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SAHARA, or the Social Aspects of HIV/AIDS Research Alliance, is a resource network that facilitates social science research on HIV/AIDS in sub-Saharan Africa.  

The first SAHARA Conference was held in Pretoria in 2003, and this year it was held in Cape Town from 9-12 May.  Hosted by the Human Sciences Research Council (HSRC), the theme of the second African Conference was “Social Aspects to Care and Treatment”.  Its aim was to discuss ways of linking findings from social sciences research to practical HIV/AIDS prevention strategies, in order to prevent the further spread of HIV and mitigate its impact on the African continent.  Programme topics included nutrition, food security, the financing of AIDS, legal and customary law issues, drugs and trade-related issues, and children and orphans.

The Conference was particularly useful in introducing SAHARA to a variety of organisations doing HIV/AIDS work in Africa, and to integrate SAHARA’s activities more closely with those organisations. 

Day 1:  Framework for access to care

During the first day’s plenary session, Olive Shisana (HSCR, SAHARA) described SAHARA’s purpose in terms of a resource network for sub-Saharan Africa, which is to link researchers and institutions. Research generates evidence for decision-making, and as such, can usefully inform policy and practice.  SAHARA’s outputs were listed as pilot interventions, increasing research capacity in developing countries, decreasing social barriers to access to treatment, “Best Practice” documents, policy briefs, the SAHARA journal, and a regional database and website providing research information via the Internet.  Shisana noted that there is a need to sign agreements with regional institutions and communities to develop networks towards a concerted and combined effort in fighting HIV/AIDS.  She also encouraged greater involvement of women.

Policies of access to care

Miriam K. Were (Chairman, National AIDS Council, Kenya)

Miriam Were gave a powerful presentation during Monday’s plenary, saying that AIDS was endorsing the view that Africans are helpless and “can’t make it”.  This is simply not true, but the devastating impact of AIDS on the continent does mean that countering hopelessness is a major challenge. Even in countries where treatment is available, people needing it are still not able to gain access to it.  

“We need to replace hopelessness with hope and optimism”, said Were.  “We need research, but we have to be careful that while we are researching we also have action groups and activists working to turn the HIV/AIDS pandemic around.”  She cited the story of a ship’s cook:

A ship’s cook was preparing a meal for the captain of the ship while they were out at sea.  He was busy making the custard for the pudding when an alert sounded to say the ship was in trouble and taking in water.  All crew were asked to assist in bailing.  A seaman came to call the cook to help, but he replied “I am making pudding for the captain and it must be perfect”, and he continued stirring, refusing to leave his station in case the custard burnt.  The crew could not save the ship and it sank, with the seamen, captain and cook still on board.  The morale of the story is that if we are so intent on stirring the custard to make a perfect pudding, we may not realise that the ship is sinking.

What research is required?  

1. Research on self-image.  We need to entrench a positive self-image in people.

2. Research that empowers people, for example that empowers community-based healthcare workers, who are confronted on a daily basis with the distress and horror that is full-blown AIDS.

3. Genuine research.  There is a dire need for authenticity, and researchers need acknowledge this.  They need to bring something to the communities they are researching, and not merely adopt the approach: “We know nothing, you know everything”.

SAHARA must help Africa help itself to counter disempowerment, and so spread throughout Africa the energy of hopefulness.

Issues of human resources in scaling up access to anti-retroviral treatment

Rob Stewart and Ashnie Padarath (Health Systems Trust, South Africa)

Stewart and Padarath looked at the Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment for South Africa, as well as other literature, and conducted formal, semi-structured interviews with key stakeholders to investigate the human resource requirements of scaling up access to treatment in South Africa.

Based on an estimated 1,4 million people requiring Anti-retroviral Therapy (ART) in South Africa by 2009, 14 000 new healthcare workers would be needed by 2008.  

