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I A BRIEF LOOK AT THE SITUATION 

 
Situated in West Africa, in a very unstable region, Guinea, with its population of 8.4 million shares over 3300 
kilometres of borders with six other countries. Four of them, the Ivory Coast, Guinea-Bissau, Liberia and Sierra 
Leone have experienced conflicts in recent years and are suffering from serious HIV/AIDS epidemics1. The 
Republic of Guinea is a low income country with a GDP (Gross Domestic Profit) per inhabitant of  $US 560. 
 
The prevalence of poverty  is high in Guinea.  According to a recent survey of the profile of poverty in Guinea, 
one person in two lives below the  poverty line, and as a result finds it difficult to gain access to basic health 
care and education. The results of the integral survey of household consumption budgets (EIBC) demonstrate 
that poverty is not evenly distributed throughout the country. Important differences exist depending on sex, the 
social-professional category, housing and environment. Indeed, within the same zone discrepancies exist, and 
they effect women and villages most adversely. Poverty is twice as high in rural areas than in urban areas (52% 
compared to 24%). Living and hygiene conditions are generally precarious. These factors have been 
compounded by the influx of refugees from Liberia, Sierra Leone, Guinea-Bissau and the Ivory Coast. 
 
At the beginning of this new millennium, the life expectancy of  a native of Guinea is estimated at 49 years.  
The HIV/AIDS epidemic has grown considerably over the last five years. Its prevalence rate  almost doubled 
between 1996 and 2001, increasing from 1.5% to 2.8% of pregnant women ( considered to be representative of 
the population as a whole) given the absence of data on the whole population  
 
An analysis of available data reveals a certain feminisation of the epidemic over the years and it is particularly 
prevalent within specific groups -  amongst these being sex workers, people suffering from a sexually 
transmitted infection or tuberculosis, truck drivers, the military and mine-workers. In spite of the fact that 
HIV/AIDS is less prevalent in Guinea than some of its neighbours, it is becoming a prime cause of mortality and 
disease amongst Guinea’s adult population and the current level of seroprevalence means that Guinea is classed 
as a country with a generalised epidemic. 
 
This situation can almost certainly be attributed to different economic, social and cultural factors within the 
country. The unfavourable economic climate, persistent poverty, and the lack of funding for social programmes 
have certainly hampered attempts to improve the living conditions of the population of Guinea. 
  
As well as these social-economic factors which increase high-risk sexual behaviour and assist in the propagation 
of the disease, the instability of a number of Guinea’s neighbours also contributes to the development of the 
pandemic. Indeed,  displaced populations and the flow of refugees generally originate from groups that are most 
vulnerable to the transmission of the virus because of their precarious situation.  Furthermore, the large numbers 
of soldiers and rebels in certain zones increase the risks of the propagation of the epidemic by limiting the 
availability of basic public services and making it more dangerous for non-governmental organisations (NGOs) 
and community cored organisations (CBOs) to intervene. Amongst other issues the care of the sick, and orphans 
and children vulnerable to AIDS (OVCs) is a crucial question which is currently being resolved. 
 
The seriousness of the problem in public health terms and the need to collaborate with all sectors of society have 
prompted the government and its development partners to make the issue of AIDS a priority. The high level of 
seroprevalence  amongst the population could compromise human development projects including Millennium 
Development Objectives (MDO), an ambitious project adopted by UN members countries to reduce poverty and 
its causes by 2015. 
 
The trends resulting from the HIV/AIDS epidemic show that numerous countries, especially those south of the 
Sahara are well aware of the threats posed by this scourge to their economy, their productivity, their security, as 
well as to the well-being of households and communities.  
 
 
 
The social-economic impact of the disease on households, individuals, and on production and service industries 
is enormous. It results in the disappearance of experienced qualified workers, the reduction of productivity, a 

                                                      
1  According to  UN AIDS estimates HIV/AIDS levels on the Ivory Coast are at 9.7%, 2.8% in Guinea-Bissau, 12.7% in Liberia, and 
7.0% in Sierra Leone.. 
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drop in income, and  poor exploitation of the potential and valuable assets of a durable development. 
Consequently, it is not surprising  that the national response to the epidemic is proportionate to the scale of the 
problem.  
. 
A number of social-demographic and health indicators are amongst the most worrying in the West African sub 
region. According to the Demographic and Health Survey in Guinea (EDSG III +2005), The use of 
contraceptives remains low at 9%, gross birth rate is 38.4 in 1000, assisted births are estimated at 38%, and the 
fertility index is estimated at 5.7 per woman. The nutritional status of women and children seems essential, 
especially amongst women with no education. 
 
The infant mortality rate is estimated at 128 in 1000, and according to health records and children’s mothers, 
37% of children are fully vaccinated in Guinea. 
 
Schooling levels are generally low at 56.7% in 2000, for the academic year 2003-2004: 74% in primary school., 
39% in secondary school (collège) and 16% in higher secondary school (lycée). There is an important disparity 
between boys and girls. Similarly, literacy levels are low. The imbalance between men and women is striking, 
(41% for the former and 22% for the latter within the country). This situation has a negative impact on the 
adoption of a healthy lifestyle, in particular where sexually transmitted diseases are concerned, including AIDS. 
This is why the fight against HIV/AIDS is a priority.. 
 
In Guinea, as in many other countries, the need for a multisectoral approach cored on agreed synergetic action 
was clearly essential. The vision was concretised through the creation of a national co-ordination body, named 
the National Committee for the Fight Against Aids (CNLS) under the direction of the Primature. As a result of 
the efforts of the committee, and its co-ordination of multisectoral strategy for the fight against HIV/AIDS, the 
following measures have been implemented: prevention, care, voluntary screening, and sentinel surveillance. 
Similarly, the HIV/AIDS issue now forms an integral part of all the country’s development programmes. In this 
way, the issues linked to HIV/AIDS are taken into consideration in the national strategy for the reduction of 
poverty. 
 
This UNGASS report for the Republic of Guinea for the year 2005 provides essential information concerning 
the recorded progress made in the context of the implementation of measures agreed to combat HIV/SIDA. It is 
a summary of intense information gathering and data processing from a number of sources. The report is 
designed to provide the Government, its development partners and operators with relevant information 
regarding the impact of actions implemented in within  the frame work of a multisectoral approach.. 
 
As well as taking into account the analysis of reference documents and specific studies, the UNGASS report for 
Guinea is the product of a series of consultations with the policy makers, the operators and the beneficiaries out 
in the field. From the outset, dialogue and exchange of ideas facilitated the exchange and development of 
thematic analysis. The hoped-for benefit would be an improvement in the data collection process, the 
centralisation and processing of useful information, in order to achieve a better intervention programme and a 
more rational allocation of resources. This in turn would facilitate the production of future reports with the aim 
of yearly improving their quality..  
 
The Executive Secretariat and the National Committee for the Fight against Aids were determined that data 
collection should be based on the most representative sample possible and therefore favoured a participative 
approach.  
 
In spite of the difficult economic environment in the country, major progress has been made in the use of 
resources, including the use of national know-how. 
Nonetheless, existing challenges based on essential strategic and operational axes have been noted together with 
the  requirements as expressed by the operators.  
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UNGASS CORE INDICATORS FOR GUINEA 

 
In 2005, Guinea undertook its third Demographic and Health Survey (EDSIII) including a module on AIDS 
using blood samples taken from a cross section of participants. The EDSG III+ is a key source of data for the 
system and provides information for 7 UNGASS indicators. 

- Prevalence of HIV in adults  
 

Estimate of number 
of HIV positive end 

2005  

Age group Level in men 
(%) 

Level in 
women 

 (%) 

Total 
(%) 

Weighted 
number 

Source 

2005 15-49  0,9 1,9 1,5 6387 EDSG-III (2005)
 

     -        Percentage of women and men aged between 15 and 49 years old HIV positive by age group, 

EDSG-III Guinea 2005 

Age Women 
(%) 

Men 
(%) 

Total 
(%) 

Number  surveyed 

15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 

1,0 
1,4 
2,0 
2,8 
1,9 
1,4 
3,3 

0,5 
0,7 
1,1 
0,6 
0,6 
3,1 
0,6 

0,8 
1,1 
1,7 
2,0 
1,5 
2,1 
2,1 

1465 
1020 
894 
833 
904 
653 
619 

Total 1,9 0,9 1,5 6387 
 

- Percentage of women and men aged between 15 and 49 years old HIV positive by religion 

Religion Men Women Total Number surveyed 

Muslim 0,8 1,4 1,2 5304 

Christian 2,2 6,4 4,6 701 

Animist 0,0 0,0 0,0 175 

No  religion 0,0 1,2 0,9 140 

- Percentage of women and men HIV positive aged between 15 and 49 years old  according to the 

five level scale of economic well-being 

Five level scale of 

economic well-being 

Men 

(%) 

Women 

(%) 

Total 

(%) 

Numbers surveyed 

The poorest 2,1 1,4 1,7 1191 

Second 0,6 0,7 0,7 1102 

Average 0,4 0,6 0,5 1173 

Fourth  1,0 2,8 2,1 1268 

The richest 0,7 3,6 2,2 1587 
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Percentage of orphans (girls and boys) under the age of 15  

Demographic impact of 
HIV/AIDS 

Year Estimate Source 

Child who lost its mother or 
both parents through 
HIV/AIDS at 15 years old or 
earlier since the beginning of 
the epidemic. 

