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Preface

The Social Aspects of HIV/AIDS and Health Research Programme of the Human 
Sciences Research Council publishes an Occasional Paper series which is designed to 
offer timely contributions to debates, disseminate research findings and otherwise 
engage with the broader research community. Authors invite comments and responses 
from readers.
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1

Community-Level Behavioural Interventions for HIV 
Prevention in Sub-Saharan Africa

Introduction

The HIV pandemic is continuing almost unabated in many developing countries 
(UNAIDS, 2004). Particularly hard-hit is sub-Saharan Africa, of which the countries 
making up the Southern African Developing Community (SADC) have the highest 
prevalence of HIV/AIDS. South Africa (21.5%), Zimbabwe (24.6%) and Botswana 
(37.3%) were reported to have the fifth, fourth and second highest proportions 
respectively of people between the ages 15 and 49 years who are living with HIV/
AIDS. The impact of HIV/AIDS can potentially devastate and cripple social and 
economic development particularly on the African continent. The current review 
– one in a series of papers (cf. Richter, Manegold & Pather, 2004; Strebel, 2004) 
– looks into possibilities for prevention in the context of growing problems with and 
of orphans and vulnerable children (OVC) in southern Africa (UNAIDS, UNICEF 
& USAID, 2002). 

Background 

The growing problem with OVC should not be seen as only related to children, but 
needs to be understood in terms of the impact of AIDS on families, households and 
communities. Children may be impacted in material and non-material ways (Richter 
et al., 2004). Material problems relate to poverty, food security, education and health. 
Non-material problems relate to welfare, protection and emotional health. Children 
affected by AIDS are in themselves highly vulnerable to HIV infection. Their risk for 
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infection arises from the potential for early onset of sexual activity, commercial sex 
and sexual abuse; all of which may be precipitated by economic need, peer pressure, 
lack of supervision, exploitation and rape (Skinner, Tsheko, Mtero-Munyati, Segwabe, 
Chibatamoto et al., 2004). These authors recommended that interventions aimed at 
reducing vulnerability to HIV infection among children should include support to 
households – to keep children in school to complete their education, and to protect 
girls especially against sexual abuse and being forced into commercial sexual relations. 
Interventions targeting orphans should focus on the prevention of early sexual debut 
and of children taking up sex work to support themselves, as well as on preventing 
children from being sexually exploited (UNICEF, 2004). Where possible, it is 
recommended that children be kept within family safety nets (Richter et al., 2004). 
Other interventions aimed at indirectly preventing HIV infection include economic 
support to families affected with HIV/AIDS, support to orphans within families, and 
training parents and caregivers of vulnerable children to provide a supportive family 
environment that is nurturing, provides moral guidance and protects the children 
against stigma associated with HIV/AIDS. 

Service provision in key areas such as health and education may decrease as the 
number of health workers and educators decline due to loss of lives and AIDS co-
morbidities (Shisana, Hall, Maluleke, Stoker, Schwabe et al., 2002). Quality of 
services may also decline as a result of psychological stress and breakdown related to 
dealing with HIV within the profession and in the community (Van Wyk, Benjamin 
& Sandenbergh, 2003). HIV/AIDS directly impacts on families, households and 
children (Richter et al., 2004). The need for care and support interventions and 
treatment is crucial to ensure that adults living with HIV/AIDS are kept healthy for 
long enough to provide financially and emotionally for the needs of their children 
(Strebel, 2004).

The general lack of financial resources and the widespread impact of the AIDS 
pandemic are major challenges to governments and communities providing treatment 
and care to those affected and infected with HIV/AIDS (e.g. Blum, 2004). Many 
developing countries do not have the health infrastructure to scale up antiretroviral 
treatment in public health services (Ismail, Watt, Allen & Pepper, 2003; Ntuli, 
Ijumba, McCoy, Padarath & Berthiaume, 2003). The need for effective HIV 
prevention interventions has become pressing in the absence of antiretroviral 
treatment being widely available to most people in poverty-stricken areas in SADC 
(Cain, Schulze & Preston, 2000). Even in areas where treatment is available, the cost 
of treating opportunistic infections in primary caregivers causes huge and irrecoverable 
damage to already scarce financial resources of households. Children in such cases are 
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the first to suffer (Richter et al., 2004). Most often girls have to interrupt their 
education to take care of ill parents and adults. Also, due to financial difficulties they 
are the first ones to give up their education. This, in turn, increases their vulnerability 
to HIV infection due to poor socio-economic status. 

Community-based organisations (CBOs) and non-government organisations 
(NGOs) are crucial for the successful combating of the HIV pandemic, as evidenced 
in Uganda (Parkhurst & Lush, 2004). Many community organisations are involved 
in community support programmes of various kinds. It is recognised that such 
community organisations could play an even greater role in HIV prevention, as they 
are in contact with those people most vulnerable to becoming infected with HIV 
(family members and associates of those who are already infected with HIV). 
Community organisations should base their programmes on sound evidence to 
maximise the impact of services that they provide to communities (Kelly, Parker & 
Oyosi, 2001). Currently there is little evidence, however, that behavioural sciences-
based intervention technologies are actually used by community services providers 
(Low-Beer & Stoneburner, 2004). One of the reasons for this could be that studies of 
evidence-based prevention interventions are more often disseminated through media 
such as peer-reviewed journal articles, academic books and conferences that speak to 
their peers in the scientific community, but which are not readily available or 
accessible to community services providers (Patten & Ibanez-Carrasco, 2004). 
Typically dissemination of evidence-based interventions is not described or reported 
in sufficient detail to translate into implementation at grassroots levels. Although 
research is sometimes made available to communities through presentations and 
workshops, these are often not sufficiently intensive to allow community members 
and organisations to acquire the new and necessary skills to implement programmatic 
changes with confidence (Kalichman, Somlai & Sikkema, 2000). It is suggested that 
such dissemination should have a strong component of ‘how to’ to allow community 
organisations to translate research findings into community programmes. Members 
of community organisations may also lack the expertise to interpret scientific reports 
(Patten & Ibanez-Carrasco, 2004). Other common barriers to the implementation of 
evidence-based prevention interventions in communities include: 

• structural barriers to transfer of new technology to the community;
• community resistance to new technologies; and
• poor fit between science-based prevention and community needs (Campbell, 

2003; Gruber & Caffrey, 2004).
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Gruber and Caffrey (2004) suggest that principles of community psychology and 
change management through a systems approach may be helpful in the design and 
implementation of community-based interventions. The idea is to reach beyond the 
individual to understand people in their social worlds and the influences that shape 
their attitudes and behaviour, in the way that community psychologists do. Within 
this understanding, careful note should be taken of various interactions with that 
environment, and how interrelated parts affect one another. The issue of power 
imbalances also needs to be addressed (Campbell, 2003). Community empowerment, 
and not just community participation, should be high on the agenda when developing 
models for HIV prevention (Beeker, Guenther-Grey & Raj, 1998). Thus, the role of 
the HIV researcher should change from that of medical or public health expert only 
towards demonstrating the skills and competencies of a social activist and mentor to 
community participants (Petersen & Swartz, 2002). Some programmes, however, 
have reported outcomes that suggest that these barriers could be bridged and that 
‘successful’ HIV prevention interventions could be implemented at community level 
(cf. Ainsworth, Beyrer & Soucat, 2002; Low-Beer & Stoneburner, 2004). Examples 
of these will be discussed in the sections to follow.

Types of prevention programmes

Effective prevention of HIV infection in communities requires intervention on 
several levels, because factors influencing risky sexual and other behaviours occur on 
personality, interpersonal and environmental (social, cultural, economic and political) 
levels (Campbell, 2003). In the discussion that follows we distinguish between 
community-wide, community-based and institution-based programmes. Community-
wide programmes target proximal and distal factors in the environment in order to 
facilitate changes in individual sexual behaviour. Community-based interventions 
target specific factors within communities to facilitate changes in social values and 
norms that may promote protective behaviours and facilitate a decrease in sexual 
risk behaviours. Variations on the abovementioned types of programmes come in 
the form of various institutions being used as bases to launch prevention activities to 
the communities (Ross & Williams, 2002). In the current review, institution-based 
programmes refer to interventions operated from institutions such as health services, 
schools and places or networks of formal and informal employment. They also refer 
to interventions that target segments of the community within the institution, as well 
as members of the geographic community. 
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Community-wide prevention strategies

The most common community-wide programmes are national HIV/AIDS awareness 
programmes. These programmes are more commonly called information, education 
and communication (IEC) campaigns, because of their emphasis on giving 
information through mass media such as national and local radio, TV, newspapers 
and billboards. However, as an IEC intervention in Madagascar (Rakotonanahary, 
Rafransoa & Bensaid, 2002) showed, simply giving information does not guarantee 
behaviour change. The outcomes of a mass media programme in South Africa, 
loveLife, illustrated the difficulties in reaching target population groups with effective 
messaging (Delate, 2001). In this section we will also relate experiences in Uganda, 
where mass communication (also known as behaviour change communication) 
has been successful in reaching target audiences and facilitating behaviour change 
towards safer sexual practices (Bessinger, Katende & Gupta, 2004).

