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General introduction

Methodology of this review

We searched for references of published literature about
Malawt through Pubmed and obtained full text papers
from HINARI, Popline, BSCO, journals” open access
initiatives, local libraries, and — through the gratefully
acknowledged help of Dro lan Holtby - libraries in the
UK.
obtained from the documentation centres of the Ministry
of Health, National ATDS Commission, College of

Non peet-reviewed published documents were

Medicine and UN and through Popline. Local rescarchers
were contacted to provide additional grey literature. The
Cochrance library was used (through HINARI and the
tree WHO Reproducuve Health Library) tor information
on the current state of cffectve interventions for HIV/
ALDS.

7 review

We made extensive use of Yolande Coombes
on sexual and reproductive health behaviour in Malawi
that was used as input for the natonal BCI strategy
for paragraph 3.2 (bchavioural determinants) and 3.3
(structural determinants).'

Virological, inununologrcal and pathogenic aspects of
HIVH

Human Immunodeficiency Virus cype T (HIV-1) 1s the
virus responsible for the global HIV pandemic, whereas
the less pathogenic HIV-2 1s largely restricted to West
Africa. Within the HIV-1 type, subtypes .\, C and 1) are
most common in Africa, with subtype C estimated to be
responsible for 90% of infections in southern Africa.
HIV primarily infects and destroys cells in the immunc
system, particularly CI>4+ T-lymphocytes. The immunc
system 1s not able to climinate the HIV virus, although
it may control viral replication to some extent through
humoraland cellular immune responses. Because it cannot
remove the antigen, the immune system remains highly
activated and 1n the process burns out and falls apart.
This degeneration of the immune system over the years
results in increased risk of opportunistic infecuons and

malignancics and is the hallmark of Acquired Immunc
Deficiency Syndrome (AIDS). The rare at which the
immune system 1s destroyed 1s directly related to the rate
of viral replication.

During acute HIV infection, viral load is high because
replication occurs in the absence of an immune
response. CID4 count drops and about half of recently
infected individuals will experience a non-specific viral
illness, characterized by fever, sweats, malaise, mvyalgia,

headache,

gencralised lymphadenopathy and hepatosplenomegaly.

pharyngitis, gastrointestinal  disturbance,
Transmission risk is high during this period. Afrer the
immune response has developed, the viral load drops to
a platcau and CID4 count increases (but not to pre-HIV
levels) and then slowly declines over the years untl it
reaches such a low level that opportunistic infectons and
malignancies develop.

About 5-10% of people are rapid progressors, who
develop AIDS within one to two years following HIV
infection. This is assoctated with high levels of viral
replication and a steep decline in CD4 count. Another
5-10% are able to control HIV very effectively. These
long-term non-progressors, who sometimes have been
infected for more than 20 years, have very low viral loads
and competent immune systems. However, the majority
of HIV infected people in developed countries, when not
on antirctroviral therapy, progress from HIV infection to
AIDS 1n 8-10 years. There 1s some evidence that poor
socto-cconomic conditions, including malputrition and
Jimited access to health care, may contribute to a 1-2 year
shorter latent period in developing countrics.

The final progression to AIDS 1s characterised by very
low CI4 counts and rising viral load, thus leading to
increased transmission risk tn this period. The stage of
the immune functon in HIV infected individuals can be
clinically assessed, using the standardised criteria of the
WHO Clinical Staging System (table 1).
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112 The Epidemiology of HIV in Malawi

Diagnosis and monitoring of HIV?
Driagriosis

In most contexts, HIV infection is diagnosed by
detecting antibodies against HIV, e.g through enzyme-
linked immunosorbent assay (HLISA), Western Blot or
rapid test devices. However, antibodies against HIV only
become detectable in blood from approximately 4 weeks
afrer infection. Tests for the virus itsclf reveal infection
carlier. The p24 antgen test, which targets one of IV
core proteins, 18 positive in the majority of paticnts a
week before an antibody FLISA test becomes reactive.
Polymerase Chain Reaction (PCR) testing, which targets
a portion of the HIV RNA or DNA, can detect HIV two
weeks before HLISA and 1s best way at the moment to
measure viral load. HIV can also be grown in cell culture.
The third-generation LIS A-teses have a sensitvity
approaching 100% and specificity > 99%. Used correctly,
rapid tests have an accuracy closely approaching that of
FILISA tests.

The p24 testand cultare are mainly used in research, notin
routine clinical scrtings and have been largely superseded
by PCR. In resource poor sertings none of these tests are

routincly available.

Malawi relies on two different rapid tests for diagnosts of
HIV i individuals, as per WHO testing recommendations
for regions where HIV prevalence exceeds 10% and
ELISA for quality control purposces and rescarch. Single
FLISA tests ate used for ANC senrtinel survetllance, in
accordance with the recommendations of WHO on HIV
testing for survetllance purposes.

Lable /. World fHealth Crganizadon clintcal szacing syscem

WHO Stage 1:

- Seroconversion iliness

- Asymptomatic infection

- Persistent generalised lymphadenopathy

- Performance status 1 (fully active and asymptomatic)

WHOQO Stage 2

- Less than 10% weight loss

- Herpes zoster

- Minor mucocutaneous manifestations

- Recurrent upper respiratory fract infections

- Performance status 2 (symptomatic but near fully active)

WHO Stage 3

- More than 10% weight loss

- Chronic diarrhoea for » 1 month

- Prolonged fever for > 1 month

- Oral candida, chronic vaginal candidiasis
- Oral hairy leukoplakia

- Severe bacterial infections

- Pulmonary TB

- Performance status 3 (in bed < 50% of past month)

WHO Stage 4 (AIDS)

- Extrapulmonary TB

- Pneumocystis Jirovecii Pneumonia (PcP)

- Cryptococcal meningitis

- Herpes simplex virus ulcer > 1 month

- Oesophageal or pulmonary candidiasis

- Cerebral Toxoplasmosis

- Extra-pulmonary Cryptosporidiosis

- Isosporiasis

- Cytomegalovirus (CMV) (other than liver,
spleen, or lymph nodes)

- HIV wasting syndrome

- HIV encephalopathy

- Kaposi’'s sarcoma (KS)

- Progressive multifocal leukoencephalopathy

- Disseminated endemic mycosis

- Atypical mycobacteriosis

- Non-typhoid Salmonella bacteraemia

- Lymphoma

- Performance status 4 (in bed > 50% of past month)

Monitoring

1o keep track of the progress of HIV disease, CID4 count
and viral load are used. Viral load predicts the rate of
discase progression and CI4 count indicates the stage of
discase the patient has reached. Viral load tests measure
the concentration of free virus in the blood plasma, in
the form of HIV RNAL A viral load change of more than
a 0.5 log, copies/ml (ie. a factor 2) 1s significant. These
tests can be used when deciding to start therapy or tor
monitoring the response to therapy.

Malawi Medical Journal; Special Edition on Burden of Disease in Malawi |
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D4 cells are detected using monoclonal antibodies to the
CD4 molecule. Adults with normal immunc functen have
a CD4 count of > 1000 cells/ul. Tevels of 200-500 cells/
ul, < 200 cells/ul and < 50 cells/ul constitute moderare,
advanced and severc immunce suppression tespectively.
As of now, CD4 and viral load testing is available only in
referral hospitals and rescarch laboratories in Malawi.

Distribution of disease

Incidence of HIV

The first documented case of HIV-1 1n Malawi occurred
in 1982, as molecular epidemiological analvsis of stored
blood spot from the Karonga Prevennon Study has
shown™. From 1982 to 1984 subtypes A, C and 1D were
all present. By 1987 to 1989, subtype € had become the
predominant subtype and AC, AD and DC recombinants
had emetged. This study supports the general notion that
HIV-1 subtype C spread from Central \frica to Fast and
Southern Africa.

Information abour incidence of HIV (number of new
HIV infection in a given time period) was found in two
studies from Malawi.