1999 30.000 ONUSIDA/OMS, June 2000 

Estimate of numbers of 
deaths as a result of AIDS 

1999 5600 ONUSIDA/OMS ,June 2000 

Child who lost its mother or 
both parents through 
HIV/AIDS at 15 years old or 
earlier since the beginning of 
the epidemic. 
 

2005 ND ND 

Estimate of numbers of 
deaths as a result of AIDS 

2005 ND ND 

- Ratio of children between 10  and 14 years old orphans /non-orphans currently in school (girls 
and boys)  

 
Demographic impact of 
HIV/AIDS 

Year Estimate Source 

Ratio of children between 10 
and 14 years old who have 
lost their mother or both 
parent through HIV/AIDS 
since the beginning of the 
epidemic. 

2005 ND ND 

 
- Percentage of young people between 15 and 24  years old  (men, women) who, both correctly 

identify the ways to prevent the sexual transmission of AIDS and reject the main false ideas 
concerning the prevention of AIDS  

Lifestyle 
indicators 

Age 
group 

Men 
(%) 

Women 
(%) 

Total 
(%) 

Source 

Have heard of 
AIDS 

15-24  97,75 97,1 97,743 EDSG-
III(2005) 

Believe there 
is a way to avoid 
AIDS/HIV 

15-24  83,7 72,65 78,18 EDSG-
III (2005) 

Weighted 
numbers surveyed 

15-24  2708 7955 10663 EDSG-
III(2005) 

 
 

- Percentage of young people between 15  and 24  years old (men, women) who claim to use a 
condom during sexual relations with an occasional partner  

 
Lifestyle indicators Age group Men 

(%) 
Women 

(%) 
Total 
(%) 

Source 

Non live-in partner         15-24  41,95 27,6 37,76 EDSG-III (2005) 
No special partner 15-24  40,25 10,5 25,38 EDS-III (2005) 
Weighted numbers 
surveyed 

15-24  1283 2163 3446 EDSG-III (2005) 
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- Age for first sexual relations (men, women)  
 

Sexual lifestyle characteristic Women 
 

Men 
 

Total 
 (%) 

Age for first sexual relations 

<16  
16-17  
18-19  
20 or over 
ND 

 
 
 
 
 

364  
153 
312 

 
 
 
 
 

486 
686 
44 

 
 
 
 
 

850 (41,59)
838 (41)

356 (17,43)
Total 829 1216 2044 

 
- Percentage of young people between  15  and 24 years old (men , women) who have been sexually 

active over the last 12 months and have had relations with a partner with whom they are not 
married and do not live   

 
Lifestyle indicators Age group Total 

(%) 
Source 

Non live-in partner 15-24  26,44 EDSG-III (2005) 
No special partner 15-24  73,55 EDSG-III (2005) 
Weighted numbers surveyed 15-24  2163 EDSG-II (2005) 

 
- Percentage of young people between 15 and 24 years old who recognise the symptoms of sexually 

transmitted diseases and can quote at least 3 ways to protect themselves against HIV     ND 
 
- Percentage of adult men who claim to use a condom with a casual partner during the last 12 

months from the last sexual relationship.  
 
Lifestyle indicator Age group Men 

(%) 
Weighted numbers 

surveyed 
Source 

Non live in partner  15-49  45,88 1079 EDSG-III (2005) 
No special partner 15-49  

 
28,8 

 
2013 

 
 

EDSG-III (2005) 
 
- Percentage of the vulnerable population  (young  men/women) who used a condom during their 

last sexual relationship  
 

Lifestyle indicators Age Group Men 
(%) 

Women 
(%) 

Weighted 
numbers 
surveyed 

Source 

Has already used a 
condom 

15-49  13,61 3,80 5657 EDSG-III (2005) 

Has used a condom over 
the last 12 months during 
sexual relationships 

15-49  2,67 3,65 3209 EDSG-III (2005) 

 
- Percentage of those who recognise the existence of HIV/AIDS who have used a condom with a 

casual partner over the last 12 months  
 

Lifestyle indicators Age group Men  
(%) 

Women 
(%) 

Total 
(%) 

Weighted 
numbers 
surveyed 

Source 

Have heard of AIDS 15-49  98,9 96,28 97,59 10663 EDSG-III 
(2005) 
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Have used a condom 
with a casual partner 
over the last 12 months 

15-49  28,8 5,94 17,37 5345 EDSG-III 
(2005) 

 
- Percentage of men/ women who do not know how HIV is transmitted or whose understanding is wrong 
 

Lifestyle indicator Age group Men 
(%) 

Women 
(%) 

Total 
(%) 

Number 
surveyed 

Source 

Do not know a means 
of HIV transmission 

15-49  16,3 27,35 21,83 10663 EDSG-III (2005)

 
 OTHER INDICATORS 
 

• Percentage of men and women between the ages of 15 and 49 who declare they have  had high 
risk sexual relations in the last 12 months 

Lifestyle indicator Age group Men 
(%) 

Women 
(%) 

Total 
(%) 

Numbers 
surveyed 

source 

High risk sexual 
relations in the last 12 
months 

15-49  18 6 25 5658 EDSG-III (2005) 

 
• Percentage of men and women between the ages of 15 and 49 who declare they have had a STI  in 

the last 12 months 
Lifestyle indicator Age group Men 

(%) 
Women 

(%) 
Total 
(%) 

Numbers 
surveyed 

Source 

Declare they have had a 
STD or symptoms of a 
STD 

15-49  3,23 19,55 22,80 5658 EDSG-III (2005) 

 
• Percentage of men and women between the ages of 15 and 49 who have already undergone a HIV 

test 
Lifestyle indicators Age group Men 

(%) 
Women 

(%) 
Total 
(%) 

Numbers 
surveyed 

Source 

Has already undergone 
an HIV test 

15-49  2,76 1,41 4,17 5657 EDSG-III (2005) 

• Percentage of cohabiting couples whose partners or spouses have been tested for their HIV 
serostatus. (Source : EDSG-III (2005)) 

 
Serostatus Percentage 

Both partners are positive 0,37 
Man positive, woman negative 0,88 
Woman positive, man negative 0,61 
Both partners negative 98,14 
Total 100 
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II OVERVIEW OF THE AIDS EPIDEMIC 

 
A precise estimation of the prevalence of HIV is necessary to evaluate the size of the epidemic in Guinea and 
monitor its progress. The data from the sentinel sites for epidemiological monitoring collected from pregnant 
women attending prenatal consultations together with the seroprevalence survey of 2000, have until now 
provided the principal sources of information concerning HIV in Guinea.. 
 
The data from the sentinel sites is very valuable as it is relatively regularly available and is less expensive to 
collect than data obtained from a national survey which is representative of the general population . 
Nonetheless, the data from these monitoring sites has a number of important disadvantages. The greatest 
drawback is primarily linked to the fact that pregnant women are not representative of the general population in 
terms of the age of fertility. (Slutkin et al 1988). What is clear is that the prevalence of HIV varies between 
women and men, and obviously men do not figure in the data provided by the sentinel sites. Moreover, the 
prevalence rates is generally higher in pregnant women that women as a whole as within the category of non-
pregnant women there are non sexually active women who are therefore less at risk from exposure to HIV. The 
levels of prevalence also vary with age. Women who visit pre-natal clinics represent a different age span to that 
of the general population. Finally, there may be a  geographical distortion within the data received from sentinel 
sites as they are limited in number and are found most frequently in urban or semi-urban zones where HIV 
prevalence is at its highest. 
 
