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This position paper  on Civil-Military Coflaboratiorz  for HfVIAfDS Prevention and
Mitigatiun  in Ah-iaz,  is in three parts. Thefirst,  to establish the cwwnt  reality  in military
AIDS prevention, is a Ideport on a u&d-wide  surzrey  of pulicies in place to&y  in mifitaty
prewn t iovt progt-a ms ,

Part XI addresses policy issues in current military medical practices, and is presented as
a series of questions, key facts, and specific military issues. These include testing, fore&z
military training, peacekeeping and issues of AlDS  care in militaries.

Pcwt  Ill discusses emergiq HlV/AlDS  policy trends in Af7-icun  milituries, particularly
aroused  such issues as the spread of the HXV  viws,  AXDS  illness and death, suwivo~*s,
long-term care and the ove-rall security impact.

Part I

I n 1995/96,  a survey was jointly carried out by the Joint UN Programme on HIV/
AIDS (UNAIDS) and the non-governmental Civil-Military Alliance to Combat HIV
and AIDS, concerning policy issues of HIV/AIDS in the world’s armed forces. Be-

cause of a lively interest in such issues from a variety of military and health perspectives,
because of the seriousness of the AIDS situation in certain militaries, and also because of
a general lack of reliable information on military HIV/AIDS policy responses, UNAIDS
and the Alliance decided that an initial survey was in order to determine the present
state of the art in military HIV/AIDS policy and to provide an empirical basis for further
policy recommendation and development.

The resulting do-item questionnaire (titled “HIV/ AIDS Prevention, Testing, and Care
in Current Military Medical Practice”) was intended to gather data on current military
approaches to HIV/AIDS prevention, testing, and care. It was sent to the militaries of 120
countries, including all members of the International Committee on Military Medicine
(ICMM), to be completed by senior medical officers responsible for the HIV/AIDS spe-
cialty area. Respondents were also asked, if possible, to indicate the number of HIV-
positive recruits and/ or the HIV prevalence rate among recruits in each year since test-
ing was begun, the number of HIV-positive persons among currently active personnel
and/or the prevalence rate among active-duty personnel, and the cumulative number of
AIDS cases diagnosed among active-duty personnel to date. Individual country returns
were kept strictly confidential, although some data were aggregated by world region. In
addition to the analysis presented here, survey results have been discussed in a variety of
venues, including the 32nd International Congress on Military Medicine held in Beijing,
China, in October 1996.

Interpreting these data requires considerable caution because of the open-ended nature
of many questions, because of a fairly limited number of country requests (120 of nearly
200, or 60 percent) and first-run returns (50 of 120, or 42 percent), and bt’~a~l~~  of an uneven
distribution of responses by survey question and by world region (30 percent from Afric‘~,



24 percent from industrial members of NATO, 18 per-
cent from Non-NATO European countries, 16 percent
from the Asia/Pacific region, and 12 percent from the
Americas excluding the United States and Canada).
Nevertheless, several regional and world trends,
strengths, and weaknesses emerge in military policy re-
sponses to the HIV/ AIDS pandemic, in the vital areas of
HIV prevention education, condom promotion, testing
and counseling, and care for persons with AIDS.

HIV Prevention Education

It is clear that militaries throughout the world recog-
nize the importance of HIV prevention education for
their personnel and dependents. Fully 98 percent of re-
sponding countries report programs to provide such ed-
ucation and 88 percent have developed formal policies
along these lines. At nearly 90 percent, group briefings
and the distribution of printed materials are the most
commonly employed methods of prevention education,
and in 85 percent of reported cases these briefings are
mandatory. On the other hand, only 56 percent of re-
spondents indicate educational sessions conducted
more often than annually, and only 54 percent report a
focus on individual education in their militaries. Given
the established significance of continuing, individual-
ized information, education, and communication (KC)
inputs to consciousness raising and permanent behavior
change in the difficult area of I IIV prevention, these re-
sults suggest considerable room for improvement. In-
deed, recent U.S. military research suggests individual
!?I?> health risk assessments and situational prevention
practice sessions are even more effective and produce
longer-lasting results than standard individual counsel-
ing (Jtlnkins et al., 1996).