In particular:

	Category of Staff
	March 2004
	April 2004-March 2005
	April 2005-March 2008

	Medical Officers 
	76
	271
	628

	Professional Nurses
	228
	813
	1833

	Enrolled Nurses
	152
	542
	1255

	Assistant Nurses
	152
	542
	1255

	Pharmacists
	76
	271
	314

	Pharmacists/Assistants
	76
	271
	314

	Dieticians/Nutritionists
	76
	136
	314

	Social Workers
	38
	136
	314

	Lay Counsellors /Community Health Workers
	760
	2710
	6275

	Administrative Clerks
	152
	542
	1255

	TOTALS
	1786
	6233
	13805


Reasons for the current lack of staffing were summarised as: 

· Training curricula not being matched to the needs of key communities accessing the healthcare system.  

· Attrition of staff from the health sector to other sectors, and from regions of need to regions of surplus (or overseas).  

· Where staff are available, there is sometimes a mal-distribution of resources between the public and private sectors and between rural and urban areas, with the private sector and urban areas claiming a disproportionately greater number of staff.

Short-term solutions to the current lack of requisite staff could be to:

· Redeploy existing staff to areas of greater need

· Make employment more enticing by reviewing incentives, remuneration packages and conditions of employment 

· Improve recruitment channels

· Recruit foreign personnel to assist while more staff are being trained

Medium- to long-term strategies to address the situation could be to:

· Develop mid-level workers

· Develop a comprehensive human resources strategy  (involving a review of current forecasts for human resource requirements)

· Train more staff appropriately

· Ensure equitable staff allocations by reviewing the impact of the strategy

Stewart concluded by emphasising that the success or failure of scaling up access to ART and ensuring strong primary health care services hinges on the availability of skilled human resources to underpin the health system.  The current situation requires emergency action as well as medium- to long-term development planning. 

Negotiation for access for research:  experiences from two large research projects

Donald Skinner, S Mfecane, L Simbayi (HSRC, South Africa)

Skinner related lessons learnt from two large research projects carried out in communities and emphasised the importance of negotiating access to the selected community in the planning stages of research, because the time required to gain access is often underestimated.

He suggested some tips for successfully and sensitively conducting community-based research:

· Draw community representatives into the research teams.

· Share crucial documentation with community representatives.

· Take time to develop trusting relationships with community members.

· Involve all stakeholders in as many aspects of the research as possible, right from the beginning.

· Obtain community comments on the research instruments.

· Have absolute respect for the community, take account of the social norms, rules and etiquette that is observed in that community.

· Note the power relationships in the community and ensure that you are aware of power dynamics that could arise during the research process.  Internal conflicts in communities can derail research, so be very aware of group dynamics.

· Take note of events that occur in the community which could impact on the research process.  For example, during one of the HSRC’s research projects in which they were taking blood samples from community members, a rumour broke that the Democratic Alliance had sent white people to inject them with HIV so that black citizens would get sick and would not be able to vote in the upcoming elections.  The study had to be halted and the rumour quashed before the researchers could continue with their work.

· It is crucial to tie research into an intervention.

· It is always wise to remember that while the researchers are the ones doing the investigation, they themselves are also constantly being evaluated by the community.

Integration of HIV/AIDS care at the local level: the role of local government

Kevin Kelly (CADRE, South Africa)

While there is an increasing need for social services in urban areas there is also a risk in locating HIV/AIDS responses at the local level.  Many local municipalities have longstanding service delivery backlogs and a lack of funds for to provide basic services.  In many instances, health services are not integrated with local government services, so there is a danger of duplication as they act in parallel rather than in collaboration, and the HIV/AIDS response is, as a result, not co-ordinated.  A further risk arises in that local governments’ mandates are not clearly defined and communicated, leading to misunderstandings about roles and capacity.  

The benefit of mainstreaming HIV/AIDS services into local government is that these municipalities are enabled to disburse funds (whereas, presumably, larger bodies such as provincial or national government take longer to spend their budget allocations).  There is a greater awareness of need at the local level, because the closer to the ground the institution is, the better understanding it has of the priorities and needs of the communities it serves.

How can local government be initiate and maintain an effective HIV/AIDS response at city level?

1. By displaying vocal and proactive local leadership.  Leadership is paramount in order for any strategy to be successful.

2. By formulating an integrated development plan that mainstreams HIV/AIDS into all municipality departments and service focus areas.

