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Foreword  
 
A quarter of a century of global experience in responding to HIV has 
produced some promising innovations—and underscored some persistent 
challenges. Despite recent advances in the expansion of access to 
prevention, treatment, care and support services, the fundamental role of 
human behaviour in the continued spread of HIV is increasingly clear. 
Remarkable local and regional differences in the intensity and scope of the 
pandemic serve as powerful reminders that social and cultural factors 
ultimately shape the impact of HIV on both individuals and communities. 
Now more than ever, our capacity to manage a growing and unsustainable 
demand for HIV-related care and treatment seems contingent on our ability 
to facilitate the adoption of key prevention behaviours. 
 
Although we continue to place great hope in opportunities to employ male 
circumcision, microbicides, vaccines and other new and potential 
approaches to prevent the spread of HIV, we also recognize that failure to 
sustain a focus on behaviour change threatens to undermine the benefits of 
such advances. Unfortunately, fostering behaviour change is not an easy 
task. It demands a persistent commitment to meeting the diverse and 
changing needs of individuals, and to addressing the characteristics of their 
social, cultural and physical environments that place them at risk. It is both 
a collaborative process and an urgent imperative.  
 
Nevertheless, we can now derive considerable strength and inspiration to 
meet this challenge from a growing number of settings in which substantial 
changes in behaviour have occurred and have been accompanied by 
significant declines in HIV infection rates. In Cambodia, Thailand, and parts 
of southern India, a focus on programmes to meet the needs of specific 
populations at elevated risk appears to have contributed to dramatic 
declines in infection rates in these populations, as well as in the general 
population. In places such as Kenya and Zimbabwe, in which HIV has 
spread rapidly through the general population, changes in behaviour norms 
appear to have disrupted some of the sexual networks that allowed HIV to 
pass from person to person, contributing to lower infection rates.  
 
These and other examples underscore some critical elements of success: the 
need to focus HIV prevention efforts on the diverse sources of new infections 
in different epidemic contexts; the need to support and empower individuals 
to understand and minimize their infection risks through the adoption of 
prevention behaviours; and the need to engage communities and available 
social capital to take action against stigma and support sustained change.  
 
This report seeks to reflect and advance what we hope will be part of a 
continuing global dialogue about the role of behaviour change in intensifying 
HIV prevention. To a certain extent, the meeting it documents had its origins 
in a series of our own personal conversations and reflections about the 
enormous opportunities that exist to pool both resources and expertise to 
save lives. But it is our conviction that the richness of the consultation itself 
testifies to a widespread recognition of the essential role that behaviour 
change can and must play in turning the tide of the pandemic. The 
challenges are indeed great, but we are increasingly equipped with both 
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evidence to inform action and a recognition of the enormous potential of our 
shared efforts.  
 
 

Kent Hill 
Assistant Administrator  

for Global Health,  
United States Agency for  

International Development 
 

Peter Piot 
Executive Director,  

UNAIDS 
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Summary of working group findings 
 
Group A (policy and programmatic actions to improve behaviour change 
outcomes in concentrated epidemic scenarios) agreed that the core 
problems in concentrated epidemics are securing adequate information 
about “where the next 1000 infections will come from” and building the 
political will and foster the engagement of communities to ensure that high-
quality services and enabling policies are in place and a sufficient level to 
respond to the specific needs of those settings and people.  
 
The key issue in concentrated epidemics is to “know your epidemic”—
including the drivers of risk behaviour—and to match the prevention 
response to the specific populations, locations, and drivers.  
 
Gender inequality and human rights are critical issues in concentrated 
epidemics, as the most at risk are often socially marginalized and thus 
unable to freely seek information and services, or to control their risks. 
 
Group B (concurrent, multiple partner relationships in generalized 
epidemics) echoed the call for better surveillance and programme 
evaluation data to define what works and determine where the next 1000 
infections will come from. They emphasized that gender and sexual norms 
that subordinate women, accept intergenerational sex, and allow high levels 
of sexual violence are pervasive and undermine HIV prevention (this pertains 
to all epidemic scenarios).  
 
The group stressed that prevention measures focused on individual 
knowledge and choices will never suffice. Rather, these must be 
complemented by a social movement, in which people are encouraged to 
know their HIV status and adult men are held responsible for behaviour 
change.  
 
The group called for development, testing and evaluation of mass media and 
community mobilization strategies to convey the special risks of concurrent 
sexual partner relations, to know if they are worth scaling up and replicating 
in other places.  
 
Group C (policy and programmatic actions to reduce gender inequality, 
gender-based violence, and intergenerational sex) posited that gender is 
at the heart of effective HIV prevention. A central puzzle for the meeting 
participants was why are we still dealing with so many of the same gender 
issues over 20 years of responding to HIV? Like Group B, they noted that 
gender norms that tolerate male behaviours such as multipartner sex, 
sexual violence and coercion, and intergenerational sex, while they prescribe 
sexual naivety, early marriage, and high fertility for girls, make it hard for 
women and girls to benefit from ‘ABC’ programmes that promote abstinence 
(A), faithfulness to one partner (B), and/or condom use (C). The working 
group emphasized that these observations are now backed up by experience 
and research, and they endorsed Dr Geeta Rao Gupta’s model of the four 
levels of programmatic response to reduce gender inequality: “do no harm”; 
compensate for inequalities; trigger transformation; and empower women. 
They proposed that HIV prevention programmes need: a systematic process 
to review the gender-responsiveness of HIV programmes, using checklists to 
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ensure clarity and focus on the desired outcomes; to include measurable 
indicators of progress; to ensure that all the necessary audiences and 
organizations are leveraged; and to ensure that information and mobilization 
approaches are culturally relevant and sustainable. 
  
