
The HIV/AIDS pandemic on the African continent is ripping families apart, devastating communities and wreaking havoc on political and economic stability of entire countries and regions. 


Seventy percent of adults and 80 percent of the children living with HIV are in Africa. The number of HIV positive adults and children is estimated at 28.5 million. In 2001, 2.3 million people died from AIDS in Africa. In 2000 there were more than 3.4 million new infections. Whole generations of Africans will disappear. (UNAIDS, 2001)

Because there is no cure, HIV/AIDS prevention efforts are the best answer to the rapid spread of infection. Communication campaigns must focus on prevention messages. However, the populations of those who are HIV-positive and those who are living with the disease continue to be important audiences. Communication plays an important role in disseminating information to prevent high-risk behavior and spread awareness. 

In this paper, I will discuss several theories that have been used as models for communication programs in the west and in the developing world for the better part of three decades. I will then offer critiques of these theories as presented by several leading scholars in the field of development communications. Finally, using the UNAIDS communication framework, I will present some examples (both good and bad) of the importance of considering and incorporating elements in each domain when formulating a complete HIV/AIDS communication policy. The five domains are: government policy, socioeconomic status (SES), culture, gender relations and spirituality.

Each positive example is able to effectively use one or more domain successfully in communication related to HIV/AIDS prevention, support, or care. Bad examples have retarded the work of communication campaigns, not only preventing progress but often creating additional hurdles to be overcome in the fight against the disease. 

A Critical Look at Theories and Models of Behavior Change

A communication campaign that addresses a complex problem such as HIV/AIDS must be culturally relevant. In Africa, this means that western-based theories of behavior change are often inappropriate. The culture of the target population must be central to the planning, implementation, and evaluation of health communication and health promotion programs – this is especially true for HIV/AIDS prevention and care. (Airhihenbuwa, 1995)

The Health Belief Model (HBM): Developed in the 1950s, the HBM was designed to predict response to and utilization of screening and other preventative health services at an individual level. The action of the individual is dependent on his or her perceived seriousness of the disease, the severity of the disease, the perceived benefit of services and the barriers to accessing such service. (Becker, 1974)

In general, the HBM assumes a “rational” decision maker. The approach of most adolescents and many adults regarding HIV does not seem to be so logical. These populations seem quite capable of disregarding risks associated with HIV and optimistically viewing themselves as invulnerable. (Freimuth, 1992)

Theory of Reasoned Action (TRA): The TRA presents a linear progression from attitude to action (Fishbein and Ajzen, 1975) predicts an individual’s behavior can be determined by their intention. It examines attitudes, beliefs, behavioral intentions and observed actions. 


Certain factors must be taken into account when the TRA is applied to intervention programs aimed to bring about health-promoting behaviors: the specific target audience, the type of behavior targeted for change, and the causal influences on the relevant intentions to this behavior. (Kashima, Gallois and McCamish, 1992) However, like the HBM, the TRA is dependent on rational behavior. Rationality cannot be assumed for an issue such as HIV/AIDS with such emotionally-laden behaviors. The focus on the individual of the TRA may not be appropriate for sexual behavior change; in HIV/AIDS prevention the role of the interaction with the sexual partner must be considered. 

Cognitive-Social Learning Theory: This theory suggests that individual behavior is the result of many factors including cognition, behavior, environment and physiology. (Bandura, 1986) The two models from social learning theory that are frequently used in HIV/AIDS program are modeling and self-efficacy. 