The inclusion of the HIV test in the EDSG-III+, has allowed Guinea to enrich its HIV data base including data 
from a national survey which is representative of the general population.. For the first time,  the country is in 
possession of a clear measure of HIV prevalence instead of an estimate drawn from a model based on data 
collected from sentinel sites, and adjusted with a number of parameters in an attempt to refine the series of 
parameters that are included in the estimate of prevalence.. 
 
Results have shown the national prevalence rates is 1.5% Women, with prevalence rates of 1.9 %, are much 
more infected than men (0.9 %). There is an infection ratio of 2.1 between women and men, which means that 
there are 210 women infected for every 100 men – hence the feminisation of the epidemic in Guinea. The 
proportion of  HIV positive people grows with age: from 1.0% amongst people between 15 and 19, to 2.8% 
between 30 to 34. After that, the proportion drops to 1.4% amongst the population aged between 40 and 44. As 
has already been shown in other surveys, the progression of infection differs between men and women. First, 
between the ages of 15 and 29, the infection stage amongst women is much higher and grows quicker than that 
of men.. The  prevalence gap is most pronounced between the ages of 30 and 34, when infection levels in 
women are more than 4 times that of men. Moreover, the highest prevalence rate for women can be seen 
between the ages of 30 and 34,  whilst it occurs later in men (between the ages of 40 and 44. From the age of 30 
– 34 the prevalence gap reduces.   
 
As far as living conditions are concerned, results show that seroprevalence in women is three times higher in 
towns than in rural communities (3.9% and 0.9% respectively) On the other hand, within the male population, 
the situation is reversed (0.6% in towns as opposed to 1.1% in rural communities)  Prevalence varies little from 
region to region. Conakry has the highest rate  (2.1 %), followed by Labé (1.8 %), N’Zérékoré (1.7 %), and 
Faranah (1.6 %). The regions with the lowest rates are Mamou (0.7 %) and Kindia (0.9 %). Moreover, only 
Conakry and N’Zérékoré demonstrate rates that vary greatly according to sex. For example, graph number 3 
shows 5 times more women than men infected in Conakry. (3.4 % against 0.6 %), and more than twice as many 
women than men in the region of  N’Zérékoré. The regions of Labé and Kankan are those where the proportion 
of infected men is higher than that of women. 
  
The prevalence rate of 1.9 % estimated in the female population, by the EDSG-III cannot be compared to that 
obtained from the data obtained from the serosurveillance survey (ESSIDAGUI-2001) which set it at 2.8%. The 
main difference results from the fact that the targeted populations  were not the same. The ESSIDAGUI-2001 
was based on a population where the prevalence rate of HIV is generally higher whilst the EDSG III surveyed 
all potentially fertile women (15-49 years old.) 
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III THE NATIONAL RESPONSE TO THE AIDS EPIDEMIC 

 
In spite of the conception and implementation of a number of governmental projects to fight against HIV/AIDS 
since 1987, and the use of important levels of resource by the state and its development partners, Guinea has not 
succeeded in reversing the trend of the epidemic. The propagation of the epidemic is linked to economic, social 
and cultural issues. The implementation of a  multisectoral approach to the fight against HIV/AIDS in Guinea,  
took into account the political-economical environment, in the context of  sub-regional instability, poverty, 
living conditions of households, the attitudes and lifestyle of the population as a whole, and sub-groups at 
particular risk. 
 
The HIV/AIDS epidemic is reaching increasingly alarming levels year after year, both regarding prevalence 
rates and the number of sick registered as being infected by AIDS, as well as the disastrous impact it has on all 
social levels and all sectors of activity. 
 
The fight against HIV/AIDS and other sexually transmitted diseases represents the greatest challenge to the 
government in the area of health. The publication in 2002 of the results of the survey of  national HIV/AIDS 
prevalence had a profound effect on the policy makers, key social players and the population as a whole. At the 
same time, it gave rise to deep reflection which encouraged the above to pay appropriate attention to questions 
concerning sexually transmitted diseases, HIV and AIDS within the context of the 2003-2007 Strategic 
Framework for the fight against AIDS,  the National Plan for Health Development, (PNDS) and the Document 
of National Strategy in the fight against Poverty (DSPR) In particular, the specific needs of the most vulnerable 
groups such as the young, travelling salesmen, the military, the inhabitants of zones with a high concentration of 
refugees and prostitutes were highlighted. 
 
• The health environment 
 
Since the 1984 national health conference, Guinea committed itself to a process of reform within its health 
system. It was within this context that the provision of primary health care was adopted as the strategic axis of 
the health services development policy. Once the health policy had been drawn up, based on the five year health 
development plan (1987-1991) the integral primary health care programme was launched in 1988. The hospital 
reform programme of 1990, and the reform of the pharmaceutical sector completed the organisational action 
plan aimed to generate improved health for everyone. 
 
The implementation of this policy based on the decentralisation of the services provided, and the 
implication/responsibilisation of both the operators and the beneficiaries have greatly improved the availability 
of health care services both in rural and urban areas. Consequently, in every “sub-prefecture” a community 
health care centre providing preventative care and information and treatment for the sick has been set up. The 
majority of hospitals on all levels of the health care pyramid have been updated and equipped, and support 
systems reinforced ( provision of drugs/ vaccinations, the training of staff, the reorganisation of services, 
resource management and the health care information service) 
 
The concentration of  efforts to further improve the health of men and women became a priority during the 
national symposium on reproductive health held in Conakry in 1996 following the recommendations of the 
International Conference on Population and Development held in Egypt in 1994. A central policy based on 
reproductive health issues was thus drawn up. Its implementation integrated the prevention of sexually 
transmitted diseases with the care for those living with HIV/AIDS.  
 
 
Nonetheless, we have to recognise that the performance standards of the health care system are not satisfactory 
enough when it comes to the improvement of the state of health and well-being of the population as a whole, 
and the poor and destitute in particular. Indeed the monitoring system together with the results of various studies 
and surveys highlighted inadequacies not only in the use of health care services (prevention and treatment) but 
also in the process for the improvement of the quality of health care.  
 
These findings were confirmed during the forum for the planning of the National Plan for Health Development 
(PNDS) held in Conakry in June 2001. They showed that the main challenge is to perpetuate what has already 
been achieved whilst at the same time improving the quality of the care provided and the health care services. 
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As a result , the Public Health Minister together with his development partners committed himself to the 
introduction and implementation of a system to guarantee the Standard of Care and Health Care Services. In 
theory, the declaration of this policy should guarantee equal access to quality health care and services. Men and 
women should have equal right of access. This policy takes into account the gender  issue as it aims to satisfy 
the needs of individuals, families and communities with no discrimination. Indeed, it encourages active 
responsible participation  on the part of communities in the identification, planning, management and resolution 
of their health problems. 
 
• Evolution of the government response from 1987 to 2005 in the light of the HIV/AIDS epidemic 
 
The notification of the first cases of HIV/AIDS in Guinea officially took place in February 1987. The authorities 
had in fact  anticipated the crisis well before this memorable date. As a result the Government reacted very 
quickly to combat the epidemic by creating an AIDS Commission in January 1986, followed by the 
implementation of a specific programme to fight sexually transmitted diseases, HIV and AIDS and a technical 
committee a year later. (January 1987)  
 
After the notification of the first cases of HIV, a new battle dynamic was created. The Guinean authorities, 
together with their development partners implemented a National Programme for the Fight against HIV/AIDS 
(PNLS) which was developed via three successive plans between 1987 and 1999. The programme fixed the 
objectives to be achieved and the framework in which the fight against HIV/AIDS should take place. 
 
The strategic plans took place in the following order: 
 

i) Short term plan  (PCT) from 1987-1990 ; 
ii) The first generation medium term plan (PMT1) 1990-1995 ; 
iii) The second generation medium term plan (PMT2) 1996-1999. 

 
The short term plan from 1987 to 1990 was essentially financed by the authorities in Guinea and its partners, 
most notably by USAID (United States Agency for International Development) and the WHO World 
Programme for the Fight Against AIDS. It was a voluntarily pragmatic plan, confining its actions to some health 
training and setting itself a limited number of quantifiable objectives based principally on prevention and  
raising awareness  . It revolved  around  4 points: 
− The prevention of the transmission of HIV through blood transfusions in the  Conakry, Fria and Kamsar 
hospitals; 

• The raising of awareness and training of medical staff in Conakry, Fria and Kamsar; 
• The diagnosis and biological surveillance of AIDS cases: 
• The prevention of mother to child transmission (PMTCT) in all the hospitals in the country. 