Pilcher and colleagues found a proportion of 1.8% acute
(antibody ncgative) HIV STD
dermatology clinic attendees, which has high transmission

infection among and
potential because of high viral Toad and presence of
STDs.” We have no recent incidence data of young people
to assess changing incidence following health cducation

behaviour modification campaigns.
Prevalence of HIV

Malawt monitors 1ts HIV prevalence (number ot HIV
infections existing at a certain poine in dme) through
sentinel surveillance ar antenatal clinics (ANC). The most
recent ANC sentinel data were collected from February
to April 2003 and resulted in the HIV prevalence rates
reported in table 2

Women who visit the antenatal clinic do not represent
the general population and thus ANC prevalence data do
not represent the prevalence in the general population.
ANC
data generally overestimate the prevalence in young

When compared with community-based samples,

women (because ANC women are a sclection of sexually
active women) and underestimate the risk in older

women (because ANC women are a selection of women

less aftlicted by ractors like widowhood, divorce and
STT associated with fertiliey and HIV). Overall, in sub-
ANC

and undcerestimare the risk in women.”

Saharan Africa, data overestimate the risk 1n men

Crampin and colleagues confirmed that this was indeed
Directly
estimates of men and women from ANC d‘ua were 9.4%

the case i Karonga district.” standardised

and 9.2 % versus 11.4% and 13.9% in the community.
The prevalence of HIV among sexually active women in
Karonga who did not attend ANC was 27%, against 12%

in ANC women.'””

The differences between ANC and community results

in the Karonga study® were mainly the result of
soctodemographic factors like age, arca of residence,
but  ferdlity
This

underscores the need to carefully adjust ANC dara before

marital status and moving  household,

differences have been important in other studies.”

making cxtrapolations to the general population, and
emphasises that adjustment procedures might need to
ANC
data arc used as inpur into the Fistimation and Projection
YD) software of UNAIDS to estimate the
prevalence per location and region. These projections take

vary between populations. sentnel surveillance

Package (171
into account rhc biaﬂce associated with cwcr»rcprcscnmd

The estmated average adult (15-49 vrs) prevalence
2003 was 14.4% (95% CL 12%-17%).
Fistmated prevalence in urban adults (23.0%; 95% Cl:

i Malawi for

199%-28%) was nearly twice as high as in rural adults
(12.4%; 95% 1 10-15%). The estimated prevalence in
the South in 2004 was 19.5%,
North (11
to stay at that Ievel if HIV prevention programs were to

almost double that of the
%) and Central regions (9.7%) and 1s projected

have no impact (figure 1).

Adjusring for the ANC underestimates found in Karonga,
the national prevalence of 19.8% found in the ANCs is
cquivalent to an average national community prevalence of

20.0% and 1s higher than the NAC csumate of 14.4%.

Othersources of HIV prevalence data are clinical research
and the data of the
Malawi AIDS Counsclling and Resource Organisation
(MACRO). Their results arce tabulated and range trom 0%

studies, community based surveys
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table 2 HIV prevalence by ANC sie, 2003
Sentinel Site Locality SNa”rZ‘oﬁ; m'/“fer % HIV+  (95% Cl)
Kaporo Health Centre Rural 210 43 205 (15.2-26.6)
Mbalachanda Health Centre Rural 193 28 14.5 {(9.9-20.3)
Rumphi District Hospital Semi-urban 517 84 16.2 (13.2-19.8)
Nkhata-Bay District Hospital Semi-urban 522 126 24.1 (20.6-28.1)
Mzuzu Health Centre Urban 846 176 20.8 (18.1-23.7)
Kamboni Health Centre Rural 238 16 6.7 (3.9-10.7)
Thonje Health Centre Rural 219 25 114 (7.5-16.4)
Kasina Health Centre Rural 153 11 7.2 (3.6-12.5)
Mchinji District Hospital Semi-Urban 548 99 18.1 (15.0-21.6)
St. Anne's Mission Hospital Semi-Urban 272 27 9.9 (6.6-14.1)
Ntcheu District Hospital Semi-Urban 500 110 22.0 (18.5-25.9)
Lilongwe Bottom Hospital Urban 810 137 16.9 (14.4-19.7)
Gawanani Health Centre Rural 2086 35 17.0 (12.1-22.8)
Milepa Health centre Rural 205 31 15.1 (10.5-20.8)
Mianga Health centre Rural 203 47 23.2 (17.5-29.6)
Mangochi District Hospital Semi-Urban 510 74 14.5 (11.6-17.9)
Mulanje Mission Hospital Semi-Urban 510 122 239 (20.3-27.9)
Nsanje District Hospital Semi-Urban 511 168 32.9 (28.9-37.2)
Limbe Health Centre Urban 804 222 27.6 (24.6-30.9)
~— Rural 1,627 236 14.5 (12.8-16.3)
Subtotal
Semi-urban 3,890 810 20.8 (19.6-22.1)
Urban — 2,460 535 21.7 (20.1-23.4)
Total 7,977 1,581 19.8 (19.0-20.7)

Source: National AIDS Commission. HIV Sentinel Surveillance Report 2003. Lilongwe, 2003.

in pregnant women in the carly 1980s to 99% in patent
populations.

liguee 1 Projected 11TV prevalence per regron, 1952- 2010
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Source: Malawi HIV/AIDS estimates 2003, Technical report. Lilongwe,
2004,

The Malawi National Blood Transfusion Service screens
the blood of donors who receive prior advice about when
not to give blood. The donors are therefore a highly
sclected group. Of 10246 donations between January
and fuly 2005 342 (3.34%) were HIV positive using a p24

-~

Direcror of MNBTS).

Number of people living with HIV/AIDS

The PP software also cstimates the absolute number
of people living with HIV/AIDS (PLWHA) from the
ANC sentinel data (table 3). Although the urban HIV
prevalence is double the rural HIV prevalence, in absolute
numbers, more than twice as many H1V infected people
live in rural areas as compared to cities. Like clsewhere
in sub-Saharan Africa, the HIV epidemic has become
a ‘women’s epidemic’ in Malawi, with almost 1.4 times
as many women as men infected. Combinations of the
nincteen sentinel sites reported in table 2 were used to
represent the 27 districts and 4 urban centres of Malawi.
The resulting estimates of rural and urban prevalence
were applied to the population structure to come up
with cstimates of the current number of HIV-infected
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Table 3. Pseinared number of IV micered persons m Malaws, 20003

Indicator Number of PLWHA 95% Confidence Interval
Number of infected adulits (15-49 yrs) 760,000 (630,000-810,000)
Number of infected adult women (15-49 yrs) 440,000 (370,000-530,000)
Number of infected urban adults (15-49 yrs) 240,000 (200,000-290,000)
Number of infected rural adults (15-49 yrs) 530,000 (440,000-640,000)
Number of infected older people (50 yrs and >) 60,000 (50,000-70,000)

Source: National AIDS Commission. HIV/AIDS in Malawi. 2003 estimates and implications. Lilongwe, 2004.

