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SUMMARY 

The third edition of the Biomedical HIV Prevention Forum was a whole day 2017 ICAS pre-

conference that took place on the 4th of December 2017 at Sofitel Hotel, Cote d’Ivoire. There 

were over 190 participants.  There were four sessions with 15 speakers and facilitators. 

Topics discussed ranged from population specific discussions (adolescents, women, key 

populations) to updates on biomedical HIV prevention research, PrEP access, combination 

prevention and sexual and reproductive health and rights. There was a human focused panel 

session that discussed about the realities of practice in the field and the work of activists – 

human rights and MSM, people living with HIV and the risk of HIV with use of contraception, 

voluntary male circumcision, and women and PrEP access. The final session of the day 

identified how African led advocacy could be made impactful, tools to enhance the advocacy 

agenda and players in the field of biomedical HIV prevention research advocacy. Each of the 

sessions were interactive with rooms for questions, comments and discussions.  

1.0 Introduction to the Biomedical HIV Prevention Forum-Morenike Ukpong-Folayan 

Dr. Morenike Ukpong, the NHVMAS Coordinator gave a brief history of the Forum: this was 

the third edition with the prior two editions held in Nigeria in 2013 and 2015 respectively. 

It facilitates learning about HIV prevention research on the continent of Africa, by advocates 

and community members. Ending AIDS by 2030 require investment in HIV prevention. The 

Forum is organized by the community for the community. It is therefore different from the 

usual hard science conferences on biomedical HIV prevention forum that happens. The 

objectives of the forum are to update a range of stakeholders on the latest HIV prevention 

landscape, including targets, priorities and research; to promote links between HIV 

prevention research and programming; to facilitate dialogue around topical issues and 

promising practices, policies and research in HIV prevention; and to inspire new connections 

amongst HIV prevention and care providers, researchers, policy makers, advocates, and 

people living with and affected by HIV. 
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1.1. Session 1:  HIV prevention – latest data and trends in Africa 

This session was facilitated by Maureen Luba 

Milambe from Malawi. The UNAIDS report released 

on the 1st of December, 2017 highlighted that 

870,000 women across the globe are getting infected 

annually with HIV which calls for all advocates to 

ensure that we are doing enough interventions that 

actually addresses the needs of women. Similarly, the 

ability of adolescents and young women to negotiate 

safe sex needs to be enhanced. Gender based violence, 

intimate partner violence and rape which puts 

women at increased risk for HIV infection needs to be 

addressed. Female sex workers are a sub-population 

of women at increased risk for HIV infection. There 

are still large numbers of children who are infected 

with HIV at birth or who get infected with HIV during 

breastfeeding. The failing health care system is not 

enhancing the access of African citizens to preventive and curative care. These and many 

more, are the reasons why we need to talk about and act-up for HIV prevention today.  

 

2.0. Session 1 presentation: The 

HIV prevention landscape in 

West Africa-Madiarra Coulibaly, 

ANSCI, Ivory Coast:  

Madiarra described the HIV profile 

and reasons for delay in HIV 

response observed in West and 

Central Africa. There are 6.5 million 

people living with HIV in West and 

Central Africa including 500,000 

children. While 9 out of 10 women have access to PMTCT in Southern Africa, 5 out of 10 do 

so West and Central Africa. Key populations accounted for 27% of new HIV infections in West 

and Central Africa in 2015. Structural barriers for HIV prevention access in the region 

include: inequalities and prejudices rooted in the legal, social and economic structures of 

society; negative cultural and social gender norms; criminalization of same-sex 

relationships, sex work and drug use; and laws that require third-party authorization to 

access sexual and reproductive health services hinder HIV prevention and increase risky 

behavior. To reduce rates of new infection by 2020, the region needs to actively engage 

critical stakeholders to gain the needed traction for the response; target areas and 
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populations most at risk based on evidence; jointly define the priorities adapted to the needs 

of each population, complementarily of interventions; be innovative with use of self-test, 

PrEP, social networks, cash transfer to girls and women, and new devices of male 

circumcision. Also, fast track large scale up of HIV prevention activities that are known to 

work and are effective. It is also important that each program plays its role and receive the 

support it needs, develop prevention plans, redefine roles, allocate resources, and make each 

component (public, private and community) accountable for its contribution. 

