to
very careful counselling that would fully educate poten-
tial subjects about risks. She also expressed hope that a
better test would be developed that could distinguish
between antibody induced by infection as opposed to
antibody induced by immunization.

Ethical and Legal Aspects

Dr. Ronald St. John of the U.S. Public Health Service
presented the preliminary guidelines from the Consulta-
tion on International Collaborative HIV Rescarch that
tock place in Annapolis, Maryland, in September, 1990.
Based on the international standards set forth in the Dec-
laration of Helsinki, the Nuremburg Code, and the
guidelines set forth by the World Heaith Organization
and the Council for International Organizations of Medi-
cal Sciences (CIOMS), the initial guidelines affirm that
rescarch which cannot cthically be performed in the US.
cannot be performed by U.S. agencies or organizations
INCIMANoNaiiy. 1 NS 1nust o frecognized despiie mound
ing pressure on governments and scientific inovestigators
to find quick and effective solutions, and general impa-
tience for results.

Irstituiional Agendas and Leadership

Dr. David Heymann of WHO reported on a Novem-
ber meeting in Geneva on preliminary criteria for selec-
tion of sites for vaccine efficacy trials. These fall into four
categoriest epidemiologic (ncidence and continuous on-
site collection of virus to determine antigenic variation);
clinical and laboratory capability (for high visit volumes,
monitoring safcty and toxicity, and measuring end-
points); logistical/operahonal (training and infrastructu-
ral capacity); and cthical (assured confidentiality, pre-
and post-screening counselling, and prevention guid-
ance). He noted the difficulty some countrics would
have in responding to these criteria, and the importance
of starting to develop that responsiveness now. WHO

has begun selection of six to seven institutions or centers
to support Phase HI efticacy trials in the wdentificd coun-
tries. The process includes discussion with concerned an
stitutions in developed countries; preliminary assess
ment teamn visits; claboration of strengthening plans,
including training; and actual site development, with g
two-year target date tor completion,

A WHO Vaccire Development steenng comnuitior
will deaide WHO's exact role in the trials and develop
criteria for vaccine admission to sites. These will be sub-
mitted for international consensus and can serve nat
only WHO sites but, possibly, other trial sites. The WHO
is also studving potentials for a perinatal vacane, updat-
ing 1982 International Guidehnes tor Biomedical Re-
search, drafting epideminlegic and drug/vacdine tral
guidelines, and devising an cthical criteria checklist for
researchers.

Dr. Daniel Hoth ot the National Institutes of Health
urged [FAR participants and other individuals interest-
ed in vaccine trials to begin to plan immediately, since
efficacy trials will be warranted within the reat twe to
five years. He reiterated the need for less developed
countries to be involved in Phase | inals, sinee safets
and efficacy may vary i difterent populations. This
would mean that trial implementation should not moye
in traditional linear tashion, but would procecd along
parallel lines.

He also said there would be multiple trals becanse
there are multiple populations, and that we should g+
sume that there will be multiple HIV vaccines. He
warned that risk-benefit tolerance could vary among,
countries and among settings, so that old standards for
risk-benefit assessment would have to be reviewed for 3
new vision of what s acceptable. He stressed that a great
deal of coordination among organizations and dixci
plines witi pe needed, since there are so many {acters in-
viived in the discase, and because no organizauon can
do it all.

Dr. Peter West of the US. State Department talked
about the U.S. commitment to ensuring effective collabo-
ration among U.5. agencies conducting or supporting in-
ternabional Hiv triais, ana uw possivie dangor of the
trials’ use for propaganda or disinformation about U.S.
involvement. The State Department's special role 15 be-
ing alert to ways in which the ethical and logistical com-
plexities of interntaional trials can generate diplomatic
complexitics.

Perspectives from Africa

Dr. Gabrici Ogunmola, University of Ibadan, Nigena,
made three particularly relevant pomnts. The first cited
glutathione deficiency in African populations in malani-
ous arcas as a putative risk factor, sugguesting another
possibility of antigenic variation. The second raised insti-




tution-building as crucial to trials. New diagnostic labor-
atories in Nigeria devoted to the molecular biology of
HiV are one dimension of this, establishment of collabo-
rative scientific teams in African research centers anoth-
er Finally, Dr. Opunmola raised the dilemma of post-
trial vaccine accessibility and drew an analogy to subsi-
dies for contraceptives for developing countries.

Issues of Implementation

Dr. jonathan Mann of Harvard University led a lively
open discussion debating the role of WHO in HIV vac-
cine trials. Dr. Mann maintained that WHO was indis-
pensable to the process and called for a proactive role for
the organization. He felt that the trial sites were essential
world resources, and should be protecied. Concerned
about the incquality between partner nations, Dr. Mann
reminded sponsor organizations that true collaboration
was difficult to achieve wher the financial resource base
was so heavily weighted toward one national partner.
Balanced veto power and a common framework for re-
solving differences could best be brokered through the
proactive offices of the WHO. The limitations of WHO's
role in hands-on implementation were explored collee-
tively by the group.

Dr. Mann followed up the issuce of accessibility raised
carlier by Dr. Ogunmola. All participants were con-
cerned with the ethics of conducting trials without a
clear plan and commitment to make a subsequent vac-
cine available to populations beyond the trial partici-
pants. To address the issue of the cost implications of ex-
panded availability of vaccines, Dr. Mann suggested an
extension on another profitable patent held by a particu-
lar pharmaceutical company in compensation for the
costs of HIV vaccine development. Another possibility
mentioned was some kind of “superfund.” The partici-
pants felt the issue of accessibility was serious and com-
plicated enough to warrant at least a follow-up subcom-
mittee meeting, and perhaps a later IFAR meeting

Dr. Anke Ehrhardt from the Columbia University HIV
Center, said that social scientists should be involved in
cach stage of introducing and conducting tnals in any
community. She pointed to the importance of the "pre-
phase,” during which trust is established and rescarchers
learn about variables that will affect their work, for cx-
ample, immunization practices, language, and stigma.
She asserted that only through thoughtful motivation,
participatory education, persistent feedback, and follow-
up can adequate compliance occur and risk behavior be
accurately assessed. Trials and associated counselling re-
quire multi-disciplinary approaches engaging basic sci-
entists, clinicians, social and behavioral scientists, host-
country counterparts, and pivotal local leaders. Finally,
counselling for reduction of risk behavior must be pre-
sented in ways that are understandable, by individuals

who are trusted, and in ways that wiil motivate volun-
teers for the study.