Lable 4 Lstmated number of FIT micered persons por districr and regron

District Number of PLWHA District Number of PLWHA
Chitipa 7,000 Mzimba 22,000
Karonga 16,000 Mzuzu City 13,000
Rumphi 6,000 Likoma 1,000
Nkhata Bay 10,000 B
Total Northern Region 75,000
'kasungu . 21,000 - Ml_liiongwe Rural 29,000
Nkhotakota 10,000 Lilongwe City 63,000
Nichisi 9,000 Mchinji 12,000
Dowa 21,000 Dedza 16,000
Salima 24,000 ‘Nicheu 12,000
Total Central Region 216,000
Méhgochi R 54,000 Blantyré Rural 2910070
Machingaw 32,000 Blantyre City 99,000
Balaka 22,000 Thyolo 486,000
Zomba Rural 41,000 Mulanje 42 000
Zomba Municipality 13,000 Phalombe 17,000
Chiradzulu 18,000 Chikwawa 33,000
Mwanza 12,000 Nsanje 17,000
Total Southern Region 475,000

Source: Malawi HIV/AIDS estimates 2003. Technical report. Lilongwe, 2004

individuals per district and urban centre (Table 4)

Incidence of AIDS-related discases

A 16 month follow up study of 660 HIV positve
people 1 Ndirande reported the incidence of AIDS
and related diseases  prior to the availability of ARV
The hospitalisanon and death rate by CD4 count and
WHO staging at enrolment are found in a copy of their
table 5. Note TS is an abbreviarion of Trimethoprim-
sulfamethoxazole. The most common event was non-
specific diarthoca (37 events per 100 person-years)
followed by oral candidiasis, uncomplicated malaria, and
tever of unknown origin. Bacterial discase was common
(16.2 new events per 100 person-years), but the majority
of bacterial solates were resistant to 'I'S 10 vitro. The
joint Salvation Army/College of Medicine Bangwe home
based cate project has also enumerated the incidence of

common syupronss and diseases during follow-up of home
based care patients with stage 3 or 4 AIDS disease. Patients
most often complained of cough, chest pain and fever,
and like in the Ndirande study, uncomplicated diarrhoca
was the most commonly diagnosed discase, followed by
oral candidiasis and uncomplicated malaria.

Prevalence of AIDS-related diseases

The joint Salvation Army/College of Medicine Bangwe
home based care project also assessed the presence of
symptoms ar first assessment, severity and  duration.
Headache was the most common presenting symptom,
closcly followed by fever, chest pain, shortness of breath
and cough. A few studies have reported on specific
ALDS related diseases. For TB, please refer to the TB
chapter. A study of stroke-like illness in HIV setopositive
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Zable 5. Incrdeace of hospitalisation and deaths per 100 porson-years of obscrvaion by CIH steata and WHO clinica! stage, Nebrande (Re# 10)

CD4 Cells/ mm?®

WHO Clinical stage

<100 100- 200- > 350 P Il 1 [\ p
198 350
Number n=125 n=159 n=173 n=175 n=289 n=215 n=135 n=21
enrolled’
Incidence of
hospitalisa- 172 84 27 920 0.003 15 60 178 237 <0.001
tion*(95% ClI) (138-212) (64-106) (12-39) (11-29) (3-9) (48-76) (144-217) (142-370)
Incident of 60 13 4 4 <0.001 3 5 62 88 <0.001
death®(95% Cl) (40-86) (6-23) (1-11) (1-11) (1-7) (2-12) (42-86) (35-180)

Twenty-eight participants did not have a CD4 cell count documented at enrolment

*Individuals may have experienced more than one hospitalisation

- #95% Clindicates 95% confidence interval based on Poisson distribution

patients in QECH showed that a cerebral infarct was
the cause 1 nearly half of the pauents, followed by
cerebral hacmorrhage, toxoplasmosis and cryptococcal
meningitis.'!

Ten percent of women attending ANC in Phalombe had
signs of oral lesions, with lesions being 1.6 times more
common among HIV positive then HIV negative women;
especially oral hairy leukoplakia, that occurred 30 times as
often among HIV positive women."”

In a study into ocular findings among TB infected HIV
patients with fever, the prevalence of microangiopathy
was 17% in patients with AIDS symptoms and 5% in
patients without."” Non-typhoid salmonclla infection -
a self-limiting diarrhocal disease in immunocompcetent
people- caused one-year mortality of 77% and showed a
43% recurrence in a study in QECH. Bacterial resistance
was high to cotrimoxazol (73%), ampicillin (79%),
gentamycin (43%) and tetracycline (40%0)."

In another study in QLECH among patients with invasive
pneuamococcal discase (almost all HIV positive), 42% had
bacteraemic pneumonia and 30% confirmed meningitis.
In-hospital mortality and total mortality were 39% and
63%. Antibiotic resistance was high for chloramphenicol
(24%), tetracycline (50%) and cortimoxazol (54%). Neatly
all pneumococcal isolates were sensitive to erythromycin
and 85% were sensitive to penicillin.'® ‘

Distribution of risk factors for HIV infection
Biological

8577

In Sub-Saharan Africa, the majority of adult HIV

infections are acquired through heterosexual contact. The
risk of transmission from one infected person to another
is estimated to be 0.0011 (95% CI 0.0008-0.0015) per
cottal act and increases to 0.0041 1f genital uleeration 1s
present'’. Many curable STTs enhance HIV transmission
by increasing the infectiousness of an HIV-positive
person and the susceptibility of the HIV-negative partner,
resulting in a 2-10 times increase in FIIV transmission per
sexual contact, depending on the type and severity of
the STD.” Ulcerative STDs carry a higher risk of HIV
transmission than non-ulcerative STDs because  they
damage the mucosal and skin barrier.

HIV spreads rapidly where STID prevalence 1s high and
prompt access to adequate treatment limited. Several
authors have shown increased risk of being infected with
HIV (HIV prevalence) in persons with a history of STD,
e.g. forurban ANC women (OR 1.9; 1.6-2.3)", rural ANC
women (OR 2.5)7 and men working at a sugar estate (OR
3.1; 1.9-5.0)." Among men presenting with GUD at an
STD clinic, those with a history of ST had an increased
risk of being HIV positive (1.9; 1.3-2.9) especially if the
history of STD concerned an ulcerative disease (OR 2.4,
1.5-4.0)." Men who had evidence of previous syphilis
infection also had an increased risk for new HIV infection
(HR 1.9; 1.1-3.3 in 1994 and HR 2.3; 0.8-6.4 in 1998).°
Refer to the STI chapter for detailed information on the
epidemiology of ST1s in Malawi.

Nuwition

There 1s a strong murual association between nutrition
and HIV / AIDS. Any immune impairment that results
from HIV / ATDS leads to malnutrition. Tt is unlikely that
malnuttition in itsclf increases the risk of acquiring HIV,
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but it docs lead to immune impairment and once a person
has been infected with HIV, it worsens the effect of HIV
and coneributes to more rapid progression of AIDS.

Wasting in AIDS can be caused by increased metabolic
for nutrients
in dietary intake, diarrhoea and other opportunistic
infections, malignancy, malabsorption, or in Africa by
starvation sccondary to AlDS-related poverty. According
to a June 2003 WHO technical consultation, to maintain
body weight and physical activity, asymptomatic HIV
infected persons have an increased energy need of around
10%. During symptomatic HIV and later AIDS cnergy
['here is insufficient

demand without concomitant increase

20

requirements increasc by 20-30%.
data to supportincreased need of protein or fat. Wasting is
one of the most frequent manifestations of AIDS in sub-
Saharan Africa, especially in food-insecure communities,
with about half of all clinically symptomatic ATDS
patients being wasted.

Two small clinical trials, one in Tanzania, have reported
micronutrients reduce progression of  AIDS in the
catly stages of disease *'* Please refer to the Nutrition
chapter for more information about the epidemiology of
malnuttition in Malawi,

Needlestick accidents & hygrene

[ixposure to FITV is a serious occupational hazard among
healthcare statf in high prevalence countries. The risk of
transmission for a percutancous needlestick accident 1s
around 0.3 %, less for solid necdles, shallow ncedlestcks
or mucosal exposure, and more for deep injury, the needle
visibly contaminated with blood directly into an artery or
vein® WHO reported in the World Health Report 2002

that of 35 million health-care workers, 2 million experience
percutancous exposurce to bloodborne discases cvery
vear. Two and a half percent of HIV/AIDS in health care
workers worldwide is thought to be due to needlestick
injurics. In an assessment in 20 countries, health care
workers expericnced on average 1-9 needlestick injuries
per year.” Some data on the occurrence of needlestick
accidents specific for Malawi is found in a recent report
on HIV post exposure prophylaxis (PEP) for occupational
injuries i Queen Elizabeth Central Hospiral ».

