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Foreword
I am very pleased to be associated with the launch of the HIV and AIDS Education and
Prevention Plan 2008 – 2012, prepared by the Education and Prevention Sub-Committee
of the National AIDS Strategy Committee.

HIV is a preventable illness. The challenge for the future must be to aim at reducing the
number of people who become infected with HIV in the first instance. This can only be
achieved through organisations working in partnership and delivering services based on
the best available evidence. This report sets out key areas for action and I hope that it will
assist those who plan, manage and deliver services in their efforts to prevent people
becoming infected with HIV.

The importance of listening to and learning from people living with HIV is essential to
effective HIV and AIDS education and prevention. This is a guiding principle of this action
plan and I strongly urge those implementing this plan to maintain a commitment to
hearing the voices of those living with HIV.

The Education and Prevention Sub-Committee's work in delivering the first Irish Study of
Sexual Health and Relationships (ISSHR) has provided a strong foundation for all future
HIV and AIDS education and prevention activity. The data contribute to an informed
understanding of the factors related to the broad spectrum of sexual behaviour and
practice. The study allows us to develop a greater insight into the contribution that
individual behaviours, appropriate service development and education and prevention
activities can make to securing good sexual health and avoiding negative outcomes. It
also underlines the need to develop appropriate responses in relation to sexual health
inequalities, sexual practices and behaviours, sex education and lifelong learning, and
service development and planning.

Finally, I want to thank all those who gave freely of their time to complete this report: the
Sub-Committee members, the National University of Ireland, Galway, and participants at
the National Consultation Day – all have contributed their expertise, on-the-ground
knowledge and enthusiasm to ensure that this report can have meaning to those planning
and delivering services.

Ireland's integrated response to HIV to date has proved effective – it is my hope we can
maintain and build on this into the future.

Mary Wallace, TD
Minister for Health Promotion and Food Safety
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Message from the Chairperson
I am very pleased to present this HIV and AIDS Education and Prevention Plan for the
period 2008 – 2012.

This plan sets out the way forward for HIV and AIDS education and prevention in Ireland
for the next 4 years. It follows on from the Education and Prevention recommendations
contained in the AIDS 2000 report. It has been informed by a review of the evidence of
international best practice, current research findings, epidemiological trends and feedback
from a National Consultation Day. This plan is intended to direct service development and
prioritise resources for HIV and AIDS education and prevention. It is our intention to
ensure that while there is a population focus on HIV and AIDS education and prevention,
there also needs to be a focus on the more vulnerable 'at risk' groups.

One of the cornerstones in the development of this plan was the importance of basing
any actions on what is known and proven to be effective in HIV and AIDS education and
prevention. An up-to-date review of the evidence of international best practice is included
and this will be of great benefit to all those involved in the planning and delivery of HIV
and AIDS education and prevention programmes and initiatives.

Working in partnership is essential for the success of HIV and AIDS education and
prevention. The value of working together as a group in true partnership and in giving
back what you take out is demonstrated in this plan: statutory agencies, non-
governmental organisations and individuals have been working together in partnership
to develop this plan and are now equally committed to ensuring it has the greatest
possible impact on implementation.

I would like to thank the members of the Education and Prevention Sub-Committee for
all their hard work in writing this plan. I would also like to thank Siobhán O'Higgins and
Professor Margaret Barry from the National University of Ireland, Galway, who carried out
the review, those who participated in the National Consultation Day and all those involved
in the drafting and re-drafting of this plan.

I believe that the initiatives and actions included within the HIV and AIDS Education and
Prevention Plan will benefit the lives of many and will ensure that all of us with a
responsibility to protect and promote health are directed by the best available evidence.
I look forward to guiding the implementation of this plan in the coming years.

Dr. Nazih Eldin
Chairperson

Education and Prevention Sub-Committee
of the National AIDS Strategy Committee
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Introduction
Although AIDS remains a complex and incurable disease, it is preventable. International
publications clearly highlight that the AIDS epidemic can only be reversed if effective HIV
prevention measures are intensified in scale and scope. As the UNAIDS Policy Position
Paper of July 2005, entitled Intensifying HIV Prevention, stated: 'In response to the urgent
need for action to reduce the growing numbers of new HIV infections, the board [of
UNAIDS] strongly endorsed a new policy approach to intensify HIV prevention efforts.
This policy position paper outlines essential principles, policy and programmatic actions
that are needed to get ahead of the HIV epidemic' (UNAIDS, 2005). While AIDS-related
morbidity and mortality have improved in many high-income countries due to the
availability of antiretroviral treatment, the rate of new infections continues to increase,
posing a threat to the whole AIDS response.

The underlying dynamics of the HIV/AIDS epidemic need to be addressed and this entails
intensifying the implementation of HIV prevention measures. Safer sex is the single most
effective method of preventing HIV transmission. It is estimated that comprehensive HIV
prevention initiatives could reduce up to 63% of new HIV infections expected to occur up
to 2010 (Stover et al, 2002). HIV prevention, if adequately resourced, can have a major
impact on halting and reversing the spread of HIV/AIDS and can also impact on reducing
sexually transmitted infections (STIs) and improving sexual health.

In Ireland, the available epidemiology data indicate that the issues related to the increase
in HIV and AIDS are similar to those experienced elsewhere in the European Union and
other highly industrialised countries.

This report presents a 4-year plan for HIV and AIDS Education and Prevention in Ireland
for the period 2008 – 2012. In developing this plan, the Education and Prevention Sub-
Committee of the National AIDS Strategy Committee commissioned the National
University of Ireland, Galway, to provide a review of:

• international publications and policy developments;

• the current situation in Ireland in terms of epidemiology, trends and structures;

• evidence of best practice in HIV and AIDS prevention and education.
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Structure of report

Chapter 1 of this report explores the international context of HIV and AIDS prevention,
outlining key international Declarations of Commitment and policy developments. A
number of national strategy documents from a selection of high-income countries are
reviewed in relation to the core principles and key actions guiding their national-level
responses to HIV and AIDS prevention.

Chapter 2 considers the current situation in Ireland, starting with an overview of the
epidemiology of HIV and AIDS in the country. A summary of findings is then presented on
the progress achieved on the 19 recommendations made to the Education and Prevention
Sub-Committee after the National AIDS Strategy Committee’s report of 2000. The
findings of key studies are examined in order to illustrate the situation in Ireland regarding
sexual knowledge, attitudes and behaviours, and sex education. Finally, the current
structures in operation to support the implementation of this HIV/AIDS Education and
Prevention Plan are examined.

Chapter 3 sets out the way forward for HIV and AIDS education and prevention in
Ireland, with key priorities discussed and a detailed Action Plan given for implementation
in 6 key areas over a 4-year timeframe (2008-2012).

In an effort to inform the practice of those involved in the planning and delivery of HIV
and AIDS education and prevention programmes and initiatives, Appendix 1 focuses on a
review of evidence-based international best practice in relation to HIV and AIDS
prevention and education, including a range of effective intervention approaches that
address the needs of particular population groups. Appendix 2 provides an overview of
issues emerging from the National Consultation Day held with the main stakeholders
(Dublin, November 2006) and highlights key issues for the future in the fight against
HIV/AIDS.

An extensive Bibliography of national and international literature is included in
the report.



This chapter provides an overview of the key international policy
developments on global HIV prevention, including a selective review of
national-level strategies. The key principles and priority actions highlighted in
these documents are outlined since they provide the basis on which to
develop effective policy and action in the Irish context.

Chapter 1
Review of International Commitments
and Priorities
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International Declarations of Commitment on HIV and AIDS

In June 2001, Heads of State and Representatives of Governments met at the United Nations General
Assembly 26th Special Session, to review and address, as a matter of urgency, the problem of
HIV/AIDS in all its aspects. Their aim was also to secure a global commitment to enhancing
coordination and intensification of national, regional and international efforts to combat the
pandemic in a comprehensive manner. This UN meeting was a landmark in global efforts to respond
to the AIDS crisis and its theme of 'Global crisis requiring global action' served to underline the need
for urgent attention. Recognising that the global HIV/AIDS epidemic, through its devastating scale and
impact, constitutes a global emergency and one of the most formidable challenges to human life and
dignity, the UN Special Session also served to remind the world that there was hope. With sufficient
will and resources, communities and countries could change the epidemic's deadly course.

The Declaration of Commitment on HIV/AIDS 2001 (Global crisis – global action) was issued at
that UN General Assembly meeting, with 189 Member States committing themselves to an urgent,
coordinated, comprehensive and sustained response to the HIV and AIDS epidemic, building on the
experience and lessons learned over the past 20 years (UN, 2001). The Declaration established the
agenda for a global response to the ongoing AIDS epidemic and created a blueprint for national and
international strategies to halt and begin to reverse the global epidemic. Time-bound targets were set
for the delivery of effective HIV prevention, treatment, care and support.

The need to intensify HIV prevention efforts at global, national and regional levels has been reiterated
in international agreements since 2001, with commitments to accelerate the implementation of the
UN Declaration of Commitment 2001 and to reach the targets set by that agreement:

• the Dublin Declaration (February 2004) on Partnership to fight HIV/AIDS in Europe and
Central Asia;

• the Vilnius Declaration (September 2004) on Measures to strengthen Responses to HIV/AIDS
in the European Union and in Neighbouring Countries;

• the Bremen Declaration (March 2007) on Responsibility and Partnership – Together Against
HIV/AIDS.

The UNAIDS Policy Position Paper 2005 sought to energise and mobilise an intensification of HIV
prevention, with the aim of ensuring universal access to HIV prevention and treatment (UNAIDS,
2005). The paper outlined the rationale for intensifying HIV prevention and the key actions that must
be central to the HIV-prevention response, including the core principles underlying these actions and
the scaling up of HIV prevention at country level. Twenty-five years into the epidemic, it was declared
that the global response needs to be strategic, recognising the need for long-term commitment and
capacity-building, using evidence-informed strategies to address the structural drivers of the epidemic.
It was necessary to move away from responses that are episodic and based on crisis management; as
the UNAIDS 2006 Report stated, 'AIDS is exceptional and the response to AIDS must be equally
exceptional' (UNAIDS, 2006).

Resulting from this, the UN General Assembly Special Session in 2006 reviewed the 2001 Declaration
and issued the Political Declaration on HIV/AIDS 2006, reaffirming the global commitment and
stating that 'the prevention of HIV infection must be the mainstay of national, regional and
international response to the pandemic' (UN, 2006).

At EU level, the EU Communication on Combating HIV/AIDS within the European Union and in the
Neighbouring Countries, 2006-2009 set out the main lines of action until 2009 (European
Commission, 2005). TheWorld Health Organization's 2006 Report on HIV and AIDS in Europe
urged that the lessons learned internationally be applied to the 'accelerating incidence of HIV in
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eastern Europe [which] poses one of the region's most important public health challenges today'
(WHO, 2006a). The European Centre for Disease Prevention and Control (www.ecdc.eu.int) has
included HIV and AIDS as part of its brief and is actively engaged with Member States in setting
priorities for action.

National strategies on HIV and AIDS

To inform the development of this new HIV and AIDS Education and Prevention Plan for Ireland, six
existing national strategies, representative of industrialised high-income countries, were reviewed. This
examination showed that although all the jurisdictions communicate through English, their contextual
realities, although remarkably similar in some instances, were unique in others. The national strategies
reviewed were:

• Australia (2005) National HIV/AIDS Strategy: Revitalising Australia's Response 2005-2008
(Department of Health and Ageing, 2005).

• Canada (2003 and 2005) 2003-2004 HIV/AIDS Work Plan: Canadian Strategy on HIV/AIDS
and Leading together: Canada takes action on HIV/AIDS (2005-2010) (Canadian Public Health
Association, 2003 and 2005).

• New Zealand (2001) Sexual and Reproductive Health Strategy – Phase One (Ministry of
Health, New Zealand, 2001).

• Scotland (2005) Respect and Responsibility: Strategy and Action Plan for Improving Sexual
Health (Scottish Government Publications, 2005).

• England (2001) Better prevention, Better services, Better sexual health: The National Strategy
for Sexual Health and HIV (Department of Health, UK, 2001).

• Wales (2000) A Strategic Framework for promoting Sexual Health in Wales (National Assembly
for Wales, 2000).

Based on the review of international policy documents and selected national strategies, a number of
key principles and priority actions have been identified and accepted as core for inclusion in all
effective HIV and AIDS prevention plans (see below). Although the principles are held in common, the
national strategies have a range of priority actions, depending on whether their focus is on
responding to HIV and AIDS, or taking a broader view of the sexual health of the general population.
The Canadian and Australian strategies, for example, both focus on HIV and AIDS, while those from
England, Scotland, Wales and New Zealand include preventing sexual ill-health and focus on the
broader context of sexual health and its influences.

Principles of effective HIV and AIDS prevention

National strategies and international bodies like UNAIDS and WHO agree that all HIV prevention
efforts and programmes must have the following as their fundamental basis:

• The promotion, protection and respect of human rights, including gender equality.

• Differentiated and locally adapted to the relevant epidemiological, economic, social and
cultural contexts in which they are implemented.

• Evidence-informed, based on what is known and proven to be effective, and investment to
expand the evidence base should be strengthened.

• Comprehensive in scope, using the full range of policy and programmatic interventions
known to be effective.
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• HIV prevention is for life; therefore both delivery of existing interventions, as well as research
and development of new technologies, require a long-term and sustained effort,
recognising that results will only be seen over the longer term and need to be maintained.

• HIV prevention programming must be at a coverage, scale and intensity that is enough to
make a critical difference.

• Community participation of those for whom HIV prevention programmes are planned is
critical for their impact.

These principles are discussed in further detail below.

Human rights and social justice
All HIV prevention efforts and programmes must have as their fundamental basis the promotion,
protection and respect of human rights, including gender equality. The creation of an enabling
environment is underpinned by the principles of social justice; human rights; promoting respect and
responsibility; accessibility; recognising the diversity of moral, cultural and ethical views; equity;
participation; and empowerment. In order to prevent the transmission of HIV and to improve care,
both the behaviours that put people at risk (i.e. unsafe sex and sharing syringes) and the broader
social determinants of health must be addressed. Social factors, unequal power relationships and
poverty also impact on the ability of people living with HIV and AIDS to maintain their health or make
healthy choices.

Equally, HIV epidemics thrive on stigma and discrimination. The Australian, Canadian and English
national strategies on HIV/AIDS (see above) explicitly make reference to reducing stigma and
discrimination experienced by those living with HIV and AIDS. Combating stigma and discrimination is
clearly a large part of a non-partisan approach. The UN Political Declaration on HIV/AIDS 2006
commits governments to 'intensify efforts to enact, strengthen or enforce, as appropriate, legislation,
regulations and other measures to eliminate all forms of discrimination against people living with HIV
and members of vulnerable groups' (UN, 2006, p. 4).

Meaningful and active participation by people with HIV and communities at risk
The early and comprehensive involvement of members of priority communities/groups is essential for
effective implementation of HIV prevention programmes (UNAIDS, 2005). Community participation of
those for whom the programmes are planned is critical for their impact. Similarly, involving people
living with HIV in the design, implementation and evaluation of prevention strategies will ensure that
interventions address their distinct prevention needs.

Improving the lives of those living with HIV and AIDS features prominently in the English, Canadian
and Australian national strategies. Within an environment based on the ideals of social justice,
meaningful and active participation by people with HIV and communities at risk will ensure that:

• the stigma and discrimination associated with HIV is reduced;

• there is prevention of further transmission;

• care and living conditions will be improved.
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Evidence-based practice and research
The Canadian national strategy states that 'to stop the epidemic, our programs must be better
tomorrow than they are today'. Any effective response to HIV and AIDS needs strategic planning
based on good quality science and surveillance, as well as respect for the local cultural norms and
values (WHO, 2007). HIV prevention is for life; therefore both delivery of existing interventions, as well
as research and development of new technologies, require a long-term and sustained effort,
recognising that results will only be seen over the longer term and need to be maintained (UNAIDS,
2005). The English national strategy stresses that 'effective commissioning of HIV and AIDS prevention
needs up-to-date evidence of what and how different interventions work'.

HIV prevention actions must be evidence-informed, based on what is known and proven to be
effective. There is a need for greater investment in expanding and strengthening the evidence base so
that it can be translated into effective policy and practice. Research plays a critical role in providing an
evidence base in order to inform interventions and policy decisions. It also produces data that will
contribute to greater understanding of how HIV affects individuals and communities, while also
ensuring that the epidemic can be tracked and monitored. The English national strategy explores the
areas where more research is necessary; these include exploring the link between drugs, sex, alcohol
and the identification of effective interventions.

Comprehensive provision
HIV prevention programmes must be of a coverage, scale and intensity that can make a critical
difference (UNAIDS, 2005). The national strategies reviewed all adhere to health promotion principles
and utilise harm-reduction strategies in order to reduce the transmission, personal and social impact,
and loss of quality of life caused by ill-health. To achieve this, the following actions are emphasized:

Interventions need to be targeted and tailored
HIV prevention programmes must be differentiated and locally adapted to the relevant
epidemiological, economic, social and cultural contexts in which they are implemented (UNAIDS,
2005). The theme of participation and social justice is reflected in the principle of making all
programmes and services appropriate to the cultural norms in relation to gender, age, ethnicity,
disability and population groups. There is huge diversity within communities and groups when it
comes to issues like substance abuse, relationships, sex and sexual orientation. Strategies need to
recognise the key role that cultural norms and beliefs may play in supporting prevention efforts, as
well as the potential they have to fuel HIV transmission (UNAIDS, 2005). There is also a need to
promote greater gender equality and address gender norms and relations in order to reduce the
vulnerability of women and girls, involving men and boys in this effort. Actions need to support the
mobilisation of community-based responses throughout the continuum of prevention, care and
treatment. Both the Australian and Scottish national strategies also stress the importance of creating
sexual health services that people can relate to and afford.

