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AIDS Control in Ethiopia
A Proposal for a Five Year FPlan

Executive Summary

The Provisional Military Goverrnment of Socialist Ethiopia has
recognized that the AIDS epidemic poses a threat to the health of
the population of Ethiopia and thus to the economic and social
development of the country. By early 19846 the Mational AIDS
Control Programme of Ethiopia {NACP) was established through the
formation of a National Task Force (NTF) on the prevention and
contrul of AIDS.

By March 1987 the Ethiopian NACP was reviewed by a team of WHUO
consultants, who in collaboration with th NTF formulated a Short
Term FPlan (STP) for AIDS control. The proposal in this report is
the result of a second WHO consultation to develop a Medium Term
Flan (MTP) which defines the responsibilities, structures,
staffing and required resources for the NACP for the five year
period 19881992,

The overall aim of the NACP is to reduce the impact of HIV
infection on the community by reducing the freguency of infection
and its associated morbidity, by ensuring optimum efficiency and
effectiveness of programme strategies, and by minimizing social
consequences on infected individuals and on the community.

There are 11 obijectives to be attained:

- To assess the current status of the epidemic

— To monitor progression of the epidemic

- To develop and coordinate research

- To decrease sexual transmission

~ To decrease transmission by blood transfusion

— To decrease transmission by contact with blood and blood
products

~ To decrease transmission by injection or other skin piercing
practices

— To decrease transmission from mother to child

- TJo improve diagnosis

~ To improve individual management

— To strengthen information, education and communication

The strategies proposed to achieve these objectives are detailed
in the document. These strategies will be integrated into the
existing health care infrastructure.
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The National National! Health Committee on AIDS (NHCA) which is an
intersectoral body and represents an expansion of the existing
NTF will be responsible for advising the Ministry on AIDS policy.
The Department of AIDS Control (DAC) will be the implementing
body, under the supervision of the Ministry of Health.
Approximate full—-time staffing requirements include 15
professional staff and 19 support staff.

The total proposed budget for five year is US$ 7.2 million.
An overall evaluation of the NACP will be conducted after 1 year,

? vears and 5 vears by a team appointed by the Ministry of Health
and WHO,
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1. INTRODUCTION

The Frovisional Military Government of socialist Ethiopia has
recognized that the AIDS epidemic poses a threat to the health of
the population of Ethiopia and thus to the economic and social
devel opment of the country,

By early 19846 the National AIDS Control Programme of Ethiopia
(NACF)Y was estahlicshed through the formation of a National Task
Force (NTF) on the preventien and control of AIDS (Annex 1).

An amount of LSH% 100,000 was allocated to the NACF by the
Government in support of the initial phase of the programme.

The NTF has develouped a national strategy for the control of AIDS
in Ethiopia, based on the general principles of the WHO Special
Frogramme on AIDS (SPA).  This national strategy is described in
a policy document entitled "Principal Components of the Natianal
AIDS Contral Programme in Ethiopia®.

initially the national strategy focused on the creation of a
system for collection and dissemination of information on AIDS
and on an assessment of the epidemiolegical situation regarding
AIDE and HIV transmission in Ethiopia.

The NTF has alsp described and analyzed the existing resources,
available for the implementation of the NACP in terms of health
care tacilities and health manpower, epidemiological services and
facilities for laboratory diagnoses and blood transfusions.

On the basis of thic status analysis the future strategies of the
NACF and the priorities for a strengthening of existing resources
for prevention and control have heen identified.

The averall strategy to be adopted is an intedgrated,
multidisciplinary approach, whereby different governmental and
mass organizations will participate actively. International
donor agencies will be called upon to support the control
programme arnd WHD will be given the role of coordinating this
support in accordance with the principles, generally approved by
the meeting of Participating Parties at WHD Geneva 2ZB-27 fpril,
1987.

The MACP will have the fellowing components:

A. Epidemiplogical assessment, surveillance and research
This control component will include strategies for current
assessments of the epidemic and monitoring of its progression as

well as= development of clinical, behavioural and epidemiological
research.
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B. Prevention of transmission

This component comprises specific strategies for the reduction of
HIV transmission through sexual contacts, through blood
transfusions and blood products, through injections and other
skin piercing practices and transmission from mother to child.

c. Information, education and communication

The NACF states, that health education is the most important tool
for the prevention of AIPS and HIV transmission, and should be
directed to both health-workers, the general population and
specific target groups.

By March 1987 the Ethiopian NACP was reviewed by a team of WHO
consul tants, who in collaboration with the NTF formulated a short
term plan (STF) for AIDS control and identified the objectives
and strategies which required immediate support for their
implementation. An amount of approximately US$ 340,000 was
allocated by WHO to Fthiopia in support of the short term plan
covering costs for diagnostic and protective equipment,
production of health educational material, conduction of research
and educational seminars.

During the consultations, resulting in the formulation of
the STP, it was agreed that WHO would send four consultants
tos Ethiopia by mid-May 1987 to cooperate with the Ministry
of Public Health and the NTF in order to formulate =
comprehensive medium term plan (MTF) for AIDS control in
Ethiopia.

The present proposal represents the reciuits of this latter
consultation, and defines the responsibilities, structure,
staffing and required resources for the NACP for the five
vear period 1988 - 1992,

The proposal is based on the components and strategies for
control, already developed by the NACP of Ethiopia, and is
adjusted according to the MTP outline, developed by WHO.

The ambition of the proposal is to represent a practically
agriented, cultural and social specific plan for AIDS
control in Ethiopia.

It will, however, reguire continuous adjiustments and
revisions in the course of its implementation.

e e ey s i -
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2. BACKEROUND

Ethiopia covers an area of 1.22 million square kilometres divided
intp 2 maior areas — the central highlands and surrounding
lowlands. Its boundaries are the Red Sea, Sudan, Kenya, Somalia
and Diibouti. The population of 42 million is predominantly
rural (8341 with 43% aged C-14 and 334 15-34. fApprozimately 46%
of eligible children are enrolled in primary school and 13Y% in
secondary school. The official language is Amharic but Englich
is taught to all primary school students, Howewver, many
languages are spoken by different ethnic groups throughout the
country. Maior ethnic groups include the Amhara, Galla, Tigre,
Afars, Issas, Somalia, burage, Wolaita, Kembata and Hadia. There
is population mobility both within the country and to the
neighbouring countries of Somaliz, Djibouti and Kenya as a result
of mnomadic life style, seasonal work, weekly markets and
religious festivals.

Life expectancy at birth is 45 years and the infant mortality
rate is 172/1000. The major health problems relate to
communicable diseases and nutritional deficiencies. About 73% of
the country has endemic malaria and about 3% of the population
may be infected with tuberculosis.

The country is divided into 146 administrative regions (Figure 1}
which are further divided into 102 awraijas and 5B6 woredas. The
regions are grouped into eight zones for planmning purposes.
Community participation in problem identification and solution is
achieved by workers® cooperatives. Currently there are over
23,000 Peasants Associations (AEPA) with an average of 2,500
people in each.

At the central level the Minister of Health is responsible to the
Government for all health matters. In health service delivery
large referral hospitals occur at the central level, regional
haspitals in the regions, health centres at the awraia level and
health stations at the woreda level. The smallest administrative
unit (kebele) is served by a health post with one community
health agent (CHA) and one traditional birth attendant (TEA).
There are 81 hospitals, with 84600 beds (1 per 3,800 population)g
1546 health centres and 2081 health stations. There are 1241
doctors (1 per 30,000 population}, 194 health officers, 27892
turses, 230 sanitarians and approximately 2034 health assistants,
BOAO CHA=s and 2020 TRAs. About 957 of deliveries are assisted by
TBAS.
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dhout 40% of the population live three days® Journey from the
nearect health centre and another 30% need one or two days to
reach it. ©Onty 15% of the rural population consult curative
personnel at these facilities during a vyear. This problem
necessitated extension of the health system to the grassroots
(kebele) level.-

Following recognition of AIDS in neighboring countries
investigators conducted serolegical surveys in fAddis Ababa in
1984 among prostitutes at the STD clinic, revealing one infection
among 171 tested (0.&%). Subsequent surveys in Addis Ababa
revealed yields from rero of 5000 military recruits in 1985 to
four of siuty (&6.3%) prostitutes at the STD clinic in 1986.
Fecently four suspected patients in hospital met WHGO diagrostic
clinical criteria and the laboratory confirmative tests are being
carried out. In view of the restricted range of serosurveys and
the limited clinical experience of health workers the current
lavel of MIV infection in Ethiopia is uncertain. BGeographic
localities along main communication routes of the country and
mobile segments of the population may have much higher rates of
infection than those detected in the particular groups tested in

Addic Ababa.
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RN AIM

To reduce the impact of HIV infection on the community by
reducing the frequency of infection and its associated marbidity,
by ensuring optimum efficiency and effectiveness of programme
strategies, and by minimizing social consequences on infected
individuals and on the community.
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4, FROGRAMME COMPONENTS
4.1 Epidemiological Assessment, Surveillance and Research
4.1.1 Objective: Assess the current status of the epidemic

As a necessary precondition for the formulation of effective
control strategies the current status of the AIDS egpidemic in
Ethiopia must be accurately acsessed.

Currently available data on the prevalence of HIV seropositivity
by population groeup and geographical area together with data on
clinical cases of AIDS must be complemented by a number of new
cerosurveys and active case finding in appropriate geographical
areas.

4,1.1.1 Gtrategy: Asscese cerosurvey and surveillance data
available by 1 January 1788

[+18 Method of implementation

Information on HIV seropositivity rates in various population
groups are available in Ethiopia and provide information about
the circulation of HIV in the ¢ountry ({(Annex 5.1).

The Department of AIDS Control must critically review the
validity, specificity and representativity of the available data
acs a necessary first step towards the provision of a clear
picture of the epidemiclogical situation in the country.

The short term plan for AIDS centrol in Ethiopia has made
provisions for technical eguipment and training of manpower for
conducting initial serosurveys invelving Y000 samples in selected
popul ation groups and geographical areas. Details related to
the initial cerosurveys are described in the STP.

E. Target

By February 1988 the DAC should provide a critical review of
available serosurvey and clinical data and present & status
analysis to the NHCA.

4.1.1.2 Strategy: Conduct serosurveys in appropriate
geographical areas

On the basis of its status analysis of currently available
serosurvey data the DAC should conduct complementary serosurveys.

A Methods of implementation

Uzing the equipment and trained manpower, for which provisions
were made in the 8TF, the DAC should extend the serosurvey
activities to cover appropriate high risk population groups.
Fopulation groups, which may be defined as at risk for the
purpose of serosurvey assessments as well as for targeted health
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educational activities (see 4.4.1) include the followingy STD
patients, prostitutes, bar maids; long distance truck drivers,
freguent travellers e.g. seamen, airline statf) and certain
categories of military personnel.

To these population groups may be added the following groups,
from which information on possible HIV seropositivity is
comparatively easily available: women attending antenatal
clinics, blood donors, TR patients and ather categories of
patients, admitted to hospital.

Risk groups in Ethiopia are discussed in more detail in Annex 6.

Reviewing the available information, the DAC should elaborate a
priority 1ist for its complementary serosurvey activities.

The number of complementary serosurveys required as well as the
specific target groups and geographical areas should be
determined on the basis of the assessment mentioned above
{4.1.1.1). For planning purposes the budget estimates allow for
testing 4000 individuals in additional surveys.

