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1. ACHIEVEMENT OF THE RESEARCH PROJECT OBJECTIVES

State the scientific/technical objectives of the project as set out in the Project Memorandum and approved by DFID. Indicate any modifications to these objectives which have been agreed with DFID.  Summarise achievements against broad statements of intent.  
The programme purpose was:

“To inform and integrate policy and planning across all sectors and civil society with regard to:

· Normalising responses to HIV/AIDS

· Reducing HIV and STI transmission

· Mitigating the impact of HIV/AIDS,

· Care and treatment of HIV

in particular for poor and vulnerable people” 

The programme seeks to: 

1. Generate generalisable knowledge to inform the development of effective, sustainable and normalised multisectoral policies and interventions in HIV & STI prevention and care in resource-poor countries; 

2. Develop a conceptual framework and operational model for integrated multisectoral responses and interventions with appropriate targeting as well as relevant process indicators.  

3. To provide tools for tailoring multisectoral policies and intervention packages to local social, cultural economic and epidemiological circumstances. 

A key rationale underpinning the programme is that major prerequisites of sustainable interventions strengthen community-level participation and the delivery of a multisectoral response. We aim to target knowledge generation activities according to the principles of greatest need and ability to benefit.  The programme will have a dual focus on Africa (with the highest STD/HIV morbidity and mortality rates) and Russia/FSU (with the fastest increase in number of new HIV infections occurring), where the lead institutions have particularly strong collaborations in place. The KP will also build up activities through collaborators in Asia and Latin America, and will be responsive to DFID and individual country needs as these are expressed over the KP time frame.

Have the objectives of the research project been achieved?  If not, why not? 

The programme achieved substantial results in each of these three overall objectives. The linking of the work in Africa with that in Russia/FSU provided many opportunities for transfer of lessons learned from one context to another, but also highlighted the need for finings to be considered in terms of the social, cultural and economic context. The KP also engaged with a number of key people in research and policy making involved in the field of HIV and AIDS in six South East Asia countries. This provided the opportunities to translate the lessons and evidence from the research arena into the policy and implementation arena into the contexts of these countries. 

OUTPUT 1: Identification of knowledge needs and research opportunities emerging from the evolving HIV/AIDS epidemic
	OVI’s
	Comments
	Key Documents

	1.Ranked List of knowledge gaps identified


	Each annual meeting of the KP discussed knowledge gaps in relation to the KP’s Purpose and reviewed progress by KP projects and other studies towards bridging these gaps 
	KP Annual reports

Bi annual International AIDS conference presentations and programme

“AIDS in the 21st Century: Disease and Globalisation”

“Report of the Commission for Africa”



	2.Responses to requests for KP Technical Assistance (T/A), advice and inputs
	Approx 100 by members of KP through DfID, WHO, Global Fund, LATH
	

	3.Project proposals submitted
	61
	

	4.Workshops on Knowledge Gaps and generation


	5 Annual meetings of the  KP; 

3 meetings of the South-East Asia HIV Network

3 Workshops at International AIDS Conference
	

	5.Number/importance of new areas and research opportunities identified
	The key new areas identified are

Quality of Life in ARV treatment

New variant famine as an impact of HIV
	

	6.Dialogue with DFID and other funders to promulgate activity in these areas
	Prof Gilks with DFID, WHO and UNAIDS;

Prof Whiteside with DFID, UN agencies, Commission on HIV/AIDS and Governance in Africa 

Prof Renton with DFID, Governments of Former Soviet Republics 
	


OUTPUT  B1:  New knowledge available
	OVI’s
	Comments
	Key Documents

	1. pathways to develop inter-sectoral policies and networks
2. ways to normalise and mainstream HIV/AIDS&STI activities at all levels
3. the social, economic and cultural influences on sexual behaviour that affect HIV&STI transmission
4. mechanisms for modifying these influences to reduce HIV transmission
5. approaches to mitigate the impact of HIV/AIDS in the poor


	Over 195 publications have been produced with at least 20 others currently submitted
In particular see the tools for :
· Mainstreaming HIV/AIDS

· Whole Systems Assessment and Response studies: 
· Political analysis work of the KP

· Gender and Health studies in  Africa and Asia
· Equity work spearheaded by REACH in Malawi
	See publications lists from Annual Reports and the KP documents on the DFID website R4D 

“The Political Economy of AIDS in Africa”

“Global Health and Governance in HIV/AIDS”

“Gender and sex work issues in the HIV epidemic amongst injecting drug users in Togliatti City, Russian Federation”
“Sexual Behaviour in Russia: who is at Risk?”
“Gender, Equity: New approaches for effective management of communicable disease”
“Synthesis studies on researching the poor in health sector: counselling and testing and anti-retroviral therapy”
”Determinants of vulnerability to malaria, tuberculosis and HIV/AIDS infection and disease: Meso-macro factors”
“Mainstreaming HIV/AIDS in Development Sectors: Have we learnt from Gender Mainstreaming”
“Declines in HIV prevalence can be associated with changing sexual behaviour in Uganda, urban Kenya, Zimbabwe and urban Haiti”


OUTPUT  B2: New products developed
	OVI’s
	Comments
	Key Documents

	1. virucides/microbicides

2. Whole system assessment & response tool
3. advocacy tools
4. Activity maps for inter-sectoralising
	The activities within virucide/microbicide studies that the KP was involved were the identification of the social factors influencing the use of, and the policy implications of such products
The WSAR work is still ongoing

The Mainstreaming Tools have been well received as evidenced by our commissioned HEALTH LINK review of the influence of the tool 
	 “A toolkit for rapid assessment of health systems and tuberculosis control: Systemic Rapid Assessment Toolkit: (SYSRA)”
“Bypassing Districts? The implications of sector wide approaches and decentralisation for integrating gender equity within district level health systems: experiences from Uganda and Kenya”
 “Back to Basics: Does decentralisation improve health system performance? Evidence from Cera, Northeast Brazil”
HEALTHLINK review of he Mainstreaming tool

”Individual and district scale determinants of users’ satisfaction with primary health care in developing countries”
 “The epidemiological impact of antiretroviral use predicted by mathematical models”
 “Mainstreaming HIV/AIDS in Development Sectors: Have We Leant the Lessons from Gender Mainstreaming”




OUTPUT  C: Dissemination
	OVI’s
	Comments
	Key Documents

	1. New knowledge communicated to policy makers and agencies

2. New technology      
a. transferred  to users
	A total of  64 policy briefs were produced 

The number of dissemination meetings with policy makers and international agencies is approximately 40. 
Technology transfer has been largely through Capacity building
KP staff have been closely involved in advocacy and lobbying from a knowledge of the KPs evidence base Consultancies have provided a further channel for dissemination of  KP outputs
	All documents produced by the KP
In particular the reviews and policy briefs are of special relevance 


Capacity building was also key output of the KP and is dealt with in section. 

The programme was successful also in obtaining multiplier funding to the value of £110,494,270 that   expanded the number and depth of the studies undertaken. 

The Knowledge Programme has largely achieved its research objectives. The DFID KP permitted the generation of significant multiplier funding and support small but innovative and influential projects. The major difficulty for HEARD as an academic institution in an African country has been attracting and retaining staff. 
2. SUMMARY OF THE RESEARCH WORK

Please provide a lay summary of the knowledge programme in no more than 500 words, which can be published on the DFID website.  Please include the key achievements in the summary.  Give an account of the main activities undertaken. Indicate whether any of the planned activities have been modified or have not taken place, and if so, why and how
The programme set out to provide new research findings that would influence government policy in both developed and developing countries on how they could best respond to HIV and AIDS. 

In developing countries we had two aims. We wanted to influence the strategic goals that those countries had set for reducing HIV and STI transmission, and for the care and treatment of people with HIV. We also wished to influence how countries try to alleviate the burden of HIV and AIDS on individuals, families and communities in most need. A vast body of new knowledge in the shape of 195 publications was generated from the programme in respect of both of these aims, and we engaged in a great deal of lobbying (through policy briefs, meetings, personal contacts, conferences, etc.) with the policy makers and politicians in those countries to get them to hear the messages arising from this knowledge. A key message was that treatment contributes greatly to slowing the spread of HIV by increasing willingness of people to be tested and by reducing the infectiousness of those affected. However the potential for treatment to influence prevention by increasing the face to face opportunities for persuading people to change their risk behaviour remains open to question. We have also championed the view that “Quality of Life” is as important as survival in assessing effectiveness of treatment and care, providing cost effectiveness evidence to support this outcome as a key goal for HIV policies. We also established some guidelines to help governments to adopt a multi-sectoral approach to tackling HIV, which we firmly believe will contribute to making HIV a more immediate concern for developing countries since they can then understand how it represents a barrier to development rather than being seen as an embarrassing health issue.

In developed countries, we wished first to assist DFID to prioritise its goals and thus its spending on direct support for tackling HIV and secondly to engage other international agencies in working on common agendas that make more effective use of AID to the most affected countries. Our key message was to normalise the response to HIV and AIDS by basing priorities on evidence of what works, and to move away from the tendency to use support for HIV and AIDS control as a political and moral football. The key influences were brought about by Prof Charlie Gilks working with WHO on its “3 by 5” initiative, by Prof Alan Whiteside working with the UN on the “Commission for HIV/AIDS Governance in Africa”, Prof Adrian Renton working with the Governments of Former Soviet Republics on the spread of STI’s and HIV in relation to injecting drug usage, and Dr Dave Haran working with policy makers and researchers in the South East Asia HIV Network to connect knowledge to policy in six south-east Asian countries. Through these pathways the evidence from the numerous programme studies were brought directly to the attention of those with the power to translate them into policy and practice.  