Group D (HIV-related stigma and denial) addressed the origins or causes of 
stigma, its different applications and effects among women and men and 
among young people, and what specific steps can be taken to reduce them in 
and through HIV-related programmes. As in other working groups, the 
participants confirmed that individual measures need to be complemented 
with efforts to promote social change. They recommended differentiating 
between measures of success (stigma reduction) in the popular environment, 
in institutions and services, in the agendas and behaviours of leaders, and 
in HIV programmes themselves. Noting that changing attitudes and social 
norms takes time, they recommended moving from short turnaround, 
‘project mode’ to a more sustained and sustainable model through: 
incorporating HIV programme goals such as stigma reduction into 
continuing reproductive and sexual health services; building the capacity of 
vulnerable populations and communities to plan and run their own 
programmes; and long-term commitment to institutionalizing behaviour 
change programming, including stigma reduction. 
 
 
Highlights of issues discussed 
In the plenary discussions, as well as in the working groups, a wealth of 
experiences and insights were shared and developed during the two-day 
meeting. The diverse experience of the participants contributed to this 
richness, and participants expanded each others’ views, while recalling the 
task to focus on practical steps to improve prevention results. The following 
highlights are developed in more detail in the body of the report. 
 
Know your epidemic is not just for epidemiologists and disease surveillance 
experts: it needs to become the approach to HIV prevention programming. 
Too often programmes are undertaken without clear diagnosis of current 
needs and without prioritizing to ensure that those needs are met. Knowing 
your epidemic means knowing where it exists (regionally and in terms of the 
populations most affected) and also what are its main drivers and where it is 
moving. In-depth understanding of the social and behavioural context is 
thus central to knowing your epidemic.  

 
Behaviour change programmes need to be reviewed, renewed and 
differentiated in light of current knowledge. Too many behaviour change 
measures are neither tailored nor provided for the populations and settings 
with highest rates and highest risks of HIV. They need to be reviewed and 
rethought in terms of up-to-date understanding of HIV epidemics at the 
subnational level, and in terms of the traditions and methods of community 
participation, including the participation of vulnerable populations including 
people living with HIV, women, and young people.  

  
Behaviour change messages and models that focus on individual 
knowledge, skills, and choices are not enough, particularly in generalized 
epidemic contexts. As indicated in the UNAIDS policy position paper on 
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intensifying HIV prevention2, effective prevention involves reducing risk, 
vulnerability, and impact. Projects need to move from an intervention or 
service paradigm to one of engagement, and from a paradigm of options to 
one of human rights. In a rights-based, engagement paradigm, segmented 
and tailored information and skills-building for individuals is coupled with 
mass media attention, social mobilization, advocacy, and leadership to 
change policies and social norms, and to invest in reducing the vulnerability 
of disadvantaged and marginalized populations.  

 
Messages that just encourage gender equality and male responsibility 
are too weak and diffuse. There needs to be more explicit programming to 
help move towards transformative and empowering approaches to gender 
relations to help men take charge of their sexuality, and to create an 
updated social consensus on what constitute the rights and duties of men 
with regard to sex and social privilege. Current gender norms in many social 
contexts appear to legitimate or excuse male exploitation of women and 
children and intolerance of men who have sex with men. Programme 
examples from various regions show that these norms can be changed.  

 
Plan better for sustainability. Evidence from Thailand, Uganda, and much 
of western Europe and North America shows that prevention programmes 
must be continued, renewed, and updated, or risk behaviour will return and 
HIV incidence will increase again. HIV treatment is for life: the same 
realization is needed in behaviour change measures. The project paradigm 
has to be replaced by lodging prevention measures in a continuing, funded, 
institutional home, and by ensuring that the home has people with expertise 
and a mandate to plan, implement evaluation and report on behaviour 
change measures. HIV prevention programmes, including those designed to 
reduce risk behaviour, need to be institutionalized as critical components of 
public health and development, and embedded in longer, more consistent 
cycles of health promotion and social support for change. 

 
Invest much more in evaluation. Evaluation research on behavioural 
measures to reduce sexual transmission in low- and middle-income 
countries has been grossly inadequate. Systematic and greatly expanded 
effort is needed to define the basic parameters of activities designed to 
reduce HIV risk and vulnerability (the objectives; the nature, quality, and 
intensity of inputs; the audiences; and the settings), to monitor fidelity of 
implementation, to measure success in reaching planned objectives, and to 
measure the cost of effective models. This is essential in order to support 
planning and resource allocation for behaviour change programmes within 
and across countries.  
 
This meeting provided an opportunity to reflect on behaviour change as an 
important element in strategies for the prevention of sexual transmission of 
HIV. Presentations on the epidemiology of HIV drove home the point that HIV 
epidemics are dynamic and differentiated within countries and even within 
subnational units (districts, etc.). Vigilance about how they evolve and 
adapting the response to match are at the heart of effective HIV prevention 

                                                 
2 Intensifying HIV prevention: a UNAIDS policy position paper. Geneva, Joint United Nations Programme on 
HIV/AIDS, 2005. 
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programming. Effective responses are local, and even at the local level, there 
is change from year to year. Yet in many places, the responses are 20 years 
old. To keep up with this dynamic virus, national HIV programmes need to 
plan for continuous dialogue with and engagement of communities and 
groups that are affected by the epidemic and engaged in the response. 
Furthermore, new biological understanding of fluctuating HIV infectivity, 
combined with accumulating data on concurrency and sexual networking, 
provides a new angle on the risks of having multiple sexual partners where 
HIV is prevalent. This issue needs to be further researched and applied in 
HIV prevention programmes. 
 
As for HIV treatment, effective prevention is for life. It is therefore both 
necessary and practical to invest in combination, nuanced strategies that 
both support individual knowledge and behaviour change for most-at-risk 
and vulnerable populations, and that also address drivers of this epidemic, 
promoting gender equality and respect for human rights. These principles, 
highlighted in the 2005 UNAIDS policy position paper on intensifying HIV 
prevention, must be made operational according to the epidemiological and 
social context, but they apply in all epidemic scenarios.  
 
