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Given the metaphor—“developing” and

“developed”—that defines relationships
between countries, it is no surprise that
whatever other inequalities there are
between richer industrialized countries
and poorer, less industrialized nations,
there is also the “pedagogic inequality”
between the teacher and the taught. “Our”
resources are sent “over there” to develop
them. In the case of AIDS, technical exper-
tise from North America, Western Europe,
and Australia continues to inform the
responses to the HIV epidemic in many
parts of Africa, Asia and the Pacific, Central
and Eastern Europe, and—to a lesser
extent—Latin America and the Caribbean. 

It is difficult to imagine the reverse:
teams of experts from Uganda or Thailand
sent to advise AIDS professionals and com-
munities affected by the HIV epidemic in
New York or Cleveland or Seattle. Nor is this
one-way dialogue between the “First” and
“Third” worlds merely the result of the
former’s greater resources. More fundamen-
tally, it is born of valuing “our” experience
and expertise over “theirs,” a perspective
whose roots go deep into the colonial past. 

There are real and important differences
in experience and specific areas of techni-
cal expertise, backed by significantly
greater research and academic resources,
that legitimate the provision of HIV-related
technical assistance by richer countries to
poorer ones. But, such “benignly” unequal
relationships—between donors and recipi-
ents, between teachers and the taught—
inhibit a more valuable exchange of
insights into the HIV epidemic as an
expression of social and economic inequal-

ities. This article looks at these insights
and some of the lessons that AIDS service
providers and policy makers in the United
States can learn from them.

Recognizing Inequalities
Anyone who has worked with HIV in

countries labeled “developing” cannot fail
to be struck by the intimate connections
between the epidemic and the develop-
ment process. A United Nations study of
the HIV epidemic in Myanmar’s Shan State,
bordering Thailand and China, concluded
that: “It is more than coincidence that the
HIV epidemic now coursing through these
borders has arisen in tandem with econom-
ic deregulation and liberalization. And in
large part, the pace and geographic spread
of HIV infection is connected to larger,
externally driven economic forces.”1

Clearly, micro-events such as HIV risk
behaviors are connected to macro-factors
such as politics and economics, but this
quotation suggests, more interestingly,
that there are links between the patterns
and pace of HIV infection and specific
social and economic policies and decisions. 

Multilateral institutions responsible for
international development financing and
policy are now recognizing these links. The
World Bank is beginning to acknowledge 
the need for more research into the sexual
health implications of its policies and pro-
grams, in the same way that it has accepted
the need for assessing environmental
impact. The United Nations Development
Programme has begun a dialogue on linking
responses to the HIV epidemic to the orga-
nization’s broader development mandate 
in the context of United Nations Theme
Groups on AIDS, which now exist in most
developing countries.

Why is it difficult to imagine similar
scenarios in the United States, in which
public health concerns would feature
prominently in discussions of economic
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planning? The reasons are politico-cultural:
a preference for articulating social prob-
lems in terms of individual attitudes and
behavior rather than social systems and
structures. This is quintessentially so in the
case of AIDS, with its association with the
“deviance” of the gay hedonist and the drug
addict and the blaming of marginalized
communities of color. Even critiques that
focus on homophobia, racism, and sexism
to explain patterns of the epidemic’s spread
less often address the fact that, according
to the United Nations, “The United States,
with the highest average income of the
countries ranked, has the highest popula-
tion share experiencing human poverty”
and that “just as poverty fuels the epidem-
ic, the epidemic intensifies poverty.”2

Connecting HIV with persistent poverty
and widening inequality jars against the
amnesia of public health bureaucracies that
have forgotten German pathologist Rudolf
Virchow’s dictum that “Health is politics,
and politics is health on a large scale.” The
public health discourse of AIDS in the

United States, at least in policy and program
arenas outside of the academy, continues to
focus on behavioral risk identities—“drug
addict,” “sex worker”—while ignoring or
hiding the reality that people’s experience 
of the risks and impacts of HIV infection 
are affected by their socioeconomic circum-
stances and opportunities. Neglecting the
political economy of the epidemic in this
way simplifies and harms both personal and
institutional responses to HIV. It narrows a
discussion of responsibility to individuals
and their decisions about HIV risks and thus
excludes collective responsibility for the
ways that people’s experience of the epi-
demic is structured by the historical and
contemporary contexts of their lives. 