Detailed serosurvey protocols, including definitions of the
sampling methodology and the sample size by population group,
zhould be elaborated by the DAC on the basis of the standard
method for conducting serosurveys and the analysis and use of the
survey findings described by the WHO (see "Guidelines for the
initial assessment of the occurrence of AIDS and HIV infection in
a community").

There is werit in using STD patients from clinics throughout the
country as the source of the initial serosurveys (described in
the STPY. This approaach is consistent with many of the risk
factors which have been discussed and 1is favoured by logistic
simplicity. Screening all STD patients in 27 health centres in
Addis Ababa, Mazareth, Dire Dawa, Harar, Dessie, Assab, Bahr Dar,
Gondar, Mekele, Asmara, Massawa, Jimma and Sodo for one month
would provide about 4000 samples. (An additional 1000 zamples
should be collected from non—clinic risk groups defined by the
NTF.) Identified high risk subsets couwld be used for subkseEquent
interval serosurveys, Other rick grogps shoyld be defined for
screening at intervals between the 5TD surveys.

For each health centre a register should be maintained on all
tested individuals, recording age, sex, occupation and STD
diagnosis.

Frovisions for the development of the necessary laboratory
infrastructure and health manpower, reguired for the serosurvey
activities, are made in the S5TP.

As part of its initial assessment of the cuwrrently available
serosurvey data, the DAC should assess the existing laboratory
capability.

The existing resources for laboratory diagnosis and the projected
needs for strengthening the laboratory services in Ethiopia

are described in section 4.1.2 and Annex 7 o this report.
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The DAL, through its mobile teams, should coordinate the
serosurveys and secure  their optimal implementation.

The DAL must analvyre the survey data currently and adjust the
survey protocol and routines for specimen analysis.

E. Targets

By October 1988 the DAL should have conducted the planned
complementary serosurveys, analyred their results and submitted a
written report, giving a detailed and representative picture of
the epidemiological situwation regarding HIV infection in Ethiopia
to the NMCA,.

4.1.1.3 Strategy: Conduct active case findimg in all health
facilitiezs and communities

A. Method of implementatian

It 1s likely that a number of cases of AIDS have not been
recagnized in health facilities and have been recorded under
other diagnoses.

In order to provide a complete initial assessment of the
epideminlogical situation, a campaign for active case finding
should be conducted as soon as all health workers are trained
adequately for thic purpose.

This activity should form the initial phase of the implementation
of the strategy to establish an accurate tase reporting system
(see refer to 4.1.2.2).

E. Targets

By December 1988 the DAC should submit a written report with the
results of the campaign for active case finding of the NTF.
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4.1.2 Objective: Monitor progression of the epidemic

In order te accurately monitor the progression of the epidemic as
the basis for targeted intervention and adiustment of control
strategies, if required, a system for interval serosurvey
conduction and accurate case reporting should be established.

4.1.2.1 Strategy: Strengthen laboratory and diagnostic
facilities

A Method of implementation

At the time of formulation of the MTFP ELISA and Western Blot
tests are done only at the Armauer Hansen Research Institute
(AHRI} and at the Naticnal Research Institute of Health (NRIH) in
Addis Ababa. The diagnostic capability at the AHRI is estimated
at the level of 2000 tests a menth and at the NMRIH, which is the
national referral laboratory at the level of 4000 tests a month.
In the Short Term Plan (STP) for AIDS control provisions were
made for strengthening of the screening capability at five blood
banks imn the country: Asmara, Jimma, Harar, Yirgalem and Addis
Ababa.

The provision of eguipment for HIY screening of blood in these
blood banks should cover the need for investigation of specimens,
resulting from the serosurveys, which are planned as part of the
STP.

A training courge for a total of ten laboratory technicians is
planned. In addition a training course for staff, responsible
for maintenance of the laboratory equipment, should be organized.

The present and projected laboratory capability and diagnostic
facilities for HIV testing as well as for other essential
investigations is described in Appendix 5.32.

The equipment of five blood banks with HIV screening eguipment
will cover the short term need for testing of blood for HIV from
serosurveys and other investigations in Ethiopia. It is,
however, necessary to strengthen the laboratory capability and
diagnostic facilities in the regional laboratories, in order to
enable them to participate in the diagnostic services, required
by the cerosurveys, which are planned as part of the five year
plan for AIDS control.

The +ollowing regiocnal public health laboratories are a1l staffed
by trained biologist=: Awassza, Jimma, Asmara, Nekemte and Dessie.
Regional laboratories are planned for Dire Dawa and Bahr Dar.

fs mentioned above (section 4.1.1.2) the NRIH presently has
access to eguipment for ELISA and Western Blot testing. The
Western Blot equipment, howsever, is borrowed from the AHRI, and
must be replaced,

The capacity for Western Blot confirmation of ELISA positive
tests from the regional laboratories at the NRIH is considered
adequate in terms of technical expertise and manpower.




SPAR/NPS/MISC/B7.2
Fage 16

Technical equipment for ELISA testing should be provided for the
seven regional laboratories mentioned above.

Equipment for Western Blot testing should be provided for the
NRIH.

Training courses for laboratory technicians/biclegists for the
regional laboratories should be arranged.

Training courses for laboratory technicians/biologists for the
regional laboratories should be arranged.

Training courses for maintenance staff should slso be arranged.
H. Targiets

By June 1988 provision of technical equipment for ELISA testing
for seven regional laboratories should have been made.

By June 1988 provisions of technical equipment for Western Blot
testing for the NRIH should have been made.

By June 1988 a training course for 14 laboratory
technicianc/bioclogists from the seven regional laboratories
chould have been completed.

At the end of June 1988 a training course for maintenance staf+
from the seven regional laboratories should have been completed.

C. FProgress indicator

The level of attainment of the above targets chould be described
in the dquarterly report for third guarter of 1988 by the DAC.

4.1.2.2 Strategy: Establicsh an interval serosurvey system
A. Methods of implementation

On the hasis of the analysis of the findings from the initial
assessment of the AIDS epidemic in Ethiopia the DAC should adjust
the initial serosurvey protocols and use these for conducting
interval serosurveys in the population groups as revealed by the
analysis,

The optimal interval for the serosurvey activities will have to
be defined by the DAC.

Based on the experience from other endemic areas an interval of
gix months may be appropriate.

The sample size and methodology will be determined by the DAC in
accordance with the experiences from the implementation of the
STP and with the guidelines elaborated by the WHO,

The field staff, already trained and employed for the
implementation of the STF and the laboratory facilities, which
have previously been strengthened as part of this plan, will
serve the interval cerosurvey activities.
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Revisions of the survey protocols, refresher courses for the
field staff and further strengthening of the laboratory
facilities may be reguired (see 4.1.3 and 4.2.2).

. Targets

By January 1989 the DAL should: 1) evaluate the results of the
previousty conducted serasurveys and develop detailed protocols
for the interval serosurvey system as well as determine optimal
intervals, sample size and sampling methodology for these surveys
%) evaluate the available laboratory facilities for testing of
samples from future interval surveys and elaborate plans for )
strengthening of these services, if regquired %) evaluate the
performance of its survey field staff and elaborate plans for
refresher training, if required.

Following the above assessments the DAC should implement the
system of interval serosurveys.

By July 1989, and thereafter six monthly the DHC‘EHQUId evaluate
the findings from the serosurveys, disseminate them and ensure
immediate use of the data for public health intervention,

4.1.2.3 Gtrategy: Establish accurate case reporting system
. Methods of implementation

AIDS caces should be reported Lo the MOH as part of the
Notifiable Diseases reporting System. Reporting should be made
by radio or telephone from the peripheral to the regional healtibh
facilities and from there to the MOH, Where possible a clinical
diagnosis of AIDS in a peripheral health facility should be
confirmed by a Medical OGfficer at the Regional level or in a
mobile team and should be confirmed by means of a laboratory
diagnosis.

A case reporting form for AIDE should be developed hy the DAC,
and the form printed and distributed to all health facilities.
Training of all health workers from the central to the peripheral
level in the case reporting system should take place, integrated
in the health workers training seminars for AIDS control and
prevention.

Fach health facility should maintain a register of suspected AIDS
cases.

A system for feed back of the information from the AIDE reporting
syastem to the reporting units must he established.

B. Target
By Jarnuary 1988 an evaluation of the efficiency of the case

reporting system cshould be carried out by the DAC and the
reporting system adjusted.
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4,.1.3 Objective: Develop and coordinate research

Research into the knowledge, attitudes and practices of various
population groups in Ethiopia relating to sexual behaviour as
well as other fields, related to the transmission of HIV, is
vitally important for the guidance of health educational
campaigns and other components of AIDS control.

Fesearch on clinical management of AIDS patients is equally
important for the development of other parts of the control
programmea . ‘
Research on HIV transmission and AIDS in Ethiopia must be action
oriented and decision linked.

It must be coordinated with other ongoing research activities in
the country.

4.1.3%3.1 Strategy: Define priorities for research
A Method of implementation

The DAC should review all research, ongoing or already completed,
with a relation to AIDS and HIY transmission in a broad sense,
and through its surveillance and research unit should elaborate a
priority list for action oriented research, required for optimal
implementation of the control programme.

The DAC should consider the following research topics for its
priority lists.

i. Information on the pattern of sexual behaviour by
ethnic, socio—cultural and religious population groups related to
age of sexual debut, views regarding pre— and extramarital sex,
prostitution and multiple partners.

a- Information on the existing level of knowledge about
transmission of S8Ths, including AIDS by population group as
above.

3. Information on knowledge, attitudes and practices
regarding coadom use.

4, Information on knowledge, attitudes and practices
regarding the use of injections as medical treatment.

S Information on the present role and practice of various
types of traditional healers and traditional midwives with a view
to their potential role in AIDS case management and in the
prevention of HIV transmission.

B. Target

By January 128% the DAC should analyze all AIDS—-related ressarch,
ongoing or completed, i1n Ethiopia, as well as compile a list of
research priorities as defined by the programme,
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4,1.3.27 Strateqy: Coordinate research
A Methods of implementation

On the basis of its priority list for AIDS related research the
DAC should develop these priorities into researchable questions.
This may be achieved through cooperation with individual
recearchers from the various university departments or vresearch
interested health workers.

Research in the field of knowledge, attitudes and practices (KAP)
is particularly important for the implementation of the AIDS
control programme.

The Department of Social Sciences at the University of Addis
fbaba should be approached to develop relevant research
protocols, which may subsequently be submitted to the Research
Council at the MOH for approval and funding.

Epidemiological research may be conducted through collaboration
with the Community Health Departments at the Universities of
Addis Ababa, Gondar and Jimma.

Research project protocols may alse be developed by ctatf members
of the DAC and submitted for funding as above.

fn important role for the DAC will be te function as a referral
body for the MOH Research Council in order to assess research
proposals, related to AIDS. The DAC should ensure that reseatrch
proposals are in line with stated research priorities and make
optimal utilization of manpower and financial resources for
resaarch.,

The DAC may assist to analyze and ensure the use of AIDS related
research findings in the implementation of the national control
programme .

B. Targets

By January 1989 a framework for initiating, assessing,
coordinating and funding AIDS related research proposals by
external or internal researchers should be estaklished by the DAC
in collaboration with the MOH Research Council and the
University.