Integrated service provision
The international and national strategies agree that the most effective integrated HIV prevention
programmes should operate at all five levels listed in the Ottawa Charter, namely – building healthy
public policy; creating supportive environments; strengthening community action; developing personal
skills; and re-orienting health services (WHO, 1986).

The UNAIDS Policy Position Paper (2005) highlights the necessity of supporting the mobilisation of
community-based responses throughout the continuum of prevention, care and treatment. The
themes of integrating and coordinating services are common across all the national strategies
reviewed. For example, the Welsh national Action Plan states that 'environments will be created in
which service providers can work in collaboration and integration'.
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Development of workforce in sexual health
There is a recognised need to develop a skilled and confident workforce in the area of sexual health.
Development and capacity-building of the workforce underpins most strategies in relation to both
generic and specialist services. The English national strategy, for example, sets out a list of principles
to continuously improve services and recommends 'programmes of professional education, training,
information and research to support continuous improvement in quality'.

Services responsive to changing needs
The need for a sustained response where prevention and treatment of HIV are linked and require
long-term programmes and services is apparent in the national strategies reviewed. Monitoring and
evaluation of the programmes and services is advised, so that learning from experience is
incorporated to ensure their continual improvement. The Canadian national strategy makes the
following points on creating effective sustainable and sustained services:

• prevention information must be delivered many times in many different ways;

• prevention programmes must be adaptable to new knowledge and changing needs;

• prevention programmes must be developed for and by people living with HIV and AIDS as part
of life-long disease management;

• treatment programmes must respond to the needs of people with HIV and AIDS.

Shared responsibility
The Dublin Declaration 2004, the Bremen Declaration 2007 and the UN Political Declaration 2006
reiterated and reinforced the need for a shared responsibility in HIV prevention efforts and the need to
work through partnership approaches involving all levels of civil society – the State, people living with
HIV and AIDS, as well as private/corporate bodies – in order to mobilise all levels of a society's
resources in the fight against HIV and AIDS. In addition, there must be strong partnerships between
international and national governments. The Canadian national strategy emphasizes the need for
'partnerships between jurisdictions, within the healthcare system and with other sectors beyond
health that have an impact on HIV, like social services, education, housing and justice'.

Priority Actions for HIV prevention

The following priority actions to intensify programmes of education and prevention on HIV and AIDS
are cited in the UNAIDS Policy Position Paper 2005:

1. Ensure that human rights are promoted, protected and respected, and that measures are
taken to eliminate discrimination and combat stigma.

2. Build and maintain leadership from all sections of society, including governments, affected
communities, non-governmental organisations, faith-based organisations, the education
sector, media, the private sector and trade unions.

3. Involve people living with HIV in the design, implementation and evaluation of prevention
strategies, addressing the distinct prevention needs.

4. Address cultural norms and beliefs, recognising both the key role they may play in supporting
prevention efforts and the potential they have to fuel HIV transmission.

5. Promote gender equality and address gender norms and relations to reduce the vulnerability
of women and girls, involving men and boys in this effort.

6. Promote widespread knowledge and awareness of how HIV is transmitted and how infection
can be averted.



9Review of International Commitments and Priorities

7. Promote the links between HIV prevention and sexual and reproductive health.

8. Support the mobilisation of community-based responses throughout the continuum of
prevention, care and treatment.

9. Promote programmes targeted at HIV prevention needs of key affected groups and
populations.

10. Mobilise and strengthen financial and human and institutional capacity across all sectors,
particularly in health and education.

11. Review and reform legal frameworks to remove barriers to effective, evidence-based HIV
prevention, combat stigma and discrimination, and protect the rights of people living with
HIV or vulnerable or at risk to HIV.

12. Ensure that sufficient investments are made in the research and development of, and
advocacy for, new prevention technologies.

Raising public awareness
Promotion of widespread knowledge and awareness of how HIV is transmitted and how infection can
be averted is a common priority action area in all the national strategies reviewed. Within every
jurisdiction, issues arise on how to communicate such messages in different languages to the diverse
cultures that exist within each society. The Australian strategy stresses that current education and
prevention messages need to be refocused to address the increase in HIV and sexually transmitted
infections. The Canadian strategy aims to ensure that public misconceptions are dispelled and
continued funding for HIV and AIDS prevention and education is secured; it also states that a
community that is made aware of the link between the determinants of health and HIV is more likely
to support social justice-based services and programmes. The English strategy aims 'to ensure
information gets to people where they are, where they need it and when they need it' and states that
national campaigns can provide the backdrop for more targeted local prevention.

People's sexual behaviours can be impacted upon, both positively and negatively, by 'community
attitudes, social and cultural values, social support and media representations', as the New Zealand
strategy states. In order to ensure that the programmes remain relevant and reinforce safer practices,
the delivery of educational and prevention messages and programmes must take account of the
changing nature of communities, society and HIV itself.

Leadership
In its Overview of HIV Prevention, the international AIDS charity AVERT (www.avert.org) states:
'To be successful, a comprehensive HIV prevention programme needs strong political leadership.
This means politicians and leaders in all sectors must speak out openly about AIDS and not shy away
from difficult issues like sex, sexuality and drug use.'

The national strategies examined indicate that in order to create social environments supportive of
safer sex and injecting practices, each jurisdiction needs to foster continuing debate and discussions
on its common values in relation to the complex issues of sexuality, risky behaviours and motivation.

Sexual health education
Sexual health education features strongly in most of the national strategies reviewed. School
programmes on sexual education are viewed as being integral to building and promoting skills with
young people. Programmes involving the development of personal and social skills (e.g. assertiveness,
self-identity, self-esteem and relationship-building) should begin at nursery and primary school level,
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according to the Scottish national strategy. The value of continuing to provide high-quality
information is stressed, particularly messages about delaying the commencement of sexual activity,
preparedness for the first sexual encounter and targeted messages about safer sex. The New Zealand
national strategy highlights education in schools as a key area for action, emphasizing that
programmes should 'promote positive sexuality and sexual health … and should comprise of
alternative ways to express relationships'. It also states that educational initiatives should begin at a
younger age and target young people with disabilities. Parents and teachers, as primary educators,
have a key role and responsibility, and are acknowledged as requiring support in the delivery of
such programmes.

Harm-minimisation approaches
Countries that implement needle exchange programmes at an early stage in the drug-using cycle and
provide other complementary services (e.g. cleaning equipment and counselling interventions) have
significantly reduced the transmission of HIV by people who inject drugs. Early interventions have 'the
potential to radically change the course of HIV disease in Canada and around the world', according to
the Canadian national strategy. All the strategies reviewed stress that the success of needle and
syringe programmes can limit the potential impact of HIV and AIDS in the population groups of
injecting drug users (IDUs) and prisoners.

The Australian national strategy states that condoms 'have been repeatedly demonstrated to be the
cheapest, most readily accessible, safe and practical way to prevent sexual transmission of HIV and
some other STIs'. The provision of condoms is advocated by all national strategies. In relation to
service provision for IDUs, the focus has been on their 'single identity' as drug users and may have
ignored the sexual aspects of their lives.

Comprehensive prevention
Responses to the HIV/AIDS epidemic need to be comprehensive, using programmes that include peer-
led initiatives as well as community-based prevention interventions. Intensifying prevention efforts is
directly linked to strengthening diagnosis, treatment, care and support, as well as addressing
secondary prevention issues. In order to achieve this, the national strategies reviewed are mapping the
services and programmes available in order to ensure that delivery is enhanced and intensified.

Addressing the social factors driving the epidemic
Social inequities fuel the HIV/AIDS epidemic. Legislation designed to protect the rights of people living
with HIV and to raise awareness of human rights' issues are stressed in the Canadian national
strategy, which states that effective prevention responses 'recognise and address the broad
determinants of health that make people vulnerable to HIV and to disease progression'. Similarly, the
Australian strategy believes that sustaining a supportive social, legal and policy environment will
encourage people living with HIV and AIDS and affected communities to:

• support and promote education and prevention;

• respond to education;

• access voluntary testing and treatment services;

• participate effectively in all levels of the response.
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Priority population groups

To ensure HIV and AIDS education and prevention efforts are targeted to meet the needs of key
affected groups and populations, UNAIDS and many other national strategies identify priority
population groups. (It is important to note that it is not membership or identification with these
groups that is, of itself, a high risk and also that these groups are not necessarily homogeneous and
may hold their own 'at risk' sub-groups.) These priority population groups are:

• young people;

• women;

• injecting drug users (IDUs);

• men;

• men who have sex with men (MSM);

• female and male sex workers;

• prisoners;

• people living with HIV and AIDS;

• people from countries where HIV is endemic;

• children affected by HIV and AIDS.

Successful approaches for changing individual behaviour and for peer-led interventions (which are
relevant for all these population groups) usually involve the following key elements:

• increasing participants' ability to communicate effectively about sex;

• facilitating participants to increase their skills in using condoms;

• personalising risk;

• getting participants to accept that avoiding risks is a social norm and then reinforcing and
supporting this message in order to sustain risk-reducing behaviours;

• at individual level, interventions need context-specific information and skills.

Young people
According to Monash and Maly (2006), 'The HIV epidemic varies greatly in different regions of the
world, but in each of these epidemics young people are at the centre, both in terms of new infections
as well as being the greatest potential force for change if they can be reached with the right
interventions'.

Nearly half of the new HIV infections worldwide occur in young people, aged 15-24 (UNAIDS, 2005).
In Ireland, between the years 2000 and 2004, 67% of STIs occurred in under-30 year-olds (HPSC,
2005b). Research has found that the strongest predictor of present and intended future sexual
behaviours is past sexual behaviour (Docherty, 2002). Preparing young people for their first sexual
encounter has been found to delay the onset of sexual activity and also to be crucial for safer sex
practices. Young people are clearly a suitable group for tailored and targeted interventions, which
need to be sensitive to the participants' age-related cognitive, emotional and sexual development.
Gender issues are crucial among young people as they attempt to assert themselves in their new adult
roles. Gender expectations and gender power relationships influence sexuality and act as barriers to
safer sex practices. Studies have shown that the patterns of young people seeking information are
also gender-specific (Women's Health Council, 2006).
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WHO (2001) listed prerequisites for interventions with young people and stressed the important role
of school-based approaches. It is widely acknowledged that school and teachers can have an
enormous influence on shaping young people's emotional development and behaviour (Atkinson and
Hornby, 2002). Ellis and Grey (2004) conclude that school-based sex education can be effective in
reducing sexual risk behaviour; there was also promising review-level evidence that sex education
does not increase sexual activity and that it is more effective if begun before the onset of
sexual activity.

Swann et al (2003) found strong evidence for the effectiveness of interventions aimed at preventing
teen pregnancy that linked school-based sex education to contraceptive services. No strong evidence
has been found for the effectiveness of abstinence-only approaches in preventing pregnancy. Santelli
et al (2006) stated that the fall in teen pregnancy in the USA is mostly due to increased contraceptive
use, not abstinence-focused sexuality education. The Crisis Pregnancy Agency in Ireland (2004) found
little evidence to support the view that abstinence programmes delay initiation of sexual intercourse
or reduce sexual risk behaviours.

Pedlow and Carey (2003) found that certain factors impact on the effectiveness of sex education
programmes. These include the extent to which the programme focuses on specific skills for reducing
sexual risk behaviours; the duration and intensity of the programme; and what kind of training is
available for facilitators. Johnson et al (2003) observed that intensive behavioural interventions
reduced sexual HIV risk because they increased skills acquisition, sexual communications and condom
use, as well as delaying the onset of sexual activity and decreasing the number of sexual partners.
Cowan (2002) suggests that young people's sexuality is learned and that learning is influenced by
cultural as well as personal factors.

Marston and King (2006) reviewed 268 international qualitative studies of young people's sexual
behaviour, published over a period of 14 years (1990-2004). Their report explored why – even where
condoms were freely available (accessibility), information was imparted and understood (knowledge)
and the necessary skills developed and practised (self-efficacy) – young people still chose not to
practise safer sex. Seven key themes emerged from their analysis:

• young people assess potential sexual partners as 'clean' or 'unclean';

• sexual partners have an important influence on behaviour in general;

• condoms are stigmatised and associated with lack of trust;

• gender stereotypes are crucial in determining social expectations and, in turn, behaviour;

• there are penalties and rewards for sex from society;

• reputations and social displays of sexual activity, or inactivity, are important;

• social expectations hamper communications about sex.

These findings by Marston and King (2006) illustrate the critical role of social influence on behaviour,
especially among young people. This indicates that interventions that provide information and
condoms without addressing the social factors will only tackle part of the problem.

Women
The United Nations Population Fund in its State of the World Population 2005 commented on the
position of women and HIV (UNFPA, 2005): 'The ability of women to protect themselves against HIV is
often restricted by imbalances in decision-making power, gender-based violence, economic insecurity
and harmful practices … Young women are at especially high risk. Those who are poor, female and
young often have the least power and opportunity to protect themselves.'
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The vulnerability of women to HIV infection can be categorised in two main areas, where socio-
cultural factors interplay with physiological factors to place women at increased risk:

• Women often have little choice or power to negotiate safer sexual practices due to gender
inequity, economic vulnerability and cultural practices and norms that favour male sexuality
and power. These factors may also contribute to barriers to effective care and support for
women, as well as increasing their susceptibility to HIV infection.

• Two physiological factors increase women's vulnerability in terms of sexual transmission of HIV:

• the sensitive nature of the mucosal lining of the vagina and cervix, combined with its large
surface area;

• the large concentration of HIV virus present in infected male semen (as compared to female
secretions).

Pregnancy confers additional risk, with women having the burden of worry about transmitting the
virus to their children.

Studies have found that the fragility of a girl's reputation can limit young women's ability to discuss
contraception openly with a sexual partner (Murphy-Lawless et al, 2004; Women's Health Council,
2006). Raising the issue of condoms means potentially entering the contentious domains of trust and
fidelity; the male condom has become synonymous with disease, infidelity and casual sex (Marston
and King, 2006; Layte et al, 2006). Interventions that directly empower women can have a major
public health impact by challenging socio-cultural practices, which may contribute to risky sexual
behaviour. Shepherd et al (1999) found that increased knowledge strengthened women's desire to
protect themselves and communicate this to their partners.

Interventions have relevance to all women, regardless of their sexual orientation. Lesbian women are
an almost forgotten group in the discourse on HIV prevention. Their gender automatically confers
some risk. Recent studies indicate that lesbian women may be at risk not only from any previous
heterosexual relationships, but also through their current homosexual relationships (Bailey et al, 2004;
Marrazzo et al, 2005). Hughes and Evans (2003) found that about 1 in 5 women who have never had
heterosexual intercourse have human papillomaviruses (HPVs, causing, for example, genital warts or
leading to cervical cancer) and 10% of lesbian women have a history of STIs. The most efficacious
interventions specifically targeted at women are tailored to their unique issues and circumstances, and
focused on the relationship and negotiation skills necessary to enact condom use with a partner (Mize
et al, 2002; Exner et al, 2003).

Injecting drug users
Injecting is an even more effective way of spreading HIV than sexual intercourse. In most developed
countries, including Ireland, the second most common transmission route for HIV is among men and
women who inject drugs. Injecting drug use is illegal in most countries and so it is difficult to know
exactly how many people inject drugs and how many share their equipment. Some of those who use
injection drugs may then avoid prevention and treatment programmes. The sexual partners of people
who inject drugs are at high risk, even if they do not inject. Practices for reducing the risk of blood-
borne transmission, in order of efficacy, can be listed as:

• stop injecting drug use – change to other methods of taking the drug (e.g. ingesting);

• use sterile needles every time: needle exchange programmes have been found to be cost-
effective and not to increase drug use, while opportunistic sexual health promotion can occur
with individuals when exchanging needles;

• do not share injecting equipment;

• clean equipment between uses.
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Injecting drug users (IDUs) need to develop skills in reducing two types of risk behaviours – drug-
related and sex-related (Lyles and Des Jarlais, 1998). Studies have established that needle exchange
programmes are extremely effective interventions to reduce HIV transmission among IDUs (WHO et al,
2004). Community-based outreach programmes have also been used as an adjunct to needle
exchange programmes, providing sexual health promotion together with information on safer
injecting practices and the location and times of needle exchanges. These risk-reduction initiatives are
obviously more effective when they meet broader health and social needs (Canadian Public Health
Association, 2003; Sorensen and Copeland, 2000).

Men
Globally, cases of heterosexual transmission of HIV continue to increase. Given that the most effective
prevention behaviour is the consistent use of condoms, targeting prevention interventions for
heterosexual men (who have direct volitional control over putting condoms on) would appear to be
an efficient use of resources. Despite this, there is a dearth of literature on interventions with this
'forgotten group' (Seal and Ehrhardt, 2004). Interventions among men in their workplaces or men in
the Army have indicated the possibility of reducing the burden of sexual risk in the general population
(Elwy et al, 2002). HIV risk-reduction programmes can lead to safer sexual practices if the
interventions are grounded in a good understanding of men's sexuality and if they focus on how to
make safer sex effective in the context of men's lives (Exner et al, 1999).

Men who have sex with men
Ellis et al (2003), in their review assessing the effectiveness of interventions to reduce the risk of sexual
transmission, observe that 'even within what seems to be a relatively homogeneous population group
– gay men – there are wide variations in culture that contribute to HIV risk'. The UNAIDS Policy
Position Paper (2005) states: 'The term "men who have sex with men" describes a behaviour rather
than a specific group of people. It includes self-identified gay, bisexual, transgendered or
heterosexual. Men who have sex with men are often married, particularly where discriminatory laws
or social stigma of male sexual relations exist.'

