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 “HIV Medicine 2006 – everything you might want to know,  is now available

   for free 
 download  (14th edition, 825  pages, PDF, 5.3 MB from    

   http://www.hivmedicine.com”

 “When a “normal annual medical examination” begins routinely to include
  test for Hepatitis B, Diabetes, TB and HIV , then the pandemic of 
  HIV/AIDS will at last, be under control. Every HIV positive result must be 

  re-tested immediately to avoid laboratory error!”

“When the TV sports stars of football, rugby, basket ball and tennis, 
  and their doctors, agree to do such “normal annual medical examination”
  then the public stigma of HIV/AIDS, will at last, be under control”.

”Personal health and illness is a private confidential matter for each 
  worker and his family, but when the infection of one worker, can infect
  other workers in the workplace, the infection  becomes a management   

  responsibility”. 
“Although there is no “cure”, current treatment with HAART (Highly Active Retro-
 Viral Therapy - one pill a day!), has a cost-effective success rate of prolonging life
 for about 13 years, which compares favourably with the well accepted
 treatment for cancer and coronary artery disease. So no more discrimination

 for HIV, than for cancer.”
Planning: Versions for different organizations: Business, University, Health Care, Government 

Languages: English, Spanish and languages for Russia, Africa, India, China etc.   

Source: Dr Bob Boland MD, MPH (Johns Hopkins), DBA, ITP (Harvard) ex ILO

and UN Volunteer Team (Geneva)

robertboland@wanadoo.fr 
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   UNAIDS – WORLD HIV/AIDS INCIDENCE – 2006



                                                                        (000)
Latin America
 1,600m

USA & Canada
 1,300m

Caribbean
    330m

North Africa
    440m

Sub Saharan Africa 

(Nigeria 2,900m, Mozambique 1,800m, Kenya 1,300m, 

Congo 1,000m,  South Africa 5,500mUganda 1,000m, 

Tanzania 1,400m, Zambia 1,100m) 
24,500m

Western Europe and Central Europe

(France 130m, UK 68m, Germany 49m, 

Suisse 15m)
    720m

Eastern Europe and Central Asia

(Russia 760m)
 1,500m

Eat Asia

(China 650m)
    680m

South East Asia

(India 5,200m)
  7,600m 

Oceana


    80m

Total

37,150m


Overall rough estimate 2006   -   38- 40 millions

Source: UNAIDS data website. Detail by country, age, sex etc. available.
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        1.  NOTE ON LEARNING & THE PROGRAM

1.
AGL is specially designed as an intensive basic HIV/AIDS course for the manager, with limited formal health management training.  Some parts may be less challeng​ing for the manager with years of experience. Thus it provides the challenge to help others to learn.

2.
AGL creates a very special group learning environment that is new to the group members.  It is a highly efficient and effective and chal​lenging learning experience.  Members should therefore try to keep an open mind on their reactions until the second day of the pro​gram.

3.
Members can and do solve ALL the problems and answer ALL the questions, from the special materials provided and the experience of other members of the group.

4.
The Organiser is not a teacher. The Organiser's job is to help members to:

a.
Understand the AGL learning system

b.
Use fully and effectively the special learning materials and the group experiences.

c.
Solve administrative problems

5.
The Organiser is not usually allowed under AGL Learning Systems to respond directly to technical financial questions, since the learning is better when members help each other. The critical skill of the Organiser is to HELP the participants to WORK TOGETHER to resolve successfully, all questions arising. Thus by the end of the program EVERY QUESTION is resolved!  

6.
Since the same learning materials are used for both the two day and the three day versions of the course, the Organiser will occasion​ally outline differences in the timing of some parts of the work.

7. 
Members should not be disturbed by references to various cultures since the AGL materials are used extensively in many different countries.

8. 
Over 80,000 managers have successfully completed AGL programmes throughout the world. This wide international experience s resulted in development of the "Learning Maintenance Program" which is designed to reinforce and sustain the learning achieved. We hope you too will find AGL stimulating, efficient and effective for you!

THE PROGRAM – PART  1

Ass.
Activity
Group 
     Day 1   


1.
Introduction
 IND


08.00 - 08.30





 SG 

2.
Quiz

 IND


08.30 - 09.15
           

 SG

3.
Study/Discussion 
 IND


09.15 - 10.00

Realities  
 SG

Coffee

4.
Lecture:
 MG 


10.15 - 10.45
Basics of HIV/AIDS

5.
Case:

 IND


10.45 - 12.00



Human Face of HIV
 SG                                       

6.
Lecture:
MG


12.00 - 12.30



Human Face of HIV
CSG

    


Lunch

7.
Study/Discussion
 IND


13.30 - 14.00



Realities
 SG (new)   

8.
Lecture:
 MG


14.00 – 14.30



Impacts & Risks

9.
Case :
 
 IND


14.30 - 15.45


Minicases
 SG   

     

              Tea


Case:

 CSG


16.00 - 16.45

Minicases

10.
Lecture:
 MG


16.45 - 17.15

Minicases
CSG                

11.
Summary Lecture & Homework  MG

17.15 - 18.00



PART II
Assign.
Activity

Group
                Day II

1.

Review & RP

SG (new)
08.00 - 08.45

2.

Study/Discussion
IND

08.45 – 09.15
Realities

3.

Lecture:

MG

09.15 - 10.00

Difficulties

SG

Coffee

4.

Case:


IND

10.15 - 11.45

Special  Supply (A)
SG

CSG

5.

Lecture:

MG

11.45 - 12.15

 Special Supply (A)



6.

Case:


IND

12.15 - 12.30

Bill Brown

SG








Lunch



-

Case:

Bill Brown

SG

13.30 - 13.45


7.

Study/Discussion
IND

13.45 - 14.15


Action


SG (new)

8.

Lecture:

MG

14.15 - 14.45


Action


SG

9.

Case:


IND

14.45 - 15.30



Special Supply (B)
SG (new)

-

Case:


CSG

15.30 - 16.00



Special Supply (B) 

Tea




10.

Lecture:

MG

16.15 - 16.45



Special Supply (B)
CSG

11.

Quiz


IND

16.45 - 17.30



12.

Summary Lecture
MG

17.30 - 18.00



& Feedback 

2. SUMMARY LECTURE – PART 1

ASSIGNMENT 11.0 - SUMMARY LECTURE FOR PART 1

 
11.1  OBJECTIVES

The specific learning objectives are to:

 
(a)
 Understand HIV/AIDS language and concepts at an individual, social, organisational  and national level.


(b)   Evaluate the impacts and risks of HIV/AIDS.

        (c)
 Identify the difficulties in the management of HIV/AIDS in the  organisation/enterprise.

(d)
 Develop new alternatives and opportunities for action

 (e)
 Motivate further study in the future.