In Conclusion

The meeting was concluded by two working group
sesstons and presentations. One of the sessions focused
on strategies for incorporating a behavioral/social so-
ence component in international vaceine trals, and was
facilitated by Dr_Anke Ehrhardt of Columbia University
and Dr._Polly F. Harrison of the Institute of Medicine.
The group discussed how knowledge, attitudes, and be-
licfs affect trials; the identification and recruitment of
populations; and risk behavior and compliance issues,
from entry to exit.

The other working session discussed strategies for the
planning and administration of efficacy trials, and was
facilitated by Dr. Robert Black of Johns Hopkins Univer-
sity and Dr._Robin Weiss of the Institute of Medicine.
The points emphasized by the working group included
the need for establishment of a global community of sci-
entists, health professionals, and ethicists, to set the bas-
es for the selection of Phase 1H vaccines. The information
on which sclections are based should be drawn from
Phase [ and Phase [ trials in animal models and human
volunteers. The group also noted the importance of re-
sisting the pressure to test the first vaccine candidate
available. Full perticipation of developing country scien-
tists was said to be critical, with implementation of trials
based on population studies. The 1ssues of cost and ac-
cessibility to the general population were of serious con-
cern to the working group, as they were in the overall
general discussions.
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Behavioral Interventions for the Prevention of Sexual Transmission of HIV

Botiasiral interventions tor the prevention of sevual
transmusson of FHV infections, although frequently dis-
sussedand advocated, are hittle understond. For some,
thew are craciad tor the present and for the foreseeable
ruture because they are the onlv stratepy et hand until
coted proventive and curative therapies become readily
avathables For others, the concept s too nebuleus and
st b opers mahize o assesss And for many, the
charng of human behavior inany durable, consistont
WO s mznpij\ nnposables A turther impediment to un-

Lop

Standing boehavieral mterventions is the rich diversity
et diophnes imvelved, cach with its own language and
“toviee approachs The noet ettect 15 some considerabic
contuston, noda litde skepbeism, and what amounts to a
~chiearn between the hiomedical and social saientific come-
munibes While that sohism is not new, 1itis, in the case

w HEA intfocnons, particularly unproductive.

sairth mecting of the Internctional Forum tor
i kwmm,h was organized around three overall ob-
potises, ad to consider a maodel for categonizing behay-
toralb iterventions; b 1o share information about current
Bohavioral imtervention programs in which IFAR mem-
bers are involved; and ) to foster discussion about the
advquacy of present strategics. The meeting began wath
an anabvtical phase that explored aspects of methodolo-
£y, fellowed with presentations on selected pregrams,
and concluded with a generic case study exercise that
leghliphted different social scientific perspectives on
proaducing change 1n human behavior,

PART L: Classifying Behavioral Interventions

Altheugh there are numerous ways to classify behav-
wral interventions, one useful way is to begin with the
people for whom the interventions are intended. Does
the intervention intend to change the behavior of a sin-
gle wdividual, for example, a newly diagnosed HIV pos-
tive case, a partner of an infected person, or an adoles-
cent at risk? Or, does the intervention address some

cohort of individaals, {or instance, an entire wvilaoe or
group at spediat nisk, such as truckors o1 sox workers”
Or, fimally, s the snterventon meant o cut across G

munities, touching individuals ond nsk proaps of

with print or clectronic moes~apes?
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Drss Laune Liskin, Lawrence Kincard and Phvilie o
trowy of the Center tor Communicabon Mroces b
fohins Hophans School of School of legione and Pul s
Health, fed a session dlustrating cach of these cores i -

Strategies Targeted to the Individual

CATDS provention counsellimg” covers a broad

trategies whose dedicated target s the

\uim mmes lecturing, proup discussien. pnd
selling: by peers, and provider-cient

chate, communitye, or home-based Care envr v
Exporience with meiv planning programs worbdsonde
tha provider-chent interaction, particulariy o

tings, offers considerable potential for moetn ahw‘ in
vidual behavioral changre. That potentiol has not ey re
abized i connection with prevention of HIV mbectone
for a number of reasons, examined tor the AR gy
by Dr. Laurie Liskin.

Major problems in AIDS prevention counselling, oo
countered In Atrica but probably not exclusive to
continent, include the tollowing phenemena: 1) counsed
ling 1s rarely part of the health worker-patient rebitio
ship, primarily oriented toward curative care; 21 doar .
patient suicide or vengeful behavior; 3 no suppert ser
vices Tocally available which could justity x?nrm;; RIS
itive diagnosis with a patient; 49 lack of imformation
and training on the part of health workers; and 3 great
stigma.

Nonetheless, prevention counselling s essential andd
opportunitics are being missed. Droiskin provided
case example from Zambia, where the Minstry o
Health asked for help in developing materals tor
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training AIDS counselors. Video was selected as the
most effective and dramatic medium. The film's objec-
tives were established collaboratively with indigenous
counsclors and trainers. The prime objectives illustrate:
a) typical and difficult counselling situations, b) the emo-
tional issues surrounding HIV diagnosis, and techniques
for facilitating an environment where clients could make
healthy decisions. Perhaps the most crucial lessons
learned were that: counsedling must go bevond informa-
tion-giving or persuasion; budgets must allow for more
that one counselor to account for burnout; administrative
support is essential, particularly in terms of adequate
time scheduled into work routines and space allotted to
conduct sessions; and counselling should be institution-
alized as a clearly defined job specialty with its own de-
fined career track, incentives, and role redefinition.

As for the impact of counselling, while there is good
evidence for its effectiveness in family planning pio-
grams, AIDS prevention counsclling as practiced now is
not a quick or easy route to bchavior change, cither
through increasing condom use or through reducing
number of partners. While there is evidence of greater
condom use in couple relationships, there has not been
comparable behavior change outside the couples. A ma-
jor dilemma is that most individuals currently do not en-
counter counselling until they enter the health care sys-
tem because one of the partners is symptomatic.
However, although not enough research has been done
on the long-term impact of AIDS counselling, there are
good lessons from family planning that show that even
one good counselling session can make a difference in
scxual practices.