2.1. HIV prevention and girls in Africa-Patriciah Jeckonia, LVCT Health, Kenya:  

Adolescents are persons between ages of 10–19 years while young persons are ages 15–24 

years. UNAIDS (2013) however defined young people as those 10-24 years, South Africa 

define them as 14-35 years, while Kenya defines them as 15-30 years. Adolescent girls and 

young women account for 25% of new infections in Sub-Saharan Africa. For those age 15-19 

years, 3 in 4 new infections happen in girls. There is also a huge knowledge gap as only 26% 

of girls have comprehensive HIV knowledge. Only 13% of AGYW aged 15-19 years tested for 

HIV in 2016 in sub-Saharan Africa.  

In the diagram below, the area circled green are girls, the blue lines are the boys and the grey 

line is the combination of both. As seen in the first diagram, the trend is going up despite the 

investment that has been made, we have had a period were from a high peak, we recorded a 

decline, but then, it is going up again. We need to ask ourselves questions to see what we are 

not doing right. There is also a similar trend in the Eastern and Southern Africa. 

TRENDS OF NEW HIV INFECTIONS 
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Factors that hinder HIV prevention for AGYW include low risk perception, low level of 

knowledge on sexual and reproductive health and HIV, stigma and discrimination, gender 

inequalities, gender based violence and poor data collation that will enable programmers 

and policy makers plan appropriately for AGYM. Also AGYM interventions are poorly 

coordinated; and the legal and political environments are unsupportive for AGYM 

involvement in the design and implementation of their HIV response. Services provided are 
not holistic and the health systems poorly respond to their sexual and reproductive health 

needs. HIV risk of AGYM differs by their socioeconomic status and so risk needs to be defined 

by context.  

Promising practices include combination of high impact interventions for HIV prevention 

based on need, scaling up of innovative interventions, providing opportunities for AGYW 

voices to be heard in HIV response, addressing knowledge gaps through youthful channels 

e.g. social media, road shows, and involving multiple sectors to address HIV. Also, data 

collected need to be disaggregated by age and gender to help improve the HIV management 

and control profiling of AGYW, improve the legal and political environment, make HIV 

everyone’s business, include men as HIV prevention champions for AGYW, and conduct more 

research to improve understanding of how best to address the HIV risk of AGYW in sub-

Saharan Africa. 

2.2. HIV prevention and young key populations in Africa- Chimumbuwa Mubanga:  

Young people who are increased risk for HIV infection are those who sell sex, who inject 

drugs, men who have sex with men, transgender people, and adolescent girls and young 

women. Many young persons also have multiple identity of vulnerability. Young people 

represent a significant proportion of people getting infected with HIV and they often fall 

through the crack when responses are being planned. Adolescents take risks, seek pleasure, 

explore their identity and try to find their our way in life. For many, it is a time of increased 

vulnerability. When we are thinking about HIV prevention tools and how to get them to young 

people, we must consider what it is that drives young people, what it is we want and how we 

want to receive it.  Beyond the tool, access to the tools are hampered by inadequate health 
literacy; limited resources – not just money but also support from family and friends; limited 

ability to navigate health systems; and the demand for parental consent prior to product 

access. Young people often perceive health services as unacceptable – especially lack of 

confidentiality and health provider attitudes. The facilities are also not organized to 

accommodate young people’s needs and routines - inconvenient service schedules, inflexible 

appointments and the environment are unwelcoming.  

Biomedical interventions must be accompanied by broader SRHR services, mental health, 

hepatitis and TB services, as well as structural interventions so that there is an enabling 

environment for young people to access services before they have measureable impact. 

There are few large-scale programmes focused on young people from key populations. Such 

programmes have to be creative to meet their needs. The programmes also have to be 

created through their meaningful engagement from the design to the implementation and 
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evaluation of the programmes. Make the services largely community based, mobile, and easy 

to locate. The laws and policies should be a lot more supportive for adolescents rather than 

seeking to punish them. Collect age disaggregated data and fund scalable programmes that 

are meaningful for young key populations.  

2.3. Discussions  

  In an attempt to leave no 
one behind, as we do programs, we 

need to consider persons with 

disability. I also want to see our 

government to start dedicating 
financial resources into HIV 

prevention. In Ghana, the 

government is not putting anything 

in HIV prevention and most of the 

prevention interventions are donor 

funded which means a time will 

come when the program will stop. 

 All prevention strategies I know that are being employed today do not cater for people 

who are physically challenged. How do you get prevention messages to those people who 

are disadvantaged? 

 Most intervention programs are being implemented in the city while we leave behind the 
rural communities. How do we extend care to people in the remote area?  