The PLIP programme was started in 2003, initally with
donated drugs. 29 clients (7 nurses, 10 doctors, 2 clinical
officers, 10 others) sought advice after occupational
injuries in the first year, of whom 19 started PEP, all
with Duovir®, In one case PLP was stopped due to
side effects. Few nurses and clinical officers attended as
clients. Although the incidence of occupational injuries
reported in interviews was high (76%), uptake in the PLIP
programme was unacceptably low, in particular among
nurses, mainly due to poor awareness, but someumes
because they refused an HIV test. By extrapolation 66%
ot those injured should have used PLEP, but did not.

Blood uansfirsion

Transfusion of HIV infected blood carties a nearly 100%
transmission risk. All blood in Malawi is screened before
transmission with p24 antigen HLISA test which has a
sensitivity of 99.8% and a specificity of 98.9%, but even
such a test has a window period of up to 10, but usually
5-7 days. Considering the current prevalence of HIV in
blood donations of 3.3%, a numbet of blood donations
that show up ncgative in the test will nevertheless be
infected.
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Helmneh intections

Helminth infections have been postulated to modulate
HIV infection. No such evidence was found in a cohort
of 389 patients in Lilongwe. Helminth infections were
less common among HIV positive patients than among
HIV negative patients. HIV positive patients were more
likely to report watery stool , abdominal pain and rectal
itching but these were not associated with helminth
infection. CD4 counts of HIV positive individuals with
and without helminth infection were similar and treatment
of identified infections did not alter HIV RNA levels.™

Malaria

Acute malaria episodes were assoctated with transient
increases in HIV viral load in a recent study among
PLWHA in Thyolo, especially in those with fever, high
density parasitacmia and higher CD4 counts.” Although
the average increase was modest (0.25 log copies / ml),
the impact in terms of enhanced disease progression
and transmission on population level may be important
because of the ubiquitous nature of both discases.
Modeclling work would have to confirm this.

Behavioural
Age at first sexual contact

Because condom use is very low among adolescents
(paragraph 3.2.2), an eatlier sexual debut places adolescents
at higher risk of contracting HIV or any other STD.

Although Malawi’s traditions dictate that voung girtls
abstain from engaging in scxual activities untl being
initiated by a wraditional advisor following the onset of
menses, there is increasing evidence that carly sexual
debur is the norm among most adolescents.

Many studies have shown that over 50 percent of
adolescents report to have had sexual intercourse before
H2IIE Some adolescents start having

3‘33,"’vlﬁb

the age of fifteen.
sex as eatly as aged 8 to 1

Howcever, the MDHS 2000 reports that the median age
of first sex s 17.1 years for adolescent girls, and 17.7 for
boys. lor girls this age at first sex remained the same over;
for boys it declined from 19.6 years. Preliminary resules
from the DHS2004 show a recent increase in age of first
sexual intercourse (Table 6).

Number of sexual parters and abstinence

The risk for HIV mransmission increases with a higher

number of sexual partners, especially when  these
partners are from a high risk group, c.g. bargirls. Societal
norms enable Malawian men to engage in multiple sexual
relationships either formally in polygamist unions or
tolerated informally through extramarital sex.” However,
women are presented as being ideally faithful’.

[ixtramarital sex was not an important risk factor in 1994
and 1998 cohorts of male estate workers.”” Dallabetta
in the late eighties found a slightly increased HIV risk
assoctated with promiscuity (OR 1.6; 1.4-1.8) in antenatal
women, but good recent data about the magnitude of
HIV risk associated with number of sexual partners were
not found for Malaw1.

The Malawi Diffusion and Ideational Change project
(MDICP) used worry about HIV transmission (percetved
risk) as a proxy for actual HIV infection. They examined
the association between sexual behaviour and worty about
HIV risk among marricd couples in rural communitics in
Balaka, Mchinji and Rumphi, in two waves in 1998 and
2001.

Womenwho knew or suspected their spouse was unfaithful
perceived their risk for HIV twice as high as women who
reported their husbands to be ‘probably faithful’. Men
were not wortied about their spouses’ unfaithfulness,
possibly because they are expected to divorce an adulterous
wite. Also moving from a monogamous to a polygamous
marriage increased the first wife’s worry, by three times.
Again, men did not worry: after all, they themselves
sclected the sccond wife. Both men’s and women’s
worrices about AIDS decreased between 1998 and 2001
and this was associated with changes in behaviour. For
women these preventive strategies were discussing with
their spouse the importance of avoiding infection and,
increasingly, divorcing their unfaithful husbands. Men
reported having sex with fewer partners and more careful
partner sclection, based on demographic characteristics
(c.g. village girls, school girls, older married women) or on
information obtained through their social networks about

the sexual biography of their prospective parter.” ¥

Self-reports of sexual partnerships are subject to social
desirability bias and therefore, face-to-face interviews may
not give valid resules. Qualitative data show that village
residents are extremely aware of the sexual behaviour of

others, especially their own spouses. Respondents” reports
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Table 6. Number of sexual purtuces, condon wse and age of fitse sex
Baseline DHS 2000 DHS 2004
Male Confidence Female Confidence Male Female
(a) Proportion of sexually active
respondants who had sex with = 53 0.44 0.25 0.08 0.09 0.07 0.26 0.08
a non-regular partner within the ' ’ ’ ‘ ’ ’ : :
previous 12 months
(b) Propotion of people reporting
the consistent use of a condom
during sexual intercourse with a 0.39 0.32 0.46 0.29 0.03 0.28 0.47 0.3
non-regular partner
(c) Median age at first sex
amoung 15-24 year olds with a 177 yr 171 yr 18.1 yr 17.4yr

non-regular partner

Source: Malawi Demographic and Health Survevs 2000 and 2004

about others might therctore be closer to the truth than
self-reported sexual parterships.™ In the MIDHS 2000,
less thah 1% of married women and 17.5% of married
men said they had had extramarital sex in the past vear.”
In the 2001 MDICP study, these figures were 2.5% for
women and 11% for men. But in comparison, a probably

/

more realistic 18% of women and 26% of men said their
best friends had commirted aduleery in the past year.
Half of all married women and about cighty percent of

marricd men believed their spouse to be faichful. ™

According to the 2000 MDHS, unmarried women were
slightly more likely to have had more than one sex partner
than married women, t.c. 1.7% versus 0.9 %, Unmatried
men however were less likely to have had more than
one sexual partner, e, [4.5% (versus 17.5% of married
men)."

Lransactional sex

Often, gifts or money are exchanged n casual or
extramarital sex. Sometimes this transactional sex involves
‘sugar daddies’, generally older men who obtain sexual
favours from young women or gitls in exchange for
moncy, clothes or other gifts, but also adult single women
often have a man friend who helps them financially or in
kind." Maluwa-Banda described that these ‘sugar daddies’
do not use condoms to protect themselves from HITV
infection and that some ‘sugar daddics’ specifically opt
for girls because they are thought not ro be infected with
HIV:"® Many low income women will end the relationship
if the financial report they receive from their partner is
not good cnough, and many men will leave low income
women if they become pregnant. Thus, although —unlike
men- most women may not have many partners at the

same time, their serial monogamy and their partner’s
promiscuity places them at risk of FIIV!

In the 2000 MDIHS, one fifth of men, either married
or not, reported having paid for sex in the previous
12 months. In the 1996 natonal KAP survey, 19 of
married women compared 1o 19% of uamarried women
reported receiving moncey or gifts for sex™. Other studies
reported 24% and 66% of respondents being engaged in
transactional sex.! ‘

Commercial sex

Apart from the high percentage women and men
engaged in occasional transactional sex, some women
depend mainly on sex for their livelihood. Commercial
sex workers often are cconomically disadvantaged and
socially sogmatsed. This, together with their high sexual
partner turnover, renders them at high risk of HIV and
other STIs and thus also makes them an imporrant group
in the spread of HIV. Prosutution is illegal in Malawi.
However, commercial sex is widespread in the form of
tood handlers, bargirls and cleancrs offering sex 1n rest
houses and bars. “The Natonal Aids Strategy Planning
Unit (1998) reported that sometimes widows who have
been dispossessed of all belongings after death of a
husband take to commercial sex to make moncy.