Strategies Targeted to the Community

Dr. Lawrence Kincaid spoke of several alternative
ways of organizing behavioral change interventions at
the community level — mass media, use of local organi-
zations, and building on identified community nct-
works. A variant of the last approach derives from a
strategy used in Bangladeshi family planning outreach
programs. The central assumption is that individuals
cannot casily change their behavior in isolation. Howey-
er, they are more Jikely to do so when there is a critical
local mass of influence supporting change. In the ap-
proach described by Dr. Kincaid, communication and
friecndship social network data are collected and
mapped. The goals are to locate the community opinion
leaders and individuals with a high number of sexual
contacts. Computer simulations are then performed to
predict what would happen using various network in-
tervention strategies. The theory guiding these strategics
1s that it is the "persuasability” of the person attempting
to influence change, multiplied by the frequency of com-
munication, divided by the square of the distance from
the intended "influencer” in the total communication/

sexual relations network, that is most Likely to produce
behavior change.

Preliminary findings, f-om this study and from anin-
tervention in a North American urban context, are thut
an intervention using a selection of 107% of the most cen-
tral nodes in a network produces a “success rate” of
about 90%; 5% produces a rate of 71-83%. The broader
findings of the study reinforce the findings encountered
in the work described by Dr. Liskin first, that informa-
tion alone is not enough and, second. that a support
structurce is essential for potentially efficacious and dura-
ble intervention.

Strategies Targeted Across Communities

According to Dr. Piotrow, the mass media are assum-
ing a new role in health promotion that has tot been ful-
ly conceptualized, understood, rescarched, or evaluated,
She suggested that AIDS might even be called “the first
mass media discase” since more people get intormation
on AIDS from the media than they do from thor own
health care providers or he health service svstem. The
youager generation, the cohort with the highest conal
frequencies, is the first generation to grow up exposad to
such a tremendous amount of mass media, particularly
electronic media. There is one radio for every two peaple
and one television for every twelve people in the devel:
oping world tc iay; sales of television sets worldwide
have toipled in the last six years.

The mass media convey information, set agendas, lo-
gitimate discussion on issues, and play a role in creating,
community norms. The average married couple spends
two 1o three hours per day watching television, but only
fifteen minutes per week in interpersonal conversation
about important issucs.

The most controversial aspect of mass media s the
question of whether they can actually change behavior,
Dr. Piotrow contends that, carefully designed and pre-
sented in an entertainment format linked to specific ser-
vice providers or programs, mass media messages will
stimulaie various types of behavior change. The first
type is simply information secking, when a member ot
an audicnce becomes curious about something seen or
heard through some mass medium. The second occurs
when a message or issue presented through mass media
prompts a high degree of communication within social
networks, for instance, spouses, parents and children, or
communitics. This increased communication 1s a behav-
ior change in itself and can be seen as an intermediate
step that may lead to initiation and continuation of new
behavior,

Dr. Piotrow summarized the reasons why mass me-
dia, especially entertainment formats, can change bchiav-
ior, using a formula she called "the six I's.” The "enter-
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educate” approach is popular; people like it. It is perva-
sive, that is, casily accessible. It can be passionate, that
is, it has emotional impact on the audience, especially
important since behavior change is driven more by emo-
tion than rationality. It is personal, allowing the audi-
ence to identify with the entertainers perhaps more easi-
ly than with their own interpersonal relations and,
because it presents both good and bad role models who
may change their own behavior, entertainment can be
persuasive. Finally, media entertainment is profitable,
able to pay for itsclf at least to some degree.

Dr. Piotrow concluded with evidence from Ghana and
Brazil that positive mass ~iedia messages scem to work
better than those that are negative. She cited the success-
ful vasectomy campaign in Brazil that featured dancing
hearts prociaiming vasectomy as an act of love, since the
men who had them loved their wives cnough to protect
them. A 285% increase in vasectomy requests was roe-
corded ut the specific clinic that was advertised in the
campaign. The point becomes one of making individuals
feel good about what they ought to be doing, rather than
bad about doing the wrong thing

Evaluation of Mass Media Campaigns

Dr. Jonathan Baggaley of Concordia University, Mon-
treal, presented a lively example of the difficultics of
evaluating mass media: a video film made through
Street Kids Internatioral's campaigns on four continents.
In the Dominican Republic, the ecvaluation quickly
evolved from the simple question of whether it was of-
fective, to a community development process in which

the video spurred the production of various companion
products for education. This led to the conclusion that
all mass media products should be evaluated within
somwe kind of community development process. As in
the work described by Dr. Kincaid, the importance of
working through "gate-keepers” became quickly appar-
ent: in the Caribbean case, str, _i workers would not al-
low the evaluation of a medic education product that
was not perfermed through them. This required training,
the street workers and institutionalizing the training and
evaluation processes.

Dr. Baggaley concluded that traditional, more conven-
tional methods of evaluation are the least reliable in the
context of AIDS preventive interventions. He advocated
that such approaches be combined with more innovetive
electronic methods like those used in contemporary po-
litical and commwercial campaigns.

PART H: Human Sexuality: Exploring and Analyzing
Social Science Approaches to a Country Case

A country case study, developed by Dr. Norman Mill-
cr from Dartmouth Medical School and Ms. Lita Curtis
from the Institute of Medicine, was based on a compos-
ite of African countries. The case, duly named “Afn-
cana,” was presented as a means of fosterir g discussion
of how diffcrent social science approaches might be ap-
plied to the design of rescarch and prograra interven-
tions. The scholarly approaches were ther weighed
against presentations on the political and legislative re-
alities that surround the AIDS issue. (See case highlights
below.)

"Africana" Highlights

Four of the 20 ethnic groups predominate. The President is from a minority group. Policy is made by five
of the President's advisors. No women have access to this top cchelon,

The rescarch climate has become restrictive and the epidemic is not publicized for fear of urban unrest
and loss of tourism.

Itis onc of the 12 most scriously infected countries, with the largest percentage of infection found in urban
arcas. Seroprevalence is about 14%, growing by about 2% a year. HIV transmission rates are high in eight
of the 20 cthnic groups.

Male circumcision is at 60% and female circumcision rates are unknown. A government campaign against
female circumcision has had little follow-up or evaluation.

Average age of first sexual intercourse is 14 for males and 15 for females. Marrnage is often conditioned on
pregnancy as guarantee of female fertility. Women desire 8.6 children.