Interventions for men who have sex with men (MSM) should be placed within the broader context of
men's lives, address the wider determinants of health and need to take place within supportive
environments and public policies (Ellis et al, 2003). Studies have highlighted that MSM are adversely
affected by internalised homophobia and experiences of discrimination (Wong and So-Kum Tang,
2004; Zea et al, 2003; Folch et al, 2006). Risk behaviour is being influenced by psychological factors
that include, according to Kelly (2004) 'an individual's perceptions about peer and sexual partner
norms regarding safer sex, attitudes toward safer sex practices, strength of risk-reduction behaviour
change intentions, perceived personal vulnerability for contracting HIV and self-efficacy or confidence
in being able to enact safer sex practices, as well as situational and relationship factors'.

The determinants of sexual safety among MSM do not appear to centre on lack of knowledge about
AIDS and risk reduction. Young gay men perceive AIDS as a problem for older people and therefore
may feel safe having unprotected sex with other young men. Docherty (2002) found that younger
men (under 20) who were experiencing their first exposure to a homosexual lifestyle were most at risk
of learning unsafe sexual behaviours from older sexual partners.

Hays et al (2003) found that interventions among MSM need:

• to clarify misconceptions about safer sex;

• to increase the enjoyment of safer sex;

• to build communication skills for negotiating safer sex;

• to address interpersonal issues that may interfere with safer sex.
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Sex workers
Interventions that focus on changing behaviour among commercial sex workers and their clients are
important strategies to reduce HIV transmission. Sex workers who work 'on the street' have been
identified as being most at risk of HIV transmission (Alexander, 1992; Kondagunta et al, 2006), as well
as finding themselves in circumstances where they are vulnerable to high levels of violence and
exploitation.

Ellis et al (2003) conclude that interventions delivered at community level (particularly peer-led) can be
effective in influencing the sexual risk behaviours of commercial sex workers. Miller et al (1998) found
positive results from a peer opinion leader (POL) model intervention with male commercial sex
workers. The Scarlet Alliance National Training Project in Australia gives accreditation for peer-
educators working among street sex workers. In Thailand, the '100% Condom Programme' instituted
changes in the behaviour of sex workers and was implemented in partnership with brothel-owners,
police and public health clinics (Exner et al, 2003). The programme, which was initiated in 1991,
resulted in a 90% increase in effective condom use and a 75% decrease in STI rates among sex
workers. The intervention directly empowered women to insist on condom use with their
commercial partners.

Prisoners
While in prison, prisoners' human rights must be respected under both national and international
legislation. Prisoners need protection from contracting diseases and, if infected, from any form of
discrimination. Efforts to prevent infections in prisons are beneficial for inmates, staff and the wider
public (WHO, 2005; UNODC et al, 2006). Studies in the 1980s found indications that extensive HIV
transmission could occur in prisons and had the potential to affect the wider community: 'The
opportunity to prevent infectious disease, including HIV, in both prisons and the community is a
significant and frequently unrecognised element of public health protection' (Huntington et al, 2006).
The cost of treating chronic infections such as HIV and Hepatitis C virus (HCV) is significant
(Schackman et al, 2006; Wright and Katz, 2006). To protect prisoners (and hence to protect the
general population) from blood-borne infections, HIV and HCV preventative measures must be
available in prisons, at least to the same extent as they are in the community.

The common use of drugs in prisons increases the risk of blood-borne infections (European
Monitoring Centre for Drugs and Drug Addition, 2002). Although IDU prisoners may be injecting less
frequently than when outside prison, each injection is far more risky due to the scarcity of injecting
equipment and hence the greater prevalence of sharing syringes. There is the additional concern that
due to the illegality of intravenous drug use, there are high incarceration rates among IDUs, many of
whom will tend to spend a proportion of their lives in prison (Wood et al, 2005b; O'Sullivan et al,
2003; Caplinskiene et al, 2003; Hagan and Thiede, 2003; Allwright et al, 2000).

Since the early 1990s, community needle and syringe programmes (NSPs) within the prison system in
Europe have been evaluated and found to reduce the spread of HIV among IDUs, without increasing
drug injecting (Stark et al, 2006; Ksobiech et al, 2005; Stover and Nelles, 2003; Dolan et al, 2002;
WHO, 2005).

Reviews evaluating the provision of sterile injecting equipment in prisons have found that such needle
exchange programmes:

• reduce the incidence of blood-borne infections;

• reduce sharing of injecting equipment;

• reduce other injecting-related health problems, such as vein damage and abscesses;

• reduce fatal and non-fatal overdoses;
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• do not increase drug use or drug injecting;

• improve health;

• increase referral into drug treatment;

• do not lead to safety or security problems, or prison violence.

Other harm-reduction measures include the provision of appropriate drug treatment, given that
increased access to substitution therapies can reduce the demand for drugs and consequently reduce
risk. Dillon (2001) notes that prison can be a place where people opt to achieve a drug-free status and
recommends that a full range of services should be available, including abstinence-based
rehabilitation models which afford prisoners a full range of choices.

Policy decisions can either limit or increase access to risk-reduction interventions, such as the
distribution of sterile needles and condoms. As Justice Kirby of the High Court of Australia (2006)
stated: 'We owe it to all the prisoners and we owe it to the community to protect people from
infection while they are incarcerated. This requires radical steps before it is too late. The infection of a
person who is in the custody of society, because that person does not have access to ready means of
self-protection and because society has preferred to turn the other way, is unpalatable … As a
community, we must take all proper steps to protect prison officers and prisoners alike. By protecting
them, we protect society.'

People living with HIV – secondary prevention
The widespread use of antiretroviral treatment (ART) in industrialised countries has dramatically
decreased the AIDS mortality and incidence, resulting in more people living for many years with an
infectious life-threatening disease. Hart et al (2004) strongly urge that outreach workers be
adequately trained and supervised in order to meet the challenges faced by this highly socio-
economically and culturally diverse group. Individuals and groups may not perceive that they have a
responsibility to practise safer sex if the risks are seen as negligible. According to the US Centers for
Disease Control and Prevention (CDC), the majority of new HIV infections are the direct result of
unprotected sex among serodiscordant individuals (i.e. where one partner is HIV-positive and the
other is HIV-negative) (Patterson and Semple, 2003). It is a fundamental right to know one's HIV
sero-status (Sweat, 1998), yet substantial numbers of people remain ignorant of this. Supports for
HIV-positive people to encourage and empower disclosure are necessary and cost-effective.

The issue of disclosure is extremely sensitive, requiring not only self-efficacy but well-developed
communication and negotiation skills. Ellis and Grey (2004) conclude that partner notification is an
effective means of detecting infections. They state that there is a need to understand the
consequences of partner notification for infected people and their partners. When voluntary testing
is accompanied by pre- and post-test counselling, it can be both an effective early intervention
(i.e. linking people who are infected with care and treatment) and an effective prevention strategy
(i.e. by giving those who practise unsafe sexual or drug behaviour information and support for
behavioural changes) (Ellis et al, 2003). USA studies suggest that over 70% of HIV-positive people
may remain sexually active and a substantial percentage continue to engage in unprotected sex
(Crepaz and Marks, 2002).
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People from countries where HIV is endemic
In much of Africa and many countries in the Caribbean, HIV is endemic and is a highly stigmatised
disease among people coming from these countries. Such attitudes tend to keep people silent and
isolated, thus allowing the virus to spread. Global mobility and integration of diverse cultures within
different societies has also increased. Eastern European countries, such as Estonia, the Russian
Federation and Ukraine, have an estimated HIV prevalence greater than 1% (WHO, 2006a). People
from these countries are now part of the population in Ireland and therefore prevention planning
must also aim to meet the needs of these groups.

The spread of HIV is fuelled by factors such as:

• the stigma associated with HIV;

• challenges due to recent immigration, e.g. settlement issues, poverty, financial dependence,
racism, stigma;

• cultural attitudes;

• lack of support from the broader community;

• lack of comprehensive, coordinated and targeted prevention efforts;

• fear that disclosure of HIV status will affect migration status and application process.

Children affected by AIDS
The terms 'children affected by AIDS' and 'affected children' are used to refer to:

• children and young people under 18 years of age with HIV or AIDS;

• orphans who have lost one or both parents due to AIDS;

• vulnerable children whose survival, well-being or development is threatened or impacted by
HIV and AIDS.

Globally, an estimated 15.2 million children under 18 years of age have lost one or both parents to
AIDS and countless others are affected in other ways (UNAIDS, 2006). In 2006, the UN Political
Declaration on HIV/AIDS pledged nations to 'addressing as a priority the vulnerabilities faced by
children affected by and living with HIV'. Due to the stigma and discrimination around HIV and AIDS,
many of the young people affected may remain hidden. UNICEF's 2006 report, Child protection and
children affected by AIDS, notes that children affected by HIV and AIDS have many vulnerabilities. All
actions to address the vulnerabilities and protection risks of 'affected children' will, of necessity,
happen within the globally agreed human rights' framework set forth in the UN Convention on the
Rights of the Child (UN, 1989) and other human rights' instruments. As the UNICEF (2006) report
stated: 'Putting this framework into practice requires an increased focus on the capacities, systems
and structures needed for protection and recognition of children's resilience, as well as the
importance of their participation.' In Ireland, this approach has been central to the work of the
Office of the Minister for Children and Youth Affairs.
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Summary

This chapter has set out some of the main issues for consideration in developing an Irish plan for HIV
and AIDS education and prevention. Key principles that have informed strategy development in other
countries are examined, followed by an overview of priority action areas and population groups. The
evidence of effectiveness, where available, has been interlinked, thereby providing the evidence base
for the later Action Plan set out in Chapter 3 of this report.



This chapter provides an overview and update of the issues relevant to the
Irish situation for HIV and AIDS education and prevention. The current
epidemiology for HIV, AIDS and sexually transmitted infections (STIs) is
presented to place the scale of the problem in Ireland in context. It is
important to note that while Ireland has successfully managed to keep overall
figures for HIV and AIDS relatively low, within some risk groups the figures
remain a cause for concern and the dramatic increase in STIs, particularly
among young people, is a worrying trend.

An overview of key research reports is presented to provide an insight into
the current sexual behaviours of both the general population and a number
of high-risk sub-groups. This information is essential to inform the
development of future policy and programme interventions.

Finally, an update is provided on the National AIDS Strategy Committee
(NASC) as the key organisational mechanism with responsibility for the
implementation of national policy relevant to HIV and AIDS. An overview of
progress on the implementation of the 19 recommendations made to the
Education and Prevention Sub-Committee in the NASC’s AIDS 2000 report is
presented in order to establish the current situation and identify key gaps.

Chapter 2
The context for developing a HIV and AIDS
Education and Prevention Plan in Ireland



Epidemiology of AIDS, HIV and STIs in Ireland

The data on the epidemiology of HIV, AIDS and STIs in Ireland are taken from surveillance reports of
the Health Protection Surveillance Centre (HPSC), part of the Health Service Executive (HSE).*

HIV
By the end of 2006, there was a total of 4,419 HIV diagnoses in Ireland, with 337 cases occurring in
that year alone. For all HIV cases, the most probable route of transmission is via heterosexual
intercourse (38%), followed by IDUs (30%) and then MSM (22%) (see Figure 1). It must be noted
that changing patterns of drug use may be contributing to an increased prevalence of risky
injecting behaviour.

Although the current epidemiological evidence suggests that HIV incidence and prevalence are low
among young people, the data indicate that the potential exists for the spread of HIV among young
Irish people. Those young people at risk of HIV are not just those 'at risk' groups normally cited in
reports (e.g. disadvantaged, early school-leavers, young offenders, drug misusers) – they are the
general young heterosexual population whose sexual behaviours are significantly different to any
group of young people in other generations.

In 2006, there were 337 newly diagnosed cases; this figure is a 6% increase on the 2005 figure of
318. This represents a change from a more general decline in new cases which had been seen since
the 2003 peak of 399. Among MSM, an increase of 45.6% was found. Table 1 shows the new cases
in 2006, broken down by gender and probable route of HIV transmission. Information on probable
route of transmission (risk group) was unavailable for 25 of the newly diagnosed cases (7.4%).
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Cumulative Total Number %

Heterosexual 1,665 38

Injecting drug user (IDU) 1,327 30

Men who have sex with men (MSM) 968 22

Haemophiliac 107 2

Children 88 2

Prisoner* 39 1

Blood donor* 30 1

Transfusion recipient 13 0.3

Occupational and Needlestick** 8 0.2

Haemophiliac contact* 4 0.1

Other 13 0.3

Unknown 157 3

Total 4,419 100

Figure 1
HIV-infected patients in Ireland, by probable route of transmission
(cumulative to end December 2006)

* Categorised by site rather than risk reason, category no longer in use.
** ‘Needlestick' means an injury to someone from an injection needle.

* It should be noted that there is a large percentage of unknown variables within the cohorts identified and thus the figures
should be interpreted with caution since they are by no means comprehensive due to both significant underreporting and
delays. This surveillance information, however, is essential to inform and direct HIV and AIDS education and prevention efforts.



Table 1
Newly diagnosed HIV infections in Ireland, by probable route of HIV transmission and
gender (2006)

Most of the newly diagnosed cases (76%) were aged between 20 and 40 years; the mean age at
HIV diagnosis was 34 years. The mean age at HIV diagnosis was 32.2 years for IDUs, 34.1 years for
heterosexuals and 36.3 years for MSM. The mean age at HIV diagnosis was 30.8 years in females and
35.9 years in males, a difference of 5.1 years.

Information on geographic origin was unavailable for 22 (7%) of the newly diagnosed cases in
2006. Of the 337 cases diagnosed in 2006, 125 were born in Ireland, 109 were born in sub-Saharan
Africa and 20 were born in other countries in Western Europe. Of the 169 cases acquired through
heterosexual contact, 104 were born in sub-Saharan Africa (63 female and 41 male) and 33 were
born in Ireland (17 female and 16 male).

Information on area of residence was unavailable for 18% of the new cases diagnosed in 2006. Of
the remainder, 180 (53%) were resident in the Eastern Region (i.e. Dublin, Kildare and Wicklow) and
97 (29%) were resident in the rest of the country at the time of HIV diagnosis.

Information on stage of infection was unavailable for 17% of the newly diagnosed cases in 2006.
Of the 279 cases where stage of infection was known, 60% were asymptomatic at the time of HIV
diagnosis and 8% were diagnosed with AIDS at the same time as HIV diagnosis (i.e. diagnosed 'late').
In order to avail of the best opportunities for early intervention and treatment, it is vital for both the
individual and the community that HIV is diagnosed as soon as possible.

All the HIV-infected babies in Ireland in 2006 were born to women from countries where HIV is
endemic. Offering pregnant women HIV testing and counselling has been effective in identifying
HIV-positive women and providing appropriate treatment. Accurate monitoring of HIV prevalence
among pregnant women provides a useful tool to evaluate the effectiveness of national antenatal
HIV-screening programmes (HPSC, 2007a).

21Context for developing a HIV and AIDS Education and Prevention Plan in Ireland

Male Female Unknown Total

Heterosexual 74 (44%) 95 (56%) 169 (50%)

Injecting drug users (IDUs) 41 (72%) 16 (28%) 57 (17%)

Men who have sex with

men (MSM) 83 (100%) – – 83 (25%)

Mother-to-child

transmission (MTCT) 2 (67%) 1 (33%) – 3 (0.8%)

Other 3 (100%) – 3 (0.8%)

Unknown 9 (41%) 11 (50%) 2 (9%) 22 (6.4%)

Total 212 (62.9%) 123 (36.5%) 2 (0.6%) 337 (100%)

Male Female Unknown Total

Probable route of Gender
HIV transmission Number (%)



AIDS
By the end of December 2006, there was a total of 909 cases of AIDS in Ireland reported to the HPSC
and 397 deaths among AIDS cases. The incidence of AIDS in Ireland increased steadily from 2000 to
2005, but decreased in 2006. In 2005 (to end Quarter 3), IDUs represented the largest group (36%),
followed by MSM (32%) and then heterosexuals (21%) (see Figure 2).

In the 1990s, most AIDS cases were among IDUs: there was a peak in 1993 with 38 new cases and
since then there has been a steady decline, to 6 in 2004 (see Figure 3). The number of AIDS cases
among MSM peaked in 1994 with 31 new cases and has declined to 4 in 2004. There has been a
steady increase since 2001 in the number of AIDS cases among heterosexuals, rising to 26 new
cases in 2004.
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Probable route of transmission %

Injecting drug user (IDU) 36

Men who have sex with men (MSM) 32

Heterosexual contact 21

Haemophiliac 4

Children 3

IDU and MSM 1

Transfusion recipient 1

Other/unknown 2

Figure 2
Cumulative total of AIDS cases diagnosed, by probable route of transmission
(to end Quarter 3 2005)

Figure 3
AIDS cases in Ireland, by year of diagnosis (1987-2004) and probable route of transmission
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Sexually transmitted infections
The sexually transmitted infections (STIs) of gonorrhoea, Chlamydia, non-specific urethritis, genital
herpes and genital warts are all increasing in Ireland, while the numbers of cases of Syphilis and
Hepatitis B have decreased. The age group presenting with most STI infections are 20-29 year-olds.
The rise in STIs is of concern since 90% of new HIV infections may be attributable to STIs as co-factors
in the early stages of an HIV epidemic (Robinson et al, 1997). The presence of an STI facilitates both
the transmission and acquisition of HIV. There has been a dramatic increase in annual notifications of
STIs – with 2,588 in 1994 rising to 10,695 in 2004.

Research update

Cultural norms, attitudes, beliefs and sexual practices are all important factors influencing HIV
transmission. HIV prevention approaches need to be tailored to address these factors since they can
play a significant role in either facilitating or inhibiting the implementation of effective intervention
strategies. With the changing cultural context in Ireland, a number of important national studies have
been published in recent years and have added to the knowledge base on current sexual attitudes,
knowledge and behaviours among Irish adults. An overview of the key findings from these studies is
presented below, with particular reference to their relevance for HIV education and prevention
strategies.