 11.2
 INTRODUCTION


a. Too much complex HIV/AIDS data available which is hard to 
understand. Some “valid”  2006 data may prove to be 
completely 
wrong  in 2008. 


b.   In 2005 rough estimates of current world HIV/AIDS 
incidence 
needing treatment and % receiving treatment  is:  
Europe 160m (13% 
treated), Latin America 465m (68%), 
South East Asia  1,100m (16%), 
North Africa 75m (5%), Sub-
Saharan Africa 4,700 (17% treated)  Will 
these double every year? See WHO Progress on Global Access March 
2006.


c.
African incidence is given in Exhibit B. 


d.
HIV/AIDS is a highly emotional secret sickness. Non 
infectious 
by daily normal body but the AIDS TB epidemic is 
highly infectious, 
without any body contact at all.

11.3
INFECTION STAGES


Stage 1 – three months healthy with perhaps a fever.


Stage 2 - & 3 – Healthy but symptoms of common infections.


Stage 4 – Diagnosis of HIV+ with CD4 (cells that support the 
immune 
system) lower than 250, with chest  infections. HIV/AIDS medication starts 
only at this stage, with various regimes and side effects.

11.4 
DISCRIMINATION

People infected or affected by HIV/AIDS may suffer
discrimination at work in many different cultures. Hence the fear 
of disclosure. Need take HIV “out of the cupboard”, with no more 

discrimination than for cancer.

   
 Although there is no “cure”, current treatment with HAART (Highly Active Retro-

        Viral Therapy), has a cost-effective success rate of prolonging life for about 13 years, which compares favourably with the well accepted treatment for cancer and coronary artery disease.  Thus, as with cancer and coronary heart disease, rapid diagnosis and treatment, is a priority for all.

11.5  IMPACTS 
Developed countries with .5% incidence and adequate

resources have little HIV/AIDS impact and can control aid with
care and the “Condom Culture”.

By contrast the poverty of developing countries and no

Condom Culture. Critical political, economic, human, and cultural

impacts which make control almost impossible without a change 
of culture.

11.6 
RISKS

a.
Critical risks at every level, national, organization, group and 
individual, 
which change all the time. 

b.
Need for reliable HIV/AIDS data. So much published data 
based upon 
assumptions that prove to wring. Whose fault? 
Nobody knows …we 
are all
estimating 



c.
Risk increased by  poverty, emotional and cultural norms 
leading loss job, 
home, partner, money, opportunity … 
everything! That is why so many 
intelligent people … 
including doctors … refuse to take the HIV test!

d.
HIV test result is a “snapshot” of someone’s infection status 
today. It’s 
no guarantee that he or she will not become 
infected tomorrow, or next 
month. It should also be 
remembered that people with HIV may 
remain perfectly fit 
and healthy for many years.

e.
But what about TB? Highly infectious from HIV … without any 
body 
contact at all?

f.
Developed countries with .5% incidence and adequate 
resources have 
little risk and have adequate resources.

g.
By contrast the poverty of developing countries the critical risk 
are 
political, economic, human, and cultural, and could lead to 
complete 
breakdown at national, organizational and social 
levels.

11.7 MANAGEMENT IN ORGANIZATION

The workplace is the key location for HIV/AIDS prevention and 
control.

Thus the manager in the business organization has the key 
opportunity to influence HIV infection and to control the 
treatment of AIDS.

This will critical to the success and even survival of business

organizations in these developing country environments.


11.8 
SOME CONCLUSIONS 
a. 
The program was designed to help you to develop HIV/AIDS 
language, concepts, confidence, with new knowledge, skills and 
attitudes. It gives confidence to handle HIV/AIDS and TB 
management well in the future.  Perhaps, It is going to get worse 
from 2006 ... before it gets better!

b.  
Management of HIV/AIDS and TB is a priority in 2006 even if  
company incidence is less than 1% in 2006. It could double 
every year!

c.
Workplace is the best place to manage HIV/AIDS testing, treatment and prevention. Incidence data is poor and can change radically each year.

d.
Need to motivate testing to  reach 100% annually. Culture 
change is the key. But a HIV/AIDS test result as “negative” may 
not be valid,  until repeated as negative 6 months later!

e.
Strategy needed with objectives, criteria, organisation, 
resources.

f.
An HIV/AIDS Committee is necessary to motivate change for the 
benefit of all.  This mixed committee (managers, workers, trade 
unions, 
community) is a vital part of company strategy.

g,
External annual professional audit is vital, to avoid repeating unrealistic assumptions about HIV/AIDS and TB.

h.
AIDS cure currently impossible but good survival 10 years. EAP 
& OHP & 
PGEP can all help both the individual. The social 
group and the 
organisation.

i.
New motivations for HIV/AIDS and TB cooperation, are needed at national, organization, group and individual level.

j.
Difficulties: stigma, cost, culture, etc. can be overcome, when 
national 
sports heroes play a role in promoting 100% annual 
testing with no shame 
at all!

k.
Government finances treatment but poor administration may 
bring fatal 
delays.

l.
Training for managers and workers

m.
 Prevention is less costly than treatment. 
n.
Taking an HIV test currently, in many countries, may negatively 
affect 
employment, insurance, health care. Pensions, bank 
accounts – even when the result of the test is negative!

11.9 FINALLY – MANAGEMENT RESPONSIBILITY

Can we accept that there are three reasons why it is necessary to manage the impact of HIV/AIDS in the organization:


1. 
Firstly, because, HIV/AIDS and TB may possibly (in all 


environments) have a huge impact  the world of work - 


reducing the supply of labour and available skills, 



increasing labour costs, reducing productivity, threatening 
the livelihoods 
of workers and employers, and undermining rights.


2. 
Secondly, because the workplace is a good place to 


tackle HIV/AIDS. Standards are set for working conditions and labour 
relations, which influence community values and support for every 
member. 


3.
Thirdly. Workplaces are communities where people come 


together.


4.
HIV testing and care for every worker, needs Trade Union 

support not opposition.


11.10  LEARNING PATTERNS
11.11
    INSTRUCTIONS (20 minutes)

    (a)        Reassemble in SG

    (b)       Study the Summary Lecture for Part I in the course  






and discuss questions  arising.

    (c)       To get the best out of Part II of the program, complete 






   ALL of the following homework tonight (please):


1.
  Study the ILO code


2.
  Study the complete diary and articles


3.          Review your notes for Part I of the course 


  and list outstanding questions to be resolved 


  in Part  II


   (d)
Now, would you please return the workpack to the organiser?

                             EXHIBIT A - SOME HIV/AIDS STATISTICS  - 2006

1. HIV transmitted most often?

                

heterosexual sex

2. Children orphaned by AIDS?


 

15 million

3. People newly infected with HIV in 2005? 


4 million

4. People worldwide living with HIV/AIDS? 


40 million
5. People infected with HIV per day? 



11, 000

6. People died of AIDS in 2005?
 



3 million
7. Region most people living with HIV/AIDS? 