Extramarital sex is widcly practiced by men; more hidden in women, but occurs frequently when hus-
bands migrate to citics. Polygamy is practiced by 20% of the population

Most women have little education and few vocational skills. Widows have few options i support them-
sclves. The second largest ethnic group follows the practice of marrying widows to the dead husband's
brother, regardless of the cause of death.

There are six tnilitary bases; three ground, two air, and one naval; where seroprevalence is 24-31%. The
main road has many truck stops served by hotels and brothels.




4

Demographic Profite

The demographic data used in creating Africana was
based on an application of a model developed through
the inter-agency working group of the U.S. State Depart-
ment, and supported by the AIDS Division of the Agen-
cv for International Development. (See infold in AIDS &
Society, Vol. 2 No. 3, April/May 1991.)

Dr. Peter Way from the U.S, Census Bureau presented
the baseline demographic profile. The central questions
that he posed in terms of the results were:

s  What kinds of timing would be most effective in re-
ducing an epidemic in onc area or another?

« What kinds of groups in the context of geographic
distribution are best to focus on?

= What ages might be most affected?

*  What are the processes that are contributing to the
epidemic?

Anthropology

Dr. Carl Kendall from the Johns Hopkins University
presented an anthropologic perspective on interven-
tions. He noted that in this case, AIDS is primarnily an ur-
ban disease, but he pointed out that the impact of urban-
ism extends into rural arcas too. He also observed that
anthropologists were not welcome in the case country
due to past research focus on customs that were consid-
ered barbaric in the west.

The first tool to utilize in the intervention design was
to focus on the cultural diversity that continues to exist
even after people move from rural areas to the city. He
recommended utilizing kin and ethnic ncetworks that at-
tract and help prepare migrants for urban life by train-
ing key individuals within them to counsel new arrivals
on safer sex practices.

He emphasized that both positive and negative sanc-
tions within the network were important, and that wom-
en particularly should be trained as educators. He cau-
tioned against stipmatizing pepulations or ethnic groups
in the process of Largeting them for interventions.

Community leaders are natural magnets for migrants,
soa short-term intervention might be focused on a radio
conversation betworn a new arrival and an elder. A me-
dium term strategy would be to train local leaders to
provide necded service, and an evaluation would be
conducted through the implementing networks. Most of
all, he stated that it was crucial to understand how natu-
raf counsel systems actually work.

Sociology

Dr. Jane Bertrand from Tulane University addressed
various sociologic research approaches and their relative

utility for gathering quantitative or gquahitative informa:
ton required for designing effective interventions. Ba
way of general guidance, Dr. Bertrand cautioned that
there 1s no truly objective means of quahlitatively or
quantitatively measuring sexual behavior, and she rec
ommended that populations be considered  subunits
{segments) to facihitate identifving obstacles to, and tar-
geting messages for, behavior modification.

Survey research was cited as a tool well soited o
yielding quantitative data, such as coital frequencies, but
of limited use in determining motivations driving, the be-
havior. Qualitative rescarch techniques generally requare
long-term cxposure to the study community, and infor-
mation yicld varics proportionately te labor intensity.
Focus groups of eight to twelve subjects (people) are
useful for determining community norms and sanc-
tioned behavior, but seldom yield personal accounts of
deviation from the norms or quantifiable data. Prospec-
tive diaries, generally assigned on a 24-hour basis for
onc-month periods, are difficult to implement, especially
in developing countries. Individual interviews are the
best means of uncovering motivations behind speatlic
behaviors.

In the Africana situation, Dr. Bertrand suggested o
combination approach of large-scale surveys utihizing
oral questioning and recorded responses. For best results,
survey results should be linked to seroprevalence data
and the reliability of sclf-reported behavior shouid be
tested through partner verification or test-retest studies.

Geography

Dr. George Demko from the Rockefelier Center, Dast
mouth, gave a geographer's perspoctive on wavs Ky meet
the AIDS challenge. He explained that spatial networkes.
consisting of a probability ficld of contagien and (the
spatial) diffusion of infection between locations, could
be created to target transmussion linkapes among and
within subregions.

Five major data scts would be needed: demographic
data (including population distribution, ethmcity, migra-
tion patterns and age structure), transport systems (v
cluding migration and freight flows), medical systems
(including mobile units and family planning clinics that
are wdentified by magnitude and the areas they serve),
morbidity and mortality rates, and any other rehable
AIDS data.

Through a system of imagery four things could be ac-
complished:
o identify high density interaction points and spatial
flow arcas as prime locations for intervention;

¢ identify spatial correlations wit'  those arcas of
high impact or high infection rates;




» identify data deficient arcas; and

¢ identify and monitor external connections to the
arca of study.

Dr. Demko acknowledged that data from developing
countries are often difficult to find in the quantities
needed for the Geographic Information Systems (GIS),
but he was encouraged by the number of developing
countries that had begun to employ them.

Policy Analysis

Dr. Rodger Yeager, from the University of West Vir-
ginia, presented policy considerations for behavioral in-
tervention programs. He identified five discrete phases
of exploration in the policy process: agenda-sctting, for-
mulation, adoption, implementation, and evaluation. In
formulating policy interventions for the "Africana” case,
one must take into consideration: a) organizational and
logistic variables; b) hierarchical stratification and cth-
nic  competition;  ¢)  demographically-distinct  target
groups; d) variable economic and political vulnerability;
¢) mistrust of foreign rescarchers and service organiza-
tions; and ) the total exclusion of women in the policy
pmcus&.

Dr. Yeager recommended a number of policy actions
which could be used in conjunction with medical and
other behavieral interventions: encourage elites to artic-
ulate HIV/AIDS problems from their own pamnts of
view, particularly i the context of political stabilization
and cconomic development, and ask them to look at past
successes 1o uncover chios that can be apphied to the
AIDS wituation; emphasize education programs n the
fong-term research ardd plannieg arcas that are tarpeted
for sexually immature popy? Syvoandenons
information gathening, poins oakng gl

administra-
tive ovaluative mecharesmes e dF proenam e vities)
avoid defining orpamzationsd o) s i erms of sin-
gular, haghly veable crss sorons - ont allow poelicy
elites to legrimice progprom oot « ot detase man-
il assistance needs ropardhrs noans tedhnolony, e
frastructure transter, tramnag, anad <t encourage
elites to employ NGOS, bot accept those they tind most
usetul; and encourage the ncorperalion ob program
funding into recurrent budpets of eaisting agenaies,
avording any funding as an add-on responsibility of for-

etgn aid,

In sum, he urged program planners o convert the
power relations in a controversial arca of public policy
to an opportunity to create ¢ Stracture for problem solv-
ing relations. Dr. Yeager noticed that pelicy interven-
tions in the context of A1DS are often rejected or ignored
in many countrics.