Irish Study of Sexual Health and Relationships
The Irish Study of Sexual Health and Relationships (ISSHR) by Layte et al (2006) examined sexual
knowledge, attitudes and behaviour in Ireland. The survey was conducted by telephone interviews
with 7,441 participants, aged 18-64 years. Nine key themes were explored with the participants:

• attitudes to sexual issues (e.g. sex before marriage, abortion);

• sex education (e.g. own experiences, what should be taught);

• sexual knowledge (e.g. HIV, Chlamydia, current needs);

• first sexual intercourse (e.g. age, contraception, willingness);

• sexual attraction and identity (e.g. heterosexual/homosexual/bisexual);

• sexual partnerships (e.g. lifetime, last 5 years, last year);

• contraception and protection (e.g. use of condoms);

• sexually transmitted infections (e.g. experience, testing);

• crisis pregnancy (e.g. experience, outcomes).

The following is a brief overview of some of the findings.

Sexual identity
2.7% of men and 1.2% of women described their sexual identity as homosexual or bisexual.
Somewhat more (5.3% of men and 5.8% of women) reported some same sex attraction, with 7.1%
of men and 4.7% of women having one or more homosexual experiences in their lives (4.4% of men
and 1.4% of women reporting genital same-sex experience). All of these behaviours were more likely
in younger participants.



24 HIV and AIDS Education and Prevention Plan 2008 - 2012

Sex education
Most younger people under 25 years of age (88% of males and 93% of females) received sex
education, but only about half found it 'helpful' (42% of males and 34% of females aged 18-24
reported it was 'unhelpful').

Age at first vaginal sex
The median age of first vaginal intercourse was lower in younger groups: 22 years for men and 23
years for women currently aged 60-64. For both males and females aged under 25, the median age
was 17. One-fifth of males (21%) and 12% of females experienced their first sexual intercourse
before the age of 17 (30% males and 25% females aged 18-24). While most people felt their first
sexual experience happened at 'about the right time', 14% of men and 19% of women felt they
should have waited longer. This was more likely to be reported by those under 25 years of age.

Use of contraception and protection
Use of contraception varied by age. 93% of males and 94% of females aged 18-24 who did not want
to become pregnant used contraception at their last sexual experience, compared to 81% of men and
82% of women aged 35-44. Use of contraception at the time of first sexual intercourse was more
common in recent years.

Crisis pregnancy
One-fifth of women (21%) who had ever been pregnant had experienced a crisis pregnancy, with
younger women more likely to report pregnancies as 'crisis'. Overall, 13% of all women had
experienced a crisis pregnancy and 4% had had an abortion.

Sexually transmitted infections (STIs)
The ISSHR found that only 3.4% of men and 1.8% of women had been diagnosed with an STI.
However, testing for STIs was also relatively low (9.4% of men and 8.3% of women) and these test
levels may underestimate STI prevalence in Ireland. Sex before the age of 17 was associated with both
increased risk of crisis pregnancy and diagnosis with an STI. One woman and 6.4% of men reported
ever having paid for sex. Men with higher numbers of 'unpaid' female sexual partners were also more
likely to have paid for sex.

Risky sexual behaviours
The ISSHR found that:

• the first sexual experience among the younger age group is more likely to be with a casual
partner;

• younger age groups are more likely to practise anal sex and have concurrent sexual
relationships;

• use of commercial sex workers is highest among young men, aged 18-34;

• younger age groups are more likely to use contraception for their first sexual intercourse and
to use both contraception and protection subsequently (this may reflect greater awareness of
safer sex messages among younger age groups);

• approximately 90% of the respondents who supported sex education favoured it being taught
in schools.

Risk-reduction practices
The ISSHR highlights that the disadvantaged and vulnerable members of Irish society are most at risk
of sexual ill-health. In particular, lower levels of education and social class were found to be associated
with lower levels of sexual knowledge and poorer parent-child communication on matters sexual.
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The ISSHR found that 10% of younger people do not use contraception and 10% fail to use
condoms. A substantial minority of respondents (26% of men and 31% of women) reported that
they did not use contraception and protection the last time they had sexual intercourse. Of those
whose last sexual intercourse was with someone they did not know beforehand, 22% of men and
29% of women did not use a condom. A principal reason why both men and women did not use
contraception and protection during their most recent sexual intercourse was a lack of planning and
preparation. The other major reason cited was intoxication from alcohol and/or illegal drugs. The cost
of contraception and protection was found to be an issue for 20% of respondents (i.e. those in low-
income groups and/or in receipt of direct provision).

The ISSHR found that being able to negotiate safe sex practices is crucial and aspects of self-efficacy
need to be combined with attitudes about risk in order to encourage the consistent use of protection.
Trust in stable relationships affects the level of condom use: this applied to 14% of those who did not
know their partner before they had sex. Earlier studies had found links between low levels of
education and difficulties in talking to a sexual partner about contraception (Rundle el al, 2004).

Real Lives – All-Ireland Gay Men's Sex Surveys
The 2006 report Real Lives: Findings from the All-Ireland Gay Men's Sex Surveys, 2003 and 2004
found that there has been a reduction in the number of men who have sex with men (MSM) having
HIV tests, with men under 20 years of age least likely to have been tested (Devine et al, 2006). The
report shows that between 2000 and 2005, 438 MSM were diagnosed with HIV – a 71% increase
since 2000. The HIV test history generally matched men's current belief in their HIV status, although
50% of the respondents who said they were definitely HIV-negative had never been tested.

The findings indicate a high level of risky sexual behaviour, with 50% of men stating they had taken
part in unprotected anal intercourse. This may be due to a number of factors, including assumptions
of HIV negativity; trust; relationship status; coercion; ignorance of risk; and lack of access to condoms
or water-based lubrication. The study found that for most of the indicators, men living in the Republic
outside of Dublin experienced the highest level of unmet need in relation to 'level of knowledge on
HIV transmission, testing and treatment; access to condom and lubricant; social inclusion and an
extensive social network; sexual assertiveness; and access and confidence in health prevention and
treatment service'. Being younger also exacerbated the level of need, while the oldest age group
expressed loneliness.

The Real Lives study highlights that gay men are not a homogeneous group and suggests that HIV
prevention programmes should focus particularly on younger men and those with lower levels of
education. Increased knowledge is likely to influence both sexual and HIV-testing behaviours, so it is
important to widen education and access to programmes relating to HIV testing.

Research from the Crisis Pregnancy Agency on RSE
Projects commissioned by the Crisis Pregnancy Agency (CPA) have provided a suite of new research
findings in recent years that have informed policy-makers and educators. A 2007 survey explored the
implementation of the Relationships and Sexuality Education Programme being delivered in schools
throughout the Irish education system. Entitled Relationships and Sexuality Education (RSE) in the
context of Social, Personal and Health Education (SPHE): An assessment of the challenges to full
implementation of the programme in post-primary schools, the study was commissioned by the
Department of Education and Science and the Crisis Pregnancy Agency (Mayock et al, 2007).
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The RSE Programme was originally envisaged and designed as a holistic programme to be taught by
school teachers in the context of SPHE. The 2007 research found that RSE is broadly supported by
teachers, parents and students. 41% of schools were found to be high implementers of RSE and 36%
to be moderate implementers, while 23% of schools were found to be implementing RSE poorly. The
research shows that levels of implementation at Junior Cycle have improved since the 2002 survey
carried out by the University of Limerick, with 81% of schools teaching RSE as part of SPHE in First
and Second Years (Geary and McNamara, 2003). This is probably related to the fact that since
September 2003 schools have been required to timetable one class of SPHE a week, or its equivalent,
up to Third Year. At Senior Cycle level, many schools are not implementing the RSE programme fully
and in some cases are not implementing it at all.

The students interviewed for the CPA's 2007 study saw RSE as being selectively addressed by schools
and felt that the topics of contraception, safe sex, condom use and sexual orientation were not dealt
with effectively by teachers. Where these topics were addressed, it was generally in Senior Cycle and
the students felt that they should be introduced at Junior Cycle level. Both teachers and students
expressed the need for up-to-date teaching resources, especially for Senior Cycle. While parents were
supportive of the RSE Programme generally, many felt that they were not well informed about it.

National AIDS Strategy Committee

The National AIDS Strategy Committee (NASC), established in 1991 and chaired by the Minister of
State at the Department of Health and Children, is the key mechanism through which all relevant
sectors are engaged at policy level in matters related to HIV and AIDS. The NASC and its three sub-
committees – on Surveillance, Care and Management, and Education and Prevention – are supported
by the Department of Health and Children and have representation from key State agencies, statutory
partners, NGOs and civil society groups. To date, the NASC has published two reports to inform the
development of policy and services on HIV and AIDS (NASC, 1992 and 2000).

Key stakeholders in HIV and AIDS Education and Prevention Policy
The delivery of policy related to HIV and AIDS is a cross-Government responsibility. However, a
number of key stakeholders have been identified as central to the education and prevention response.
These are:

• Department of Health and Children is responsible for setting and monitoring policy for HIV
and AIDS prevention. It also provides executive support for the ongoing work of the NASC and
its sub-committees.

• Health Service Executive (HSE), as the primary health service delivery agent, is responsible
for the delivery of all health and social services throughout the country. In the present context,
HSE has responsibility for the provision of HIV and AIDS-related services at regional and local
levels. The Health Protection Surveillance Centre (HPSC) of the Population Health Directorate
has responsibility for STI, HIV and AIDS surveillance. HSE is the core funding provider for many
civil society groups active in the field of HIV and AIDS prevention, drug services and sexual
health. HSE and its related bodies are represented throughout the NASC structures.

• Department of Education and Science is represented on the NASC and the Education and
Prevention Sub-Committee as a key partner in HIV and AIDS prevention. It is responsible for
ensuring the delivery of the Relationships and Sexuality Education (RSE) Programme in schools,
which is taught in the context of Social, Personal and Health Education (SPHE).

• Department of Justice, Equality and Law Reform has responsibility for the development of
the legislative context and also sets policy in certain key settings, such as prisons.
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• Civil society organisations are non-profit organised groups, clubs and associations that
operate independently from Government and the State. Examples include Dublin AIDS
Alliance, Gay and Lesbian Equality Network (GLEN) and the Sexual Health Centre, Cork.
UNAIDS advocates the full participation of civil society as a necessity in order to bring about
effective outcomes and legitimate targets. Because civil society organisations are providers of
support, education and prevention services, they are pivotal in assessing the feasibility of
measures and targets. The NASC is strongly committed to the widespread representation of
these civil society groups in its deliberations. Particular efforts have been made to ensure that
people living with HIV are facilitated to participate in the policy-making process, since they,
together with representatives from the most 'at risk' population groups, have particular
insights into the effectiveness and appropriateness of interventions for HIV and AIDS.

Education and Prevention Sub-Committee
The Education and Prevention Sub-Committee of the NASC has representatives from the following
bodies:

• Department of Health and Children;

• Health Service Executive;

• Department of Education and Science;

• people living with HIV;

• civil society groups, including Dublin AIDS Alliance, Gay HIV Strategies and the Sexual Health
Centre, Cork;

• Irish Prison Service;

• National Consultative Committee on Racism and Interculturalism.

The approach taken by the Education and Prevention Sub-Committee involves:

• working in partnership with all sectors, including civil society and people living with HIV;

• developing policy and making recommendations over the lifetime of the AIDS Strategy;

• prioritising research and reviewing evidence in order to inform policy and practice;

• linking closely with the other sub-committees of the NASC to ensure a synergy between their
work.

The Education and Prevention Sub-Committee meets approximately six times a year and reports
regularly to the NASC. While it does not hold a budget itself, the sub-committee has secured funding
for some major projects and also provides a strong link to other areas of sexual health and drugs
strategy.
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Progress Review on Recommendations in NASC 2000 Report

AIDS 2000: Report of the National AIDS Strategy Committee (NASC) was published in 2000. It
included 19 recommendations for the Education and Prevention Sub-Committee. The sub-committee
has since reviewed progress on the implementation of these recommendations (see below), with the
joint aims of informing the development of the present HIV and AIDS Education and Prevention Plan
2008-2012 and of highlighting good practice and important gaps in activity since 2000.

The detail provided in the review was not intended to be fully comprehensive, but creates a clear
sense of the extent of work underway among stakeholder groups. An overview of this information
has been collated and some of the activities are summarised below. Although there has been
considerable progress in some areas, there remains substantial room for improvement in others. It
must also be said that, in the period since 2000, much progress has been made beyond the level of
the 19 recommendations.

Availability and accessibility of condoms
Recommendation 1 from the NASC 2000 Report focused on the availability and accessibility of
condoms in the country. It specifically stated: 'Health boards throughout the country should address
the issue of condom availability to NGOs for distribution free of charge.'

While the availability of condoms in rural areas has improved, with condoms being sold in
pharmacies, pubs and clubs throughout the country, the NGOs contacted for the review stated that
they had not received a dedicated budget specifically allocated for free condom distribution.
Respondents in the 2006 Irish Study of Sexual Health and Relationships (ISSHR) raised the issue of the
cost of condoms in Ireland, where they are among the most expensive in Europe (Layte et al, 2006).
One of the recommendations from the ISSHR was for the removal of the 21% VAT on condoms in
order to make them more accessible to young people and low-income groups. In 2008, VAT on
condoms was reduced to 13.5%.

Participation
Recommendation 2 centred on the valuable work of the NGOs and how to enhance their role in HIV
and AIDS education and prevention. It stated that NGO involvement on the National AIDS Strategy
Committee and its sub-committees is seen as a model of good practice 'for participation in strategy
development and implementation at health board level'. Since 2000, a number of strategies have
been developed at regional and local level; however, the participation of NGOs has been uneven
across the country, with some regions achieving this to a greater extent than others.

Recommendation 16 urged that the Education and Prevention Sub-Committee consult with people
living with HIV. A number of consultation processes with people living with HIV have been organised
and the culmination of this work has been the development of an All-Ireland Charter of Rights for
People living with HIV, which is used by NGOs and service providers to inform the ongoing
development of services. A positive person living with HIV has been co-opted onto the sub-committee
and the NASC, and is actively involved in the policy development and monitoring process.

Partnership and capacity-building
Recommendation 13 stated that partnership and capacity-building should be continued as an
approach in all health boards working with marginalised groups, such as the Traveller community,
injecting drug users, ethnic minorities and non-Irish nationals. Under the National Drugs Strategy,
Regional and Local Drugs Task Forces (LDTF) have been established and these seek to develop the
capacity of marginalised groups to enable participation in the LDTF process.
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It appears that statutory bodies often confuse consultation with partnership, and yet there have been
good examples of effective partnership between lesbian, gay, bisexual and transgender (LGBT)
community organisations and statutory services over the past 5 years. For example, the response to
the Syphilis outbreak in 2000 was met by the Syphilis Outbreak Control Team consisting of LGBT
NGOs, statutory health providers, public health specialists and consultant medical staff. The team
pioneered new initiatives to target men who have sex with men (MSM) on sexual health issues,
including on-site testing, which was subsequently replicated in other EU Member States.

An annual All-Ireland Gay Health Forum is organised and hosted by the Gay Men's Health Service to
share research and best practice in service delivery on HIV, MSM and LGBT-related matters.

HIV and AIDS education for MSM
The role of LGBT organisations in providing vital health information, pertinent to the needs of MSM
people, is highlighted under Recommendation 12 (see below). It is noted that a number of
organisations have been established throughout the country; the health services have been
particularly supportive of this and are funding LGBT organisations, such as the Cork Gay Community
Development Project, Outhouse in Dublin and Dundalk Outcomers. The monthly publication of Gay
Community News is noted as a step forward in information dissemination to this 'at risk' group, many
of whom are dispersed throughout the country and may have little or no other involvement with
LGBT organisations.

In 2007, a mapping exercise was undertaking by HSE on the health and social service provision for
LGBT people. The forthcoming report will greatly inform the further development of a range of
health-related and sexual health services for this population group.

Under Recommendations 11 and 12, the mainstreaming of programmes targeting gay disadvantage
was recommended. In fulfilment of these recommendations, a number of projects have moved
towards full mainstreaming. For example, the Gay and Lesbian Equality Network (GLEN) has worked
strategically and in partnership with Government, political parties and other social partners to achieve
change in policy and practice impacting on the lives of LGB people in the areas of policy and
legislative change, education, health and community development. Gay HIV Strategies (GHS), a GLEN
initiative, has worked with the Gardaí to make their services more accessible to LGB people, following
recommendations in the 2003 report by the National Economic and Social Forum (NESF, 2003). In
addition, funding has been secured for various LGB community groups across the country in the main
urban areas.

Training initiatives
Recommendation 15 related to funding for training initiatives to enhance education and prevention
capacity. Two events per year have taken place, including training provided by the HIV Services
Network to front-line staff and volunteers.

Recommendation 17 endorsed the funding of NGOs so that they can develop and provide innovative
training initiatives. The list of such programmes from various NGOs is testament to this happening.
Several NGOs have been able to employ full- and part-time staff due to HSE funding. These training
initiatives include supporting the delivery of RSE in schools, peer education, training of community
leaders and of health professionals who target both vulnerable and 'at risk' individuals and groups,
as well as working with people living with HIV and the general population. The Sexual Health Centre,
Cork, was funded to organise a national conference on 'Understanding Sexual Health'. In addition,
AIDS West and NUI Galway have delivered a National Certificate in sexual health promotion,
accredited by NUIG.
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Counsellors and staff in HIV and AIDS and drug treatment clinics
Recommendation 19 recognised the vital role of counsellors and staff in HIV and AIDS services and
drug treatment clinics in relation to targeting education and prevention messages 'at those at most
risk'. It recommended that 'consideration be given to developing their prevention role'. HIV Services
Network has provided some support in this regard, but a more detailed overview of practice was
difficult to gather.