 We need to call on our government to invest in prevention movement. We need to ensure 
that there is a strong political will in order to achieve this. There should also be 

coordination between all networks to ensure an increased advocacy impact. She also 

called on CSOs to hold the government and donors accountable to the resources that are 

invested in specific HIV programs. 

 30 years down the line, less than 50% of AGYW have comprehensive knowledge on HIV. 

Where are we getting it wrong? What do we need to do in order to ensure that AGYW 

have access to comprehensive HIV information.  

 Looking at the data on PMTCT that was presented, it shows that in South Africa, 9 out of 
10 women have access to PMTCT, whereas in West Africa, only 5 out of 10 women have 

access to PMTCT. What is the magic? What can we learn from them? 

 When we are engaging with young people, are we also working with the parents? We 
should not just engage with institutions because at the end of the day, they go back to 

their families. Engaging with the parents improves communication between the two.  

 As CSOs what are we doing to advocate with our government and donors to ensure they 
are also investing in structural interventions  
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 What are we doing to address systematic barriers to access HIV prevention services 
specifically for young key population? 

 We need innovative projects to make sure that we are addressing the needs of key 
populations. 

2.4. Responses 

1. There has been constraints reaching adolescents and young people with disabilities one 
of which is the limited ability to use sign languages to discuss with those with hearing 

impairment. This is something that can be discussed at country levels with our 

government to re-train health care workers on how to manage those with disabilities.  

2. It’s the role of every person to working on HIV programming to advocate for our 
government to set aside funding for HIV prevention. It is also important to establish 

partnerships with the private sector within our country so they can do some value adding 

community projects as part of their CSR. We need to engage the private sector more.  

3. We need to invest in our education system to improve education on Health related issues 
including HIV infection management.  School curricula do not teach sex and sexuality 

education comprehensively. We also need to empower parents with the right 

information. Investment in peer education as well cannot be overemphasised. We are 

also very religious in Africa. We can take advantage of such spaces to discuss issues 

around sex and sexuality 

4. We need more structural interventions and not just biomedical interventions because 
they are most effective  

 

3.0. Session 2: Health and HIV research and development, technologies and innovation 

This session started at 12:17pm and was facilitated by Ntando Yola of Desmond Tutu HIV 

Foundation, South Africa. He shared the tweeter handles for the conference: #BHPF2017 

#ICASA2017.  

3.1. Overview of new HIV prevention technologies – tools that exist and tools in the 

pipeline- Nyaradzo Mgodi, University of Zimbabwe, Zimbabwe:  

There are 6000 new infections per day and 
millions of new HIV infections occur every 

year. In sub-Saharan Africa, of the 24.7 

million people HIV infected in 2013, more 

than 50% were women. Young women are 

twice as likely to be infected as young men. 

Women have fewer HIV prevention options 

than men. 
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Existing tools for HIV prevention 

 

Microbicide is still in the clinical research phase and is not yet available for use. Truvada, an 

antiretroviral, is approved for use as a HIV pre-exposure prophylaxis by the United States 

Food and Drug Administration (FDA) in July 2012 because it has been shown to be safe, 

tolerable, effective against all strains of HIV an easy to use (low pill burden, no food 

restrictions, few drug interactions). There are other drugs being studied for use as PrEP. 

Consistent use of antiroviral regimen by anyone living with HIV in ways to ensure durable 

biological suppression, prevents HIV transmission to sex partners. This is referred to as 

treatment as prevention. Durable virological suppression is as good as your adherence. The 

results of studies show that women preferred the use of injectables or implants rather than 

the use of topical methods or oral tablets as PrEP or TasP.  

The overview of the HIV prevention technologies research pipeline for vaginal rings, 

injectables, monoclonal antibodies, and vaccines were shared. The hope is to develop a wide 

range of options for HIV prevention that can ensure it meets the need of diverse range of 

persons.  It should be safe and easy to use, long acting and allows for use privately.  
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3.2. PrEP Scale Up in Sub Saharan Africa - Mercy Kamau, Jilinde Project, Jhiepgo, 

Kenya:  

Mercy shared extensively about the plans and implementation of the Jilinde (Bridge to Scale) 

Project which is to demonstrate and document 

an effective model for scaling up oral pre-

exposure prophylaxis (PrEP) as an HIV-
prevention intervention in low-resource 

settings for female sex worker, men who have 

sex with men, and AGYW. 