A Legislative Response from the U.S. Congress

Mr. Mark Kirk, former Chief of Staff for the Honorable
John Porter (IL), outlined the history of U.S. funding for
international AIDS, present conditions and possible fu-
ture implications for funding.

Although funding for this arca has steadily increased
over past years, this trend may be reversed as the sense
of international crisis abates relative to national prion-
tics. Legislators respond to specific arcas of concern,
such as female circumcision, which are frequently
brought to their attention by constituents and NGO's.
The currently small base of Congressional support for
international AIDS activitics could be enhanced by en-
gaging U.S.-based NGOs as constituent advocates, rais-
ing visibility in the media, and educating Congressional
staffers.

Mr. Kirk advised that Congress is anxious to see re-
sults on the U.S. contribution of over $200 million since
the program’'s inception, and would prefer to see evi-
dence of direct interventions, than te hear about opera-
tional research studies. He estimates that most legisla-
tors will be satisfied with approximately one more year
of anccdotal impact reports and emotional storics, but
believes through most of the '90s, Congress will look tor
a mass survey phase in the international AIDS strategy
that will more corcretely assess the impact of AIDS in-
tervention and research programs.

PART L: SUMMARY PROCEEDINGS

Common Findings and Perspectives:

« More than one person has to be trained in AIDS be-
havioral intervention for program sustainability.

s Successtul programs appear to be those that are inte-
grated into ongoing health care systems.,

e More rescarch is needed on relapse behavior and the
sustainability of behavier change.

e AIDS rescarch should be anchored in other research
traditions,

¢ The processes for decision-making for condom usc
are probably the same as those for family planning
and other STD prevention,

e The key mativators for behavior change sprang from
perceptions of social norms and peer acceptance,

¢ Institution-strengthening and capacity-building were
integrated into many of the intervention programs
discussed.

Agency for International Development (AIR}

Dr. Susan Hassig from AIDSTECH and Dr. Susan
Middlestadt from AIDSCOM presented summaries of
AlD's major behavioral intervention programs.
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AIDSTECH: Dr. Hassig described three approaches
used by AIDSTECH for behavioral intervention.
The first targets interventions in diverse groups
ranging from commercial sex workers to adoles-
cents. The emphasis is on social marketing for con-
doms and STD control. Educational programs are
developed for the target population, but often fo-
cus on other issues in addition to scxual transmis-
sion. The second approach is based on peer ap-
proaches and training which are central to
community strategies. The third approach is clinic
based, and a triangulation of approaches seemed
to be the most effective. Again, as stated in the
previous presentation by Dr. Liskin, the cvalua-
tors found that more that one person had to be
trained for intervention implementation to main-
tain sustainability of the program. A 90% increase
in attendance at STD clinics and 100% reported in-
crease in condom use for 75% of the target popula-
tion has occurred as a result of the programs.

AIDSCOM: Dr. Middlestadt talked about the exter-
nal or structural targets and the internal, cognitive
processes that can be used in intervention design.
The internal variables include knowledge, severi-
ty, risk, attitudes toward behaviors, perceived
consequences, perceived norms and self cfficacy.
AIDSCOM is running programs in 50 countries,
with a focus on 12 emphasis countrics. Dr. Mid-
dlestadt gave three examples of AIDSCOM pro-
grams located in different regions, focusing on
inter-personal, mass media and community strale-
gics. The inter-personal intervention, a condom
skills training in the Latin American and Caribbe-
an region, attempted to find reasons for condom
use, instead of aiming for simple increased usage.
She cautioned that inter-personal demonstrations
and counsclling sessions are very expensive. In
addition, a comic book was designed to provide
women arguments for negotiating condom use by
her partner. The community wide intervention, a
peer education project in Uganda, is based on the
premisec that changes in social norms can be pro-
duced by increased discussion of a given issuc;
changes in norms will produce changes in behav-
ior, in this case condom use--"more talking, more
norms leading to more condom use.” Finally, she
presented a mass media intervention, a national
information campaign based on 30-60 second
spots broadcasted in metropolitan Manila. These
spots were cffective in communicating informa-
tion, as measured by the resulting increase in the
use of an AIDS hotline advertised in the broad-
casts. The aim of the program is to move beyond
demonstrated change in beliefs to actual change in
behavior. Dr. Middlestadt reminded the audience

that the best interventions are wastad if condoms
are not accessible.

United Nations Development Programme (UNDF)

Dr. Regina McNamara reported on the evalving poli-
cies of the UNDP, especially the program response to the
epidemic’s relationship with the status of women. Multi-
disciplinary and nuulti-sectoral approaches are focused
on the local community, particularly with respect to
women's awareness of the implications of the epidemic’s
multiple consequences. Prevention and care programs
including home-care and small group counsclling have
been the focus of UN. volunteer development missions
in Malawi, Rwanda, Zambia and Thailand. In response
to increased demands from the field, UNDP has en-
gaged in two joint efforts to develop a policies-and-
programming handbook, and a resource conter that wil!
collect and disseminate A1DS literature from developing
countries (being done in conjunction with Columbia
University).

Walter R A Insti fR rch (WRAIR

Dr. Lydia Temoshok discussed the HIV behavioral re-
scarch program based in the Military Medical Research
Program for Applied Retrovirology Rescarch (MMCAR),
a consortium that includes the Army, Navy, Air Force,
Department of Defense and the Henry M. Jackson Foun-
dation (the civilian counterpart.) All of the programs
have three main missions: exposure prevention among
the uninfected, transmission prevention in those who are
infected, and the prevention of progression consequenc-
es such as lower job performance. The military struggles
with the misconception that it is safe to have sexual rela-
tions with a member of the military because of routine
and widespread testing. A number of infected women
are still expressing a desire to have children. However,
the military is uniquely situated since it can identify in-
dividuals soon after they become HIV positive. An ex-
ample of current concern is the rerouting of 7000 soldiers
through Thailand on their way home from active duty in
the Middle East, because of the 40% infection rate in the
brothels of Pattya. Beyond the descriptive clinical level,
MMCAR is using applied tools such as an interactive
vidco entitled "Body Armor.”