In another example of both strength and weakness in
military HIV prevention education, 86 percent of re-
porting militaries conduct prevention briefings before
their troops are deployed to other countries, but only
54 percent follow up with post-deployment briefings.
The potential for spread of HIV infection by troops
entering and returning from peace-keeping and other
assignments in unsettled areas presents a threat to all
societies. The development and implementation of ef-
fective pre- n1zii  post-deployment HIV IEC campaigns
are therefore critically important to all militaries send-
ing troops beyond their own borders.

As might be expected from a budgetary standpoint,
mandatory prevention briefings together with pre- and
post-deployment briefing sessions are positively asso-
ciated with countries’ growth in gross domestic product
(GDP).  Conversely, regular briefings occur less often in
Africa and Asia than in other regions,  and pre-
deployment briefings are less frequently held in Africa
than anywhere else. Fortunately for the sustainability
and probable future extension of military HIV preven-
tion education, 79 percent of reporting militaries already
have formal training programs for HIV prevention edu-
cators (with 49 percent using civilian trainers, which
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represents a significant example of civil-military cooper-
ation in HIV prevention), and more than 70 percent of-
fer trainer training programs at least annually. These
programs tend to appear most often in militaries that
are strongly committed to condom promotion, and also
to gathering as much information as possible before con-
dom policy development and HIV testing through
knowledge-attitude-behavior-practice (KABP) surveys
of recruits and serving personnel.

Condom Promotion

The effective and regular use of condoms remains
humanity’s most powerful weapon in the global war
against HIV and AIDS. As hierarchically structured
formal organizations with well-developed command
and control mechanisms over a wide range of behav-
iors, militaries are virtually unique in their capacity for
sustained, and thus habit-creating, condom promotion.
Most militaries participating in the survey fully appre-
ciate this advantage, but some are more able than oth-
ers to use it. While 80 percent have policies to promote
condom use, only 55 percent report written plans to
operationalize these policies. Fifty-four percent con-
ducted KABP surveys before adopting condom promo-
tion plans, and 91 percent of these used KABP survey
results in plan development.

Types of promotion methods are similar to those em-
ployed in prevention education, with 87 percent of re-
sponses limited to written materials and group brief-
ings. Of 12 respondents reporting “other methods to
promote condoms,” only one mentioned use of peer
education, one individual advice, and one confidential
appeals. This lack of frequency suggests the same
weakness in condom promotion policy as encountered
in prevention education.

Three-quarters of survey militaries report designated
personnel at various command levels as responsible for
condom procurement, but in only one of three cases are
condoms routinely issued. Except for the 18 percent not
distributing condoms at all, the remainder offer them,
mostly free of charge, “on request.” Only 63 percent pro-
vide specific instructions on the proper use of these
devices.

As in the case of prevention education, correlations
in military condom promotion appear along policy, so-
cio-economic, and regional lines. Written plans for the
promotion and provision of condoms are positively as-
sociated with free distribution and instructions for use,
although condom-use instructions are also inversely
associated with countries’ military budgets as percent-
ages of GDP. In terms of full-blown AIDS cases, how-
ever, militaries in high-incidence countries are strongly
associated with written condom plans, KABP surveys
before plan implementation, operationalized means to
provide condoms, designated individuals responsible
for condom distribution, free distribution, and instruc-
tions for use. Perhaps most notably, specific condom



provision policies are most common among African
militaries, whose ranks remain the most heavily devas-
tated by HIV and AIDS. In condom promotion, availa-
ble resources and policy appear to coincide with mag-
nitude of need.

Testing and Counseling

Among armed forces around the world, no other
sexually related health issue has emerged as controver-
sial as the issue of testing for HIV infection. A host of
medical, legal, and human-rights questions are in-
volved in the decision to test, including who is to be
tested, how often, with what expected results, and with
what consequences for those tested. There is likewise a
substantial economic cost factor associated with HIV
testing. III the U.S. Army, for example, it is estimated
that the average laboratory cost per HIV infection de-
t cctcd  is US$5,290  (Brown, Brundage, Tomlinson,  and
Eurke,  1996, p. 119); and this figure does not account
for additional costs in terms of time away from duty
while being tested ,~nd time spent by medical, labora-
tory, and administrative personnel in conducting tests,
determining their results, contacting and counseling
patients about these results, follow-up testing of those
who may have had contClct with HIV-infected person-
nel, and managing the t~~~iLit~rniologica1  data base thus
cre&cd.l  Non-economic costs may also arise. In COUII-

tries with high T IIV positivity rates, testing C1ccon~pC1-
nied by refusCll of service to I-IIV positive personnel
and/or prospects may compromise military restaffing,
already complicated by AIDS deaths, and recruitment,
in that stigmatization of those rejected before or ‘lfter
enlistment may reduce the number of potential
volunteers.