No data were found trom Malawi which quantify the
risk of HIV transmission through commercial sex, but
evidence exists that risk behaviour among commercial
sex workers s high. Zacharia et al in Thyolo disttict
showed that one quarter of CSW had an active sexually
transmitted discase (STD), 5% had genital ulcer discase
(GUD). The majoriry with an STD engaged in sex while
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symptromatic and most did not use condoms consistently.
Disturbingly, having a GUD was associated with no
condom use. Client pressure was the most commonly
reported reason for unprotected sexar

Marital starus

In the Karonga community study, compared ro married
people, divorced or widowed persons had an increased
risk of being HIV positive (OR 3.3, 1.9-5.8) and never
having marricd was only slighdy protectve (OR 0.9;5 0.3-
2.2).8 In_ the 2003-2004 dara of MACRO VCT centres
(but not in the 2002-2003 data), HIV rates were 4 to 7
tmes higher i separated, divorced or widowed people.
as,at The increased prevalence in widowed people can
likely be explained by the fact that their husband or wife
had probably died of AIDS. I'vom the MIDIC project it
appeared that divorcing an unfaithful husband was one
of the coping strategics that women used to reduce their
risk of HIN, but for many this may have been too late.38

Condom use

A Cochrane review indicares that consistent use of
condoms results in 80% reduction in HIV 1ncidence.
Conststent use was defined as using a condom for all acts
of penctratve vaginal intercourse. Whether condoms
were used correctly and perfectly for each and every
act of intercourse was unknown, thus the 80% 1s the
cffectivencss and not efficacy of condoms fot prevention
of TIIV.Y

Sclf-reports about condom use suffer from the same
social desirability bias as reports on number of sexual
parters, especially when the use of condoms s targeted
ot cncouraged by government or NGO behaviour change
campaigns. Indeed, a study among antenatal women
found no relattion between teported condom use and
frequency of STIs.” The following dara therefore have to
be interprered with cavtion.

According to the MIDHS 2000, only 6% of men and
3% of women report use of condoms within marriage.
Condoms were more often used outside ot marriage, 1e.
by 39% of men and 29% of women. Compared to the
1996 KAPH resulrs, this represents a 50%0 inerease for
women (from 20% to 29%%) but a stable percentage for
men. For women, being vounger, never married, living in
the Northern Region, having a higher cducation, having
been drunk and urban residence were all assoctared with
condom use outside of marriage. In general the same

associations cxisted for men, but less pronounced and
with the exception of age and marital status: both the
voungest (15-19 vrs) and oldest (40-54 vrs) age groups
used condoms Iess often, and married men were more
likely to have used a condom with a non-cohabiting
partner than unmarried men. Disturbingly, condom use
during paid sex (which probably carries a higher risk) was
cven lower than during sex with general non-cohabiung
partners: 35%0 versus 39%%." Qualitative data from MDICP
show that among rural Malawians, acceptability of
condom usc for sexual relationships outside of marriage
had increased berween 1998 and 2001, but not within
marriage. Quantitative survey data showed that reported
condom usc for family planning, for extramarital affairs,
by best friends and by nerwork partners all approximately
doubled within those four years.™

Youth between 15 and 19 years 1s the group believed o
have the highest rate of new HIV infections in Malawi,
In an extensive survey among secondary school students
by PSI 34 9% of sexually active girls and 55% of sexually
active boys had ever used a condom. This 1s much higher
than the reported percentages in the MIDHS 2000, possibly
because sccondary school students are a selected group.
Main reasons for not using condoms were: condoms not
at hand when they needed them and moral objections.

In a 2000 scudy among VCT clients in rural Thyolo, 7%
uscd condoms alwavs, 44% ntermittenty and 49% never.
The reasons for no condom use were: having sex with
regular partnet (37%); having no prior knowledge about
uscfulness of condoms (349%); condoms not available
(2190); reduction of pleasure (5%); parmer refusal (2%)
and religious reasons (190)."

[n a KAP study among sex-workers in 1990 1n Dedza,
Mponjela and Mchinji, correct condom use was 19% and
the proportion ever condom use was 67%. Although
nearly all participants knew that HIV+ people can look
healthy, in focus group discussions it emerged that
necessity of condom use was judged from the appearance
of the partner.”

Sociocultural
Poverty

Analysis of the DHS2000 survey by wealth quintles™
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(with the lowest quindle being the poorest fifth of
houscholds in Malawi and the highest quinule being the
richest) shows little inequality in relation 1o knowledge,
attitudes and behaviour about HIV/AIDS between the
rich and poor.  The concentration index is a measure of

inequality, with 0 being total equalicy and -1 and +1

being complete inequality”’.  There is cquality for sclf
reported genital uleer, unsate sexual practice 1n women,
and attirudes towards people with HIV. There 1s however
increase use of VOCT and condoms and unsafe sexual
practices in the rich. Nearly twice as many rich males
had sex with an irregular partner in the previous twelve
months as poor males, suggesting money buvs sex.

Cuftural practices

In many communities in Malawi, scx is scen as a cleansing
agent which has the power to absolve sins and combat
evil spirits. Lixamples are the practice of a man having
sex with young girls after inttation (kufcholsa fumbi, wiping
away the dust), widow cleansing (kupita kufu), or girls
who tried to induce an abortion being obliged to have
sex thrice: once for the sin of sex before marriage; once
for becoming pregnant; once tor ending the pregnancy.
The risk of becoming HIV infected does not only exist
during the initiaton: according to a study in Mulanje,
gitls were often encouraged to practice sex afrerwards
to make sure they will be good wives. However, some
respondents indicated that this practice has diminished
since the advent of ATDS!

At the same time many communities believe in the
‘equilibrium  theory’ of  health, whereby a hot/cold
balance has to be maintained in the body. Sexis seenas a
heating agent and has to be avoided by pregnant women,
to prevent death to the husband, his wife and the unborn
foetus. The resulting required abstinence period may be
up to a year long and may result in male partners turning

elsewhere for sex.

The degree to which harmful sexual practices sull persist
1s not well known. Two studies estamared that around half
of girls and ot bovs expected to undergo sexual cleansing
after initiations and another found that over 80% or
women and 60% of men had been involved in initdarion
ceremonics.!

Commercial sex centres

All workers in public locations offering food, drinks

or accommodation (L.e. including those who work as
commertcial sex workers) are required by law to present
to the community police a medical certificate once a
month. The police regularly conduct patrols to enforce
this. ™ Valid data about the number and distribution of
commercial sex centres do not exise, but many bars and
resthouses have commercetal sex workets.

Economic environment (trade cenres, transport rouices)

ATDS 18 believed to have spread along the major rrading
and transport routes from Central to Southern Africa and
also within countries. Shorter distance to a commercial
centre (sce previous graph) was a strong predictor of
increased HIV risk in the incidence study at Nchalo
sugar estate.” Travelling was also among the strongest
risk factors in the Karonga community studies, with
odds ratios ranging from 1.7 to 5.3 depending on the sex
and region of residence of the respondent. Whercas a
detatled analysts of HIV prevalence along Malawt’s major
transport routes has not been done, 1t 1s obvious that the
major trade centres (the cities) and cconomically most
active region (the Southern regton) have the highest HIV
prevalence.

Education

In the late cightics, early ninctces, higher education was
associated with an increased risk of HIV.****' Later on
, this association disappeared, possibly because the most
cducated may be responding more readily to health
cducation programmes.” The same wend was seen in

5

Malawt,

Impact of HIV/AIDS

Life expectancy and burden of diseasc
Lite expectancy

Tigure 2 15 a projecnon of life expectancy, using
estimated community prevalence data adjusted for the
underestimarion in ANC prevalence estimares. It shows
that lite expectancy decreased by 6 vears (or 13 %), ie.
from the pre-AIDS level of 45 years for Malawians born
in 1989 to 39 vears tor those born in 2002, afrer which it

is projected to rise again.