Identifying Vulnerabilities
The concept of “vulnerability,” as it has

emerged in program and policy discussions
of the HIV epidemic in poorer, less industri-
alized countries, provides a way to talk
about HIV risk in these structural terms.
“Vulnerability” refers to the combination of
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The divide between the “devel-
oped” world and the “developing”
one seems to be as big as it has
ever been. War, famine, and natu-
ral catastrophe—and now, eco-
tourism—are still the events that
bring poorer countries to the
voyeuristic attention of their
richer neighbors. 

Stories about the disaster of the
AIDS pandemic allow the public 
to glimpse these “foreign cultures”
while keeping them at a distance.
People who work with HIV in
richer countries may be a little
more knowledgable about 
the struggles that people in 
poorer countries must confront.
Informed by journal articles and
conferences, many of us have
become informed about the 
challenges of inadequate health
care budgets and infrastructures,
health crises that exceed the
severity of HIV, and unstable
political situations. Advocates,
following in the footsteps of the
late Jonathan Mann, continually
remind us that richer nations

have an ethical responsibility
stretching beyond their borders 
to provide technical and financial
assistance to poorer countries.
The result is that we are used 
to seeing “third world” countries
only in terms of their need for
help. That need cannot be over-
stated, but focusing on it alone
negates the value of the experi-
ences of people in poorer nations.

In this issue of FOCUS, we
consider the question: are there
lessons that the “developing”
world can teach the “developed”
world? Alan Greig finds several,
mostly in terms of ways of think-
ing about the epidemic. The
concept of vulnerability, which
he emphasizes in his article, is
particularly important because 
it reminds care providers that
societal context has a real impact
on mental health and on actions,
for example, risk behaviors, that
seem related primarily or only 
to an individual’s mental health.

Joe Wright’s discussion of vac-
cine implementation is another

way of acknowledging both the
plight of poorer nations and the
universality of the challenges they
face. It will be difficult not only 
to develop a vaccine, but also to
finance, publicize, distribute, and
administer a vaccine program—in
both poor and rich countries. And
should the world successfully
implement a vaccine, it is likely
that the lessons learned in poorer
nations will be important ones for
their richer cousins. 

The fact is that “rich” and
“poor” are conditions that exist in
all countries: the aspiration to be
self-sufficient, to have enough, is
common to all of us; the experi-
ences of scarcity and abundance
are ones that cross all borders. If
necessity is indeed the mother of
invention, then it is likely that the
most innovative approaches to
our most fundamental quandaries
are to be found where people
have been forced by adversity to
think most creatively. It also may
be that sharing technical assis-
tance back and forth rather than
merely granting it to poorer
nations might lead to the more
effective and committed involve-
ment of richer nations in the well-
being of poorer ones.

Editorial: Technical Persistence
Robert Marks, Editor
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social, economic, and individual contexts
that affect the way people live, limit the
choices available to them, and influence 
the choices they make in relation to HIV
disease. Recognizing vulnerability grounds
discussions of risk in the reality of people’s
lives. It offers a better way of thinking about

the complex relationships between
behavior and context, the individ-
ual and the community, and public
health and politics than do the
epidemiological notions of “risk
groups” and risk behaviors. These
notions not only abstract individu-
als from their life-contexts, but
also serve to distance “us” from
“them.” The concept of vulnerabili-
ty provides a framework within
which to understand the effects 
of gender, race, and class in deter-
mining people’s differential 
exposure and response to the 
risk of HIV infection. It encourages
a more complex discussion of risk
and responsibility, for example in
relation to men and heterosexual
HIV transmission in patriarchal
societies. HIV prevention work
with such men must explore 
the tension between the responsi-

bility that results from their power over
women, and the vulnerability produced 
by constructions of masculinity that help 
to define male sexuality. 