3. By forming local AIDS councils that can assist in developing a local response strategy to HIV/AIDS.

4. By formalising partnerships with civil society and non-governmental organisations.

5. By making resources available to NGOs and other organisations, for example charging a nominal rent for the occupation of otherwise unused buildings.

6. By developing and maintaining a continuum of support, care and treatment services in the city.

7. By creating referral networks.

8. By sharing and distributing HIV/AIDS information.

Day 2 : Critical Issues

During Tuesday morning’s plenary, Erich Buch (NEPAD, South Africa), talked about the potential for research to contribute to achieve NEPAD health and HIV/AIDS goals.  One such goal is to stop the spread of AIDS by 2015.  To do this, a strategy has been developed to target TB, Malaria and HIV/AIDS as disease priorities.  This strategy needs commitment from governments in Africa, especially in terms of their financial support for NEPAD.  According to the Abuja Declaration, 15% of each government budget should be allocated to health.  However, currently, countries have to committed the requisite funds in terms of this agreement.

NEPAD is not an intervention agency; rather, its role is to guide development efforts in Africa.  As a small organisation, it cannot work independently with each country, but works through economic organisations attached to the broader group of countries. The responsibility of achieving NEPAD goals lies with the countries themselves insofar as they integrate the NEPAD strategy into their own country’s plans and programmes for targeting disease. 

“Research can play a role in terms of achieving NEPAD’s health and HIV/AIDS goals,” said Buch.  “For one thing, research provides the information required to guide practice, especially to implement best practices.”  He said that governments and communities need to work harder to bridge policy-research-intervention gaps.  Buch undertook to disseminate the summary report of the Conference proceedings to all NEPAD governments.

Dr Phetsile Dlamini (Policy Advisor to the HSRC, Kenya), agreed that evidence-based research was required to inform HIV policy.  NEPAD is perceived as the “baby” of the African heads of State, and their pro-research stance augurs well for increasing the research capacity of developing countries.  Dlamini urged researchers at the Conference to share their findings more widely, encouraging African solutions to African problems.  The benefits of research lie in monitoring successes and failures, learning from past experiences, spending more efficiently and promoting community ownership.  

Dlamini concluded by describing the role that researchers can play: that is, researchers need to map the terrain that needs to be travelled.  Accordingly, policy-makers need to rely more on research as their navigating tool. 

Stigma as an obstacle to prevention and care of AIDS and STD in marginalised populations

Dr Placide Tapsoba (Ghana)

Tapsoba related some of the difficulties in researching men who have sex with men (MSMs) in Ghana, such as the resistance by communities and reluctance of government, NGOs and donors to provide political “back-up” for interventions resulting from their research findings.  Male sexual relations are criminalised in two thirds of African countries, including Ghana, and this increases the stigma and discrimination faced by MSMs in trying to access health services.  

Interventions have been attempted based on the findings of their research, such as the provision of referrals for STI treatment, condom distribution, lubricants and the development of networks.  

Interestingly, Tapsoba related that local researchers do not want to be involved in MSM research, and that usually foreign researchers carry out these studies.  There is a need in Ghana for MSMs to be able to access the healthcare system effectively, without the threat of discrimination.  It is crucial that services for MSM are integrated into the national AIDS programmes, in order for this group to be adequately and effectively served as members of the general population.

Problems regarding taking charge of orphans and vulnerable children (lessons from Senegal)

Ngagane Mbaye (Senegal)

HIV prevalence in Senegal is low at 1,4% and the country has a comprehensive national strategic plan in place for HIV testing, ARV treatment and pMTCT.  Notwithstanding this, Senegal has a conservatively estimated orphan population of 20 000.  

Mbaye reported on research done by Cheikh Niang (UNICEF, Senegal) in 2002 on orphans and vulnerable children (OVCs), and noted that working with orphans is too late!   He stressed that work should be initiated with families now, beyond biological ties and incorporating wider community neighbourhood networks, as households reprioritise their needs and many poor parents give their children to other families to look after.  

But how do we work with families?  How do we begin to address the situation of orphans and vulnerable children?

According to Mbaye, a declaration signed at the United Nations in 2001 stated that policies needed to be in place by last year (2003) for implemention by 2005.  In Senegal, a consultative framework exists to develop the principles for OVC programmes.  