In the past, only a few militaries adopted universal
testing and screening policies for HIV. However, the
mounting treatment costs, organizational dislocations,
and threats to mission fulfillment created by HIV are
now prompting military leaders in heavily affected
countries to rethink the merits of universal testing in a
variety of policy configurations. The present survey of-
fers a cross-section view of this ongoing process.

In one manner or another, HIV testing is conducted in
86 percent of reporting militaries, although only 62 per-
cent have developed declared testing policies. Manda-
tory tests are conducted by 73 percent, 30 percent of
which are anonymous and 25 percent with results re-
ported to persons (presumably commanders and
spouses) other than military medical personnel. Where
testing is required, the most frequently mentioned test
settings are at recruitment (66 percent of responses), be-
fore deployment (55 percent), before separation from
active duty (38 percent), periodically (31 percent), and
before new assignment (26 percent). Possibly motivated
by budgetary constraints in the less-developed majority

1. Of course,  in countries with high HIV inci&nces,  the cost per case detected will decline although, because of the need for
confirmatory tests of those suspected of being HIV positive, the cost per individual sample will rise.

of survey countries, a periodic test rate of only 31 per-
cent casts doubt on the ability of military testing pro-
grams in these countries to achieve their stated goals; re-
jection of recruits (79 percent of responses), restriction
of duties (79 percent), and exclusion from overseas ser-
vice (88 percent).

Pre-test as well as post-test counseling is generally
considered a necessary part of effective and humane
examination for HIV. It has also been found that a com-
bination of testing and counseling is better able to re-
duce risky behavior patterns than is testing alone. The
problem is that counseling is logistically and finan-
cially more difficult in mandatory testing situations.
Among survey militaries practicing mandatory testing,
pre-test counseling is offered in only 63 percent of re-
porting cases. On the other hand, counseling is pro-
vided in 86 percent of militaries which have opted for
voluntary testing. Regardless of their scope of work,
military counselors appear to be highly qualified for
their duties, including physicians (98 percent of re-
sponses), nurses (29 percent), trained lay counselors
(26 percent), and other professionals such as psycholo-
gists and chaplains (21 percent).

Bearing important implications for further policy de-
velopment, some of the most striking distinctions be-
tween militaries in the world’s richest and poorest
countries appear in the area of HIV testing and coun-
seling. In particular, mandatory testing is practiced in
only a minority of NATO and non-NATO European
survey militaries. In 1994 these countries experienced
an average incidence rate of new AIDS cases in the
range of 4.17 per 100,000 population, as compared with
an average incidence of 37.9 per 100,000 for Africa
south of the Sahara (Bernard, 1996). As noted, pre-test
counseling is positively associated with voluntary test-
ing. Conversely, mandatory testing is positively asso-
ciated with militaries in countries with high population
growth rates, low life expectancies, and low military
budgets. Mandatory tests are reported by a majority of
African survey militaries and in all responses from
Asia and Latin America. Militaries in countries with
high AIDS incidences  are also associated with rejection
of recruits refusing to be tested, counseling before test-
ing, nurses instead of physicians providing counseling,
and consequences for troops testing HIV-positive, in-
cluding restriction of duties and eventual discharge.
Among survey countries in general, there is also a posi-
tive association of high AIDS incidence with popula-
tion growth and, not surprisingly, a negative associa-
tion of AIDS with life expectancy. These correlations
suggest that, like the civilian governments of which
they are parts and whatever the intent of mandatory
testing, militaries with the least available resources are
struggling to cope with HIV/AIDS in societies with
some of the pandemic’s highest rates of incidence,
prevalence, morbidity, and mortality.
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Care for Persons with AIDS

As in the case of HIV testing and counseling, care for
AIDS patients presents a set of issues that differentiate
militaries in industrial and non-industrial societies.
While few would question the value of providing the
best possible care for military AIDS patients and their
dependents in both sets of countries, this goal may not
be so easily realized or even justified in the latter as in

the former. Basically, and as in other spheres of life,
should the armed forces and their families be treated as
a privileged “protected class” in impoverished societies
that are themselves heavily threatened by HIV/AIDS
and other maladies attendant to poverty?