 
But the plan experienced a number of delays in the definition of measures and actions to be taken, particularly 
when it came to the  decentralised structures in the fight against AIDS. It was only in September 1990 that the 
main policies were implemented, in particular the programme of distribution of  condoms in collaboration with 
USAID and the creation of an HIV testing panels in the University Hospitals in Donka and Ignace Dean, 
Conakry, together with the hospitals at Fria and Kamsar. Two epidemiological surveys on the prevalence of 
HIV/AIDS were undertaken within the context of the short term plan in 1989 and 1990 in Conakry and the 
county towns and “prefectures” ( the results were 0.96% and 1.78% respectively) 
 
Subsequently, the first generation medium term plan  of 1990 to 1995 aimed to make good the inadequacies and 
imperfections of the short term plan and to provide the programme with the necessary resources to meet the 
challenge.. With this in view, the scope of the objectives and the areas of intervention were widened. The 
objectives now took into account the evolutive nature of the epidemic, the co-ordination of activity and research. 
The scope of activity extended into new areas such as: 
 

• The syndromic care for patients with sexually transmitted diseases and HIV/AIDS within health care 
facilities; 

• The mobilisation of social groups, especially young people at school and sex workers 
 
As the trend towards an increase in the number of  cases of HIV reported to the health authorities had not been 
reversed, further effort was necessary. It is for this reason that through the second generation medium term plan, 
the public authorities wanted to give new impetus to the fight against AIDS. The infrastructure of the National 
Plan  for the Fight against Aids was reinforced by management consultative and co-ordination bodies . The 
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authorities also signed up to a paper outlining  National policy for the fight against Aids, a working document 
which added a political dimension  to the fight against  Aids in Guinea 
 
 
 
The second generation medium term plan concentrated primarily on training, health care and prevention. 
Amongst other activities, it facilitated numerous changes in the field of AIDS, most notably through the creation 
of a  non –governmental organisation and community based organisation linked through a network. 
 
The principle areas of activity for the second generation medium term plan were:: 

• A training workshop for doctors for the care of patients living with HIV with antiretroviral drugs 
(ARV)  

• The regional grouping of the non-governmental organisations within the framework of the Africa 2000 
project. ; 

• The authorisation of the sale of antiretroviral drugs ; 
• The reinforcement of prevention and the care of patients suffering from sexually transmitted diseases, 

HIV/AIDS with the support of the Canadian government. 
 
These three successive action plans certainly increased public awareness and understanding of HIV/AIDS, of 
the way it is transmitted and the ways it can be prevented, but the results have not been particularly satisfactory, 
especially with regard to that which concerns the co-ordination of the fight at a national level and a change in  
lifestyle.  A strategic planning process for the national fight against AIDS was launched at the end of the second 
generation medium term plan, aiming to facilitate the efficient organisation of an adequate multisectoral  
response and the mobilisation of the necessary human, financial and material resources. It was the right time to 
reflect on the best method to put appropriate and effective structures into place. 
 
Thanks to the ever-growing support from international institutions including the World Bank, the WHO and 
UNAIDS the government  revised its vision and strategy  by actively involving those responsible for the 
economic and social aspects of the fight against HIV/AIDS. It now believed that the pandemic contributed to 
economic and social instability. It was now a question of the creation of a dynamic structure with wide authority 
which would play a major role in state affairs. Hence the creation of the National Committee for the Fight 
against HIV/AIDS ( CNLS) under the direct supervision of the Primature. 
 
 
 
Established under decree n° 016 of March 2002, the National Committee for the Fight against AIDS/HIV is 
presided over by the Prime Minister, and almost all members of government are implicated.  The private sector 
and the communities are also involved. Indeed,  the following organisations are represented on the National 
Committee: all institutes within the republic, the national network of NGOs that fight HIV/AIDS, each of the 
religious faiths f the country, unions, the miners representatives, the Chamber of Commerce and the Chamber of 
Industry.    
 
 
The mission of the National Committee is to co-ordinate the fight against HIV/AIDS by assisting the 
government in the implementation of strategy, the collection of data regarding sexually transmitted diseases, 
HIV/AIDS and the facilitation of the resource mobilisation process.; 
 
Technical units have been created at national, “prefectoral”, communal and “sub-prefectoral” levels in order to 
support the above organisations in their decentralised roles. 
 
The Committee is supported by  an executive secretariat whose role is to ensure a co-ordinated effective 
implementation of the programmes, to oversee the application of guidelines, to guarantee the follow-up and 
evaluation of programmed activity and to initiate and co-ordinate training and research.    
 
Following the creation of this new  institutional framework in 2002  a major multidiscipline panel was created 
made up of international and national consultants and experts whose role was to produce a stand-still position 
regarding the AIDS pandemic in Guinea, and propose an action plan.  
 
More precisely, it needed to evaluate the size of the pandemic and the response level, to identify  the main 
causes for the propagation  of the disease, and to propose the direction, strategic axes and priorities for Guinea 
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in its fight against AIDS up to 2007. Following three months of work and analysis, a National Strategic 
Framework for the Fight against Aids for the next five years (2003-2007) was drawn up. 
 
This National Strategic Framework  for the Fight against sexually transmitted diseases, HIV/AIDS defines the  
main direction of the national response, the main managers, the strategic axes of activity, and priorities for the 
five year period from 2003 to 2007. It also details the institutional arrangements for the national  response and in 
particular defines the infrastructures to be established centrally, in the intermediary and on the periphery.   
 
Priorities must be identified  all the economic and social sectors of the country. In order to do so, running 
parallel to the programmes and projects  that have been implemented by the Minister of Public Health which 
take the medical aspects of the pandemic into account, all other sectoral programmes have defined their activity 
around the care of  people living with HIV and AIDS orphans. Consequently, 25 ministerial departments  
(including key ministries such as agriculture, transport, industry, commerce, the mining industry, youth, social 
affairs, communication) have created ministerial committees for the fight against Aids.  Sectoral action plans 
have been drawn up and agreed within the remit of each sector, and are now being followed up by the individual 
departments in collaboration with the National Committee. The estimated budget for 2003 to 2007 is 86.7 
billion Guinean francs (i.e 43.3 million US dollars)   
 
 
 
As far as the health sector is concerned, ten axes have been retained:: 

i)  medical responsibility for patients suffering from sexually transmitted diseases 
ii) medical responsibility for people living with HIV ; 
iii) prevention of mother child transmission; 
iv) blood transfusion security in hospitals and laboratories; 
v) drugs; 
vi) the training of health staff; 
vii) research; 
viii) epidemiological monitoring ; 
ix) communication regarding a change of lifestyle (especially voluntary testing and counselling) 
x) monitoring and evaluation. 

 
At the same time, the creation of the National Plan of 2003-2007 prioritised the fight against sexually 
transmitted diseases, and HIV/AIDS principally by reinforcing the capacity of the health system so that it was in 
a position to improve the health of the population and respond to the specific needs of the most vulnerable 
groups. It also called for sectoral collaboration so that actions encourage complementarity and efficiency.  
 
Amongst the numerous other initiatives set up to fight HIV/AIDS within a multisectoral framework, the 
following are noteworthy: 
 
 Prevention: 
 

• The creation of training manuals and guides covering the various fields in the fight against HIV/AIDS 
• Training sessions for  the trainers in the field of sexually transmitted diseases, HIV/AIDS, as well as 

educational peers and animators using the above training material 
• The organisation of campaigns for lifestyle change and caravans throughout the country to raise social 

awareness of AIDS.; 
• The implementation of an educational programme regarding HIV/AIDS in the school curriculum. 

775,579  primary school pupils benefited from this programme in the last academic year:; 
• The establishment of counselling centres using the educational peer approach, as well as anti-Aids 

clubs in  schools in Conakry and within the seven educational regions: ; 
• Family life educational programmes, and educational discussion groups with young people, adolescents 

and parents ; 
• The organisation of workshops and debates/conferences on sexuality in sports complexes and youth 

halls  
• The organisation of workshops on the vulnerability of women in the face of HIV/AIDS, and the factors 

that lead to its propagation including polygamy, female genital mutilation, sororate and levirate.; 
• The implementation of a awareness programme and condom distribution amongst truck drivers ; 
• A short film created essentially for the mining industry, on the topic of the stigmatisation and care of 

people living with HIV; 
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• The organisation of awareness campaigns to reduce the cost of ARVs and drugs used in the treatment 
of opportunistic diseases ; 

• 100% guaranteed security for blood transfusions  
• The creation of 10 CDFs (Comprehensive Development Framework) 
 
Care  
 
• Creation of 15 prevention of mother to child transmission centres 
• Creation of a  CTA 
• Treatment of 1774 people living with HIV with ARVs including 89 children  
• Schooling provided for 26,743 orphans and vulnerable children  
• The creation of an information and support centre for people living with HIV 
• Training of social workers for the psycho-social care of people living with HIV  
 
 
Co-ordination , follow up and evaluation 
 
• A system of follow up and evaluation combined with the drawing up of an operational plan 
• The integration of  a section on Aids in the National Strategy for the Reduction of Poverty (DSRP) 

 
 
Preliminary analysis of lifestyle data and the health sector 
 
Health section specification  
 
In general the data analysed has been provided by the last health and demographic survey carried out by the 
government of Guinea together with its development partners  including the World Bank under the auspices of 
the National Committee for the Fight against Aids. However, some information has been provided by the 
national programme for the health care of people living with HIV/AIDS. 
 