C. Progress indicators

By January 1990 the established mechanisms for research
coordination and funding and status report onh ongeing and planned
research activities, related to AIDS, should be described as part
of the annual report of the DAL,
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4.2 Frevention of Transmission
4.2.1 Objective: Decrease sexual transmission
4.2.1.1 Strategy: Maintain non-risk behaviour

Mati—risk behaviour should be encouraged within the messages
transmitted to the general population. In Ethiopia increase in
urbanization of the population has eroded traditional values and
behaviour (i.e. non/low risk behaviours). There still remains
within Ethiopia a strong network of religious and other leaders
who are actively trying to promote traditional values and
beliefs. Thic network may provide an additioral channel to
maintain non—risk behaviour.

A. Method of implementation

The NHCA should invite members of religious and cultural groups
to be represented on the Committee. A series of specially
devised 1/2 day seminars should be organized and run for
religious and cultuyral leaders at npational, regional and district
level .

The NHCA should give religious and cultural leaders access to
radio and television to support the HIV/AIDS control programme.

H. Targets

By March 1988 religious and cultural leaders should be
represented on the NHCA.

By May 17882 religious and cultural leaders should submit plans to
MHCA for seminar outlinec.

By August 1988 1/2 day seminars should be conducted at national,
regional and district level.

By November 1988, access to radio and television for religious
and cultural leaders should be established.

4.2.1.2 Strategy: Reduce high risk behaviour

High risk behaviour is confined to sexually active groups within
Ethiopia. Information, education and communication (IEC)
strategies offer the only operational way to interact with high
rick groups in an effort to modify their behaviowr and so reduce
risk. Consequently the objective to decrease sexual transmission
by a reduction of high risk behaviowr is fully considered and
expanded under section 4.4.1.2 and Annex 7.2.
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4.2.1.3 Strategy: Promote the use of condoms
A. Method of implementation

The knowledge, attitudes and behaviour i the Ethiopian
population regarding condom use should be assessed. The number
of condoms presently wsed in Ethiopia, should be assessed. The
supply system should be strengthened where required. The
Ministry of Health should invelve staff at all levels in
promotion of the use of condoms.

Supply and distribution of condoms should be integrated into
exicsting distribution systems within the Fublic Health Services
and the Family Guidamce Association (FBA). Condoms shouwld be
supplied and distributed to high risk groups. Where costcs are
defined as a harrier to condom use, these should be subsidized.
Alternative distribution channels should be established.

IEC strategies regarding condom use should be developed with due
respect for prevailing attitudes in various ethnic and religious
groups. Possible cultural/religious antipathy to condom use
should be defined. Where this antipathy relates to birth
control, the attitude to condom usage as a disease control
mechanism should be encouraged. Seminars on HIV transmission and
high risk groups should be organized for religious leaders.
Women s mass organizations shouwld be invelved to encouwrage women
to have condoms available.

H. Targets

By April 1988 the DAC should compile & report describing the
current number of condoms imported into Ethiopia as well as
existing distribution channels.

By April 1988 the DAL should establish alternative channels to
tealth servieces for condom distribution to high risk groups.

By July 1988 the DAC should run seminars for religious leadersc.
. Frogress indicators

Assess on a monthly basis the (increase i1n) demand for condoms
from source of supply. Assess effectiveness of IEC as related to
condom use through assessment of EAP in high risk groups and
include this information in the DACs quarterly report by the
above target dates.

4.2.1.4 Strategy 1 Promote early effective treatment of other
STD g

Other STD's may facilitate the transmission of HIV infection as
well as hasten the onset of clinical AIPS in those infected.
Consequently early effective treatment of STD's may reduce HIV
transmission and reduce morbidity in those infected,
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AL Methods of implementation

The documents "buideline for the control of sexually transmitted
diseases" Ministry of Health, April 1787, and "FPlan of Action”
Ministry of Health 19287/88 provide details of the programme for
strengthening STD s contrel. This system will initially apply to
27 eclinies in 13 towns {(Addis aAbahba, Nazareth, Dire Dawa, Harar,
Dessie, Assab, Bahr Dar, Gondar, Mekele, Asmara, Massawa, Jimma,
KWolaita Sodo). Subsequently it will be extended to other towns.

In 1987/88 the estimated cases in these climics will be 49,000 of
qonorrhes, 12,000 of syphilis, 11,000 of chancroid, 6,000 of
lymphogranuloma venereum and 11,000 of other ETD's including
trichomoniasis.

For HIV prevention and control to be effective the STD control
programme should be supported.

The approved plan makes provision for laboratory diagnosis of
all these conditions and management according to WHO guidelines.

To enable assessment of this system for AIDS contral a patient
register must be maintained in each clinic with details of age
and =ex of patient, duration of symptoms before seeking
treatment, result of laboratory test, treatment given and result
of tect of cure.

Following counselling, all S5TD patients should be tested for HIV
infection during one month each yvear (see 4,.1.1.2).

A health promotion programme should be conducted in the 13 towns

stressing the indications for seeking immediate testing for S5TD’s
viz. genital symptoms, unprotected exposure to a new sex partner

or identified STD in a sex partner (see 4.4.1.2).

B. Targets

By April 1988 the DAC should request a donor agency Lo conduct a
feasibility study for strengthening STD control.

An ascegsment of the above activities should be included in the
DAL’ s annual reports.

By October 19288 the plan should be implemented in the 13 towns.
(Gtage I).

By June 19892 the plan should be extended to include all clinics
in at least one town of =ach region. {Gtage I1).

By June 1990 the plan should be extended to intclude all clinics
in at leact two towns in each region. (Stage III).

By June 1921 the plan should include all health centres. (Stage
V).
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By October 1988 The health promotion programme should commence in
the 13 towns and in all other towns & months after introduction
pf the plan to clinics in that town.

C- Evaluation

4 months after the commencement of the plan in each clinic (March
1988 for the initial 27 clinics) the DAC should conduct a field
evaluation of clinic performance. By direct observation,
clinical specimen collection and laboratory interpretation for S
patients with indicators of eath of the 5 common STD's
{(gonorrhea, syphilis, chancroid, lymphogranuloma venereum and
trichomoniasis) should be monitored (i.e. 25 patients in all).
The appropriateness of therapy should also be assessed.

The duration of symptoms, the follow up rate and treatment
suctess for each of the S5 diseasec should be assessed from the
patient register. This same assessment should be conducted 9
months after the commencement of the health promotion programme
when the data for the preceding & months should be reviewed in
the DAC®s annual report.
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4.2.2 Objective: Decrease transmission by blood
transfusion

A safe system of blood transfusions, available on vital
indications, is an impartant component of AIDS control.

4_2_2_1 Strarpnv: Ameapss hlinnd transfision artivities and
cervices currently available

A Method of implementation

In the Shart Term Plan (STP) for AIDS control provisions are made
for HIV screening equipment for the five major blood banks,
listed in Annex 5.2, and for training of their staff.

As part of its initial activities the DAC should make an
assessment of the actual capability for screening of blood for
transfusionsg.

B. Yarget

By Fehruary 1988 the DAC should have made a detailed assessment
of the existing blood transfusion services in Ethiopia.

C. Frogress indicator

A report with a status analysis as above should be included in
the first quarterly report from the DAC to the MOH.

4.2.2.2 Strategy: Restrict the overall number of trancsfusions

Even after the establishment of an effective screening system for
all bhlood for transfusions the risk of HIV transmission through
blood cannot be totzally excluded.

In order to minimize the risk it is consequently necessary to
restrict the overall number of transfusions to a necessary
mi A mum.

The planned expansion of BTS in Ethiopia (see Annex 5.2) should
be guided by a reappraisal of the indications for blood
transfusions and & needs assessment, based on an evaluation of
the incidence of diseases and emergencies, requiring treatment
with blood.

A Methods of implementaticon

The present indications for blood transfusions and the current
number of transfusions countrywide should be accurately assessed
through an examination of patient records from all centres,
involved in blood transfusions.

For planning purposes a rough estimate of the projected needs for
blood transfusions at the plamned NRCA centres has been made {(see
Annex 7.1).
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This rough estimate of the projected needs shouid be reassessed
by the DAL on the basis of calculations of incidence rates +tor
diseases and emergencies, requiring blood transfusions.

When appropriate the use of fluids other than blood for emergency
treatment should be promoted.

Flasma, normal zaline and lactate solutions are effective ang
cheap alternatives to blood and blood products in =ome
cituations. Information of this nmature should be included in the
above list by the DAC.

B. Targets

By July 1988 the DAC should have elaborated a review of the
present indications for blood transfusions in health institutions
in the country, based on examination of patient records.

By July 1988 the DAC should have elaborated an estimate of the
projected needs for blood transfusions, based on a list of such
conditions and emergencies, reguiring this type of treatment, and
on an estimate of the projected incidence of these conditions and
emergencies in the country.

C. Progress indicators

A review of the level of attainment of the above targets should
bBe included in the annual report by the DAC by December 1788,

4,2,2.3 Strategy: Exclude high risk donors
Aa. Methods of implementation

In order to keep the costs of screening blood donations at a
minimum level, the feasibility of excluding donors through
completion of a guestionnaire prior to donation should be
examined.

The DAC in cooperation with the NRCA should make an evaluation of
risk factors, associated with HIV transmission in Ethiopia.

Such risk factors might include the following: previous history
of 5TDs, history of multiple sexuval partners, history of exposure
through sexual contacts with members of high risk groups in
known, endemic areas.

The DAC should revise the present registration form for blood
donors and introduce 1t for use in all blood transfusion centres,
train the staf+ in these centres and make use of the form for
exclusion of candidate donhors, assessed as being at risk in
accordance with the information obtained through the form.
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E. Target

By July 1988 the DAC chould have elaborated revised forms for
registration of blood donors and introduced those at all NRCA
blond btrancfusion centres in the country.

C. Frogress indicator

fin assessment of the level of attainment of the above target
zshould be included in the quarterly report from the DAC by June
1988.

4.27.2.4 Strateqy: Provide effective HIV screening of blood

As mentioned above (gection 4.2.2.1} and listed in Annex 5.2
blood transafusion services in Ethiopia are rendered at five NRCA
institutions and ip additiorn at the majority of 81 hospitals,
None of these centres presently have access to HIV screening
equipment.

As part of the implementatiorn of the short term plan for AIDS
control the +ive NRCA centres will be equipped with ELISA
readers=. Confirmation of positive tests may be performed by the
MNRIH in Addis Ababa.

The above measures are considered sufficient in the short term.
Addditional investments in screening equipment and training of
cstaff muct bhe made in order te secure effective HIV screening at
the new blood transfusion centres, planned by the NRCA (see Annex
7.1y,

Adequate facilities for blood drawing, handling and storage of
blond are included.

It is suggested that blood donations are confined to the eleven
MRCA blood transfusion centres, distributed over the country,
wherever possible, and that blood donations outside of these
facilities, where appropriate screening cannot be made, are
discouraged except on vital indications.

A. Methods of implementation

The ik planned NRCA blood transfusion centres should receive
technical equipment for ELISA testing of all blood, donated at
the centres. Confirmation by means of Western Blot should be
referregd Lo the NRIH in Addis Ababa.

Laboratory and maintenance statf at the planned centres should
receive training through seminars.

H. Targets

By January 1989 all six planned NRCA blood transfusion centres
should be equipped with ELISA readerc and necessary additional
technical egquipment in order to enable them to perform HIY
sereening of donated blood.
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By January 1989, 12 laboratory technicians and 12 members of the
technical staff at the six planned NREA blood tramsfusion centres
chould have received training in screening of blood for HIV and
maintenance of the technical eguipment.

c. Progress indicators

The level of attainment of the above targets should be described
in the annual report by the DAC by January 1989.
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4.2.3 Obijective: Decrease transmission by ctontact with blood
and blood products

Sate practices should be established in laboratories, clinics and
operating theatres in order to protect health workers and give
them confidence i1in handling patients with HIV infection.