Please include an annex to highlight up to 10 of your most important/significant findings, in no more than 500 words each.  These can cover: 1) knowledge outputs, 2) impact on policy makers or practitioners (local, national or international), 3) capacity development and 4) other areas. SEE ANNEX 1
3. RESULTS/FINDINGS OF THE RESEARCH PROJECT

Summarise the results using tables, graphs or sketches where possible.  How are the findings being disseminated?  Include abstracts of all publications (draft and published) as an Annex.   Highlight any influence (local, national or regional) achieved
	Major Research Findings
	Implications for Policy, Programmes and Practice

	1. Public sector impact difficult to measure – work carried out for the Commission on HIV/AIDS and Governance in Africa
	Need to put in measures to assess this and develop responses

	2. Orphan number in schools in rural KwaZulu-Natal rising rapidly
	Education department and schools need to respond

	3. Traders in Warwick Junction Durban unable to access services because they do not have addresses locally
	City department to consider providing addresses

	4. Access to ARV treatment will be distorted by costs of therapy
	ARV programmes will have to address equity issues of treatment a theme that has been taken on board by the work of our Malawian partners

	5. Lighthouse study 1 – patients understanding of their illness, ART and barriers to accessing care and treatment
	Findings have been followed through as policy

Study findings being rolled out across Malawi

	6. Lighthouse study 2 – Barriers faced by the caregivers of children in accessing and adhering to ART
	The needs and priorities of both children and their caregivers are being discussed with the MoH

	7. EQUINET Study – monitoring equity in ART scale up
	There is high-level support for this work in Malawi and it is being reviewed by the Equity and ART Working Group, which is chaired by the Ministry of Health

	8. Thyolo study – Access and adherence to ART in Thyolo
	A gender equity analysis: the research study is underway. Opportunity costs are a critical issue especially for those who have to travel far

	9. Framework for monitoring equity in access and health system issues in ART programmes in Southern Africa
	The indicators have been adapted in order to conduct our equity analysis of ART scale up 

	10. Is there potential for abuse in the counselling room 

 
	Professionalization of VCT counsellors through licensure and legislative action for improved accountability and protection of clients

	11. HIV transmission implications of treatment for STIs in Malawi  
	Investigation of the practices of traditional healers, including how far they perceive the need to and are able to take measures to prevent HIV transmission

	12. What are the gender dimensions of access to ART and how far does ‘free’ treatment improve women’s access.  
	The ‘package’ of free ART needs to include necessary tests and supplementary drugs, improved clinical quality and, and attitudes of service providers

	13. Decreases in HIV incidence associated with behaviour change were found for Uganda, Kenya, Haiti, Ethiopia and Zimbabwe but not for South Africa, Malawi and Rwanda


	Risk behaviours across the population have reduced reducing HIV incidence The peer led SW interventions combined with syndromic STD management significantly changed knowledge and some behaviours in Zimbabwe but not on the scale to have any impact on HIV incidence ARV treatment alone is not a preventive strategy. Syndromic treatment generates most utility (Data from South Africa)

	14. Initial effectiveness of the unique triple nucleoside drug combination used in DART (AZT, 3TC, TDF)
	Triple nucleoside regimens can be considered as potential first line options in treatment guidelines. TDF is likely to be added as a first line ARV

	15. Safety to use AZT in African populations with borderline nutrition (anaemia, neutropenia)  
	AZT and D4T are interchangeable first-line drugs in WHO guidelines. D4T has been preferred because of cost and worries about AZT toxicity. AZT may replace D4T as the preferred first line agent because of far better toxicity and tolerability profile

	16. It is feasible to collect data on HIV prevalence and incidence, acceptability of repeated HIV testing and genital examinations, condom use on the presence of active promotion, and the ability to recruit and retain cohorts in follow-up
	Informed the design of the Phase III trial to test PRO2000 microbicides

	17. The introduction of HAART in Brazil had a major impact on the course of the epidemic, with a substantial decline in the AIDS deaths, opportunistic diseases and hospitalizations
	However, HAART does not have an immediate impact on public health and the delivery process has substantial local constraints in terms of health infrastructure and social inequality 

	18. The Brazilian epidemic is extremely heterogeneous and dynamic, much more than it was thought earlier
	There are serious gaps in the system of HIV surveillance in Brazil Interventions and evaluation need to be carefully designed and take into account geographic variations  

	19. Epidemics of HIV in Central Asia are concentrated among IDUs against high background occurrence of STIs and TB
	Drivers include economic migration and heroin trafficking from Afghanistan; and infections cluster along migration and drug transit routes. These should be addressed regionally through coordinated action by governments of the Central Asian Republics

	20. World Bank analysis conducted in 1997 and which has formed cornerstone of the WHO Policy was wrong.  The correct analysis suggests that technical progress is less important than economic growth in influencing health in the poorest countries
	Technical progress and development of health systems; while being a key priority cannot substitute for economic growth as a driver of health improvement in the poorest countries

	21. Provocation techniques increase the sensitivity of microscopy for gonorrhoea in women but is not cost- effective in relation to culture-based diagnosis
Chlamydia diagnostic tests in use in 2001-2 in Russia were no more than 10% sensitive
	Culture or nucleic acid amplifications should be used; and Russian and other FSU guidelines should be updated to reflect this
Chlamydia diagnostics need licensing control and proper evaluation before use in public health services

	22. There are significant differences in Russian vs. US and European Guidelines on management syphilis. The Russian Guidelines have much weaker evidence base
	Evidence base of the Russian guidelines needs to be strengthened
Consistent International Guidelines are required

	23. Prevalence of HCV, HIV and syphilis among IDUs in Russia is high and represent a serious public health concern, There is a large burden of undiagnosed HCV infections
	HCV, HIV and syphilis prevention interventions for IDUs need to be strengthened

	24. The HIV epidemic can become a new burden for the Russian health sector. So far, the reform process in Russia has not been very successful in strengthening the existing capacities of health systems to address the epidemic
	An uncontrolled AIDS epidemic will impose significant constraints on the economic development of Russia. There is a need to develop and implement effective interventions targeting prevention of sexual transmission in the general population

Those at highest risk in Russia are not in marginal or socially excluded groups but instead are part of the core economically active population. Sexual risk increases with age, job security and earnings

	25. Health-related quality of life assessment is necessary to understand the impact of ART in HIV-infected individuals 
	A comprehensive understanding of the effects of ART including the perceptions of the intervention of those directly affected can only proved to be advantageous for ART programme managers and policy-makers 

	26. Gender Based Violence PEP study, LIV VCT

What are the practical and policy implications of implementing post-rape care services in resource-poor settings?  An operational study on-going in 3 district hospitals in Kenya analysing the acceptability and feasibility of post-rape care services in Kenya aimed at informing policy for scale-up
	A legally admissible documentation form capturing patient information from examination at health facility level approved by the Ministry of Health-A policy implementation framework for Post Rape Care services approved by the DRH/MOH 

-Training curricular and manuals for health providers providing clinical care and counselling developed

-Sexual Violence indicators captured as part of the national M & E indicators contributing to the ‘3 ones’ M & E framework in Kenya



	27. Thyolo study – REACH Trust

Access and adherence to ART in Thyolo: 


	Findings presented and discussed with MSF Thyolo. Joint report is ready for dissemination 

It is critical to further decentralise ART treatment in order to address the opportunity costs faced by patients and guardians.  Food supplements for ART patients need to be prioritised especially in the current environment of severe food shortages

	28. Stigma and HIV in the Nutrition Rehabilitation Units – REACH Trust

A qualitative study to explore ways in which hospital staff’s perceptions of children’s HIV status affects their behaviour and responses towards children and their carers in nutrition rehabilitation units in central Malawi. 
	This is a nested qualitative study commissioned by Action Against Hunger with funding from NAC Malawi to help explain and interpret findings from a broader observational trial comparing the outcomes of malnourished HIV positive and negative children to therapeutic feeding
The following challenges in their ongoing work in the NRUs:
1. strategies to attend to the multiple needs of carers and build better relationships between carers and health staff

2. approaches to address and diminish HIV related stigma in the treatment and responses to both HIV positive children and their carers

	29.The ‘New Variant Famine Hypothesis’:
The interlinks of AIDS and food security 
	Despite repeated warnings that AIDS spells disaster for development there had been remarkably little systematic investigation of how AIDS might contribute to this and was virtually nothing on HIV/AIDS, food security, famine and nutrition. The NVF paper spurred debate and research which has resulted in extensive rethinking around the issue of AIDS, agriculture and food 

	30. Children are being adversely affected by adult mortality in ways that are not immediately obvious. This is the lesson from the HEARD orphan welfare research
	In looking at protecting children from the effects of adult mortality we need to be innovative. The idea of social transfers needs to be explored 

	31. Initial hypotheses suggested that HIV/AIDS might be a security issue. We examined this and argue that the effect of AIDS may have been overstated
	The major impacts of AIDS are on human development, it is neither a ‘war starter’ nor a war stopper. While militaries need to take AIDS into account it is not causing conflict or collapse 

	32. The long term consequences of AIDS have not been fully explored or understood. Our research looks at what has happened using existing data. The nature of the epidemic means we need to develop ways to look forward as well
	There is a need for policy makers to understand epidemiology and be able to look forward to see how HIV/AIDS will impact them


4. POLICY RELEVANCE 

How are the findings relevant to policy?  What are the recommendations for getting the research findings into policy and practice? 

In trying to ensure that findings from the KP would be relevant to policy we have asked ourselves two key questions: how to encourage interventions that are based on sound research and, equally, how to do research that serves the design of effective strategies and policies?

These questions pose the challenge of how to combine the demands of science with those of planning and management. In answer, we have adopted the methodological framework of integration to guide the design and implementation of research projects. This framework is derived from the ethos of sustainable development and draws upon the theoretical and methodological advances made by the environmental sciences, particularly in Africa and the ‘South’.  This approach challenges the orthodox division between pure and applied research. We emphasise empirical study of the impacts of HIV/AIDS, because it can show what is happening (and we need to do sound rigorous research) but we know it cannot show what to do about that. Therefore, our research is designed so that it has practical outcomes.  Furthermore, this framework endorses critical review and expression of values in research, planning and management.  