Young people 'at risk' population group
Several recommendations highlighted provisions for particular 'at risk' population groups. Young
people were the focus of Recommendations 5 and 7. Recommendation 5 supported the inclusion of
HIV prevention into the Relationships and Sexuality Education (RSE) Programme in schools, which is
taught in the context of Social, Personal and Health Education (SPHE). SPHE became a mandatory
element of the Junior Cycle syllabus in 2003, but the RSE programme has not necessarily been
integrated within this. One survey found that RSE was available to 73% of First Year students, 69% of
Second Year and 63% of Third Year (Geary and McNamara, 2003). Teachers are attending in-service
training to deliver RSE (1,500 in the last 3 academic years). A study of the barriers and facilitators to
the full implementation of RSE has already been mentioned (see page 25, 'Research from the Crisis
Pregnancy Agency on RSE'). Within schools, the lack of support and negative experiences of lesbian,
gay and bisexual (LGB) young people are also highlighted by Recommendation 5 since they may result
in underachievement and have been linked to risky sexual behaviours. A study conducted at Dublin
City University investigated this issue and made recommendations to the education sector (O'Higgins-
Norman, 2008).

Recommendation 7 examined the importance of outreach work to promote sexual health with young
people in out-of-school settings. It is recommended that funding be continued for this work, which
often involves peer education. The NGOs, as well as the health services, are working in this field with
numerous projects and programmes. The Local Drugs Task Forces in Dublin and Cork are also running
sexual health and drug prevention programmes with young people.

The recognition of young LGBT people has progressed significantly since 2000 with the establishment
of the 'BeLonG Youth Community Development Project'. The project provides youth services to LGBT
young people in Dublin and actively supports the development of LGBT youth work around Ireland. It
provides a national policy and advocacy voice on LGBT young people's issues in the health and
education sectors. Together with the Gay Health Network (GHN), it produced the HIV information
comic for younger MSM ('Donnie got laid') and is producing drugs information for LGBT youth,
funded by the North Inner City Drugs Task Force.

Refugees and asylum-seekers 'at risk' population group
Recommendation 9 acknowledged 'the special problems which refugees and asylum-seekers face and
it is recommended that training should be provided to staff in key sites working with refugees and
asylum-seekers to provide appropriate culturally specific support services, including medical treatment,
risk assessment and risk reduction counselling'.

Again, both NGOs and the statutory services are working in this area. In the Dublin region, the
training needs of staff in relation to this 'at risk' population group have been examined and funding
has been allocated to improve access to the health services via culturally appropriate programmes and
training of cultural mediators. It is also recognised that training must be accompanied by appropriate
'person-centred' service planning in order to ensure that resources, skills and service plans are
delivering the best service.
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At the strategic and policy levels, a number of important developments have occurred. The need for
more consistent collection of ethnic equality data has been identified in the Government's National
Action Plan against Racism, Planning for Diversity, which commits to 'inclusion through the
development of a comprehensive approach to social and equality statistics' and confirms that the
development of 'a statistical and data framework focusing on social and equality objectives will assist
in the process of setting targets and measuring progress in related areas'. From a health services
perspective, it is acknowledged that unequal health outcomes can occur on the basis of ethnicity.
The importance of collection of data to identify, address and monitor such changes and disparities in
outcomes among ethnic groups over time is underlined by various policy documents, including the
National Anti-Poverty Strategy. Following a consultation process and a piloting exercise, an agreed
ethnic identifier question has been achieved by the health sector and gathering data with this
indicator is now underway.

In addition, HSE has published a National Intercultural Health Strategy 2007-2012. This strategy is
informed by research, reviewing the experience and practice of other countries and identifying good
practice already in place. It will facilitate delivery of healthcare in an inclusive, respectful and fair way
to minority communities and provides a framework for establishing the current context, as well as
setting out a range of recommendations to address issues identified as priorities in the area of
intercultural health in Ireland. Recommendations contained in the strategy are wide-ranging, across
all pillars of HSE, and implementation of these will be effected on a prioritised, phased basis over a
5-year period.

Injecting drug users 'at risk' population group
Injecting drug users (IDUs) are another 'at risk' group, noted by Recommendation 10 to have ongoing
needs in relation to safer sex and injecting information. It stated that there was 'continued need for
targeted approaches, within the context of a more holistic response. HIV prevention initiatives need to
be maintained and strengthened, particularly in relation to young drug users'. The National Drugs
Strategy established 10 Regional and 14 Local Drugs Task Forces (LDTFs). These LDTFs in Dublin, Bray
and Cork have evaluated a wide range of projects with a view to mainstreaming them. The statistics
indicate that at least some of these projects have been successful in HIV education and prevention
since new cases of HIV among IDUs have remained steady at around 60 per annum since 1999.

A slight increase in community-based needles exchanges, along with the introduction of 'mobile'
exchanges for rural areas, has been supported by HSE.

Prisoners 'at risk' population group
Prisoners are seen as another 'at risk' population group, many of whom are, or were, injecting
drug users (IDUs). In relation to HIV education and prevention, Irish prisons have made some progress
since 2000, including the introduction of methadone maintenance programmes, which have done
much to reduce risk behaviour related to drug use. Since 2006, the Irish Prison Service has provided
opiate substitution treatment for 1,363 patients, 167 of whom were treated for the first time. Service-
level agreements signed with HSE and St. James's Hospital have seen the introduction of addiction
psychiatry services and STI services directly to prisoners. The addition of addiction counselling services
will add greatly to the support and education of prisoners and plans are at an advanced stage to
extend this service. Further expansion of the Hep C services available to prisoners are in development;
12 of the 14 prisons now have qualified nurses on staff to facilitate the delivery of on-site
health services.
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Open heart House, since 2001, has developed a peer-led outreach initiative with the Dublin prison
system, ensuring that prisoners when released are immediately linked directly to support services.

Recommendation 14 stated that following the Department of Justice, Equality and Law Reform
2000 Report on Hepatitis B, Hepatitis C and HIV in Irish prisons (Allwright et al, 2000), its
'recommendations should be explored with a view to improving prevention of these diseases in that
environment'. The WHO (2005), European Commission and the Irish Prison Service's (2001) Review of
the Structure and Organisation of Prison Health Care Services have all made recommendations in
relation to the HIV health services that should be available in prisons. Ireland is one of the few
European jurisdictions where condoms are not freely available to prisoners. The same is true of needle
exchanges or bleach to clean needles. Sterile syringes cannot be accessed by injecting prisoners
despite the successful implementation of needle/syringe exchange programmes in other countries.
The number of drug-free units within the prison system has increased since 2000, but these 'cannot
be seen as an alternative to harm-reduction measures'. The Department of Justice, Equality and Law
Reform (2006) has introduced a Drugs Policy and Strategy that focuses on the supply-and-demand
reduction elements of care. This policy also includes the introduction of specialist addiction nurses to
facilitate increased screening for blood-borne viruses, early diagnosis and treatment, and Hep A and B
vaccination coverage. While mandatory drug testing (MDT) has been discussed in this policy, it has
not, as yet, been introduced. MacDonald (1997), in an evaluation of MDT in the UK, found that it
actually increased heroin use, exacerbated tensions between staff and prisoners, and had an adverse
effect on prisoners accessing voluntary drug treatment programmes.

National survey of sexual knowledge, attitudes and behaviours
Recommendation 6 called for a national survey of knowledge, attitudes and behaviours of Irish people
in relation to sexual health. This study, undertaken with joint funding from the Crisis Pregnancy
Agency and the Department of Health and Children, was conducted in 2006 and its findings
published as the Irish Study of Sexual Health and Relationships (ISSHR) in October of that year (Layte
et al, 2006). As was envisaged, this survey of 7,441 adults, aged 18-64, has created a national
baseline that will act as a benchmark by which programmes and policies on HIV/STI and sexual health
promotion can be evaluated in the future (see page 23, 'Irish Study of Sexual Health and
Relationships'). From the information provided in the ISSHR, Recommendation 18 will be met, in that
the Education and Prevention Sub-Committee can now make an informed decision on whether to
include sexual health promotion and STIs in its brief.

HSE, through a partnership with the Gay Men's Health Service (GMHS), the Rainbow Project and
Sigma Research, has also funded the annual Internet-based survey, Real Lives, among MSM.

Educational and preventative information
Recommendations 3, 4 and 8 focused on the dissemination of educational and preventative
information in relation to HIV and AIDS.

Media campaigns
Recommendation 4 stated that national media campaigns 'should be continued, with a special
emphasis on target groups with high or increasing rates of infection from HIV, STIs and Hepatitis. The
campaigns should have the twin aims of (a) challenging discrimination and stigma, and (b) presenting
a balanced view between raising awareness of new treatments while promoting the importance of
primary prevention'.

A range of national media campaigns have been run since this recommendation was made in 2000.
Areas such as HIV prevention, drug misuse prevention and crisis pregnancy prevention have all been
covered. In addition, specific campaigns have been implemented in response to issues such as Syphilis
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and Chlamydia. Many local media campaigns have been created by NGOs on specific local issues
and/or in relation to national or international HIV and AIDS Days. Individually, these campaigns have
been evaluated as effective in their own right, but no integration or coordination of either the
campaigns or related strategy areas has been facilitated. Also, a range of additional issues require
further research to inform targeting of non-mainstream groups, such as migrants and sex workers.

Convenience advertising
Recommendation 3 stated that 'convenience advertising to continue and the venues extended'. In
2005, an evaluation was carried out on the current approach to public awareness campaigns since
2000, financed by the Health Promotion Policy Unit of the Department of Health and Children. This
report found that the 'Chlamydia Campaign' had been highly successful in targeting all age groups:
while the 18-25 age group perceived the poster as being targeted at younger people, only 5% of the
older age groups felt this. Those asked saw the message as being targeted at them and so were
unlikely to resist or dismiss it.

Leaflets
Recommendation 8 stated that the Health Promotion Policy Unit of the Department of Health and
Children 'in consultation with appropriate agencies, should be responsible for developing an
information leaflet on HIV, Hepatitis and STIs, and that it be made available at appropriate outlets'.
HSE has published a detailed booklet on HIV and AIDS, and this is disseminated through the free
phone Helpline and a range of health service sites. Nationally, after consultation with relevant groups,
various booklets have been funded for publication by NGOs. Examples include Love Bugs (an STI
booklet) and In the kNow (HIV-testing booklet), both produced by the Gay Health Network; the
Directory of Services booklet, published by the HIV Services Network; and a booklet on Sexual Health,
published as a local initiative by the Northern Area Health Board and the Irish Family Planning
Association. The Gay Health Network was also funded to translate its publications into 7 languages
and to make them available on its website (www.gayhealthnetwork.ie).

In 2005, to mark World AIDS Day, Dublin AIDS Alliance and Limerick Red Ribbon Project were funded
to run a public relations campaign targeting young adults with a safe sex message. In Cork, the
Sexual Health Centre was also funded to produce Sexual Times, also targeting young people and
parents with sexual health information. This was followed up in 2007 by the Dublin AIDS Alliance
publication of Don't Panic – Guide to Sexual Health, produced in 6 languages (English, Polish,
Mandarin, Arabic, Russian and French). These booklets were produced in consultation with focus
groups representing ethnic minority groups and formed part of Phase 1 of a current project
identifying barriers in accessing HIV support services and information. This element of the project
was funded by a diverse mix of private sector inputs.

Once-off additional funding

Since 2000, a number of once-off funding programmes have been made available to NGOs and
others involved in the area of HIV prevention. These funding streams have allowed for the
implementation of additional projects targeting particular sub-groups over and above the planned
services. HSE and the Department of Health and Children have been responsible for the allocation of
the majority of these funds and, to this end, have sought to ensure that the best evidence available
has been applied in the development of the projects and also that there has been a nationwide spread
of the funding to ensure that the needs of as many groups as possible have been met.

Significant funding has also been made available to address the issue of stigma and discrimination in
Ireland. The national awareness campaign called Stamp Out Stigma was launched in November 2007
to make a compassionate appeal to people across Ireland to challenge their personal prejudices



34 HIV and AIDS Education and Prevention Plan 2008 - 2012

against those living with HIV and AIDS and to encourage them to reflect on their attitudes and
understanding of HIV. The campaign was the result of a unique partnership of domestic and
international development agencies working in the field of HIV and AIDS, statutory agencies and
HIV-positive people. This partnership, called the Multi-Stakeholder Forum, delivered a year-long
awareness campaign on the irrationality of HIV-related stigma and discrimination. It also
commissioned a benchmarking study on stigma and discrimination experienced by people living
with HIV in Ireland (for further information, see www.stampoutstigma.ie).

Policy update on sexual health

The National Health Promotion Strategy 2000-2005 stated that 'sexuality is an integral part of being
human and healthy sexual relationships can contribute to an overall sense of well-being' (Department
of Health and Children, 2000c). The strategic aim set out in this policy was to promote sexual health
and safer sexual practices among the population. A number of important policy developments have
taken place since 2000 to support the achievement of this aim:

• In response to the specific issues regarding unplanned pregnancy, the Crisis Pregnancy Agency
(CPA) was established by Statutory Instrument in 2001, funded in its entirety by the
Department of Health and Children. The CPA is a planning and coordinating body established
to formulate and implement a strategy to address the issue of crisis pregnancy in Ireland. Its
work has substantially influenced the field of sexual health with regard to research, service
delivery and visibility of awareness campaigns.

The CPA is in the process of implementing its second strategy covering the period 2007-2011,
which focuses on 3 central objectives: to reduce the number of crisis pregnancies, to reduce
the number of women choosing abortion as an outcome of crisis pregnancy and to safeguard
women's physical and mental health following termination of pregnancy. Seven strategic
priorities have been set to deliver these objectives: knowledge about relationships and sexuality
for adolescents; contraception; communications; crisis pregnancy services; continuation of
pregnancy; research; and policy influence.

• A number of areas within HSE have developed regional sexual health strategies, with dedicated
human and financial resources allocated to them.

• The WHO Global Strategy for the Prevention and Control of Sexually Transmitted Infections,
2006-2015 was passed at the World Health Assembly in September 2006 (WHO, 2006b).

Summary

Since 2000, there have been significant developments to support the overall aims and objectives of
HIV and AIDS education and prevention in Ireland. The epidemiology on HIV and AIDS, together with
the widespread incidence of STIs, shows that there remains a need for ongoing allocation of resources
in this area and for the continued development of education and prevention services. Over the past
number of years, the policy and service areas have developed considerably and many successful
programmes to support HIV and AIDS education and prevention have been implemented. The strong
research foundation now available from the 2006 ISSHR provides baseline information from which to
plan policy and practice. The partnerships necessary for effective HIV and AIDS education and
prevention have been further strengthened through the work of the National AIDS Strategy
Committee (NASC). The close involvement of a wide range of stakeholders in steering and
implementing the recommendations set out in the 2000 NASC report provides a solid foundation for
the delivery of this HIV and AIDS Education and Prevention Plan 2008 _ 2012 in the future.



So far, this report has set out a review of the evidence of best practice in HIV
and AIDS education and prevention, an update on current research findings,
an overview of Ireland's international commitments, epidemiological trends,
an update on current activity and feedback from consultations with
stakeholders. The key issues identified have informed the development of the
following Action Plan over a 4-year period. A number of key principles and
themes have emerged for consideration in the context of drawing up the
plan and these are discussed first.

Chapter 3
Action Plan for implementation of HIV and AIDS
Education and Prevention Plan 2008 – 2012
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Key principles and themes informing the Action Plan

• Scaling-up activity: In order to achieve improved results, proven effective approaches for HIV
and AIDS education and prevention must be scaled up. These include community-based,
school-based and peer-led approaches; cognitive behavioural intervention methods; raising
awareness; harm-minimisation strategies; and secondary prevention. Such interventions must
address the particular dynamics of HIV transmission as they currently exist in Ireland.
Benchmarking existing practice against best practice will inform the scaling-up of evidence-
based approaches so that they will be capable of making a significant impact at a national
level.

• Working in partnership: Partnership with target population groups and across relevant
sectors is essential for the success of HIV and AIDS education and prevention. In this respect,
the potential for synergies with other key policy areas – such as HIV and AIDS treatment, sexual
health, drug and alcohol strategies, mental health promotion, prison health and policies for
groups experiencing some of the most acute health inequalities – needs to be highlighted.

• GIPA Principle: Greater involvement of People living with HIV and AIDS (GIPA) is recognised as
central to the successful implementation of all HIV education and prevention activity. This
principle will inform the implementation of this action plan.

• Capacity-building: The translation of evidence into practice must be supported by capacity-
building to ensure that those most relevant are enabled to engage in best practice prevention.
Workforce development – including continuing professional development and the acquisition
of new skills and expertise to meet changing needs – is critical to the continued
implementation of high-quality programmes and actions. Building up evaluation and
monitoring skills among practitioners is also required so that examples of best practice of HIV
prevention in the Irish context can be documented, evaluated and disseminated.

• Coordination: At national, regional and local levels, improved coordination is necessary to
strengthen the strategic development of HIV prevention activities. This will also require that a
comprehensive mapping of existing services is undertaken to identify both gaps in the current
level of provision of HIV prevention and examples of best practice that are currently being
implemented. This action plan will provide a framework for HIV and AIDS education and
prevention across the statutory and voluntary sectors. This framework will be best supported
by a clearly defined coordination mechanism within HSE and other key agencies to ensure HIV
prevention is delivered comprehensively and nationwide in an integrated, coherent and
efficient manner.