This dilemma notwithstanding, survey results reveal
that high priority is assigned by armed forces in all world
regions t

Figure 1: Highlights of survey responses to questions regarding
HIV prevention education and condom promotion policies.
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Figure 2: Highlights of survey responses to questions regarding HIV
testing and counseling policies and provision of AIDS care. Pre-test
counseling policies were distinguished for mandatory testing (m) and
voluntary testing (v.). Abbreviations: MD, physician; mil., military.
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providing the maximum possible care and sup-
port for military AIDS patients and their fami-
lies. All respondents report care for AIDS pa-
tients in their military hospitals, and 92 percent
specifically train medical officers to treat the
disease. Although 73 percent may discharge
personnel with HIV or AIDS, 75 percent of
these use service-extending medical criteria of
job perfomlance  and only 25 percent rely solely
on an HIV test or risk factor. A further 46 per-
cent offer additional home care. Before and af-
ter discharge from service, 75 percent of report-
ing militaries provide counseling and support
to the families of military AIDS patients.

In order to fulfill this commitment, Third
World militaries must depend almost entirely
on their own resources, which in all likeli-
hood severely distorts their defense budgets
and, together with military readiness con-
siderations,  inclines them to favor pre-
recruitment testing and screening. Home care
provision is positively associated with ready
supply of condoms and pre-HIV test counsel-
ing, both occurring more frequently in indus-
trial countries. Provision of care for military
AIDS patients in civilian medical facilities oc-
curs least frequently in Africa and Latin
America. Arguably, to enable such care to be
provided, and in the relative absence of civil-
ian care alternatives, African militaries tend
to retain their personnel despite their meager
medical budgets. In answer to the question:
“When a diagnosis of AlDS or other HIV-
related illness is made, are there conse-
quences in relation to the person’s status?”
Africa reported more “no” responses than
any other region.

Discussion and Recommendations

In spite of the limited nature of the data
presented and discussed in this paper, cer-
tain conclusions and recommendations can
be offered to help guide future policy de-
velopment in military HIV / AIDS policy
around the world. Taken as a whole, these
findings strongly argue for greater civil-
military and cross-national collaboration
and resource sharing in reducing the effects
of a universally fatal disease that is reach-
ing or has already reached pandemic pro-
portions in all sectors of human society.
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Prevention Education

l Prevention education programs should be con-
ducted more frequently, so as to reinforce health-
promoting behaviors to the maximum degree
attainable.

l These programs should pay greater attention to
individualized, innovative approaches to infor-
mation, education, and communication (IEC)
such as situational prevention practice sessions
based on personal STD health-risk assessments.

0 In all countries, these approaches should be em-
ployed in post-deployment as well as pre-deploy-
ment situations.

Sustainabilitv should be afforded to formal train-
ing programs for HIV-prevention educators, par-
ticularly in militaries that are as yet less than fully
committed to condom promotion.

Condom Promotion

0 More knowledge-att i tude-behavior-practice
(KABP) surveys should be conducted in order to
adapt condom promotion activities to local social,
economic, and cultural conditions and thereby to
maximize their effectiveness.

0 Based on such surveys, greater attention should
be focused on the development of formally opera-
tionalized plans to implement existing condom-
promotion policies in highly individualized train-
ing and peer education settings.

l More emphasis should be placed on a wider and
proactive (instead of only “on request”) distribu-
tion of condoms, either free or through cost-
effective “social marketing” mechanisms, to-
gether with informative and persuasive instruc-
tions for use.

Testing and Counseling

l Before adopting voluntary and/ or mandatory
testing policies, the goals and anticipated cost/
benefit ratios of such policies should be carefully
considered. Are tests intended to yield surveil-
lance data for future efforts at HIV prevention, to
further behavioral deterrence, to exclude HIV
cases from service, to identify cases for counsel-
ing and later care ? Each of these objectives may
demand different testing conditions and/or
schedules, not all of which have to be mandatory
and/or periodic. The implications of testing, es-
pecially mandatory testing, should be estimated
for military recruitment and restaffing, for com-
pliance with host country requirements in de-
ployment and foreign-training situations, for
protecting blood supplies, and for mission fulfill-

0

ment in certain assignments requiring high per-
formance standards.

The basic need for counseling may help to deter-
mine whether HIV testing is voluntary or man-
datory. Where testing is practiced, pre- and post-
test counseling should always also be conducted
to induce and reinforce health-promoting behav-
iors regardless of past or future test results. Past
experience is mixed on the behavioral effects of
testing alone, but testing and counseling together
do tend to reduce practices placing one at risk of
HIV.