Information, education and communication in Madagascar

The IEC campaign in Madagascar targeted a wide range of at-risk groups, which 
included youth (in- and out-of-school), truck drivers, commercial sex workers 
(CSWs), mothers and professionals (health workers, naval and police officers, and 
educators in tertiary institutions) (Rakotonanahary et al., 2002). A qualitative 
evaluation of the programme reported no improvement in self-reported knowledge 
about HIV/AIDS prevention or condom use among those who were targeted for 
the intervention. In certain cases the campaign actually caused harm, as was the case 
with truckers seeking out young rural girls for sexual contact when they were made 
aware of the dangers of HIV infection from having sex with CSWs. The Madagascar 
programme failed for several reasons, of which we will highlight only a few. Firstly, 
it did not take into consideration that high levels of illiteracy existed in the country, 
and that this was even more pronounced among those who were most at risk of HIV 
infection. The lesson to be learnt from this is that information messages should be 
tailored to specific at-risk groups regarding content, style and medium. Secondly, 
knowledge of the target audience(s) is critical to ensure that these messages reach 
them where they are – physically, psychologically and in a cultural or social sense 
(Amon, 2002). Thirdly, to reach out to marginalised or out-of-the-mainstream 
groups such as CSWs requires specific strategies, which should be based on an 
ethnographic understanding of the group’s relative position in society. For example, 
agency needs to be created within groups with low socio-economic status (such as 
CSWs) to enable them to act on information received (Campbell, 2003).  
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Mass media communication in South Africa

LoveLife in South Africa presents an improvement on IEC campaigns in Madagascar, 
in the sense that the programme focuses on a specific age group – 12- to 17-year-
olds as its primary target group – and that it uses a vast array of media (Stadler 
& Hlongwa, 2002). The loveLife programme consists of three main components, 
namely (1) a media campaign that includes television, radio and print advertising; 
(2) a social response which includes peer education, youth centres, adolescent-
friendly clinic services for health promotion and prevention, tours and sport events; 
and (3) a research component that informs the development of the programme 
and undertakes evaluation and monitoring (Clacherty, 2003). The programme 
aims to break community-wide silence about HIV/AIDS by encouraging parents 
(and other adults) and teenage children to talk about sexual health issues. The 
communication component is based on a national survey of sexual and other risk 
behaviours and the determinants for sexual and reproductive health issues among 
adolescents. Additional qualitative research is aimed at understanding sexuality 
from an adolescent perspective. Messaging is tailored to youth in terms of content, 
discourse, style of presentation and medium, and aims to get youth ‘hooked’ on 
loveLife’s popular culture. The programme seeks to make condom use a normal part 
of youth culture, let young people make informed choices, encourage them to take 
responsibility and encourage positive sexuality. LoveLife has been exemplary in its 
ability to draw major and consistent funding from international donor agencies over 
the past five years (1999-2004). This is a major boost to the programme achieving 
its objective of sustaining education and prevention over many years at a sufficient 
level of intensity to hold public attention. Partnerships between locally based national 
NGOs, the research community and the international funding agency are ideal for 
implementing successful HIV prevention programmes in resource-poor developing 
countries. 

However, elements of the loveLife programme have come under severe criticism 
(Parker, 2003). Although the billboard campaign succeeded in attracting adolescents’ 
attention, the messages that the programme sought to convey through their billboards 
were, at best, selectively understood (Delate, 2001). This problem relates to the 
difficulty of communicating to a diverse population such as in South Africa, with its 
stark differences between cultures and between urban and rural areas (Stadler & 
Hlongwa, 2002). Although loveLife’s Y-centres tend to fill a gap in communities by 
providing sports and recreation where these facilities were limited, the abundance of 
resources available to Y-centres compared to the lack of the same in communities and 
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7

other community organisations caused division in communities (Naidoo, 2003). The 
healthy lifestyle that loveLife was seeking to promote among young people was 
experienced as affirming individualism and aspirations to materialism. The effects of 
regularly attending the Y-centre in Naidoo’s case study brought alienation between 
these youth and those who did not attend Y-centres regularly.  It also estranged the 
first-mentioned group of youth from their parents and other adults in the community. 
The net result was a growing division between the Y-centre and the community, as 
loveLife expected the community to buy into a predetermined ‘lifestyle’ that did not 
account for realities that existed within the community. Parker (2003) recommended 
that the lack of rigour in loveLife’s evaluative research needed to be addressed, and 
added that HIV prevention in South Africa should not be reduced to a single 
intervention as loveLife was perceived to be doing.

Other mass media programmes such as the multi-media Soul City project have 
been rigorously evaluated and shown to achieve great success in reaching and 
influencing individuals, communities and the socio-political environment in South 
Africa and beyond with health education messages (Social Surveys, 2002). The Soul 
City project is made up of a primetime television series, a daily radio drama, three 
booklets on the health topics covered in the broadcast media, a publicity campaign 
which keeps people talking and thinking about Soul City, and adult education and 
youth life skills materials. The evaluation study showed that Soul City reached 42% 
of the adult population (over 16 years old) with at least one of their three booklets, 
and that each booklet was seen by three people. The evaluation research was also very 
useful in highlighting which sections of the population had least access to any of the 
booklets, i.e. white people, people over 60 years, retired people and housewives, 
people living in rural areas and villages, residents from the Free State, Eastern Cape 
and Western Cape, as well as people on the extremes of the socio-economic groupings. 
Soul City reaches out to children (8 to 12-year-olds) with health information and 
behaviours that include HIV/AIDS through their Soul Buddyz programme. Soul 
Buddyz comprises a weekly television series, a radio series, a sex education video, a 
parenting booklet and life skills booklets distributed through schools to all Grade 7 
pupils nationally. The successes achieved by the Soul City project could be attributed 
to its use of different media and the content of the stories, which is close to the lived 
experiences of most of the target population – thus addressing relevant issues in 
South African communities.

South Africa’s national Department of Health (DoH) launched a project called the 
Beyond Awareness Campaign (BAC). It aims to move beyond mass media advertising 
in order to explore alternative approaches towards a national campaign aimed at 
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behaviour change among different populations (Parker, 2004). The campaign 
includes intensifying communication of key messages around the HIV/AIDS 
pandemic directed primarily at the youth; development and distribution of 
communication resources that could support action around HIV/AIDS; promoting 
social action through targeted projects; building capacity among HIV/AIDS 
communicators and strategists through research; and conducting evaluation research 
of various aspects of the HIV/AIDS communication campaign. The red ribbon was 
chosen as an icon to be associated with a wide range of HIV/AIDS communications 
and social action-oriented activities. An AIDS helpline was set up as a toll-free 
national service. The DoH committed itself to provide condoms to clinics and other 
sites for free-of-charge distribution. A range of AIDS information materials and 
educational resources were developed for use by smaller organisations for counselling, 
training, health education promotion, workshops, forums, cultural activities, youth 
camps, exhibitions, libraries and resource centres, clinic consultations, door-to-door 
visits, street campaign events and public transport campaigns. The AIDS Memorial 
Quilt Project was set up as a means to provide a creative symbol of remembrance for 
those whose lives have been touched by AIDS and to honour those who have died of 
AIDS. This project sought to break the silence around the disease, and promote 
greater understanding of the impact of AIDS while reducing hostility towards and 
discrimination against people living with AIDS. This project and many other projects 
such as the Tertiary Institution Project, Mediaworkers Project and capacity building 
for key communicators were means to promote social action in targeted areas of the 
population. 

In addition, two evaluation studies were conducted (Kelly, 2000; Kelly & Parker, 
2002), which shed some light on the impact of general (rather than specific) HIV 
prevention activities in South Africa. The first study was a contextual evaluation of 
youth responses to HIV/AIDS (Kelly, 2000). This study showed that youth had good 
access to accurate HIV/AIDS information, but that high perceptions of vulnerability 
did not consistently lead to preventive responses. In areas (research sites) where there 
were high levels of media penetration and evidence of community mobilisation 
around HIV/AIDS, youth showed signs of responding positively to reduce HIV 
infection risk. In these areas youth respondents stated that any further information 
that they needed was available through social networks rather than through health 
experts. The findings showed differences between rural and urban areas, with media 
penetration and uptake of prevention behaviours markedly less in rural and poor 
communities. The media tend to underplay risk prevention options such as sticking 
to one partner (be faithful), abstinence (both for those already sexually active and 

Fr
ee

 d
ow

nl
oa

d 
fr

om
 w

w
w

.h
sr

cp
re

ss
.a

c.
za



 

Community-Level Behavioural Interventions for HIV Prevention in Sub-Saharan Africa

9

those not yet active) and delay of onset of sexual experience. The report also indicated 
that though youth were very willing to become involved in HIV/AIDS work in their 
communities, there were few opportunities for this or, where opportunities existed, 
they were not aware of them. 

The second evaluation study explored contextual mediators of youth responses to 
HIV/AIDS (Kelly & Parker, 2002). Findings suggested that media messages should 
be developed around the promotion of voluntary counselling and testing (VCT). 
Youth development should also become more central to community HIV prevention 
activities, so that issues such as sexual activity, sexual debut, age differentials between 
partners, factors affecting sexual negotiation and decision making, mediators of 
condom acquisition and use, sex partner turnover and abstinence, and HIV/AIDS 
care and support could be addressed. The findings from this research indicated that 
behaviour change occurred largely among youth who were low risk and whose life 
circumstances were most promising. Background (community) factors mediating 
youth vulnerability would be best addressed through community-based approaches 
as these programmes could be tailored to specific contexts and conditions that exist 
at local level. Sex education for young people may be best suited to community 
contexts when provided by churches, cultural networks and community organisations 
as seen in Ghana and Botswana (Hainsworth, 2004). 