The principles constituting this framework are:

1. Identify and assess the needs of OVCs.  Each family and each OVC needs to be identified and their needs assessed, and this should not be limited to those infected and affected by HIV/AIDS.

2. Strengthen the capacities of families.

3. Develop partnerships and harness synergies where multiple programmes are active.  Mainstream these programmes, or form collaborations and coalitions between programmes with similar aims.

4. Assess the impact of interventions.

Said Mbaye: “It is vital that we always strive to preserve and maintain the concept of family.” 

Metropolitan municipalities and HIV/AIDS programmes in South Africa
Ntombini Marrengane (SA Cities Network, South Africa)

Cities make a considereable contribution to the social and economic life of South Africa.  Our cities are home to 16,5 million people (37% of the country’s total population) on less than 2% of its land area.  Nine cities make up a large proportion of South Africa’s built environment.  In 2001, these cities consisted of some 4,6 million formal and informal dwellings, which is approximately 41% of South Africa’s total 11,2 million dwellings. 

Marrengane, from the South African Cities Network (SACN), reviewed the challenges of and responses to HIV/AIDS with reference to specific South African cities.  

The provision of VCT services is a mandate from national government, but there is a distinct lack of co-ordination within and between provinces and municipalities.  There is also lack of clarity within municipalities of the diversified roles and responsibilities for HIV/AIDS programmes.  Almost all municipalities have instituted HIV/AIDS programmes, but these are not moving forward in a cohesive manner.  For example, not all programmes are even situated in the same department.  So far, it seems that those programmes under the responsibility of the Department of Health are faring best.  Emerging models for municipalities are, for example:

· Cape Town municipality: has a comprehensive workplace programme for more than 20 000 people, and pilot ARV programmes in resource-constrained communities

· Msunduzi municipality:  has strong political leadership and an extensive network of stakeholders committed to HIV/AIDS.  No programme existed prior to 2000, but now an enviable continuum-of-care strategy is in place, and a database for access to services like treatment and VCT can be searched by area.  

· Ekurhuleni and City of Johannesburg:  implements HIV/AIDS programmes via successful ward-based activities.  Local government working with NGOs pays dividends with potential donors, for example in donating surplus government buildings as training facilities.

Immediate Challenges for Cities:
· National ARV Treatment Programme 

· Do cities have a treatment strategy?

· If so, how do they align with the National Treatment Plan?

· Referral networks 

· Managing patients who do not meet selection criteria

· What plans are in place for managing the growing population of orphans and vulnerable children?

Seven critical success factors for a comprehensive response to HIV/AIDS:
1. Visible political leadership 

2. Community participation and mobilisation

3. Non-partisan co-ordination

4. Partnerships with non-municipal stakeholders 

5. Integration with other initiatives across sectors and spheres of government 

6. Effective use of information to inform city-level responses 

7. Local, national and international resource mobilisation 
Day 3 : Constructing Responses

The first speaker at the Day 3 plenary session was Emmanuel Lagarde (France).  He discussed HIV surveillance techniques, noting that first- generation surveillance was based on HIV/STI sentinel surveys, and that second-generation techniques could be described as behavioural surveillance.  The reason for the differentiation is that second-generation surveillance allows for early warning of the HIV, informs programme design and better explain the epidemic’s cause and trajectory.  Furthermore, because antenatal clinic data is inherently biased, there is a need for population-based surveys.

But how to conduct behavioural surveys?

Who should be surveyed?  In low-prevalence countries, the focus should be on high-risk groups.  Population-based surveys need only to be done occasionally.  In countries with generalised epidemics, population-based surveys are needed first, and then surveillance among high-risk groups can be done.  However, this is expensive.

Because behavioural surveys are based on standardised questions given to predefined populations, it is important to add qualitative data to these surveys. Qualitative information helps to uncover emergent risky behaviours and other issues not previously considered, and therefore not included in survey questions.  For example, the differences in the rate of spread of HIV cannot be attributed to sexual behaviour alone, so what else could it be?  Behavioural surveys could show that circumcision, or HSV-2 infections, or a change in migration patterns also play a part in the transmission of the Virus.