 
In Kenya, 19 countries with high HIV incidences 
were prioritized or PrEP access. Jilinde is 

providing overarching technical assistance 

through NASCOP to all the 19 Counties but doing 

implementation of service delivery in 10 

counties with the highest burden of HIV in 

Kenya. The human centred approach was used to design and implement the project. 

Community and political stakeholders were engaged with the roll-out. The county health 

management teams also invested resources into the project. Preparatory activities were 

implemented between July 2016 and January 2017. In February 2017, clients started to 

voluntarily come to the facilities to access PrEP. Journalists were trained to understand PrEP 

to ensure that the stories were accurate. PrEP was rolled out in 22 drop in centres, 26 public 
health facilities and 18 private health facilities.    

The project worked with the county health management team, selected facilities for PrEP 

service provision, conducted facility assessments to identify and address the gaps to ensure 

PrEP access, trained providers, and set up supply chains for PrEP commodities availability 

at all the facilities. Site orientation was conducted for all staff in the facility including all the 

low cadre staff, and client flow was defined prior to the commencement of client enrolment. 

Jilinde’s Demand Creation Framework included advocacy, creation of public awareness, 

interpersonal communication to support PrEP delivery, and targeted communications. 

Aligning Jilinde to national priorities to accelerate the scale up process and working within 

the established healthcare system structures has helped the project work. Also, applying the 

lessons learned during PrEP demonstration projects (Jilinde did not have to reinvent the 
wheel), ensuring positive clinic experience - short waiting time, confidential location of PrEP 

services, and positive provider attitudes – has helped improve client uptake. The Drop in 

Centers provide safe spaces for key populations and existing peer networks have enrolled 

lion’s share of clients in a relative small number of sites. On the other hand, lots of myths and 

misinformation about PrEP hampers uptake. Also, despite training journalists, there were 

still a number of negative stories in the media. Continuous awareness creation is essential. 

Perceived and social stigma contributes to low uptake and retention (Fear of being perceived 

HIV positive). Innovative approaches (e.g. outreaches and in reaches) contributed to 
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increased enrolments but low retention – “Impulse enrolment” with weak facility linkages 

for follow up. Follow up of key and vulnerable persons can also be challenging as they change 

phone numbers and locations readily. Refill periods are best aligned to routine clinic 

schedules.  

3.3. Looking ahead to multipurpose prevention technologies for SRHR and HIV in 

Africa- Pauline Irungu, PATH, Kenya:  

The number of women who die from HIV and pregnancy-

related causes is unacceptably high. Sub Saharan Africa 

accounts for 66% of global maternal deaths (WHO 2015); 

and 66% of new HIV infections in 2015 occurred in sub-

Saharan Africa (UNAIDS 2017). While progress has been 

made in reducing mother to child transmission, much more 

still needs to be done. Also about 25% of women have unmet 

need for contraception. A growing number of young people 

(ages 10–24 years old) are living with HIV (YPLWH) in sub-

Saharan Africa. These YPLWH have particular needs and 

challenges related to their sexual and reproductive health 

and rights.  Factors limiting access to SRH include gender 

inadequate financing, inequalities, gender-based violence, 

stigma, discrimination and lack of tailored services 

undermine access to and utilization of SRHR and HIV 

services. Research and development for new health 

technologies is an essential part of the solution to the greatest health challenges. Health 

research and development has a multiplier effect. It not only saves and improves lives, but 

also creates cost savings, drives economic growth, and enhances global security. There are 

ongoing research to develop new biomedical interventions that could enable women and 

young girls to address multiple sexual and reproductive health issues with one product. 

Multipurpose prevention technologies (MPTs)—most of which are still experimental—are 
designed to address two or more sexual and reproductive health concerns simultaneously; 

for example, combining protection against unintended pregnancy and at least one sexually 

transmitted infections. MPTs can include vaccines, contraceptives, microbicides and devices 

such as intravaginal rings and diaphragms.  The only approved products for now are male or 

female condoms, sometimes with innovative designs and concepts. The groundbreaking 

CAPRISA-004 trial, demonstrated the efficacy of vaginal tenofovir 1% gel in reducing the 

risk of HIV1 infection by 39% in heterosexual women, also demonstrated benefit of this 

microbicide in reducing acquisition of herpes simplex virus type 2.  
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To accelerate multipurpose technology research, we need to increase financing, 

coordination, and strategic investments in research and development of MPTs by 

governments; streamline regulatory processes to accelerate licensing of safe and effective 

technologies; provide new market-based incentives to encourage private industry 

investments in research and development of MPTs; and increase local capacity for research 

and manufacturing of new products.  
 