Behaviour change communication in Uganda

In Uganda behaviour change communication (BCC) campaigns were successful 
in increasing awareness of HIV/AIDS and the prevention thereof, and promoting 
protective behaviours, particularly a reduction in casual sex, in the population 
(Bessinger et al., 2004). The national AIDS prevention strategy included the 
ABC message (Abstinence, Be faithful, and Condoms), voluntary counselling and 
testing (VCT) and prevention of mother-to-child transmission (PMTCT) (Blum, 
2004). As a result of the BCC programme, HIV prevalence among antenatal clinic 
attendees dropped from 21.9% in 1991 to 6.4% in 2001 (Low-Beer & Stoneburner, 
2004). Population surveys in 1989 and 1995 reported a decline of 60% in reported 
casual sex among men and women. The BCC campaign, which included mass 
media communication and condom promotion, was implemented by the National 
Department of Health, with funding from the United States Agency for International 
Development (USAID). The campaigns ran for five years and focused on educating 
men and women about the prevention of STIs through condom use; about the signs 
of infection and need for treatment; and on encouraging adolescents who were not 
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abstaining from sex to use condoms to prevent HIV infection. The media components 
included radio and television advertisements, billboards and posters, and a weekly 
reproductive health radio programme. Integrated reproductive health services and 
social marketing of condoms were included as strategies alongside the campaigns. 
Whereas the choice of radio as a medium to reach the majority of the population 
was well-thought of, Low-Beer and Stoneburner (2004) argued that it was the 
networks for social communication that contributed to population-wide behaviour 
change responses in Uganda. Younger people who experience risk behaviours, for 
example, were more exposed to the consequences of AIDS in older groups via the 
social networks. The BCC campaigns succeeded in mobilising political and social 
capital as they delivered clear and direct messages through local networks of chiefs, 
churches, health personnel and village meetings rather than with brands, slogans and 
declarations. The message communicated was that AIDS was to be feared, and that 
it needed to be dealt with forthrightly on every level – political, cultural and religion 
– by government, non-government and faith-based organisations and communities. 
The direct involvement of the Ugandan president in the fight against AIDS, the 
resultant political will to change towards a more flexible bureaucracy, and the 
continual engagement with donors and NGOs all contributed to the success of the 
BCC campaign (Parkhurst & Lush, 2004).

Information, education and communication for condom promotion in Thailand

Similar successes have been reported in Thailand with the ‘100% Condoms’ national 
BCC programme (Ainsworth et al., 2002). This programme targeted commercial 
sex facilities and aimed to promote consistent condom use among CSWs and their 
clients. As a result, it was reported that condom use in commercial sex acts increased 
from 25% in 1989 to 94% in 1995. The success of this programme had a significant 
impact on overall HIV prevalence in the country as the sex industry was driving the 
HIV pandemic. In addition to strong political leadership in the fight against HIV/
AIDS, Thailand also engaged communities through community workshops facilitated 
by government staff to develop and implement local responses to fighting HIV/AIDS 
– thus mobilising the community into action (Duongsaa & Duangsa, 2004). The 
rationale behind this strategy was to create an enabling environment conducive to 
the prevention and alleviation of HIV/AIDS (Aheto & Gbesemete, 2004). The IEC 
campaign involved the mass media (radio) and entertainment (music and drama) 
to draw people’s attention to HIV/AIDS issues (Elkins, Kuyyakanood, Maticka-
Tyndale, Rujkorakarn, & Haswell-Elkins, 1996). Thus, supporting information 
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networks were established among various population groups to increase the impact 
of the national IEC campaign. Aheto and Gbesemete (2004) contend that the reason 
for the tremendous success of HIV prevention campaigns in Thailand is that the 
policy environment was better co-ordinated and regulated with respect to various 
aspects of HIV prevention efforts, when compared to Ghana.

In summary, community-wide HIV prevention programmes such as mass media 
and IEC campaigns can make a valuable contribution towards bringing about 
increased awareness of and social concern about HIV/AIDS. These programmes 
should be regarded as the first step towards breaking the silence that often surrounds 
HIV/AIDS (Kelly et al., 2001). The translation of awareness into social action, as 
seen in BCC programmes, requires further interventions targeted at the contexts 
where prevention behaviours are (or are expected to be) exercised, in other words in 
interpersonal relationships, family relationships and at community level. Community-
wide strategies have to be followed up with community level social mobilisation and 
development programmes as was the case in Uganda and Thailand (Campbell & 
Cornish, 2003).   

Community-based prevention programmes

There are two mainstream approaches to developing HIV prevention programmes 
within communities:

• participatory approaches that develop the programme from the bottom up, 
starting at the level where the community is currently, and 

• theoretical approaches that follow a predetermined course, mode of action or 
way of interpreting behaviour. 

Traditionally, developing countries have favoured participatory approaches, whereas 
theoretical approaches tend to have their roots in western-based theories of psychology 
and health promotion. Community-based programmes that use participatory 
approaches are increasingly being favoured above individualistic approaches for HIV 
prevention, as many social scientists and community activists argue that social 
dynamics have as much influence, if not more, over individual decisions about sexual 
behaviour than individual cognition (Parker, 2003). Participatory programmes draw 
on the active participation of members of the community in the implementation of 
the intervention (e.g. peer educators) or in some or all the stages of development and 
implementation (e.g. community mobilisation).  Although peer education and 
community mobilisation programmes are described separately, these are not mutually 
exclusive and may be combined in some programmes (cf. Campbell, 2003; Campbell 
& MacPhail, 2002; Campbell & Williams, 1999).  
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Peer education interventions

In developed countries as well as developing countries outside Africa it is found 
that those most at risk of HIV infection are often part of marginalised or out-of-
mainstream groups, for instance CSWs, intravenous drug users (IDUs), their female 
sexual partners and men having sex with men (MSM) (Cain et al., 2000; Corby, 
Enguidanos & Kay, 1996; Schnell, Galavotti, Fishbein & Chan, 1996). Training 
members of these hard-to-reach groups as peer educators is an effective way of 
distributing information on health promotion and for advocacy. As a member of 
the at-risk group, the peer educator has access to these groups and may use this 
connection with the group to challenge norms and promote safer sexual behaviours. 
In developing countries, peer educators have been mostly used to promote condom 
use and other protective behaviours among in- and out-of-school youth (Campbell 
& MacPhail, 2002; Finger, Lapetina & Pribila, 2002; Hainsworth, 2002; Lopez, 
Gomez, Baez & Portes, 2004; Pozo, Argandona & Kane, 2004; Senderowitz, 2004; 
Stadler & Hlongwa, 2002; UNICEF-Ghana, 2002) and CSWs (Campbell, 2003; 
UNICEF-Ghana, 2002). 

The advantages of using peer educators are numerous. The first advantage has 
already been mentioned – access to at-risk groups (Fishbein, Guenther-Grey, 
Johnson, Wolitski, McAlister et al., 1996). Secondly, peer educators know the target 
population and can be useful in tailoring interventions to suit local conditions (Boadi 
& Essandoh, 2004). Thirdly, by choosing the peer educators well, one can ensure that 
peer educators are chosen who are recognised as influencers within their peer group 
(Asthana & Oostvogels, 1996; Smith & DiClemente, 2000). The last-mentioned fact 
contributes to greater likelihood of success with interventions. Fourthly, involving 
adolescents in intervention delivery utilises a group in the population that is 
particularly strong in advocacy (Ramirez, Gosset, Ginsburg, Taylor, & Slap, 2000). 
Lastly, by training peer educators within the target community, the likelihood for 
sustainability of the intervention beyond the research study is increased (Baltazar, 
Fages, Nzima, Kironde, Mwachibuzi et al., 2004). However, care needs to be taken 
that peer educators are chosen who would stay in the community for some time after 
the intervention has been implemented (Pearlman, Camberg, Wallace, Symons & 
Finison, 2002). This is not always possible, as it often happens that peer educators use 
their newly improved status to negotiate economic mobility. It is not clear whether 
the fact that peer educators leave the community for better jobs constitutes a failure 
of the intervention in terms of sustainability or a success that could only be measured 
on a scale greater than implicitly stated research goals (social development). 
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Several programmes have found utilising youth as peer educators to be effective in 
health promotion among young people (Finger et al., 2002; Lopez et al., 2004). In 
Cameroon and Nigeria, youth peer educators were utilised to deliver prevention 
messages by holding discussion groups, referring youth to health services, distributing 
promotional material and developing HIV awareness activities for in- and out-of-
school youth. These two programmes reported increased protective behaviours and 
spontaneous knowledge of contraception and STI symptoms among various groups 
in Cameroon and Nigeria respectively. A peer leader training intervention in school 
and community settings in Peru reported that, following the intervention, males 
delayed onset of sexual début, increased use of contraceptives and increased 
knowledge of reproductive health. 

Training peer educators per se is not a guarantee for successful HIV prevention, 
though (Campbell, 2003; Asthana & Oostvogels, 1996). Concerted efforts need to 
be made to ensure that the environment or system in which the intervention takes 
place is conducive to or enabling of desired changes in behaviour in the target 
population. In the Summertown project, the strictly regulatory school system blocked 
efforts of peer educators to reach out to learners in the school (Campbell & MacPhail, 
2002). Not only did the regimental school context stifle the creativity of the peer 
educators in reaching out effectively to fellow learners, but the school authorities also 
had the power to bring the intervention to a stop – which they did – when conflict 
arose between teachers and peer educators. Similarly, the peer education outreach 
component that targeted CSWs was derailed as a result of changes in power dynamics 
within the community. Initially a group of men were in power in the community and 
they were contracted (paid) to provide transport for various community activities 
related to the project. These men used their position of power and brute violence to 
force women to attend awareness-raising meetings. When these men lost their 
position of power in the community, attendance at meetings arranged by peer 
educators dropped dramatically. 

The above case study illustrates the need for continual monitoring of the process 
to ensure that peer educators have the agency and space to act out their roles in the 
community. While efforts at training and deploying young people and others as peer 
educators and for condom distribution are important and effective, these are limited 
(Boadi & Essandoh, 2004). More meaningful involvement and capacity building of 
young people and other peer educators in programme planning, implementation and 
monitoring is needed to improve programme effectiveness and sustainability.