The concept of vulnerability can also be
used to connect responses to the HIV epi-
demic to broader movements for social
change and social justice. The International
HIV/AIDS Alliance, a non-governmental
organization (NGO) that links the technical
and financial resources of richer countries
to community and non-governmental
responses in poorer countries, has focused
much of its effort on strengthening the
capacity of community NGOs to integrate
HIV work into their existing activities. For
example, in Sri Lanka and Cambodia, HIV
prevention work has been linked to efforts
to rebuild a sense of community in the
context of violent conflict, while in Africa,
economic development strategies have
been used to respond to the epidemic.3

Linking HIV work with social develop-
ment and social justice is rarely discussed
in the United States. One exception may
be the harm reduction movement, in its
efforts to reduce drug-related harms
(including HIV transmission) while accept-
ing the twin realities of the continuing
desire to use drugs and of the conditions
of social and economic deprivation that
give rise to much problematic drug use.

Recognizing the implications of these
realities has led the Harm Reduction
Coalition, the institutional voice of the
movement at the national level, to state
that it “locates itself within a broader
progressive movement for social justice.”4 

But, for two reasons, the response to the
epidemic in the United States—a response
that may have been appropriate given the
political conditions early in the epidemic—
has stifled the emergence of more examples
of this connection between social develop-
ment and HIV prevention. First, pressures
to preserve AIDS budget lines and visibility
within public health structures have
ensured that health paradigms and public
health departments have dominated the
official responses to the HIV epidemic in
this country. Second, community organiz-
ing has centered around a politics of experi-
ence (“being affected by the epidemic”) and
a politics of identity (“being gay” and, much
more tentatively, “being an injecting drug
user”). Because of its inherent exclusions,
this approach has inhibited discussion of
AIDS as a collective concern and responsi-
bility linked to fundamental issues of social
justice and human rights. As early as 1986,
Cindy Patton noted that AIDS organizing
within the gay and lesbian community was
compromised “as the apocalyptic promise
of lesbian/gay liberation has failed to over-
come racism, sexism, classism, and even
homophobia within the movement.”5

Mobilizing Communities
Here again, the “third world” may have

lessons for the “first.” Notwithstanding
possible differences between the experi-
ence of community in richer and poorer
countries, U.S. AIDS service providers
could learn from HIV prevention approach-
es through community mobilization that
are emerging in parts of the “developing”
world. Influenced in part by the work of
Paolo Freire, community-based organiza-
tions in poorer countries have worked with
“community” as both a site of oppression
and an expression of collective resistance
to that oppression. Within this framework,
it becomes possible to identify a collective
response to the HIV epidemic by address-
ing the social inequalities and values that
heighten people’s vulnerability. This has
been an important part of the work of the
Khmer Buddhist Association, which has
integrated HIV prevention into its develop-
ment work with rural communities in
northern Cambodia, for example, educat-
ing the community about gender equality.6

The practice of community mobilization
for HIV prevention as it emerges in parts of
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the less industrialized world also has much
to teach providers in this country. This
practice has been inspired by the work 
of Robert Chambers and others who have
pioneered approaches to increasing commu-
nity participation in rural development
projects. It is a practice that challenges
traditional relationships between social
programs and the communities they are
intended to serve, emphasizing the
resources and expertise that communities
themselves possess and identifying the role
of outside programs as one of facilitation
and enabling. This approach to community
mobilization uses a variety of participatory
techniques, including drawing, diagram-
ming, and drama/role play, to maximize
community participation in program work.

The International HIV/AIDS Alliance,
among others, has recognized the impor-
tance of participatory approaches to HIV
needs assessment, program development,
and evaluation. A recent report notes that:

The participatory nature of the work
carried out during the community assessment
phase helps many NGOs to better understand
community vulnerability. Participatory
assessments strengthen relationships
between NGOs and communities, by requiring
NGOs to listen and to ask questions of com-
munities rather than making assumptions. . . .
By actively involving the community in the
assessment, a participatory process can also
engender a community commitment to and
ownership of the problems identified and
responses planned. In this way, the assess-
ment process helps to mobilise community
concern about and action on HIV prevention.7