 
The following list of indicators  is dependant on the analysis requirements defined by UNGASS in accordance 
with standard specifications. In other words the absence of a numerical order attributed to an indicator shows 
that it is not part of the health and/or  sexual lifestyle section..  
 

• C/LPE : Indicator 3 concerns HIV testing in high risk populations   
 
Between January 1st and October 31st 2005, 5810 women attended a first consultation. Of these, 2370 were 
tested for HIV/AIDS in a number of specialised health centres in Conakry in the interior of the country, and 
2305 know the results. The score for this indicator is therefore 39.7%. In other words, nearly 2 high risk women 
out of 5 know the results of  an HIV test.. 
 

• C/LPE : Indicator 4 concerns prevention programmes aimed at high risk populations   
 
This indicator is made up of factors referring to the number of people questioned who::  
 

 have benefited  from peer educational services ;  
 have had access to a targeted mass intermediary  ;  
 have had access to sexually transmitted disease testing and / or treatment;   
 have had access to a HIV/AIDS testing counselling service  
 have had access to replacement treatment and  injections that pose no risk to the CDI 
 have had access to HIV prevention programmes over the last 12 months  
 and the total number of people at the highest risk. 

The data required for this evaluation is not available, so the current level has not been calculated..  
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• C/LPE : Indicator 5 concerns the understanding of prevention methods that can be used to 
combat HIV/AIDS as demonstrated by the highest risk communities (source EDS-2005) 

 
Data concerning understanding is shown in the table below: 
 
Table 1: % of men and women demonstrating a good understanding of protection methods, causes of and 
transmission  of HIV/AIDS  
 

% of correct answers Wording of the question 
   Men Women Total 
AIDS protection with only one sexual partner 92,0 87,3 88,7 
AIDS protection through condom use 79,9 70,3 73,1 
A person in apparently good health could have AIDS 68,5 47,2 53,3 
AIDS can be contracted through mosquito bites 34,5 43,3 40,8 
AIDS can be contracted by sharing food 49,3 46,3 47,2 
Total for the 5 questions  20,0 14,2 15,8 
Number of people interviewed 3224 8040 11264 

 
These results show that in spite of the awareness campaigns that have taken place in the country, there is still 
much to be done judging from the very low percentage (16.3%) who gave the correct answer to the five 
questions concerning  their understanding of transmission and protection against AIDS. The percentage is higher 
amongst men ( 20.0%) than amongst women (14.2%) The most widely known protection methods are those of 
fidelity  by only having relationships with a single partner, and the use of the condom. The fairly large number 
of people questioned also know that somebody in apparently good health may be infected. However, less than 
half the people surveyed believed that AIDS cannot be caught either via a mosquito bite (41.9%) or by sharing 
food with an infected person (48.5%)  
 
Indicator 6 concerns sex professionals otherwise known as “filles libres” and their use of condoms. Recent data  
relating to this issue is non-representative and unreliable. However the recent survey of social lifestyle which is 
currently being launched by the National Committee for the Fight against Aids should provide exhaustive recent 
data. 
 
. 
 

• Indicators 7 ( use of condoms by men having sexual relationships with men and 8 ( the use of 
non-risk injection methods and practice of non-risk sexual lifestyle amongst users of injected 
drugs  are not currently applicable to Guinea. 

 
 
Indicator 9 : Reduction of the prevalence of HIV amongst populations most at risk 
 
It is currently impossible to measure  trends regarding the reduction of the prevalence of HIV amongst the 
highest risk groups. Let us however remind ourselves of a survey that took place in 2001. 
 
 
 
High risk groups, their numbers and prevalence rates are shown on the graph below.  We note that “filles libres” 
or sex professionals are the highest risk group with nearly one in two infected (42.3%) The second highest risk 
group is made up of tuberculosis patients where one in five is infected.(16.7%) Adolescents and pregnant 
women would appear to have the lowest risk of infection. 
 
 
It is worth noting at this point that the survey which has been launched by the National Committee for the Fight 
against AIDS will allow the data from 2001 to be updated – the year in which the data that has just been 
presented was collected.   
 
  .  
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Graph 1 : Prevalence of HIV amongst groups at risk : 2001 
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Data collection form for the production of the UNGASS 2005 report (lifestyle and health indicators) 
 

• GE : Indicator 5 : sexually transmitted infections : total care  
 
Data collected are not relevant to the evaluation of this indicator  
 

• GE : Indicator 6 : the programme has only just started and therefore not only is the data 
unreliable, but the number surveyed is low. 

 
• GE : Indicator 7 : HIV treatment – antiretroviral use 

 
Because cases have not been correctly followed up in accordance with the methodology laid down in the data 
collection form, this indicator cannot be calculated. However, at the beginning of 2005, there 500 people were 
receiving antiretroviral treatment, of whom 118 were men and 382 women. Moreover, between January 1st and 
September 30th of the same year, 1196 cases of HIV/AIDS were recorded as receiving antiretroviral treatment,  
of whom 625 were women and 571 were men. 
 
 
The absence of monitoring equipment in specialised health centres makes it impossible to produce data 
concerning cases that have vanished, those who are at an advanced stage of their illness, and deaths. One 
recommendation would be to put computerised data bases in place which should be periodically updated. 
 
The most recent demographic health survey (2005) targeting men between the ages of 15 and 59, and fertile 
women (15-49) estimated HIV/AIDS prevalence at 1.5% Moreover, based on demographic information and 
structures by sex and age group, the number of infected people in Guinea could be set at  61600. 
 
 
GE : Indicator 8 : Support for children with HIV/AIDS 
 
The numbers of orphanages is inadequate and the formulation of the data collection form prevents the 
calculation of this indicator. 
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• GE : Indicator 8 : Blood transfusion security 
 
Between  January 1st and  November 30th 2005, 11969 blood samples were taken and tested. (100%) 10969 of 
these samples tested negative. It should be noted that those samples that tested positive were removed from the 
batch because of infection from HIV, Hepatitis B or another source.  
One of the problems raised both by people in the field and others in the health sector is the absence of statistics 
available from the private sector in the data provided by the National Blood Transfusion Centre (CNTS) It is 
therefore important to put effective monitoring mechanisms into place which include data from the private 
sector in order to have a complete picture.  
 
The slowness with which data is received from Regional Blood Transfusion Committees (CRTS) also poses a 
problem.  
  GE : Indicator 10 : Young peoples understanding of HIV prevention 
 
Table 2 : Percentage of young people of both sexes with a good understanding of protection methods and the 
ways in which HIV can be transmitted by type of living environment. 
 
Description Men  Women Both sexes 
  Rural Urban Total Rural Urban Total Rural Urban Total 

    Numbers surveyed 558 542 1100 1665 1041 2706 2223 1583 3806 
Protection from Aids amongst 
those with a single sexual partner 
(%) 

91,4 89,5 90,5 89 87,4 88,4 89,6 88,1 89,0 

Protection from Aids through 
condom use (%) 

80,3 89,1 84,6 73 80,4 75,8 74,8 83,4 78,3 

A person in apparently good 
health can have Aids(%) 

58,1 76,6 67,2 45,6 56,5 49,8 48,7 63,4 54,8 

Aids can be contracted through 
mosquito bites (%) 

33,7 44,5 39 42,8 50,8 45,9 40,5 48,6 43,9 

Aids can be contracted by 
sharing food  (%) 

45,5 64,8 55 44,6 64,1 52,1 44,8 64,3 52,9 

Total for the 5 questions (%) 
18,3 30,4 24,3 12,6 23,7 16,9 14,0 26,0 19,0 

 
The data in this table, taken partly from graph number 2, shows that less than one young person in five replied 
correctly to all five questions on the understanding of protection methods and the ways in which HIV can be 
transmitted. The differences between the sexes and the living environment, show that this indicator scores 
considerably higher in an urban environment (26%) than in a rural environment (just 14%) What is more, 
regardless of living environment, boys’ understanding of HIV prevention is at a higher level than that of girls.  
 