Modeling is the imitation of behavior of a well-respected person or role model. Acknowledging that people learn from a variety of experiences, the Cognitive-Social Learning Theory takes into account vicarious learning by observing the actions of others. Self-efficacy is the perceived ability of an individual to enact the recommended behaviors. Some AIDS campaigns attempt to teach safe sex skills in an effort to increase self-efficacy in the target audience. While effective in the United States, there is some question whether it is as effective in cultures where individual decision making is the result of group norms.
Diffusion of Innovations (DOI): DOI focuses on the communication process by which a new idea or product becomes known and used by a people in a given population. (Rogers, 1983) Creating awareness of HIV and the use of opinion leaders to influence behavior change are two principles frequently used in HIV communication campaigns. The critique of DOI is that it increases the gap between the information have and have-nots in a social system. (Freimuth, 1992) Other critiques are that DOI is too linear and has a “pro-innovation” bias. However, the use of opinion leaders has been seen as an important principle in formulating culturally appropriate campaigns. Focusing on an interpretation of the disease that is relevant to the community (the content), the relationships and negotiation in families and communities (the context) and the language of communication will be a factor in effectively addressing HIV/AIDS prevention and care. (Airhihenbuwa and Obregon, 2000)
Social Marketing: The four Ps of marketing – product, price, place, and promotion are used in this approach to promote the accessibility of a social idea. Social marketing has been used extensively in condom promotion. Some criticize social marketing regarding ethical concerns. It sometimes uses fear, which some view as manipulation and some see it as offering a single solution (for example, condom use) to a complex problem. However, it is noted that while product social marketing has been used and has been successful, relatively little has been done with behavior social marketing or policy social marketing. (Airhihenbuwa and Obregon, 2000)

Each of these theories has salient elements that are valuable for communication campaigns in sub-Saharan Africa, they have been effective in some societies for some diseases. However, the focus on the individual from a linear or rational perspective seems inadequate for prevention and care messages in non-Western societies such as Africa, Asia, Latin America or the Caribbean. 

Because the focus here is on sub-Saharan Africa, we must consider the cultural inappropriateness of behavior change theories that are based on assumptions that are foreign to many non-Western cultures. The family and the community are more important to health and well-being than the individual. In cultures where this is true, the individual is less likely to express themselves and their state of well-being from the standpoint of “I.” The state of the well-being of the family and the community regulate how the individual measures feelings about him or herself. In this “self-effacing” construct, the locus of control exists somewhere outside the self. (Airhihenbuwa and Obregon, 2000)
The understanding of health beliefs and practices of the target audience should not be based on market economy or buying power. The development of culture is the process of a people wrestling with their natural and social environment. Culture embodies the moral, aesthetic, and ethical values that are manifested in the people’s lives. “These values and meanings are laden with desires, emotions and expectations that may not be discernable through Western code.” (Airhihenbuwa, 1995, pp. 6) 


When designing, implementing and evaluating health promotion and behavior change programs, cultural sensitivity refers to the need to develop programs that are consistent with the cultural framework of a people and a community. This requires a shift in thinking, for most programs are still rooted in a Western paradigm. Each culture creates its own responses to health and disease. (Airhihenbuwa, 1995)


The overwhelming burden of new HIV infections led the Joint United Nations Programme on HIV/AIDS (UNAIDS) to initiate a project examining the application of existing theories and models, including those discussed thus far. The new communications framework is a move away from the focus on the individual and rather on the five domains of “contexts” that influence behaviors: government policy, socioeconomic status (SES), culture, gender relations and spirituality. I will discuss each domain of context and provide examples illustrating how each is important in the fight against AIDS on a global scale. 
A UNAIDS Communication Framework


The five contextual domains were identified in live UNAIDS consultative workshops implemented by Pennsylvania State University. The need for a new framework was the result of the continuing rise of infection rates in Africa, Latin America, Asia and the Caribbean – this despite several years of HIV/AIDS communication programs. The increasing recognition that HIV/AIDS communication programs should address the full “HIV/AIDS continuum,” which covers not only prevention, but support and care also underscored the need for a new framework. The HIV/AIDS continuum requires planning and program implementation on a sustained, coherent and long-term basis within various phases of the disease through prevention, care, support and disease management. (Airhihenbuwa, Obregon and Makinwa, 2000)


The framework is designed to be flexible, allowing for the incorporation of salient elements from previous theories and models as well as a shift in the importance of a given contextual domain depending on the country, community and target audience of a communication program. For example, a communication program for condom availability and use by clients of commercial sex workers may emphasize the government in terms of policy to mandate that availability and use. Gender relations might be the “foundation” of the program to address the role and societal expectations of women in sexual negotiation. 
Government Policy: Governmental policy and law play a critical role in controlling the spread of HIV/AIDS. They can promote or hinder efforts at reaching the goals of a communication program. The government plays an important role throughout the HIV/AIDS continuum. It has a responsibility through law and policy to disseminate accurate information about the disease to increase awareness and change behaviors during the prevention phase. Official and open government recognition of the disease is important to reduce the social stigma of those who are HIV-positive. During the care phase, the government’s role in supporting the infrastructure necessary to provide healthcare and antiretroviral drugs is crucial. 