Moreover, broader structural constraints such as poverty, gender inequalities and 
migrant labour, as well as internal community dynamics need to be addressed at 
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community level to provide an enabling environment wherein peer educators could 
function (Campbell & Cornish, 2003). In many developing countries women and 
girls in lower socio-economic substrata have lower status than men, and are more 
vulnerable to HIV infection biologically and because of the coercive nature of sexual 
encounters (UNAIDS, UNFPA & UNIFEM, 2004). A peer educator outreach 
programme to them would not be effective, because such a horizontal intervention 
would not address societal factors that make these women vulnerable to infection in 
the first place. The same holds true for out-of-school youth, CSWs and other 
marginalised groups in the communities, who may not have the agency to negotiate 
safer sex with partners (Campbell, 2003; Rakotonanahary et al., 2002; Walters, 
1999). In Tanzania the role of out-of-school youth peer educators was extended to 
include activities aimed at sensitising the community to issues broader than HIV/
AIDS, such as OVC and widow legal issues, gender, promotion of children’s rights, 
malaria control, modern farming methods and inheritance rights, and at mobilising 
the community to take action based on better knowledge (Baltazar et al., 2004). The 
above example shows that training programmes for peer educators could go beyond 
conventional HIV/AIDS topics to include issues related to actual needs of the target 
population so that the community could be aligned for further action. Sufficient time 
and energy need to be spent to safely negotiate the extent, content and intent of peer 
educator outreaches with relevant role-players and stakeholders in the community. In 
resource-poor settings where participation as a peer educator may improve social 
mobility, it is imperative that the selection of peer educators be conducted in a 
transparent manner so that the community could be convinced of the fairness of the 
process (Campbell, 2003). It is crucial for the sustainability of the programme that 
communities and relevant stakeholders be mobilised in some way around the 
programme to win their support for it, even when they are not directly targeted by 
the intervention. 

Community mobilisation

The 100% Condoms programme in Thailand utilised a participatory approach 
to mobilise the communities around HIV prevention (Elkins et al., 1996). This 
combined approach used music and drama to gain public interest in the programme. 
In many African countries music and drama are very effective means of reaching 
target populations, because education initiatives are combined with entertainment. 
In Thailand the dramas that highlighted issues around HIV/AIDS were followed up 
by public discussions. The next step was to identify leaders within the community 
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and they would form an AIDS forum. This forum was then charged with designing 
and facilitating AIDS awareness activities in their community. Representatives of the 
government would oversee the process and take care of reporting on this process. The 
community forum members, however, would be charged to find their own resources 
to fund their activities. In this way the community was empowered not only to 
mobilise themselves for action, but also to ‘own’ the intervention. This improved 
the sustainability of interventions and facilitated a smoother transfer of knowledge 
to the community. It should be noted that community mobilisation programmes 
in Thailand were supported by various public sectors, including health and welfare. 
This community mobilisation intervention took place in the early stages of the HIV 
epidemic (before it turned into a pandemic) in the country, and was supported by 
highly developed infrastructures for health, education and social welfare. As was the 
case in Uganda, the Thai government demonstrated strong political will towards 
fighting HIV/AIDS in the early stages of the epidemic. This created a climate in 
which HIV/AIDS was openly talked about on various levels – from the community 
to the national government level. 

In Mozambique a participatory approach of community mapping was used to 
involve youth in the process of identifying sexual reproductive health problems, gaps 
in knowledge and possible interventions for out-of-school youth (Hainsworth, 
2002). Community mapping involved creating a physical map of the community 
that marked the location of various neighbourhoods, schools, health centres, 
vocational/training centres, counselling centres, clubs, discos, gardens and parks, 
churches, NGOs, youth associations and cultural groups, as well as capturing 
information about their activities, capacities, access, areas of influence and beneficiaries 
of each institution. Socio-cultural practices, which included youth recreational 
activities, meeting places, and topics of conversation among youth in various 
relationships (same sex, across sexes, boyfriend/girlfriend and married), were 
documented. Sexual behaviours, as well as knowledge and practices of protection 
were also noted. The results were summarised and shared during a workshop with all 
the youth associations. A thorough report on this workshop was presented to the 
community to sensitise them to AIDS, as well as sexual and reproductive health issues 
in the community, and to mobilise them to find their own solutions to these 
problems. Specific efforts were made to involve local elders, chiefs and religious 
leaders in mobilising the communities around outreach interventions. District-level 
leaders were then involved in designing outreach interventions based on the identified 
needs of the community. Members of youth associations played a significant role as 
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community activists in the implementation of outreach activities. Involving 
gatekeepers was critical to the success of community mobilisation efforts. 

The AIDS Community Demonstration Project (ACDP) in the USA utilised 
gatekeepers and opinion leaders to distribute information, hand out condoms and 
bleach kits (for intravenous drug users), or arrange health promotion activities for 
targeted at-risk groups such as IDUs and their partners, CSWs (Corby et al., 1996; 
Fishbein et al., 1996; Higgins, O’Reilly, Tashima, Crain, Beeker et al., 1996; 
Valentine & Wright-De Aguero, 1996). Opinion leaders are those persons who are 
judged to be influential in changing knowledge, attitudes and behaviours in their 
respective groups. Gatekeepers are persons who have access to the target group, but 
do not belong to the group. Examples of gatekeepers that have been used in research 
programmes are restaurant and bar owners of places where members of the target 
group ‘hang out’ on a regular basis. Restaurant owners may be approached to 
announce prevention activities such as health parties to gay men who visit their 
establishments. Other programmes have used these hang out places as distribution 
and dissemination points for health promotion materials. An intervention where the 
front of a shop was used as a distribution point for bleach kits and condoms to IDUs 
and their female partners reported significant increases in condom use and cleaning 
of injection equipment (Fishbein et al., 1996). 

Another study identified African-American women as opinion leaders to form part 
of Women’s Health Councils in their respective communities (Sikkemda, Kelly, 
Winett, Solomon, Cargill et al., 2000). An outstanding characteristic of these 
African-American communities was the high prevalence of single females being head 
of their households. The purpose of the Women’s Health Councils was to assist in 
community events about AIDS awareness, to recruit participants for risk-reduction 
workshops and to conduct risk-reduction workshops themselves after receiving 
training for two months. The same study reported significant improvements in 
reported condom use among women in these communities. Another study (Lauby, 
Smith, Stark, Person & Adams, 2000) utilised female community volunteers to 
provide stories of how they overcame various obstacles in their lives as they went 
through different stages of dealing with their drug use problems, and to distribute 
these stories to others in their communities. The aim of this study was to motivate 
women at high risk of HIV infection (due to STI history and drug use), to find 
alternate ways of coping with the pressures of life and to progress to the next level of 
change in the same way that role models in the stories did.

Although the advantages of community participation are numerous in terms of 
sustainability and ownership of the intervention by the community, participation in 
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itself needs to be carefully negotiated and monitored to reach the above levels of 
success. The example of the Summertown projects shows the ‘danger’ of allowing the 
process to go unmonitored and letting community power dynamics bedevil initial 
benefits gained from the project (Campbell, 2003). Another danger is that of not 
involving all the major stakeholders (Naidoo, 2003). In interventions where public 
health intersects with community dynamics, it is important that these divergent 
viewpoints are represented by the consortium of stakeholders. Representation should 
then also be in such a way that voice is given to the traditionally and historically 
powerless. The example from Thailand has shown that government involvement in 
community mobilisation programmes could go a far way to deal with power and 
gender dynamics and to smooth conflicts that exist at community level (Elkins et al., 
1996). It is essential that power be given to the community (people at grassroots 
level) who will eventually be the recipients of the intervention, so that they could 
engage in a meaningful way in the development of such intervention (Duongsaa & 
Duangsa, 2004).

Theory-based approaches 

Whereas participatory approaches work truly from the community level upwards, 
theory-based approaches use external ideas and explanations of behaviour, mostly 
from psychology and health promotion, to bring about behaviour change in the 
target populations.

Principles from social cognitive theory have been used to facilitate behaviour 
change towards safer sex, because it was reasoned that having improved social skills 
would enable individuals to make decisions regarding safe sex (Kalichman et al., 
2000). One example is a study conducted in the USA by Kalichman, Rompa, Cage, 
DiFonzo, Simpson et al. (2000), which involved the teaching of coping and decision-
making skills, as well as the promotion of safer sexual practices to people who were 
HIV positive, by using didactic and interactive methods. This intervention was based 
on the theoretical assumption that teaching coping skills to individuals might enable 
them to cope better with daily stress and resist pressures to engage in unprotected sex. 
The study reported significant improvement in self-reported condom use, but no 
significant improvement in incidents of refusing unsafe sex, disclosing HIV status, 
and reducing the number of partners or rates of sexual intercourse. 

Some community-based programmes described earlier used the trans-theoretical 
model of behaviour change and the diffusion of innovation theory respectively as a 
basis for the development of the intervention and to facilitate behaviour change 
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(Corby et al., 1996; Lauby et al., 2000). The trans-theoretical model of change 
postulates that people are on different levels of change. Interventions, therefore, seek 
to identify the stage of awareness and change at which the individual is and, once this 
has been established, seek to move the individual to the next level of change and 
awareness. In the first part of the programme a photo-novella was designed, which 
depicted stories from various role models about how they overcame barriers to move 
from one stage of awareness to another (Corby et al., 1996). In the second part, 
community volunteers used the tailored messages from the photo-novella to promote 
condom use among women who were at high risk of HIV infection (Lauby et al., 
2000). These volunteers were chosen because they were regarded as opinion leaders 
to the women targeted in the intervention. According to the diffusion of innovation 
theory, health messages could be spread through a community by targeting selected 
people in that group who would influence the rest (Rebchook & Kegeles, 2004). The 
photo-novella was used as a stimulus to get members of the community or target 
group to talk about the characters in the stories and relate their (the characters’) 
stories to their own life situations. This idea of using stories to educate people on how 
to deal with certain life problems has also been used successfully in mass media 
programmes like Soul City (Social Surveys, 2002) and health outreach programmes 
for tuberculosis (Dick, 1994). Lauby et al. reported that community volunteers were 
well received, and that greater agency was achieved among participants to negotiate 
condom use with male partners. 