The benefits of community mobilization
through a participatory practice of program
development are becoming evident in the
HIV prevention work supported by the
International HIV/AIDS Alliance. For exam-
ple in Bangladesh, the alliance has support-
ed the Society for Health Education,
Agriculture and Self Sufficiency (SHEASS), a

local NGO, to organize community support
for a harm reduction center for drug users.
Prior to this initiative, SHEASS had run a
detoxification center. But it recognized that
not only was the center failing most of its
participants, who did not complete the
program or resumed drug use after leaving
the center, it was also doing nothing to
counter the extreme marginalization experi-
enced by drug users in the wider communi-
ty. Conducting a participatory community
assessment, SHEASS staff heard firsthand
about this marginalization: a female drug
user asked, “If other people know that I use
drugs then what will happen to me? . . .
Society will push me in the street.”7

Staff used the participatory assessment
process to begin community dialogue about
the rights and humanity of people who use
drugs. SHEASS argued that as members of
the local community, drug users had the
same rights to services and resources as
the rest of the community, but the assess-
ment made clear that the whole community
was underserved by health and welfare
services. In response, SHEASS converted the
detox center into a harm reduction agency,
offering a range of services to reduce the
harm associated with drug use and offering
basic health and welfare services to the
broader community. 

Conclusion
The U.S. response to HIV and AIDS has

much to learn from places in the world that
usually receive its assistance. An under-
standing of the HIV epidemic in terms of
vulnerability, an inclusive conception of
community, and a participatory approach to
HIV program development could all make a
significant difference to the way people
think about and deal with AIDS in this coun-
try. But we must unlearn our “first” world
privilege in order to learn these lessons. 
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If a vaccine that could stop HIV was
found, it would be one of the most impor-
tant public health tools of its time. Vaccines
have been the key to the global control of
other viral diseases. Vaccines have eliminat-
ed smallpox, nearly eradicated polio, 
and greatly reduced the
harm of a number of
other diseases. Vaccines
are relatively cheap 
and accessible to coun-
tries in the developing
world. The world 
needs an HIV vaccine.
But once a vaccine 
is proven, the world
will face the challenges
of using it.

For a variety of
reasons, ranging from
science to politics to
economics, candidate
HIV vaccines have taken a long time to
move beyond small-scale trials. Large-
scale efficacy trials require thousands of
at-risk people and massive logistical com-
mitment. Currently, there is only one HIV
vaccine efficacy trial underway, and a
second will not start for at least another
year. In the event that the current trial
shows spectacular results, the trial might
be stopped early; more likely, the data
from this trial will not be available until
2002.1 But while researchers test new
vaccine concepts in laboratories and clini-
cal trials, those engaged in HIV prevention
efforts need to begin thinking about what
to do if a successful vaccine arrives.

Making Vaccines Work: It Takes a Village
Preventive vaccines against viral dis-

eases train the body’s immune system to
recognize and eliminate a virus before the
virus arrives in the body. But not even the
most successful vaccines work 100 percent
of the time. At least some people remain
vulnerable to a virus even after mass vacci-
nation. Vaccination campaigns take advan-
tage of the fact that as long as most people
are mostly protected, a virus is left with
fewer and fewer opportunities to spread. 

In diseases where the virus
lives only in humans, this
imperfect but much-
improved defense of most
people in a population can
effectively eliminate the
virus’s habitat, and the virus
can eventually be eradicated
from a population.2

Implementing a vaccine
program requires the cooper-
ation of entire communities.
If a critical mass of people
remains unvaccinated, vul-
nerability to disease extends
beyond this mass. The more

that vaccinated people encounter people
who carry the virus, the more likely it is
that on one of those occasions, the virus
may overcome the individual protection
that community-wide vaccination provides. 