In Karonga district median survival of HIV positve
patients was 8 years, 36% were alive at 10 years post
were

seroconversion. Nincty-one percent ot deaths

attriburable ro HIV.
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Ligure 2 Projecred lite expectancy
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Spectrum projection using ity acjusted HIV prevalence rates
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Burden of disease

HIV/AIDS is the dominant cause of discase burden
in Malawi. An analysis of the burden attributable to
HIV/AIDS is presented using WHOs Global Burden
of Discasc analysts which uses Disability Adjusted Life
Years (DALYs)™.
to the burden caused by these preventable discases in
other southern African countries (labelled WHO Afrl in
Figures 3). The WHO Burden of Discase Unit publishes
estimates of IDALYs which arc a combination of Years of
Life Lost (YI.ls) and Years Lived with Disability (YI.Ds).
These are used to measure the burden of diseasc tor each

The burden in Malawt 18 compared

country and region. HIV/ATDS accounts for 31% of the
total butrden of discase measured 1n DALY, tollowed by
respiratory diseases (11%) and malaria (9%).

Orphans

Hunter and Willlamson, estimated the number of orphans
(defined as loss of one parent) in Malawi in 2005 to be
one million, or one fifth of all children under 15 years
(table 7). Maternal (mother dead) or double orphans
(both parents dead) constituted about half of these and
paternal orphans (father dead) the other half. Almost
cighty percent of maternal / double otphans were
estimated to be due to ATDS.™

Infant and child morbidity and mortality in HIV
affected households

Crampin et al found that infants in Karonga district
who wete born to HIV infected mothers were 3.3 tmes
more likely to die than children of HIV infected women,
for children aged 1-5 years the risk was five-fold. Child
mortality was associated with death of HIV infected
mothers, but not of HIV infected fathers or HIV
uninfected mothers. No association was found between
maternal HIV status or orphanhood and stunting, wasting
and reported ill-health. Cumulative mortalicy at 10 vears
was 49% among children of HIV intected mothers. Most
of excess deaths were due to vertical transmission.™

Economic

The ecconomic effects of ALDS are first felt by individuals
and their familics and then by firms and businesses and
the macro-cconomy. The two major cconomic effects
of the HIV epidemic arc reduction in labour supply and
increased direct and indirect costs associated with medical
care, funerals, lost time due to illness, recruitments and
training costs to replace workess, and care of orphans.”

Formal cvaluations ot the costs for households have not
and
casc histories suggest that the normal redistribution and

been found, but results of focus group discussions

reciprocity arrangements that enable houscholds to share
resources during periods of food shortage are severely
threatened by HIV/AIDS." Individuals report doing
ganyn (casual labour) as a coping mechanism. Although
this supplements the income, the labour supply available
for the houschold decreases.” The impact of AIDS on
firms consists of increased expenditures (for health care,
funcrals and replacement of employees) and reduced
revenues (absenteeism due to illness, funeral attendance
or training). A national survey among 74,858 micro- and
small enterprises was conducted in Malawi in 2000. These
enterprises arc predominantly Jocated in rural arcas,
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Ijgure 3

Mortality rates per 100,000 for W00S HIV/AIDS
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employ 38% of the total workforee, contribute income
to 25% of houscholds and contribute about 15.6% to
the GDP. The survey showed that 12.4% of firms were
conscious of being affected by HIV/AIDS. But 37%, i.c.
double the HIV infecton rate, were likely to have been
affected as measured through proxy questions like having
additional dependants, incrcased absentecism and health
and funcral expenses. The sectors most affected were
construction, scrvices and forestry, while crops, livestock
and fishery were least atfected. The type of impact was
different for the different sectors: while 38% of crop-
producing firms had to downsize their businesses, possibly
because of reduced labour to work on the farms, most of
the other firms felt the impact on their market with fewer
customers. The transport sector mainly suffered through
reduced profit levels.”

Three reports estimated HIV/AIDS associated costs
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incurred on larger firms, lLe. a tea estate, Brown and
Clapperton Limited (2 now  closed  Blantyre-based
industry) and Lonrho Companics, all 1n the mid 1990s.
These costs accounted for 3.4%, 1.5%-6% and 3.4% of

gross profit, respectively.* M

The economic effects on the public sector are cnormous.
In July 2001, the Malawi Insutute of Management
asessed the effect of HIV/AIDS on five public sector
organizations, ie. the Ministries of Health (MOH),
Hducation, Science and Technology (MoliST), Agriculture
and Irrigation (MoAl), Water Development (MoWD) and
the Malawi Police Service.”
rate was 2.3%, of which 50% was due to death. The age

The average annual attrition

and gender profile of these deaths suggests that much of
this mortality 1s AIDS related.
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Table 7. Listimated number of orphans, per tvpe and as a petcentage of toral: number of orphans, 1990-2010
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1980 4,340,904 255,502 5.9% 37.9% 383,253 8.8% 638,755 14.7%
1995 4,450,393 352,934 7.9% 51.8% 529,401 11.9% 882,335 19.8%
2000 4659452 426,421 9.2% 64.1% 521,181 1.2% 947,602 20,3%
2005 4734313 489,935 10.6% 72.9% 499,935 10.6% 999,870 21.1%
2010 4674103 553,003 11.8% 784% 452,457 9.7% 1,005,460 21.5%

All ministries except MoEST experienced higher death
rates than what was expected based on age-sex specific
death rates in the general population. All ministries have
a high number of vacancics (e.g MoEST 58%) and
vacancy levels have increased considerably over the past
five to ten years. Data on absenteeism are generally not
recorded, except for staff working in the Police Hospital.
Absentecism due to morbidity had tripled in the last 7
years. Available data from the MoEEST suggest that training
costs alone for replacing teachers deceased in the period
1990-1999 amounted to MK 635 million (5.5 million US
$). Replacement costs for agricultural professionals were
estimated at US § 9 million and 290 paramedical deaths
cost 13 million MK (113,000 US §$). The cstimated direct
costs to the whole public sector associated with death
benefits, absenteeism due to morbidity, funeral costs and
attendance to funerals of government employees was
between MK 6.6 million and MK 9.6 million per annum
(US $57,000-83,000).

Where HIV-AIDS associated costs are financed from
savings, the reduction in investment could lead to a
reduction in economic growth. However, some studies
have found that the macro-cconomic impacts may be
small, especially if there is a plentiful supply of labor and
worker benefits are small.

Health services

The government of Malawi and the World Bank reported
in 1998 that the annual death rate among health personnel
was 6 times the expected rate (3% versus 0.5%). Harrics
et al in a nationwide survey among health care workers
found that 2% of them had died during 1999, the majority
from TB and chronic illnesses, believed to be mainly
AIDS-related. They projected that around one quarter
of all health staff working in 1999 would have died by
2009.7

Effective interventions

Biological interventions
Circumcision

Quite a few observational studies show a lower prevalence
of HIV in circumcised men, but confounding in these
studies (for example by religion) has not been adequately
addressed. A Cochrane review found insufficient evidence
to support an interventional effect of male circumcision
on HIV acquisition in heterosexual men.® Three RCT are
currently being done in Kenya, Uganda and South Africa
and scheduled for completion in 2005-2006. Preliminary
encouraging results are available from one such trial in
Johannesburg”. The trial of over 1500 men circumcised
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and a similar number followed up as controls has the
results shown in the figure.

Table 8 New HIV infectons

13-21

Months 0-3 4-12 Total
Intervention 2 7 g 18
{circumcised)

Control 9 15 27 51
(uncircumcised)

Total 11 22 36 69

The tesults of these trials will nced to be carefully
considered before circumcision is implemented as a
public health intervention for prevention of sexually

transmitted HI1V.