This two-day meeting of experts was part of a larger concerted effort by 
UNAIDS to catalyse debate, provide practical guidance, and create a more 
unified and mobilized constituency for effective HIV prevention scale-up. 
While the meeting did not reach a consensus on many issues, it did identify 
solid common ground on what needs to be done to make established HIV 
prevention principles operational, so that countries can achieve their goals of 
moving towards universal access to HIV prevention, treatment, care, and 
support for those who need them and to control and reverse the AIDS 
epidemic by 2015.  
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Introduction 
On 25–26 September 2006, 26 experts from 17 countries, joined by UNAIDS 
Secretariat and Cosponsor staff, met for an expert consultation to reconsider 
the state of knowledge on behaviour change measures for the prevention of 
sexual transmission of HIV.  
 
In June 2005, the UNAIDS Programme Coordinating Board unanimously 
endorsed the UNAIDS policy position paper on intensifying HIV prevention. 
The paper summarized the principles and the policy and programmatic 
actions that together comprise effective HIV prevention programmes. The 
first of the programmatic actions featured in the paper is to prevent sexual 
transmission. While the paper indicated key programmatic and policy 
actions that are used to prevent sexual transmission, it did not go into detail 
about what is effective in behaviour change efforts for varied populations 
and in diverse national, cultural, and epidemiological settings. Therefore, 
UNAIDS convened a small group of experts with diverse regional, technical, 
and institutional backgrounds to consider these issues. The meeting was co-
chaired by Peter Piot, Executive Director of UNAIDS, and Kent Hill, Assistant 
Administrator for Global Health of the United States Agency for International 
Development. It was planned collaboratively by staff of UNAIDS and the 
United States Office of the Global AIDS Coordinator and was organized by 
UNAIDS.  
 
Background papers were commissioned to summarize relevant 
epidemiological data and prevention strategies, and to analyse some of the 
major drivers of high-risk behaviour. Many of the key principles of HIV 
programmes to promote healthy behaviour have been known for 20 years, 
but still are not being sufficiently scaled up. The opening session included 
provocative presentations on gender inequality and household wealth (or 
poverty) as two frequently cited drivers of risk behaviour, on new thinking 
about behaviour change in highly generalized (or hyperendemic) settings and 
about the challenges of measurement to document progress in 
comprehensive HIV prevention programmes.  
 
The co-chairs opened the meeting with calls for an open exchange, a 
dispassionate examination of evidence, and creative thinking to reinvigorate 
behaviour change programming to reduce sexual transmission of HIV. They 
noted that evidence from a few countries in sub-Saharan Africa, South Asia, 
South-East Asia and the Caribbean demonstrates that whole societies can 
change behaviour enough to turn the tide of the HIV epidemic—a fact that 
inspires both hope and some impatience, as there are so many countries 
where such success is not yet in view. The intention of this meeting was to 
consider the current state of the art in behaviour change, to pinpoint a few 
concrete barriers to change that can be overcome, and to come up with a 
practical way forward to be innovative and test or expand some promising 
new approaches to change. The meeting stimulated dialogue about research 
evidence and participants’ programme experience, and a range of 
recommendations were brought forward for HIV programme managers, 
researchers and policy-makers, regarding what they can do more of, and 
what they can do differently to intensify HIV prevention efforts aimed at 
reducing HIV risk behaviour in specific epidemiological and social contexts. 
The participants acknowledged that changes in approach are critical to 
making HIV prevention a more effective component of AIDS programmes in 

 1
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Figure 1  Global HIV prevalence in adults, 2005 
 

 
 
 
Dr Ghys portrayed the diversity of HIV epidemics, regionally and within 
countries. He emphasized that with 20 countries having commissioned 
representative national biological and behavioural surveys (Demographic 
Health Surveys with HIV testing (DHS-Plus)), in addition to sentinel 
surveillance in antenatal care clinics, and with populations with higher rates 
and risks of HIV4, there is much more detailed information available today 
on the distribution of infections within national populations. This 
information helps policy-makers identify the right issues and refocus 
prevention efforts in the right direction. Dr Ghys emphasized that policy-
makers need to know their epidemic and stressed that the important thing to 
know is the source of new infections: who is at risk and what risk 
behaviours and settings contribute to those new infections. He highlighted 
diverse behavioural risks in different regions and illustrated that HIV 
epidemics are dynamic. Successful past responses should not lead to 
complacency. HIV epidemics are changing and can change very rapidly. For 
example, Thailand’s epidemic began with an explosion of infections among 
injecting drug users in the late 1980s; by the 1990s, the epidemic had 
spilled over into the general population due to the extensive crossover 
between risk arising from injecting drug use and sexual risk. Only constant 
vigilance and involvement of the affected communities can produce the 
information required to keep HIV responses efficiently on course. In Thailand 
and Uganda, surveillance indicates a resurgence of HIV, as HIV prevention 
programmes have lagged behind after more than a decade of success.  
 
Dr Ghys alerted the participants to the need to consider the epidemiology 
and prevention issues that are raised by care and treatment. Increasing 
access to antiretroviral therapy increases HIV prevalence due to more people 

                                                 
4 World Health Organization and Joint United Nations Programme on HIV/AIDS. Second generation surveillance for 
HIV: compilation of basic materials [CD-ROM]. Geneva, World Health Organization, 2002 (WHO/HIV/2002.07). 
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the widespread belief that poverty causes HIV risk. They cited studies that 
found a positive correlation between national wealth and HIV prevalence in 
sub-Saharan Africa, and analyses that have noted a higher HIV prevalence 
in urban areas where average household wealth is higher. They also drew 
attention to studies showing the potential impact of urban–rural circulation 
and high professional mobility, including labour migration. Recent analyses 
of data from representative national DHS-Plus by Mishra et al.5 have taken 
these analyses to the individual household level. DHS studies with 
individually linked HIV serostatus results in eight countries (Burkina Faso, 
Cameroon, Ghana, Kenya, Lesotho, Malawi, Uganda, and the United 
Republic of Tanzania) found that relative wealth is associated with higher 
HIV rates in men and to a lesser extent in women. They also noted that 
Mishra’s multivariate analyses indicate that “the effect of wealth status 
appears to operate through its association primarily with urban residence, 
the number of reported sexual partners, and age”. In the studies by Mishra 
and Kongnyuy et al.6, richer men more often reported having at least two 
concurrent sexual partners and having had more than five sexual partners 
in their lifetime than men in less wealthy households. This fits the gender 
stereotypes that had been cited by Dr Gupta and conflicts with the common 
perception that poverty leads to risk behaviour and thus to HIV.  
 