Alcohol, Drug Abuse and Mental Health Administra-
tion (ADAMHA)

Dr. Ellen Stover highlighted a project in Brazil and one
in Rwanda as examples of the 21 behavioral intervention
projects that ADAMHA has funded for the past eight
years. The study in Rwanda is providing preventive in-
terventions to urban women of childbearing age, and is
using an educational video in combination with small
group discussions. Dr. Stover stressed that future inter-
ventions must also be targeted at men. The second inter-

-
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vention is aimed at street children in Brazil and the city
of Baltimore, utilizing media and small group skills
training. A finding common for many organizations is
that successful programs appear to be those that are inte-
grated into ongoing systems of health care such as STD
clinics or family medicine clinics. Dr. Stover stated the
need to include researchers in intervention designs and
noted the consistency of findings among all the organi-
zations. She called for more research on relapse behavior
and sustainability of behavior change.

International Dev h Cen IDR

Sexual health is the main research focus of the IDRC,
Ms. Pat Trites reported. The program emphasis is on in-
tegrating sexual health programs into existing projects
instead of implementing vertical programs. IDRC is sup-
porting 24 AIDS rescarch programs at a total budget of
3,546,000 Canadian dollars. Thirty-three percent of the
budget is obligated for counselling, education and social
behavioral projects. Bascline data are being collected on
people’'s knowledge, attitudes, beliefs and  practices
through surveys, in-depth interviews and focused group
discussions. Ms. Trites gave two examples of programs
in Uganda and the Dominican Republic. In Uganda, the
radio seemed to be the primary source of AIDS informa-
tion for most people. Subsequent to the radio campaign,
an improvement in awareness levels resulted in reduced
contact with prostitutes. Also, fower sexual partners
have been reported since the beginning of pilot studies
begun in 1987. In the Dominican Republic, the interven-
tion is targeted to very sexually active heterosexual
young men who cater to tourists from North America
and Europe. The distressing finding in this project was
that condom use was consistent with first contacts, but
as soon as a feeling of mutual trust was established, con-
dom use cecased. This could occur in as little as three
days’ time.

World Health Organization (WHQ)

Dr. Nina Fercnic reported on the two-fold mission of
the WHO in the arca of AIDS prevention and control.
The first is to provide global leadership and guidance to
national A1DS programs, and the second is the coordina-
tion of international efforts that combat AIDS. The pro-
gram approaches are categorized by the target popula-
tions of the projects and the classifications include: safe
sex promotion, condom promotion and distribution, ed-
ucation and skiils training including training in negotia-
tion, condom usc skills, STD treatment and diagnostics,
in addition to HIV testing and counselling. Behavioral
rescarch occurs in the context of establishing situations
and networks among target audiences. All programs are
based on an assessment of the existing structure and
past experiences of the locality in order to determine
study needs that can be used in the intervention design.

Pilot projects and evaluation of current and past pro-
grams are¢ emphasized. KABP studies have been sup-
ported in over 70 countries and the findings have often
been used to gain official government attention on the
AIDS cpidemic.

National Institutes of Health (NTH)

NIH programs were presented by Dr. Wendy Baldwin
from the National Institute of Child Health and Human
Development (NICHHD), Ms. Amy Scheon from the Na-
tional Institute of Allergy and Infectious Discase, (NI-
AID) and Dr. Sharlene Weiss from the National Center
for Nursing Rescarch (NCNR).

NICHHD: Echoing the views of other organizations,
Dr. Baldwin said that NICHHD believes that
AIDS rescarch should be anchored in other re-
scarch traditions. She also stated that although
AIDS was obviously more serious than other
STDs or pregnancy, the processes for decision
making in the use of condoms were probably the
same. In spite of the pressing need to implement
interventions immediately, she cautioned against
designing programs without the proper research.
She encouraged collaboration on programs, if only
because the AIDS challenge is enormous. The
most recent grant applications reccived focused
on the risk of STDs and AIDS, and or: behavioral
rescarch on sexual decision making and contra-
ceptive practice, especially condems. The NIH
mandate allows for international rescarch that ad-
dresses the basic theoretical questions, and Dr.
Baldwin felt that a demography of sexual behav-
ior was particularly nceded.

NIAID: Ms. Scheon reported that the NIAID studies
arc aimed at reducing the infectiousness of the
discase in order to reduce the probability that in-
fection will occur after exposure. NIAID rescarch-
crs are also trying to quantify risk behaviors and
the prevalence of those behaviors in selected socie-
ties. Ms. Scheon felt that the opportunity for inte-
gration of behavioral intervention studies with the
epidemiologic infrastructure or with vaccine trials
was vastly underexploited. She stated that evalua-
tion of the impact of interventions and controlled
studics to compare the cfficacies of different inter-
ventions would provide information on what ac-
tually works. As an example, cohort studies pro-
vide the perfect opportunity to study behaviors
since the behaviors are quantified and the labora-
tory and clinical infrastructures are in place. Sev-
eral more examples were presented, ranging from
perinatal transmission studies and HIV-2 studics
to investigation on diarrhca and wasting. She
called for cvaluation that extends beyond self-
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reported behavior to the effects of counselling and
condom promotion.

NCNR: Dr. Weiss presented a large collaborative ef-
fort between USAID through AIDSTECH and
NIH through the National Center for Nursing Re-
scarch and the Fogarty Center. The two objectives
of this effort are to provide information on high
risk bechaviors, behavior change, and institution
strengthening that would leave developing coun-
tries with the ability to conduct behavioral
research. The studies identify behaviors most
amenable to change, sometimes through an inter-
vention, and have two phases. The first phase as-
sesses feasibility after one year, and after a subse-
quent three-year implementation pending the
outcome of the review. Nine studies have been se-
lected for phase one in Uganda, Bostwana, Zim-
babwe, Thailand, Indonesia, Mexico, Haiti, Jamai-
ca and Chile. The health belief model is being
tested in Haiti, Indonesia and Uganda. The first
phase findings show that simple models do not
explain complex behavior. Fishbein's theory of
reasoned action is being tested in Zimbabwe. The
AIDS risk reduction model is being tested in Thai-
land and Chile. The social influence model is be-
ing examined in Mexico, and several peer educa-
tion approaches are being tried in Botswana.
Factors related to decision making as model test-
ing arc being studied in Jamaica. The programs
arc aimed at a wide variety of study populations,
and the individual programs are not in competi-
tion with each other. Dr. Weiss stressed the need
to explain how research can lead to intervention.
The first phase of the program was funded by
USAID at a cost of $800,000. If all nine projects are
funded in the second phase, NIH will support
four of them, and the remaining five will be sup-
ported by USATD.