Practical actions include:

a) Identify the key features of projects that will guide their development into programmes (and draw together different projects already under a research category on the basis of these key features);

b) Define the parameters of our research categories;

c) Refine the research agenda of programmes (in due course and in consultation with donor agencies);

d) Ensure development of a strong theoretical foundation for projects and programmes.  

The policy relevance of each study and set of findings is addressed in the associated publications but also in a broader context within the policy briefs, advocacy sessions and meetings that KP staff have with policy makers and programme implementers.

Recommendations for getting the research findings into policy and practice are:
1. Commission Policy Briefs from the principal investigators for each major piece of research (see for example the policy briefs we have already produced for the VCT and Mainstreaming work)
 2.
Hold a series of themed seminars through the Resource Centres or other agencies (such as ODI) to disseminate the key messages from the KP.

Press releases about good examples of the KP research supporting local programmes of service s for HIV and AIDS (such as the work we are doing with Amangwe Village)

5. RESEARCH CAPACITY STRENGTHENING 

How has the research project contributed to capacity strengthening in either the grant holder's institution or in partner institutions overseas? Cite specific contributions eg, training provided, qualifications gained. How sustainable are the capacity strengthening initiatives?  What wider capacity strengthening activities has the knowledge programme has been involved with e.g. work with policy makers to understand research and using findings, with service users or NGOs to input into research at any stage
For each developing country collaborating institution please give brief details (in tabular form, if preferred)

· the level and nature of collaboration;
· any training activities;

· any  qualifications awarded;

· the extent to which the capacity of the partner institution has been enhanced;

· the potential for sustainability of the capacity development initiatives in partner institutions
	Nature of Collaboration /Training Activity
	Qualifications
	Capacity enhancement

	LSTM
	
	

	Counselling for HIV/AIDS course 
	Certificate
	Training course for staff involved in the HRQoL study in Uganda

	Adaptation and Assessment of Health related Quality of Life (HRQol) Instruments for People Living with HIV/AIDS in Uganda
	PhD Thesis Pending 

	Research

	Workshops in Policy and Service Development in HIV Services for SE Asia Network involving collaborators from six countries
	Certificates of attendance
	Policy and Service Development thinking and situational analyses

	Surveys and Workshops in Quality of Services
	None
	State and facility QA teams have skills in surveys, monitoring and QA

	KP staff undertake operations research with Amangwe staff, MCommH students from LSTM visit to undertake projects requested by Amangwe Management
	1 Masters degree
	Service development and impact monitoring in OVC programme

	Liverpool VCT train NGO government staff in VCT programmes
	1 Masters degree and 1 PhD underway
	LVCT staff develop training skills and research capacity

	Training of staff in qualitative research in qualitative research in HIV, gender, equity and pro-poor analysis and research writing, presentation and advocacy skills
	2 Masters degrees
	Research

	Workshops in Policy and service delivery in HIV Services
	Certificates of Attendance
	Effectiveness of  Policy Influence  and service implementation 

	HEARD, South Africa
	
	

	Annual Planning for AIDS Workshop 2000 – 2005 (two – three weeks)
	Certificate of attendance 
	Training of 35+ people from around Africa annually 

	Health Economics Short Course (2001) (one week)
	Certificate of attendance
	Training of 20 + people 

	Monitoring and evaluation Short Course from 2004 annually and also specially designed M & E course for provincial governments (one week)
	Certificate of attendance
	Training of 100+ people from around Africa 

	Mainstreaming Training Pilot Course (held in 2005, one week)
	Certificate of attendance
	Training of 25+ people from around Africa 

	Staff achieved 


	MA in Psycology
MComm
	Research

	Training in Monitoring and Evaluation; Planning for HIV/ADS
	Attendance certificates

1 Masters degree
	80 participants trained in M & E from across Africa over two one-week courses; 50 participants from across the world trained in a three-week course on Planning

	Various Institutions in Russian Federation
	
	

	Capacity building Workshop in Russian Federation on Modelling
	Certificate of attendance 
	Training of 10 people from around Africa annually 

	Research Training Workshop Russian Federation on Policy Analysis
	Certificate of attendance
	Training of 15 people 


All these capacity enhancements are considered to have reasonable to good sustainability beyond the life of the KP

As the main southern partner in the KP, it is important to emphasise the strengthening of capacity at HEARD which has been enhanced through the KP. We have done this through training of people (including HEARD staff) on short courses and through encouraging our staff to obtain further qualifications. HEARD’s major problem is staff turnover. As is the case across the developing world there are issues of recruitment and retention. 

6. WORK OUTSTANDING 

Have all the planned activities, including data analysis and dissemination, been completed? What action is proposed for completing any outstanding tasks? 

All research activities directly within the remit of the KP have been completed by end of March 2006, except for those reported below. Further analysis of data from these studies will continue within the partner institutions over the next 1-2 years. Dissemination is an ongoing process with more publications that arise directly from these studies envisaged in the next 1-3 years. Broader dissemination will be taken forward in the newly started RPC on the Social Context of HIV.

Work in Uganda 

The HRQoL study (within the DART study which will be ongoing beyond the end of 2006) finishes at the end of January 2007. The data analysis and report of this study will be completed by 31st January 2007.
Work on Whole Systems Assessment and Response

The joint project between HEARD and Imperial College on ‘Whole Systems Assessment and Response Study’ looking at the unintended effects of ART programmes is still ongoing. This began in 2005 and will continue beyond the life of the KP. It is being funded from other sources and we expect it to conclude in 2006. 

7. INTELLECTUAL PROPERTY RIGHTS 

Should the results of the work be protected by patent?   Please give guidance on this and provide all necessary information to DFID to enable a decision to be reached 

There are no products of the KP that are seen as commercially sensitive hence it is our view that they should not be protected by patent. Our involvement in microbicide studies has been as collaborators to look at the social factors influencing the use of, and the policy implications of such products. 

8. FINANCIAL SUMMARY 

Please provide details of total expenditure by financial year ie 1 April to 31 March for the period of the grant
Please note end of project expenditure statement not available up to time of submitting report.  Statement will follow shortly.

	Cumulative Expenditure Statement PY1 to PY5 (April 2001 to March 2006)

	Heading
	Budgeted
	Actual spend
	Variance

	Salaries
	
	
	

	Overheads
	
	
	-

	Subtotal
	
	
	-

	
	
	
	

	Project Costs
	
	
	

	
	
	
	

	Total
	
	
	

	
	
	
	

	
	
	
	

	Expenditure Statement PY5 (April 2005 to March 2006)

	Salaries
	
	
	

	Overheads
	
	
	

	Subtotal
	
	
	

	
	
	
	

	Project Costs
	
	
	

	
	
	
	

	Total
	
	
	


9. LINKS WITH DFID
Please comment on the extent of interaction with DFID Advisers, Field Managers and DFID bilateral programmes.  Have arrangements for monitoring and reporting been satisfactory? (Please include any suggestions for improvement)
The links with DFID advisors have generally been good.  LSTM maintained good links with staff at headquarters in London and several country offices. 

HEARD maintained good links with staff at the headquarters in London and with the Pretoria office. We tried to ensure that our key findings were made available to DFID staff through written reports and briefings. We held a number of seminars with DFID in London and Pretoria. The greatest problem has been the amount of work that DFID has to do. This meant that it was sometimes difficult to find time to present our work – which was not always ‘mission critical’. Nonetheless our opinion is that there has been good interaction (although there could have been more), our work is seen as valuable and is used, and we have found it to be a positive experience. With regard to the monitoring and reporting the fact that LSTM was the lead partner has made this aspect of the KP easy for us. We worked through the School and their familiarity with the KPs and DFID was a huge advantage. 

Imperial maintained good links with staff at the headquarters in London and several country offices. We tried to ensure that our key findings were made available to DFID staff through written reports and briefings. With regard to the monitoring and reporting the fact that LSTM was the lead partner has made this aspect of the KP easy for us. We worked through the School and their familiarity with the KPs and DFID was a huge advantage. 

If DFID were to arrange a seminar series about its funded research programmes please highlight 3 areas that you would wish to cover.  We will use this information to ensure that the relevant policy teams are aware of your work and to inform DFID future seminar planning activities
The key area HEARD would like to cover would be the long term nature of the epidemic. We believe that the impact of AIDS will be felt for decades and we should like to assess this and what it means for policy among both governments and donors. We would, as part of this, emphasise the need for developing effective prevention strategies as if these are not put in place the number of people infected will remain high. 
What is the impact of HIV on civil and government sectoral institutions (CSOs, Faith based, Health Services, Education, etc.)? How will debt relief mitigate the impact of HIV on development?  How do HIV programmes address poverty reduction and to what extent do initiatives such as SWAPs and PRSPs deal with HIV? How do the international financing mechanisms to support poverty reduction impact HIV AIDS; and how the international financing mechanisms to fight HIV/AIDS impact poverty reduction? 
The antiretroviral therapy programmes in Africa have primarily focused on clinical efficacy i.e. increasing survival, reducing opportunistic infections, etc. but have not until now studied the impact of treatment on the quality of life of the recipients. We have collected, analysed and compare quality of life data from ART recipients and HIV-infected individuals without receiving ART in Uganda that will bring insight to ART programmes on the importance of holistic approaches at individual, household and community level for enhancing the success of ART programmes. In addition, it is important to increase the discussion, understanding and assessment of quality of life issues in long-term analysis and in other resource poor settings.