Sub-Saharan Africa

8. Countries in the world report HIV cases? 

poor ones

9. HIV most common in which age range? 


25 - 34 years 

10. Percentage of infected with HIV women? 

50%
11. People are living with HIV/AIDS in the USA?  

1 million

12. Adults living with HIV in Botswana 2005? 

24%

13. Female-controlled method HIV prevention?  

condom

14. More likely HIV infected with HIV+ partner? 

woman

15. Abstains sex until marriage can still get HIV? 
yes

16. Women living with HIV globally? 



17 million
17. South Africa teen girl more likely to get HIV+  
5 times 

18. Pregnant woman with HIV no preventive drugs, 

     chance that her baby will be HIV positive?
 
30%

19. HIV+ pregnant woman takes correct drugs and 

      doesn't breastfeed, likelihood o baby HIV?  

2%

20. Woman pass on HIV to baby with
breast milk. 
true

 21. How to see easily that a man has AIDS?      

not easy 

22. Best protect against HIV transmission in sex? 
condom

23. HIV+ woman progress AIDS quicker than man. 
false

24. First woman diagnosed with AIDS? 


1982
25. Women HIV infected mostly through ... 

unprotected hetero-sex
NOTE OF APPRECIATION

Thank you for working so hard today We hope the AGL experience is rewarding for you 

From tomorrow  ... it's downhill all the way ... !!
       3. SUMMARY LECTURE – PART 2
12.0  SUMMARY   LECTURE FOR PART II

12.1
SPECIFIC OBJECTIVES

The specific learning objectives are to:

 
(a)
 Understand HIV/AIDS language and concepts at an individual, social, organisational  and national level.


(b)   Evaluate the impacts and risks of HIV/AIDS.

        (c)
 Identify the difficulties in the management of HIV/AIDS in the  organisation/enterprise.

(d)
 Develop new alternatives and opportunities for action

(e)
 Motivate further study in the future.

The syllabus of the program includes: language, concepts, diagnosis, treatment, cultural barriers, infections, TB control, prevention, impacts, risks, difficulties, strategy, HIV/AIDS committee, organisation, staffing, action planning with objectives, criteria, OTP, EAP, PGEP, staffing, reporting, control and audit.



12.3

WORK COMPLETED

Basics

Impacts & Risks

Difficulties


Opportunities & Action

12.4
   POINTS ON CASES

Human Side of HIV/AIDS - care, concern, seeking alternatives, dangers of delay, need for strategy and 
organisation with management and employees working together./

Minicases - developing alternatives in reacting to employees for the management of 
HIV/AIDS

Bill Brown - role playing to develop change in knowledge, skills and attitudes.

Special Supply (A) - motivating and caring for employees with EAP, OHP, PGEP working efficiently and effectively to support HIV/AIDS strategy.

Special Supply (B) - HIV Committee, strategy, objectives, staff and resources to minimize 
the risks of 
HIV/AIDS on business survival.

12.5
DIFFICULTIES

The challenges to and efficient and effective HIV/AIDS management arise from:  stigma, incidence, testing, culture, resources.

These all affect company profitability and survival.


12.6
HIV/AIDS STRATEGY 

Strategy for management of HIV/AIDS must include:  objectives, criteria, 
organization, staffing, resources and annual external audit.


An EAP - Employee Assistance |Program , OHP - Occupational Health 
Practitioner and PGEP - Peer Group Educational Program can all work together 
to create a positive organisational environment for both workers and 
management. No more discrimination for HIV than for cancer! 


The key role in strategy is the HIV/AIDS Committee.


An external annual audit is a valuable source of reliable management data and 
new ideas.
 A
lthough there is no “cure”, current treatment with HAART (Highly Active Retro-

Viral Therapy), has a cost-effective success rate of prolonging life for about 13 years, which compares favourably with the well accepted treatment for cancer and coronary artery disease.  Thus, as with cancer and coronary heart disease, rapid diagnosis and treatment, is a priority for all.

Current CDC recommendations:  1. Universal routine testing,2. free testing 
and treatment, 3. strengthening health services, 4. training, 5. care for 
poverty and nutrition and 6. international funding.


12.7
CONCLUSIONS – REPEATED 
a. 
The program was designed to help you to develop HIV/AIDS 
language, 
concepts, confidence, with new knowledge, skills 
and attitudes. It gives 
confidence to handle HIV/AIDS and TB management well in the future.  
Perhaps, it is going to get worse from 2006 ... before it gets better!

b.  
Management of HIV/AIDS and TB is a priority in 2006 even if  
company 
incidence is less than 1% in 2006. It could double 
every year!

c.
Workplace is the best place to manage HIV/AIDS testing, treatment and prevention. Incidence data is poor and can change radically each year.

d.
Need to motivate testing to  reach 100% annually. Culture 
change is the 
key. But a HIV/AIDS test result as “negative” may 
not be valid, until 
repeated as negative 6 months later!

e.
Strategy needed with objectives, criteria, organisation, resources.

f.
An HIV/AIDS Committee is necessary to motivate change for the 
benefit of all.  This mixed committee (managers, workers, trade 
union, 
community) is a vital part of company strategy.

g,
External annual professional audit is vital, to avoid repeating unrealistic assumptions about HIV/AIDS and TB.

h.
AIDS cure currently impossible but good survival 10 years. EAP 
& OHP & 
PGEP can all help both the individual, the social group and the 
organisation.

i.
New motivations for HIV/AIDS and TB cooperation, are needed at national, organization, group and individual level.

j.
Difficulties: stigma, cost, culture, etc. can be overcome, when 
national 
sports heroes play a role in promoting 100% annual 
testing with no shame 
at all!

k.
Government finances treatment but poor administration may bring fatal 
delays.

l.
Training for managers and workers

m.
Prevention is less costly than treatment. 
n.
Taking an HIV test currently, in many countries, may negatively 
affect 
employment, insurance, health care. Pensions, bank accounts – even 
when the result of the test is negative!

o.     Need for  “standard annual medical examination” including  tests  

        for hepatitis B, TB, Diabetes and HIV, to remove the stigma of    

        the HIV test. 

p.
Family HIV orphan impacts can be horrendous.


q.
TB pandemic - 20% in Africa. HIV/AIDS leads to 60% to TB - 
sometimes untreatable. 

s.
TB treatment must be maintained weekly for full 8 months or the 
individual lives on to infect others, without any physical contact. 
Community support and discipline needed.

u. 
HIV/AIDS and TB, is a critical management problem even when the current incidence APPEARS to be low. HAART is highly cost effective!
v.
HIV/AIDS management strategy is just one part of the overall business strategy for profitability and survival. Objectives and criteria for measurement must be objective and realistic.

x. 
A company must  provide HIV/AIDS and TB benefits to  local communities, to justify its long term business survival in the poverty of so many developing countries.

y.     Need for the TV stars of football, rugby, tennis etc to accept a     

       new  “standard annual medical examination” examination”. Need    

       for every doctor and health care worker to accept the same 

       annual examination.

z.
Resources of staff and funding must be adequate to overcome the epidemic, with no more discrimination for HIV than for cancer. 
12.8  END OF THE PROGRAM – ALMOST

In HIV/AIDS and TB management good luck is helpful, please remember:


Napoleon ... who  said: 

 
“I want good generals ... but ...  I  want lucky ones too! 


and


Gary Player ... who said:  


“The more I practice .. the more luck ...  I seems to get”.