Dr Gillespie and Dr Greener noted, however, that the available studies have 
examined associations between measures of wealth and HIV prevalence, 
whereas prospective studies are needed to establish how relative wealth or 
poverty relates to vulnerability and risk. Such studies also need to rule out 
the possibility that the association is explained by longer survival with HIV 
among wealthier people. They observed that the effect pathways linking HIV 
risk and wealth are complex and involve balancing positive factors (such as 
increased knowledge of prevention and increased condom access) and 
negative factors (such as increased numbers of partners, earlier sexual 
debut, and greater alcohol consumption). Citing the Transitions to Adulthood 
study by Hallman7, and a cross-sectional study in Botswana and Swaziland 
by Weiser et al.8, they acknowledged that poverty and food insufficiency can 
provide impetus for unprotected transactional sex, especially for women and 
girls. They observed that food insufficiency and malnutrition may also have a 
biological effect on increasing vulnerability to HIV infection, although this 
requires further research. In addition to affirming the importance of gender 
inequality as a barrier to HIV prevention, they pointed to a need for more 
nuanced mapping of the effects of economic development on HIV 
programmes. Increased disposable income for men is associated with 
increased risk behaviour (especially alcohol consumption and transactional 
sex). They signalled the need for attention to the gendered effects of 
economic inputs and for HIV prevention strategies to make pathways out of 
poverty less risky. 
 

                                                 
5
 Mishra V et al. Are poor more affected by HIV/AIDS in sub-Saharan Africa? The 2006 HIV/AIDS Implementers’ 

Meeting of the United States President’s Emergency Plan for AIDS Relief, Durban, South Africa, 2006:abstract 49. 
6 Kongnyuy EJ et al. Wealth and sexual behaviour among men in Cameroon. BMC International Health and Human 
Rights 2006, 6:11. 
7 Hallman K. Socioeconomic disadvantage and unsafe sexual behaviours among young women and men in South 
Africa. Policy Research Division Working Paper No. 190. New York, Population Council, 2004. 
8 Weiser S et al. Food insufficiency is associated with high risk sexual behaviour among women in Southern Africa. 
Paper presented at the XVI International AIDS Conference, Toronto, Canada, 2006. University of California, draft. 
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Current thinking about behaviour change and prevention of sexual 
transmission of HIV 
Dr David Wilson (World Bank) presented his background paper, HIV 
Epidemiology: a Review of Recent Trends. He echoed Dr Ghys’ emphasis on 
the diversity among countries and regions in the nature of the HIV challenge, 
and on the importance of knowing your epidemic and matching HIV 
prevention measures to the behavioural and epidemiological needs of today. 
He presented summary data from Asia and Pacific regions showing that 
behaviour change, and most importantly, a reduction in multiple sexual 
partner relations has occurred in countries where HIV incidence has 
decreased. Using a framework of the distinction between concentrated and 
generalized epidemics, he presented a range of examples from World Bank 
studies that showed stark contrasts between the distribution of new 
infections and the consequent prevention needs in these different scenarios. 
In Ghana in 2005, for example, a World Bank study found that 76% of HIV 
infections are attributable to sex work (Figure 2). This contrasts with 
Zambia, in which there is a generalized epidemic, where more than 90% of 
sexually transmitted infections occur through heterosexual contacts in the 
general population and less than 10% among sex workers and their clients.  
 
Dr Wilson presented examples of disconnections between such 
epidemiological and behavioural patterns and the design of national HIV 
programmes. In the Ghana example, 0.08% of World Bank resources for HIV 
prevention in Ghana were devoted to sex work projects; instead, the focus 
was on the general population, which accounted for less than a quarter of 
new infections (Figure 2).  
 

Figure 2  HIV prevalence, transmission sources and 
funding in Accra, Ghana 

 

 
  
 
He argued that HIV prevention programmes need to be adjusted to keep up 
with changing sexual cultures, population movements, and economic and 
social conditions. Societies are dynamic in all world regions, with new 
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cohorts emerging, which bring changing communication and service needs. 
Uganda and Thailand, countries with generalized and concentrated 
epidemics, respectively, led the world in controlling HIV spread in the 1990s. 
Changes in sexual norms and practices, including not only increased 
condom use in sex work settings, but also a steep reduction in the 
proportion of men who visited sex workers, played a key role in both 
countries—the latter factor being even more significant than increased 
condom use. In the language of the current debate, according to Dr Wilson, 
the data indicate that ‘B’ (faithfulness to one partner) was as important as ‘C’ 
(condom use), if not more so, in turning these epidemics around (Figure 3).  
 