Likewi=se traditional midwives must be protected against HIV
transmission through contact with infected placentas and other
material during home deliveries,

4.2.3.1 GStrategy: Ensure safe blood drawing, laboratory and
theatre practices

All health workers should receive information on known modes of
transmission for HIV and on potentially hazardous procedures.
They should be trained in sterilization technigues, the use of
pratective equipment and safe handling of tilood and blood
praducts. This training should be integrated in the training
seminars, planned for health workers (see section 4.4).

Frotective equipment such as gloves, aprons, disinfectants and
attessories should be supplied to all facilities on a regular
hasis.

The DAC should make a needs assessment and cooperate with the
Central Medical Store in order to secure a regular supply of
protective equipment and disinfectants.

Sterilization should be provided wherever a hazardous activity
takes place so that waste collection and disposal involves no
risk, In practice cleaners and waste collectoars should be
protected, especially against needlestick injuries, through the
provision of protective eguipment. All waste from a health
facility should be disposed of safely, i.e. burnt or buried in a
deep, protected refuse pit.

BE. Targets

By Januvary 19289 all health workers should have received
information on potentially hazardous procedures in health
facilities and be trained in sterilization technigques, the use of
protective equipment and safe handling of blood and bl ood
products as part of the health workers training seminars (See
section 4.4 and Annex 7.2)

By January 1989 a system for provision and regular supply of
protective egquipment (gloves, aprons, disinfectants) to all
health facilities should have been establisthett by the DAC.

By January 1989 aquipment for sterilization of reusable equipment
should have been provided to all health facilities.

c. Frogress indicatorc
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At analysis of the level of attainment of the above targets
chould be inciuded in the annual report from the DAC by January
1989 .

4.2.3.2 Strategy: Ensure safe practices ameng traditional
birth attendants

In Ethiopia approximately 7074 of all deliveries take place at
home and with the assistance of a traditional birth attendant
(TRA) .

The TBAs, through their repeated exposure to bloed and other bedy
fluids during delivery, will be at high risk. It i thaerefore
important to secure safe practices among these traditional health
workers.

A. Methods of implementation

TBA= should receive information and training in safe handling of
the placenta and other potentially contaminated material during
delivery as part of their training. The DAC should ensure that
this training caomponent is integrated in the TBA training
curriculum and in the planned health educational seminars for
special target groups (see section 4.4).

The feasibility of providing TBAs with gloves and disinfectants
through the local health facility should be assessed.

B. Targets

By January 19879 the DAC should have secured an integration of
training components on safe handling of the placenta and other
material in the TBA training curricula.

By January 1989 training of TBAs at the planned health
educational seminars (see section 4.4) should have covered the
areas of safe practices during assistance to deliveries.

By January 1989 the pros and cons of providing gloves and aprons
to TBAg should have been assessed and a pelicy in this respect
formulated.
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4.2.4 Objective : Decrease transmizsion by injection and
other skin piercing practices

4.2.4.1 Strategy : Reduce injections by unauthorized
practitioners

Apart from health/medical personnel working at government and
private medical inctitutions there is am unknown number of
wntrained and unauvthorized persons, who perform injections. This
practice has potential to spread HIV.

A Methods of implementation

A survey of the general population showld be conducted to
establish the extent of these unauthorized services and major
medications which are used by thiz group.

A message informing the population on the risks involved when
injections are performed by wnauthorized practitioners should be
included in health education material.

Sufficient drugs and injection equipment should be provided to
medical i1nstitutions to meet their daily needs.

A directive that syringes and needles chould be kept in safe
places, and that used syringes and needles should be properly
destroved, should be included in the training material for health
personnel .

The law, prohibiting wnauthorized injections should be enforced.
B Targets

By July 1988 the studies on the above practices in selected
regions should be completed.

By Octouber 1988 the necessary information for medical personnel
and the public should be included in health education material.

C. Progress indicators

The level of awareness of medical staff and the public regarding
the risks related to vrnauwthorizred injections should be agsessed
through a survey by the DAC .

4.2.4.2 Strategy : Ensure sterility of injection and other
skin piercing instruments

Nearly two million injections are being performed annually by the
statf of The Expanded Frogramme on Immunization (EPI). The usual
practice is to change the needlie but not the syringe for every
subsequent injection. This practice represents a potential
threat in immurization of adults.

In the TEB control programme in some instances streptomycin is
injected to several persons by the same syringe.
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A, Methods of implementation

The current needs for syringes, needles and sterilization
equipment of the programmes which uvse injections as major
prevention and treatment methods, should be assessed.

A stable supply and replenishment of injection and sterilization
equipment shouwld be ensured.

An item on sterilization technigue should be included in the
training materials designed for health personnel.

B. Targets

By July 1988 the need for syringes, needles and sterilization
equipment by the various programmes should be calculated.

By Januar& 1989 an adequate supply system should be instituted.

By October 1988 training material on sterilization techniques
should be distributed.

4.2.4.3 Strategy : Prevent transmission through skin piercing
instruments used by traditional healers

Scarification practices occur in various parts of the country.
No precise information is available on the type and extent of
these practices.

AL Methods of implementation

Studiez on traditioral scarification practices among major ethnic
groups should be conducted,.

The potential risk of these practices for transmission of HIV in
terms of the instruments used, frequency of scarification by the
zame instrument and cleaning hetween scarifications shouwld be
acsepssed.

B. Target

By July 1988 the study on traditional practices and their
potential risks should be completed.




SPA/NPS/MISC/B7.2
Fage 32

4,.2.% dbjiective To decrease transmission from mother to
child

4,.2.9.1 Strategy : Reduce mother to child transmission by
preventing pregnancy in HIV pasitive women

A Methods of implementation

Counselling and information on pregnancy prevention for HIV
pocitive women should be an integral part of all screening
programmes (see Annfex 7. 2)

As part of the counselling process a method of contraception
should be agreed upon and either provided by the screening
service or the Family Guidance Association (FGA) or other
referral service.

B. Targets

By July 1988 pregnancy prevention information on HIV for positive
women should be included in all screening actiwvities.

C. Evaluation

In all screening programmes a register should be kept of all
seropositive women and the method of contraception to be used.
All these women should be reassessed 6 months and 12 months after
initial counselling and their contraception and pregnancy status
recorded at this time. The DAC should collate this information
as part of its national surveillance and include it in its annual
report.
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4.3 Improvement of diagnosis and Management
4.3.1 Objective: Improve Diagnosis
4.3.1.1 Strategy: Adapt WHO diagnostic criteria for local use

The clinical criteria established by the WHO should serve as a
basis for clinical diagnosis, but it may not be sufficiently
specific for use in Ethiopia. Furthermore for meaningful
surveillance the mechanism of diagnostic confirmation must be
clarified.

A Method of implementation

Thic issus should be resolved by a meeting of experts convened by
the NHCA.

This committee should decide on:

1. Tentative diagnostic criteria. These criteria may
include assessment for the most common differential diagnoses
encountered in Ethiopia.

Syndromes are reported from various parts of Ethiopia, which
might, at least partly, cover manifestations of AIDS.

2. Whether patients with tentative diagneses made at the
nealth rentre or lowsr level should be confirmed by a Regional
Medical OFficer or a member of the DAC mobile team for more
expert, clinical assessment, and preferably for HIV testing.

After appropriate approval, the findings of this cemmittee should
be expressed as concisely as possible to enable dissemination to
all health workers.

R. Target

By February 1988 this committee should be appointed and agree an
tentative diagnostic criteria.

A review of the Ethiopian case definition and diagnostic process
should be made by January 1989%.

4.3.1.27 Strategy: Strengthen clinical diagnostic skills of
health workers

0. Methods of implementation

Training for existing health care workers must consider the
specific roles of doctors, health officers, nuwses, community
nurses, sanitariang, health assistants (HAs), CHAs and TBAs.

For all health workers training will invelve discussion of the
diagnostic process outlined in 4.3.1.1 and health education
outlined in 4.4.1.5.
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For diagnoesticians {(doctors and nurses) additional training
should involve clinical tutorials with examination of AIDS
patients where possible.

Detailed health educational and clinical training for current
students should be introduced into the cuarriculum at all health
worker training institutions (3 medical schools, 3 technician
=schonls, 5 nursing schools, 184 HAs schools and 45 centre for CHAS
ard TBAs,

E. Targets

Ey fApril 1988 diagnostic seminars showld be completed for the
medical staff of hospitals at regicnal level.

By Augucst 1988 general seminars for health workers should be
completed.

By October 1988 HIV traiming should be incorporated into all
health worker training curricula.

c. Progress indicators

Regional medical officers should be responsible for notifying the
Department of AINS Control when training is completed within the
region. Within 3 months of completion of training in a
particular region, & wember of the DAC should visit a randomly
selected health centre and 2 related health stations and
interview all staff to ascess the health workers compliance with
the outline of the seminar.

Health institutions should forward copies of their training
eurricula to the NHCA, when HIV training has been included,
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4.3.2 Objective: Improve individual management

Currently in Ethiopia cases of AIDS have not been identified but
carriers of HIV have been recognized. The number of AIDS cases
will undoubtedly increase in the future. In the absence of
effective, curative treatment, patient management must
concentrate on the maintenance of an optimal quality of life,

4.3.2.1 SBtrateqy: Develop guidelines for individual management
in various settings

The optimal management of patients with AIDS may vary by ethnic,
socio—cultural and religious groups of the population of
Ethiopia. 6Guidelines for patient management should therefore
take such characteristics into account. Generally
institutionalized care and the use of modern drugs for treatment
of AIDS patients should be limited and alternative types of care
should be identified and supported by the DAC.

A Methods of implementation

The DAC should elaborate treatment protocols and guidelines for
optimal patient management in various settings.

The protocol should define the optimal period for initial,
institutionalized treatment. This initial phase serves the
purpose of establishing correct diagnosis and reporting and of
counselling the patient and her/his relatives.

The protocol chould define a limited range of modern drugs, which
may be used for palliative/symptomatic treatment of opportunistic
infections.

Following the initial phase of treatment the patient should be
referred (not dismissed) to alternative catre.

The type of care may vary according to local characteristics as
mentioned above.

Alternatives may be care in the extended family or clanm setting,
The system of traditional health care should be actively invaelved
in the treatment of patients with AIDS in Ethiopia. The
treatment protocols may suggest an involvement of traditional
healers and the use of traditional, herbal drugs already in the
initial phase of care in a health facility.

Traditional healetrs should be called upon to administer treatment
to patients in the extended family/clan setting.

The Community Health #fAgents {(CHAs) should play a prominent role
in the supervision and management of patients care in the
community, and should collaborate closely with the traditional
healers.

The trained Traditional Birth Attendants (TBAs) should be called
upan to participate in the care of mothers and children with
symptoms of AIDS. Small grants should be made available to the
relatives of AIDS patients to cover expenses such as soap, other
hygienic material and herbal drugs, necessary for home care.
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Supervision and support to the patient and his/her relatives as
well as supply of hygienic material from the nearest health
facility, should be the responsibility of the local CHA.
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B. Targets

By January 1990 guidelines and treatment protocols for various
ethnic groups should be elaborated by the DAC, introduced and
discussed with all health warkers during their training seminars
(=ee 4.4).