This ends our AGL program; the first of a series. We hope it has inspired you to develop your knowledge, skills and attitudes skills by practical applica​tion.

Thank you for your interest and hard work. Keep the AGL materials and glossary handy as a daily reference for HIV/AIDS language.

We hope that you have much enjoyed the AGL experience and that it motivates you to read widely on HIV/AIDS and to continue your studies in the future.

Now reinforce your learning from the program by using the LRT (Learning Recall Tape) to help you with the "Learning Maintenance Program" (Exhibit A which follows), as explained by the organiser.

Then please send us the Final Feedback Summary and quiz results on day 34.

We trust that you have found AGL to be both "efficient" (doing things right) and "effective" (doing the right things).  Thank you for being a member of our AGL program.

RGAB/KH 25.9.2006









   



EXHIBIT A



LEARNING MAINTENANCE PROGRAM – DAYS 4-34





                      

  1.
Objective ‑ to ensure that learning from the course is both maintained and reinforced !!!

 
2.    Make contact and discuss problems arising with a member of your local HIV/AIDS Committee. For other outstanding questions or ideas, do not hesitate to email us at robertboland@wanadoo.fr, for whatever assistance may be needed.


3.
Routine study ‑ 




a.
Play the LRT (Learning Recall Tape) several times to reinforce the your learning recall, achieve deeper understanding of EVERY aspect of the course, and to identify the learning materials that will require extra study time.

  


b.
Study the ILO & WHO  HIV/AIDS codes.

    


c.
Review all  the course learning materials.

   


d. 
From day 10 onwards, study the ILO & WHO  HIV/AIDS web sites.


      
e.
On day 34, complete again the quiz of 100 questions (on 
email request) and return it the Organiser with your 
mature feedback on the course content and its direct 
application to your area of 
responsibility.

4. HIV/AIDS SHORTHAND 

HIV-1 : Virus responsible for most AIDS cases.

HIV-2: AIDS virus  predominant in Africa. Slower effect than HIV-1.

HIV ANTIBODY TEST  : Blood test to determine HIV infection with  
Detects antibodies.

HOST CELL: Cell that receives the virus

IMMUNE RESPONSE: Reaction of immune system to infection with micro-organism.

IMMUNE SYSTEM: Body's defense mechanism against infectious diseases, with 
interacting white blood cells for successful immune response.

IMMUNITY: Résistance against micro-organisms

INCUBATION PERIOD: The interval between infection and first symptoms.

INFECTION: Transmission with increase of micro-organisms

KAPOSI’S SARCOMA: Skin cancer, rare without HIV; common in AIDS.

LATENCY:   Being present but not yet detected.

MUCOUS MEMBRANES:  Thin pinkish layer of natural openings, kept moist by exocrine glands.

OPPORTUNISTIC INFECTION: Disease when Immune System weakened.

PANDEMIC:  Global epidemic of more than 10 percent of the population.

PCP:   Pneumocytis Carinii Pneumonia.  Parasite of severe lung infection; 
common with AIDS.

PATTERN 1 :   HIV/AIDS mainly with homosexuals and injecting drug users. 

PATTERN 11:  HIV/AIDS mainly with heterosexual men and women. And  babies of infected mothers.

PGL.:   Persistent Generalized Lymphadenopathy.  Lymph glands swollen for 
three months in two places. Symptom of HIV.

RETRO VIRUS:   Virus with a special  genetic structure with a  life cycle like
reverse transcriptase.

RNA:   Ribonucleic Acid.  Genetic material of viruses storing multiplying info.. 

SAFER SEX:  Sex reducing HIV infection risk; non-penetrative or a 
condom.

SCREENING: Testing large numbers to detect illness before being 
symptomatic.

SERO NEGATIVE:   No antibodies detected in serum.

SERO POSITIVE:   Antibodies detected in serum.

STD: Sexually transmitted diseases, like syphilis, gonorrhea or AIDS. Now STI  STI : Sexually Transmitted Infection. See STD. HI but not TB.
T4 HELPER CELL: Cell co-coordinating immune response; main 
target of HIV

T8 KILLER CELL: Immune system cell; once activated by t4 helper cell, it kills 
other infected cells.

THRUSH:   Fungal infection of mucous membranes.                                           

TRANSMISSION:   The way an organism is spread between people.                      
VACCINE:  Substance provoking Immune system to resist infections.

VIRUS:   Smallest type of micro-organism; can only multiply in a host cell 

WINDOW PERIOD:  Time from infection until Immune System develops antibodies. 2 weeks to 6 months!                                                                                                  
5. SOME IDEAS TO THINK ABOUT

  WRITE SOMETHING DOWN ON: 

  1.
How do HIV/AIDS impacts vary in different cultures and countries and 
organizations and companies?

  2.
How reliable is our current incidence data? If less than 1% in 


         UK  is it a priority for management? Why? Africa 20% ?
  3.
What is an HIV/AIDS strategy?

  4.
What is the practical function of an HIV/AIDS Committee?

  5.
 How to judge the reliability of our data? External audit?

  6.
 How relevant is TB infection? 

  7.
 How to monitor TB and HIV treatment compliance?

  8.
 How to motivate HIV testing to achieve 100% annual testing?

  9.
 How to get the best out of the on line published HIV/AIDS data?

10.   How to forecast the economic impacts for the survival of the 

        organization?

  11.   How efficient and effective is our: Strategy? Objectives? Criteria? 
  

          HIV/AIDS Committee? Staffing? Legal compliance? Ethical 



  compliance? Reporting?  Control? External Audit?

AND THEN DISCUSS YOUR IDEAS WITH COLLEAGUES … AND OTHER COMPANIES …
5.    ACTION PLAN FOR THE FUTURE

1.
Complete the post program study and take the quiz.

2.
Make contact with the HIV/AIDS Committee.

3.    HIV/AIDS strategy – efficiency and effectiveness?
4.   TB  strategy – efficiency and effectiveness
5.   HIV Medicine 2006 is now available for download  (14th edition, 825

pages, PDF, 5.3 MB): http://www.hivmedicine.com
6.   
6.

7.