• Research, monitoring and evaluation: A need still exists for detailed research on the most
effective prevention interventions and the risk behaviours of a number of population groups in
order to inform a greater understanding of the dynamics of HIV transmission and also the
development of effective prevention approaches. Qualitative research is required to
complement the existing surveillance data and programme evaluation findings. This type of
information would be particularly helpful in informing programme development with ethnic
minority groups, socially marginalised groups and people living with HIV in Ireland. A greater
emphasis on evaluation of HIV and AIDS education and prevention measures is also required to
ensure that current resources are being directed towards evidence-based best practice and that
these examples are documented and disseminated. Progress at the national, regional and local
levels in meeting recommendations set out in this action plan should be monitored and subject
to review on a regular basis. In particular, there is a need to track progress in meeting the
needs of vulnerable and high-risk groups, and ensuring that programmes are targeted where
they are most needed in an effective and accessible manner.
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• Leadership, advocacy and implementation: Political will and leadership are necessary to
support sustainable, comprehensive and effective HIV prevention. The wider health and social
gain from high-quality HIV prevention approaches needs to be emphasized and promoted
among decision-makers. Advocacy for HIV prevention needs to engage the support of policy-
makers, opinion leaders, people living with HIV and a range of community groups. In
particular, there is a need to have public discussion on sexual health in a positive manner and
to build a public demand for positive sexual health promotion and effective HIV prevention.
Tackling HIV-related stigma and discrimination and increasing awareness of the importance of
sexual health for overall health and well-being will play a critical role in shifting social norms
and practices, and in mobilising a demand for effective HIV prevention and treatment services.

• HIV testing and screening: Early knowledge of HIV status results in better prognosis for the
individual and can have an impact on onward transmission. To achieve this, accessible HIV
screening and testing must be made available. Testing for HIV is voluntary in Ireland and this
should continue. Voluntary counselling and HIV testing (VCT) has been shown to be effective
in the prevention of secondary infection for many different population groups (King and
Bartlett, 1999; UNAIDS, 1998). The introduction of new HIV testing methods can have a great
impact (e.g. rapid testing), while home-testing kits mean availability and access to HIV testing
is removed from medical and clinical settings. New approaches to HIV testing have been
implemented in other countries (e.g. on-site in pubs and clubs, in NGO settings and in rapid-
testing centres) and these would need to be examined for the development of good practice
guidelines for an Irish setting.

The Action Plan set out on the following pages integrates these key issues, principles and themes,
and provides the framework for the HIV and AIDS Education and Prevention Plan covering the period
2008-2012.
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Action Plan

The overall aim of this action plan is to contribute to a reduction in new infections of HIV and AIDS
through education and prevention measures. A secondary aim is to guide and inform the
development of policy and services in the statutory and non-statutory sectors with responsibility in this
regard. The plan is set out under 6 Action Areas, as follows:

1. Building leadership and strengthening necessary infrastructure

2. Addressing the broader determinants

3. Preventing new infections

4. Addressing stigma and discrimination

5. Monitoring and evaluation

6. International commitments

Within Action Area 3 – Preventing new infections – the Action Plan is set out by population group:

1. young people;

2. men who have sex with men;

3. injecting drug users;

4. sex workers;

5. prisoners;

6. people from countries where HIV is endemic;

7. people living with HIV.

For each population group, actions are arranged under the following headings:

• education and raising awareness;

• [population group] – specific interventions;

• increasing screening and testing;

• research and capacity-building;

• linkages to relevant policy frameworks.



39Action Plan for implementation of HIV and AIDS Education and Prevention Plan 2008 – 2012

1. Political leadership at the highest level
should be maintained through national
structures and ongoing political
engagement in HIV- and AIDS-related
policy.

2. A national-level committee with relevant
statutory and non-statutory
representation should be maintained,
with clearly defined roles and
responsibilities for all members in HIV and
AIDS policy development and monitoring.

3. Civil society groups and people living with
HIV should be supported to develop
leadership and advocacy capacity to
ensure participation in decision-making,
policy formulation, implementation, policy
monitoring and evaluation.

4. A mapping of all HIV and AIDS prevention
activity in the 4 HSE areas should be
undertaken to assess current service
provision and to plan for implementation
of the National Action Plan and further
service development.

5. An assessment of current NGO activity in
HIV and AIDS prevention should be
undertaken with a view to identifying
current service levels, models of best
practice and services suitable for
mainstreaming.

6. Clear structures will be established within
HSE with responsibility for HIV and AIDS
strategy implementation.

7. A formal consultation process with
relevant partners should be established to
ensure strategies and research are
working to complement each other, e.g.
the Crisis Pregnancy Agency, National
Drugs Strategy Teams.

Department of An Taoiseach

Department of Health
and Children

Health Service Executive

Health Service Executive

Health Service Executive

Health Service Executive

National AIDS
Strategy Committee

Lead responsibility

Department of Foreign
Affairs – Irish Aid

Department of Health
and Children

Health Service Executive

Other relevant Government
departments

Relevant NGOs and PLHIV

National AIDS Strategy
Committee

Relevant NGOs

National AIDS Strategy
Committee

Relevant NGOs

Relevant NGOs

National AIDS Strategy
Committee

Health Service Executive

Key partnersActions

Action Area 1

Building leadership and strengthening necessary infrastructure
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Lead responsibility Key partnersActions

1. A National Sexual Health Policy should be
developed to provide the appropriate
broader context for the HIV and AIDS
Education and Prevention Plan.

2. HIV prevention targets should be
integrated into policies designed to
address the social determinants of health
and health inequalities, e.g. into the
National Action Plan for Inclusion.

Department of Health
and Children

Department of Health
and Children

Health Service Executive

Sexual health service
providers

Crisis Pregnancy Agency

Other relevant Government
departments

Relevant NGOs

Health Service Executive

Office for Social Inclusion

Action Area 2

Addressing the broader determinants
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1. Education and raising awareness

1. Implement comprehensive school-based sex
education throughout the school system:

• Relationships and Sexuality Education
(RSE) should be universally implemented
in the context of SPHE from primary
through to senior cycle.

• Health and education sectors should
continue to work together to develop
resources and provide teacher training to
support RSE implementation.

• Guidelines should be developed for
schools to ensure best practice in using
outside agencies to support RSE
implementation in the classroom.

• The quality and effectiveness of RSE in
schools should be evaluated in the
context of Whole School Evaluation and
other inspection processes.

• The RSE programme should be
monitored and evaluated on an ongoing
basis to ensure its relevance to young
people.

2. Enhance support for Relationships
and Sexuality Education (RSE) in the
out-of-school education setting:

• All Youthreach and Early School-Leaver
Education Centres should have access to
training and resource materials to
support implementation of RSE.

• All Youthreach and Early School-Leaver
Education Centres should develop a
policy on RSE and allow for its provision
in the curriculum.

• A monitoring and evaluation system
should be put in place to ensure full
implementation within these Centres.

Department of Education
and Science

Department of Education
and Science

Lead responsibility

SPHE Support Service

Department of Health
and Children

Health Service Executive

Relevant NGOs

Youthreach

National Youth Council
of Ireland

National Youth Health
Programme

Health Service Executive

Relevant NGOs

Key partnersActions

Action Area 3

Preventing new infections

Population Group 1: Young people
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Youth sector:
• All youth organisations should be

supported to develop and
implement a policy to promote
sexual health.

• Funding programmes targeting
young people should allow for age,
gender and culturally appropriate
peer-led initiatives to promote
sexual health.

3. Parenting and sex education in the
home:

• Training and education programmes
to enable parents to ‘talk about sex’
with their children should be offered
as part of parenting support
initiatives.

• Web-based and other resources
should be developed and made
available to support parents in
talking about sex with their children.

4. Media awareness campaigns targeting
young people will be maintained:

• Ongoing and sustained social
marketing media campaigns to
promote condom usage as the
primary prevention method for
people at risk of HIV/STIs should be
maintained, with specific targeting
of identified groups, including:
• early school-leavers;
• young unemployed;
• young people with low literacy

levels;
• young people from migrant

populations;
• gay and bisexual young people.

• These media campaigns should
seek to change attitudes to condom
usage and address issues related
to stigma of condoms, particularly
for girls.

Family Support Agency

Health Service Executive

Lead responsibility

Department of Education
and Science

Health Service Executive

Crisis Pregnancy Agency

National Parents Council

Relevant NGOs

Relevant NGOs

Key partnersActions

Action Area 3: Preventing new infections Population Group 1: Young people (continued)
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2. Young people – Specific interventions

1. Accessible and appropriate sexual
health services for young people
should be delivered in primary care,
hospital and youth settings.

2. Improved access to condoms for young
people will be achieved through the
following measures:

• A mechanism should be put in place
to ensure availability and wider
distribution of condoms for people
at risk of HIV and STIs. This should
allow for distribution of free
condoms as necessary through
outreach programmes and other
relevant interventions.

• All third-level institutions and FÁS
Centres should have in place a
condom distribution mechanism.

• Primary care centres and sexual
health services should encourage
condom use and make condoms
available.

3. Increasing screening and testing

1. Sexual health services should ensure
access for young people to HIV and STI
screening and testing.

2. Primary care and other community
settings should increase availability of
HIV and STI screening and testing.

4. Research and capacity-building

1. A national survey of sexual knowledge,
attitudes and behaviours of young
people should be commissioned
(similar to the ISSHR completed for the
adult population in 2006).

2. A programme should be devised to
support the development of
monitoring and evaluation skills among
those working with young people.

Health Service Executive

Health Service Executive

Health Service Executive

National AIDS Strategy
Committee

Lead responsibility

Sexual health service
providers

Sexual health clinics

Youth sector

Sexual health service
providers

Sexual health clinics

Relevant NGOs

Third-level institutions

Student health services

FÁS

Sexual health service
providers

Sexual health clinics

Primary Care service
providers

Department of Health
and Children

Department of Education
and Science

Crisis Pregnancy Agency

Relevant statutory agencies

Other relevant Government
departments

Key partnersActions

Action Area 3: Preventing new infections Population Group 1: Young people (continued)
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3. Capacity-building should be developed
in the youth, education and health
sectors to enable youth participation and
professional development in order to
address young peoples' sexual health.

5. Linkages to relevant policy frameworks

1. Clarification on the age of consent
should be given and this information
should be passed on to young people
and organisations working with young
people.

Department of Justice,
Equality and Law Reform

Lead responsibility

Department of Health
and Children

Health Service Executive

Other relevant Government
departments

Key partnersActions

Action Area 3: Preventing new infections Population Group 1: Young people (continued)
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1. Education and raising awareness

1. National information campaigns should be
developed based on accurate knowledge
of the behaviour of men who have sex
with men (MSM) and sub-populations, as
appropriate. These campaigns must
address the issue of message fatigue
among gay and bisexual men, and take
account of new technologies and
innovative methodologies. They must also
target MSM in relationships, migrants and
the population of MSM who are not
exposed to information targeting gay and
bisexual men.

2. Harm-minimisation information targeting
MSM should be produced to address
degrees of risk-taking and the effects of
alcohol and other drugs.

3. Improved availability and access to sexual
health promotion materials should be
achieved outside of cities.

2. MSM – Specific interventions

1. Resources targeting primary care and
mental health providers should be
developed to increase their knowledge of
the health and social needs of MSM and
to promote access to health services for
MSM.

3. Increasing screening and testing

1. Regular STI and HIV screening should
be encouraged among MSM, with a
particular focus on those sub-groups
most at risk.

2. Opportunities for HIV screening and
testing (including rapid testing) should be
expanded in the community setting. Pilot
initiatives will be implemented and
evaluations used to inform future practice.

Health Service Executive

Health Service Executive

Health Service Executive

Lead responsibility

Relevant NGOs

Relevant service providers

Sexual health service
providers

Sexual health clinics

Relevant NGOs

Key partnersActions

Action Area 3

Preventing new infections

Population Group 2: Men who have sex with men (MSM)
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3. Sexual health services should prioritise
MSM as a client population through direct
targeting or through the provision of
specific clinics for MSM.

4. All STI, GUM and A&E services should have
information available to provide referral to
MSM and HIV support services.

4. Research and capacity-building

1. Research should be commissioned to
increase the evidence base informing
strategic policy recommendations. This
research will aim to:
• increase the understanding of the

sexual lives of MSM;
• identify the links between social

exclusion factors affecting MSM and
poor sexual health, including risk for
HIV.

2. Community and voluntary agencies
working with MSM should be resourced to
build the capacity of MSM (including MSM
living with HIV) to participate in the
implementation of this action plan.

3. Training on MSM sexual health needs
should be included in the pre- and post-
qualification training of health
professionals.

4. Key statutory agencies with responsibility
for the delivery of actions in this plan
should develop protocols for the
engagement of MSM representation in the
planning process.

5. Linkages to relevant policy frameworks

1. MSM should be identified as a named
population in relevant health policy to
ensure that mainstream provision provides
a quality service to meet their health needs
and to facilitate the development of
specialist provision where necessary.

All relevant statutory
agencies

All relevant statutory
agencies

Medical and Nursing
schools

All relevant statutory
agencies

Department of Health
and Children

Lead responsibility

National AIDS Strategy
Committee

Health Service Executive

Relevant NGOs

National AIDS Strategy
Committee

Health Service Executive

Relevant NGOs

Relevant agencies
and NGOs

Health Service Executive

Key partnersActions

Action Area 3: Preventing new infections Population Group 2: Menwho have sex with men (MSM) (continued)
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1. Education and raising awareness

1. Harm-reduction messages and
programmes should be developed to
prevent HIV in the context of education
and awareness-raising initiatives for
injecting drug users (IDUs).

2. Safer sex messages aimed at IDUs and
HIV+ IDUs should be developed and
integrated into the broader supports
effected by the drug treatment services.

2. IDUs – Specific interventions

1. The Joint Report by the National Drugs
Strategy Team and the National Advisory
Committee on Drugs to the
Interdepartmental Committee on Drugs
(IDG) – entitled An assessment of needle
exchange provision in Ireland – The
context, current levels of service provision
and recommendations – should be
implemented in full.

2. Early intervention and service access
should be prioritised for non-IDUs to
prevent injecting drug use and syringe
use developing.

3. Increasing screening and testing

1. Access and uptake of HIV/STI screening
and testing in drug treatment services
should be improved.

2. In line with the NDST/NACD report,
referral to appropriate services for
screening and innovative approaches to
HIV/STI screening and testing should be
piloted to increase access and uptake. This
should include mobile services and new
technology.

Health Service Executive

Designated Government
departments/agencies/

sectors assigned to each
recommendation in the
Joint Report, overseen

by the IDG

Health Service Executive

Lead responsibility

Drug treatment services

Relevant NGOs

National Drugs Strategy
Team

in conjunction with
Local and Regional Drugs

Task Forces

Health Service Executive

Department of the
Environment, Heritage and

Local Government

Irish Prison Service

Department of Justice,
Equality and Law Reform

Health Research Board

National Advisory
Committee on Drugs

National Drugs Strategy
Team

in conjunction with
Local and Regional Drugs

Task Forces

National Drugs Strategy
Team

in conjunction with
Local and Regional Drugs

Task Forces

Drug treatment services

Relevant NGOs

Key partnersActions

Action Area 3

Preventing new infections

Population Group 3: Injecting drug users (IDUs)
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4. Research and capacity-building

1. Research into sex practices of IDUs should
be commissioned in order to develop a
knowledge of this area.

5. Linkages to relevant policy frameworks

1. The National Drugs Strategy should have
an integrated approach to HIV prevention
as a core element.

National Advisory
Committee on Drugs

Department of Community,
Rural and Gaeltacht

Affairs

Lead responsibility

National AIDS Strategy
Committee

Health Service Executive

Relevant NGOs

National AIDS Strategy
Committee

Key partnersActions

Action Area 3: Preventing new infections Population Group 3: Injecting drug users (IDUs) (continued)



49Action Plan for implementation of HIV and AIDS Education and Prevention Plan 2008 – 2012

1. Education and raising awareness

1. Education and awareness-raising measures
targeting sex workers should be integrated
into sexual health campaigns. This must be
informed by a review of best practice to
include approaches to target new
populations, illegal immigrants, indoor
workers and those buying sex.

2. Sex workers – Specific interventions

1. Negotiation skills training for sex workers,
using a peer-learning approach, should be
piloted and evaluated with a view to
developing and implementing a
programme of training.

2. Enhanced interagency approaches should
be encouraged to maintain current
outreach programmes working with sex
workers.

3. A mechanism for condom distribution
should be provided by all services working
with sex workers.

3. Increasing screening and testing

1. Specific initiatives should be implemented
in partnership between services working
with sex workers and STI services to make
screening and testing for HIV and STIs
available.

4. Research and capacity-building

1. Mechanisms should be put in place to
build the capacity of sex workers to
participate in relevant fora to represent the
needs of this group and to inform relevant
policy and practice.

2. Research should be commissioned into the
appropriate methodologies for HIV and
AIDS education and prevention for indoor
sex working and working with new
populations in order to inform the
development of innovative prevention
approaches.

Health Service Executive

Health Service Executive

Health Service Executive

Health Service Executive

Lead responsibility

Relevant NGOs

Relevant NGOs

Sexual health service
providers

Sexual health clinics

Relevant NGOs

National AIDS Strategy
Committee

Relevant NGOs

Key partnersActions

Action Area 3

Preventing new infections

Population Group 4: Sex workers
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5. Linkages to relevant policy frameworks

1. A review of the current legislation
governing prostitution should be
undertaken to ensure that access to health
and social services is not impeded.

Department of Justice,
Equality and Law Reform

Lead responsibility

Department of Health
and Children

Health Service Executive

Key partnersActions

Action Area 3: Preventing new infections Population Group 4: Sex workers (continued)



51Action Plan for implementation of HIV and AIDS Education and Prevention Plan 2008 – 2012

1. Education and raising awareness

1. Specific HIV/STI education programmes
should be implemented for prisoners and
prison staff within a broader health
promotion context.

2. Prisoners – Specific interventions

1. A mechanism to provide condoms in
prisons should be established.

2. Improved linkages should be developed
between Prison health services and
services within the community for people
who are HIV-positive in order to ensure
appropriate care pathways in the transition
from prison to community.