By January 1990 various altetnatives for active involvement of
the system of traditional health care and the use of traditienal
herbal drugs for treatment of AIDS patients should be
investigated and discussed with traditional health workers in the
course of the information— and training seminars, described under
cection 4.4,

By January 1920 a proposal, including a budget, for the

establishment and administration of small funds at the district
level to cover cost for soap, other hygienice articlesz and herbal
drugs, should be elaborated and submitted to the MOM by the DAC.

4.3.2.2 Strategy: Maintain optimal quality of life

AIDS is an incurable disease and all efforts should be focused on
the prevention of HIV transmission and, in case prevention fails,
an the maintenance of an optimal quality of life of the AIDS
patient.

A Methods of implementation

All modern and traditional health workers should receive training
in the counselling of AIDS patients and their relatives as part
of the training seminars, described in section 4.4

tuidelines for counselling of HIV positive individuals and of
AIDS patients and their relatives have been elaborated by WHO.
These guidelines should be adiusted to Ethiopian conditions and
used for the training of health workers.

The local representatives of the various religious communities in
Ethiopia (priests, monks, nuns and clergymen) may play an
important rale in the counselling and spiritual care of AIDS
patients and their relatives,

These groups should be actively involved in various aspects of
care through participaticon in training seminars and continuous
communication with the local CHA.

H. Targets

By January 1989 zll health workers (modern and traditional)
should have received training in counselling and care of AIDS
patients after their return to thelr community.

By January 1989 representatives of the variouws religious
commuriities in Ethiopia should have received similar information
as part of the seminars for secondary target groups, described in
section 4.4.
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4.4 Information, Education and Communication
4,.48,.1 Ob jectives gstrengthen information, education and
communication
4.4.1.1 Strategy: Frovide information to the general

population on the transmission of HIV

The STF contains a strategy for informing the public. The NTF
has utilized the mass media (press, television and radio) to
address this objective. A cohesive programme coordinated
centrally within the MTP would be appropriate if 40% penetration
of HIV transmission knowledge is not demonstrated by the action
taken in the S5TF.

A. Method of implementation

4 survey of a representative sample of Ethiopians (urban and
rural) should be conducted to establish the level of awarenecss of
HIV transmission.

& coordinated public education programme should be designed if
less than 40% penetration is demonstrated by the survey,

All materials involved in the public education programme should
be prepared in advance.

# 4 week coordinated public information campaign shouwld be
planned and implemented, to begin the continuous process of
keesping the populatien informed.

Provide radio and television stations with prepared 1-2 minute
updated fillers/triggers to be used subsequent to formal
campaign. Provide press with prepared panels for insertion.
H. Targets

By April 1988 KAP survey should be completed.

By Aprii 1788 all health education material for the public,
including television and radio scripts and newspaper panels

cshould have been designed.

By July 1988 have all audio/TV fillers produced and all materials
printed.

By October 1988 have all materials distributed to the appropriate
lovals within the health service and to kebele level within mass

arganizations.

Dctober 1988 a 4—-week campaign should have been launched.
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C. Progress indicator

an assessment of the above targets should be included in the
quarterly reports of the DAC.

4,4.1.2 Strategy: Provide information to target groups
with bigh risk behaviour

The high risk groups in Ethiopia have been discussed in Annex &.
Although the content of information messages to these groups will
broadly be the same, the methods of delivery of this information
should be designed with direct reference to their heterogenecus
lifestvle,

A. Method of implementation

A matrizx of high risk groups and appropriate methods of reaching
them chould be constructed. An infrastructure of supply of
information to these groups should be created, whers normal
channels are ineffective or do not exist. Survey how high risk
groups receive information (general/health) currentlvy.

Where risk can be attached to specific employment types e.G.
truck drivers, educational/informational materials aimed at
employers as well as high risk group members should be designed
and distributed. Distribution via the political structures of
mass organizations should bhe tried and evaluated.

Where registers of prostitutes exist, these could be used to
facilitate communication and health education.

Seminar on HIV transmission shouwld be arranged for all 1st vear
university and college students on enrollment.

H. Targets

By April 1988 have an established list of all emplovers of truck
drivers who could be termed long distance (i.e. trips which
involve overnight stops in another town or on route) by March
1988.

By April 1988 have establiched the approximate numbers in each
high risk group.

By April 1988 all lEC materials specifically targeted at high
risk groups should be designed.

On enrcllment in 1988 students seminars shouwld commence,

By July 1988 all IEC materials for high risk groups should be
produced.

By July 1988 distribution channels for high risk groupsz should be
defined.
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By October i.e. at same time as education campatgn for general
public is conducted, IEC materials for high risk groups should be
distributed.

c. Frogress indicator

A evaluation of the programme will relate to numbers of
different information packages designed, their riumber distributed
and how many channels of distribution have been established.

The DAC guarterly report should describe the level of awareness
of HIV transmission among high risk groups.

4.4,1.,7 Strategy: Provide information to community leaders
M. Methods of implementation

Links cshould be established between NHCA and community leaders
e.g.-the organization of Ethiopian Orthedox Church clergy,
Frotestant Church clergy organizations, Moclem leaders
organizations and the leaders of all mass organizations. A
series of seminars for identified community leaders should be run
at regional level. The possibility of policy statements from
Head of state and every ministry should be explored. Sportsmen,
prominent musicians and actors should be canvassed for public
support. Seminars aimed specifically at broadcasters (TV and
radio) and Journalists should be run.

Community leaders should be supplied with IEC materials and
encouraged to feed back information from the population to the
NHEA.

Badges for community leaders "1 am helping Ethiopia fight AIDS"?
should be made, so that their constituents/parishioners know of
their involvement in national campaign. Lists to community
leaders of infrastructure of "who to contact" and "where to go if
{you) think you may be infected" should be supplied.

BH. Targets

By April 1788 community leaders in each region (political and
religious}) should be identified.

By September 1988 seminars with political community leaders in
each region should be held.

C. Frogress indicators

The annual report of the DAC should record the number of seminars
held, number of participants and the feed back received and
impact of the information campaign on community leaders.

4.4.1.4 Strateqy: To educate school children

Teachers of children in grades 7 through 12 can provide a
valuable tool not only in the education of all school children
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but as people of some standing within their communities they can
also be a source of information for adults.

For this reason the training of teachers in all aspects of AIDS
control , transmission of HIV and high risk behaviour is crucial.

A. Methods of implementation

Current mechanisms for "in-service"” training of teachers.
Assess ability of health educators to train teachers. The
ability of health educators to train teachers should be assessed
with the cooperation/assistance from Ministry of the Education.
Twenty—twa (22) teachers from regions to be trained as trainers
in Addis Ababa should be identified and recruited.

Training course for trainers (3 days), and 30 sets of training
manwals for trainers, should be designed and produced. 1000 seta
of abbreviated manuwals for trainers to take back to region should
be produced 14,000 summary sheets with reply paid card should be
provided.

Approsximately 1000 teachers country wide should be identified
and recruited to come o regicnal centres for one day training
by trainers. Manuals with instructions to take back to school
and "train/inform" all other statf members showld be distributed.
H. Targets

By March 1988 health education team suitable to traln trainers
should have been identified.

By Junte 1988 training courss and trainers manuals (i.e. two
manuals and summary brochure} should have been designed.

By July 1988 +irst leve)l trainers from regions (22) and second
level trainers should be identified.

By July 1988 trainers couwse in Addis Ababa.
By September 1988 organize and run regional training courses.

By August 1988, the 14,000 cummary sheets should have been
distributed to regional centres on a pro rata basis.

By October 1988, coinciding with IEC aimed at the general
popul ation, teachers should have trained celleagues and students.

G- Progress indicators

A component in each manual to be a stamped addressed return card
to be signed by every teacher in the appropriate schools after
they receive training by their colleagues and returned to the
DAC.
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4.4.1.5% Strategy: Fducate health workers

There is a heed for the education of health workers of all levels
to achieve all of the obijectives in the MTF for AIDS contrel and

praveption in Ethiopia. Consequently the initiatives devised to

meet the different types of educational input required should be

coawrdinated under one cohesive strategy.

a. Methods of implementation
Areas within the undergraduate curriculum of all medical and
health workers should be identified for education about HIV

infection transmission and AIDS.

Curriculum inserts on HIV/AIDS for all undergraduate medical and
health courses should be designed {(ses Annex 7.2).

Materials in support of curricular inserts should be produced and
supplied to all training/educational establishments.

Gurrent mechanisms for in-service training of all health
practitioners should be assessed.

tn—service modules on HIV/AIDE for different levels of health
practitioners should be designed.

Where in-service provision is weak or sporadic a series of in-
service seminars for all health workers should be grganized.

Two way communication channels between all levels of health
workers and NHCA should be estabhlished.

Medical health training sub committee of NHCA should be set up to
coordinate all medical /health education and training.

B. Targets

By March 1988 undergraduate curricula for all courses should have
been designed.

By June 1988 curriculum support materials should be designed and
produced.

By start of academic year 1988/8% curricular material should have
been introduced into all courses.

By June 1988 in-service modules should have been designed and
produced.

By June 1988 ceminars at regional and district level for each
level of health worker should have been organized.

By September 1988 regional seminars should have been run.
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C. Progress indicators

Monitor implementation of each phase of education/training.
Monitor diagnosis of AIDS pre and post training services for
practitioners.

Survey KAP of z2ll health workers in last gquarter of 1788 andg
review in annual report by DAC by Januwary 1789.

4,4,1.8 Strategy: Develop optimal source, channels and content
for communication

A Methods of implementation

A sub-committee of NHCA should be given responsibility for
assessing gquality and content of all educational and
informational material produced, and estahlish criteria for
design.

A design team for all literatuwre and mass media should be
established and should include writers/broadcasters as well as
graphic designers/artists and copywriters.

The scope and capacity of Health Learning Materials Production
Centre (HLMPL) should be developed to act as materials production
of NHCA.

The current network of regional health education officers should
be strengthened. Vehicles,; drivers, maintenance and fuel
allowance should be provided to ensure health education
penetration to district and sub—dictrict levels and to the rural
communities,

Links between MHCA and Educational Materials Production and
Distribution Agency (EMPDA} should be established to coordinate
introduction of appropriate AIDS information with Ethiopian
literacy campaign.

A feasibility study for the introduction of a professional health
education course in onge of the higher education establishments in
Ethiopia should he conducted by NHCA.

MNew channels of distribution and communication created for AIDS
programme should be integrated into current networks in Ethiopia.

EB. Targets

NHCA and sub—committees should be established.

By February 1988 the design team should be convened and briefed.
By April 1288 the production facility equipped and operational.

By June 19288 distribution channels should have heen analyzed, and
strengthened.
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By July 1988 all regional health education departments should be
equipped with a vehicle, driver and a budget for fuel and
maintenance.

By July 1988 feacibility study for provision of professional
tealth education course within higher education in Ethiopia
chould be started.
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4.5 Evaluation of the Programme
4.5.1 Objiective: Evaluation of programme development

Current evaluation of the efficiency angd effectiveness aspects of
the various programme strategies are carried out by the DAC. The
results of these 2valuations should appear in the DACs quarterly
and annual reports,

4.5.1.1 Strategy: To evaluate pverall programme efficiency by
external bodies.

An external evaluation of the efficiency and effectiveness of the
NHCA should be carried out by an external body.