Specific factors under the control of the government include agenda setting, image management and collaboration. Each of these factors determines the importance of AIDS on the media and political agenda. Addressing ethical, legal, and financial challenges can be done through regional organizations such as the Economic Community of West African States (ECOWAS) and Southern African Development Community (SADC). (Airhihenbuwa, Obregon and Makinwa, 2000)


Senegal is a West African country that has an HIV prevalence rate of between 1.0 and 1.6 percent. This is an exception in a region where prevalence rates are between three and ten percent. There are several factors that contribute to the “Senagalese exception,” including universality of marriage, social networks that control sexual irresponsibility and severe moral condemnation of any form of cohabitation. (Diop, 2000)

The main factor however is said to be the absence of denial by the government health officials. The disease was recognized in 1986 when there were only six recorded cases. The mass media became involved immediately and in 1988, two HIV-positive individuals aired their testimonials on television. “It could be said that Senegal initiated the fight against AIDS before the disease could even gain foothold in the country.” (Diop, pp. ___)


Government strategy has supported the activities of civil society organizations through dissemination of their works, praise in the media and providing resources directly to support programs. Journalists have been trained by not-for-profit projects to give them the tools to develop information and sensitization programs. The National AIDS Control Program has also involved political parties, unions and business in HIV/AIDS programs. 


Another important factor is the engagement of political leaders in Senegal. Parliamentarians each took a course on the issues surrounding AIDS; this strengthened political support at the local, regional and national level. The head of the government has also spoken out and acted in support of the fight against the disease. (Diop, 2000)

On the east side of the continent, the prevalence rates are above 10 percent and often even about 20 percent in adults. Uganda was one of the first countries to report AIDS cases. In 1982, there were two cases recorded. By the end of 2000, that number was more than 2 million. The Ministry of Health established an AIDS Control Programme in 1987. The national response was to fight the disease on several fronts including: new policies, expanded partnerships, increased institutional capacity for care and research, public health education for behavior change, strengthened sexually transmitted disease (STD) management, improved blood transfusion services, care and support for those living with AIDS, and a surveillance system to monitor the epidemic. In 1996, Uganda was the first African country to report declining trends in HIV infection. The data suggest that the comprehensive national response supported by a strong political commitment may be responsible for the decline. (WHO, 2001)

Unfortunately, the cases of Senegal and Uganda are exceptions, rather than the norm. Two examples of poor government policy that have not only been ineffective, but likely set-back the countries’ ability to manage the infection rate anytime in the near future. 


Swaziland has one of the highest infection rates in Africa. More than 25 percent of adults are HIV-positive. A landlocked country in the south of Africa, the king of Swaziland has been severely misguided in his attempts to deal with the rising infection rate in his country. In September 2001, the government of Swaziland announced a five-year ban on sex for young women. This ban stated that during the five-year period, young women would be prohibited from having sex, shaking hands with males, and wearing pants. In addition, young women would be compelled to wear woolen tassels, symbolizing their intouchability, wherever they go for the next five years. Women who are in relationships are over the age of 19 would wear red and black tassels and those still virgins would wear blue with yellow. Failure to follow the rules, which are enforced by traditional Swazi chiefs, would be fined 1,300 Emalangeni (about $152) or one cow.



This ban demonstrates the unwillingness of the Swazi government to effectively deal with the epidemic in their country. Rather than a multifaceted government response like that of Senegal or Uganda, the Swazi government is choosing to lay the burden the disease on the young women of the country without regard for their right of non-discrimination and without regard for the responsibility of men in the society. The government is creating a further stigmatization of women’s sexual activity and creating a sexual double standard that is dangerous – it may drive adolescent sex further underground, undermining the work of youth and AIDS practitioners and may subject women to sex that can take on violent forms even less likely to involve condom use.