The good news is that risk for HIV is 
not like that of quickly spreading diseases
which spread through the air, water, or
casual contact. This means that to have a
significant impact on the epidemic, only
those at high risk—not everyone in the
world—would have to be vaccinated. The
bad news is that most people do not see
themselves as being at risk for HIV. And
anywhere there is stigma against people
with HIV, there will be social, political, 
and cultural barriers to vaccination. 
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The Hepatitis B Experience
The experience with the hepatitis B

vaccine foreshadows some of the other
problems an HIV vaccine might encounter.
Hepatitis B is transmitted through sex and
exposure to blood and spreads more
quickly and easily than HIV. But, even
many of the adults who most need a 
hepatitis B vaccine—for instance, gay 
and bisexual men in the United States—
still do not get vaccinated. 

A recent industry-funded survey con-
ducted under the auspices of the Gay 
and Lesbian Medical Association (GLMA)
showed vaccination rates just under 50
percent among one sample of urban gay
men. The cost of vaccination for those
without insurance coverage is surely part
of the problem. But the survey showed
that gay male patients who were open
with their doctors about their sexuality
were much more likely to have received
the hepatitis B vaccine, suggesting that if
getting an HIV vaccine requires announc-
ing one’s potential risk for HIV, many
people may remain unvaccinated.3,4

“Universal” HIV vaccination—that is,
required vaccination—would also face
substantial challenges. For instance, new
laws in some U.S. states requiring hepati-
tis B vaccination for schoolchildren have
encountered vocal opposition. Some par-
ents believe that their children should not
take even the marginal medical risk of
vaccination; conservatives have particu-
larly argued against childhood vaccination
for a disease like hepatitis B, which they
associate with behaviors they believe their
children should never engage in anyway:
sex and drug use.5,6

The Money Problems
The biggest barriers to distributing a

vaccine, though, will probably be econom-
ic. If successful, most HIV vaccines cur-
rently in development would be produced
using a series of new biotechnological
manufacturing processes, many of 
which are patented and require royalty
payments in addition to their often-high
intrinsic cost. While the price of any
future vaccine is difficult to predict, HIV
vaccine prices could easily exceed the
resources of many of the poorest coun-
tries in the world. Many of these countries
also lack effective health care infrastruc-
tures, and so would need additional help
in actually distributing vaccines. 

Economic barriers, among others, affect
not only the distribution of an HIV vaccine
but also its development. The World Bank
is currently working on the idea of a glob-

al purchase fund that would help buy HIV
vaccine for countries in the developing
world. Such a fund would support the
distribution of a vaccine as well as allay
investor fears about the size of the possi-
ble HIV vaccine market.7

The International AIDS Vaccine Initiative
(IAVI), a non-governmental organization, 
is taking a different tack: funding vaccine
research efforts in exchange for patent
rights. If their funded research projects
yield a successful vaccine, IAVI can trade
patent rights to vaccine manufacturers in
exchange for concessions on pricing and
distribution. This socially-oriented ven-
ture capital approach has just started to
fund research projects, so it is too early 
to know the strategy’s impact. But with a
$25 million grant from Microsoft’s Bill
Gates and millions more from the British
government among others, IAVI has a
good chance of having some effect.8

Planning for the Future
Clearly, the most important factor in 

the distribution of a successful HIV vac-
cine, once it arrives, would be the desire of
people around the world to use such a
vaccine. Thus, the demand for such a vac-
cine must be created well before it arrives.
We can increase community understanding
and desire for HIV vaccines in two comple-
mentary ways: by emphasizing the impor-
tance of HIV prevention generally (and
thereby building a natural demand for a
vaccine), and also by making education
about the vaccine research process a part
of HIV education. Since any HIV vaccine
would by necessity be accompanied by
ongoing HIV prevention efforts—probably
undertaken by many of the same people
who are engaged in these efforts today—
prevention advocates should begin think-
ing now about how to make an HIV vaccine
part of HIV prevention in the future.
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Global Interventions for Drug Users
Ball AL, Rana S, Dehne KL. HIV prevention among
injecting drug users: Responses in developing and
transitional countries. Public Health Reports. 1998;
113(Suppl 1): 170-181. (World Health
Organization, Geneva, Switzerland.) 