6.  INTERNET AND OTHER REFERENCES


   1.  ILO  

         2. WHO

        3. UNAIDS

        4. WORLD BANK

        5. NATIONAL AIDS TRUST


  6.  HIGGINS TRUST

       7.  AVERT5.   
       8. HIV Medicine 2006 is now available for download  (14th edition, 825

   pages, PDF, 5.3 MB): http://www.hivmedicine.com
       9.  break-the-silence@eforums.healthdev.org
      10. Living in a World with HIV and AIDS  - Information for employees of the 

            UN system and their families (pp 57) (2004)
APPENDIX A – REGISTRATION SHEET

PART I
Basic data:

AGL No. 80 - MANAGEMENT OF HIV/AIDS IN THE ORGANIZATION


Date and location:

Name:

Title:

Organisation:

Address, email, telephone:

PART 2
PREVIOUS BACKGROUND

Please write 1-4 lines on your relevant training and experience in the subject area of the programme.

PART 3
OBJECTIVES

Please complete the attached sheet:  "Learner Objective Setting".

Then list below,  three objectives in your taking the programme.

1.

2.

3.

APPENDIX A – REGISTRATION SHEET


LEARNER OBJECTIVE SETTING

1.
Briefly, what is your idea of a working knowledge of the subject   

      area?

2.
Briefly describe a situation you faced in the last six months which involved  the subject area.  How did it arise?  What did you do?  What was the result?  What did you feel?

3.
Can you now list (below) 20 technical words, relevant to the subject area,  that you need to use frequently?

APPENDIX B – FIRST FEEDBACK SUMMARY

1.
Basic data:

       AGL No. 80 - MANAGEMENT OF HIV/AIDS IN THE ORGANIZATION

      Date and location:

      Name of member:

      Title:

      Organisation:

      Address, email, telephone:

2.
 Previous background:

3.
 Quiz results:

      1. Quiz___
2. Quiz___
3. Quiz___
 4. Quiz___

                 100

 30

  20

   100

4.
To what extent did you achieve your personal objectives? Did 



anything surprise you? 

5.
 Do you have any suggestions for improving the program?

6.
 What other programs might be useful to your company?

7.
At this time, what is your overall evaluation of the program. in 


terms of  content, presentation, administration and usefulness?

 

Score  each item below,  from 1 (poor) to  5 (excellent) :

 



Content

 



Presentation 

     


Administration 

    


Usefulness

8.  Other comments:

        Signature  ...............……………….......          date  ................

APPENDIX C – QUIZ ANSWER SHEET


Name: ...................................................

 Mark each correct answer with a clear "X"  


 1  a  b  c  d
26 a  b  c  d
51  a  b  c  d
  76  a  b  c  d 

 
 2  a  b  c  d
27  a  b  c  d
52  a  b  c  d
  77  a  b  c  d 

 
 3  a  b  c  d
28  a  b  c  d
53  a  b  c  d
  78  a  b  c  d

 
 4  a  b  c  d
29  a  b  c  d
54  a  b  c  d
  79  a  b  c  d

 
 5  a  b  c  d
30  a  b  c  d
55  a  b  c  d
  80  a  b  c  d   

   6  a  b  c  d
31  a  b  c  d
56  a  b  c  d
  81  a  b  c  d 

   7  a  b  c  d
32  a  b  c  d
57  a  b  c  d
  82  a  b  c  d 

   8  a  b  c  d
33  a  b  c  d
58  a  b  c  d
  83  a  b  c  d

 
  9  a  b  c  d
34  a  b  c  d
59  a  b  c  d
  84  a  b  c  d

 10  a  b  c  d
35  a  b  c  d
60  a  b  c  d
  85  a  b  c  d  

 11  a  b  c  d
36  a  b  c  d
61  a  b  c  d                 86  a  b  c  d 

 
12  a  b  c  d
37  a  b  c  d
62  a  b  c  d
  87  a  b  c  d 

 
13  a  b  c  d
38  a  b  c  d
63  a  b  c  d
  88  a  b  c  d

 
14  a  b  c  d
39  a  b  c  d
64  a  b  c  d
  89  a  b  c  d

 
15  a  b  c  d
40  a  b  c  d
65  a  b  c  d
  90  a  b  c  d  

 16  a  b  c  d
41  a  b  c  d
66  a  b  c  d
  91  a  b  c  d 

 
17  a  b  c  d
42  a  b  c  d
67  a  b  c  d
  92  a  b  c  d 

 
18  a  b  c  d
43  a  b  c  d
68  a  b  c  d
  93  a  b  c  d

 
19  a  b  c  d
44  a  b  c  d
69  a  b  c  d
  94  a  b  c  d

 
20  a  b  c  d
45  a  b  c  d
70  a  b  c  d
  95  a  b  c  d  

  21  a  b  c  d
46  a  b  c  d
71  a  b  c  d
  96  a  b  c  d 

  22  a  b  c  d
47  a  b  c  d
71  a  b  c  d
  97  a  b  c  d 

 
23  a  b  c  d
48  a  b  c  d
72  a  b  c  d
  98  a  b  c  d 

 
24  a  b  c  d
49  a  b  c  d
73  a  b  c  d
  99  a  b  c  d

 
25  a  b  c  d
50  a  b  c  d
74  a  b  c  d
100  a  b  c  d

       Score:   /100

       Note of errors for correction later:

  APPENDIX C – QUIZ ANSWER SHEET


Name: ...................................................

