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            Every year, more than six million people die either of AIDS, tuberculosis and malaria alone. Today there is no effective vaccine for these and many such diseases and the low income countries have average health budget expenses of $17 to $ 36 per person and only afford to spend pennies per dose on vaccines.   This has resulted in heavily coming down on the exchequers on the one hand and low morale of pharmaceutical and biotechnology companies on the other due to very thin margin on developing such life-saving vaccines.  In fact ten per cent of the world’s health research and development is devoted to diseases that affect ninety per cent of the world’s population1. 
            While remarkable efforts to contain the spread of HIV have been made worldwide since the onset of the epidemic approximately 15 years ago, the number of people infected with HIV and with full-blown AIDS has continued to increase unabated. From the beginning of the epidemic in the early 1980s until mid-1996, an estimated 29.4 million people worldwide were infected with HIV. The largest number of persons infected with HIV, totaling 19 million, or 68 percent of the global total, live in sub-Saharan Africa. World Health Organization (WHO) projections for sub-Saharan Africa paint a gloomy picture for the future. In 1980, HIV infections for this region were estimated to number 620,000. This number increased to 2.5 million infections by 1985, 10 million by 1990, and was projected at 40 million by the year 2000. Between 1992 and 1995 alone, it was estimated that sub-Saharan Africa experienced a 47 percent increase in new infections, representing more than 3.6 million new cases of HIV. The position of Kenya is absolutely at stake.
          "Although Kenya is in many ways ahead of other countries in understanding the epidemic, the country, however, lacked a cohesive program document before the launching of the book. It is hoped that new policies coupled with recommendations will be pursued in order to prevent the further spread of HIV and to mitigate its impact.”
              The face of HIV/AIDS has also changed during the 6 years of the AIDSCAP Project. In the early years of the epidemic, persons most often infected with HIV were adult males in their mid- to late-twenties and their partners, who were often commercial sex workers (CSWs). Recent statistical information reveals disturbing changes in this profile. More new infections seem to be occurring in young people aged 15 to 24, and many of them show risk factors that are less evident. Infection rates among women, particularly young girls, are increasing at a faster rate than among their male counterparts. This increase is due, in part, to young girls experiencing sexual activity at an earlier age, marrying older men (who are thus more likely to be infected), or exchanging sex for money. In Kenya, Rwanda, and Tanzania, more than 10 percent of the women surveyed in urban areas attending antenatal clinics are found to be HIV-positive, with rates exceeding 30 percent at some surveillance sites. Most of these women are housewives infected by their partners.

           There are significant regional variations in levels of HIV infection among countries and between urban and rural areas within countries. Countries such as Malawi, Tanzania, and Rwanda have high prevalence rates ranging between 4 and 30 percent in sexually active urban populations; the rate is as high as 40 percent among groups who engage in sexual risk taking. Rates of HIV infection as high as 80 percent have been recorded among Commercial Sex Workers surveyed in Nairobi and Abidjan. In countries where the epidemic is at an earlier stage, such as Senegal and Nigeria, the estimated seroprevalence ranges from 2 to 12 percent among at-risk groups in urban areas. However, throughout Africa, differences between urban and rural infection rates are narrowing, sometimes rapidly
           AIDS is a dreaded syndrome which kills not only people but also their morale when they are alive.  There are instances of suicides attempted by the AIDS affected persons simply because of their low morale and poor economic conditions.  This article attempts to develop enough scope for such of those patients who can serve as a role model in the National and local awareness drives besides engaging themselves as marketers of necessary preventive and consultative product/information agents for reasonable charges, by which they can create new markets, especially in rural areas, where the level of awareness is relatively low and mindset to help poor patients for something in the form of information or experience or tips or products of small value.    Of course this effort could be a certified one by relevant Government agencies as part of rehabilitation process undertaken at national / regional levels. 
Condom Social Marketing
          In 1992, lack of access to condoms was common in most of the countries of the LAC region. To address this constraint, AIDSCAP and its subcontractors initiated or strengthened condom social marketing programs in four of its major countries in the region. These interventions sometimes had dramatic results, not only on sales of the socially marketed product but also on commercial sales and government policy. For example, during a 4-year project in Brazil implemented by DKT do Brazil, an affiliate of Population Services International, sales of Prudence -- the DKT condom -- totaled more than 71.5 million. Of this number, approximately 45.8 million were sold in AIDSCAP target areas. Prudence is the third largest brand in Brazil. Prior to this program, Brazil had one of the lowest rates of condom use in the world, with nationwide sales of approximately 50 million condoms in 1991. By the end of 1996, sales had more than tripled. A DKT position paper is also credited with the president's 1995 decision to decree a yearlong tax holiday on the 60-percent duty charged on imported condoms. This holiday expired after a year, but the duty was lowered to 10 percent.
         On the same lines above, it is suggested to create AWARENESS MARKETS for and by those already infected and could run a business of their own in rural centres or village schools for spreading AIDS education at a reasonable fee [ say 5 USDs per head].  Such a nominal fee may be collected from the students of the same school or the locality where the programme is implemented so as to meet the daily requirements of the infected persons.  This would give self-employment to millions of affected people to engage themselves on turn-duty basis and to share the regular and considerable income from awareness drive which will have a positive effect on the society as a whole particularly on the young minds in schools to lead a safe life. 
AIDS Prevention Markets:

            This is a kind of marketing in which the preventive aspects/products related to AIDS could be taken to people at grass root level and sold at reasonable prices.  “In Haiti, there are many rural markets [commercial outlets] in which these products find a good offer from locals and it makes the sellers enjoy a sizeable margin for wholesales, distribution and retailing.  Condom social marketing2 [CSM] is an area like treasure hunting which serves as preventing the incidence of AIDS in high-risk areas/situations”.  It cannot only improve the level of understanding of prevention but also serves those unaware of the facts and fallacies of AIDS. This kind of marketing is successful in Cameroon, South Africa, Ethiopia, Rwanda, Tanzania and Nepal. The role of NGOs is appreciable in this and their care for AIDS infected persons. 
The CDC Prevention Marketing Initiative (PMI) Local Site Demonstration Project: A Successful Community-Level Strategy for Promoting Abstinence and Safer Sex to Adolescents
          Welcome to the CDC PMI Local Site Demonstration Project Web site! ; the information itself is quiet interesting and accepting in nature. This site has been designed primarily for HIV prevention community planning groups and program planners in state and local health departments, community-based organizations, and other agencies. It provides information about an approach that was successful in motivating reductions in HIV risk behavior in adolescents. Also it would yield income to meet the costs and rehabilitation of the infected persons utilized in the organization or their kith and kin.
The PMI Local Site Demonstration Project was a five-year effort (1993-1998) to reduce sexual HIV risk behavior among young people under age 25. CDC and its national prevention partners supported five local sites(Nashville, TN; Newark, NJ, Northern VA, Phoenix, AZ; and Sacramento, CA) in planning and implementing Prevention Marketing programs. In each site, coalitions of community volunteers representing AIDS service organizations, youth-serving agencies, other sectors of the adult community, and youth from the target audience learned about social marketing and behavioral science and applied the information in planning sets of prevention activities.
          The first of the steps in the Prevention Marketing process was organizing volunteer coalitions at the local level. Then the coalitions were given training and technical assistance that enabled them to conduct audience research and to plan interventions based on the research findings. The planning goal was to "fill in the blanks" in the coalitions’ pictures of their target audiences, the behavioral objectives of the programs, the behavioral determinants that programs would have to impact in order to motivate risk behavior change, and the kinds of interventions that would be most likely to impact those determinants.
            Site programs all included skills-building workshops that provided intensive, face-to-face exposure to prevention messages. In addition, sites planned to employ some combination of:
· mass media (e.g., billboards and radio and cable television spots),

· small print media (e.g., brochures),

· promotional materials (e.g., T-shirts and temporary tattoos),

· peer outreach, and

· Special events.
The sets of interventions were referred to as a "marketing mix," a multi-pronged, integrated strategy for getting prevention messages out to broad segments of the target audiences.
AIDS Consultancy Markets for SOS Children’s Villages: 
Improved Policies and Changed Social Norms

           Another result of the efforts of the AIDSCAP/LAC regional office has been an improved political and social environment for HIV/AIDS prevention. Governments' recognition of the costs of the HIV/AIDS epidemic and their commitment to providing resources to fund programs have increased, partly because of the socioeconomic impact studies sponsored by AIDSCAP. As mentioned earlier, model interventions with documented impact have been scaled up and supported by government resources. Important policy changes have improved the efficiency of HIV/AIDS prevention projects as well as the human rights environment for individuals at risk of, or already infected with, HIV.