According to a worldwide review of HIV
prevention approaches for injection drug
users, researchers in developing and
transitional countries commonly under-
take research to quickly obtain HIV risk
and substance abuse information in order
to develop appropriate policies, interven-
tions, and programs. But, although many
HIV prevention interventions in these
countries have proven to be sustainable,
the effectiveness of many of these pro-
grams has not been assessed.

The World Health Organization (WHO)
Programme on Substance Abuse has devel-
oped a “Guide on Rapid Assessment and
Response Methods for Drug Injecting” to
standardize methodology for conducting
action research. In addition, experts have
begun to use non-standardized methods,
including ethnographic studies, interviews
with key community members, peer-admin-
istered questionnaires, and videotaping
drug preparation and use. 

Once this data is gath-
ered, HIV prevention
efforts must be devel-
oped with an awareness
of cultural and societal
restrictions on behavior
change among injection
drug users. In Ho Chi
Minh City and Hanoi, for
example, professional
injector-dealers generally
control all aspects of the
injecting process, includ-
ing administering injec-
tions. This leaves the
injection drug user with
little opportunity for
determining if injection
equipment is shared 
or cleaned. In response

to such situations, interventions should
target the injector-dealer as well as the
drug user with strategies such as peer
outreach programs utilizing former 
injection drug users and drug user 
advocacy groups. 

In some countries drug users have
formed drug users’ advocacy organizations,
in part to implement HIV prevention pro-

grams. Some communities in Asian coun-
tries have set up drug treatment programs
without government support or formal
approval. These rely upon principles of
community involvement and an integration
of primary health care services. Some of
these community-based drug treatment
programs promote rehabilitation before
detoxification, which encourages improve-
ment in health status and social functioning
while participants and their families pre-
pare for detoxification and abstinence.
Although there have been no formal evalua-
tions, anecdotal reports indicate that some
of these programs are effective.

Prenatal HIV Testing in Africa and Thailand
Cartoux M, Meda N, Van de Perre P, et al. Accepta-
bility of voluntary HIV testing by pregnant women in
developing countries: An international survey. AIDS.
1998; 12(18): 2489-2493. (Centre Muraz, Burkina
Faso; Institute of Child Health, London; UNAIDS Pro-
gramme; and Universite Victor Segalen, Bordeaux.) 

A survey of studies of pregnant women
in developing countries found that clients
were more likely to accept and complete
HIV counseling and testing if they had
previously been tested for HIV, if they
attended a site that offered voluntary
counseling and testing services prior to the
study, and as the number of local voluntary
counseling and testing sites increased. The
rate at which participants were willing to
receive voluntary HIV counseling and test-
ing ranged from 33 to 95 percent, depend-
ing on study site, with a median overall
acceptance rate of 69 percent. 

Results were based on responses to
standardized questionnaires completed 
by 13 teams of researchers studying 
ways to reduce mother-to-child transmis-
sion in urban areas in sub-Saharan Africa
and Thailand. Each individual study 
team agreed to offer routine voluntary 
HIV counseling and testing through their
affiliated prenatal clinic. 

During initial counseling sessions, a
median of 92 percent of clients chose to
continue with voluntary HIV counseling
and testing. However, the number of
clients who attended disclosure sessions
varied with each clinic from 33 percent to
100 percent. Researchers found no corre-
lation between the seroprevalence among
clients at individual prenatal clinics and
the percentage of clients who accepted
voluntary counseling and testing.
Furthermore, increased use of services 
did not correlate with counselor training,
with duration or techniques of pre-test
counseling, or with particular clinical
trials conducted at these clinics.

There was no
correlation between
seroprevalence and

the percentage 
of clients who

accepted counseling
and testing at

these sites.

Recent Reports
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A Successful Response to HIV in Thailand
Phoolcharoen W, Ungchusak K, Sittitrai W, et al.
Thailand: Lessons from a strong national response
to HIV/AIDS. AIDS. 1998; 12(Suppl B): S123-135.
(Ministry of Public Health, Bangkok, Thailand; Joint
United Nations Programme on AIDS, Geneva,
Switzerland; and the Program on Population, 
East-West Center, Honolulu, Hawaii.) 