  1  a  b  c  d
26 a  b  c  d
51  a  b  c  d
  76  a  b  c  d 

 
 2  a  b  c  d
27  a  b  c  d
52  a  b  c  d
  77  a  b  c  d 

 
 3  a  b  c  d
28  a  b  c  d
53  a  b  c  d
  78  a  b  c  d

 
 4  a  b  c  d
29  a  b  c  d
54  a  b  c  d
  79  a  b  c  d

 
 5  a  b  c  d
30  a  b  c  d
55  a  b  c  d
  80  a  b  c  d   

   6  a  b  c  d
31  a  b  c  d
56  a  b  c  d
  81  a  b  c  d 

 
 7  a  b  c  d
32  a  b  c  d
57  a  b  c  d
  82  a  b  c  d 

 
 8  a  b  c  d
33  a  b  c  d
58  a  b  c  d
  83  a  b  c  d

 
 9  a  b  c  d
34  a  b  c  d
59  a  b  c  d
  84  a  b  c  d

10  a  b  c  d
35  a  b  c  d
60  a  b  c  d
  85  a  b  c  d  

11  a  b  c  d
36  a  b  c  d
61  a  b  c  d                 86  a  b  c  d 

12  a  b  c  d
37  a  b  c  d
62  a  b  c  d
  87  a  b  c  d 

13  a  b  c  d
38  a  b  c  d
63  a  b  c  d
  88  a  b  c  d

14  a  b  c  d
39  a  b  c  d
64  a  b  c  d
  89  a  b  c  d

15  a  b  c  d
40  a  b  c  d
65  a  b  c  d
  90  a  b  c  d  

16  a  b  c  d
41  a  b  c  d
66  a  b  c  d
  91  a  b  c  d 

17  a  b  c  d
42  a  b  c  d
67  a  b  c  d
  92  a  b  c  d 

18  a  b  c  d
43  a  b  c  d
68  a  b  c  d
  93  a  b  c  d

19  a  b  c  d
44  a  b  c  d
69  a  b  c  d
  94  a  b  c  d

20  a  b  c  d
45  a  b  c  d
70  a  b  c  d
  95  a  b  c  d  

21  a  b  c  d
46  a  b  c  d
71  a  b  c  d
  96  a  b  c  d 

22  a  b  c  d
47  a  b  c  d
71  a  b  c  d
  97  a  b  c  d 

23  a  b  c  d
48  a  b  c  d
72  a  b  c  d
  98  a  b  c  d 

24  a  b  c  d
49  a  b  c  d
73  a  b  c  d
  99  a  b  c  d

25  a  b  c  d
50  a  b  c  d
74  a  b  c  d
100  a  b  c  d

         Score:   /100

        Note of errors for correction  NOW:

D.  BRIEF HIV/AIDS/TB MANAGEMENT GLOSSARY

Note: Refer also to the Technical Glossary as needed.

Absolute cd4 cell count

The number of CD4 cells in a cubic millimetre (mm3) of blood. See also CD4 cell count.

Acquired Immune Deficiency Syndrome (AIDS) 

Condition characterized by a combination of signs and symptoms, caused by HIV contracted from another person and which attacks and  weakens the body’s immune system, making the afflicted individual susceptible to other life-threatening infections.”

Adherence

The extent to which the patient continues the agreed-upon mode of treatment or intervention as prescribed. Failure to adhere results in transmission of HIV, TB etc. 

Adjuvant therapy

Type of therapy that improves the outcome of a primary therapy, e.g., radiation and chemotherapy are adjuvant therapies in relation to cancer surgery.

Adverse reaction

Side-effect; an undesirable or allergic response to a drug. Many of the drugs used to fight HIV Disease cause adverse reactions in a small number of people. Some side effects are minor, and others go away after a few days. A few are truly nasty and require quick medical attention. If you think you are having an adverse reaction to a drug, contact your doctor immediately.

Anonymous Testing

HIV testing procedure  whereby the individual being tested does not reveal his/her true identity. An identifying number or symbol is used to substitute for  the name and allows the laboratory conducting the test and the  person on whom the test is conducted to match the test results with the identifying number or symbol.

Antibody 

Also known as immunoglobulin. A protein produced by the body’s immune system that recognizes and fights infectious organisms and other foreign substances that enter the body. 

Antibody positive

Having antibodies (e.g., against HIV) in the blood, indicating previous exposure to an organism. Typically the terms sero-positive and HIV positive are used to mean antibody positive. Contrast with antigen positive.

Antigen 

Any substance that can stimulate the body to produce antibodies against it. Antigens include bacteria, viruses, pollen, and other foreign materials. 

Antigen positive

Having proteins from a micro-organism (e.g., HIV RNA) in the blood or tissues, as determined by tests such as the PCR assay. Contrast with antibody positive.

CDCINFO 

A service sponsored by the Centers for Disease Control and Prevention (CDC) to provide referrals, education, and information about topics including HIV/AIDS, other sexually transmitted diseases (STDs), immunizations, and disease outbreaks.  The CDCINFO hotline number is 1-800-CDCINFO 

(232-4636). 

CD4 Cell 

Also known as helper T cell or CD4 lymphocyte. A type of infection-fighting white blood cell that carries the CD4 receptor on its surface. CD4 cells coordinate the immune response, 

signaling other cells in the immune system to perform their special functions. The number of CD4 cells in a sample of blood is an indicator of the health of the immune system. HIV infects and kills CD4 cells, leading to a weakened immune system. 

CD4 Cell Count 

A measurement of the number of CD4 cells in a sample of blood. The CD4 count is one of the most useful indicators of the health of the immune system and the progression of HIV/AIDS. A CD4 cell count is used by health care providers to determine when to begin, interrupt, or halt anti-HIV therapy; when to give preventive treatment for opportunistic infections; and to measure response to treatment. A normal CD4 cell count is between 500 and 1,400 cells/mm3 of blood, but an individual’s CD4 count can vary. In HIV-infected individuals, a CD4 count at or below 200 cells/mm3 is considered an AIDS-defining condition. 

CD4 Percentage 

The percent of lymphocytes (white blood cells) that are CD4 cells. 

Co-Infection 

Infection with more than one virus, bacterium, or other microorganism at a given time. For example, an HIV-infected individual may be co-infected with hepatitis C virus (HCV) or 

tuberculosis (TB). 

Combination Therapy 

Two or more drugs used together to achieve optimal results in controlling HIV infection. Combination therapy has proven more effective in decreasing viral load than mono-therapy (single-drug therapy), which is no longer recommended for the treatment of HIV. An example of combination therapy is the use of two NRTIs plus a PI or an NNRTI. 

Complementary and Alternative Medicine (CAM) 

Health care practices not currently considered part of conventional medicine. A therapy is called complementary when it is used in addition to conventional treatments. It is called alternative 

when it is used instead of conventional treatment. CAM includes a broad range of healing therapies, approaches, and systems. Some examples of CAM are acupuncture, herbs, homeopathy, chiropractic, hypnosis, and traditional Chinese medicine. 

Compulsory HIV Testing

HIV testing imposed upon a person attended or characterized by the lack of or vitiated

consent, use of physical force, intimidation or any form of 
compulsion. 

Contact Tracing

Method of finding and counseling the sexual partner(s) of a person who has been diagnosed as having sexually transmitted disease. 

Epidemic 

A disease that has spread rapidly through a segment of the human population in a given geographic area. 

Epidemiology 

The branch of medical science that studies the occurrence, distribution, and control of a disease in populations. 

HAARP

Highly Active Anti-Retro-viral Therapy for HIV/AIDS has proven to be very cost effective for management.

Herpes-viruses 

A family of viruses containing several individual members, including herpes simplex viruses 1 and 2 (HSV-1 and -2), cytomegalovirus (CMV), varicella zoster virus (VZV), Epstein-Barr virus (EBV), and Kaposi’s sarcoma herpesvirus (KSHV or HHV-8). Each of these viruses can cause disease in humans. 

High-risk Behaviour

Refers to a person’s frequent involvement in certain activities which increase the risk of transmitting or acquiring HIV.

HIV-1 

The HIV type responsible for the majority of HIV infections worldwide. 

HIV-2 

A virus closely related to HIV-1 that also causes immune suppression and AIDS. Although the two viruses are very similar, immunodeficiency seems to develop more slowly and to be milder in people infected with HIV-2. The majority of HIV-2 cases have been found in West Africa. Not all drugs used to treat HIV-1 infection are effective against HIV-2. involved in helping community members understand the general science of HIV/AIDS vaccines, as well as research methods and clinical trials processes. 