3. Increasing screening and testing

1. Comprehensive and confidential HIV/STI
screening and testing programmes should
be introduced in all prisons.

4. Research and capacity-building

1. A review of current care programmes for
HIV and drug treatment should be
undertaken. This will aim to evaluate both
the content of these programmes and
make proposals on the linkages between
the Prison health services and community
HSE services.

5. Linkages to relevant policy frameworks

1. The recommendations of the National
Drugs Strategy should be implemented
in full.

Prison health services

Prison health services

Prison health services

Prison health services

Prison health services

Lead responsibility

Health Service Executive

Health Service Executive

National Drugs Strategy
Team

Department of Community,
Rural and Gaeltacht Affairs

National Drugs Strategy
Team

Key partnersActions

Action Area 3

Preventing new infections

Population Group 5: Prisoners
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1. Education and raising awareness

1. Information on living with HIV should be
developed and resources published. These
should address sensitive issues, including
support towards disclosure and details of
available services, and also address the
specific needs of sub-populations, such as
people living with HIV (PLHIV) in
relationships, migrants, injecting drug
users, and gay and bisexual PLHIV.
Informational resources should also be
provided for partners and family members,
and specific information should be
developed for children and adolescents
living with HIV.

2. PLHIV – Specific interventions

1. Health promotion and psychosocial
support staff should be available to PLHIV
in clinical and community settings.

2. Interventions that contribute to increased
self-esteem and personal development for
PLHIV, including behaviour change and
disclosure supports, should be developed
and implemented.

3. Specific interventions should be
implemented targeting migrant PLHIV in
the community setting, taking account of
language and cultural needs.

4. Ongoing educational interventions will be
delivered by health and social care
professionals and through peer
interventions to address immediate and
emerging issues for PLHIV.

5. Resources targeting primary care and
mental health providers should be
developed to increase their knowledge of
the health and social needs of PLHIV and
to promote access to health services for
PLHIV.

Health Service Executive

Relevant service providers

Health Service Executive

Health Service Executive

Health Service Executive

Health Service Executive

Lead responsibility

Relevant statutory agencies

Relevant NGOs

Health Service Executive

Relevant NGOs

Relevant NGOs

Relevant NGOs

Relevant service providers

Relevant NGOs

Relevant service providers

Relevant NGOs

Key partnersActions

Action Area 3

Preventing new infections

Population Group 6: People living with HIV (PLHIV)
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3. Increasing screening and testing

1. Clinical staff should have information
relevant to the needs of different
populations of HIV-positive people and
appropriate HIV prevention
methodologies, with referral capacity to
other supports as appropriate.

4. Research and capacity-building

1. Research should be commissioned to
explore the needs of HIV-positive people
in an Irish context.

2. Supports should be made available to
people who are HIV-positive to enable
them to act as advocates in relation to
their own needs.

3. Key statutory agencies within health,
education, social services and justice
should actively engage PLHIV in the
planning, delivery and evaluation of
actions in this action plan.

5. Linkages to relevant policy frameworks

1. PLHIV should be identified as a named
population group to ensure that
mainstream provision provides a quality
service to meet their health needs and to
facilitate the development of specialist
provision where necessary.

Health Service Executive

Health Service Executive

Relevant statutory agencies

Health Service Executive

Lead responsibility

Sexual health service
providers

Sexual health clinics

Relevant statutory agencies

Relevant NGOs

Department of Health
and Children

Key partnersActions

Action Area 3: Preventing new infections Population Group 6: People living with HIV (PLHIV) (continued)
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1. Education and raising awareness

1. Appropriate HIV and AIDS education and
prevention programmes specific to the
needs of new communities should be
developed and implemented, allowing for
gender, ethnic and religious sensitivities.

2. Communication and resource
development in appropriate languages
should be an integral element of sexual
health and HIV prevention campaigns, and
include use of ethnic media in all such
campaigns.

2. People from countries where HIV is
endemic – Specific interventions

1. Condoms should be available in Reception
Centres and Hostels free of charge.

2. Support the development of peer-led and
targeted outreach interventions,
specifically aimed at reaching
undocumented migrants.

3. Increasing screening and testing

1. Availability of HIV/STI screening and
testing for refugees and asylum-seekers
should be increased.

2. Healthcare workers and NGOs working
with migrant communities should
encourage HIV/STI testing by the provision
of information on the services available.

4. Research and capacity-building

1. Support should be made available to
groups representing people from countries
where HIV is endemic to enable them to
act as advocates in relation to their own
needs.

5. Linkages to relevant policy frameworks

1. HSE's Intercultural Health Strategy should
be implemented as recommended to
ensure adequate health and social care
services are delivered.

Health Service Executive

Health Service Executive

Health Service Executive

Health Service Executive

Health Service Executive

Lead responsibility

Relevant statutory agencies

Relevant NGOs

Relevant statutory agencies

Relevant NGOs

Relevant statutory agencies

Relevant NGOs

Relevant NGOs

Community and Church
leaders

Key partnersActions

Action Area 3

Preventing new infections

Population Group 7: People from countries where HIV is endemic
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1. Support should be given to the
Multi-Stakeholder Forum's approach to
addressing stigma and discrimination.

2. Legislation, policies and other measures
should be enforced to protect the rights of
people with HIV.

3. Awareness-raising and training opportunities
on stigma and discrimination of people with
HIV/AIDS for GPs, other healthcare
professionals, prison staff and primary care
practitioners should be integrated into pre-
and in-service medical and nursing education.

Relevant statutory agencies

Department of Justice,
Equality and Law

Reform

Medical and Nursing
schools

Lead responsibility

Department of Foreign
Affairs – Irish Aid

Relevant NGOs and
networks of PLHIV

Department of Health
and Children

Health Service Executive

Relevant statutory agencies

Health Service Executive

Prison health services

Key partnersActions

Action Area 4

Addressing stigma and discrimination
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1. To continue to support the work of the Irish
Aid Programme in relation to HIV and AIDS.

2. Ireland should continue to participate in
relevant EU, WHO and UN networks and
policy development fora to inform best
practice.

3. An all-island dialogue in relation to HIV and
AIDS prevention should be supported.

Department of Health
and Children

Department of Health
and Children

Department of Health
and Children

Lead responsibility

Department of Foreign
Affairs – Irish Aid

Relevant NGOs

Relevant statutory agencies

National AIDS Strategy
Committee

CAWT (Cooperation and
Working Together)

Key partnersActions

Action Area 6

International commitments

1. Quality standards for HIV and AIDS
prevention should be developed to support
implementation of this action plan.

2. A mid-term and final report on the
implementation of this action plan should
be published.

3. A national minimum dataset should be
agreed to assist in the collection of
epidemiological and risk factor data, in liaison
with the Surveillance Sub-Committee.

National AIDS Strategy
Committee

National AIDS Strategy
Committee

Health Service Executive –
Health Protection
Surveillance Centre

Lead responsibility

Department of Health
and Children

Department of Education
and Science

Health Service Executive

Other relevant statutory
agencies

Relevant NGOs

Department of Foreign
Affairs – Irish Aid

Department of Health
and Children

Health Service Executive

National AIDS Strategy
Committee

Department of Health
and Children

Key partnersActions

Action Area 5

Monitoring and evaluation
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AVERT: International AIDS charity www.avert.org

Centers for Disease Control and Prevention (CDC) www.cdc.gov

Crisis Pregnancy Agency www.crisispregnancy.ie

Department of Community, Rural and Gaeltacht Affairs www.pobail.ie

Department of Education and Science www.education.ie

Department of Health and Children www.dohc.gov.ie

Department of Justice, Equality and Law Reform www.justice.ie

Dublin AIDS Alliance www.dublinaidsalliance.com

EuroHIV (European Centre for the Epidemiological Monitoring
of AIDS) www.eurohiv.org

European Centre for Disease Prevention and Control www.ecdc.eu.int

European Correlation (Health and Social Inclusion) Network www.correlation-net.org

Eurosurveillance: Europe's leading journal on infectious disease
epidemiology, prevention and control www.eurosurveillance.org

Gay and Lesbian Equality Network www.glen.ie

Gay Health Network (GHN): Information on safer sex, HIV, STIs
and HIV testing www.gayhealthnetwork.ie

Gay HIV Strategies www.iol.ie/nexus/ghs.htm

Gay Men's Health Project (GMHP): Services, reports and links www.gaymenshealthproject.ie

Health Protection Surveillance Centre www.ndsc.ie/hpsc/

Health Service Executive www.hse.ie

HIV Services Network (HSN): Directory of HIV and STI agencies
in Ireland www.hivireland.ie

International HIV/AIDS Alliance: Supporting community action
on AIDS www.aidsalliance.org

Irish Prison Service www.irishprisons.ie

Limerick Red Ribbon Project www.redribbonproject.com

National Consultative Committee on Racism and Interculturalism www.nccri.ie

National Youth Council of Ireland www.youth.ie

National Youth Health Programme www.youthhealth.ie

Sexual Health Centre, Cork www.sexualhealthcentre.com

Stamp Out Stigma: National awareness campaign www.stampoutstigma.ie

UNAIDS: Joint United Nations Programme on HIV/AIDS www.unaids.org

World Health Organization www.who.int

Youthreach: Education and training programme for early
school-leavers www.youthreach.ie
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Appendix 1: Review of effective interventions
Prevention of HIV infection depends on the promotion of safer sexual behaviour, including the use of
condoms (an increase in condom use is a marker for reduction in risk behaviours), harm reduction
through needle exchanges and the early and effective treatment of sexually transmitted infections
(STIs) and Hepatitis C virus (HCV). Success in HIV prevention approaches has been demonstrated
through programme evaluations, intervention research and country-level experiences over the last
25 years.

It is critical that the best available evidence is used to support the development of best practice and
policy in HIV prevention at national level. With this in mind, a review of the international evidence
base concerning the effectiveness of HIV education and prevention approaches was undertaken in
order to identify examples of successful interventions implemented with different population groups
across a range of settings.

In undertaking a review of the available scientific evidence on best practice, the following sources and
electronic databases were consulted:

• The Cochrane Database of Systematic Reviews, Database of Abstracts of Reviews of
Effectiveness (www.mrw.interscience.wiley.com/cochrane) and the National Health Service
Centre for Reviews and Dissemination (CRD), University of York, UK (www.york.ac.uk).

• Evidence briefings on HIV and AIDS prevention produced by the former UK Health
Development Agency (HDA). Each evidence briefing report is a review of reviews assessing the
effectiveness of interventions to impact on the factors, both personal and structural, that
influence sexual risk behaviours. These reports identify gaps in primary and review-level
research, make recommendations for research methodology and suggest implications for policy
and practice.

• The Sexual and Reproductive Health databases of UNAIDS and the World Health Organization.

• Medline 1966-2006, using the search terms 'HIV', 'AIDS', 'interventions', 'prevention',
'legislation', 'programmes' and 'education'.

• The websites of relevant international and national organisations, State agencies and NGOs,
and their publications and guidelines on best practice, e.g. Centers for Disease Control and
Prevention (CDC).

• Strategy documents from relevant countries.

Multi-component and multi-level interventions

The HDA's 2004 evidence briefing on STIs (Ellis and Grey, 2004) concluded that the most successful
interventions are multi-component interventions, which include the personal determinants of risky
sexual behaviours, such as knowledge and skills, as well as addressing structural issues, such as peer
group and social norms. Multi-level interventions are those that target not only the individual but also
groups, communities and the wider society. Building a range of components into group-level
interventions has been found to contribute to their effectiveness in influencing sexual risk behaviours
(Ellis et al, 2003).

An integrated approach to overall HIV risk reduction needs to include:

• risk reduction – condom use;

• risk substitution – substituting lower risk behaviour for higher risk behaviours;
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• contextual modification – as, for example, unprotected sex only within long-term
seroconcordant relationships, 'informed altruism' and 'partner restriction' (Johnson et al, 2006;
Des Jarlais et al, 2004).

There is sufficient review-level evidence to conclude that small-group and community interventions
can be effective in influencing the sexual risk behaviours of black and minority ethnic groups (Ellis et
al, 2003) and MSM (Johnson et al, 2006). (It should be noted that the risk reduction observed across
trials with MSM was generated from relatively short interventions.)

In considering a range of interventions, the HDA's evidence briefing (Ellis and Grey, 2004) concluded
that interventions are more likely to be effective if they include the following features:

1. use of theoretical models of behavioural change in developing interventions;

2. targeted and tailored interventions (in terms of age, gender, culture), making use of needs
assessment or formative research;

3. provision of basic accurate information through clear unambiguous messages;

4. use of behavioural skills training, including self-efficacy.

In addition, this evidence briefing also found promising review-level evidence to conclude that
interventions are more likely to be effective if they:

• emphasize risk reduction rather than promote abstinence;

• use peers and community opinion leaders.

These features are echoed in the literature and are used below to structure the discussion on effective
interventions.

1. Theoretical models of behavioural change

Cognitive and behaviour change theories
The threat of AIDS and HIV has provided a major impetus into the study of factors involved in
determining behaviour, both in relation to safer sex and injecting practices. Theories about how
individuals change their behaviour have provided the foundation for many HIV prevention
interventions (see Table A1). Nearly all of the psychological theories (such as the Health Belief Model
or the Theory of Planned Behaviour) originated in the Western, industrialised part of the world, but
they have been used internationally. Only one of the psychosocial theories discussed below – the AIDS
Risk Reduction Model (ARRM) – was developed specifically for AIDS.

Basing models of behaviour on rational theories of decision-making may ignore the dyadic nature of
sexual behaviour. Such theories tend not to consider the important contextual factors that influence
an individual's sexual behaviour. However, Fisher and Fisher (2000) in their review of the utility of
theories (which have assumptions of individual-level, gender-neutral behavioural change) found
empirical support for the majority of models. In particular, constructs such as self-efficacy and
perceived barriers as they relate to specific behaviours (such as condom use) have been found to be
powerful predictors of safer sex practices (Norman et al, 2000).

It is important to note that the theories and models set out in Table A1 do not constitute an
exhaustive list. It should also be stressed that the empirical basis for one theory over another is still
contested. Stephenson et al (2000) state that differences in choice of theory and the way theory is
implemented do 'not appear to explain the differential effectiveness of the interventions'.
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Table A1: Overview of most frequently used theories of human behaviour

* A more recent theory, the Theory of Planned Behaviour, is an update of the Theory of Reasoned Action. It was developed by one of the
authors of the Theory of Reasoned Action to account for behaviours that are subject to forces beyond the individual's control.

Individual Health Belief Model • Perceived susceptibility • Increase level of risk perception
level • Perceived severity • Influence beliefs of severity

• Perceived benefits and barriers • Assess and influence beliefs
• Cues to action about benefits/barriers of

changing behaviour

Theory of Reasoned • Attitudes • Assess and influence attitudes
Action* • Subjective norms • Assess and influence norms

• Behavioural intentions in the social group
• Assess and influence
behavioural intentions

Social Cognitive Theory • Outcome expectancies • Sexual communication, need
Social Learning Theory • Self-efficacy for social support to reinforce

behaviour change
• Modelling of safer behaviours

Stages of Change • Precontemplative • Assess and influence outcome
• Contemplative expectations and norms,
• Preparation perceived risk
• Action • Assess and influence
• Maintenance self-efficacy, intention

• Assess and influence self-efficacy,
intentions and outcome
expectations

• Assess and influence outcome
expectations and norms

• Assess and influence norms,
self-efficacy

AIDS Risk Reduction • Labelling • Assess and influence risk
Model (ARRM) • Commitment perception, aversive emotions

• Enactment and maintenance and knowledge
• Assess and influence perceptions
of enjoyment, self-efficacy and risk
reduction

• Assess and influence
communication, informal
networking, formal help-seeking

Social and Diffusion of Innovation • Change agent • Who are the influential people in
and community • Communication channels the community
level • Context • Most effective means to spread

information, including community
leaders

• Assess type of social networks in
community

Social Influences • Context of social interactions • Equip young people with social skills,
• Social norms including peer pressure resistance
• Social rewards and punishments skills

• Assess and influence social norms

Social Network Theory • Social networks • Assess composition of social network
• Social support • Assess, build up social support

Theory of Gender and • Social sexual norms and power • Address social structure of gender
Power dynamics relations

Empowerment • Community organisation • Assess community priorities
• Community building • Assess key activities of the

community and facilitate
alliance-building

Social Ecological Model • Intrapersonal (knowledge, attitudes, • Increase in knowledge, skills
for Health Promotion perception of risk) development, influence risk

• Social, organisational, cultural perception
(social networks) • Community organising, mass media

• Political factors (regulation) • Advocacy

Socio-economic and • Policy • Advocacy; Community organising
Environmental Factors • Resources; Living conditions • Social services

• Access to prevention • Increasing access to prevention
(condoms)

Level Theory or Model Behavioural Determinants Examples of Programme Application
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Shepherd et al (2000) concur with Peersman and Levy (1998), in that 'there is little consensus about
which theories are most powerful in affecting behavioural outcome'.

Social models
The main difference between individual behaviour change models and social models is that the latter
aim at making changes at community level.

To fully understand the crucial determinants of behaviour, it must be seen in its social, cultural,
political and economic contexts. The sexual impulse is a basic human drive, underpinned by primal
needs for procreation as well as pleasure. Aggleton (1996) points out that in many cases the
motivations for sex are complicated, unclear and may not be thought through in advance; he asks,
for example, how well can self-efficacy in condom use and sexual negotiation skills, as taught in
educational settings, be generalisable to the 'sexually charged atmosphere of the bedroom?'
Abraham and Sheeran (1994) conclude that HIV preventive behaviour will 'depend on effective
management of sexual excitement, which may, in turn, rely on self-acceptance of sexuality'.