Researchers who follow this approach argue that the characteristics of the target 
community need to be thoroughly researched by means of ethnographic methods 
(Higgins et al., 1996). The intervention needs to be grounded in the emerging 
findings of this research and built around its emerging hypotheses. This view is 
strongly advocated by the Federal Agency in the USA, who developed the AIDS 
Community Demonstration Project as a blueprint for funding community HIV 
prevention programmes (Dearing, Larson, Randall & Pope, 1998). In developing 
countries, however, the necessary funding to conduct focused or applied ethnographic 
studies in target communities or population groups is often lacking. Petersen and 
Bhana (2004) suggested doing rapid focused ethnographies as a quick way to gain 
information about the research community, and building interventions from this 
information base. However, even this approach may be too complicated for 
community-based organisations that tend to have little research expertise and may 
have to rely on technical assistance for this (Gibbs, Napp, Jolly, Westover & Uhl, 
2002). 
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There are few reports of programmes driven by behavioural or cognitive theories 
having been successful when implemented in community contexts in developing 
countries. This might be related to the fact that individual decisions are more often 
influenced by broader societal and community enabling factors (Campbell & 
Williams, 1999; DiClemente & Wingood, 2004; Ellison, Parker & Campbell, 
2004). It has been argued that community-oriented theories might be more useful in 
developing HIV prevention programmes for developing country contexts (Campbell 
& Cornish, 2003; Visser & Schoeman, 2004). Campbell (2003) extended the 
conceptualising of the health-enabling community with the notion of social capital. 
She distinguished between two types of social capital, namely bonding social capital 
and bridging social capital. Bonding social capital refers to the trust, mutual support 
and common positive identity that exist in relationships within homogenous groups 
or communities. Peer educator programmes typically seek to use these features in 
social groups to promote HIV prevention behaviours. An explorative study in rural 
Zimbabwe, for example, suggested that young women who were satisfied with the 
performance of the group to which they belonged were more likely to engage in HIV 
protection behaviours (Gregson, Terceira, Mushati, Nyamukapa & Campbell, 2003). 
Another study in Ghana found that there was a link between religious affiliation and 
AIDS knowledge among women (Takyi, 2003). 

Bridging social capital refers to networks and links between diverse groups with 
various levels of access to material wealth and power on the basis of some overlapping 
mutual interest (Campbell, 2003). Community mobilisation programmes (cf. 
Ainsworth et al., 2002; Duongsaa & Duangsa, 2004; Elkins et al., 1996) seek to 
utilise both bridging and bonding social capital by drawing on stakeholder 
participation in and around the community as a means of overcoming health and 
social inequities, as well as gender and racial inequalities within target communities 
or population groups (Gilbert & Walker, 2002). The process evaluation of the 
Summertown project (Campbell, 2003) illustrated the complexities involved in 
combining bridging and bonding capital in the development and implementation of 
community programmes. The need to incorporate an understanding of the cultural 
values of the target population in the development of community prevention 
programmes have been stressed by many social scientists and should only be ignored 
at the peril of implementing non-effectual programmes (Airhihenbuwa & Webster, 
2004; Gausset, 2001; Van Dyk, 2001). The vulnerable position of women in sub-
Saharan Africa with respect to risk of HIV infection has been singled out as the target 
for future HIV prevention programmes (UNAIDS, UNFPA & UNIFEM, 2004). 
The high prevalence of HIV/AIDS among women and the fact that girls get infected 
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at a younger age (compared to boys) place the imperative on HIV prevention 
programmes to build social capital as part of their strategy to reach out to communities 
(Gilbert & Walker, 2002).

Institution-based community prevention programmes

A common mistake committed by many who conduct community-based programmes 
is not defining who the community is who is to be reached with the intervention 
programme (Campbell, 2003). It is imperative that community-based organisations, 
HIV activists and researchers recognise institutions in and around the geographic 
community that influence behaviours within the community in various ways. 
These institutions may play a crucial role in promoting or inhibiting the efficacy of 
intervention programmes in the community (cf. Campbell & Williams, 1999). In 
this section we discuss programmes that have been implemented in three types of 
institutions existing in most communities, namely health services, schools and places 
of work or employment.

Health services-based prevention programmes

Health services-based interventions for the prevention of HIV/AIDS in community 
settings are normally extensions of the clinic’s antenatal, family planning and 
sexually transmitted infections treatment and prevention services (Kalichman et 
al., 2000). These include intervention activities such as voluntary counselling and 
testing (VCT), condom promotion and distribution, STI screening and treatment, 
and prevention of mother-to-child transmission (PMTCT) programmes. The last 
activity is strictly a biomedical or clinical intervention, and thus also goes beyond the 
scope of this discussion and review. An exploratory study in Swaziland revealed that 
adolescents prefer to receive sexual risk behaviour information from health workers, 
which suggests that the latter could play a greater role in HIV education (Buseh, 
Glass, McElmurry, Mkhabela & Sukati, 2002).

Condom promotion and distribution
Condom promotion and distribution strategies have shown promise for improving 
HIV prevention behaviours. Promotion of male condoms was an integral component 
of the highly successful programmes conducted in Thailand (Ainsworth et al., 2002) 
and Uganda (Blum, 2004). In both these countries male condoms were available 
at public health institutions at no cost, and the health system played a definite 
supporting role in reaching out to the community to promote condoms, being 
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accessible to potential users and having a ready supply of condoms available on 
request. Arguably the most successful condom promotion programme to date, the 
‘100% Condoms’ campaign in Thailand, demonstrated that, when targeted at high-
risk groups, condom promotion strategies would be more effective than universal 
condom promotion programmes. In contrast, a condom promotion and distribution 
and awareness campaign utilising health workers and teachers in Zambia did not 
report successes in improving abstinence, condom use or reduction in casual sex 
among several targeted groups (Hughes-d’Aeth, 2002). The reason for this reported 
outcome may be that the campaign targeted diverse at-risk groups and did not 
acknowledge the dimensions of difference that exist between these groups or their 
influence on sexual behaviour and their attitudes towards HIV protection.

 The female condom was introduced to selected audiences in reproductive health 
facilities and through public and private outlets in Brazil, Ghana, South Africa and 
Zimbabwe (Warren & Philpott, 2003). This intervention focused on training health 
workers and other providers on how to use female condoms. The various outlets also 
reported that demand for female condoms was favourable. The authors estimated 
that manufacturing costs for female condoms could be reduced to as little as 
US$ 0.57, if governments were willing to commit to buying in bulk. They argued 
that, although somewhat costly for resource-poor countries, this would present a 
possible cost benefit when compared to the public health costs saved from STI and 
HIV diagnosis and treatment. Since female condoms are reusable, cost to consumers 
or clients is also somewhat reduced. Other advantages of the female condom are that 
it is effective, easy to learn to use, has no side effects and is not tied to sophisticated 
medical facilities (Kaler, 2001). Many feminists and health activists view female 
condoms as a means of empowering women to take charge of their own reproductive 
health by giving them control over their bodies and autonomy from other individuals, 
institutions and belief systems. Secondly, it is believed that female condoms could 
protect women from the dangers of heterosexuality by allowing them to insert the 
condom up to eight hours before sex, doing so secretly without having to discuss this 
with the partner and being protected from men who deliberately damage male 
condoms when forced to use them. Being able to insert a female condom in 
beforehand was seen by participants as a means to protect women from coercive 
sexual encounters and rape. A randomised controlled trial in rural Kenya showed that 
STI education, the promotion of both male and female condoms and case 
management contributed to decreases in STI prevalence (Feldblum, Kuyoh, Bwayo, 
Omari, Wong et al., 2001). 
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The female condom does have some drawbacks. Since Warren and Philpott’s 
(2003) multi-country study was implemented with the buy-in from national health 
departments, questions remain about the sustainability of female condom promotion 
and distribution, both of which rely heavily on government supply or subsidies. The 
issue of costs remains pertinent with female condoms costing up to ten times more 
than male condoms (Kaler, 2001). Another factor that impeded implementation was 
that female condoms were new to the consumers and not widely in use. However, 
Kaler’s (2001) observations in South Africa and Kenya suggested that utilising 
community-based distributors and outreach workers might go a long way to bridging 
community resistance to new technology. Though female condoms have been hailed 
as a marker for women’s empowerment, the fact remains that they are not entirely 
invisible, and still continue to draw resistance from male partners (Feldblum et al., 
2001). In this regard, anti-HIV microbicides may provide a better option and should 
be further developed and tested. Although the trial by Feldblum and others showed 
good effect in reducing STI incidence, it was not clear whether this was the result of 
the female condom distribution strategy, other components of the intervention or a 
combination of some. Thus, the effectiveness of female condom distribution in 
reducing STI/HIV infection still needs to be determined. 

In summary, male condom promotion should include both a general awareness 
component as well as targeted interventions to specific groups that are known to be 
high-risk for HIV infection. In the latter case, interventions must be tailored to this 
group (or groups), taking into consideration the context in which sexual behaviours 
take place. Female condoms may present a case for women empowerment by virtue 
of leaving the decision about condom use in the hands of women rather than men. 
Resistance by community members in general and men specifically, as well as lack of 
availability and cost, remains a barrier to the use of female condoms as a protective 
mechanism for HIV prevention for women. The role of health services in condom 
promotion strategies is essential as distribution points, but needs to be supported by 
community outreach workers and public and private outlets to allow for maximum 
distribution in the population.