ANNEX 1:

Please highlight up to 10 of your most important/significant findings, in no more than 500 words each
Example 1: Adaptation and assessment of health-related quality of life (HRQoL) instruments for people living with HIV/AIDS in Uganda

HRQoL is a multidimensional concept used to evaluate individuals’ perceptions of well being in domains such as health, social functioning, mental health and others, these assessments are conducted through administering to the participants questionnaires. Only few examples are found in the literature of HRQoL assessment conducted in resource poor settings countries and none are related to the provision of antiretroviral therapy (ART) for people living with HIV/AIDS in Uganda. This study aims to assess how HIV infected individuals perceive changes in their health-related quality of life (HRQoL). 

Results from qualitative data shown that: 1) counselling helped individuals to cope with thoughts of death, depression and stigma, and helped them to comply with ART and to adopt safer sexual practices; 2) myths and misconceptions surrounding the purpose; effectiveness and side effects of ART initially convoluted their decision to seek ART. However, the lack of other option and their deteriorating health compelled them to enrol in the DART trial despite their fears; 3) ART was reported to have improved physical health and appearance of recipients thus enabling them to return to their day-to-day activities. Nevertheless, the positive effect of ART on participants’ perceived quality of life was limited by stigma, pill burden, treatment fatigue, side effects, trouble to maintain privacy for those who had not disclosed their status, fear that visible drug side effects would lead to stigma and socio-economic constraints such as lack of employment and inability to meet basic needs like food and clothing. 
Surveys were conducted with 160 HIV-infected adults (>18 years) from the Entebbe Cohort at The AIDS Support Organization that were not receiving ART. We used the Visual Analogue Scale (VAS), a thermometer-like tool and the easiest tool to administer for evaluating an individual’s own health status whose extreme values of 0 and 1 are interpreted as the worst and best imaginable health states attainable and the MOS-HIV health survey to assess their quality of life. Results demonstrated that these tools are a valid way to assess health states by HIV-infected individuals, supporting the feasibility of routine HRQoL assessment. 
Example 2: ‘The Free by Five Initiative’ – impact on policy makers 

In 2003 the WHO and UNAIDS launched the ‘3 x 5’ Campaign which aimed to put three million people on ARV therapy by 2005. This was an ambitious goal. We noted providing drugs free was not sufficient, there would still be major constraints to accessing therapy. These included user fees, associated medical and laboratory costs and in many instances transport. We developed a ‘Free by Five Declaration’ which was launched at the International AIDS Conference in Bangkok. This stated that 

“We economists, public health experts and policy makers involved in the fight against AIDS are committed to scaling up access to health care, including ARVs, for HIV positive people with the objective of universal access. We consider it a rational economic decision and an absolute priority. We believe that a prerequisite to ensuring that treatment programs are scaled up, equitable and efficient and provide quality care is to implement universally free access to a minimum medical package, including ARVs, through the public healthcare system.”  It further argued that the principle of universal free treatment to access should be adopted. 

During 2004 we ran this campaign and collected signatures for the Declaration from both individuals and organisation. At the end of 2004 we launched the declaration and delivered it to the main decision makers around the world.  The campaign and declaration were widely reported and we were invited to write this up for the Public Library of Science Medicine Journal. The article appeared both on-line and in the print edition.

Example 3: Child Health and Well-being Research Projects

HEARD has a number projects in the area of child health, the Amajuba project in its third year, compares the welfare of orphans with other children in Amajuba district, KwaZulu-Natal province, South Africa. In 2005 the team, based in Newcastle, completed the baseline survey of a sample of 725 children and their caregivers selected from 637 households. The second round of interviews is currently in progress. Initial results indicate that the rate of ‘orphaning’ is higher than official statistics suggest.
The project engages local government and non government child welfare agencies in the development of a coherent district level child welfare management plan. The culmination of this work in 2005 was the co-organisation of a district conference with government and civil society organisations, held in November, to disseminate first round results and bring different organisations together as a start to developing co-ordinated interventions. HEARD also began a project to enable systematic assessment of the value of the conference as part of its advocacy strategy. The ACHWRP is a collaboration between the Center for International Health and Development at the Boston University School of Public Health and HEARD. It is largely supported by a grant from the National Institutes of Health, USA but we have used DFID support on the project.

Other work included development of a spatial framework for the management of support to orphans and vulnerable children in KwaZulu-Natal. This was the compilation of a database of information on the location of orphans and vulnerable children in relation to location, reach and scope of non-government child welfare services in the province. There has been strong emphasis on disseminating the information. This has been further extended to the Western Cape. The project was supported by the Rockefeller Brothers Fund.

Example 4: New Variant Famine and subsequent work 

Southern Africa is currently facing a food crisis is surprising in its scale and novel in its pattern. Proximate causes of food shortages include drought and the mismanagement of national food strategies. However the current profile of vulnerability to starvation is distinctly different to conventional drought-induced famines, and rural livelihoods are collapsing with unprecedented rapidity. In 2003 Alex de Waal and Alan Whiteside published the new variant famine hypothesis in the Lancet. This paper proposed that these new aspects to the food crisis can be attributed largely to the role played by the generalised epidemic of HIV/AIDS in the region. It concludes that HIV/AIDS has such far-reaching adverse implications that we are witnessing a ‘new variant famine.’ 

The paper looked at the four key issues namely: changes in dependency patterns; losses of assets and skills associated with adult mortality; the burden of care for sick adults and orphaned children; and the vicious interaction between malnutrition and HIV infection. The approach taken in this paper is to utilise frameworks drawn from famine theory, vary their assumptions in line with the implications of HIV/AIDS for human capital, and examine the implications. The paper spurred considerable debate and engagement and has resulted in new and important research. This was collected in a conference on HIV/AIDS agriculture and nutrition held in Durban in 2005 and the latest publication is a two volume book produced by The International Food Policy Research Institute in Washington. HEARD has further developed this work looking at AIDS and the environment. 

HEARD is a partner in the Southern African Vulnerability Network a component of the Global Environmental Change and Human Security and the International Human Dimensions Programme. SAVI seeks to understand the interactions and intersections of the many threats to human security in the region. Its purpose is to develop a coherent ‘multi-stressor’ framework that will improve scientific knowledge of environmental change and inform practical interventions. Our project ‘Dealing with Vulnerability: Parents’ Efforts to Secure the Future of their Children’. The study was recently awarded funding from the RENEWAL programme of IFPRI, (Regional Network on HIV/AIDS, Rural Livelihoods and Food Security) to conduct the first phase of research at sites in Malawi and South Africa. This phase is deliberately focused on micro-level conditions of vulnerability, and is expected to be developed into a larger project that will include sites in Zambia. 

Example 5: Work in Zimbabwe has shown that HIV incidence is declining due to changes in risk behaviour. This was published in Science with media coverage in the UK, South Africa and Zimbabwe and with interviews on Voice of America. The work has generated interest in the Office of the Global AIDS Co-ordinator, has been discussed with staff at UNAIDS, including Peter Piot and with the DfID advisor for East Africa. The lessons for policy are to be further explored with UNAIDS and the Zimbabwean Ministry of Health. Incident HIV infections, along with STDs and pregnancy in 15-24 year olds in rural Zimbabwe were found to be predominantly associated with OVCs and the causal path seems to be leaving secondary school early. This has been shared with UNICEF staff in Zimbabwe and a study of a conditional cash transfer intervention is being proposed.  Research on the role of contaminated injections in the African HIV epidemic and found no evidence that they are important in rural Zimbabwe. This has been debated in the scientific literature.
Example 6: A collaborative workshop with epidemiologists from Malawi, Rwanda, Uganda, Zimbabwe, Zambia, Ethiopia, Kenya, South Africa and Haiti explored evidence for changes in the HIV epidemic and led to a supplement being published in STI and a commentary in the Lancet. This has supported the development of local epidemiologists and also improved our understanding of reductions in incidence in Uganda, Kenya, Haiti and Zimbabwe. Criteria for evaluation trends were developed.
Example 7: A combined epidemiological, behavioural economic and policy research programme has been carried out in the Russian Federation. 

Key findings were:

- The current emphasis on curative care and diagnostic services and the proportions of the resources spent on these activities are allocatively and technically not efficient. Greater proportion of the available funds should be allocated to more cost effective interventions and those that improve longevity and quality of life for PLWHA: namely, prevention and public health activities and ARV treatment.

- The NGO sector is still poorly developed with one group significantly dependent on international grants and the agendas of the international donors; and the other group the quasi-NGOs associated with government institutions over-dependent on the government policies and funding.  There are significant deficiencies in the legislation regulating co-operation between NGOs and government structures. 

- Drug treatment services were viewed by users as ineffective and access to these was reported to be limited by a number of constraints. These include including compulsory registration; inability to pay fees and low efficacy. Services remain poorly connected with other drug-related facilities and interventions. 

- The involvement of international donors and agencies in HIV control is generally perceived as positive. They are widely criticized, however, for pushing their own agendas, being insensitive to local contexts, and coordinating their activities poorly with the Russian authorities. 

- Among community recruited injecting drug users HIV prevalence was over 14% in Moscow, 9% in Barnaul and 3% in Volgograd.  It has been suggested that 10% HIV prevalence can be a critical threshold in the efficient containment of HIV epidemics among IDU, as after this point far greater resources and intervention coverage are required to bring about epidemic containment or reversal. Given that prevalence of HCV was over 50% in all sites, with a substantial co-prevalence of syphilis markers, there must remain an urgent need scale-up community-based initiatives in HCV and HIV prevention, as well as sexual risk reduction, for IDUs in Russia.

Social stereotyping is a key issue. By constructing drug users and sex workers as “other” society can feel more comfortable in taking moral, financial and clinical shortcuts in its dealings with these people. But reality is different. Our findings contradict widely held stereotypes of injecting drug users as belonging to marginalized groups or as being “foreigners”. Most drug users were born in the town/region where they now live with their families and have the right to medical treatment there. Many had jobs, regular incomes and had received substantial education.  This makes it easier for authorities to deliver harm reduction approaches which conform to modern standards of best practice.