Treamment for STIs

There is limited evidence from randomised controlled
trials for STT control as an effectve HIV preventon
strategy. In Rakai, Uganda, after 3 rounds of treatment of
all community members for STls the rate ratio of incident
HIVintection was 0.97 (95%C10.81 to 1.16), indicating no
effect of the interventon, In Mwanza, Tanzania however,
a more targeted approach of strengthened syndromic
management of STIs in primary care clinics led to a
38% reduction (95%C1 15% to 55%) in HIV incidence
in the intervendon group.”” Refer to the STT chapter for
information about treatment of STTs 1n Malawi.

Prevention of needlestick accridents

MOHin cooperation with [HPIEGO started training staff
in infection prevention and in the quality improvement
process in 2001 in the four central hospitals and in
Chiradzulu District Hospital, St. Johns hospital and Likuni
Hospital, resulting in steady progress in achievement
of performance standards in all hospitals and three
sites achieving standards for external recognition. This
program was extended to Chitipa, Rumphi, Nkhata Bay,
Mzimba, Karonga, Salima and Mulanje District Hospitals
in 2004 and will be further expanded to mnclude more
hospitals and NGOs in the near future.

Screening of blood

All blood is screened by the Malawi National Blood
Transfusion Service.

Nutrient supplernentation

A typical World Food Programme food supplementation

scheme tor community home based care patients in urban
Bangwe, Blantyre had no effect on survival, nutritional
status or symptomrelief”. Food supplementation to HIV/
AIDS home based care patients and their families docs
not seem to work well, possibly because the intervention
1s too late to affect the course of disease or insufficiently
targeted perhaps duc to problems of distribution in an
urban setting;

Ready To Use Food (RTUF) has successfully been used
in therapeutc feeding of malnoutished children (also in
Malawi, in both hospital settings and the community) and
in emergency relief situations (refer to nutrition chapter).
Its cffectiveness in management of HIV in Malawi is
currently being investigated.

In a recendly reported RCT from Tanzania, HIV infected
women taking muldvitamins (B, C and E) had a 27%
reduced risk of dyinganda 50% reducedrisk of progressing
to WHO stage 4. The cffect of vitamin A alone was
smaller and adding vitamin A rto the multivitamin regimen
reduced the efficacy of multivitamins™. As of now, no
micronutrient interventions have been implemented in
Malawi.

Vaginal microbicrdes

Microbicides are products that are applied vaginally to
reduce transmission of HIV during sexual intercourse.
They work by killing or immobilizing the virus, by forming
a barrier between the virus and vaginal tissue, by boosting
the vagina’s natural defences against HIV or by preventing
replicaton of HIV. Modeling work has shown that if a
60% cftective vaginal microbictde would be used by 20%
of women in half of unprotected sexual acts, 2.5 million
infections would be averted globally in 3 years.™ The most
extensively researched product has been nonoxynol-9, a
spermicide. A Cochrane review found no cvidence that
nonoxynol-9 protects against vaginal acquisition of HIV
infection by women from men. There is evidence that
it may do harm by increasing the frequency of geniral
lesions.™ However, many other products with different
mechanisms of action have passed safety tests and the
efficacy of four products is currrently being tested in trials
Africa and Asia. Among thesc is Buffergel, a product that
maintains the protective acidity of the vagina. Buffergel
was proved to be safe and acceprable in Malawi” and is
currenty in efficacy testing in Lilongwe and Blantyre and
in several other African countries.

Cotimoxazole prophylaxis
Opportunistic infections are an important cause for
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the increased morbidity and mortality in patienrs with
HIV, and two randomiscd trials in Cote d’Ivoire show
that prophylaxis using cotrimoxazole (which is effective
against many of those infections) reduces morbidity and
mortality in HIV infected smear positive TB patents™
and morbidity in panents with carly symptomatic
HIVY” Following these studies, WHO/UNAIDS issued
provisional recommendations that cotrimoxazole be given
to all padents living with ATDS.™ Unlike Cote d’Ivoire,
in Malawi - at least in the Southern region - resistance
to cotrimoxazole is widespread.™ ' 7 Operational
research to assess the feasibility and effectiveness in the
Malawian sctting was therefore carried out in Thyolo and
Karonga districts.

From 1 July 1999 onwards, TB patients registered with
the N'TP in Thyolo District were offered VCT and when
tested HIV positive, cotrimoxazole prophylaxis 480 mg
twice daily for the duration of their TB treatment and
indefinitely thereafter. Following this intervention, all-
cause end-ot-treatment mortality decreased trom 36% to
28% for all TB patients (p<<0.001), from 49% to 37% for
smear-negative pulmonary TB patents (p<<0.01), from
40% to 33% for extrapulmonary TB paticnts (p=0.05)
and from 22% to 20% for smear positive pulmonary
1B patients (p=0.5). Because no HIV test results were
available for the pre-intervention period, no distinction
could be made between HIV positive and HIV negative
individuals."” Compliance was high (94%) and simpler
methods like verbal verification and pill counts showed
high sensitivity and positive predictive values when
compared with the urine testing® Ninety-three percent
of patients were still raking the free cotrimoxazole tablets
3-6 months after completing the I'B treatment and wished
to do so indefinitelv. Two thirds said they would not be
able to afford to buy the drug themselves.™

In Katronga district a similar intervention was started
in 2000, with similar reductions in overall mortality."!
Because this study also had HIV test results available for
some of the patients in the pre-intervention period, it
was found that the reduction in mortality was confined
to HIV positve patients and  that the observed reduction
in mortality could be attributed to the cotrimoxazole
prophylaxis. The Karonga study did show a strong
reduction in mortality among HIV positve smear positive

TB patients.

Cotrimoxazole prophylaxis for HIV positive TB patients
as part of a VCT/CTX package has been implemented
in July 2003 in 15 hospitals in Malawi. Of all TB patients
who accepted VCT and tested HIV positive, 97% accepted
cotrimoxazole prophylaxis.*

In Thyolo, resistance of faecal I, o/ to cotrimoxazole
was higher (89%) in those on cotrimoxazole prophylaxis
receiving
prophylaxis  (77%), indicating that the benefits of

compared to those not cotrimoxazole
cotrimoxazole prophylaxis in preventing non-typhotd
Satmonella bacteracmia and enteritis might become limited

in the future.™

The Ndirande study found a high probable or confirmed
bacterial infection rate of 78 new cvents per 100 person-
years in HIV patients (of whom 15.3% developed TB)
but also a high cotrimoxazole resistance rate of 76%".
The authors discuss the problems of cross-resistance to
SP particularly when the incidence of malaria was found
to be 34.1 per 100 person-years.

And-retroviral therapy

According to the Malawian treatment guidelines for AIDS,
adult patients arc eligible for ARVs if they are known to
be HIV-seropositive and understand the implications of
ARYV therapy, plus they must be in WHO stage 3 or 4, or
have a CDD4 count below 200 cells/ul or be in WHO stage
2 with TLC < 1200 cells/ul. The exception are patients
i1 WHO class 3 who only have minor manifestations of
oral hairy leukoplakia or vulvo-vaginal candidiasis.® See
table 1 for WHO staging,

Lirst line regimen 1s currently (2000) stavudine (d471) -+
lamivudine (3TC) + nevirapine (NVP). In case of adverse
reactions to these drugs the stavudine component may
be substituted by zidovudine (AZT) and the nevirapine
component by efavirenz (L1FV). If patents fail the first
line regimen, the recommended second line regimen
15 zidovudine (AZT) + didanosine (ddl) + Nelfinavir
(NEV),

Data about the clinical effecriveness of ARV in Malawi
are available from the programs in the Lighthouse Clinic
in Lilongwe that offers ARV at a cost of $US 20-25 per
month and from the frec ARV program provided by
Medicins Sans FPronteres (MSE) 10 Thyolo. The results,
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based on their most recently published data are tabulated

(Table 9).