Syndromic STI management 
It has been clinically proven that people presenting with STIs have greater risk 
of becoming infected with HIV. This is also true because people who have a 
history of STI episodes are more prone to engage in unsafe sexual behaviour. 
Two studies conducted in Uganda, however, have shown varied results. Wawer, 
Sewankambo, Serwadda, Quinn, Paxton et al. (1999) reported that a home-based 
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mass treatment of STI for adults in a rural district every 10 months over three years 
significantly reduced the prevalence of certain STIs. However, this study reported no 
improvement (decrease) in HIV infection rates. In another study (Kamali, Quigley, 
Nakiyingi, Kinsman, Kengeya-Kayondo et al., 2003) the syndromic management of 
STIs was combined with an IEC component to see if the management of STIs made 
a difference in infection rates. This study found no improvement in HIV infection 
rates. However, the study reported significant improvement in reported condom use. 
Kamali et al. (2003) argue that the specific STIs targeted in their intervention did 
not allow for greater sensitivity in picking up the more serious STIs and those more 
commonly associated with HIV infection. In the study by Wawer et al. (1999) the 
high STD prevalence and high HIV infection rate could have influenced the results 
of the study markedly. It is suggested that at the peak of an pandemic the infection 
rates tend to taper off, irrespective of whether the intervention is successful or not, 
because the number of people at risk is saturated. This means that people are getting 
re-infected. They also argued that when interventions target specific segments of the 
population that are more at risk, this could lead to increases in the HIV infection 
rates, as measures to detect infection and reporting are improved in the process of 
conducting the study.

Another potential intervention that may be rolled out by health services to the 
community is VCT for couples (Painter, 2001). Thus far VCT centres have been 
operating mainly from existing PHC facilities and as separate entities. Since the 
spread of HIV infection has been carried by heterosexual encounters, it makes sense 
to increase coverage to address couples as well. To date no evaluations have been 
conducted of community VCT programmes. It is suggested that promotion of VCT 
services to communities be undertaken to address general resistance against knowing 
one’s HIV status (Van Dyk & Van Dyk, 2003).

School-based prevention programmes

The school is often used by peer educators as a base for reaching out to youth with 
HIV prevention information and activities aimed at promoting healthy sexual 
behaviour. However, programmes that target only in-school youth (Campbell & 
MacPhail, 2002) tend to have less success than those with a greater community focus 
(Reijer, Chalimba & Nakwagala, 2002). As mentioned earlier, the Summertown 
project’s school-based peer educator programme was blocked by the highly regulated 
and rigid school system. Although this programme sought to embed the peer 
education programme in the school within a health-enabling community, the latter 

Fr
ee

 d
ow

nl
oa

d 
fr

om
 w

w
w

.h
sr

cp
re

ss
.a

c.
za



Brian van Wyk, Anna Strebel, Karl Peltzer & Donald Skinner

24

was not successfully established. The fact that the programme was solely based 
within and dependent on the cooperation of the school system contributed to the 
lack of success in implementing the intervention. Another example of a programme 
that failed to bring about changes in sexual behaviour due to the strictly regulatory 
environment in the school, is the guardian programme for schoolgirls in Tanzania 
(Mgalla, Schapink & Boerma, 1998). In the guardian programme female teachers 
were used to act as guardians to schoolgirls, so that the latter would be encouraged 
and feel comfortable to take issues pertaining to sexuality to their guardian to discuss 
openly and without judgement. The rationale for the programme was to protect 
young girls from coercive and other sexual relations with older men especially, by 
creating channels for communication about sex-related issues. This programme 
failed, because the school system had a rigid policy of dealing with sexual offenders, 
by expelling pregnant girls from school and handing out corporal punishment to 
learners caught having sex, and teachers only advising learners to abstain from sex. A 
review of school-based prevention programmes for African youth showed that these 
programmes only succeeded in changing sexual behaviour among younger learners in 
primary and early secondary school (Gallant & Maticka-Tyndale, 2004). 

In Namibia the notion of health-promoting environments has been raised, which 
points to a possible role that schools could play in educating the broader community 
about HIV/AIDS and sexual risk behaviour where understanding of these are lacking 
(Campbell & Lubben, 2003). Reijer et al. (2002) reported increases in HIV/AIDS 
awareness among youth, decreases in teenage pregnancies, as well as a high demand 
for AIDS clubs in the community as a result of the programme. The programme 
included Life Skills education in the school, anti-AIDS clubs based at the school, 
skills clubs for in- and out-of-school youth, as well as innovative mass media 
campaigns to promote awareness of the programme through advertisements, radio, 
music, soap opera and print. In Zimbabwe Community Project Clubs were 
established at a number of farm schools to equip children with skills and to create 
awareness about HIV/AIDS in the schools and in the surrounding communities 
(Fox, Oyosi & Parker, 2002). Activities of the clubs include drama performances 
based on HIV/AIDS issues and gardening projects in which vegetables are grown and 
sold and the profits from sales are used to meet material needs of orphans at the 
school. The link between the school and the community is a powerful component of 
a school’s health-promoting environment (Campbell & Lubben, 2003). Where 
awareness of HIV/AIDS is lacking in the community, learners and teachers could 
play an important role in reaching out to other members of the community. This is 
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important so that what is taught in schools in sex education is understood in the 
community.

In summary, indications are that school-based prevention programmes that focus 
exclusively on learners within the school tend to be subject to control by the school 
system (Campbell, 2003). It is suggested that in order to minimise this control, 
prevention programmes use the school only as a base to reach out to youth in the 
community (out-of-school), as well as learners within the school and other schools in 
the environment (Fox et al., 2002). Furthermore, school-based prevention programmes 
must be endorsed and supported by the broader community to make sure that what 
young people receive from the school-based programme is reinforced at home and by 
religious and other institutions (Lopez et al., 2004; Kleintjes, Peltzer, Shishana, 
Niang, Seager et al., 2004).

Examples of programmes that took place outside of the school setting but also 
focused on life skills development are the Masiye Camp in Zimbabwe and the 
Humuliza project in Tanzania (Fox et al., 2002). Both programmes focused on 
children affected by HIV/AIDS. The Masiye Camp taught children life skills through 
outdoor recreational activities, aerobics, counselling sessions, craft activities and 
traditional dancing. The goal of these activities was to help children overcome their 
fears, and become self-confident and strong in mind and body. Constant and long-
term support was provided to the children after the camp through follow-ups in their 
own communities. The Humuliza project aimed to assist in the development of 
coping capacities of children and to preserve their capacity to act in order to influence 
a situation, and to create an understanding and competent social environment for 
them.

Workplace-based prevention programmes

Workplace-based prevention programmes have a special place in the discussion on 
community HIV prevention, because of the interaction between employees and other 
segments of the community (outside of the company), which may influence efforts to 
reduce HIV infection in the broader community. The example of Summertown shows 
that failure to involve the main employer in the township – the mine company – as a 
participating stakeholder hindered the effectiveness of outreach to CSWs (Campbell, 
2003). Though primary prevention was targeted at CSWs through a community peer 
education programme, the largest proportion of the CSWs’ clients were employed 
by the mining company and they did not receive any intervention in this regard 
(Campbell & Williams, 1999). It has been argued that protective behaviour such as 
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condom use in commercial sex has to be tackled both from the CSW’s and the client’s 
perspective (Ainsworth et al., 2002). Interventions should seek to reinforce consistent 
condom use and deal with power and gender dynamics within the community in a 
constructive way that would leave CSWs empowered to negotiate, and maybe even 
insist on, condom use with clients and others. 

Factors that contribute to effective community interventions for HIV/STD 
prevention are the establishment of community, business and CBO partnerships; 
maintenance of the intervention post-research funding, and buy-in by the community 
or target group (Ross & Williams, 2002). Simon-Meyer and Odallo (2002) reported 
successes with involving people living with HIV/AIDS (PLWHA) in various 
interventions in communities and places of employment in South Africa to break the 
silence and stigma around HIV/AIDS. They showed that PLWHA were effective 
advocates in mobilising communities, setting up workplace programmes and creating 
general awareness of HIV/AIDS among CSWs around mines, the workplace and in 
the media. Social movements such as the Treatment Action Campaign (TAC) in 
South Africa and the Movement of Men Against AIDS in Kenya (MMAAK) reach 
out to workers who are HIV positive through networking and advocacy programmes 
(Mkala & Onyango, 2004). The Positive Workers Union has been set up in several 
companies in Kenya as part of MMAAK activities to support men. 

The need to reach out to CSWs with prevention interventions has been mentioned 
before. Pathfinder International (2004) developed programmes that reach out to 
CSWs and their clients in India, Uganda, Tanzania, Nigeria, Brazil and Bangladesh 
with STI/HIV/AIDS prevention. These programmes seek to reach out to CSWs and 
their clients though comprehensive, participatory initiatives. These include dealing 
with underlying conditions that lead people into sex work and enlist the support of 
government, policy makers, brothel owners and community organisations to create a 
safer atmosphere for CSWs and their clients; STI and family planning services at free-
standing clinics and in brothels; peer education; support and care for PLWHA; 
communication for behaviour change; activities and training for CSWs for income 
generation, and building institutional capacity for NGOs and CSW associations. The 
Targeted Interventions for Groups At Risk (TIGRIS) project in India target brothel-
based and non-brothel-based sex workers and their clients though clinic and 
community-based STI diagnosis and treatment, HIV education and prevention, as 
well as behaviour change programmes. In Uganda, condoms, STI treatment and 
vocational skills are provided to young CSWs. In Brazil CSW associations have been 
formed for advocacy regarding the rights of CSWs.
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In addition to CSWs, several other professions have been targeted for HIV 
prevention by community programmes as a result of their interaction with community 
members who may fuel the spread of the HIV pandemic. Hughes-d’Aeth (2002) 
reports that teachers, traditional birth attendants, traditional healers, health workers, 
police, businesses and trade union representatives could be trained to bring prevention 
messages to those with whom they interact while performing their professional 
duties. Pathfinder International (2004) implemented workplace programmes in 
Lesotho, Ethiopia and Bangladesh that involve training workplace promoters, youth 
peer educators and health service providers as counsellors and primary caretakers in 
the workplace. The programmes also include advocacy and sensitisation activities for 
the workplace, distributing educational material on STI/HIV/AIDS at bus, truck and 
train stations and establishing or providing clinic and community-based essential 
health services. In Nigeria specific programmes have been set up to reach out to army, 
navy, air force and police staff through various awareness-raising activities and 
reproductive health services. In Uganda BCC campaigns targeted young military staff 
to reduce casual sex and commercial sex encounters, which were known to fuel the 
spread of HIV in the country (Alonso, 2004).