The vast majority of the community sample reported their main source of needles/syringes to be pharmacies, with much smaller proportions obtaining them from needle and syringe exchanges. Qualitative interviews indicate that pharmacies easy to use but that there was a substantial risk of arrest by street police. This suggests a need for interventions to foster better linkage between street policing and harm reduction initiatives at the city level. The development of multi-sectoral partnership projects between policing, narcology and public health services, complemented by training and capacity-building as necessary should be considered. 

There was clear evidence of major barriers to accessing drug services. In particular, fear of registration leading to stigmatization and job loss; high out of pocket payments and perceived ineffectiveness of treatment regimes.  Provision of quality drug treatment services could become a major tool for HIV prevention in Russia. Such services could reduce new HIV cases not only by moderating and reducing drug injecting but also by providing prevention messages to their patients. Half the drug users in our treatment sample reported injecting on a daily basis and engaging in high risk injecting behaviours, exactly population that needs to be targeted by harm reduction initiatives. Services need to further integrate with harm reduction programmes, to provide harm reduction messages whilst drug users are in treatment, and refer clients to harm reduction programs. 

Example 8: A comprehensive review of HIV/AIDS in Central Asia including primary fieldwork was carried out in conjunction with the World Bank. 

The key findings were:

The Central Asian countries are experiencing major epidemics of drug use driven by poor economic circumstances and the transit of at least 35% of global opiate production from Afghanistan through their territories. They are in the early stages of drug injection-associated epidemics of HIV infection, set against a background of high rates of sexually transmitted diseases. The region is one of the poorest in the world and experiences extremely high levels of economic migration, with attendant vulnerability to HIV transmission.

Central Asia is highly vulnerable to a crisis of HIV/AIDS, driven by structural factors which require a regional response. Without concerted action, we may expect to see the rapid development over 4-5 years of an HIV epidemic concentrated among IDUs, and achieving very high prevalence levels in this group; followed by a generalising epidemic, developing over 15-30 years with sexual transmission as the predominant mode. The region should be considered a global priority for intervention. 
Example 9: The use of a mainstreaming HIV and AIDS resource pack

In 2003, the HIV/AIDS and STI Knowledge Programme produced a resource pack, Mainstreaming HIV/AIDS in development sectors –a resource pack for practitioners and policy makers. It brings together experiences, ideas and strategies for mainstreaming HIV and AIDS into government sector ministries at all levels – national, regional and district. The pack refers to experiences from countries working through sector-wide approaches. The resource pack was produced to facilitate progress in decisive and coordinated action by governments and the international community, in order to approach HIV and AIDS in a coordinated way, and strategically tackle AIDS in the long term. Mainstreaming is important as it considers the structural barriers and disadvantages which exacerbate peoples’ vulnerability to HIV/AIDS. Moreover, it provides opportunities and examples of how to overcome these and hence, reduce vulnerability. It is often difficult to mainstream HIV and AIDS because of deeply held assumptions that HIV and AIDS needs to be addressed with ‘AIDS’ work. But rather than only responding with ‘AIDS’ work such as promoting condom use or information, education and communication campaigns, mainstreaming encourages addressing deeper and more long-term structural issues that are within the remit of more powerful institutions like governments and ministries. This pack attempts to provide solutions to the challenges that are faced when trying to mainstream by providing clear concepts and definitions of mainstreaming, and practical recommendations about how to approach HIV and AIDS in a holistic way.

In September 2005, the HIV/AIDS and STI Knowledge Programme asked Healthlink Worldwide to carry out a tracking study to examine the use of the resource pack. Although the resource pack was aimed primarily at people working at ministerial level, most respondents to the study were NGO staff or individual development consultants. It is difficult to contact and engage with ministry staff and therefore response at that level was low. NGO networks, on the other hand, are more strongly connected and people are keener to contribute to an assessment process. The resource pack was used by the NGO community because it was considered a valuable resource and fitted their needs at the time. The pack was used in different ways: as a training tool; in developing training programmes and as a resource for participants; for developing concepts of mainstreaming internally and externally; to increase understanding of and build consensus on mainstreaming, etc. Another key challenge is to credit any changes in practice or behaviour to the pack itself. It is, however, possible to conceive that the resource pack made a contribution towards changes in how mainstreaming HIV and AIDS work is done. This is particularly important as in 2003 there was barely any practical information available on mainstreaming HIV and AIDS.
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Baggaley RF, Ferguson NM & Garnett GP. The epidemiological impact of antiretroviral use predicted by mathematical models: A Review Emerging Themes in Epidemiology 2005; 2: 421-8

This review summarises theoretical studies attempting to assess the population impact of antiretroviral therapy (ART) use on mortality and HIV incidence. We describe the key parameters that determine the impact of therapy, and argue that mathematical models of disease transmission are the natural framework within which to explore the interaction between antiviral use and the dynamics of an HIV epidemic. Our review focuses on the potential effects of ART in resource-poor settings. We discuss choice of model type and structure, the potential for risk behaviour change following widespread introduction of ART, the importance of the stage of HIV infection at which treatment is initiated, and the potential for spread of drug resistance. These issues are illustrated with results from models of HIV transmission. We demonstrate that HIV transmission models predicting the impact of ART use should incorporate a realistic progression through stages of HIV infection in order to capture the effect of the timing of treatment initiation on disease spread. The realism of existing models falls short of properly reproducing patterns of diagnosis timing, incorporating heterogeneity in sexual behaviour, and describing the evolution and transmission of drug resistance. The uncertainty surrounding certain effects of ART, such as changes in sexual behaviour and transmission of ART-resistant HIV strains, demands exploration of best and worst case scenarios in modelling, but this must be complemented by surveillance and behavioural surveys to quantify such effects in settings where ART is implemented.

Baggaley RF, Garnett GP Ferguson NM. Modelling the impact of antiviral use in resource poor settings. PLoS Medicine 2006; 3(4): e124

BACKGROUND: The anticipated scale-up of antiretroviral therapy (ART) in high-prevalence, resource-constrained settings requires operational research to guide policy on the design of treatment programmes. Mathematical models can explore the potential impacts of various treatment strategies, including timing of treatment initiation and provision of laboratory monitoring facilities, to complement evidence from pilot programmes. METHODS AND FINDINGS: A deterministic model of HIV transmission incorporating ART and stratifying infection progression into stages was constructed. The impact of ART was evaluated for various scenarios and treatment strategies, with different levels of coverage, patient eligibility, and other parameter values. These strategies included the provision of laboratory facilities that perform CD4 counts and viral load testing, and the timing of the stage of infection at which treatment is initiated. In our analysis, unlimited ART provision initiated at late-stage infection (AIDS) increased prevalence of HIV infection. The effect of additionally treating pre-AIDS patients depended on the behaviour change of treated patients. Different coverage levels for ART do not affect benefits such as life-years gained per person-year of treatment and have minimal effect on infections averted when treating AIDS patients only. Scaling up treatment of pre-AIDS patients resulted in more infections being averted per person-year of treatment, but the absolute number of infections averted remained small. As coverage increased in the models, the emergence and risk of spread of drug resistance increased. Withdrawal of failing treatment (clinical resurgence of symptoms), immunologic (CD4 count decline), or virologic failure (viral rebound) increased the number of infected individuals who could benefit from ART, but effectiveness per person is compromised. Only withdrawal at a very early stage of treatment failure, soon after viral rebound, would have a substantial impact on emergence of drug resistance. CONCLUSIONS: Our analysis found that ART cannot be seen as a direct transmission prevention measure, regardless of the degree of coverage. Counselling of patients to promote safe sexual practices is essential and must aim to effect long-term change. The chief aims of an ART programme, such as maximised number of patients treated or optimised treatment per patient, will determine which treatment strategy is most effective.

Barnabas RV, Laukkanen  P, Koskela  P, Kontula O, Lehtinen M & Garnett GP. The epidemiology of HPV 16 and cervical cancer in Finland and the potential impact of vaccination: mathematical modelling analyses PLoS Medicine 2006; 3: e183

BACKGROUND: Candidate human papillomavirus (HPV) vaccines have demonstrated almost 90%-100% efficacy in preventing persistent, type-specific HPV infection over 18 mo in clinical trials. If these vaccines go on to demonstrate prevention of precancerous lesions in phase III clinical trials, they will be licensed for public use in the near future. How these vaccines will be used in countries with national cervical cancer screening programmes is an important question. METHODS AND FINDINGS: We developed a transmission model of HPV 16 infection and progression to cervical cancer and calibrated it to Finnish HPV 16 seroprevalence over time. The model was used to estimate the transmission probability of the virus, to look at the effect of changes in patterns of sexual behaviour and smoking on age-specific trends in cancer incidence, and to explore the impact of HPV 16 vaccination. We estimated a high per-partnership transmission probability of HPV 16, of 0.6. The modelling analyses showed that changes in sexual behaviour and smoking accounted, in part, for the increase seen in cervical cancer incidence in 35- to 39-y-old women from 1990 to 1999. At both low (10% in opportunistic immunisation) and high (90% in a national immunisation programme) coverage of the adolescent population, vaccinating women and men had little benefit over vaccinating women alone. We estimate that vaccinating 90% of young women before sexual debut has the potential to decrease HPV type-specific (e.g., type 16) cervical cancer incidence by 91%. If older women are more likely to have persistent infections and progress to cancer, then vaccination with a duration of protection of less than 15 y could result in an older susceptible cohort and no decrease in cancer incidence. While vaccination has the potential to significantly reduce type-specific cancer incidence, its combination with screening further improves cancer prevention. CONCLUSIONS: HPV vaccination has the potential to significantly decrease HPV type-specific cervical cancer incidence. High vaccine coverage of women alone, sustained over many decades, with a long duration of vaccine-conferred protection, would have the greatest impact on type-specific cancer incidence. This level of coverage could be achieved through national coordinated programmes, with surveillance to detect cancers caused by nonvaccine oncogenic HPV types.