A. Method=s of implementation

By the end of the 2nd and Sth years of the programme
implementation, & joint MOM and WHU review based on field
assessment should be carried out and the report submitted to the
Minister.
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Annex 1

List of members of the National Task Force (NTIF) for the
prevention and control of AIDS

1. Dr. Debrewocrk Zewde - Immunolpgist ~ Chajrperson

2. Dr. Betachew Gizaw - Epidemiglogist - Secretary

%F. Dr. Tibebe Yemanhirhan - Veneriolaogist — Member

4. Dr. Milkias Shamebo =~ Hematologist —  Member

9. Dr. Youhannes Negesse — Pathologist = Member

6. Com, Lakew B/Silasie = WVirologist =  Membetr

7. Com. Hailegnaw Eshete — Epidemioclegist - HMember

82, Com. Mohammed Yecuf - Pleic Health Officer and Head of

STD Control Division — Member
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Anhnex 3
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annex 4

Lines of responsibility and function of the National Health
Committee on_ AIDS (MHCA)

The existing National Task Force (NTF) includes technical
specialists only. In order to establish effective cooperation
with various departments of the Ministry of Health as well as
with other ministries and agencies involved in implementation of
the programme this body should be extended to include
representatives of the parties listed below and renameqd the
National Health Committee on AIDS.

Organizations whose representatives should be included in the
Committee:

All departments of the Ministry of Health
Ministry of Information

Ministry of Education

Ministry of Labour and Social Affairs
Ministry of Agriculture

Ministry of Trade

Ministry of Transport

Defence Ministry

Religious organizations

Women = Assotiation

Youth fAssociation

University administration

The agencies listed represent both the expertise and channels for
promotion of health education. The Committee will continue to
serve as an advisory body to the vice minister of health on
subjects related to planning and implementation of the programme.
Similar committees will be formed at the regional level.

Considering the wgency of the AIDS preoblem the control programme
should be placed at departmental level (Annex 2). Being directly
supervised by the vice minister of health the programme would
work in close cooperation with the departments of Health
Education and Manpower Development, Health Services and
Department of Epidemioclogy.

The Department of AIDS Control (DAC) will be headed by 3 member
of the NHCA who will be assisted by a WHO epidemiologist and an
operational officer. Five divisions of the department will
participate in planning of operational activities, training of
field staff, research and assessment. The administrative
division will provide financial and logistics support.

Each technical division would include a technical officer, one or
two technical assistants and co—opted personnel for specialized
activities as required. Five teams will be formed to carry out
field activities.
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Froposed staff of the Department of AIDS Control (DAC)

Technical officers =]
Technical assistants 6—10
Accountant
Secretaries
Drivers
Clerks
Storekeepers
Guards

MK BO e

Gffice furniture
Fhotocopying machine
Refrigerators
FPersonal computer
Typewriters
Duplicating machines
Telephones
Stationery

Vehicles

o~ | AR R - RS
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Annex_ S
5. LIST OF PREVIOUSLY INMITIATED CONTROL ACTIVITIES
9.1 Serosurveys {(all conducted in Addics Ababa)
Year Fopulation Numbetr ELISA/WE positive
Tested Mo A
1984 STD Clinic prostitutes 173 i 0.8
19835 Military recruits | 000 - -
198& 8TD clinic prostitutes &0 4 b.7
19856 5Th clinic males 70 1 1.4
1986 Healthy clinic patients 100 - -
1986 Frostitutes at 149 4 2.7
Rehabilitation Centre
172g7 LLumpen groups 202 8 4.0
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Laboratory and Blood Transfusion Services

A. Laboratory services
1. National Research Institute of Health (Addis Ababa)

This is the central reference laboratory for Ethiopia. It
conducts research, teaching of all senior and Junior laboratory
technicians, and diagnostic services. Departments include
Bacteriology, Immuno—hematology, Virolegy and Training and
Regional laboratory services. The present immuno-electrophoretic
capability should be able to cope with Western Rlot comfirmation
of positive ELISA tests form all screening facilities.

2. Regional Public Health Laboratories

The most sophisticated regironal facility is at Asmara with others
at Awassa, Jimma, Descie and MNekemte, Regional laboratories are
planned for Dire Dawa, Bahr Dar and one other centre. These
laboratories are directed by a biclegy graduate and can perform a
range of culture and serologic tests. Most aof the ELISA
diagnostic and serosurvey tests would be performed in these
laboratories.

3. Health Centres

All health centres have a small lahoratory, usually with one
technician but sometimes more. These laboratories have a
microccope and centrifuge and mainly perform smear examination of
stools, urine, wet preparationc for trichomonas or candida and
stained discharges (.e.g. Bram staini. RPR tests could also be
performed. These centres could facilitate blood collection with
ceparated serum being forwarded to regional laboratories for HIV,
syphilis and Hepatitis B testing.

4. Other Laboratories

All other government hospitals, the Armauer Hansen research
institute, universities and non—gavernment hospitals have
laboratories of varying sophistication. These laboratories are
directed to the needs of the institutions. However they can be
of help in blood collection and separation. Besides, some
regional hospitalcs have relatively adequately equipped
laboratories which can easily be upgraded by providing ELIGA
equipment and other accessories.




SPA/NFE/MISC/B7.2

Fage 53

AnNex S. 2

B. Blood trancfusion services available in Ethiopia by 246 May

1987

Estimated annual number of blood transfusions: 17,000

Number of Present Level Equi pment
Location Trained of blood for HIV
Statf transfusions testing
National Red
Cross Associations
(NRCA) in:
Addis Ababa 10 10,000 None
ASmar & 1 2,000 None
Jimma 3 1,000 Nane
Harar = 1,000 None
Yirgalem 1 2,000 MNone

Blood transfusions are occasionally given at he following

hospitals:

Equipment, Number
Location Type of hospital for HIV of
testing hospitals
Addis Ababa Central hospital Nore 4
Regional capital Regional /zonal None 13%)
hospital
Rural centres Rural hospital None &4
¥) Four of the regional/zonal hospitals are served by NRCA BTS.
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Tentative licts of risk qroups in Ethiopia
Claszsificat popul ation qgroups and geographical areas in
relation to

Data on sexual behaviour and the spread of STDs in Ethiopia is
scarce and cannot be extrapolated to the general population.
Descriptions of the population groups in terms of potential risk
of HIV transmission is based on experience accumulated in other
countries and supported by several serosurveys carried out in
Ethiopia. The recent surveys indicate that HIVY is present in
various population groups in Ethiopia. #Antibodies to HIV were
found among prostitutes, among males attending an STP clinic and
among male day wage workers, Meither intravenous drug use nor
homousexuwal practices are recognized risk factors in Ethiopia.
Easgd on these data which indicates that the major mode of HIV
trangmission is heterosexual, various groups of the population
and geoqraphic areas were tentatively clascified in relation to
the risk of HIV transmission, as follows:

1. PFopulation groups

#. The highest risk groups include prostitutes
(institutionalized and unrecognized), bar maids and bar servants
{both women and men) and STD patients. (TE patients are not
considered a high risk group for transmiscion, but are included
in this group as markers for HIY prevalence.)

b. The high risk group includes truck drivers travelling on
principal reads of the country, and other occupational groups
whase profession requires frequent migration, ineluding military
sarvicemen. This group may play anm impeortant role in the
interuwrban transmission of the virus. Lumpen individuals can
also be included in this category.

c. Some groups of men and unmarried women aged 1540 years may
represent a medium high risk of HIV transmission.

2. Gepgraphic areas

Fregquent multipartner sexual contacts tend to be more common in
areas of high population density. Areas of increasing population
and routes of population mability are alzso sites of sexuwal
activity favouring HIV transmission.

Consequently, priority areas for investigating HIV infection
include the urban areas of Asmara, Massawa, Bahr Dar, Assab,
Addicz Ababa, Dessie, bebre Markos, Nekemte, Mekele, Jimma, Gimbi,
Amwassa, Gondar, Metu, Mazareth, Awash, Debrezeit, Akaki, Dire
Dawa, ¥Yirgalem, Arba Minch, Doukem, Awash Harar, Movale, Goba,
Robi and Asella; and all settlements along along the roads:
Assab—Addis Ababa, Harar—Addis Ababa, Moyale—Addis fAbaba.
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fnnex 7.1

Proposed Control Activities

Serosurveys. laboratory and blood transfusion services

Timing Popul ation Samples
October 1987 — STD patients, 13 towns, 4,000

April 1988 1 month

{Short term plan} Other groups to be defined 1,000
September 1788 — Eomplementary surveys 4, 200
December 1988

March 19899 Non-clinic sample 3,000
September 1989 STD sample 3,000
March 1920 Non—clinic sample 3 Q00
September 1920 5TD sample 3,000
March 1991 Non—-clinic sample 3,009
September 1991 STD sample 3,000
March 1992 Non—-clinic sample 5. QOO0
September 1992 ST sample 3,000

Blood transfusion centres

The list includes centres, planned by the NRCA in addition to
already existing NRC centres (see Annex 5.2).

The projected need for blood transfusions to be performed at all
centres by 1988: 40, Q00

Gondar
Dessie
Dire Dawa
Nekemte
Assab
Mekele
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Froposed Control Activities

Information, Education and Communication

Backqround

The aim of IEC programmes is the modification of behaviours which
are designated high risk and the maintenance of low/non risk
behaviours. IEC programmes showld not be seen as passive.

In the Ethiopian context IEC programmes are as much concerned
with establiching mechanisms of implementation as with content
and methodology selection.

HMealth education in Ethiopia was reviewed in 1985 as part of the
Frimary Health Care Review (WHO February 1985). From impressions
gained in Ethigpia in May 1987 it would appear that there have
been moves to improve the situation described within the FHC
review but many reservations must still remain. At national
level the structure for health educatien is planned to change.
Currently health education ic a Division within the Department of
Health Education and Manpower Development within the Ministry of
Health. The plan is to give Health Education, department status
within the ministry (Annex 7). However the problems identified
within the FHC review are still in evidence "delayed planning,
inadequate budget and lack of trained staff". A reflection of
thics situation at the regional and district level is to be
expected.

There are any number of modelzs for health education from
prevention to ecological but what is apparent is that from all
available models a pragmatic process for health education will
have to be adapted in the medium term. Methods of successfully
intervening in high risk groups should be tried, tested and
either modified or intensified. In the absence of adequate KAP
data on sexual mores in Ethiopia, evaluation and refinement of
methodology is a crucial step to achieve optimum effectiveness
for the IEC pbjiectives contained in the MTF,
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annex 7.2
Fart 1

If we define non-risk behaviour as either abstention from sexual
activity or sexual activity between adults who have always been
mutually monogamous (WHO “Guidelines to manage and counse)
sexually active persons) and exclude non-sexually active

people then poth of the objectives in 4.2.1 and 4.4.1 can be
achieved by similar strategies. By providing information to the
general public on the transmission of HIV, an sssential activity
is achieved which makes communication with specific high risk
target gQroups easier.

The Ethigpian NTF have already utilized the mass media
(television, radio and Press) in order to inform the general
public on HIV and its transmission. \

in order to assess the impact of this campaign a survey shouwld be
carried out amongst a representative sample of sexually active
Ethiopians to establish the level of awareness of HIV
trancmission within Ethiopia.

These surveys should be carried in 17 cities/tawns:

Addis Ababa Dessie Wolaita Sodo
Acmara Bahr Dar Assab

Har ar Gondar AWassa

MNaz areth Mekele Arba Minch
Dire Dawa Massawa Metu

Awash Jimma

Random samples can be selected with the help of the municipal
political authority and each cohort should number at least 100
(one hundred) with one cohorts coming from each city/town.