Figure 3 Behavioural changes and HIV infection, 
Thailand, 1990–1995 

 

 
 
The rate of new HIV infections is, however, on the rise again. In concentrated 
epidemics, Dr Wilson argued that this is due partly to neglect: effective 
strategies are available, but they are not being implemented to scale. In Dr 
Wilson’s view, in generalized epidemics, especially in the hyperendemic 
countries of southern Africa, more knowledge and more radical responses 
are required in the face of a lethal cocktail of concurrent sexual 
partnerships, and lack of male circumcision in most countries of the region. 
More focus on behaviour change measures dealing with male responsibility, 
reducing alcohol abuse, sexual coercion and violence, and “de-norming” 
intergenerational sex, is needed to turn these hyperendemic scenarios 
around. He argued for a dual strategy to change social norms while also 
supporting individual behaviour change through measures that build 
knowledge, motivation, skills, and self-efficacy for change. 
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So much risk, so little time: concurrent partnerships and a paradigm 
shift in understanding and addressing the highest prevalence HIV 
epidemics 
Building on the premise that there are different strategic priorities in 
different epidemic settings, Dr Michael Cassell (USAID) stated that a lot is 
known about the kinds of targeted programming that are effective in 
concentrated epidemics, and that we must continue to emphasize the 
application of resources in these settings to scale up programming for most 
at-risk and vulnerable populations. Conversely, Dr Cassell noted that each 
year, most new infections continue to occur in sub-Saharan Africa, where 
despite some evidence of national-level decreases in HIV prevalence 
associated with behaviour change, we still face divergent perspectives on 
behaviour change priorities and effective programmatic approaches. He 
proposed that developing more effective behaviour change strategies for 
these highly generalized epidemic settings ranks among the most important 
current priorities for HIV prevention.  
 
More effective strategies need to make use of the new science that indicates 
that concurrent sexual partnerships are potent vehicles for sexual 
transmission—while they do not engender commensurate perceptions of 
personal risk. Galvin and Cohen’s work9 on changes in infectiousness across 
the life-cycle of HIV infection (Figure 4) and other research indicate that the 
per-act likelihood of HIV transmission via general heterosexual activity 
during the acute infection stage (within three to four weeks of infection) may 
be as high as that of transmitting HIV via contaminated injecting equipment. 
Few if any HIV programmes explicitly communicate this. A high prevalence 
of concurrent, or overlapping, sexual partnerships in a population would 
allow for substantially more exposure of uninfected individuals to recently 
infected individuals during this period of acute infection.  
 

Figure 4  A ‘virus-eye’ view: why the HIV virus loves concurrent 
partnerships 

 

 
                                                 
9 Galvin SR, Cohen MS.  The role of sexually transmitted diseases in HIV transmission. Nat Rev Microbiol. 2004 Jan; 
2(1):33-42. 
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In addition, he cited Martina Morris’ data on sexual networks, illustrating 
how seemingly small differences in the mean number of sexual partners in a 
community could have a dramatic effect on sexual transmission of HIV. 
Figure 5 shows the extraordinary increase in connectedness when the 
proportion of the population that has two or three partners increases only 
slightly. Paradoxically, a high prevalence of concurrent sexual partnerships 
can allow the rapid transmission from person to person to person in a 
population in the relative absence of individuals who have many contacts 
(such as sex workers and frequent clients of sex workers) and without any 
one individual perceiving himself or herself to be at elevated levels of risk.  
 

Figure 5  Low-degree networks create a transmission core 
 

 
 
Like Dr Wilson, Dr Cassell concluded that decreasing incidence in 
generalized epidemics may therefore require changing individual perceptions 
and social norms—dramatically increasing the perceptions of risk and social 
undesirability of multiple sexual partner behaviours that at present are 
considered normal. He challenged the group to think about how these 
insights could be translated into HIV programmes, to communicate more 
specifically about the risks associated with concurrent sexual partnerships, 
and to think beyond strategies that attempt to reverse the most severe 
epidemics by reaching any one risk population or through any one 
programmatic approach.  
 
How do we measure success? (Beyond counting condoms) 
Dr Barbara de Zalduondo (UNAIDS) concluded the morning session with a 
short presentation on the importance and challenges of monitoring and 
evaluation in behaviour change programmes. While the three behavioural 
outcomes to reduce exposure to HIV through sex—abstaining from sex, 
partner limitation, and correct and consistent condom use—have been 
advocated for over 20 years, only the third outcome area (condom use) 
offered objective indicators that are easily tracked through routine service 
statistics (number of condoms distributed or sold). Sophisticated models of 
behaviour change exist, which detail the importance of individual knowledge, 
perceptions, attitudes, and skills, and of the effects of peers, access to 
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information and services, and community norms and values. However, there 
has been a lack of global consensus on the specific programmatic and policy 
actions required to modify the many individual, community, and structural 
elements of these models so as to bring about the desired results in different 
regional and risk settings (Figure 6). Operational guidelines and quality 
standards for effective implementation of individual and combination 
behaviour change measures also rarely exist and are even more rarely used 
to ensure faithful implementation of clear protocols—in contrast to the norm 
for clinical services.  
 
This gap has been particularly noticeable since 2001, when the United 
Nations General Assembly Special Session on HIV/AIDS (UNGASS) 
indicators were agreed upon by the global HIV community. In the areas of 
HIV treatment and care and support, the UNGASS indicators are at the 
programme output level (numbers of people served, etc.), and thus are easy 
to relate to programme planning and improvement. In contrast, the 
behaviour change indicators are outcome indicators (age of sexual debut, 
number of sexual partners in the past 12 months, etc.). They identify 
important results, but do not provide the kind of obvious road map for 
planners and managers on what to do more of and what to improve, in order 
to achieve those outcomes. 
 

Figure 6  What does success look like? 
 

 
 

 
The 2005 UNAIDS policy position paper on intensifying HIV prevention, 
pointed out that a range of behaviour change measures and policy changes 
are needed to overcome the individual, community, and structural barriers 
to behaviour change. The previous speakers had challenged the participants 
to define steps to overcome gender inequality, to make routes out of poverty 
less risky, and to change social norms around concurrent sexual 
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Highlights from plenary reports and discussions 
 
The 2005 UNAIDS policy position paper on intensifying HIV prevention 
presented the global consensus framework on the elements of an effective 
HIV prevention response—one that provides an integrated set of policy and 
programmatic actions to reduce risk, vulnerability, and impact of HIV as 
these occur in each particular locale. To guide this process of planning in 
relation to the evidence of local needs, prevention programme planners 
should be strong advocates for better surveillance and monitoring data, so 
that everyone can “know your epidemic” and design or refine evidence-based 
responses accordingly. 
 