The state of Zimbabwe is failing. In the midst of political violence and forced land reform, the people of Zimbabwe are experiencing famine and are being devastated by the HIV/AIDS epidemic. The problems are compounded by President Robert Mugabe’s constant denial that AIDS was ravaging his country. The government has banned the import of antiretroviral drugs, claiming suspicion of the benefits. Several government officials have died of AIDS, still Mugabe refuses to recognize the epidemic. Mugabe’s fear seems to be that acknowledging any deaths outside a small population of drug users in Harare is an affront on his ZANU-PF political party. 
 

The contrast between Senegal and Uganda with Swaziland and Zimbabwe is stark. The difference between the government addressing the epidemic in a multifaceted way and not addressing it at all is literally a matter of life and death. 

Socioeconomic status (SES): Poverty and HIV/AIDS are often locked in a vicious cycle. The economic status of an individual is important in terms of access to information about the disease, access to condoms as well as the affordability of drug therapy. (Airhihenbuwa, Obregon and Makinwa, 2000)


HIV/AIDS is not an equal opportunity disease. It favors poor countries and poor and marginalized groups within countries. Poverty affects individual risk by increasing migrant labor, family breakup, landlessness, overcrowding, homelessness, multiple sexual partners, neglect of a fatal illness when food for survival is uncertain, and sex work for pay. (Yun, Govender and Mody, 2001)

Households in which a member is infected with the AIDS virus are the most food insecure. We return to Zimbabwe, which is unfortunately not unique in the disproportionate impact on the poor of the country. More than 600,000 children have been orphaned due to the disease. This has resulted in child-headed households or added financial burdens for those who take the orphans into their family. 


Mobile or migrant workers represent a tremendous risk for poor populations in many parts of Africa. Truck drivers, construction workers, itinerant traders, soldiers, wildlife officers, seafarers, agricultural workers, miners and commercial sex workers are not at higher risk because of their job, per se, but rather because of the situations that they encounter and the behaviors in which they might engage. (Poku, 2002) The mining community of Carletonville, South Africa provides a tragic and powerful example. 


The mine-working population is about 85,000 people; 95 percent are migrant workers. The migrant workers leave their families behind in rural villages; they live in all-male labor hostels and return home maybe one time per year. The men lack formal education and an opportunity for recreation, relying on home-brewed beer and sex for leisure. There is a 1 in 40 chance for mine workers that they will be crushed by a falling rock so the risk of HIV-infection seems remote and irrelevant. Some 65 percent of adults in Carletonville were HIV-positive in 1999, the highest infection rate of any region in the world. When the men return to their families they often carry the virus with them. In Kwa-Zulu Natal province, 13 percent of women whose husbands spent more than two-thirds of their time away from home were infected with the disease. (Poku, 2002)


SES of individuals, family units and communities is often part of a cycle that results in hopelessness, despair and often the disintegration of families who are unable to deal with the emotional and economic burdens of the disease. 
Culture: As we have already discussed culture is the collective consciousness of a people that is shaped by their history, language and psychology. Culture is often accompanied by the word “barriers” and refers to the negative individual health beliefs and practices. Culture is a dynamic force and it is important to understand its role as a help, not a barrier to communication programs. The relationships with family and community are important, particularly in the context of making decisions about the adoption of new preventative health behaviors and caring for the ill. (Airhihenbuwa, Obregon and Makinwa, 2000)
In considering the use of media for HIV/AIDS communication campaigns, the oral tradition in many African societies must be considered. In Ghana, a behavior change communication project is based on the use of folk media integrated with broadcast radio. Types of folk media include: storytelling, puppetry, proverbs, visual art, drama, role-play, concerts, gong beating, dirges, songs, drumming and dancing. African scholars have argued that folk media, as traditional forms of communication, are embedded in cultural, social and psychological thinking because they have evolved as grassroots expressions of the values and lifestyles of the people. Folk media are used to communicate entertainment, news, announcements, persuasion, and social exchanges in local languages. 
The Theatre for Communication Implementation and Development (Theatre CID), a local theatrical group affiliated with an NGO called the Center for the Development of People in Kumasi-Ghana, uses simulated live shows to educate curious crowds about health issues such as HIV/AIDS. The scenes are created publicly without onlookers knowing they are being acted out. Local “concert groups” perform dramas designed to focus attention on various social issues in rural Ghana. These events frequently encourage community discussions. (Panford, et. al. 2001)