Interpreting survey data

Interpreting survey data is a complex matter.  The HI-Virus evolves sequentially and geographically, and when interpreting data, it is important to note the time and place at which a country is located on the epidemiological curve.  A poor understanding of key factors contributing to the spread of HIV leaves room for erroneous interpretation.

Likeness Simbayi (HSRC, South Africa) continued the plenary session by presenting on the HSRC’s Household Surveillance Report issued in 2002.  This was a large-scale, costly, population-based survey that included participants of all age and ethnic groups, and profiled women, men and children, covering formal urban and rural areas - as opposed to antenatal clinic data which represents only women of child-bearing age, who have had sexual intercourse, and who are mainly African.  

However, while the sample selected was representative, Simbayi noted that some people did refuse to take part in the survey, but because many did not know their HIV status, non-participation cannot be assumed to imply that they were HIV-positive.  

Many African countries appreciate the value of such behavioural surveys.  Previously, Mali, Zanzibar, Zambia and Kenya conducted demographic and health surveys (DHS) with HIV testing, known as DHS+.  Comparing their results with antenatal (or UNAIDS/WHO) data showed the following:

	
	UNAIDS/WHO
	DHS+/HSRC*

	S.A. * 2002
	20,1%
	15,6%

	Kenya 2004
	9,4%
	6,7%

	Zambia 2003
	21,5%
	15,6%

	Mali 2001
	2,1%
	1,7%


Botswana was conducting an Impact Survey, the results of which would be available at the end of 2004.  Lesotho was carrying out fieldwork for a behavioural surveillance project, and Swaziland and Mozambique were finalising their proposals for similar surveys.  UNAIDS/WHO have adjusted their figures of HIV/AIDS statistics throughout the world based on such household survey results.

Simbayi said it was hoped that the Nelson Mandela/HSRC household survey would be repeated as soon as the second half of 2004.

Meeting the UNGASS targets on financing the health care system to enable delivery of HIV/AIDS programmes: a case study of six countries in the SADC region

Dr Gayle Martin (South Africa)

Martin began by reflecting on the Abuja Declaration of 2001 in which each country signatory stated that they would both commit resources and ensure that they were used effectively for HIV/AIDS programmes, and that 15% of annual State budgets would be committed to the improvement of the health sector.

These targets were affirmed at the UNGASS gathering.  

The study reported on by Martin looked at HIV/AIDS financing of six African countries against the backdrop of the Abuja and UNGASS targets.  She emphasised that one non-trivial limitation of the study was that it did not take household expenditure into account.

They found that in total, US$250 million had been committed to HIV/AIDS programmes, but that of this, only US$70 million had been sourced from government funding.  The remaining US$180 million had been financed by external funders.

“It is important”, stressed Martin, “that external funding does not outweigh government funding.”

HIV/AIDS care and treatment in Senegal

Dr Safiaton Thiam (Senegal)

Dr Thiam described Senegal’s response to the HIV/AIDS epidemic.

1978 – STI programme in place

1986 – Early National AIDS Programme

1987 – Integration of STI and AIDS programmes

1989 – Blood Transfusion Safety Policy

1998 – Initiative for Access to ARVs (ISAARU): 86 patients on treatment

2002 – Established National AIDS Council

2004 – 2 200 patients on ARV treatment

Numerous behaviour-change programmes and Information, Education and Communication (IEC) interventions have been implemented, with the involvement of thousands of NGOs as well as government departments.  The AIDS Programme has the support of the ministries of Health, Education, Women, Youth and Development, and the Army.  The programmes also boast NGO, civil society and business involvement.

Some of Senegal’s HIV/AIDS objectives for 2006 are:

· To keep HIV prevalence below 3%

· To have 7 000 patients on ARV treatment

· To significantly decrease the socio-economic impact of HIV/AIDS

In order to do this, they aim to develop nationwide intervention and prevention activities and to decentralise efforts.

Thiam reflected on lessons learnt:

· Political commitment is critical to the success of a national response to HIV/AIDS.  

· ARVs are the entry point for other related health issues, such as VCT and pMTCT.  In Senegal, VCT services had to be scaled up rapidly once ARVs were made available.

· Health systems need to be strengthened.

· The importance of involving the community cannot be underestimated.