        Examples of the improved policies include the lowering of duties on condom imports in Brazil, passage of AIDS laws in the Dominican Republic and Nicaragua, adoption of national STI guidelines in Honduras and Haiti, and development of a national HIV/AIDS 5-year plan (1995) in Haiti.

        Many countries in the LAC region also have seen widespread changes in social norms. For example, the Catholic Church in Haiti has reached out to HIV/AIDS prevention organizations and has taken an active role in providing care and support for HIV-positive individuals. Today, individuals who die from AIDS may be buried in Catholic Church cemeteries; 5 years ago they were not allowed.

      While these results in building capacity, reducing risk, and improving policies and changing social norms validate AIDSCAP approach and attest to its persistent efforts, they do not provide justification for complacency. Many of these results represent only the initial steps toward completely sustainable organizations, fully protective behaviors, effective policies, and supportive social, economic, and political settings. There is amputee number of SOS Children’s villages in States south of Sahara, at present getting extended to Kenya, Malawi, South Africa, Zambia and Zimbabwe where in the AIDS Orphans are rehabilitated. 
        Out of 13 million AIDS affected children around the globe, ninety per cent lives in African states and 2.4 million children are below 15 years of age3. They pose a relatively bigger challenge to those countries they belong to, socially, economically, psychologically and otherwise. They need better counseling rather than medical care on priority basis as they undergo a trauma of experiencing loss of parents when they are below teens and could not be consoled by grand parents. Again, it is suggested that concrete markets for consultation could be brought in these places by such of those infected persons who want to get employed and serve their young counter parts by which they can make money for their own well-being. Prevention Marketing is CDC’s "brand" of social marketing. Prevention Marketing adds important qualities to social marketing an emphasis on    behavioral science and the full participation of community members who have made a long-term commitment to a strategic planning process. Social marketers have always relied on target audience input to select and refine program materials. They usually obtain this input through focus groups, surveys and other means of data collection. In contrast, community members (including members of the target audience) participate in all steps in the prevention marketing process. Prevention Marketing has as its foundation the belief that, working with specialists in the sciences of behavior and communications, community members themselves are best able to develop their own HIV prevention programs and to manage issues that could hamper program effect.
Steps in Prevention rehabilitation and consultancy Marketing
In sequence, the above market would involve the following for their success:
1.   Organized and trained a group of community representatives.
2.   Determined how young people would be involved 
3.   Conducted a situational assessment, identifying existing services and resources,     political and practical constraints, and key community leaders.
4.   Put   issues management procedures into place.
5.   Conducted audience research 
6.   Made major program planning decision model preparation with program name and/or logo and developed other strategies to tie together the various intervention elements.
7.   Determined who would deliver the component interventions (the elements of the
      "marketing mix"), made any necessary contractual arrangements with local service providers or creative firms, developed detailed intervention specifications, secured necessary approvals for the component interventions, piloted or copy tested prototypes, and made indicated revisions.
8.   Rolled out and evaluated the intervention components.
9.   Altered the intervention components as indicated by evaluation data.
10. Planned for the long-term financial sustainability of the project.
Activities that were ongoing throughout the PMI demonstration period were:
1.   Recruiting and training new members of the community group.
2.   Updating issues management procedures.
3.   Recording and monitoring program activities.
Creation of Production, Training and Treatment Centres ( PTTCs)
     This kind of centres would serve as socio-economic rehabilitation centres of those infected and would able to lead their life themselves for which the local community or some NGOs would be able to support in the beginning and later they will run on their own.  All what is necessary is to market the products produced by these centres by authorized agencies of the government in the rest of the country/world.  Also these centres will have a provision for clinical area where government doctors can come periodically and give treatment to the inmates.  This would become  a sort of an asylum to all those affected by HIV/AIDS in that area.

    These centres could be also run on COOPERATIVE BASIS so that the entire benefit would reach the members of such a cooperative society.  Also it would improve the loyalty and integrity to the institution proposed which will give them reunion and renewal of socio-economic life, something that is the need of the hour.
     These centres would produce goods of national interest, consumables, durables and so on and alongside there will be training given to those joining as new members/inmates.  The international community will be interested to subsidize the raw materials supplied to these centres as it promotes community living of the infected ones and serves as self-supporting role model institutions. Earlier it is tried better to the people and economy as a whole.  
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