Bchir A, Bhutta Z, Binka F, Black R, Bos E, Bradshaw D, Garnett G, Hayashi K, Jha P, Peto R, Sawyer C, Schwartlander B, Walker N, Wolfson M, Yach D and Zaba B. Better health statistics are possible – but players must work closely together. The Lancet 2006; 367: 190-193

Boerma JT, Stanecki K, Newell M-L, Luo C, Beusenberg M, Garnett GP, Little K, Garica Calleja JM, Crowley S, Kim J, Zaniewski AE, Walker N, Stover J & Ghys P. Monitoring the scale-up of anti-retroviral therapy programmes: methods to estimate coverage. Bull WHO 2006; 84:145-150

This paper reviews the data sources and methods used to estimate the number of people on, and coverage of, antiretroviral therapy (ART) programmes in low- and middle-income countries and to monitor the progress towards the "3 by 5" target set by WHO and UNAIDS. We include a review of the data sources used to estimate the coverage of ART programmes as well as the efforts made to avoid double counting and over-reporting. The methods used to estimate the number of people in need of ART are described and expanded with estimates of treatment needs for children, both for ART and for cotrimoxazole prophylaxis. An estimated 6.5 million people were in need of treatment in low- and middle-income countries by the end of 2004, including 660,000 children under age 15 years. The mid-2005 estimate of 970,000 people receiving ART in low- and middle-income countries (with an uncertainty range 840,000-1,100,000) corresponds to a coverage of 15% of people in need of treatment.

Dedicoat M, Lalloo D, Reid RA, Gilks C. Trends in Adult Medical Admissions in a Rural South African Hospital Between 1991 and 2002. JAIDS 2005 1;40(1):53-56

South Africa is one of the countries most severely affected by the global HIV/AIDS pandemic. The effects of increased numbers of sick patients on rural district hospitals are not well documented. This study summarizes the changes in number and type of hospital admissions to the medical wards of a small rural district hospital in Northern KwaZulu/Natal, South Africa, between 1991 and 2002. For the same 2-month period, across the study period total admissions rose by 228 to 626 patients with no increase in hospital staff or capacity. Length of inpatient stay fell from 10.9 to 7.9 days, and inpatient mortality rose from 8% to 20%. The median age of female patients fell from 50 to 34 years, and the median male patient's age fell from 45 from 39 years over the study period. After 1991, tuberculosis became the most frequent diagnosis, and in 2002 it was the leading cause of death. The HIV epidemic has increased the number of medical hospital admissions, primarily infectious diseases such as tuberculosis, lower respiratory infection, and diarrheal illness. Comprehensive strategies are needed to reduce the community burden of disease and minimize the impact of HIV on the health services.
French K, Riley S & Garnett GP. Simulations of the HIV epidemic in sub-Saharan Africa: sexual transmission versus transmission through unsafe medical injections. Sexually Transmitted Diseases. 2006; 33: 127-134

OBJECTIVES: Heterosexual transmission has long been considered the predominant route of transmission of HIV-1 in sub-Saharan Africa. However, some have argued that unsafe medical injections account for the majority of transmission in this region. GOAL: The goal of this study was to compare the HIV-1 epidemics associated with different transmission routes. STUDY: An age-structured deterministic compartmental model of HIV-1 transmission through both sexual contact and unsafe injections was developed and simulations of sexual transmission and iatrogenic transmission were compared with observed prevalence. RESULTS: Iatrogenic transmission probabilities and numbers of unsafe injections required to generate observed prevalence are unfeasibly high. Simulations of sexually transmitted HIV-1 generate observed prevalence using transmission probabilities and average partner change rates that are within plausible bounds. CONCLUSIONS: Heterosexual transmission seems a more likely route of transmission in the region. However, heterogeneity in contact patterns is of key importance. Further information on groups who are likely to receive more injections is required.

Garnett GP, Garcia-Calleja JM, Rehle T & Gregson S.  Behavioural data as an adjunct to HIV surveillance data. Sexually Transmitted Infections 2006; 82: 57-62

BACKGROUND: Second generation surveillance for HIV aims to improve the validity and utility of routine serial HIV prevalence data. It includes the collection of data on sexual behaviour and sexually transmitted disease prevalence. METHODS: This paper reviews the function of sexual behaviour data in HIV surveillance and the methods used to determine which behaviours are monitored and how changes in behaviour can be assessed. RESULTS: Sexual behaviour data provide a poor predictor of the future spread of HIV, but these data can provide corroboration of changes in HIV incidence and assist in attributing changes to particular aspects of risk. Significance tests should be used to assess changes in behaviour, but this requires transparent reporting of methods and sample sizes. CONCLUSIONS: Collection of behavioural data will provide important retrospective information about the HIV epidemic progress and should not be neglected because of the focus on improving HIV sero-surveillance.

Garnett GP, Gregson S & Stanecki KA. Criteria for detecting and understanding changes in the risk of HIV infection at a national level in generalised epidemics Sexually Transmitted Infections 2006; 82 (Suppl 1): i48-i51

Identification of causes of changes in prevalence and incidence of HIV at a national level is important for planning future prevention and intervention needs. However, the slow progression to disease and the sensitive and stigmatising nature of the associated behaviours can make this difficult. Changing rates of incidence are to be expected as an epidemic progresses, but separating background changes from those brought about by changes in behaviour and interventions requires careful analysis. This paper discusses the criteria required to determine whether observed changes in HIV prevalence are the result of changes in behaviour.

Godinho J, Jaganjac N, Eckertz D, Renton A, Novotny T and Garbus L.  HIV/AIDS in the Western Balkans: Priorities for Early Prevention in a High-Risk Environment. World Bank Working Paper. Washington: World Bank 2005

Godinho J, Renton A, Vonogradov V, Novotny T, Rivers MJ. Working Paper 54: Reversing the Tide: Priorities for HI/AIDS Prevention in Central Asia.  World Bank Working Paper. Washington: World Bank 2005

Grassly NC and Garnett GP The future of the HIV pandemic Bull WHO 2005; 83: 378-383

The emerging HIV epidemics in countries of Asia and Eastern Europe will contribute significantly to the future of the HIV pandemic. Forecasts of the scale of these epidemics are subject to massive uncertainty, however, mainly because of the sensitivity of predictions to small alterations in parameters that are difficult to estimate. In most of these countries, HIV is currently concentrated among vulnerable populations such as injecting drug users, sex workers and their clients, or men who have sex with men. This distribution suggests an alternative to disease forecasting based on the techniques of risk assessment routinely used by environmental epidemiologists. Exposure mapping, dose-response curves and the concept of acceptable risk are some of the tools that may be useful for HIV risk management. This approach is illustrated by a description of exposure in Indonesia and an assessment of currently accepted risk of death for different causes including HIV in the Russian Federation. Although inappropriate for forecasts of heterosexual HIV transmission, mathematical models are shown to be useful for making qualitative predictions about the relative importance of different behaviours for the spread of HIV over time and for interpreting observed trends in HIV prevalence from sentinel surveillance sites.

Gregson S, Garnett GP, Nyamukapa C, Hallett T, Lewis JJC, Mason PR, Chandiwana SK & Anderson RM. HIV Decline Associated with Behavior Change in Eastern Zimbabwe Science  2006; 311: 664-666

Few sub-Saharan African countries have witnessed declines in HIV prevalence, and only Uganda has compelling evidence for a decline founded on sexual behavior change. We report a decline in HIV prevalence in eastern Zimbabwe between 1998 and 2003 associated with sexual behavior change in four distinct socioeconomic strata. HIV prevalence fell most steeply at young ages-by 23 and 49%, respectively, among men aged 17 to 29 years and women aged 15 to 24 years-and in more educated groups. Sexually experienced men and women reported reductions in casual sex of 49 and 22%, respectively, whereas recent cohorts reported delayed sexual debut. Selective AIDS-induced mortality contributed to the decline in HIV prevalence.

Gregson S, Nyamukapa CA, Garnett GP, Wambe M, Lewis JJC, Mason PR, Chandiwana SK & Anderson RM. HIV infection and reproductive health in teenage women orphaned and made vulnerable by AIDS in eastern Zimbabwe. AIDS Care 2005; 17: 785-794

AIDS has increased the number of orphans and vulnerable children (OVCs) in sub-Saharan Africa who could suffer detrimental life experiences. We investigated whether OVCs have heightened risks of adverse reproductive health outcomes including HIV infection. Data on HIV infection, sexually transmitted infection (STI) symptoms and pregnancy, and common risk factors were collected for OVCs and non-OVCs in a population survey of 1523 teenage children in eastern Zimbabwe between July 2001 and March 2003. Multivariate logistic regression was used to test for statistical association between OVC status, adverse reproductive health outcomes and suspected risk factors.Amongst women aged 15-18 years, OVCs had higher HIV prevalence than non-OVCs (3.2% versus 0.0%; p = 0.002) and more common experience of STI symptoms (5.9% versus 3.3%; adjusted odds ratio = 1.75, 95% CI 0.80-3.80) and teenage pregnancy (8.3% versus 1.9%; 4.25, 1.58-11.42). OVCs (overall), maternal orphans and young women with an infected parent were more likely to have received no secondary school education and to have started sex and married, which, in turn, were associated with poor reproductive health. Amongst men aged 17-18 years, OVC status was not associated with HIV infection (0.5% versus 0.0%; p = 1.000) or STI symptoms (2.7% versus 1.6%; p = 0.529). No association was found between history of medical injections and HIV risk amongst teenage women and men.High proportions of HIV infections, STIs and pregnancies among teenage girls in eastern Zimbabwe can be attributed to maternal orphanhood and parental HIV. Many of these could be averted through further female secondary school education. Predicted substantial expanded increases in orphanhood could hamper efforts to slow the acquisition of HIV infection in successive generations of young adults, perpetuating the vicious cycle of poverty and disease.