3.4. Discussions 

•  There are many 

types of vaginal ring we are 

looking at. There is the 

dapivirine ring single which 

is just targeting HIV itself, 

but there are other multiple 

purpose prevention 

technologies where we are 

mixing hormonal 

contraceptives as well as 

anti-HIV. So these multipurpose prevention technologies can be in various modalities e.g 

prevent pregnancy, prevent STIs as well as HIV 

• To address the concern raised about possible increase in STIs when there is PrEP use, 

counseling session for clients should include information on risk for and prevention of 

STI. Comprehensive HIV prevention package which includes condoms, and other tools 

should be accessible to persons using PrEP 

 How can advocates better engage in research in West Africa in order for us not to be left 

behind? 

• There isn’t many biomedical HIV prevention research in the region. It is important for 

West and Central Africa countries to be actively engaged with biomedical HIV prevention 

research. Building the advocacy capacity of key populations to enable them bring their 

voices to national and continental debates and discussions so that they are not left behind 

as research happens.  

On PrEP and PEP 

• There is a difference between PrEP and PEP. In messaging, it is important to emphasis 

that PrEP is not PEP. When the national campaign was conducted, we realized so many 

people were coming for PrEP as PEP. If the service provider is not well trained, they might 

give them PrEP as PEP. PrEP should be taken for as long as one is at risk of HIV infection. 

The service delivery provider will assess one’s risk and guide on use of PrEP 

appropriately.   
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• The human centered design was used to develop the PrEP messages in Kenya. This 

process allowed for harnessing information about the emotional context of PrEP and 

incorporating this into the design of the intervention. It is important to understand 

emotions to help people make less errors with their decision making about HIV risk 

management.  

 

4.0 Session 3: Roundtable discussion: hot topics in HIV prevention research 

This session started at 2:51pm and was moderated by Prince Bahati, IAVI. This session took 

the form of a discussion with the Panelists present were: Cyriaque Ako from Liberia, 

Margaret Happy from Uganda and Cindra Feuer from USA. This was an open discussion 

session about hot HIV prevention research topics. 

Question (Prince): We have seen a lot in the pipeline for HIV prevention research and we 

also know cure research is coming up. We also know that 90:90:90 require that we think 

about finding the right people and finding them at the right time and place. Can you give us 

a perspective? How have we been able to get here, what are we doing right and how do we 

move forward from here? 

Response (Cyriqque): We need to define who the right people are. Most times these are 

people who are disproportionately bearing the burden of the diseases i.e the MSM, 

transgender, people who inject drugs as well as the female sex workers. 40-50% of new 

infections may occur within these groups. If we are able to have programs properly designed 

to reach out to these people, we would make a tremendous change in the trend of the 

epidemic. We don’t bring the sand to the beach. If you want to fish, you need to go to where 

the fish are. We need to target our interventions in order to make a difference; we need to 

be focused on what we are doing. We need to have key population friendly programs. It is 

very important that we sensitize all the key stakeholders on key population issues. This is a 

prerequisite for us to make progress when programming for KPs, people need to know what 

we are talking about. Secondly, the KPs need to be engaged more often. We say that the KPs 

are hard to reach because we are not building their capacity and involving them in decision 

making about their health. 

Question (Prince): How do we balance reaching out to the right people versus infringement 

on human rights?  

Response (Cyriqque): Everyone is entitled to health rights. Advocacy still needs to be 

ongoing to ensure that all these penile laws should be withdrawn. This is key to the success 

of programs targeting KPs. If we don’t address the structural barriers, we will not make a lot 

of progress. The public health approach has shown so of its limitations so we need to 

integrate human right approach in our programs as well.  

Question (Prince): How can we be innovative in to support for demand and adherence to 

new HIV prevention products 
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Response (Margaret): Treatment literacy is important. This is critical in ensuring that the 

users of the products/prevention tools are adequately equipped with the right information, 

this is key for adherence. Secondly, community engagement is very important. We don’t want 

to be engaged only when the product is ready. We need to be involved right from the when 

they are even looking out for these product. The users of these commodities can only adhere 

to the product when they first have a good understanding of the program from the inception 
of the idea of the product, research design and implementation. Basically, the communities 

targeted for use of these various tools must participate in the entire process. Thirdly, the 

models of delivery of these products are important. Communities are not all homogeneous 

hence we need options. No size will fit all. Since we are not homogeneous hence we need 

options. We will not achieve much without options for the different cohorts within the 

communities we target for interventions. When we do this, people will actually start to 

demand for these services. There is also the issue of privacy and confidentiality which needs 

to be considered when working with the KPs. In addition, using the peer to peer approach is 

very important. We must ensure that we invest in training of peers.  