The significance of traditional healers is also an important part of the culture of many African societies. Traditional healers see 70 percent of African patients for all sorts of illnesses. The increase of HIV infections has resulted in many patients being cared for in the home, this in turn has increased the case-load of many traditional healers. The practices and beliefs of the traditional healers cannot only put the healer at risk, but provide inaccurate information to their patients. Traditional healers have the ability to play a major role in communication and prevention campaigns because of their status as opinion leaders and custodians of African culture in many societies. (Chipfakacha, 1997)

Gender Relations: Gender is what it means to be either a male or a female and how that defines the opportunities, roles, responsibilities and relationships one has. This has been recognized as one of the key dimensions in effectively addressing HIV/AIDS. (Airhihenbuwa, Obregon and Makinwa, 2000) UNIFEM reported in 2001 that 55 percent of all those infected with HIV, 60 percent of new infections and 52 percent of those who die from AIDS are women. (UNIFEM, 2001) In addition, women are biologically more vulnerable to HIV as infection through vaginal intercourse without protection is two to four times higher for women. (Family Health International, 2001) 
Women tend to be disproportionately affected in more areas than just numbers of infections – they already represent a larger percentage of the poor and the low wage earners. Home-based care, often a result of cut-backs by a country on key social services, is provided largely by women. (World Food Programme, 2001)


In most societies, gender relations are characterized by an unequal balance of power. Women have less access to education, training and property ownership as compared to men. This inequality extends to sexual relations where men are more likely to initiate and control sexual interactions and decision making. (Weiss, Whelan and Gupta, 2000) 


The sexual double standards that exist for adolescent boys and girls are also damaging. Young men rarely encounter restrictions regarding their sexual behavior and are frequently encouraged to use the time to experiment. The adolescent females on the other hand are admonished to avoid boys and remain a virgin. Many sexual norms also include the acceptability of a man to have multiple partners. In a rural village of Ghana, an NGO found in a baseline study that a man did not feel “manly” unless he had contracted at least one STD in his lifetime. Marriage is actually considered a risk factor. In a study from Uganda, 13 to 19 year old women who were married were twice as likely to be infected as those who were not married. (Carpenter, et. al, 1997)

As with many of the contextual domains presented in this paper, there is a large degree of interactivity between them. Gender relations are often difficult to view in isolation of culture or SES. Communication campaigns must include women in the planning, implementation and evaluation phases. 
Spirituality: While spirituality and religion are often used interchangeably, but the phrase spirituality as a contextual domain is a more inclusive concept. According to Relv: 
Spirituality encompasses hope; faith; self-transcendence; a will or desire to live; the identification of meaning, purpose and fulfillment in life; the recognition of mortality; a relationship with a “higher power,” “higher being,” or “ultimate,” and the maintenance of interpersonal and intra-personal relationships. (pp. 2)

Spirituality encompasses beliefs and value systems that might range from organized religion to individual values that represent a guiding principle on which meanings are based. It is grounded in the idea that there is a supernatural being/force that has control over the interaction of living beings with their environment. This link is known to exist among traditional healers whose healing modality is based in part of the belief in the power of a supernatural force. We have previously discussed the role that traditional healers should play in HIV/AIDS prevention efforts. Religious leaders of all sorts can play a similar role – disseminating accurate information in prevention efforts and reducing social destigmatization of those living with the disease. 

Spiritual leaders and organizations can also provide support for individuals and the families of individuals affected by the virus. In some circumstances, these organizations might also act as surrogate care providers, especially for AIDS orphans. (Airhihenbuwa, Obregon and Makinwa, 2000)
Conclusion
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