Hallett TB, Aberle-Grasse J, Bello T, Boulos L-M, Cayemittes MPA, Cheluget B, Chipeta J, Dorrington R, Dube S,  Ekra AK, Garcia-Calleja JM, Garnett GP, Greby S, Gregson S, Grove JT, Hader S, Hanson J, Hladik W, Ismail S, Kassim W, Kirungi W, Kouassi L, Mahomva A, Marum L, Maurice C, Nolan M, Rehle T, Stover J, Walker N. Declines in HIV prevalence can be associated with changing sexual behaviour in Uganda, urban Kenya, Zimbabwe and urban Haiti Sexually Transmitted Infections 2006 82 (Suppl 1); i1-i8

OBJECTIVE: To determine whether observed changes in HIV prevalence in countries with generalised HIV epidemics are associated with changes in sexual risk behaviour. METHODS: A mathematical model was developed to explore the relation between prevalence recorded at antenatal clinics (ANCs) and the pattern of incidence of infection throughout the population. To create a null model a range of assumptions about sexual behaviour, natural history of infection, and sampling biases in ANC populations were explored to determine which factors maximised declines in prevalence in the absence of behaviour change. Modelled prevalence, where possible based on locally collected behavioural data, was compared with the observed prevalence data in urban Haiti, urban Kenya, urban Cote d'Ivoire, Malawi, Zimbabwe, Rwanda, Uganda, and urban Ethiopia. RESULTS: Recent downturns in prevalence observed in urban Kenya, Zimbabwe, and urban Haiti, like Uganda before them, could only be replicated in the model through reductions in risk associated with changes in behaviour. In contrast, prevalence trends in urban Cote d'Ivoire, Malawi, urban Ethiopia, and Rwanda show no signs of changed sexual behaviour. CONCLUSIONS: Changes in patterns of HIV prevalence in urban Kenya, Zimbabwe, and urban Haiti are quite recent and caution is required because of doubts over the accuracy and representativeness of these estimates. Nonetheless, the observed changes are consistent with behaviour change and not the natural course of the HIV epidemic.


Judd A, Hutchinson S, Wadd S, Hickman M, Taylor A, Jones S, Parry JV, Cameron S, Rhodes T, Ahmed S, Bird S, Fox R, Renton A, Stimson GV, Goldberg D. Prevalence of, and risk factors for, Hepatitis C virus infection among recent initiates to injecting in London and Glasgow: cross sectional analysis.  Journal of Viral Hepatitis. 2005 ;12: 655–662

Our aim was to compare the prevalence of antibody to hepatitis C virus (anti-HCV) among recently initiated injecting drug users (IDUs) in London and Glasgow, and to identify risk factors which could explain differences in prevalence between the cities. Complementary studies of community recruited IDUs who had initiated injection drug use since 1996 were conducted during 2001-2002. Data on HCV risk behaviours were gathered using structured questionnaires with identical core questions and respondents were asked to provide an oral fluid specimen which was tested anonymously for anti-HCV but was linked to the questionnaire. Sensitivities of the anti-HCV assays for oral fluid were 92-96%. Prevalence of anti-HCV was 35% (122/354) in London and 57% (207/366) in Glasgow (P < 0.001). Multifactorially, factors significantly associated with raised odds of anti-HCV positivity were increasing length of injecting career, daily injection, polydrug use, having had a needlestick injury, and having served a prison sentence. In addition lower odds of anti-HCV positivity were associated with non-injection use of crack cocaine and recruitment from drug agencies. After adjustment for these factors, the increased odds of anti-HCV associated with being a Glasgow IDU were diminished but remained significant. HCV continues to be transmitted among the IDU population of both cities at high rates despite the availability of syringe exchange and methadone maintenance. Effectiveness of harm reduction interventions may be compromised by inadequate coverage and failure to reduce sufficiently the frequency of sharing different types of injecting equipment, as well as the high background prevalence of HCV, and its high infectivity. Comprehensive action is urgently required to reduce the incidence of HCV among injectors.

Kilonzo N, Taegtmeyer M, (2005) Comprehensive Post-Rape Care Services in Resource-poor Settings: Lessons learnt from Kenya, Policy Briefings for Health Sector Reform, LSTM 6/2005 Policy briefings

Lewis JJC Garnett GP, Nyamukapa CA, Donnelly CA Mason PR & Gregson S. Patterns of uptake of treatment for self-reported sexually transmitted infection symptoms in rural Zimbabwe Sexually Transmitted Infections 2005; 81: 326-332

OBJECTIVES: To determine the extent of self reported symptoms perceived to be related to sexually transmitted infections and the patterns of subsequent treatment seeking behaviour in a predominantly rural population of Zimbabwe. METHODS: A population based survey of 4331 men and 5149 women was conducted in rural Zimbabwe during 1998-2000. Structured confidential interviews collected data on self reported sexually transmitted infection symptoms, treatment seeking behaviour, sociodemographic characteristics, and sexual behaviour. RESULTS: 25% of men aged 17-54 years report experiencing genital sores and 25% of men report experiencing urethral discharge; 30% of women aged 15-44 years report experiencing vaginal discharge. The lifetime number of sexual partners, age, and years of sexual activity were all significant predictors of symptoms for both men and women (all p values <0.001). 92% of men and 62% of women had sought treatment for their symptoms in the past year (p value <0.001). Men and women were equally likely to have sought treatment at a local hospital or clinic, but women were much less likely than men to have sought treatment at a different hospital or clinic. Among those who had sought treatment, men sought treatment faster than women and were more likely to report being "very satisfied" with their treatment than women. CONCLUSIONS: The gender differences in treatment seeking are of major concern for control efforts and further work on determining the reasons for these should be a priority. This would inform the likely impact of both increasing availability of local services and further reducing the stigma faced by those wishing to access such services.

Lewis JJC, Garnett GP, Papaya S, Nyamukapa CA, Donnelly CA & Gregson S. Beer halls as a focus for HIV prevention activities in rural Zimbabwe. Sexually Transmitted Diseases 2005; 32: 364-369

OBJECTIVE: The authors conducted an assessment of the role of beer halls in the HIV epidemic of rural Zimbabwe as part of the ongoing identification of risky places for the targeting of prevention activities. STUDY: A population-based survey of 9480 adults collected data on number of visits to beer halls in the last month, together with sociodemographics, sexual behavior, and HIV infection from 1998-2000. RESULTS: Fifty percent of men, but only 4% of women, had been to a beer hall in the last month. They reported higher levels of sexual behavior and stronger associations with commercial sex than those who had not been to a beer hall. A recent visit to a beer hall was also associated with HIV infection (men: odds ratio [OR] = 1.9, P <0.001; women: OR = 1.7, P = 0.001) and with ever having experienced urethral/vaginal discharge or genital sores. Only 225 respondents experienced an HIV prevention activity at a beer hall in the last 6 months. CONCLUSIONS: Beer hall attendance is associated with high-risk behavior for HIV infection and cofactor sexually transmitted infections. Beer halls represent an underused focus for HIV prevention.

Looker KJ & Garnett GP A systematic review of the epidemiology and interaction of herpes simplex virus type 1 and type 2. Sexuallly Transmitted Infections 2005; 81: 103-107

OBJECTIVES: To explore epidemiological evidence about the interaction of herpes simplex virus (HSV) 1 and HSV-2 infections. METHODS: A systematic review was undertaken of published epidemiological studies describing the pattern of HSV-1 or HSV-2 by age, and the coincidence of the two viral infections. RESULTS: In cross sectional studies the unadjusted odds of HSV-2 are greater in those with HSV-1 infection in study populations categorised as "low risk" (p = 0.06) and across European populations (p = 0.001). This was not evident in "high risk" populations or in the United States. This increased risk of HSV-2 in those with HSV-1 infection does not agree with the results of prospective studies where there is a non-significant trend towards a lower risk of HSV-2 infection associated with previous HSV-1 infection. CONCLUSIONS: "Low risk" and European populations have a relatively low HSV-2 seroprevalence and infection is more concentrated in those with characteristics putting them at high risk for both HSV-1 and HSV-2. This confounding could mask any protective effect of HSV-1, which is hinted at, but not demonstrated, in prospective and adjusted studies.