The best known protection method remains that of fidelity, by having only one sexual partner (89%) but oddly 
this is higher in rural areas (89.6%) than in urban areas (88.1%) The use of a condom is the second best known 
means of protection amongst the young as 78.3% gave the correct response to the question. In this case 
however, young people in urban areas score considerably higher than those in rural areas (83.4% as opposed to 
74.8%).   
 
Serious misunderstandings still exist amongst young people concerning the ways in which Aids can be 
transmitted. Indeed, only 43.9% gave the correct response to the statement “Aids can be contracted through 
mosquito bites”. In other words, 56.1% of young people believe that Aids can be contracted this way. 
Furthermore, only 52.9% of young people gave the correct response to the statement “Aids can be contracted by 
sharing food with an infected person”  In other words, 47.1% believe that Aids can be contracted by sharing 
food with an infected person. In all cases, these .misunderstandings are considerably more frequent in rural 
areas. 
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These results show that awareness raising activity still needs to be developed amongst certain target areas which 
still do not appear to understand Aids prevention methods. Indeed the 90%and 95% objectives set respectively 
in 2005 and for 2015 are far from being achieved , for, as a reminder the current leval is 19%.  
 
Graph 2 : Percentage of young people between the ages of 15 and 24 with a good understanding of HIV 
/AIDS protection methods and means of transmission. 
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• GE : Indicator 11 : Sexual relations within the under 15s 

 
The information in the following table has been obtained from data from the Demographic and Health surveys 
of 1999, and 2005, and the General Population and Living Conditions Census of 1996.  
 
Table 3 : Percentage of young people between 15 and 24 who had sexual relations before the age of 15, by 
sex and living environment  
      
Description Men  Women Both sexes 
 Rural Urban Total Rural Urban Total Rural Urban Total 
Young people between the ages of 15 
and 24 who had sexual relations 
before the age of 15 (1999)  

67 74 141 533 178 711 600 252 852 

Number of young people (15-24) 
surveyed (1999) 

393 296 689 1455 945 2400 1848 1241 3089 

Young people between the ages of 15 
and 24 who had sexual relations 
before the age of 15 (2005) 

108 88 196 404 151 558 512 239 754 

Number of young people (15–24) 
surveyed 

656 586 1242 1742 1047 2789 2398 1633 4031 
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Table3 : Percentage of young people between the ages of 15 and 24 who started sexual relations before the 
age of 15 by sex and living environment  
 
Description Men  Women Both sexes 
 Rural Urban Total Rural Urban Total Rural Urban Total 
Percentage of the national 
population (15 – 24) who live in an 
urban environment 

 44 %   37 %   40 %  

Percentage of young people who 
started sexual relations before the 
age of 15 (1999) 

25 % 17 % 20 % 37 % 19 % 30 % 32 % 20 % 27 % 

Percentage of young people who 
started sexual relations before the 
age of 15 (2005) 

16,5% 15,0% 15,8% 23,2% 
 

14,4 % 20,0 % 21,4% 14,6% 18,7% 

 
Generally speaking, these figures show that in 1999, more than one young person in 5 between the ages of 20 
and 24 years old (27%) started sexual relations before the age of 15. This proportion is considerably higher in 
rural environments (32%) than in urban environments (20%). The discrepancies between the sexes clearly show 
that girls  are considerably more sexually precocious than boys. (30% for girls, against 20% for boys)  
As far as living environment is concerned, those living in a rural environment are more sexually precocious than 
those in  towns (21.4%  as opposed to 14.6%) The disparity between boys and girls is greater in a rural 
environment than in an urban environment (25% of young men and 37 % of young women in a rural 
environment on the one hand, and 17% of young men living in towns against 19% of their rural peers on the 
other)  
The trend since 1999 is that of a gradual increase in the age at which young people between the ages of 15 and 
24 have their first sexual relations. The proportion of young people who have their first sexual relations before 
the age of 15 has dropped from 27% in 1999 to 18.7% in 2005. Moreover, the disparity between young women 
and young men depending on living environment has been substantially reduced. In fact, it is amongst young 
men in a rural environment that this particular indicator has barely changed. This encouraging evolution which 
indicates the beginning of a change in sexual lifestyle is evident everywhere. Awareness raising activities should 
therefore focus on young men in rural areas who would appear impervious to the deferment of the age for the 
start of sexual relations. 
  

• GE : Indicators 12 (High risk sexual activity amongst the young) and 13 (the use of condoms 
during sexual relations with casual partners). 

 
The questionnaires of the EDSG-III which should provide the statistics required to calculate these indicators 
were not standardised to this end. However, the Social Lifestyle Survey which is being prepared will help to 
provide data for these indicators when necessary.. 
 

• GE : Indicator 15 : Reduction in the prevalence of HIV  
Because of the limited amount of data available, it has not been possible to calculate this information by age. 
However, it has been estimated in accordance with the five level age scale and the results are shown below. 
 
Table 4 : Prevalence of HIV by group and living environment amongst young people between the ages of 
15 and 24 
 

Age groups Living environment Numbers 
15 – 19 20-24  15-24  

VIH + 3 3 6 
Tested 277 250 527 

Capital 

HIV + prevalence % 1,1 1,2 1,1 
HIV + 2 2 4 
Tested 361 242 603 

Other urban zones 

HIV+ prevalence % 0,6 0,8 0,7 
HIV + 5 11 16 
Tested  1003 635 1638 

Rural zones 

HIV+ prevalence % 0,5 1,7 1,0 
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This table indicates that 1.0% of young people between the ages of 15 and 24 are infected with HIV/Aids. There 
is a slightly higher prevalence amongst young people between the ages of 20 and 24 wherever they live. In rural 
zones, prevalence amongst young people  between 20 and 24 (1.7%) is more than three times higher than 
amongst adolescents between 15 and 19 years old. (0.5%).    
 

• GE : Indicator 16 –Treatment of HIV – survival rates after 12 month treatment – data collected 
does not conform to the recommended format. 

 
• GE : Indicator 17 : Programme at launching stage (November 2005). 

 
 
  
IV  PRINCIPAL DIFFICULTIES ENCOUNTERED AND ACTION TO BE TAKEN IN ORDER TO 
ACHIEVE THE AIMS AND OBJECTIVES  

 
Amongst the factors that favour the propagation of the epidemic in Guinea, the most important is the persistent 
poverty, together with its causes and symptoms: the low spending power of households, nutritional insecurity, 
high mortality and morbidity rates,  low levels of schooling and high illiteracy, sexual discrimination, resistance 
to changes in lifestyle, lack of resources available  dedicated to development, including  the fight against Aids, 
stigmatisation and discrimination, the refusal of some to acknowledge the existence of HIV, the difficulty of 
access to health care, the lack of commitment from the religious community in the prevention of Aids, the 
persistence of certain disastrous social-cultural practices such as levirate, sororate and female genital mutilation, 
the lack of responsibility shown by certain parents (education, absence of dialogue) and the obsolescence of 
health equipment and infrastructures.        
 
Indeed the difficult socio-economic situation in which the majority of the population lives, the social-cultural 
customs and the instability of several neighbouring countries all favour an explosion of the epidemic in Guinea. 
The consequences would be disastrous for effected households, and would compromise all that has been 
achieved in the last few years as far as development is concerned.. 
 
For this reason, the fight against HIV/AIDS must gather momentum in the coming years. In a context where 
resources are rare but the need is growing, the following action must take place in priority in terms of 
prevention, treatment and monitoring. 
 

• Government authorities must maintain and increase their commitment to the socio-economic 
development of the country in order to reverse the trend of the propagation of the disease due to 
poverty, and limit its impact  

• There must be an increase in the mobilisation of financial, material and human resources within the 
public and private sectors and within communities, as well as development partners in order to address 
the  very real needs  of the population in the fight against HIV/AIDS.  All partners (the government, 
sponsors, NGOs, religious bodies, village leaders etc) must reinforce dialogue and co-ordination in 
order to fight the epidemic together.  