Care for Persons with AIDS

0 When planning and implementing military
AIDS care programs in Third World settings, es-
sential defense spending may be placed in jeop-
ardy. Active duty, discharged, and medically re-
tired beneficiaries of these programs may also
become a favored class in the larger societies of
which they are part. Both dangers can be miti-
gated through a greater integration of military
and civilian AIDS care. This will ease the finan-
cial burden placed on military resources and
broaden the ability of militaries to offer long-
term care, including that which is home based.

Civil-Military Cooperation

l However measured in terms of these and other
approaches to military medical practice, success
in combating military HIV and AIDS can only be
achieved in the context of similar and related ad-
vances in civilian society. In order for civil-
military collaboration to be strengthened, several
further initiatives are now emerging in national
policies and in international fora (for example,
“AIDS Prevention in Military Populations” and
“Report of The Regional Policy Workshop for
Eastern and Southern Africa”) which undergird
the survey findings and recommendations re-
ported in this paper. It is appropriate that the dis-
cussion should conclude with a summary of these
initiatives and a final recommendation that they
be widely and strongly supported.

0 Inclusion of the military as an integrated sector
within national HIV / AIDS prevention programs.
Sharing of existing health care funding and facili-
ties, epidemiological data, and HIV prevention
materials and techniques.

0 At the national level, improvement of civil-
military institutional linkages and cooperative
strategies in HIV prevention.

0 Improved regional and global communication
among militaries in HIV prevention, in an over-
all setting of improved South-South, North-
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South, and South-North infornlation  and re-
source sharing.

Adoption of a joint civil/nClitary conunitment  to-
ward a “banalization”  of HIV/ AIDS, toward de-
politicizing the disease within and between civil-
ian and military populations.

Adoption of a loq-~~~~rr  nlulti-sectoral  approach to
HIV prevention a;d counseling, and to AIDS care,
in and between the nlilitary  and civilian sectors,
stressing the inlportance  of defining the disease
not only as ‘11~ inln7ediate  medical  enlergency,  but
also as a pernlanent  but surmountable  challenge to
national security and socio-economic develop-
nlent. In particular, strengthening of the first line of
defense against the disease by ensuring the de-
pendable availability and accessibility of condones
to all Inenlbers  of society, both civilian and nlili-
tary, together with ‘1‘1~  inculcation of early adoles-
cents into a co11~1~01~  culture of consistent condonl
USC?.

At the level of fornlal organizations, greater in-
ter-sectoral cooperation in I-IIV / AIDS policy
c~wdop111t31 t cl II d inq3lennentation, which
n~ovt‘s  far beyond traditional nlinisterial  divisions
in govtmrn~nt  and beyond accustomed  distinc-
tions between public versus private, civilian ver-
sus military, ,-lnd  national versus international in-
stitutions in promoting the conlrnon  welfare.

Grc&er attention paid to AIDS  ~Ct+ti~~l  in civil-
military reLItions,  through a careful Goordination of
the enjploynlent  md staged release into society of
HIV-positive nlilitary personnel with life-extending
alterations of public beliefs, values, attitudes, and
patterns of behavior, in as weIl as outside socially ac-
cepted nornls, concerning HIV / AIDS and &her
51-L&.

Part II

HIV/AIDS Prevention and Care in
Current Military Medical Practice

Outline of Policy Issues

Overall Policy Questions

Is HIV/ AIDS a nlilitary-relevant  disease to the
extent of threatening nGssion  fulfilhnent?  If so, in
which militaries  is this threat the greatest and
why? Why is it not a threat to mission fulfilln~ent
in all militaries?

Is njilitary HIV/AIDS of sufficient magnitude to
pose a threat to civil order? If so, in which com-

tries is this threat the greatest and why?

Are current nlilitnry and civilian HIV/ AIDS  btl-
havioral research, education, and prevention pro-
grants effectively designed, targeted, funded, Inan-
aged, nlonitored,  and evaluated? If so, how? If not,
why?

Are military  and civilian HIV / AIDS prograIns
linked at thi agenda-setting, fornlulation,  adop-
tion, inlplementation, and / or evaluation stages
of policy development?  If so, how? If not, why?