In the rural areas there should be 10 sites weighted towards
rural areas along the Red Sea Coast, Kenya Border and North of
the country. DBased on a health station two cohorts shouwld be
surveyed at 1, 10, 25 and S50 km from health centre. Each cobort
should number at least 23 people. Health stations are chosen as
a central focus for survey control in the expectation that they
have to deliver health services to the rural communities. Health
Stations should be identified in the following regions:

Bale Arseil Keffa

Gamo bofa Assab Wolleaga
Sidamo Tigrai

Har arge Goijam
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This plan will give a sample size of 1,300 urban dwellers and
2,000 rural people. The gquestionnaire should be simple, sasily
administered and decigned to elicit the following information:

1. Level of awareness of AIDS as being incurable

Z. bLevel of knowledge on AIDS trancsmission

I« Level of knowledge on high risk behavigur

4. Level of knowledge on low risk behaviour,
{abstention, mutual monocgamy)

9. Level of knowledge on reducing high risk behaviour,
(reduction in sexual partners and use of condoms)

The data gathered by the survey should be analyzed te give a
gecgraphic distribution and the general level of awareness about
AIDS within the Ethiopian population. Age/sex and wban/rural
variation camn also he assessed. Also from this data an
indication of the levels pf awareness of what constitutes high
risk behaviour and low risk behaviour can be inferred.

The analyses will reveal the efficiency of the NTF public
education initiatives. If the analysis reveals a less than 40%
level of awareness of the dangers of HIV infection and its mode
of transmission, then the implementation of a broad based public
information campaign wutilizing political and social structures as
well as the maszs media should be undertaken wgently. The
tampaign should be designed in advance so that all elements of
the campaign begin at the same time and are programmed to reach
all sections of the Ethiopian population over a four week period.
The campaign design could have the fellowing format.

Element 1. Direct access to the public via mass media +
educational radio service

a) televicion could expect to reach
million people or 7% of population
b) radio could expect to reach million
people or %“ of population
€} Press, newspapers/magazines etc. could expect
to reach million people % of
popul ation

This element of the campaign should be designed using the
integrated media approach.

Waek 1 Weak 2 Weet: =2 Weelk 4

Television

Radio

Freco




SPA/NPS/MISC/87 .2
Page 59

Radio is the central core of thics element of the campaigr and
radico coaverage as with press and television must be planned in
relation to peak listening times most popular programmes etc.
Caverage showuld consist of both editorial i.e. in programmes
solely about AIDS, or a section on AIDS in news or magazine type
programmes, and specially designed public service announcements
lasting no more than &40 secs be interspersed throughout all
programming. A similar pattern to be used for television and
press with special AIDS information panels being designed for the
press and 1/2 minute AIDS fillers (i.e. to be used betweaen
programmes)} produced for television.

1+ possible opinion leaders, folk heroces would give an added
impetus to the campaign and present the right image i.e. AIDS can
effect all people and that these messages are presented in the
cause of "The good health of all Ethiopian people”. All
materials should be recorded or designed in advance of the
overall campaign. At the end of the formal campaign radia,
television and press should be continuously stimulated by

updated press releases, TV and radio fillers throughout the
remainder of the programme. i.e. monthly from DAC.

Element 2% Posters and leaflets

s with the mass media all posters and leaflets should be
decigned and printed in advance of the overall campaign and be
delivered to main regional distribution centres in advance.

The posters and leaflets should be as pictorial as possible
within the bounds of public good taste and cultural constraints.
They should be simple and unambiguous. Distribution should be
via the public health service to reach down to CHAs and TBAs and
via the mass organizations. A message on the leaflet should be
included "If your neighbours or friends cannot read, in the
interect of health of All Ethiopian people, please read this
leaflet to them.

Initially 300,000 leaflets should be printed.

National hospitals 5,000 per hospital D90, 000
lLocal hospitals ¢ 4 at 1,000 per hospital 84,000
Health centres 142 at 200 per centre 28,400
Health stations 2000 at 350 per station 100, 000
Community Health Agents and TBA's 5,093x10 91, 300

293, 400

Round up to FO0, Q00
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A additional 200,000 to be distributed wvia mass organizations
{mast efficient) to kebele level.

Fosters should be displayed in every health institution

Government offices, post offices, banks etc. 9, 000
Health institutions oy 000
Bus/railway stations E, 000
Kehele centre &, 000

The delivery and distribution strategy could be worked out by the
Department of Health Education and Manpoawer Development at the
Ministry of Public Health. The mechanisms of delivery should
include all of the currently established means of distribution,
not necessarily of printed materials, i.e. drugs, blood,
equipment distribution sources be utilized. 1¥ gap=s appear in
the distribution strategy they must be recognized and alternative
plans made, for example care organizations like the Ethiopian Red
Cross society of the Ethiopian Family Buidamce Association he
utilized.

The objective of the overall campaignh should be straightforward
“to provide information to the general population on transmission
of HIV and in so doing encourage and praise non-risk behaviour®.

To evaluate the impact of the campaign a population survey
similar to that described earlier should be carried out
approximately six weeks after the official end of the campaign.
If the feel that they could not at the present time predict a 40%
coverage of the Ethiopian population of their current work, the
campaign as outlined could be mounted without a precampaign
population survey and this survey used as a post test to examine
the efficiency of the proposed campaign.

Flement 3: Distribution of posters and leaflets via all
government ministries

Seek support from every government ministry and department,
national and regional to establish if they would be prepared to
give a copy of leaflet to every employee and to display
posters.
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The campaign to inform the general population of Ethiopia must
obviously take into account the specific cultuwral, political and
behavioral patterns within the country. Whereas it is beyond the
competence of this mission to delineate the exact content of such
a campaign, from impressions gained it can be suggested that most
if not all from the following list could be included,

1.

2.
T
4.
T
&,
7.
8.
2.

10,

Sexual contact is the most significant means of
transmission of HIV.

HIV is different from other STDs.

AIDS is fatal with no vaccine and no cure.

The more sexuwal partners the greater the risk.

Condoms can reduce the risk.

HIYV can also be transmitted through blood.

Your illegal injector could give you more than an injection.
The unborn child at risk.

If you already have any other STD, get checked for HIV.
Mutual monogamy is your best protection

e —
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Annexn 7.2

Fart 2

Frovide information to groups with high risk behaviour

Fatients already infected with other sexually transmitted
diseases are possibly the group with the highest risk of HIV
infection. This is a heterogeneous qroup in composition so
intervention should be designed for the setting. The other
aroups classified as high ricsk have different lifestyles and
consequently it i5 recommended that each group be considered
separately to assess the most appropriate IEC content and
methodology. The following iz offered as a model for
consideration. In terms of evaluation, as the high +isk groups
are most likely to be targeted for cerosurveys, result of these
will give an accurate measure of IEC effectiveness,

High Risk Groups
Prostitutec

Health education content
a. To differentiate HIV infection from other STDs i.e.
there is no cure, AILS is fatal.
b. To give information on high risk behaviouw and specify
their own behaviour as high risk.
. Inform on the rigsks to children born to HIV positive
mothers.
ol. Promote the use of condoms.

Health education methods
a. Where prostitutes are registered or known give counselling
via social workers, kebele leaders, women’s organizers and 3TD
staff in health institutions.
b. PRistribute condoms to proctitutes and inform where
supplies may be cbtained.
€. Where areas of high prostitution is known ensure posters
are prominently displayed

Focus of action
Bars, bus and railway stations, "red-light" districts, STD
departments of all health institutions.

Evaluation
Monitor demand for condom supplies.
Record infection and reinfectipon gof STDs at health
institution,
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Roadside hotels/fbars staff both male and female

Health education content
As for prostitutes

Heaith education methods
3. Fosters in hotels and bars with relevant information.
b, Produce series of audic cassettes with modern music with
HIV/AIDS meccages after every musical piece. Distribute
(sell?) to hotels and bars.
c. Distribute and ensure adequate supplies of condoms in
hotels and bars.

Focus of attention
Bars and hotels

Evaluatiaon :
Monitor demand for condoms
Monitor other STD% among hotel and bar staff

Truck drivers

Health education content
a. Differentiate HIV infection from other STDs
b. Give information on high risk behaviour and sncourage
self analysis of risk.
c. DOutline significance of introducing HIV infection to the
home.
d. Promote the use of condoms.

Health education methods
a. Develop “code of the road® leaflet for drivers in form of
mock driving license and containing information outlined above
B, Distribute via employers
d. Make condoms available at depots and docks,

Focus of action
MWork place, depots, docks, roadside hotels and bars

Evaluation
Monitor STDs in truck drivers

University/high school students

Health education content
As for truck drivers with exception of c.

Health education methaods
a. Information of HIV/AIDS chould be included in all high
school teaching from October 1988.
B, Umversity students given orientation lecture on
enroliment for university. Given by member of regional AIDG
committee.
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c. FPoster campaign in all high schools and wuniversities, '"one

test you don’t want to pass” a graphic poster.

d. Fthigpian yvouth organization and REd Cross youth
arganization leaders invited to regional health centre for
orientation by regional health education coordinator.

Focus of action
Schools, colleges, universities and youth wrganizations

Evaluation
Monitor cases of 5TD in this group

Daily Wage workers

This high risk group is difficult to reach by traditional
methods. Appropriate intervention methods will have to be
devised with dirgct reference to the habits of this group in
Ethiopta.

Men and wnmarried women (20—40)

Health education content
a. Differentiate HIV intection from other S5TDs i.e. no cure,
AIDS 1+ fatal.
be Define high risk behaviour.
c. Encourage self analysis of risk behaviour
d. Inform on the risks to children born to HIY positive
mothers
e. Fromote use of condoms.

Health education methods
a. The national campaign would in any event be beavily
weighted towards this group.
b. Encourage all sexually active people to have condoms
available.
. The women’s mass organization alerted to the dangers to
children born to HIV infected mothers. :

Focus of action

Urban, bars and restaurants, kebele, office, women’s mass
organization. Maior sites of employment.

STD patients
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Fart 3

Teachers of children in grades 7 through 12 can provide a
valuable tool not only in the education of all school children
hut as meanle nd anme standing within their communities. They
also provide an alternative source of information for adults,

For this reason the training of teachers in all aspects of AIDS
cartral, transmission of HIV and high risk bebhaviour is crucial
to ensure a continuing programme of education for future
generatinns nf srhoal children and also to provide an alternative
ta heatth perasmnel £or community enquiries about AIDS. The only
viable madel is a derivative of the pereolation model. This
model assumes that because of the skills possessed by teachers
that once they have received training at a central location away
from their school or college they will be well equipped to
facilitate the same learning experience for their colleagues when
they return to their schools. This will allow a rapid deployment
of health education an AIDS from the centre to grassroots level.
It iz also efficient and cost effective (see Appendix 2).

It is proposed to design a J—day training course for
approatimately 22 teachers who will train as “"trainers". In the
model there are several levels of training. The trainers will be
trained centrally in Addis Ababa. They will return to their
regions and with Education Ministry secretarial help at the local
level recruit approximately 43 other teachers from schools within
the region (exact number recruited will depend on size and number
of schools in each region) who will come to a central fotal point
in the region and receive a l-day training programme. They will
then return to their schools and train their colleagues over |
weelk on the materials they have received. In single teacher
schools they can begin to teach students immediately.