HIV/AIDS Monitoring

Documentation and analysis of the number of cases of HIV/AIDS infection and the pattern of its 

spread.

HIV/AIDS Prevention and Control

Measures aimed at protecting non-infected persons from contracting HIV and 

minimizing the impact of the condition of persons living with HIV.

HIV-positive

The presence of HIV infection as documented by the presence of HIV or HIV antibodies in the 

sample being tested.  May not show for 6 months!

HIV-negative

Absence of HIV or HIV antibodies upon HIV testing. May be false – test again in 6 months!

HIV-testing

Any laboratory procedure done on an individual to determine the presence or absence of HIV infection. Beginning to be available from pharmacists without prescription. IMPORTANT NOTE: Test positive needs to be rechecked. Test negative may not be valid until a further test 6 months later to confirm it! This is because it may take 2 weeks to 6 months for HIV anti-bodies to show up.
HIV Transmission

Transfer of HIV from one infected person to an uninfected individual, most commonly thought sexual intercourse, blood transfusion, sharing of intravenous needles and during pregnancy.

Human Immunodeficiency Virus (HIV)

Virus which causes AIDS.

R 

Immune System 

The collection of cells and organs whose role is to protect the body from foreign invaders. Includes the thymus, spleen, lymph nodes, B and T cells, and antigen-presenting cells. 

EFERENCATERIALS

Informed Consent

Voluntary agreement of a person to undergo or be subjected to a procedure based on full 

information, whether such permission is written, or expressed indirectly. 

Medical Confidentiality

Refers to the relationship of trust and confidence created or existing between a patient or a person with HIV and his attending physician, consulting medical specialist,  nurse, medical technologist and all other health workers or personnel involved in any counselling, testing or professional care 

of the former; it also applies to any person who, in any official capacity, has acquired or may have acquired such confidential information.

Mother-to-Child Transmission (MTCT) 

The passage of HIV from an HIV-infected mother to her infant. The infant may become infected while in the womb, during labor and delivery, or through breastfeeding. 

Multiple Drug-Resistant Tuberculosis (MDR-TB) 

A tuberculosis (TB) infection that does not respond to two or more standard anti-TB drugs. MDR-TB usually occurs when inadequate or improper treatment allows the bacteria that cause TB to continue multiplying and become drug resistant. 

Opportunistic Infections (OIs) 

Illnesses caused by various organisms that occur in people with weakened immune systems, including people with HIV/AIDS. OI’s common in people with AIDS include Pneumocystis carinii pneumonia; cryptosporidiosis; histoplasmosis; toxoplasmosis; other parasitic, viral, and fungal infections; and some types of cancers. 

Palliative Care 

Medical care that helps to alleviate symptoms of chronic illnesses without offering a cure. Palliative care offers therapies to comfort and support patients with terminal illnesses. 

Pandemic 

An outbreak of an infectious disease, such as HIV, that affects people or animals over an extensive geographical area. Also known as a global epidemic. 

Person with HIV

An individual whose HIV test indicates, directly or indirectly, that he/she is infected with HIV.

Pre-test Counselling
Process of providing an individual with information on the biomedical aspects of HIV/AIDS 

and emotional support for any psychological implications of undergoing HIV testing and the test result itself before he/she is subject to the test.

Pill Burden 

The number and schedule of pills taken each day in a particular anti-HIV drug regimen. A high pill burden may lead to decreased treatment adherence because of the difficulty of taking a large number of pills properly. 

Placebo Effect 

A positive or negative response to an inactive treatment (placebo) caused by a patient’s or researcher’s expectations that a particular treatment will have an effect. 

Pre-Conception Counseling 

A specific type of health care recommended by the American College of Obstetrics and Gynecology for all women of childbearing age prior to pregnancy. 

Prevalence 

The number of people in a population affected with a particular disease or condition at a given time. Prevalence can be thought of as a snapshot of all existing cases of a disease or condition at a specified time. 

Preventive HIV Vaccine 

A vaccine designed to prevent HIV infection in people who are HIV negative. Preventive HIV vaccines are not designed to treat those already infected with HIV. 

Post-test Counselling

Process of providing risk reduction information and emotional support to a person who 

submitted to HIV testing at the time that the test result is released.

Prophylactic

PEP – Post Exposure Prophylaxis  – medication given after specific exposure to HIV risk.  PEP can reduce the risk of HIV infection when given (preferably within 2 hours and even up to 72 hours) after the event. May or may not be successful. Need to test at 6 weeks and 6 months.  Used to try to prevent the transmission of HIV. Refers to any agent or device used to prevent the transmission of a disease.

Rapid Test 

A type of HIV-1 ELISA test that can detect antibodies to HIV 

in the blood in less than 30 minutes with greater than 99% 

sensitivity and specificity. A positive rapid test result should 

be confirmed by an HIV Western blot test. 

Remission 

The period during which symptoms of a disease diminish or disappear. In people infected with HIV, effective treatment regimens may result in the remission of HIV-associated symptoms and conditions. 

Sexually Transmitted Diseases

Any disease that may be  acquired or passed on through sexual contact.

Tuberculosis (TB) 

An world pandemic infection caused by the bacterium Mycobacterium tuberculosis. TB bacteria are spread through the air when a person with active TB coughs, sneezes, or speaks. Breathing in the bacteria can lead to infection in the air sacs of the lungs. Symptoms of TB in the lungs include cough, tiredness, weight loss, fever, and night sweats. Although the disease usually occurs in the lungs, it may also affect the larynx, lymph nodes, brain, kidneys, or bones. A person with both TB and HIV is more likely to develop tuberculosis disease than a person infected only with the TB bacterium, and TB is considered an AIDS-defining condition in people with HIV. Transmission by casual human contact. Sometimes almost no symptoms, but ability to infect others for a year. Treatment requires 8 months of medication daily!!! If not completed the individual may live on as a “carrier” infecting children and  others.

Undetectable Viral Load (UD VL) 

The point at which levels of HIV RNA in the blood are too low to be detected with a viral load test. This does NOT mean that the virus has stopped replicating or has been removed from the body entirely, only that the small amount of virus remaining is below the test’s ability to measure it. The viral load below which a test cannot detect the virus depends on the brand of the viral load test. 

Viral Load (VL) 

The amount of HIV RNA in a blood sample, reported as number of HIV RNA copies per ml of blood plasma. The VL provides information about the number of cells infected with HIV and is an important indicator of HIV progression and how well treatment is working. The VL can be +measured by different techniques, including branched chain DNA (bDNA) and reverse transcriptase-polymerase chain reaction (RT-PCR) assays. VL tests are usually done when an individual is diagnosed with HIV infection and at regular intervals after diagnosis. 