How nlost effectively should such progranls be
configured, within and anlong countries, in the
future? What are the priority informational, cost,
funding-source and nlanagerial  requirenlents  of
such progranls?

Pertinent Facts

Exceptionally high rates of HIV seroprevalence in
African and other nlilitaries,  not only arnong
highly trained officers but also in the enlisted
ranks. African nlilitaries  currently report scropos-
itivity averaging between 20 and 40 percent, with
up to 60 percent in countries where the virus has
been present for over 10 years. African nlilitaries
rank anlong the continent’s three core transnlit-
ting groupings, the other two being conlnlercial
transport workers and sex workers.

Military personnel are inherently susceptible to
HIV/AIDS. They are generally young and sexu-
ally active. They are often away front home and
their regular sexual partners, and are governed
nlore  by peer pressure than accustomed social
practices. They are both informally and inten-
tionally inlbued  with feelings of invincibility
and an inclination toward risk-taking. They are
usually surrounded by ready opportunities for
casual sex and are therefore Inore vulnerable
than civilians to HIV infection. (Wonlen  rnili-
tary personnel, n-\oreover,  may be especially
vulnerable in that they are often subject to sex
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under duress and to outright rape.) They are
subject to deployments in unsettled areas where
STDs of all types may abound, and face the pos-
sibility of infection through wounding and con-
taminated blood-a contingency exacerbated
by a frequent lack of HIV testing and monitor-
ing equipment, especially under field condi-
tions. Further, HIV transmission is five to 20
times more likely to occur in the presence of
other STDs, and during peacetime military STD
infection rates are between two and five times
greater than civilian rates. During wartime de-
ployments, military risk increases to as much as
100 times that for civilians at home (Kingma,
1995,  pp. 3-4).

Military medical systems are  usua l ly  self-
contained and dissociated from civilian medical
systems. Unlike civilian systems, they are also
specialized in dealing with immediate threats to
unit  readiness and are generally not well-
equipped to address long-term illnesses. In addi-
tion, military commanders are usually most con-
cerned with medical problems that could serve as
immediate “war stoppers.” Except in militaries
with very high rates of seropositivity, HIV is not a
“war stopper,” although it may become a “war
starter,” a “war perpetuator,” and an “ultimate
war-outcome determinant.” One such scenario
involves the possible use of HIV as an actual
weapon of ethno-religious conflict, as reported
from Rwanda and Bosnia.

Specific Military Issues

l Screening and Testing A host of medical, legal,
and human-rights questions surrounds the issue
of military testing and screening for HIV. Who is
to be tested--all recruits, all personnel, only
those slated for special assignments? Under what
terms--voluntary or mandatory? How often?
With what follow-up and consequences? There
are also substantial cost factors involved in terms
of money, time, and available military recruits
and personnel.

0 Foreign Military Training For the officer corps
of African and other militaries heavily affected
by HIV / AIDS, foreign military training assumes
ever-greater importance in maintaining or re-
gaining ready strength. Most countries offering
such training require that those selected be certi-
fied as HIV-seronegative. This means that candi-
dates must either be screened before departure
or sent only to countries which may have no
firm testing requirement. In addition to its nega-
tive effects on staffing, screening can lead to the
submission of false test results by ambitious
trainee candidates.

l Peacekeeping. HIV / AIDS presents a particular

problem for peacekeeping operations, as troops
with low levels of HIV and other STD infections
enter areas with high rates of infection and vice
versa. Formerly, at least since World War II, mil-
itary STD cases were usually cured before the
troops returned home. With HIV, however, both
military and civilian populations must cope
with a chronic and incurable disease transmitted
to and from the field. This risk is compounded
by the role now often assigned to peacekeeping
missions, which is not only to separate contend-
ing forces, but also to help effect demobilizations
and create institutions to maintain the peace. In
other words, short-term peacekeeping assign-
ments may be subtly transformed into lengthy
peacemaking operations, often in situations
where STD and HIV prevalence is high. The
presence of refugees and displaced persons fur-
ther encourages these diseases. In one poten-
tially catastrophic situation for peacemakers, by
late 1994 there were about 22 million of these
uprooted people in Africa, most located in east-
ern and central parts of the continent destabi-
lized by internecine civil / military violence.

Political factors can further heighten risk for pea-
cekeepers. Although the UN Department of
Peace-Keeping Operations (DIKO)  urges that
troops infected with HIV and /or other STDs
should not be deployed, several contingents de-
ployed in the 1980s and early 1990s were not
screened before departure. At that time, the U.S.
and other governments that practice systematic
HIV testing of troops did not raise the issue with
the UN because of a concern that multilateral
peacekeeping participation might otherwise be
compromised.