Lessons learnt

Prevention programmes do not operate in a vacuum. The review of several 
community-wide prevention strategies highlighted the need to create an environment 
where people were at least aware of the dangers of HIV/AIDS and where AIDS is 
talked about openly without fear of discrimination and stigmatisation (Bessinger et 
al., 2004; Stadler & Hlongwa, 2002). The demonstration of political will – from 
government to local level – has been highlighted as one of the key components for 
effective national HIV prevention strategies (Ainsworth et al., 2002; Parkhurst & 
Lush, 2004). Several programmes (e.g. loveLife, Soul City)  demonstrated that utilising 
mass media to educate communities can be effective as a first step towards behaviour 
change. However, it has been clearly articulated that raising awareness by giving 
information needs to be followed up with specific communications to promote and 
enable desired protective behaviours (Parker, 2004). The role of government sectors, 
again, is critical in ensuring availability of condoms and access to reproductive health 
services, for example (Blum, 2004). 

The challenges and failures of general community-wide programmes to reach out-
of-mainstream groups such as CSWs and out-of-school youth have been mentioned 
(Rakotonanahary et al., 2002; Ramirez et al., 2000). Two techniques that have been 
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implemented widely to reach out to these and other at-risk groups within communities 
were peer education and community mobilisation. These techniques were most 
successful when utilised in community-based interventions, where characteristics of 
the target groups could be researched and the intervention be tailored according to 
the community setting (Lopez et al., 2004). Failure of peer education and community 
mobilisation programmes has been linked to lack of social empowerment within 
communities (Beeker et al., 1998). The need to create a health-enabling environment 
has been stressed (Campbell & Lubben, 2003), and where this was not successfully 
established, it was clearly illustrated that potential positive effects of the intervention 
were diminished (Campbell, 2003). Social capital was introduced as a central concept 
linking HIV prevention with social development within community contexts. 
Utilising social capital, however, has proven to be much more complex at the level of 
programme implementation as very intricate community dynamics have to be 
traversed. 

The essence and contributions of institutions and structures such as health services, 
schools and places of employment are essential for community-imbedded interventions 
(Campbell & Williams, 1999; Gallant & Maticka-Tyndale, 2004; Painter, 2001). 
These institutions provide valuable infrastructure and systems of communication to 
support community-based initiatives (Campbell, 2003). The latter systems may also 
provide bridging social capital to bring resources for HIV prevention to the 
community (e.g. Painter, 2001; Reijer et al., 2002). Failure to make resources 
available to the community, however, may cause division between the community 
and the institution, and hinder the institution in fulfilling its predefined community 
task (Naidoo, 2003). This relates to the already mentioned issue of an implementation 
approach to community interventions.

Some issues with respect to the implementation of community-based HIV 
prevention interventions need to be highlighted. These include characteristics of the 
environment that facilitate or inhibit the intervention, information about the 
organisations that implement community programmes with specific reference to 
funding and research sources, and issues of sustainability and transferability.

Environmental characteristics

Successes like those achieved by the ‘100% condoms’ programme in Thailand 
(Ainsworth et al., 2002) would not be possible or sustainable without adequate support 
from the health services sector. As reported elsewhere (Elkins et al., 1996) Thailand 
boasted a highly developed infrastructure for health, education and social welfare, 
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which facilitated the roll-out of the programme nationally. Another characteristic 
of the Thailand experience was that interventions to mobilise communities around 
HIV/AIDS awareness started during the early stages of the HIV pandemic. Thus, 
by the time the ‘100% condoms’ programme was implemented, considerable 
activity regarding raising awareness within various communities has already been 
implemented or was still in progress. It has been argued elsewhere (Campbell, 2003) 
and demonstrated in Thailand (Aheto & Gbesemete, 2004) and Uganda (Parkhurst 
& Lush, 2004; Blum, 2004) that prevention efforts are more effective when they 
are backed by strong political leadership from national government with respect to 
HIV/AIDS.

The community-based prevention programmes described earlier provide proof 
that interventions need to be accompanied by support from government sectors, 
particularly the health services. In developing countries where poverty is pronounced 
among those communities with high vulnerability to HIV infection, the availability 
of free condoms is essential to effectively promoting safe sex among those who are 
sexually active (Bessinger et al., 2004). It has been demonstrated that a history of STI 
episodes increases the risk of HIV infection for that person (Hitchcock & Fransen, 
1999). Although the effectiveness of community-based STI interventions is not 
conclusively proven (Kamali et al., 2003; Wawer et al., 1999), the availability and 
accessibility of clinics to provide STI and other reproductive health services enhance 
efforts at the community level to promote awareness about safe sex behaviours among 
those groups that run a high risk of HIV infection (Campbell, 2003). 

Characteristics of community organisations

Studies in developed countries have shown that prevention programmes that took 
into consideration specific aspects of targeted communities and used people from 
those communities to deliver the intervention were more effective in reaching high-
risk groups with health prevention messages (Kalichman et al., 2000). Community-
based organisations and non-governmental organisations that used people from 
targeted communities in their prevention programmes as change agents found greater 
acceptability of the intervention by the broader community, and had a greater chance 
of success (Harper & Carver, 1999) and sustainability due to the inherent community 
empowerment component of such programmes (Kalichman et al., 2000). 

Another issue relating to characteristics of organisations is that of collaboration 
between community organisations in developing countries and research and other 
organisations from developed countries (Harper & Carver, 1999). In developing 
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countries, accessing funds to deliver prevention programmes is critical for service 
providers (Magongo, Parker & Kelly, 2004). The pool of money available within 
their country (from national grants) is limited and often fiercely contested, leaving 
them with the only option of seeking funding from corporate companies and 
international funding agencies. Not only do such partnerships provide sufficient 
financial resources for implementation, but they also facilitate the transfer of technical 
support from partner organisations in developed countries to implement evidence-
based interventions and to conduct evaluation research into programme effectiveness 
(Campbell, 2003). In some cases community programmes have been implemented 
by international organisations such as UNAIDS and WHO, through their local 
offices or branches within developing countries (UNICEF-Ghana, 2002). The 
advantages of multiple organisations and partners for implementing community-
based prevention programmes are numerous. As already mentioned, it allows for 
sufficient funding to implement technically sophisticated programmes that often 
require additional infrastructure and staffing (Stadler & Hlongwa, 2002). International 
funding grants also include an allocation for thorough evaluation of programme 
outcomes (Social Surveys, 2002). These partnerships bring host country organisations 
(based in developing countries) into contact with ‘experts’ from developed countries, 
who could help with the development, implementation and evaluation of complex 
evidence-based interventions. Such partnership brings scientific evidence that is 
mostly inaccessible (only published in scientific journals and academic books) closer 
to community service providers. The partnership benefits members of local 
community service organisations who can gain experience in implementing science-
based interventions as well as build capacity for conducting evaluation research. 

However, despite these advantages several challenges remain for international 
partnerships. The issue of equal participation in the development of prevention 
programmes remains pertinent (Cain, 1997). Tensions between local priorities and 
scientific interests need to be negotiated in a democratic manner that does not leave 
the host partner disempowered (Naidoo, 2003). On the other hand, funding partners 
from developed countries would want to ensure and be assured of accountability with 
respect to the use of funds. The presence of locally based offices in the host country 
(as explained above) goes a long way to ensuring responsiveness to local priorities and 
that local cultural practices and values are respected (UNICEF-Ghana, 2002). In the 
case where local community organisations partner with research institutions in 
developed countries it may be advisable that a research institution in the host country 
be a partner as well. Participation of local researchers (based within the host country) 
in programme development could facilitate the reconciliation of scientific interests 
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and community priorities (Campbell, 2003; Wawer et al., 1999). In this way a 
diplomatic resolve could be reached where prevention science is made relevant, 
applicable and useful to the local community AND where intervening at community 
level contributes to the expansion of the scientific knowledge base. It is imperative 
that local researchers act as translator and interpreter in the dialogue between funding 
partner and community service provider, democratising the process of negotiations. 
A further advantage of involving local research organisations is that it could ease 
concerns that international funding partners might have about where their money 
goes.

Sustainability and transferability

Programmes that utilise members of the target community to deliver the intervention 
demonstrate a greater likelihood of sustainability. Interventions such as peer education 
and community mobilisation not only bring about a natural transference of knowledge 
and skills to members of the intervention team through training components, but 
also have a better prognosis of the intervention being sustainable beyond the duration 
of the study. Campbell (2003) showed that training community members to deliver 
the intervention is in itself not sufficient to ensure transferability of technology and 
sustainability. She argued that specific management skills are needed to ensure that 
implementation of the intervention is not side-tracked by various group dynamics 
within the intervention team as well as within the broader community. It may also be 
important that fidelity measures be taken to ensure that the intervention programme 
is implemented as initially planned. On the other hand, the sustainability of a 
programme may well be dependent on the ability to adapt to changing dynamics and 
situations within the intervention community.