Centers for Disease Control (CDC)

Dr. Melinda Moore drew parallels between the struc-
ture of the CDC's domestic interventions and interna-
tional applications. She explained that HIV is matrix
managed within the agency, since HIV related activities
are integrated into all of the major organizational com-
ponents of the CDC. Formative rescarch evaluating con-
dom-related messages and the possible links between
family planning and HIV/STD control is underway. A
collaboration that is cvaluating behavioral indicators re-
lated to HIV and STD is being conducted with AID
through AIDSTECH/AIDSCOM. A passible future pro-
gram, again in collaboration with AID, would create
HIV/STD prevention laboratory centers. The centers
would conduct rescarch and provide training, and

through multidisciplinary efforts would work with 4
mandate to operationalize rescarch findings into pro-
grams. International HIV community demonstration
projects have a budget of approximately six million dol-
lars. The first phase of these prejects include develop-
mental rescarch which begins with an ethnographic
study of geographic arcas where the prevalence of nish-
taking behaviors is high. The second phase uses role
model stories, small media, and peer networks to distrib-
ute educational materials, referrals to services, and nisk-
reduction materials. A common finding of the CDC-
sponsored programs was that the key motivators to be-
havior change sprang from perceptions of social norns
and peer acceptance.
Rockefeller Foundation

Dr. Seth Berkley warmned that many of the STDs in the
developing world are very difficult to diagnosis, which
therefore impeded the ability to create interventions. He
reported on an STD diagnostics network comprised of
multiple donors that is looking at ways to develop labor-
atory tests or use alrcady developed tests in inexpensive
ways to make them accessible, stable at room tempera-
ture, and simple to v<e. He told participants about plans
among the international bilaterals to develop a program
with indigenous  Non-Governmental  Organizations
(NCOs) to provide them with technical and financial
support, in addition to creating a network for them. A
component of Rockefeller's INCLEN program trains so-
cial scientists in 27 program units in 16 countrics. A
meeting planned for August will focus on training peo-
ple to undertake formative and operational behavioral
rescarch. As an offshoot of this initiative, collaborative
plans arc underway to develop an international social
scicnce forum.

The International Forum for AIDS Rescarch is
located within the Division of International
Health, Institute of Medicine, National Academy
of Sciences.

2101 Constitution Avenue, N.W.
Washington, DC 20418

Tel: (202) 334-3613

Fax: (202) 334-386i

Direct Inquiries to:

Christopher P. Howson, ThD, Director
Lita Curtis, MPH, Associate Director
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International HIV/AIDS Research Priorities

The International Forum for AIDS Research (IFAR)
was established at the Institute of Medicine ot the Na-
tional Academy of Sciences in January 1990 to enhance
coordination of research activities aimed at prevention
and control of HIV - AIDS. The tounding membership of
IFAR included North American funders and the World
Health Organization. [FAR is in its third and final vear
of sponsorship at the Institute of Medicine, and this in-
fold reports on its fifth and sixth meetings, its final two
at the Institute of Medicine. The fifth meeting, held on
H-15 November 1991, provided for review ot the inter-
national HIV /AIDS-related research priorities and pro-
gram activities of member organizations. The sistiv and
final mecting of IFAR at the Institute of Medicine was
held on T March 1992 to review the forum’s mandate in
light of the changing nature of, and pro-

s lFoster sustained dialogue aimed at guiding the in-
ternational applied research agenda toward seeater co-
herence, complementarity, and productivity:

s Marshall support tor high-priority collaborative ac-
tivities, including jong-term institution-building cfforts
and multidisciplinary efforts.

The first meeting of IFAR sought to clarity individual
member's organizational objectives and mandates. The
next three meetings focused on specitic topics of interest
to members. The wecond meeting focused op oopacity
buitding and covered such topics as where, whom, and
how to train: what support structures must be con-
templated: and how training investments could be best
monitored and protected (see AIDS & Society, voll,
no. b The third meeting discussed the preparatory steps

necessary towards successtul man-

gram responses to, the HIV/AIDS pan-

agement  of - international vaccine

demic and to clicit discussion on how the
structure ond activities of a tuture 1FAR
should usetully evolve in response,

The initial concept tor the Forum
emerged from a series of meetings in
[UKS-89 among administrators and  re-
search  scientists concerned  with  the
problems raised by the AIDS pandemic

The sixth and tinal meeting of
IFAR at the Institute of Med-
icine was held on 1t March
1992 to review the forum's
mandate in light of the chang-
ing nature of, and program re-
sponses  to, the HIV/AIDS

trials. Amonyg the issues considered
were the current status of promising
candidate vacanes; ethical and legal
aspects of Phase Ihand 1 nals in the
developing world; and potential ob-
stacles related to implementation ot
these trials (see AIDS & Society, vol,
2, no. 2).

in developing countries. The consensus

pandemic.

The fourth meeting  considered

of meeting participants was that there
was A need to increase information ex-
change among funding agencies in order to highlight
gaps in knowledge for the purposes of informing future
research, and to review, on an ongoing basis, the range
and tvpes of international HIV/AIDS-related research
and intervention programs. The goal of this information
exchange would be to help member organizations to
identify gaps, productive and nonproductive duplica-
tions, and complementarities in their rescarch, inter-
vention, and training, activities.
The charge to IFAR was tor
*Create and maintain a network of institutional
linkages and information exchange among concerned
funding agencies and interested governments;

behavioral interventions for the pre-
vention of sexual transmission of
HIV. This meeting was organized around three overall
objectives: 1) to consider a model for categorizing be-
havioral interventions; 2) to share information about cur-
rent behavioral intervention programs in which IFAR
members were involved; and 3 to foster discussion
about the adequacy of present strategies (see AIDS &
Society, vol 2, no. ).