 
• .Mutlisectoral programmes must be reinforced, especially those that target the most vulnerable groups 

(notably within the ministries of Agriculture and Farming, Education, Youth, Mines and the 
Environment, Transport, National Defence, Social Affairs and Women’s Affairs) 

 
• The media must be brought on board in the fight and awareness raising campaigns must be developed 

that target the whole population through the use of a variety of communication channels be they 
modern or traditional..    

 
• Awareness campaigns must stress the need for every individual in Guinea to take responsibility for 

lifestyle changes, the correct sexual orientation of their children and the care of those infected or affected by 
HIV/Aids. 
 

• Discrimination, stigmatisation and the rejection of infected people must be attacked, and voluntary 
testing encouraged so that the greatest possible number of people are aware of their serological status 
and adopt an HIV low risk lifestyle. 
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• Literacy programmes for women should be reinforced, women’s economic activity and associations 
run by women should be encouraged .  

 
• Strategies to increase income generating activities and the schooling of orphans and vulnerable children 

must be intensified, given the socio-economic importance of the households in question. 
 

• Medical and paramedical staff numbers within the different services should be increased, and the 
working conditions of all health workers improved. Continuous training on HIV/AIDS, new prevention 
strategies, and the medico-psychosocial care for people living with Aids together with epidemiological 
monitoring should be promoted.  In particular, the reinforcement of blood transfusion security, the 
implementation of mother to child transmission prevention and the effective availability of 
antiretrovirals and other  drugs  for the treatment of sexually transmitted diseases and opportunistic 
diseases should constitute a major priority for everyone, and most especially for the government.. 

 
• Midwives and traditional healers should be more associated with the fight against HIV/AIDS. 

 
• Sex and HIV/AIDS education should be generalised at all levels of study, and care needs to be taken to 

ensure that the themes are adapted to each stage, and that material used is sensitive to the specific needs 
of boys and girls. 

 
• The activity of peer educators within schools and youth organisations in the fight against HIV/AIDS 

should be intensified and given new impetus.  
 
• The monitoring and evaluation systems of the Multisectoral Strategy Framework for the Fight against 
Aids, the Framework Strategy for the Fight against Poverty, and the Gender, Population and Development 
Framework should be improved and integrated, including the basic reinforcement of the human and 
institutional resources. 
 

 
• Actions designed to improve the collection, storage, analysis and dissemination of data, more 

especially electronically should greatly assist in the evaluation of the trends and impact of the 
epidemic. 

 
 
V  SUPPORT REQUIRED FROM THE DEVEOPMENT PARTNERS FOR GUINEA 

 
• A reduction in Guinea’s external debt ; 
• An increase in funds allocated to the fight against Aids ; 
• The realisation of Tri One by supporting the National Committee for the Fight against Aids (CNLS) ; 
• To assist in  good governance and promote transparency in the use of allocated funds ; 
• To promote the concept of the “common pot” for resources received from other countries 
• To support programme, monitoring and evaluation managers ; 
• To promote the process of universal access to prevention, treatment ,health care and support services.. 
• To promote the motivation of the management of allocated funds. 
• To improve logistics and monitoring evaluation capability, 
• The provision of technical and financial support to carry out studies and surveys (Demographic and 

Health survey, ESC, surveys on health training ) in order to complete the HIV data  
• Support for the advocacy in dealings with the national institutions responsible for the collection of 

indicators, in order to ensure that UNGASS indicators are taken into account in the studies, surveys and 
surveillance of HIV. 

 
 
VI  MONITORING AND EVALUAION FRAMEWORK 

 
The Republic of Guinea has a monitoring and evaluation plan based on the UNAIDS guide which takes the 
support-product-results impact in relation to prevention care and support as a  starting point. 
 

 
Page 21 sur 28 



Rapport UNGASS 2005 Guinée 
 

The monitoring and evaluation framework of the National Aids Control Programme integrates the activities and 
respective indicators of the National Strategic Framework of 2002-2007, the multisectoral project for the fight 
against Aids, and intervention funded by the global Aids and Health Fund..  UNGASS’  requirements in terms 
of global monitoring of the epidemic (Extraordinary Session of the United Nations General Assembly  on 
HIV/Aids) have been taken into account.. It allows for monitoring and evaluation of all HIV/AIDS interventions 
on a national level, with the valuable aid of bilateral and multilateral contributors..   
 
The operational Monitoring-Follow up action plan shown in the diagram below shows that the result and impact 
indicators are largely supported by biological and lifestyle surveillance and a number of surveys. On the other 
hand product indicators are supported by activity monitoring. These indicators are therefore used by the 
operators to monitor and manage the implementation of  their projects..   
 
Data relating to the indicators is presented in routine reports processed and analysed by the Monitoring Research 
Evaluation Unit (USRE). The unit produces reports which are distributed to interested parties, people in the 
field, and development partners. They are then responsible for the good use of this information in the planning, 
implementation and evaluation of their activity.. 
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The monitoring-evaluation plan was drawn up with the help of the following international documentation:: 
 

 Monitoring of the Declaration on HIV/Aids. : Guidelines on the Creation of Core Indicators. UNAIDS, 
December 2002. ONUSIDA/02.51E 

 Monitoring and Evaluation Manual: World Bank/UNAIDS /02.47E  
 Country response information system (CRIS) : Overview of the System and its Plan of Establishment.  

ONUSIDA/03.09E. 
 The Global Fund to Fight AIDS, Tuberculosis and Malaria, Geneva, December 3, 2002 (Guides and 

Tools for Grant agreements: M&E) 

 
Page 22 sur 28 



Rapport UNGASS 2005 Guinée 
 

 
In order to understand the context of the monitoring-evaluation system, the following documents were 
consulted: 
 

 The National Strategic Framework for the fight against Aids 2002-2007  
 The action plan of the above  
 Guidelines for the completion of the three-monthly report of the Implementation Structures 

 
 

The operational plan is a reference document for monitoring – evaluation of the implementation 
of the Strategic Framework for the Fight against HIV/AIDS and Sexually Transmitted diseases 2002-2007. 
It is directed towards all those working in the field of HIV/AIDS 

 
 The plan stresses the need for systematic standardised activity in the field of HIV/AIDS and 

sexually transmitted diseases. It complements existing protocol on surveillance and documentation in the 
framework of the national system for health information. 

 
The plan aims to harmonise the collection and diffusion of data concerning HIV/AIDS and 

sexually transmitted diseases across the national territory. 
 
 
 
Types of indicators  
 
The framework of monitoring-evaluation is based on a clear logical organisation of results, in which the 
previous results lead on to the next set of results and so on until the global objectives are achieved. The principal 
levels are as follows: 
 

 Content and product 
 Results stage 
 Impact stage 

 
Each stage is supported by a number of indicators whose calculation method and breakdown have been 
identified. The cycle of results can be compared to a pyramid (content forms the base whilst the impact forms 
the summit) All collaborators involved in the implementation will need to collect data concerning content and 
product. Less will need to evaluate the results, and still less will measure the impact.. 
  
Levels of intervention  
 
The institutional diagnostic of the national programme for the fight against Aids is made up of four principal 
intervention  levels. These different levels, without the need to impose formal hierarchical limits determine the 
levels of information that must be provided by some, and a summary of the information for others. 
 
The first stage is that of the participants (NGOs, Country and Regional Support Departments, Urban 
Communes, Unions, the private sector, Ministries, Republican institutions) Their principal role is to develop and 
implement  projects in the field directly for the beneficiaries. During implementation, they will use the registers 
and formulae to collect the basic data required to calculate the process indicators. The decentralised co-
ordination of this stage is the responsibility of the Regional Committees for the Fight against Aids (.CRLS) 
 
The second stage is that of sectoral COMPONANTS and the Regional Response to local initiatives of the 
Monitoring – Evaluation unit, and the National Committee for the Fight against Aids. At this stage, the first 
summary of data received from the first stage takes place, through the use of a  form entitled “Three monthly 
report on executing structures” which will be distributed to the next stage. .  
 
The third stage is that of CO-ORDINATION (Monitoring-Research-Evaluation Unit) It is at this stage that that 
the reports received from the second stage are processed in order to draw up the global programme report. It is 
also at this stage that the organisation of the distribution of the monitoring –evaluation report takes place.   
 
The fourth stage deal with the distribution of the Monitoring-Evaluation report, which includes the principal 
recipients – the National Committee for the Fight against Aids on behalf of the government, and the 
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International Development Agency , Global Funds and other sponsors. Other recipients are the participants in 
levels 1,2 and 3, in the context of retrospective information.  
  