Summary

In summary, the major requirements of community-based HIV prevention 
programmes, key barriers and some key strategies that have been and could be 
implemented for effective intervention are reviewed. Effective community-based 
prevention strategies require an environment that enables individuals to make 
decisions and change behaviours towards safe sex practices, whether abstaining 
completely, staying faithful to one partner or using condoms regularly (Blum, 2004). 
Creating a health-enabling environment often goes beyond the scope and exceeds 
the capacity of community organisations and research programmes (Campbell, 
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2003). The need for demonstrative political will in the fight against HIV/AIDS and 
effective community-wide (national) awareness programmes have been advocated 
as steps towards establishing a platform from which community-based prevention 
programmes could be built (Parkhurst & Lush, 2004). Committed resources (such 
as health services) to HIV prevention programmes go a long way toward fighting the 
pandemic (Ainsworth et al., 2002). In addition, community organisations would 
need knowledge about the community and dominant modes of HIV transmission 
in the community. Without such information, intervention programmes would 
not reach those who are most at risk for infection. Lastly, community organisations 
would benefit from a grounded knowledge and understanding of health promotion 
models in developing interventions that are tailored to community contexts.

Key barriers to implementing effective prevention programmes are the following: 
conflicting messages about HIV/AIDS being given to communities from government 
as well as local groups; lack of unification on community level; and resistance to 
health technologies. Despite widespread criticism of the ABC (Abstinence, Be 
faithful, and Condoms) approach to prevention, Uganda has used this strategy to 
great effect (Blum, 2004). The key to their success in lowering the rate of HIV 
infection lies in this message being consistently propagated at all levels – government, 
health services and communities/grassroots. When compared to the vast number of 
mass media programmes in South Africa, each with their own message, and 
government’s flirtation with opposing ideas that HIV is not a necessary and sufficient 
cause for AIDS, it is understandable why community members are hesitant to believe 
what is being told to them through community-based HIV prevention programmes 
(Campbell, 2003). Conflicts and conflicting ideas within a community present 
another major barrier to effective prevention programmes as these [conflicts] divide 
the community, create an atmosphere of distrust and suspicion, and bedevil efforts to 
utilise resources (social capital) in the community. These conflicts are often rooted in 
the race, culture and economic make-up and resultant inequalities that exist within 
communities. The evidence of such conflicts can be seen in the existence of 
marginalised groups (e.g. out-of-school youth, CSWs and PLWHA) who are the 
victims of social and economic discrimination and exclusion. Lastly, within the 
African context of severe poverty it is often believed that community programmes 
should necessarily have a social development component (UNAIDS, 2004). 
Researchers and public health activists, who spend a lot of money and resources 
fighting an invisible disease, are often perceived as being oblivious to and unconcerned 
with the life struggles that the community face on a daily basis. Thus, when protective 
measures such as condoms are introduced to communities without addressing other 
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urgent community needs, these are almost always viewed with scepticism and 
distrust.

The most important strategy to overcoming barriers in the community towards 
prevention programmes is involving the community in aspects of development, 
implementation and even monitoring and evaluation. This has been done through 
peer education training, community mobilisation and stakeholder participation. 
However, before these techniques are implemented, community characteristics have 
to be explored and resultant reports verified by a selected number of community 
members (Corby et al., 1996; Fishbein et al., 1996; Higgins et al., 1996; Schnell et 
al., 1996; Simons, Rietmeijer, Kane, Guenther-Grey, Higgins et al., 1996; Valentine 
et al., 1996). Based on this report, members of the community could be approached 
to form part of stakeholder panels, planning councils or community forums that 
would be consulted throughout the process of development and implementation of 
the programme (Elkins et al., 1996). Care should be taken to include those 
community members most affected by AIDS (including those who are HIV positive) 
and to give them a voice in contributing to decision making. Where certain 
theoretical approaches are judged to be best suited to intervention in a particular 
setting, time should be taken to ‘educate’ community stakeholders about the rationale 
and benefits of such an approach so that they can make an informed decision about 
its implementation. Rules and protocol governing the [participatory] process should 
be clearly spelled out, to ensure that the project remains on track and that conflicts 
are handled in a forthright and transparent manner. The power of stakeholder 
participation (their commitment to the project) can be increased by involving their 
respective institutions (i.e. health services, schools and places of employment around 
the community) as platforms to launch aspects of the intervention. In this way the 
project would also benefit from existing infrastructure and systems of communication 
(bridging social capital). Drawing other community organisations in as stakeholders 
to the programme could ensure that the community does not receive conflicting 
messages around HIV, and that the message promoted by the intervention does not 
contravene prevailing (and acceptable) culture and norms of society (Airhihenbuwa 
& Webster, 2004; Naidoo, 2003). 

Democratising discourse is central to fruitful participatory processes. Whereas the 
Thai culture could be characterised as one of submissiveness (Duongsaa & Duangsa, 
2004; Elkins et al., 1996), the same would not be the case in many African countries 
where power dynamics are very pertinent (Campbell, 2003). Government could play 
a crucial role by setting appropriate policy and legislation-regulating interactions 
between international donors and local community organisations and, in doing this, 
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harmonising power imbalances between partners (Cain, 1997; Parker, 2003). 
Another way to deal with the imbalance of power between community organisations 
that provide the intervention and community recipients is by making learning the 
centrifugal force in participatory processes. Researchers could educate stakeholders 
about health promotion models and behavioural theories, while they themselves 
could learn from stakeholders about the community. Effective learning would ease 
concerns about acceptability, and once this group ‘owns’ the intervention, they could 
act as change agents in the community. A truly participatory process has the potential 
to create the platform to introduce specific issues within HIV prevention science that 
demand attention – i.e. the vulnerable position of women and girls, CSWs and other 
marginalised groups – and place these issues on the table for discussion (Ainsworth et 
al., 2002).   

Another critical barrier to implementing effective prevention programmes is 
funding (De Cock, Mbori-Ngacha & Marum, 2002). The increasing number of 
partnerships between local community organisations and researchers on the one 
hand, and international funding agencies on the other hand, has led to the 
implementation of costly evidence-based HIV prevention programmes all across sub-
Saharan Africa. Increased project budgets made it also possible for these programme 
implementers to employ community members in aspects of the intervention, which 
in a limited way could be perceived as them ‘seeing’ the community’s need and 
ploughing, in a symbolic sense, a portion of programme funds back into the 
community. The use of community members in programme implementation has also 
been found to improve acceptability of the intervention by community members.

Recommendations

Effective prevention at community level requires that intervention activities be 
aligned with overarching national strategies. Community-based organisations and 
researchers implementing prevention programmes should actively seek to promote 
the messages that are being proclaimed through IEC and BCC campaigns. In this 
way a united front would be presented to communities about the dangers of HIV/
AIDS and what actions could be taken to prevent spread of the pandemic. Though 
awareness programmes seldom lead to behaviour change, the massive contribution 
that these programmes make in creating a platform (environment) for further and 
specific intervention should be acknowledged and supported (Parker, 2004). Nation-
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wide awareness may also communicate a favourable message to donors that HIV/
AIDS is being viewed nationally as a priority disease (d’Cruz-Grote, 1996). 

At government level national frameworks should be developed to regulate 
community activities. All community organisations should be mandated to subscribe 
to these guidelines. At provincial or regional level a secretariat should be established 
to monitor and support community organisations in accordance with national 
frameworks. Part of this mandate should be to set up forums for dialogue and 
collaboration between various community organisations. The secretariat may also act 
in a guiding capacity, drawing attention to specific issues at community level that 
demand attention for intervention, such as youth, women’s rights and CSWs 
(UNAIDS, UNFPA & UNIFEM, 2004).  

The national framework should develop frameworks for partnerships between 
local service providers and community organisations and international donors. Such 
a framework may serve as a means to hold community prevention programmes 
accountable to good practice and sustainability. Also, such a framework may ease 
concerns by NGOs and CBOs regarding funding, by setting up guidelines for 
exchange between these partners and creating capacity within smaller organisations 
to apply for funding grants. Currently this role is taken by grantmakers (e.g. Nelson 
Mandela Foundation in South Africa, FACT in Zimbabwe and Siselo Trust in 
Botswana), but governments should provide the administrative structure to generate 
a pool of resources that could be earmarked for community programmes. 

Incentives should be given to academic institutions to strengthen and complement 
research capacity in community organisations for the implementation of evidence-
based programmes and rigorous evaluation of interventions. In the same way that 
universities receive funding for publications in scientific journals, target measures 
could be set for departments to get involved in community-based work that would 
make them eligible for further government awards. 

It is the authors’ recommendation that governments should explore ways to 
appropriately reward schools, health services and work places that are involved in 
HIV prevention programmes. Rewards for health services should go directly towards 
staff to motivate them to work with the community and do beyond what is merely 
expected in terms of job descriptions. Companies involved in community programmes 
should be given incentives such as tax deductions and favourable status inferred (such 
as when competing for government tenders and licencing).

It is strongly propagated that community programmes integrate both prevention 
and care programmes (Colfax & Dawson-Rose, 2004). Although it might fall outside 
the expertise and experience of certain organisations focusing on HIV prevention, 
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avenues could be explored to join their efforts with other community organisations 
that provide care and support in the community. HIV prevention programmes that 
target youth should also include a component that encourages those who are HIV 
positive to go for treatment (Amon, 2002). Knowledge that treatment for AIDS is 
available may help to reduce the stigma around being HIV positive, and encourage 
prevention behaviours. Also, the new information that AIDS drugs (ART) are 
available should be incorporated into prevention messages to ensure that people are 
fully informed about the nature and extent of treatment, and its implication for 
further health (De Cock, Marum & Mbori-Ngacha, 2003). Prevention activities and 
programmes should include those who are HIV positive to prevent re-infection 
(themselves) and further infection (of others).

The vulnerable position of women and girls has been emphasised throughout. This 
necessitates that HIV prevention programmes be complemented with social 
development programmes. Support programmes, such as those reviewed by Strebel 
(2004), should be incorporated alongside prevention and care programmes to provide 
a comprehensive response to HIV/AIDS on community level (Menting, 1999). It is 
thus recommended that various community organisations involved in the same 
community work together – complementing each other and communicating with 
each other – to maximise their effectiveness in their respective services (Kelly, 2000).   
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