Question (Prince): How do we mobilize people living with HIV into cure research?  

Response (Super-charger): Only one person has been cured of HIV infection. We do have 
someone who has been in remission for 9 years after been off his HIV drugs for this period. 

We want communities to know about this but we must be careful so as not to create 

excitement so our people do not get confused about treatment and cure. As a PLHIV, my 

partner who is HIV negative recently just got on PrEP. It is time we start to think of Cure 

Research as Prevention and Treatment (CRAPT) 

Question (Prince): From your perspective, how do we as advocates advance the biomedical 

HIV prevention research agenda forward specifically in West Africa and Central Africa?  

Response (Cindra): First I would like to address a misconception around PrEP. People think 

that PrEP is mostly for men. PrEP will well as it works in women as it does for men. This is a 

myth that we have to burst. From a study conducted, the only gender difference notices is 

that for men, if you miss a day or two of PrEP in a week, you are still going to have coverage. 
However, for females, it is not as forgiving. Women need to take PrEP every day for 

protection. If it is taken every day, it works just as well as a man who is taking it every day. 

There has been less biomedical HIV prevention research in Western and Central Africa when 

compared to Eastern and Southern Africa because of the lower HIV incidence in the region. 

It’s easier to conduct research where the HIV burden is higher. In addition, the transgender 

populations are amongst those with the highest burden of HIV infection. We need to talk 

more about transgender populations in this region. How are you going to treat and prevent 

when you render a population invisible? 

It is critical that our governments start to domestically fund HIV prevention. Despite this, we 

still have Global Fund and PEPFAR. We need these organizations as well in our countries to 

fund HIV prevention. The more prevention that is implemented, the less HIV transmitted. 

This means that in the future, it would cost less money, so it is very cost effective. We can use 
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this donor money now so it would be easier for national HIV prevention efforts to be 

sustained later by our government since more people are on prevention. 

For PrEP awareness creation, starting off by engaging the social media turned out to be 

effective. Use of social media is a great tool that can be integrated in our HIV programs. 

Question (participant): In Liberia, we have over 40,000 persons living with HIV and only 

7,000 are on treatment. If the Global Fund cuts off the money that is given to us due to poor 
utilization, and the national government is not making allocation for HIV program scale up, 

what happens in that instance? 

Response (Cindra): The question borders around how we fund prevention when people 

need treatment. The first priority is to treat people who need treatment. We however have 

to do both at the same time.   

Question (Participant): When you talk about capacity enhancement, there are three 

questions that come up. For how long? What is involved? And who is entitled for the capacity 

enhancement? I ask these questions because there have been a lot of organizations taking 

money from donors in the name of LGBTI capacity enhancement and in the real sense, there 

is nothing really happening. 

 Response (Cyriqque) I understand your perspective but still capacity is critical for 

communities. When we talk about testing, who would be in the best place to test key 

population? The sex workers for instance are mostly out at night. Are you going to send a 

doctor or a nurse at night to the testing on the field? You need to build the capacity of the 

same community members to conduct those tests. This approach has been shown to be 

effective. In Liberia only a few people can perform this testing. We need to train more KPs 

that can provide this service as they would be able to reach out to more than we can expect. 

If we wait for people to come to the hospital, they won’t come because of conflicting schedule. 

Community members should also ensure that when it comes to sending someone for capacity 

enhancement training, they send the right person. You don’t just wake up and start advocacy. 

Community members need to be trained on how to conduct good advocacy and how to have 

great leadership attributes.    

Question (participant): What do we need to do as civil societies to ensure meaningful 

participation of community members especially if trials do not enter into the community 

appropriately? Because they do know that we have the right to say NO! This cannot take 

place in our community.  