0 Mandated Reductions in Force. Structural ad-
justment and economic reform policies, often
demanded as conditionalities by international
lenders and donors, usually include military
downsizing and reductions in defense spend-
ing. In addition to the possible budgetary im-
pact of these policies on military medical ser-
vices, immediate and large-scale reductions in
force can enhance transmission of HIV from
military to civilian populations and from
more-infected urban locations to less-infected
rural areas, where, in Africa, HIV seropreva-
lence  is steadily rising.

0 AIDS Care. Should special AIDS clinics be es-
tablished for military personnel and their fami-
lies? At what point should AIDS patients be dis-
charged  and  sen t  home,  and  wi th  what
consequences for the wider civilian population?
Should full medical, economic, legal, and edu-
cational benefits be provided for discharged
personnel, their dependents, and their survi-
vors, and if so, for how long?

7



Part III including expenditures to cover funeral costs.

Emerging HIV/AIDS Policy Trends
in African Militaries

Spread of the HIV Virus

l Behavior change through information, educa-
tion, and communication programs, some tar-
geted toward specific rank classifications, en-
couraging condom use and limited numbers of
sexual partners, and ensuring adequate num-
bers, quality, and distribution of condoms.

l P r e v e n t i o n  t h r o u g h  c o m p r e h e n s i v e  b l o o d
screening.

l Prevention and prevention-impact assessment
through voluntary and / or mandatory screening
and testing for HIV and other STDs, either gener-
ally or according to status, rank, and/or assign-
ment. Linkage of testing and counseling services
for military personnel and their partners.

l Human and civil rights protection through con-
fidentiality of HIV test results, prevention of
discrimination against HIV-seropositive per-
sonnel, and maintenance of job security (in
some cases requiring reassignment) and possi-
bility of advancement in rank for asympto-
matic  HIV patients.

AIDS-Related Illness and Death

l Medical,  psychological,  and social  support
through AIDS-mitigating pre-test and post-test
counseling of military and military dependents.

l Employment  and income maintenance; protec-
tion of employment and income until medical
discharge, with benefits, becomes necessary.

l Provision of continuing medical care of HIV-
infected personnel, AIDS dischargeus, and their
dependents.

Survivors

l Emergency assistance to dependents of deceased
personnel through temporary continuation of
military salary and provision of death benefits

l Reintegration of survivors into their communi-
ties through assistance in relocation of house-
holds and through provision of educational ben-
efits for surviving children.

l Assistance in protection of spousal property
rights.

Immediate Civil/Military Security Impact

l HIV impact monitoring; recruitment and training
of replacement personnel to maintain necessary
force strength and command / control capacity.

l Protection and strengthening of mili tary re-
c r u i t m e n t  p o o l  t h r o u g h  H I V  prevention-
related information, education, and communi-
cation programs aimed at pre-adolescents and
adolescents, and through recruitment limited
to literate school-leavers.

l Strengthening of health and social welfare sec-
tors through increased domestic and donor-
assisted civil/ military cooperation in HIV
prevention.

Long-Term Potential Impact on Civil/Military Secur-
ity and National Development

National and international actions to reduce the
adverse security effects of the HIV/ADS  pan-
demic through greater information and resource
sharing among militaries, and between research-
ers and policy makers.

Ef for t s  to  p romote HIV/ AIDS mitigation
through changed perceptions at senior military
and civilian levels, from viewing the pandemic
only as an immediate medical and political cri-
sis to HIV/AIDS treated as a serious but not in-
surmountable challenge to national and inter-
national security, peace, and socio-economic
development.

Increased intersectoral and international cooper-
ation in all aspects of HIV prevention and AIDS
mitigation; for example, by encouraging greater
militarv as well as civilian collaboration with na-
tional and international non-governmental or-
ganizations (NC;&)  working in these areas.

The authors wish to thank the following colleagues for their efforts in developing this survey
and in preparing its results for analysis; General Raffaele D’Amelio  and Lt. Colonel Raymond
Wouters of the Italian and Belgian military medical services, Dr. Sven Groennings and Dr. Nor-
man Miller of the Civil-Military Alliance, and Dr. Stuart Kingma of UNAIDS.
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