Lopman B, Barnabas R, Hallett TB, Nyamukapa C, Mundandi C, Mushati P, Garnett GP & Gregson S. Assessing adult mortality in HIV afflicted Zimbabwe: Manicaland 1998-2003. Bull WHO 2006; 84: 189-197
OBJECTIVE: To compare alternative methods to vital registration systems for estimating adult mortality, and describe patterns of mortality in Manicaland, Zimbabwe, which has been severely affected by HIV. METHODS: We compared estimates of adult mortality from (1) a single question on household mortality, (2) repeated household censuses, and (3) an adult cohort study with linked HIV testing from Manicaland, with a mathematical model fitted to local age-specific HIV prevalence (1998 -2000). FINDINGS: The crude death rate from the single question (29 per 1000 person-years) was roughly consistent with that from the mathematical model (22 -25 per 1000 person-years), but much higher than that from the household censuses (12 per 1000 person-years). Adult mortality in the household censuses (males 0.65; females 0.51) was lower than in the cohort study (males 0.77; females 0.57), while mathematical models gave a much higher estimate, especially for females (males 0.80 -0.83; females 0.75 -0.80). The population attributable fraction of adult deaths due to HIV was 0.61 for men and 0.70 for women, with life expectancy estimated to be 34.3 years for males and 38.2 years for females. CONCLUSION: Each method for estimating adult mortality had limitations in terms of loss to follow-up (cohort study), under-ascertainment (household censuses), transparency of underlying processes (single question), and sensitivity to parameterization (mathematical model). However, these analyses make clear the advantages of longitudinal cohort data, which provide more complete ascertainment than household censuses, highlight possible inaccuracies in model assumptions, and allow direct quantification of the impact of HIV.
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OBJECTIVES: To estimate the prevalence of HIV, hepatitis C virus (HCV) and syphilis in injecting drug users (IDUs) in Russia. METHODS: Unlinked anonymous cross-sectional survey of 1473 IDUs recruited from non-treatment settings in Moscow, Volgograd and Barnaul (Siberia), with oral fluid sample collection for HIV, HCV antibody (anti-HIV, anti-HCV) and syphilis testing. RESULTS: Prevalence of antibody to HIV was 14% in Moscow, 3% in Volgograd and 9% in Barnaul. HCV prevalence was 67% in Moscow, 70% in Volgograd and 54% in Barnaul. Prevalence of positive syphilis serology was 8% in Moscow, 20% in Volgograd and 6% in Barnaul. Half of those HIV positive and a third of those HCV positive were unaware of their positive status. Common risk factors associated with HIV and HCV infection across the cities included both direct and indirect sharing of injecting equipment and injection of home-produced drugs. Among environmental risk factors, we found increased odds of anti-HIV associated with being in prison in Moscow, and some association between official registration as a drug user and anti-HIV and anti-HCV. No associations were found between sexual risk behaviours and anti-HIV in any city. CONCLUSIONS: HIV prevalence among IDUs was markedly higher than city routine surveillance data suggests and at potentially critical levels in terms of HIV prevention in two cities. HCV prevalence was high in all cities. Syphilis prevalence highlights the potential for sexual risk and sexual HIV transmission. Despite large-scale testing programmes, knowledge of positive status was poor. The scaling-up of harm reduction for IDUs in Russia, including sexual risk reduction, is an urgent priority.
Sexton J, Garnett GP & Rottingen JA. Metaanalysis and metaregression in interpreting study variability in the impact of sexually transmitted diseases on susceptibility to HIV infection. Sexually Transmitted Diseases 2005; 32: 351-357.

BACKGROUND: Observational studies examining the effects of other sexually transmitted diseases (STDs) on HIV susceptibility differ in the populations observed and in which "other STDs" are examined. The extent to which an STD alters the risk of transmission of HIV may vary according to disease and population characteristics. GOALS: The goals of this study were to review studies examining the effect of other STDs on HIV-1 susceptibility and to correlate their effect estimates with type of "other STD", study design, and population characteristics. STUDY: Relevant studies with longitudinal design were identified through a systematic search of the PubMed database, and their evidence was critically evaluated. Metaregression techniques were then used to correlate study characteristics with corresponding effect estimates. RESULTS: Of 31 studies included, 4 contained direct data on exposure to HIV-1. Three of these were inconclusive, the fourth indicating a strong relationship between STDs and transmission of HIV. Pooled effect estimates using all studies are statistically significant and indicate a 2- to 3-fold increase in risk of HIV-1 acquisition. Effect estimates corresponding some of the "other STD" categories exhibit heterogeneity, but no significant associations with study characteristics were found. CONCLUSIONS: Most of the studies lack direct exposure data, lending them susceptible to exposure bias. Another problem may be measurement error about risk factors and STD status at time of HIV-1 infection. Because direct exposure data are difficult to come by (4 of 31 studies contained such data, all but 1 inconclusive), future observational studies on the influence of STDs on HIV-1 transmission should include quantitative analyses of the sensitivity of results to potential confounding and measurement error if they are to further understanding.
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Speight CG, Klufio A, Kilonzo SN, Mbugua C, Kuria E, Bunn JE, Taegtmeyer M. Piloting post-exposure prophylaxis in Kenya raises specific concerns for the management of childhood rape. Trans R Soc Trop Med Hyg. 2006 100: 14-18

Thika District, Kenya, is the site of an operational research study on the provision of comprehensive post-rape care, including the free provision of HIV post-exposure prophylaxis (PEP). It is a typical rural Kenyan district in terms of resources and patient throughput. The high rate of children attending for post-rape services was unexpected and had significant programming implications. An age-disaggregated analysis of existing quantitative data from the first 8 months of service provision was conducted. Ninety-four case records were reviewed, of whom 48 (51%) were in the age range 1.5-17 years inclusive. All three cases of male rape were in children. Children were more likely to know their assailant than adults and were more likely to be HIV-negative at baseline. The majority (86%) of children presented in time for PEP, with adherence and completion rates similar to adults but lower rates of 6-week follow-up. The use of weight bands to determine drug dosages greatly simplified the appropriate and early administration of paediatric PEP. The high rates of childhood rape and demand for post-rape services were an enormous challenge for service providers and policy-makers.


Stover J, Bertozzi S, Gutierrez J-P, Walker N, Stanecki KA, Greener R, Gouws E, Hankins C, Garnett GP, Saloman JA, Boerma JT, De Lay P & Ghys P. The global impact and net costs of scaling-up prevention programs for HIV/AIDS in low- and middle- income countries through 2015. 2006; 311: 1474-1476

A strong, global commitment to expanded prevention programs targeted at sexual transmission and transmission among injecting drug users, started now, could avert 28 million new HIV infections between 2005 and 2015. This figure is more than half of the new infections that might otherwise occur during that period in 125 low- and middle-income countries. Although preventing these new infections would require investing about U.S.$122 billion over this period, it would reduce future needs for treatment and care. Our analysis suggests that it will cost about U.S.$3900 to prevent each new infection, but that this will produce a savings of U.S.$4700 in forgone treatment and care costs. Thus, greater spending on prevention now would not only prevent more than half the new infections that would occur from 2005 to 2015 but would actually produce a net financial saving as future costs for treatment and care are averted.

Taegtmeyer M, Kilonzo N, Mung'ala L, Morgan G, Theobald S. Using gender analysis to build voluntary counselling and testing responses in Kenya. Trans R Soc Trop Med Hyg. 2006 Apr;100(4):305-11

The rapid expansion of voluntary counselling and testing (VCT) for HIV in sub-Saharan Africa has led to concerns over the quality and equity of the services. Kenya has seen an unprecedented scale-up of VCT, and valuable lessons have been learnt at national as well as at district and community levels. We combined quantitative and qualitative research methodology and showed how the results of gender analysis can be used to develop equity in VCT scale-up. A gender-disaggregated analysis of VCT client data was conducted for the first 8 months of 2003. These quantitative data revealed that despite an increased vulnerability to HIV, women are underrepresented in VCT sites in all settings in Kenya. Our data also showed that women were also less likely to use condoms or to take home condoms after a VCT visit than their male counterparts. Further exploration through in-depth qualitative work with women and men allowed a better understanding of the reasons behind gender differences in Kenyan VCT sites and helped to develop strategies to address gender inequity. We conclude that there is an ongoing need to mainstream gender in monitoring and evaluation strategies to ensure services meet the needs and priorities of all groups.
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Theobald S, Tolhurst R, Squire SB (2006) ‘Gender, Equity: New approaches for effective management of communicable disease’ Transactions of the Royal Society of Tropical Medicine and Hygiene (In press)

This editorial article examines what is meant by sex, gender and equity and argues that these are critical concepts to address in the effective management of communicable disease. Drawing on examples from the three major diseases of poverty (HIV, tuberculosis [TB] and malaria), the article explores how, for women and men, gender and poverty can lead to differences in vulnerability to illness; access to quality preventive and curative measures; and experience of the impact of ill health. This exploration sets the context for the three companion papers which outline how gender and poverty shape responses to the three key diseases of poverty in different geographical settings: HIV/AIDS in Kenya; TB in India; and malaria in Ghana.
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White PJ, Ward H, Cassel JA, Mercer CH & Garnett GP.  Vicious and virtuous circles in the dynamics of infectious disease and the provision of health care: gonorrhea in Britain as an example. Journal of Infectious Diseases 2005; 192: 824-836
Prompt treatment of infectious diseases plays an important role in infection control. In the face of the increasing incidence of sexually transmitted infection, the ability of genitourinary medicine services to provide appropriate and timely care is reduced. To explore the relationship between capacity and demand for care, we developed and analyzed a mathematical model of gonorrhea transmission, incorporating patient flow through treatment services and heterogeneity in sexual risk behavior. Two equilibrium levels of infection incidence--"high" and "low"--exist for the same parameter values, and which of them occurs depends on starting conditions. At the high-incidence equilibrium, there is a "vicious circle" in which inadequate treatment capacity leads to many untreated infections, generating further high incidence and high demand and thus maintaining the inadequacy of services. A substantial increase in capacity is needed to interrupt this process and enter a "virtuous circle," in which adequate service provision keeps demand low, offering cost savings as well as improvements in health.
Zuma K, Lurie MN, Williams BG, Mkaya-Mwamburi D, Garnett GP, Sturm AW. Risk factors of sexually transmitted infections among migrant and non-migrant sexual partnerships from rural South Africa. Epidemiology and Infection 2005; 133:421-428
In October 1998, cohorts of circular migrant men and their non-migrant sexual partners, and non-migrant men and their non-migrant sexual partners from rural South Africa were recruited and followed-up every 4 months until October 2001. At each visit, information on sociodemographic, sexual behaviour, sexually transmitted infections (STIs) and HIV was collected. In total, 553 individuals aged between 18 and 69 years were recruited. A man and his sexual partner(s) form a sexual partnership. Migration status, age, marital status, age at sexual debut, recent sexual partners and HIV status were found to be important determinants of STI. The risk of STI varies (sigma2 = 1.45, P < 0.001) significantly across sexual partnerships even after controlling for important determinants. The variance implies substantial correlation (0.59) between members of the same sexual partnership. Ignoring this correlation leads to incorrect inference. Migration contributes significantly to the spread of STIs. Community interventions of HIV/STI should target co-transmitter sexual partnerships rather than high-risk individuals.
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