In areas with concentrated epidemics, a great deal of progress can be 
expected from increasing the coverage of proven measures for high-risk 
populations and settings. Models for reducing risk and vulnerability of sex 
workers and their clients, men who have sex with men, migrant populations, 
prisoners, and injecting drug users exist and need to be scaled up.  
 
Key issues 
 
Balance treatment and prevention 
The universal access movement and the charge to governments and to 
UNAIDS in June 200614 have changed the paradigm for HIV responses, 
emphasizing that both treatment and prevention are necessary and mutually 
supporting, rather than contrasting goals. Making this new paradigm 
operational requires special effort, since different people are often involved in 
prevention and treatment and often draw from different resource pools. The 
need for a unified, prevention, treatment, care, and support response holds 
in all epidemiological scenarios, not just in generalized, high-prevalence 
epidemics. However, treatment cannot be allowed to use all the resources, 
for if prevention fails, universal access to treatment will never be achieved. 
 
The three main components (ABC) used to describe balanced behaviour 
change programming are programme outcomes, not strategies15. There is 
universal agreement on the scientific merit of these outcomes: the 
controversies are around what specific measures effectively promote them. 
 
Programmes to achieve ABC outcomes are necessary but not sufficient 
Existing strategies are often unavailable or inappropriate for women and 
girls. In particular, social change and policy change activities are required to 
change and reduce the cultural, economic, and political barriers that prevent 
women and girls from choosing behaviours that can save their lives. 
Strategies exist to change gender norms, reduce tolerance of sexual violence, 
and increase women’s access to information and resources. It is no longer 
appropriate to relegate these to the margins, because they are essential and 
there is enough knowledge on how to implement them. 
 

                                                 
14 Ibid (2006). 
15 Technical consultation on behaviour change communication. Meeting report. Washington, DC, Horizons, 2001. 
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Importance of perceptions, as well as behaviour 
While public health measurement prefers to focus on concrete, observable 
items such as overt behaviours, internal, psychological phenomena 
(perceptions, attitudes, etc.) affect and even cause those concrete actions. 
For example, fear of violence can constrain women’s choices as effectively as 
actual violence. Young people do not listen to life-saving information, when 
they perceive HIV as a disease of older people. While public health science 
requires a focus on objective results, intangible social and individual 
perceptions can determine those results and they need to be analysed and 
addressed on many fronts. For example, men’s resistance to improving 
women’s status may be based on the perception that gender equality is a 
zero-sum game—i.e., men may fear that they will lose out if women’s rights 
are respected—which is not the case. Young people need to be given the 
facts: in many countries, young people (especially girls) are at twice or three 
times the adult risk of HIV infection.  
  
The relationship between health and wealth in HIV infection is different 
from that for many infectious diseases  
(though diseases of affluence are well known). Analyses of DHS data show 
that the typical predications that poverty causes sexual risk behaviour have 
been oversimplified. Poverty is certainly relevant to HIV risk and 
vulnerability, as it is inversely related to education and access to health 
information and services, but the causal pathways are more complex and 
not well understood or well integrated into programme planning. The 
mechanisms and the balance of factors relating wealth, or poverty, and HIV 
risk appear to differ both regionally and by gender. 
 
In the hyperendemic settings of Southern Africa, nothing less than 
massive social mobilization is required to reverse the epidemic 
The whole intervention paradigm needs to be replaced by one of societal 
engagement and social mobilization in countries where HIV levels are so 
high. This will be new terrain. There is no proven formula for success in 
these epidemics, so a combination of bold action, research, monitoring, and 
evaluation will be needed to define what works. 
 
New behaviour change measures will require measurable milestones 
and indicators 
The challenges of defining and measuring sexual behaviour and decision-
making have been a core problem in HIV research, communication, and 
evaluation for 20 years. The lack of consistency in definitions of programmes 
and difficulties of measurement have led national programmes to rely on 
standardized, population-level surveys to measure reported behavioural 
outcomes; these are invaluable but they require special projects (e.g. DHS), 
are expensive, and are done only every three to five years. These need to be 
complemented by clear and measurable outputs, outcomes, and indicators 
that managers can monitor for quality control and programme improvement. 
The new social change approaches proposed in this meeting are promising, 
but if they are not evaluated and monitored, they will probably not be 
adequately supported over time.  
 
Have we oversimplified stigma?  
Stigma is a prime mechanism of informal social control and can have a 
positive impact (e.g. stigma associated with theft, rape, etc.) as well as a 
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negative social impact. Social judgement is fundamental to the maintenance 
of society, but is not the traditional domain of health specialists. In the cases 
of tobacco smoking and use of seat belts in industrialized countries, the 
relationship between objective health, economic facts, and individual rights 
has been worked through over the past 20 years, yielding a social consensus 
that endorses government regulation in domains that were previously 
considered private. 
 
The debate is in progress regarding what public health specialists and 
governments should do and fund to support the prevention of sexual 
transmission of HIV, as the domain of sexual behaviour among consenting 
adults is widely considered private today. Indeed, participants cited 
references to the debate around ABC policies in the United States of America 
as “culture wars”.  
 
It is not yet clear how behaviour change programmes should reconcile 
needs for simplicity and diversity 
Almost decades of experience in intensive programme development and 
evaluation in the United States have proved that what works in health and 
sexuality education is a clear, simple message. In contrast, the many factors 
affecting HIV transmission risk are complex (Figures 4 and 5). Linguistic and 
cultural diversity in low- and middle-income countries is often much greater 
than in industrialized, high-income countries. Participants noted that 
different audiences need and respond to different messages and measures 
and have different sensitivities and ideals within countries (by gender, age, 
marital status, cultural heritage, risk profile, education, residence, etc.) and 
even within communities. Nevertheless, the dominant behaviour change 
approaches, such as the mass media and school-based education, strive to 
reach vast audiences with the same content. These rarely invest enough in 
qualitative research on language and culture, to engage with the dual 
challenge of retaining simplicity while adapting to local diversity.  
 