2. Targeted and tailored interventions

The most effective interventions are those that are designed to fit the needs and knowledge base of
their target community. It is important to recognise the contextual issues and needs of the
participants. So, for example, IDUs, in common with all population groups, are not homogeneous;
some may have immediate needs in terms of housing and employment that will affect their ability to
adopt safer sexual or injecting practices in order to improve their sexual health. Such insights are most
cost-effectively gained by involving members of the community in the needs analysis, design and
delivery of the intervention programme (De La Cancela, 1989; Seal et al, 2000). Economic arguments
underpin the need to target and tailor interventions. Ellis and Grey (2004) found promising review-
level evidence that STI prevention interventions can be cost-effective – and even cost-saving – when
targeted at 'high risk' groups (such as commercial sex workers, injecting drug users or men who have
sex with men). Similarly, the Irish Study of Sexual Health and Relationships (ISSHR) concluded that to
be effective, health services and policies need to be tailored to the 'preferences and circumstances of
specific groups and individuals' (Layte et al, 2006, p. 280). These specific groups include women,
ethnic groups, men who have sex with men (MSM), injecting drug users (IDUs), people living with HIV
and AIDS, young people, prisoners and commercial sex workers.

Research emphasizes the importance of broadening the focus of interventions to recognise the
contextual issues and needs of the participants. Seal et al (2000) found that 'young men voiced the
opinion that HIV prevention topics should be embedded in the context of other issues they face, such
as dating and emotional intimacy and the development of relationships; self-esteem, self-care and
self-love; coming-out issues; pessimism concerning one's future; safer sex negotiation and
communication; alcohol and illicit drug use; and gaining acceptance by one's peers, family members
and society as a whole'.

Prevention strategies need to determine, in a participatory manner, the particular needs and
circumstances of different population groups and ensure that there is an ecological fit between the
content and delivery of the intervention and the reality of the everyday lives of the participants.
Special attention needs to be paid to issues of culture, ethnicity, gender and age, and how these
factors may contribute to inequalities in sexual health and access to information and services.
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3. Provision of basic accurate information

Effective communication of basic accurate information can inform and change attitudes, and give
people properly informed choice through the use of clear unambiguous messages. The analysis by
King and Bartlett (1999) of 38 different national AIDS-control programmes found that 90% focused
on correcting misconceptions about AIDS; about 80% provided information about personal risk
assessment. Many mass education efforts globally have raised HIV and AIDS awareness. In some
cases, condom sales have increased and a reduction in new HIV cases has ensued (Kalichman et al,
1997). As Grilli et al (2002) point out, 'the mass media play several important functions in society,
including providing information, entertainment, articulating and creating meaning, setting agendas
for individual and societal discourse, and influencing behaviour'.

Population surveys show that mass media are the leading source of information about important
health issues, such as HIV and AIDS (Chapman and Lupton, 1995), and have been over a 25-year
period. In the area of prevention, risk reduction and drug information, it has become common to seek
a 'partnership' or 'shared agenda' with the mass media in communicating health information to the
public. The Global Media AIDS Initiative was launched in January 2004 with the aim of activating
media organisations to reach a global audience – especially young people – with information about
how to prevent and treat HIV, and to help combat AIDS-related stigma and discrimination. UN
Secretary-General Annan stated at the time, 'With two-thirds of the estimated cases preventable
through information and education, the power of the media is one of the most formidable tools that
we have in fighting HIV and AIDS … Broadcast media have tremendous reach and influence,
particularly with young people, who represent the future and who are the key to any successful fight
against HIV/AIDS. We must seek to engage these powerful organizations as full partners in the fight
to halt HIV/AIDS through awareness, prevention and education'.

Health advocates have developed several basic strategies for working with the media, including:

• mass media campaigns (using social marketing and entertainment education);

• embedded messages;

• media advocacy;

• media literacy;

• small media;

• Internet interventions.

Each strategy has its strengths and weaknesses. Results suggest that intentional use of the media in
the interests of sexual health is valuable. To be effective, messages about HIV and AIDS must be both
educational and entertaining (the two are not necessarily mutually exclusive), as noted in UNAIDS'
2004 report: 'This task requires vision, dedication and, above all, creative programming that truly
engages audiences.'

The use of theory to enhance the effectiveness of mass media interventions has been clearly
demonstrated (Rice and Aitken, 1994; Aitken, 2002). Sixsmith (2006) outlines seven distinct areas of
best practice for mass media campaigns, two examples of which are given below.

Good practice 1: 'Stop AIDS' campaign in Switzerland
Switzerland has had a national social marketing campaign for the past 20 years called 'Stop AIDS'. It
has been associated with a 48% increase in condom use and with no increase in sexual activity
among 17-30 year-olds over a 10-year period. About two-thirds of the population report protecting
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themselves by using condoms during casual sex and at the start of a new relationship. The rates of
HIV testing have increased and stigmatisation of homosexuality has decreased significantly (Dubois-
Arber et al, 1997).

The Swiss campaign continually adapts the prevention messages as changes in the epidemic are
observed. The Swiss AIDS Transmission Survey, a prospective study, investigates the detailed
circumstances of new HIV infections with patients, thus gaining insights into the current dynamics of
the epidemic and the circumstances of HIV transmission. This information is then used to further
target and adapt the prevention messages and work.

The Swiss have successfully introduced messages cumulatively, with each new wave of advertising
adding to the previous message, rather than replacing it. In 2005, the overall theme was changed to
'Love life – Stop AIDS', aimed at emphasizing the joy and fun of a healthy sex life and using
protection as part of this. The 2006 campaign used the slogan 'No action without protection' and
showed images of naked people engaged in playing sports with a high risk of injury, such as fencing
and ice hockey; the clear message was to raise public awareness of the need for self-protection in
sexual activity too. 'Love life – Stop AIDS' messages are disseminated through billboard posters, print
advertising and TV commercials, as well as on a website (www.lovelife.ch) and at a variety of public
events, such as music festivals. In addition, commercial marketing partnerships with condom
manufacturers are ongoing and continue to be developed.

The Swiss HIV prevention campaign is multifaceted and being conducted at several different levels:

• the broad effect of information for the general public, through mass media campaigns via
posters, advertisements, television, cinema and radio;

• the broad effect with in-depth effect, through specific information campaigns targeting certain
groups with high-risk behaviour or a high prevalence, such as MSM, sex workers and IDUs;

• in-depth effect, through information to individuals by counselling and personalised advice
provided by different sources, such as Swiss AIDS Association, doctors and outreach workers.

The Swiss HIV prevention campaign is evaluated every second year by an external research company
(for further information, see www.swissinfo.org).

Good practice 2: The Internet
The literature highlights the Internet as one of the underexploited areas of mass media in terms of HIV
prevention and education. The study by Keller et al (2004) found that of the 160 million Internet users
in the USA, 52 million use it for information on health and many of these are teenagers – 46% of
12-17 year-olds had gone online in the previous month for an average of 303 minutes per month.
The Kaiser Family Foundation survey (2002) also found that 28% of 15-17 year-olds listed the Internet
as their primary source of sexual information.

The Internet allows for audience segmentation beyond a level ever possible before. Keller et al (2004)
noted that 'the Internet's uniquely intermediate status between a mass medium and interpersonal
communication makes it an ideal venue for communicating sensitive information because if offers
anonymity and sophisticated message tailoring'. It is interactive like a conversation and reaches large
audiences with individualised messages. It has the capacity to relay information, provide online peer
support and answer questions on demand as the need arises. Thus, as Keller et al (2002) state, 'this
consumer-driven feature of the Internet makes it an especially important service for issuing
reproductive health information to young people'.
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However, use of the Internet in the area of HIV prevention and education is not without its limitations,
some of which include:

• certain groups of people, such as low-income groups, may have less access to computers;

• inaccurate and inappropriate information may be disseminated on websites due to a lack of
quality control on information published;

• violations of privacy and confidentiality are issues of concern;

• certain software programs, such as Cyber Patrol, used by libraries and schools screen out
sexual references;

• research into the impact of the Internet on people's lives and sexual behaviour is needed.

4. Behavioural skills training

Cognitive and behavioural interventions
HIV and AIDS is one of the threats to health for which the only effective solution is behavioural. Kirby
(2001) documented that as knowledge is only weakly related to behaviour, interventions need to
achieve more than an increase in knowledge. Behavioural interventions have contributed directly to
decreases in HIV infections throughout the world (Darbes et al, 2002). Effective interventions that
focus on behavioural preventions are very important, whether directed at the individual or at the
community level. Cognitive behavioural group work, focusing on risk reduction, sexual negotiation
and communication skills training and rehearsal (e.g. through role play), can be effective in
influencing the sexual risk behaviours of MSM (Ellis et al, 2003). The literature also demonstrates a
strong correlation between talking with one's partner and positive sexual health outcomes (Heise et
al, 1995; Guzmán et al, 2003; Salway, 1994; Santhya and Dasvarma, 2002).

Peer-led interventions
According to Charleston et al (1996), peer-led interventions are 'interactions between individuals with
shared characteristics, such as behaviour, experience, status or social and cultural backgrounds'.
Sociological theories posit that society is made up of various sub-cultures and it is the peer group
within such a sub-culture that the individual most identifies with. Peers have been shown to be the
most credible and influential sources of information (Stephenson et al, 2004). Using strategies that
enlist community mobilisation to modify the norms of the peer network in order to support positive
changes in behaviour will be effective, even if the vulnerable community (e.g. IDUs or sex workers)
does not have the larger societal support (Kelly and Kalichman, 1995). When individuals are actively
involved in finding and implementing solutions to their problems, their behavioural change is more
long-lasting (Gonzales et al, 1996; Rappaport, 1981).

The strength of evidence from the literature for peer-led interventions is extremely strong. Changing
norms and values within communities has become one of the aims of peer-led interventions.
Community mobilisation approaches can be peer-facilitated in 'bottom up/informal' interventions,
which have long-term effects for specific communities (Svensen and Burke, 2005). The 1999 EPPI
Report notes that in the USA there has been success with the use of community mobilisation
approaches with young gay men in peer-delivered health promotion (Harden et al, 1999). Ellis et al
(2003) conclude that community-level interventions, involving peers and popular opinion leaders, can
be effective in influencing the sexual risk behaviours of MSM. Seal et al (2000) in their qualitative
interviews with young gay men found that the vast majority of them were born into and reared in
heterosexual families and social systems. There are few models available for learning roles related to
dating, developing relationships, sexuality or developing a positive sexual self-identity (Kelly and
Kalichman, 1995; Hays et al, 2003). In these areas, older gay mentors could be important influences.
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The 1999 EPPI Report stresses 'all health promotion interventions with young people should only be
implemented on the basis of a thorough assessment of both young people's self-defined needs and
their views on what kind of intervention they would find most appropriate' (Harden et al, 1999).
Studies have shown that it is the young peer leaders themselves who benefit over the longer
timeframe from their role in terms of their own knowledge and positive sexual health behaviours
(Pearlman et al, 2002; Harden et al, 1999). Women may find peer-led interventions more relevant and
acceptable since they bring the unique experience and common outlook of a peer (Doull et al, 2004).

The objectives of such interventions are often:

• to enhance self-esteem, confidence and self-efficacy;

• to improve physical and emotional well-being;

• to increase access to treatment and support;

• to enhance personal skills.
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Appendix 2: Overview of the National Consultation
Day and key issues for the future

The purpose of the National Consultation Day, held with key stakeholders in Dublin during November
2006, was to present the main findings of the Draft Report of the Evidence Briefing on Best Practice
in HIV and AIDS Education and Prevention to those in the field and to gain an insight into their views
on the issues and way forward. Approximately 60 representatives of statutory and civil society
organisations and groups involved in the area of HIV and AIDS education and prevention attended the
meeting. The consultation process aimed to be inclusive and participative, and discussions were
facilitated in workshop sessions to allow the experts present to contribute to the process of
developing recommendations for the next five years.

The discussions reflected the following main points:

• Reaction to the evidence briefing on best practice and the main issues raised.

• What should be maintained of the current infrastructure and practice to support the
implementation of best practice outlined?

• What are the key challenges/gaps that must be addressed to make this approach to education
and prevention a reality?

• What is needed now to move forward?

Each discussion group presented their points to the larger group and these were all duly noted. As
with any large group of experts, discussions ranged over and beyond the questions outlined above
and broad agreement emerged on the main issues, as follows.

Reaction to evidence briefing

• The general consensus was that the evidence briefing contained a wealth of information, but
that it was difficult to consider all the points in the short timeframe of the workshop session. It
was generally agreed that much of the work going on in Ireland is in keeping with
international findings on best practice.

Building on good practice

• The group was eager that a national platform for sharing good practise be created. This forum
could then broaden the 'pockets of excellence' into 'a country of excellence'. The desire to
harness the good work and good practice that is going on was emphasized. For example, the
Gay Men's Health Project model was highlighted as evidence of good practice and one that
has the potential to be replicated with other 'at risk' groups.

• The national forum could be responsible for collating and disseminating the evidence and
information gathered by all the different projects and programmes.

• The information would need to be disseminated in as many languages as possible in order to
reach all the ethnic groups now living in Ireland.

• The need to map what is working well within the country was noted in the discussions.

• The dearth of evaluations of current interventions was also highlighted. This is due to a lack of
funding and resources.
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National leadership network

• Political will is needed to spearhead a renewed effort in Ireland in order to 'halt and reverse the
spread of HIV'.

• The idea of the '3 one's' – 1 agency, 1 national framework, 1 national monitoring and
evaluation plan – was given as a framework for moving the HIV and AIDS Education and
Prevention Plan forward.

• A clear mandate within Government was called for, to create a sexual health strategy that
would be a blueprint for action, not just aspirational.

• The HIV and AIDS Education and Prevention Plan needs to be health-promoting, i.e. inclusive
and based on partnership, empowerment, collaboration, coordinated and long term.

An integrated sexual health model

• A refocusing of the HIV and AIDS Education and Prevention Plan was recommended in order to
move away from the idea of 'one disease' and progress instead towards more comprehensive
sexual health. Broadening the strategy may help reduce the stigma of HIV, once it is framed
with other STIs.

• One group suggested that policy-makers should review the marketing strategy of the Crisis
Pregnancy Agency since it is working so effectively and apply similar approaches to the sexual
health campaign.

• It was agreed that the Education and Prevention Plan should be multi-level and multi-layered,
targeting 'at risk' groups as well as the wider population in order to change social norms
around sexual health and behaviours.

• The Education and Prevention Plan should be integrated with reproductive and addiction
services.

• All 'at risk' groups should be included in needs analysis, planning, implementation and
evaluation of interventions.

• The Education and Prevention Plan should build on principles of community development and
peer-led education.

• The Education and Prevention Plan should have multi-sectoral involvement in its planning,
implementation and evaluation, embracing the health services at all levels (GPs, nurses, health
workers, etc), education, social services (social workers, housing, etc) and non-governmental
organisations.

Resources

• Funding of the HIV and AIDS Education and Prevention Plan needs to be long term and
sustained in order for positive developments to emerge.

• Evaluation needs to be built into all funding arrangements.

• Dedicated staffing is needed, with built-in workforce development, in order that the skills and
expertise necessary are developed to meet the changing sexual health needs of the nation.

• Employment ceilings are impacting on service delivery.

• One group noted that, with HSE reorganisation, the whole edifice appears to be returning to a
medical focus and moving away from the community and health-promoting areas.
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Sexual health services

• The mapping of existing services dealing with HIV education and prevention is needed; some
areas of the country simply have no services available.

• An audit of what people want in relation to sexual health services and where they want them
needs to be carried out.

• A synthesis of all available epidemiological data is needed and a more comprehensive
surveillance system.

County-based services
The invaluable and underutilised role of primary care in relation to sexual health was highlighted:

• GPs and nurses have the opportunity to promote sexual health with patients; further training
may be required.

• More youth-friendly services are needed.

• Integrate sexual health and contraceptive services.

• Make voluntary testing and counselling standard medical practice, as part of a general health
check-up.

• There is a need for dedicated staff.

Vulnerable groups

• The clear message here was that people living with HIV and AIDS (PLWHA) need to be at the
core of the solutions and involved in the process of planning, implementation and evaluation.

• In order for PLWHA to be involved, capacity-building is necessary to give them the skills for
meaningful participation.

• The issues of stigma and discrimination were highlighted as not having 'gone away' and were
seriously affecting those living in Ireland with HIV and AIDS.

• The creation of a non-discriminatory environment was necessary in order to enable disclosure
and to work on secondary prevention interventions.

• Secondary prevention needs to be part of all intervention and treatment programmes.

• Children living with HIV and AIDS will become an issue in Ireland and was highlighted as
another potential arena for discrimination; anecdotal evidence was shared in relation to
crèches not taking these infants.

• It was acknowledged that stigma and discrimination would be dealt with by the national
campaign to tackle HIV-related stigma and discrimination – Stamp Out Stigma, launched in
November 2007.

Young people and their parents

• Social, Personal and Health Education (SPHE) was seen as a powerful tool, which is not being
embraced fully by the school system.

• Parents were noted to be in need of support in their vital role as primary educators. One group
explored the use of the mass media to inform and encourage that role; a version of 'Super
Nanny' programmes was discussed, to be shown at prime viewing time and giving tips on all
aspects of healthcare for children, including sexual health.
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Ethnic minority groups

• The issue of not being able to buy condoms in direct provision accommodation was
highlighted and also the fact that condoms are not freely available in homeless and migrant
hostels.

• The role of culture as it influences behaviour and knowledge was noted and needs to be
included in any interventions with ethnic minority groups.

• Issues involving gender roles and the vulnerability of women within certain communities were
also raised.

Irish contextual issues

• Discussions took place on the need to change Irish social norms in relation to young women's
fear of pregnancy, influencing their use of the pill as their contraceptive rather than condoms.
This is because STIs are not seen as problematic by many young people.

• Irish reticence to discuss sexual issues needs to be challenged and a forum for open and honest
discussion created within all levels of society.

• Issues for women about negotiating safer sex within relationships where they are
disempowered were discussed.
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