Viral Load Test 

Test that measures the quantity of HIV RNA in the blood. Results are reported as the number of copies of HIV RNA per mL of blood plasma. The two types of HIV viral load test are reverse transcriptase-polymerase chain reaction (RT-PCR) and branched chain DNA (bDNA). 

Voluntary HIV Testing

HIV testing done on an individual who, after having undergone pre-test counseling, willingly submits himself/herself to such a test which takes 15 minutes to get a result. The critical key to HIV control. 

Window Period

Refers to the period of time, usually lasting from two weeks to six (6) months during which an infected individual will test “negative” upon HIV testing but can actually transmit the 

infection. Window Period 

APPENDIX E – BROCHURE
MANAGEMENT OF HIV/AIDS/TB IN INTERNATIONAL BUSINESS
(see www.crelearning.com for details)

1.
PROGRAM  - 2 DAYS


Provides managers with the opportunity to share problems and to better understand the basics of HIV/AIDS/TB language, concepts, impacts, risks, difficulties and opportunities for action. 


Managers, with this broadening of knowledge, skills and attitudes, become more confident to handle the impacts and risks on business productivity and profitability, from the current world pandemic of 2006 HIV/AIDS/TB.
        Although there is no “cure” for HIV/AIDS/TB, the current anti-viral treatment  has a success rate of prolonging life for about 13 years, which compares favourably with the well accepted treatment for cancer and coronary artery disease.  Thus, as with cancer and coronary heart disease, rapid diagnosis and treatment, is a priority for all.
 2.
SPECIFIC LEARNING OBJECTIVES

 
A.
To absorb HIV/AIDS/TB language and concepts at an individual, social, company and national level.


B.  To evaluate the impacts and risks of HIV/AIDS/TB on the company’s productivity and profitability.

       C.
To identify the difficulties in the management of  HIV/AIDS/TB in   

              the organisation/enterprise.

D.
To develop new alternatives and opportunities for  strategy and action

E.
To motivate further study in the future.

3.
SYLLABUS

The syllabus of the program includes: language, concepts, diagnosis, treatment, cultural barriers, infections, TB control, prevention, impacts, risks, difficulties, strategy, HIV/AIDS/TB committee, organisation, staffing, action planning with objectives, criteria, OHP, EAP, PGEP, staffing, reporting, control and audit. Quiz for managers available on www.crelearning.com
4.
METHOD

Active learning using the AGL (Autonomous Group Method) working individually,  in small groups, in combined small groups and in main group for lectures, cases, exercises, quiz etc.

5.
RESPONSIBILITY

The program helps Management to share problems and to handle the impacts of HIV/AIDS/TB on the company, more efficiently and effectively.  This becomes part of company obligation in each location to contribute sustainable benefits to local communities and to the employees, with an EAP (Employee Assistance Program) and an OHP (Occupational Health Practitioner) and a PGEP (Peer Group Education Program), with no more discrimination for HIV than for cancer.. 

In 2006, management of the HIV/AIDS/TB Program can become a priority even when incidence is estimated at less than 1% compared, with a higher local community incidence, and the possibility of it doubling each year.
In 2006 TB drug-resistant stains, which are virtually untreatable, have killed people in the United States and Eastern Europe. HIV sufferers are particularly vulnerable because of their weakened immune systems. Tuberculosis, already the world’s fourth most  fatal infectious disease, with  AIDS treatment programs. 

6. DURATION 

Two to three days full time in-company or in various locations: London, Geneva, Paris etc. Customized for each client/country/culture and language.

7. FACULTY

Dr. Bob Boland and Team

MD, MPH (Johns Hopkins), DBA, ITP (Harvard) ex professor at INSEAD, Cranfield, Cape Town, ex UN (Geneva).

8. CONTACT

199, Chemin Garenne, Prevessin 01280, France.

Telephone: 33 450 40 8982  Email: robertboland@wanadoo.fr
 APPENDIX F –  BRIEF NOTES ON THE TORONTO AIDS CONFERENCE

       OF AUGUST 2006

1. 
New approaches to HIV/AIDS control will include: male circumcision, 
pre-
xposure prophylaxis, microbicides and vaccines etc. all awaiting EBM 
(Evidenced Based Medicine) validity. 
2.
Better coordinated donor funding could achieve universal access to 
prevention and treatment  by 2010.

3.
Free HIV testing could be provided, even if anti-retroviral treatment (ART) 
is not yet available. Much can be done even without ART, and it can then 
be scaled up, in countries with high HIV/AIDS prevalence.


4.
There is a shift from voluntary HIV testing (VCT) to provider initiated 
testing (PIT), with counseling is to ensure informed consent. Revised  
WHO testing guidelines for HIV come in late 2006.

5.
Self-testing for HIV, may soon be accepted, Self-testing for diabetes, 
pregnancy, breast and testicular cancer, are well accepted. Universal 
testing gives knowledge HIV sero-status, which may be needed to  
achieve universal access to HIV/AIDS prevention, treatment and care.

7.
Need for both scientific evidence and moral judgment, in donor funding for 
new policies and practices concerning male circumcision, isoniazid 
preventive therapy (for tuberculosis), post-exposure prophylaxis, and 
abstinence. 

8.
Most of the world faces specific limited targeted HIV epidemics e.g. men 
who have sex with men, sex workers, injecting drug users, sex partners of 
such 
persons, and their children. 
9.  
At the other extreme, are generalized epidemics with high rates of 
infection, where targeted interventions cannot work, in such different 
epidemiologic contexts. 

10.
With universal access to antiretroviral treatment, no one should die 
because they can't get drugs or there aren't clinics.  The key to 
HIV/AIDS/TB management is getting people to KNOW, how to prevent 
HIV infection. 

       APPENDIX G - CONTRAVERSIAL ISSUES FOR DISCUSSION

1.  HIV/AIDS/TB is a world pandemic problem, which differs in every   
region, thus standard international solutions cannot work. 

2.
In HIV management, political skills are more important than 
management skills.

3.
HIV prevention and control cannot be achieved by “voluntary 
testing”. 

4.
Reframe the HIV stigma from … “shame to test” …  to … “shame 
not to test” … to show care for children and family.

5.
The “ethics” of HIV management must meet local standards …  not 
international standards … of acceptable behaviour. 

6.
Failed HIV failed projects … are almost never  reported objectively … 
by donors, by receivers, by managers or by governments.

7.
HIV integration with primary health care can only happen … when it 
recognizes and uses local culture, values, tradition and health care 
organisation.

8.
HIV based TB is highly infectious without any sexual contact at all. 

9.
Workplace HIV testing and care for every worker, needs Trade Union 
and Management support, with no more discrimination for HIV than 
for cancer.

10. The illusions of some major HIV projects must begin to be 
recognized.

11. Vaccination of HIV (with 60 or more virus variations) should not be 
 expected soon.


12. Two days of HIV training for every manager could significantly 
change management responsibilities and community attitudes, 
towards HIV testing, care and prevention.
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