The tifth TFAR meeting was designad to move away
from the technical exchange of information, which had
been the core of the previous three meetings, toward a
moreinteractive session where members as o group
could share information about their respective organiza-
tion's major program prioritics and current activities re-
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lated to international IV - ALDS rescarch, intervention,
and training. The goal of this meeting, the first ot s
kind among international funders ot HIV/AIDS pro-
gram activities, was to determine the degree to which
the major HiV/AIDS research, intervention, and train-
ing activities of member agencies reflect current prior-
itivs as identified by TFAR members. The meeting alse
marked the expansion of [FAR membership to include
international funders in Europe. Mr. Pierre LaCroix, of
the International Development Research Centre of Can-
ada, acted as meeting facilitator.

Advance Preparation

To facilitate discussion of research priorities, TFAR
members were asked, in advance of the meeting, to an-
sweor the tollowing three questions.

From vour organization’s perspective, what are:

* The three most important current TV ATDS fssues
{e.g. partner reduction, political will, socioeconomic im-
pact of the epidemicy?

¢ The three to tive most important current HIV 2 ATDS
research priorities {e.y. vaccine development, condom
utilization)?

*The two most important gaps in HIV/AIDS re-
search {e.g. diagnostics, role of cofactors such as STDs in
HIV transmission and disease progression)?

In identifving the rescarch priorities in Question 2,
IFAR members were asked that these retlect the "80-20
law” - i, the top-priority arcas listed should account
for 80 percent of the member orpanization’s international
HIV/AIDS rescarch budget.

Responses to Question 1 -- Major Issues

Approximateiy 50 kev issues were identified by [FAR
members prior to the meeting. At the mecting itself,
these issues were then grouped by the participants into
nine general categories:

*Vaccine Development and Other Biomedical Re-
search;

¢Behavioral Research and Interventions;

*Support for Community Methods of Prevention and
Care;

e Treatment and Research of Sesuallv-Transmitted
Infections and Discases (ST1s and STDs);

*Capacity Building and Infrastructure Strengthening;

sCovernment Commitment and Political Will for a
Rational HIV/ALDS Policy;

sSurveillance and Monitoring;

s [dentification and Setting of Prionties Among Fund-
od Activities; and

*Moedia Messages and Public Response to the Pan-
demic,

Responses to Question 2 -- Research Priorities
Over 30 research priorities were identitied by TFAR
members before and during the meeting, These were

then grouped into the tollowimg three general prosin
ATEedsT

e'revention of HIV Transmission: Interventions and
programs that will either result in the development of o
vaccine, change the behaviors that facihtate trans.
mission, or diagnose and treat related ST

*Provision ot care for HIV-infected personsand thew
survivors: Medical treatments and behavioral strategies
that help nfected per<ons and their survivors twho are
frequently their caregivers) to cope with the disease;

¢ Assessing and providing mechanisms 1or copimg
with the sociveconomic impact of HIV/AIDS: Geo-
political, societal, cultural, and economic imphications of
the burden of the disease, and best possible methods tor
mitigating the impact.

Responses to Question 3 _-- Research Gaps

Approximately 40 rosearch vaps were identitied by
IFAR members. These were grouped mto the tollowmg:
two broad categories:

e Biomedical and vacome research Gaps identiied i
this category included: applicd diagnostios: vacame de-
velopment; universal acvessibility of vacanes: lack of fa-
boratory correlates of FIIV mmunite; assessment ot ca-
pability at proposed study sites: biological, clinical and
virologiv research; better inderstanding ot the natural
history of HIV {includimg appropriate markers ot diseose
progression and immunityy improved diagnostics tor
pediatric HIV intection; simpler ond inespensive dv
agnostic tests for treatable STOS; female-controfled barsi-
er methods for preventing STis and rescarch on the
entent to which cotactors, HIV variation. and cuitural
determinants mav influence host response to HIV
vaccine candidates.

¢Behavior change rescarch and mtervention. Gaps
identitied for this category included: gendoer targeted
approaches to behavior change; socictal constrasnts on
gender-targeted approaches; the lack of msiehis and per-
spectives in the hterature from those most aftected by
the pandemic; soctoeconomic difterentiation o HIN
transmission; and accessibility of research findings to ad-
vocates, infected persons, and their survivors,

Future Directions for IFAR

As one of the tinal topics of the November meeting,
membuers discussed whether IFAR had talfiiled its man-
date as a forum for information xchange and net-
working i a neatral setting, Members also considered
whether ITFAR should continue once its term at the In-
stitute of Medicine was completed in mid -1992 Mem-
bers agreed that o subcommittee should be tormed to ex-
amine the TFAR mandate to supgest whether the
Forum's structure and activities should be amended to
adjust to the changing characteristics of the HIV . ATDS
pandemic in the 1990s,

The subcommittee met twice i late 1991 and «ub-
sequently presented its sugpestions to the full TFAR

(continued on page 4
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membership at its March meeting. At this mecting,
members were asked to address the tollowing four mter-
related questions,

11 Should IFAR continue in any form?

2) Should IFAR's membership include only North
American-based funders, or should it include
funders from other regions of the world as well?

3) Should IFAR serve solely as a means for con-
veving tunders of international HIV / ATDS re-

search, or should it adopt a more proactive role,
for example, by encouraging increased dialogue
between funders and developing world recipients
of those funds?

4) Where should IFAR be located?

Members agreed that [FAR should continue in scome
form. The Intcrnational Development Research Centre
of Canada indicated interest in hosting IFAR, provided
that the Forum were to be trulv international in mem-
bership and activelv informed by a wider community of
international HIV/AIDS experts, for example, regional
and local recipients of funding. The Global Programme
on AIDS of the World Health Organization also ex-
pressed interest in hosting IFAR. It was suggested that
the Programme could convene funders on at feast an an-
nual basis to review their international PUV/AIDS-
related research and intervention programs. Members
irdicated support for both proposals and agreed that the
International Development Research Centre should ex-
plore potential tunder interest in participating in a re-
vised forum. -

The International Forum for AIDS Research

is located within the Division of Inter-
national Health, Institute of Medicine, Na-
tional Academy of Sciences.

2101 Constitution Avenue, N.W.
Washington, D.C. 20418

Tel: (202) 334-2348

Fax: (202) 334-3861

Direct inquiries to:

Dana Hotra, MHS, Deputy Director