Response (Margaret): One of the key things that we need to do is to call upon the various 

donors, organizations and researchers to invest in training of the communities on Good 

Participatory Practices (GPP). When we know about GPP, then we can hold researchers 

accountable because it has checklists with which we cannot hold them accountable 

objectively. Secondly, if we know what they have not done right, we should mobilize 

ourselves in the community to create a loud voice, write to them formally and follow up for 

action. If we get to know their funders, we can even reach out to them directly.  
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Question (participant): With respect to training of key populations to provide services for 

themselves: how do we handle issues of confidentiality and privacy? 

Comment (participant): As long as the research sites are the ones selecting the CAB 

members, the CABs cannot represent the community and invariably, there is no constituency 

they will report too. One of the things that we have to advocate for is that they ask 

communities to send their representatives as CAB members. These representatives’ then 
report back to the community and then actions can be taken. 

Response to comment (Margaret): With respect to meaningful participation in research, 

we need to develop accountability mechanism to be able to hold the researchers accountable. 

The communities must hold their representatives accountable as well. We must take 

deliberate actions to nominate our representatives and come up with clear terms of 

reference so that they consult us but also give us feedback.  

Last words from panelists  

Margaret: Community led service delivery is very important. Key population led 

intervention must be given highest priority. We must use the existing community structures 

if we want to see success in whatever prevention programme that we are committed to 

implement. We must also hold our government accountable to finance these prevention 

interventions. 

Cyriqque: Peer education is very effective and must be strengthened. People need to be 

trained to handle issues of confidentiality. Most times a confidentiality form is signed and 

are informed of the consequences of breaching ones’ confidentiality. Drop in centers which 

is a free and safe place for key population will enhance access to comprehensive HIV 

prevention service should be encouraged. In addition, access to self-testing kits for KPs is 

important. 

Cindra: There is money for key population advocacy through the Global Fund and PEPFAR 

and we should work very hard to access it. In closing, I would say that as communities, we 

should push our government to fund prevention and lobby for decriminalization. If you are 

interested the nitty gritty of biomedical HIV prevention, you can join AVAC advocates 

network to get all the latest updates in the field. 
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5.0. Session 4: African leadership in HIV prevention research 

5.1. Opportunities for advocacy at 

national and regional levels- 

Olayide Akanni, JAAIDS, Nigeria:  

Olayide identified the various political 

and legal framework on the continent 
that can be used to enhance biomedical 

HIV prevention at the regional, sub-

regional and country levels. These 

include the Abuja + 12 Declaration & 

Catalytic Framework to End AIDS, TB 

and Eliminate Malaria; the African 

Union Catalytic Framework to End 

AIDS, TB and Eliminate Malaria in 

Africa.   Other AU instruments that 

create the opportunities for advocacy and engagement are the AIDS Watch Africa and the 

Africa Partnership and Coordination.   

AU Catalytic Framework: HIV /AIDS  

  Vision -An Africa free of AIDS 

Guiding Principles  

National Ownership and involvement of all key stakeholders at various levels  

Universal access to HIV services  

Protection and promotion of human rights  

Adaptation of the Catalytic Framework and targets of country level with regional and global 

collaborations 

Goal: End AIDS as a public health threat by 2030 

 Strategic Directions and Approaches 

1. Ensure political commitment and 

ownership  

5. Health Systems Strengthening to ensure Universal 

Health Coverage  

2. Strengthen Strategic Information  6.Address HIV and Human Rights Issues  

3. Increase domestic and International 

financing for Health  

7. Enhance research and innovation to end AIDS 
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4.  Support Community Ownership  8. Strengthen HIV Interventions for cross border and 

cross country populations  

Regional initiatives include the Office of the first ladies (OAFLA), regional parliamentary 

bodies, African Civil Society Networks such as the African Civil Society Health Platform, and 

cross border HIV Prevention Initiatives.  

 At the country level, HIV prevention advocacy needs the support of political and religious 

leaders as well as influential role models from the arts, music, business, media and sports. In 

the past, advocacy for HIV prevention involved only ad hoc, short-term special events.  

Ongoing technical and strategic advice for leaders is needed to keep them informed of 

scientific developments and priority prevention communication needs, in particular at 

country and local levels. Leaders’ personal commitment as role models and advocates can 

transform people’s norms. Leaders can raise community awareness and influence norms 
regarding HIV prevention, including condom use, pre-exposure prophylaxis (PrEP), 

voluntary medical male circumcision and early treatment.  