General recommendations  
 
Behaviour change measures need to be reviewed, renewed and 
differentiated in light of current knowledge 
Too many behaviour change activities are neither tailored nor provided for 
the populations and settings with highest rates and highest risks of HIV. 
They need to be reviewed and rethought in terms of up-to-date 
understanding of HIV epidemics at the subnational level and in terms of the 
traditions and methods of community participation, including the 
participation of vulnerable populations, people living with HIV, women, and 
young people.  
 
Ground behaviour change programming in a human rights perspective 
There is a global consensus, conveyed in the 2005 UNAIDS policy position 
paper on intensifying HIV prevention and numerous human rights policy 
documents, to which most governments have agreed. These policy 
instruments are powerful advocacy tools and they have not been adequately 
used to promote HIV prevention measures that address drivers of the 
epidemic. 
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The new prevention technologies are promising 
The results from the randomized controlled trials of male circumcision will 
be released soon, and if the South African study findings are confirmed, 
male circumcision will be an important addition to combination prevention 
measures16. However, when new prevention measures become available, e.g. 
male circumcision, microbicides, and eventually vaccines, they must be 
implemented in a way that adds to, rather than distracts from, behaviour 
change programmes. None of the new technologies is likely to provide 100% 
protection, and if this is misunderstood, negative effects of risk 
compensation (increases in risk behaviour) could outweigh their protective 
benefits. 
 
Make space for the sociology of sexuality and pleasure 
Scientists are problem-solvers, but there is too much focus on sexuality as a 
problem and not enough on the positive, healthy aspects of sexuality such as 
pleasure, desire, commitment, intimacy, and love. The role of pleasure and 
commitment needs to be understood for women and girls as well as for men 
and boys, and within the cultural context of each community. 
  

Programmatic recommendations: what to do more of and 
what to do differently 
 
Know your epidemic  
Knowing your epidemic is not just for epidemiologists and disease 
surveillance experts: it needs to become the new approach to HIV prevention 
programming. It means knowing where the epidemic exists (regionally and in 
terms of the populations most affected) and also what are its main drivers. 
In-depth understanding of the social and behavioural context is thus central 
to knowing your epidemic. 
 
Better and more collaboration is needed among partners working 
towards ABC outcomes 
Such collaboration will promote more consistent and coherent support for 
behaviour change and will extend the impact of all programmes.  
 
Communities need to be given more resources, and allowed to act rather 
than engaging others to act for them 
This applies especially to vulnerable populations, including people living 
with HIV. Support for communities should be “not to give the answer, but to 
help them pose the right questions” and then to answer their questions 

                                                 
16 This meeting took place before the second two randomized controlled trials of male circumcision were stopped by 
their data safety boards in December 2006 due to evidence of a positive effect on reducing the risk of sexual 
transmission of HIV from women to men. Had the meeting been held later, the behaviour change aspects of this new 
prevention technology would have been considered during the meeting. The World Health Organization (WHO) and 
the UNAIDS Secretariat convened a consultation on 6–8 March 2007 to examine the findings of the three randomized 
controlled trials that examined the impact of male circumcision on HIV acquisition in men, and their implications for 
countries, particularly those in sub-Saharan Africa and elsewhere with high HIV prevalence and low levels of male 
circumcision, with a view to offering definitive guidance. The United Nations and its partners emphasize that male 
circumcision does not provide complete protection from HIV and should therefore never replace other known effective 
preventive methods, such as delay in onset of sexual activity, correct and consistent use of condoms, and reduction 
in the number of sexual partners. For further information, see the statement on Kenyan and Ugandan trial findings 
regarding male circumcision and HIV developed by WHO, the United Nations Population Fund, the United Nations 
Children’s Fund, the World Bank, and the UNAIDS Secretariat, 13 December 2006 
(http://www.who.int/mediacentre/news/statements/2006/s18/en/index.html). 
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themselves.) Communities are unlikely to question their own assumptions, 
for example, on gender norms, unless prompted to do so, but community-
based programmes have succeeded in catalysing change by assisting 
communities to reflect on traditions, norms, and values (e.g. on widow 
inheritance) that jeopardize health and survival.  
 
Review and recommend improved responses to geographical mobility 
In both concentrated and generalized epidemic scenarios, long-distance 
travel, migration, and internal displacement due to conflict or natural 
disasters all complicate HIV prevention programming, and monitoring and 
evaluation of programme effectiveness and results. These issues are too 
often ignored. To respond effectively requires policy analysis in multiple 
sectors (e.g. labour market policies, housing and social welfare programmes, 
and disaster relief policies) and funding and implementation practices that 
permit and encourage cross-programme and cross-border collaboration.  
 
All communication programmes need to be alerted to find the 
appropriate language and local images that show the positive benefits of 
gender equality and respect for human rights. Gender equality and 
complementarity is not a zero-sum situation. Abundant data show that 
enhancing women’s education, knowledge, and economic skills and 
participation is good for the family, e.g. for child health. The positive impact 
on marriages and other adult partnerships needs more research.  
 
Clear communication is needed about the facts that make concurrency 
dangerous 
Public health specialists should communicate clearly about the facts that 
make concurrency and other patterns of sexual or other risk behaviour 
dangerous to individuals or public health. In contrast, social judgements 
and moral claims about behaviours, such as values of fidelity to one marital 
partner or of male privileges to seek multiple sexual partner relations, are 
the purview of families and communities of shared belief.  
 
More nuanced thinking about risk needs to be prompted and promoted 
Young people, for example, may be miscalculating their risks because they 
do not have accurate local information as well as because of denial and fear 
of stigma. Most behaviour change focuses on individual risks, but people can 
also be altruistic if inspired and given the chance. They can be encouraged 
to think about not only what they personally are risking by, for example, 
taking an unpopular stand or exposing themselves to stigma by resisting 
social pressure to be sexually active or by disclosing their HIV status. 
Programmes should encourage people to think more broadly about risk, 
asking themselves, for example, what their community has to gain, as well 
as what they have to lose. 
 