After experiencing a rapidly growing
HIV epidemic that began in 1987, Thailand
has implemented a national response that
has dramatically lowered rates of HIV
infection, according to a review article 
of the literature on the Thai approach. 

In a comparison of two national behav-
ioral surveys from 1990 and 1993, the
percentage of Thai men reporting premar-
ital or extramarital sex dropped from 28
percent to 15 percent, the percentage
visiting sex workers dropped from 22
percent to 10 percent, and consistent
condom use with sex workers increased
from 36 percent to 71 percent. Such
behavioral changes have led to decreased
rates of HIV infection. For instance, stud-
ies of HIV incidence among northern 
Thai military conscripts found a 10-fold
decline between 1993 and 1995. 

Active data collection monitoring
national epidemiological, social, and
behavioral trends has become crucial for
understanding the causes of the epidemic
and for guiding Thailand’s response.
Regular dissemination of these data to
different levels of the government and the
public has helped to mobilize human
resources, advocate for programs, and
convince Thai society to act aggressively
towards HIV prevention.

The success of Thailand’s response to
the epidemic is due in large part to the
cooperation of all segments of Thai soci-
ety and a pragmatic approach. In 1991,
Thailand initiated as a national policy the
“100 percent condom program,” which
enlisted the cooperation of sex workers to
ensure condom use with clients. To sup-
port this program, the government also
began to distribute almost 60 million free
condoms a year to sex workers.

Further contributing to the effective-
ness of the Thai response is the use of at
least two avenues of prevention for each
major target population. For example, out-
of-school youth receive workplace educa-
tion, exposure to mass media, and
community-based peer education. The
current phase of the response is placing
greater emphasis on destigmatizing HIV
infection and empowering infected people
to be a resource for care and prevention.

Feasibility of a Continuum of Care
Osborne CM. HIV/AIDS in resource-poor settings:
Comprehensive care across a continuum. AIDS.
1996; 10(Suppl. 3): S61-S67. (University Teaching
Hospital, Lusaka, Zambia.)

Using Zambia as a test case, a review
article proposes the use of a model for 
a continuum of care for people with HIV
that can be feasible and effective in
resource-poor settings. 

About 90 percent of the world’s HIV
disease cases occur in resource-poor
settings. People infected with HIV in 
these constrained environments face
specific needs for food, shelter, access 
to primary care and empathy, social
acceptance, and financial security for
survivors. To address these needs, it 
is important to enable people to freely
and easily move among levels of the care
continuum extending from the home to
the hospital and including various levels
of care linked with strong discharge plan-
ning and referral networks. 

Complementary to Zambia’s goal of
decentralizing health services, a continu-
um of care at the district level would 
consist of community-based voluntary
counseling and testing services, communi-
ty-based home-care programs, health facili-
ty-based home-care programs, clinical and
nursing care, blood transfusion services, a
continuum of care coordinator, and techni-
cal committees for research, monitoring,
evaluation, and training. The continuum of
care coordinator would ensure that clients
become linked to these services.

Next Month
Next month, FOCUS publishes its

annual book review issue, including
discussions of several volumes pub-
lished recently. 

Among these books are HIV at Year
2000: A Sourcebook for Social Workers,
reviewed by Marta Friedman, LCSW
and Maureen O’Neil, LCSW; The
Family and HIV Today: Recent Research
and Practice, reviewed by Lori
Thoemmes, LMFT; Drug Injecting
and HIV Infection, reviewed by Greg
Greenwood, PhD, MPH; AIDS and
Mental Health Practice: Clinical and
Policy Issues, reviewed by Marianne
O’Connor, LCSW; and Preventing
AIDS: A Sourcebook for Behavioral
Interventions, reviewed by Michael
Discepola, LMFT.
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DID YOU KNOW?
FREE searchable archive

You can access a FREE searchable archive of  
back issues of this publication online! Visit  
http://www.ucsf-ahp.org/HTML2/archivesearch.html.

You can also receive this and other AHP journals  
FREE, at the moment of publication, by becoming  
an e-subscriber. Visit http://ucsf-ahp.org/epubs_
registration.php for more information and to register!
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