Types of intervention  
 
In order to monitor activity, the country has classified HIV/AIDS interventions according to the strategic 
framework document for the fight against Aids in Guinea. The principal axes are as follows: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The monitoring-evaluation framework revolves around these axes. 
 
A functioning Monitoring-Research-Evaluation Unit (USRE) has been created in Guinea and it is the collection 
centre for all information concerning HIV/Aids and sexually transmitted diseases. The unit, which is managed 
by a specially recruited full time administrator  is responsible for the whole of the monitoring-evaluation 
process, in collaboration with its partners and all who are involved in the fight against Aids. The Unit covers 10 
intervention areas which should be managed by four professionals.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Specific areas of responsibility within the Monitoring-Research –Evaluation Unit 
 
 
 

 

Monitoring –Evaluation, Research) 
Axis 10 : The country’s resources (Financial,Co-ordination & management,  
Axis 9 :  Multisectoral response to HIV/AIDS 

 Axis 8 :  Support for those infected and effected 
 Axis 7 :  Care of people living with HIV 

Axis 6 :  Prevention of mother to child transmission 
Axis 5 :  Voluntary testing and counselling 
Axis 4 :  Prevention of blood transfusion transmission 

Axis 2 :  AvaiIability of condoms 
Axis 3 :  Care of Patients with sexually transmitted diseases 

Axis 1 :  Information, Education, Communication (IEC) / CCC 
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(ST) : Sub-contracting complete 
 
MRE Unit Manager 
Monitoring-Evaluation Computer systems administrator  
Manager of Research Evaluation Communication 
Manager of contracts at the Financial Management Agency (AGF) 

 
80% of the annual monitoring evaluation budget is funded by MAP (Monitoring the Aids Pandemic) within the 
context of the International Development Association. 
  
Operational rules for monitoring - evaluation 
 
Under the supervision of the extended Technical Working Group of UNAIDS, an AD HOC monitoring 
evaluation group in existence since September 2003, the monitoring – evaluation system works under the 
following rules: 
 
The system has been simplified: 
 
The system uses a maximum of information available in the internal management systems of the operators ; 
 
The system provides useful and accessible information for the players 
 
The system provides essential information concerning provision of services for STIs/HIV/AIDS for which 
information is not always systematically compiled at a national level.  
 
The monitoring  - evaluation system has a positive cost-efficiency ratio and in cored in theory on data that is 
routinely available:; 
 
The structure and the make up of the monitoring – evaluation system are integrated into systems that already 
exist, which in this particular case, facilitate the upward communication of data and information from the 
operators to the Executive Secretariat and the National Committee for the Fight against Aids.; 
 
The monitoring-evaluation system is flexible enough to react to the needs of the operators and partners in the 
fight against Aids and to integrate new ideas and innovations. (results of pilot studies etc) 
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The collection of primary data concerning provision of services for HIV/SIDA is the responsibility of the 

he majority of data to ensure that the system functions already exists but there are data sources that are not yet 

he monitoring-evaluation system is supported by an annual action plan. 

he system for the management of HIV/AIDS information is based on  continuous data collection, its analysis, 

onitoring forms specific to each operator have been conceived, and by general consensus are filled in 

t a country level the National System for Health and Management  Information (SNIGS) is the system used to 

he country response information system (CRIS) has been accepted at a national level (the software has been 

ata collection concerning HIV/AIDS takes place through a classic social lifestyle surveillance system in the 

he surveillance of the populations lifestyle in the face of Aids will take place within the following vulnerable 

he reporting of Aids cases by health care facilities completes the action plan.. 

ata collection is in accordance with protocol and forms through case reporting, case studies in health care 

ids cases are reported through monthly, three-monthly and six-monthly forms depending on the level 

eroprevalence surveys of pregnant women in sentinel sites will be biannual. The reports are monthly at 

he HIV/ AIDS monitoring evaluation unit through the reports from the different sectors, meetings with various 

ectoral committees (ministerial, businesses) and Provincial Committees will draw up regular reports which will 

he sub-prefectoral and community committees will send activity reports to their hierarchical superiors. 

ll organisations produce an annual report at the latest during the first month following the end of the previous 

service providers who have nominated monitoring supervisors; 
 
T
functional; 
 
T
 
T
interpretation and distribution to ensure that decisions are taken at the right time. 
 
M
regularly at all levels (central, regional and in the community) in order to guarantee the correct management of 
the programme. 
 
A
generate pertinent information regarding health issues. 
 
T
received and installed, and a national team of 10 have been trained) It will monitor and evaluate the UNGASS 
indicators. 
 
D
sentinel sites which monitors the prevalence of HIV in pregnant women.   
 
T
groups: sex workers, soldiers, miners, and young people aged between 15 and 42. 
 
T
 
D
facilities, surveys, supervision, evaluations and reports from the operators (public and private sectors, civil 
society and NGO/ Associations, Country and Regional Support Department and Urban Commune) 
 
A
(prefectoral, regional and central) Studies of health training will take place from time to time depending on the 
concerns of the moment. Lifestyle surveillance surveys within targeted vulnerable groups such as prostitutes, the 
migrant population, young people/ adolescents between 15 and 24, miners, and truck drivers will take place 
biannually. 
 
S
prefectoral level, bimonthly at the regional level, six monthly for the central level and annual for all intervention 
organisations.  
 
T
participants in the programme and visits out in the field produces periodic reports on the activities of all the 
operators in the fight against Aids. 
 
S
be sent to the Monitoring Evaluation Unit. 
 
T
 
A
year. As for the Monitoring Evaluation Unit, produces its report within 45 days of the end of the previous year 
(15th February.). 
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Monitoring is based on classic methods of follow-up. Each executing unit follows the progress of its action plan 

he global monitoring of the National Sectoral Plan will be undertaken by the Monitoring Evaluation Unit in 

 simplified monitoring evaluation manual has been devised. The manual details levels, operators, the 

t a National Level 

he multisectoral committee made up of representatives of the focal points of each ministerial department the 

t a regional level 

he multisectoral regional monitoring committee for three monthly supervision, the compilation of reports from 

t a community level  

s they operate,  those responsible for Associations, Community based  Organisations, NGOs , religious bodies 

he global responsibility for the product and its quality falls to the GTTOE “monitoring evaluation committee” 

s far as the information  quality control and validation strategy is concerned, data will be collected according 

uality control follows standard guidelines and is guaranteed by tight supervision.  

he validation of survey data is undertaken by the national and regional multisectoral monitoring committee of 

onitoring and evaluation data are produced to stimulate action and help to : 

 Plan, revise, and redefine strategies, messages, targets and themes  

en changes in the epidemic and activity that has taken place ;  

isms where they do not already exist. 

in accordance with the indicators that have been set by area of activity. 
 
T
accordance with agreed indicators. 
 
A
information network, and the tool and periodicity of data collection. 
 
A
 
T
Information Surveys and Statistic Service (SSEI) of the health ministry, and the monitoring evaluation branch of 
the National Committee for the fight against Aids for the data bank will ensure the distribution of data at a 
national and international level. They will also prepare and oversee the organisation of surveys and studies at a 
national level, draw up the six monthly and annual activity reports, six monthly supervision, and back dated 
information. 
 
A
 
T
regional operators, the compilation of three monthly reports, the regional annual report and back dated 
information. 
 
A
 
A
civil society and the private sector collect the information that will feature in their reports  
 
T
External evaluations are undertaken by qualified people from outside the organisations concerned ( resource 
experts, research institutions and other competent organisations.) 
 
A
to standard protocols and tools that have been tested and validated ( UNAIDS,,  MEASRE, WHO…..) 
 
Q
 
T
the technical working group of UNAIDS. Routine data provided by the national health information and 
management system will be managed by central, regional and district departments of the Ministry for Public 
Health.  
 
M
 

 Advocate for social and resource mobilisation 
 Evaluate impact ; 
 Find the link betwe
 Correct weakness areas and improve operations; 
 Guide resource allocation. 
 Define data sharing mechan
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VII APPENDIX 1: UNGASS REPORT CONSULTATION PROCESS IN GUINEA 

 
The principal levels in the this process according to the guidelines for the creation of core indicators are:: 
 

1. The recruitment of national consultants from a restricted list within the existing national team that has 
already been trained on CRIS 

2. Data collection using the standard UNAIDS forms 
3. Data capture, analysis and interpretation, 
4. Compilation of draft report for validation, 
5. Organisation of the validation workshop : consensus on the national report by  16th   January 2006 
6. Compilation of the final national report in accordance with the national validation workshop consensus. 
7. Submission of the final validated report to Geneva  
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