Partner broader gender-based violence programmes with HIV prevention 
programmes 
The goals of both types of programmes are mutually reinforcing.  
 
Work with the media 
It is imperative to work with the media to ensure they are well informed and 
are held accountable.  
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Monitoring and evaluation should receive much more prominence in 
behaviour change programming  
In each of the prevention programme areas, there needs to be more attention 
to establishing and communicating a clear causal model or framework, so 
that implementing staff understand how their day-to-day activities are 
expected to lead to or support the behaviour change outcomes, and so that 
monitoring can track both the results and mediating variables that are 
expected to affect the results. Without data on expected outputs and 
mediating variables, unexpected results cannot be explained and successes 
cannot easily be replicated elsewhere. 
 

Research needs 
 
Investigate the relationship between economics and HIV  
In order to design HIV programmes that contribute to national development 
agendas, we need to better understand the links and countervailing effects 
linking relative wealth, access to information and resources, HIV risk 
behaviour, and risk reduction. These links are likely to differ from place to 
place and between men and women. The gendered nature of the links is 
critical. Gender should be integral to studies of economics and HIV, and 
knowing your epidemic and response should include local research and 
analysis of the effects of poverty and wealth as potential drivers of risk and 
protective behaviour.  
 
Conduct operations research on social mobilization for prevention of 
sexual transmission of HIV  
The causes of social movements and the tactics of social mobilization in 
other fields (e.g. political organizing) should be more widely understood and 
integrated into HIV prevention planning.  
 
Phased-start models should be used to test and evaluate strategies for 
promoting behaviour change at the population level in hyperendemic 
settings. To respond to the needs for both urgent action and urgent learning, 
evaluation designs using phased starts, and comparing different mixes and 
intensities of information and services, need to be prioritized.  
 
Explore the opportunities for and limits of constructive uses of social 
stigma 
Can public health programmes invoke and leverage community values to 
attach social judgements to behaviours that are dangerous to public health, 
in a way that is ethically sound? Who has the authority and standing to 
invoke what kinds of value judgments, over whom? How can a social 
consensus on this be clarified and developed? More thinking is needed in 
these areas. 
 
Expand research on policy environments and policy change 
An important part of the effectiveness gap and implementation gap in 
behaviour change is due to political rather than technical barriers. Having 
strong, local and up-to-date epidemiological data is invaluable for policy 
dialogue. Engaging and building leadership and a clear constituency for HIV 
prevention is also critical. There is a need to conduct and disseminate policy 
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research, to inform diagnosis of political barriers and policy options (e.g. 
changes in legislation or taxes), and to share examples of the 12 policy 
actions that are featured in the 2005 UNAIDS policy position paper on 
intensifying HIV prevention. 
 
Review and refine measurement strategies for tracking the effectiveness 
of behaviour change programmes 
New indicators have been developed for anti-stigma programmes, for gender 
equality outcomes, and others, but these need to be adapted to local 
settings, and to be more widely known. New efforts to explain concurrency in 
communications and to reduce it through programmes will require formative 
and evaluation research. 
 
Conclusion 
This meeting provided an opportunity to reflect on behaviour change as an 
important element in strategies for the prevention of sexual transmission of 
HIV. The UNAIDS, World Bank, and USAID presentations on the 
epidemiology of HIV drove home the point that HIV epidemics are dynamic 
and differentiated within countries, and even within subnational units 
(districts, etc.). Vigilance about how they evolve is at the heart of effective 
HIV prevention programming. Effective responses are local, but even at the 
local level, there is change from year to year. The injunction to know your 
epidemic has to be rolled out from the epidemiological centres (national 
capitals and research institutes) to districts and communities, and from 
epidemiologists to policy-makers, programme managers, and civil society 
advocates. Furthermore, new biological understanding of fluctuating HIV 
infectivity, combined with accumulating data on concurrency and sexual 
networking, provides a new angle on the risks of multiple sexual partners 
where HIV is prevalent. This issue needs to be further researched and 
applied in HIV prevention programmes.  
 
Many challenges exist in behaviour change programming to reduce sexual 
transmission of HIV: how to communicate consistent, clear, simple 
messages, while also recognizing the complexity of the HIV epidemic, taking 
account of the rich diversity of social and behavioural contexts that make 
women’s experience different from men’s, and young people’s different from 
that of adults. New blood and innovation are needed to revitalize our 
thinking and our responses. In the face of this diversity, diverse responses 
are required. Everyone’s efforts are needed. A “big tent” approach enables us 
to unite for HIV prevention.  
 
Finally, improving behaviour change measures and ensuring that prevention 
funds are spent wisely require a renewed commitment to programme 
evaluation and evaluation research. As important as any of the technical 
recommendations gleaned from the meeting was a comment from a 
participant on the afternoon of day 2. He recounted that in his 27 years’ 
experience designing and evaluating sexual health education programmes 
for young people, three rounds of programme design, implementation, and 
evaluation (each building on the knowledge gained in the previous rounds) 
failed to show any impact on behaviour. In the fourth round, the measures 
succeeded. His message: keep questioning, implementing, evaluating, and 
learning, and do not give up.  
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Continued focus, investment, and leadership at the community, national, 
and global levels are needed now, and for the foreseeable future, to ensure 
there is locally relevant, high-impact behaviour change programming in 
national HIV strategic plans and monitoring and evaluation systems. This 
two-day expert meeting was one part of a large, concerted effort by UNAIDS 
to catalyse debate, provide practical guidance, and create a more unified and 
mobilized constituency for effective HIV prevention scale-up, so that 
countries can achieve their goals of providing universal access to HIV 
prevention, treatment, care, and support for those who need them, and to 
control and reverse the AIDS epidemic. 
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