Early mortality (in the period between secking treatment
and 3 months after startung ARVs) was high, 1.c. 25% and
was the leading cause of loss to follow-up 1n clients at
the paying ARV programmce of the Lighthouse Clinic in
Lilongwe. Lighthouse uses a fast track system in which
patients are seen by a nurse who uses an algorithm to
decide if patients need to be referred to clinicians, which
occurred in 11% of visits. Adherence of 295% was
report for 95%

of clinic visits. Three quarters of patients had resumed
their previous  daily activities, one  third  reported
neuropathic pain. The non-paying programme at Thyolo
district hospital had a much lower mortality, and less side
effects, possibly as a result of broader inclusion crireria
(WHO 3 or 4 or CID4 count under 350). Loss to follow-
up was zcro. The other indicators were similar to those of

the Lighthouse.

More recent experience 18 now available from a study
at QECH™. A total of 422 (39%) of the patients who
started ART since 2000 were lost to follow-up. The 176
patients cenrolled in the studv had good virological and
excellent clinical treatment results. The most common
side effect was peripheral neuropathy. Nevirapine plasma
levels were remarkably high and associated with successful
virological treatment results. ‘Two  simple  adherence
questions pertaining to the use of medication in the
previous 8 days corresponded well with nevirapine levels.
The most important reasons for non-adherence were
shortage of drugs in the hospital pharmacy and personal
financial consrraints.

Behavioural interventions
Volunieary Counselling and Testing (VCT)

VCT for HIV has been shown to be a cost effective
intervention to reduce HIV transmission in Africa.”?”
The benefits are numerous: people who find out they
are HIV-negative can take actions to remain uninfected,
e.g. persuading their partner to go for testing or using
condoms. Individuals who test positive can protect their
partner from becoming infected, can protect themselves
from becoming re-infected and mothers can take steps to
avoid mother to child transmission. Access to preventive
and lite prolonging therapy such as cotrimoxazole
prophylaxis and antiretroviral therapy are added bencfits

of VCT. The family of a HIV positive person may better
plan for the future, both financially and in terms of child
carc and division of property. Knowing that someonc 1s
HIV positive may reduce the family’s spending on health
care and tradidonal healer services to find our whart is
wrong with the person. Finally, people living with HIV
can help relatives, ncighbours and policy makers to
acknowledge the reality of the epidemic and decreasce
stigma, denial and fear.

1n 2000, Zachariah and colleagues investigated the motives
for going for VCT art the district hospiral based VCT
centre in Thyolo district.” The most common reason for
sceking VCT was recent knowledge about HIV/AIDS
and the wish to know their HIV status (50%), repeated
illness and suspicion of AIDS (18%) and suspicion that a
partner had practiced unprotected sex outside the current
relationship (11%). Seventy-seven percent of people
coming for VCT had been encouraged by others who had
undergone VOT.

According to the NAC annual HIV/ATDS M&ls report,
VT services were available at 70 sites throughout the
country, which provided VCT to 86,631 clients in 2003.
However, none of the districts had VCT available as per
national guidelines (every 8 kms in rural areas, and 1 site
for every 10,000 people in urban arcas).” These data
are still incomplete, because only 34% of all institutions
trained on using the NAC M&FE system had submitted
reports from 2003, More detailed data on VCT' are
available from MACRO, which offers VCT in stand-alone
centres in Blantyre, Lilongwe and Mzuzu. From Oct 2002
— Sep 2003 51,178 clients came for VCT and from Oct
2003-Sep 2004 the uprake dropped to 46,286. This group
going for VCT was a highly sclected one. Sixty-six percent
of clients were between 15 and 29 years old, less than
one third were women, one quarter had at least secondary
school cducation and 064% were either never martied or
were separated, divorced or widowed. The majority had
paid jobs.

Peer education programumnes

In 1990 peer educator training was done among sex
workers in Dedza town. The peer educators were trained
for 4 days to give information about HIV/AIDS, to
promote and distribute condoms and to teach safe sex
negotaton skills. After 4 months, correct condom use
had increased from 19% to 68% and cver condom use
from 67% to 100%. The intervention was then upscaled
to most districts in Malawi and involved training of 1183
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Table 9 Fltectiveness of AR program, the Laghrbouse Lidonawe and MSE 1 hrolo

Thyolo DH

Indicator Lighthouse, Lilongwe
Hosseinipour et al™
References Neuhann et al™ Harries et al™”

Description of cohort

Period

Number of patients

WHO stage 3or 4

Women

CD4 before ART (cells/ul)

Fee

Process

Alive and on ARV
Lost to follow-up

Stopped therapy

Hosseinipour et al®®

Jan-Jun 2003 (ref 86)
Jul-Dec 2003 (ref 87)

Jan-Jul 2003 (ref 88)
179 (ref 86)

753 (ref 87)

141 (ref 88)
62% (ref 88)

52% (ref 88)
50 (ref 88)

For medication

64% at 6 months (ref 88)
7% at 6 months(ref 88)
3% at 8 months (ref 88)

1% (ref 88)
0% (ref 88)
95% (ref 88)

On alternative 1st line therapy
On 2" line therapy

Adherent 2 95%

Qutcome H

5.7 (ref 88)
Median change in CD4 count (cells/ul) 92 (ref 88)
79% (ref 88)
72% (ref 87)
25% (ref 86)

27% (ref 88)
32% (ref 87)*

Median change in bodyweight (kg)

HIV RNA below 400 copies
Resumed normal daily activity
Early mortality (3 months)
Total mortality

Side effects reported

April-Sep 2003

220

Not reported
Not reported
Not reported

Free

90% after 3-6 months
0% after 3-6 months
4% after 3-6 months
4%

0%

99%

Not reported
Not reported
Not reported
88%

Not reported
6%

14%

*Study only reported on neuropathic pain

sex workers and 458 truck drivers (their potenuial clients)
as peer educators by end 1992, An cevaluation ycars later
showed that the presence of active peer educators among
CSW had led to an increase in condom use with paying
partners (90% compared to 76%). The truck driver peer
educators were generally inactive, but companics where
training had occurred were more likely to encourage and
distribute condoms."

Social interventions
Social marketing of condoms

PSTis the main social marketing organisation that supplies
condoms in Malawi, called Chisango. Recently also BL.LM
launched a new condom brand, Manyuchi. Apart from
the approximately 9 million condoms sold through social
marketing in 2004, another 28 million were distributed
through the public sector.”
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éducé risk of transmission

Is, s, which are common, will reduce transmission

dlestick i mjumeb should be umverxa} for health sector staff

Social marketing of behaviour change

Behaviour change to prevent STls, including HTV, and
unwanted pregnancy 1s marketed through PST’s Youth
Alert! Programme. It teaches young people berween 10
and 20 Tife skills to enable them to make informed choices
about how to protect their health and achieve thetr goals
in life. T
and a radio show (Youth Alere Mix!) with listeners” clubs.
Unal mid 2004 all secondary schools were visited at
least once, reaching 62,000 students and 1,500 tcachers.

he main components are secondary school visits

Youth Alert! Mix has quickly become the top-rated radio
program among the youth in Malawi.”

Special clinics for prostrutes

All workers at public locations offering food, drinks or
accommodation are required to produce a valid medical
clearance certificate monthly at the communal police or
on request. However, special outreach or mobile chnics

do not exist countrywide.
Tramming for tradittonal healers

Malawian traditional healers
I'D patients about HIV/
ATDS risks, conduct community education activities, talk
with other healers regarding HIV/ATDS and distribute

condoms to clients.”

A one day course for

encouraged them to counsel &

Workplace  policy of HIV

nrerventions

and  inplernentation

Some evidence exists that HIV interventions such as
rreatment for STls, VCT
services can be Cffcctivcl\' implemented 1n the context of

condom distribution and

a workplace programme.” \ survey among 20 companics
in Malawi, ranging in size from 20 — 22500 employees,
showed that the majority provided core packages of

prevention services with some basic care and support

elements. MHowcver, there was a lack of established

coordination mechanisms, existing workplace policies
and mnvolvement of senior management outside of the
tradittonal human resource and health portfolios. None
provided ARV treatment.”™
active parucipation of the private and public sector

encouraged by the NAC.

This is now ch;«mging with
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