This strategy if implemented will require close coordination and
a major effort in design and production of materials. Ewvaluation
can be built into the various manuals by the device of tear off
reply cards which have to be completed by each trainee on
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completion of trainitng at each level. Schematically this will
wark thus:

Dept Health Education and Manpower Devel opment

Identify health educator to train trainers
Design and produce trainers manuals
for 3 days course (30) and
abridged version (1000) fov
trainers to take back to region
Also design education protocol
for trainers
Froduce 135,000 sheets with reply paid cards

Identify teachers in regions to come
to Addis Ababa to train as trainers.
With Ministry of Education help
identify 1000 teacherc from
gradecs 7 through 12 to be trained
regionally

Give 3 day training course to trainers
in Addis Ababa

Brganize 1 day training courses
for teachers — distribute manuals.
Teachers complete tear off card
and post to Addis Ababa

Teachers return to schools and train
calleagues and distribute summary
sheets and reply paid cards
Who each have card to return
to Addis Ababa
Commence teaching to school
popul ation

Trainerg visit selected schogls and
assess effectiveness and report
to Addis Ababa

Subsequent to this intervention the Ministry of Education should
include HIV transmiscsion and prevention modwle in the
undergraduate training of all teachers. A derivative of the
modules produced for health workers should be adequate for this
purpose.

Egquipment and supplies for the
Regional health education departments:

Vehicles 15
brivers 15
Maintenance/fuel allowances 13
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The moed for coordination in the training and education of

heal thworkers has already been stresced. In order to achieve
this, it is recommended that a series of modules be created, to
caver all aspects of HIV/AIDS. These modules should be destigned
so that by combining certain modules the educatiornal/training
needs of all health workers can be accommodated. These modules
could have the following structure.

Module I
Background to AIDS
&. The human retroviruses
b. HIV
c. Global cituation re HIV infection and AIDS epidemic

Module 2

HIV infection/AIDS in Ethiopia
a. Epidemiology of HIV infection

b. Major strategies for HIV/AIDS contrel and prevention in
Ethiopia '

Module 3

Climical information
a. WHO diagnostic criteria plus additional diagnostic criteria
for Ethiopia as these become known
b. Case finding criteria
. Case reporting system operation and management

Module 4

Blood safety 1
a. Blood sample taking, safe techniques for health workers
b. Serosurvey field workers and blood transfusion statf4,
safety procedures in handling and transporting blood and blood
products
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Module S

Blood csafety 2
a. Criteria for blood transfucion and injections at surgical
departments and blood transfusion centrec -
b. Sereening of domors guidelines for surgical department and
bload transfusion centres

Madule &

Lab zafety ‘
4. Safe laboratory procedures for Iaboratory technicians, who
may handle blood samples or blopd prodiucts in national
regional and district health establishments
b. Safe laboratory procedures for technicians working with
HIV suspected infected material

Module 7

Sterilization
a. Gterilization guidelines for EPI, TE programme, leprosy,
operating theatres, all health facilities where
injection/transfusion takes place

Module 8

Behavioural
&. risk behaviour definition and classification
b. High rick groups within the community by age, sex and
occupation

Module %

Health education
2. Methods, messages and aims of health education
. Materials for the general population and their
interpretation and ways of using them in different settings
C» Materials for high risk groups and ways of using them with
target groups
d. The chain of prevention, a diagram of the coordinated
prevention effort in Ethiopia :

Module 19

The STD setting ‘
4. HIV and other STDs, behavioural relationships and clinical
implications
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Madule 11

Counselling
a. Counselling technique for
a. Patients/people prior to serosurvey testing
b. Feople who are HIV positive
c. AIDS patients, their family, friends and community
d. Women of child bearing age who are HIV positive.

Module 12

Summary
(May be suitable for CHAs and TBAs)

2. HIV and AIDS in Ethiopia

b. Basic hygiene relating to handling blood, taking blood
injections, childbirth, first aid

c. How HIV iz not transmitted to reassure relatives and
+riends

of HIVY positives and AIDS patients

d. AIDS and HIV helping the community come to terms
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Pudqet
Item _ Puantity Time Scale Cost (USs) Remar k=
Establishment of DAC
WHO epideminlogist 1 5 yrs 42T, OO0
IEC mpecialist 1 5 yre A2%, OO0
Operational officer 1 S yra 2T, 000
Short term consults i5 Manmonths 105, 000 Including travel
Bactetary/computer oparators ] 0 oyrs 72,000
Por diet for mobile teams (members) =1 % yre 112,500 Pased on 20 days/month
in the field. 5 teams
. of A4 members
Par dicem for coopted personnel of DAC 1S5 HManmonthe 7,000
: Furniture . 20, 000
Fhotocaplers 2 10,000
Refrigerators ) 2,580
Computer {printer of software? 1 8, 000
buplicators z 5, 300
Typewr iters =1 T, 000
Stationery &0, 000 . ]
Talephone =1 30,000 Including in:tal;at;un
and charges for years
HMobile radio {(Communication} & 12,000
Vehicles 7 73, 000 Including 3 for eventual
' replacement during the 3-year
period. Ethiopian government
digallowa importation of small
vehicles, Yehicles should be
4 wheel drive diesel Toyotas.
Clinomobile — 4WD car equipped with 1 ) 30, 000
refrigerator and some lab. facilities
i-@. centrifuge
Cold box (Savopack) — 1 week cold life B 1, 300
Cold box {(Coleman} — 72 hrs. cold life 5 290
Maintenance of vehicles 3 yre 45, 000
Fuel 130, 000 30,000 km/year per vehicle
Migrell anenus SXEpEIRES 15,000
Total 1,944,550
Contingency at 10Z 194, 4595
Total 2,161,005
Item _Buantity [» (IS m
4.1 Epidemiological Asseswmant
Suwrveillance and Resagarch
E[l_lsﬁ tEi’.‘I’_; 28,000 55,000 For caomplemcntary and interval
avia * TR OGN VEYS
Weatern Biot tests 1,500 22, 500G Calcul ation bamed on azmsumption
JO% ELISA posiktivity for
compiementary and lnterwval
wRr O
Laborptory reagents : JOo ey
Gloves 500 . 1,000 Reumable
Disinfectants 1,800
Blood drawing equipment IRy Q00 ’ 3,800
Frinting and diatribution of 25, 000 X, 00 Includes paper printing
case report forms and diskribution
Establishment of AIDS . ‘ 30, 000 Covers KA&P and
resaarch fund epideomiclogical resmarch
protects
Misncel landous ) S5, 000
Tatal 85, Q00
Contingancy st 10% 8, 500
Total 112,000




1tem

A.2

4.3

4.4

I Duantity Cost (UGH) Romarks
Prevention of transmission .
ELISA readers 13 26,700 For 7 regional laboratories
and & NRCA centrac
" u
ELISA washers 1% 4, HOG " "
Wastern Blot equipment 1 Z,500 Far NRIH
Training courses for 2 34, 000 For 24 technieisans from
laboratory technicians 13 ceantres. Includes transport
par diem and comsultants cpEks
Training courses for 2 2dy y 00 For 2& techricians for 17
maintenance 1+2 centres includaes transport, per
diem, {(manufacturer Lo provide
cormaul fancy?
ELISA toztm 200, 000 F00, GO0 Calculations based on
Elavia tests average annual nuweher of
blood donations
of 40,000 per year ovar T years
Western Blaot tezt= 10, 40D 150,000 Calculations hpmnd an
S% ELISA positives
Laboratory reagents 12, 000 Equipment for sterlization
without adequate facilities
Frotective clothing 100, 000 198, 000
{gloves, aprons)
Needles and myringes 300, 000 AL, 000
Condemn 5, 000, 000 o0, GO0 Fepresenting 2 swbsidy
10c each pver 5 years
Misgellanaous 30, 000
Total 1,619,200
contingency at 10% 400, 000
Total 2,019,200
[ ———
Improvenent of Diagnesis and
Mapagement
Emtablishment of =mall funds for 100, 000 Calculation krased on 1,000 AIDE

home care

Information, Edugation

and Cammuinication
Denigr team for ail
materialm 4 poople
Materiale for design team
Per diem for educational
consitt tant
Fer diem Ffor medical
consultant
Fer diem for npurse
consul tank
Vehicles support for

Rrgional Health Education

Dapartment
Seminars/training couroed
(Medical wtaff and Health
Rfficers

Regional Nursss

Health Armistants

tdizstrict and sub diwkrict)}
Teachers as hrainera

(CoureRs)
Teachers regional (1,000}
Community leaders (district}

Materials Froduction Health
Fersorinel
12 modules
1

HDENOC AR

45
120
300

50

3,000
a, 000
16, 000
20, 000
20, 000

1,000
20, 000
20, 000
30, 000
10,000
10, 000
&0,000

d

Mid A

1

1

Y

manmonths

manmonths

manmanths
WS

day

day

1/2 day

=
i

daya

day

a=zo=c=

B0, 00
0, 000
1,400

2,000

1,400
as50, 000

&0, 000
1545, HOC
140, 000
10,000
g0, 000

25,000

&, 000
F, 000
15, 000
30, 000
0, Q00
1,500
50, 000
30, 000
4%, OO0
15, 000
15, 000
&0. 000

cages by end of 2Znd year

e Ouantity  Time Scale  Conot (LU3%)  Remarks

Ineludes vehicleon,
driversg, maintenance and
Fuwl (30,000 km/yr}

for O years

Auarterly refers to

nunber of coursoes
"

22 teachers trained

as trainer=

1,000 teachers trained
By Lraingrs

Mgal allowance gnly




Teachers

Training manudal =1y &00
Training manual 1,000 3,000
{abbreviated)

Return paid cardw 135, G0 50, B

+ SuUmMmary

Risk groups

Leatlets (truck driverd) 20, 000 4, OG
Audio tapes (bars and 1,000 13, 300
hotels)
fosters {(bars and hotels) 1,000 1,300
Fosters (university wtodent= 1,000 1,500
andg high =chanl atudents)
Fosters (5TD clinicw) 1, 0060 1,500
General population
Leaflets 300, OO0 500, 000
Fosters 50, 000 75, 000
TV +illers 23 &0, Q00D
Radio fillers 239 X0, 000
Fress panels &0 12,000
Distribution 50, 000
Miasel ]l aneous 100, Q00
Total 2,515,500
Contingency at 10% 251, 000
Total 2z, T&d, 500

Buddet sSummary

Total over five years 7, 200, 000

—=ozmmzmm
First year 3, 137,090

Following four years (per year) 1,013,728




Budget Annexes

NACF Support_and, Complementary Activities

1ten Santity Time Scale ... Geet (LS

370 support programme

Equipment and materials 27 S yra TG, Q00
and training
(for 27 clinics}

Manpowar ‘ *
54 laboratory techniclans 54 T yrs 810,000
External canswltant i S yoarza 425, 000

{gpideminlogi=at)

2,010,000

Miscal 1l aneous 100, 000
Total 2,110,000
Fontingeney 10% 210,000
Total B 2R0,000

o A T TR

Health Learning. Material Production Centrie (HLMRD)
{equipment and staff az per separate project propozal)

ltem , C (LIS#)
54T, 468
Contingency at 10% T4, 00
Tertal &0, GO0

timal th Hanpower Develoopment
{fellawthipu, grants, short couraec)

Ilem ! Time Scalg Cont (USH)
T years 487, GO0
Contingency at 10% 48, FO0
Tertal 557,200

m===z===
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