Country level actions include creating effective packages of investments on HIV prevention 

strategy for decision-makers, drive the need for use of combinations of these proven high-

impact tools implemented through context specific evidence-based behavioural and 

structural. Players should include the health and non-health sectors. Emphasis that financial 

commitment to HIV prevention now saves money in the future. A UNAIDS modelling exercise 

suggests that nearly 25% of future HIV investments should go to effective combination HIV 

prevention interventions, with the rest supporting treatment and critical enablers, to 

achieve the 90–90–90 targets1 and reduce new HIV infections by 75%. CSOs can engage by 

demanding that HIV prevention programmes should be based on evidence, advocate for 
National plans that achieve scale and coverage; and advocate for investment in HIV 

prevention research that has plans that engage the community.  

 

5.2. Opportunities to link with the Vaccine Advocates Resource Group - Tian Johnson, 

VARG, South Africa:  

One of the aims of the Vaccine 

Advocates Resource Group is to build 

capacity the capacity of advocates to 

engage with the vaccine research 

science. The group had been holding 

ranges of discussion with researchers 
since 2003. The group only coalesced 

in 2017 when it met in Kenya to 

develop its strategic plan. As individual members of VARG, we each interact with our own 

specific sets of passion, experience and background. One of the issues that became very clear 

to us is the issue of intersections and though traditionally and historically, vaccine 
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researchers view their work in isolation. We learned that issues of access to existing 

commodities. Without a vaccine, we will not end AIDS. We need to keep our eye on the ball 

while at the same time realising that there are gaps and we need to hold our government, 

donors and communities to account, to ensure that the products that exists right now are 

made available. We realise all other existing prevention tools are important and 

conversations are gravitating towards PrEP access.  PrEP works if you put it into your mouth! 
Going forward in 2018, you can visit the VARG website (www.varg.org), sign up as a friend 

of the VARG and get updates. The HIV Vaccine Advocacy Day is also a very important day for 

us where we create HIV vaccine awareness across the globe through active engagement of 

journalists. 

5.3. Launch of AFNHi-Rosemary Mburu, WACI Health, Kenya:  

The group was conceptualized following the 2011 ICASA meeting in Addis Ababa where it 

was observed that there was little discussion 

about biomedical HIV prevention research at the 

conference. In 2012, at the Abuja +12 AU 

meeting, the discussion on how to expand 

discussion about biomedical HIV prevention 
research was further expanded. At the 2013 

ICASA meeting, this conversation was further 

broadened through discussions with NHVMAS 

IAVI and support from AVAC when we hosted a 

symposium at the conference. That symposium 

helped to maintain conversations around HIV 

prevention research within ICASA. The first 

edition of the biomedical HIV prevention forum was then hosted by NHVMAS and WACI 

Health in Abuja Lagos, the second edition was then hosted as a pre-conference during the 

2015 ICASA conference in Harare. This was a milestone because biomedical prevention had 

never been at the ICASA conference. Building on the first edition held in Nigeria, we were 

able to work with Society for AIDS in Africa and the BHPF became an official preconference 

in ICASA.  

Few years ago, a few of us came together to concretize this decision to see how we can set 

up a movement that can help to build the structure to a network. That is what today, we call 

AFNHI (Africa Free of New HIV Infection). AFNHI aims at organizing civil societies and 

communities across Africa to continue these conversations beyond the ICASA so we can 

advance advocacy, policy and regulatory work in between big events. AFNHI is inspired by 

the common vision around an Africa free of new HIV infections. It is an African centered and 

led network which aims at having civil societies and communities support a process that sets 

the research agenda in Africa. 

http://www.varg.org/
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6.0 EVALUATION FORM FOR BHPF, 2017 

6.1 Please provide us with some feedback about Workshop for week one module. 

Please indicate your overall satisfaction 
with the content of each of the modules: 

Please circle one (N=31) 

Excellent  Good Average Poor 
Very 
Poor 

1 – The content of the meeting   
11(35.5

%) 
20 

(64.5%) 
- - - 

2 – The opportunity to make new connections 
8 

(25.8%) 
17 

(54.8%) 
6 

(19.4%) 
- - 

6.2 Any other comments? 

 
 No opportunity presented itself for networking, maybe it was because of how the room 

was setup. Everyone held to their own, including myself  

 Surprised to see some people from my country so we were able to map out strategies 

together 

 The content was excellent although the time allocated was not enough 

 A lot of exchange of contact is happening  

 I met several people especially from francophone countries in Africa  

 There was lack of inclusion of other burning issues and other equally vulnerable groups 

for instance young lesbians, transwomen and young people who inject drugs   

 

 

 

 

 

 

 


