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Executive Summary 
 
Evidence That Demands Action: Comparing Risk Avoidance and Risk Reduction  
Strategies for HIV Prevention 
 
The Medical Institute for Sexual Health hosted a briefing for the Honorable Randall Tobias, 
Global AIDS Coordinator, Department of State, in Washington, DC on January 8, 2004.  In this 
briefing, entitled “Scientific Evidence for ABC: Addressing the HIV/AIDS Pandemic,” three 
world-renowned AIDS researchers ─ Edward C. Green, PhD; Rand Stoneburner, MD, MPH; and 
Norm Hearst, MD, MPH ─ presented evidence on the effectiveness of several HIV prevention 
strategies, including the “ABC” model developed in Uganda.  ABC stands for Abstain, Be 
faithful, or use Condoms if A and B are not practiced.  All three presenters compared the ABC 
intervention to those based on condom promotion and distribution.  Their findings have been 
adapted and are now available in a scientific monograph published by The Medical Institute – 
Evidence That Demands Action: Comparing Risk Avoidance and Risk Reduction Strategies for 
HIV Prevention (www.medinstitute.org).  This monograph provides compelling evidence for the 
value of HIV prevention strategies based primarily on risk avoidance and secondarily on risk 
reduction for the areas of the world most severely affected by the HIV pandemic.  
 
Background 
 
Sub-Saharan Africa, with only 10% of the world’s population, accounts for more than 50% of 
the world’s HIV-infected people.  Of the 20 million people who have died from AIDS so far 
worldwide, more than 14 million were Africans.  Of the 14 million AIDS orphans in the world, 
12 million are Africans.  Early in the African pandemic, Uganda’s epidemic was notably worse 
than that in most other countries.  For instance, through mid-1987, when 41 African countries 
had reported a little over 4,500 AIDS cases to the World Health Organization ─ one-half were 
from either Uganda or Tanzania.  By the mid- to late-1980s the picture in Uganda could hardly 
have appeared more bleak ─ 2/3 of female prostitutes, 2/3 of barmaids, 1/3 of truck drivers, 1/3 
of male blood donors, and 1/6 of female blood donors in Uganda were HIV positive.  To date, 
one million Ugandans have died of AIDS ─ leaving behind nearly 2 million orphans.   
 
Then something unexpected and totally without precedent occurred.  From the early to the late 
1990s, HIV seroprevalence rates in Uganda dropped by two-thirds ─ from nearly 30% in 1990 to 
less than 10% in 1998 in pregnant women, from nearly 25% in 1990 to 14% in the mid-1990s in 
military conscripts, and from 22% in 1991 to 6% in 1999 in the general population.  This 
dramatic decline occurred less than a decade after Uganda’s First Couple, President Yoweri and 
Janet Musevini, implemented and led a low cost ABC HIV/AIDS prevention program.  This risk 
avoidance intervention encourages youth and adults to refrain from nonmarital sex.  Information 
about HIV/AIDS prevention reaches individuals through community networks, and HIV/AIDS 
education begins early – starting in primary school.  Faith-based organizations play an integral 
role in the national response by promoting abstinence and faithfulness.  Stigma and 
discrimination are addressed through discussion about the HIV epidemic at and among all levels 
of government and society.  
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Figure 1:  Abstinence in persons aged 15 – 19 years, 
Uganda, 1989 & 1995

Source:  Ministries of Health Republic of Uganda, World Health Organization, 
Global Program on AIDS  
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Figure 2:  Persons reporting casual sex – Uganda, 
Zambia, Malawi, and Kenya

Source:  Demographic and Health Surveys, (Macro) Calverton, MD

  

And when encouraged (repeatedly) by their leaders to avoid risk through behavior change, 
Ugandans did so.  The proportion of males aged 15–19 years in Uganda who were abstinent 
increased from 31% to 52% from 1989 through 1995 (Figure 1), and exceeded the proportion of 
abstinent young males in Malawi (32%), Zambia (43%), and Kenya (44%) for the mid-1990s 
(Figure 2).  Although condom use with nonregular partners did increase in Uganda from 1989 to 
1995, as of 1995 condom use was similar for both males and females in Uganda and the 
comparison countries of Malawi, Zambia, and Kenya.   
 
In contrast, risk reduction strategies that were originally developed in the United States for HIV 
epidemics concentrated in homosexual males and injecting drug users focus primarily on 
condom promotion and distribution and/or needle exchange.  Unfortunately, the risk reduction 
strategy of condom promotion has been adopted as the global standard and exported en bloc to 
developing countries.  This strategy has had no appreciable impact on reducing HIV prevalence 
in Africa (Figure 3), where most HIV transmission occurs through heterosexual sex and where 
condom availability is limited. 

 Figure 3: HIV epidemic pattern in Africa. 
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Source: Report on the global HIV/AIDS epidemic. UNAIDS, July 2002; DHS; UN.  Hill K, et al. Estimates of maternal mortality 
for 1995, Bulletin of the World Health Organization 79(3), WHO 2001: 182-193.  

 



                                      

Evidence that condoms can play a role in reducing but not eliminating the risk of HIV 
transmission in concentrated HIV epidemics comes from studies on prostitutes and their clients.  
While condom use in focal groups at high risk for HIV infection appears to be moderately 
effective, it is important that condom messages targeting generalized at-risk populations support 
rather than undermine risk avoidance strategies.  

Partner reduction, rather than condom use, has had the most significant impact on reducing HIV 
prevalence in Africa.  To date, there are no clear examples of a country that has turned back 
a generalized epidemic primarily through condom promotion.  Research demonstrates that 
the Uganda ABC model, with more than 15 years of success, is the most effective, least 
expensive HIV/AIDS prevention strategy.  The annual cost of the ABC program in Uganda was 
less than $1 per person aged 15 and above.  Had the ABC program been implemented 
throughout sub-Saharan Africa by 1996, today 6 million fewer persons would have been infected 
with HIV and 4 million fewer children would have been orphaned.  

Summary of presentations 

Dr. Edward C. Green, of the Harvard Center for Population and Development Studies, who 
serves on the President’s Advisory Council for HIV/AIDS, presented “Moving Toward 
Evidence-based AIDS Prevention.”  Dr. Green, whose research has focused on the impact of a 
broad-based strategy for HIV prevention in Africa, identified the two basic approaches to disease 
prevention – risk avoidance and risk reduction.  Dr. Green describes these interventions: risk 
avoidance corresponds to the A and B in the ABC model; while risk reduction corresponds to the 
C.  Although most HIV prevention methods developed for concentrated HIV epidemics have 
stressed risk reduction (condoms) to the exclusion of risk avoidance (abstinence and 
faithfulness), Dr. Green argues that higher rates of condom promotion and availability in Africa 
have not led to lower HIV prevalence rates.  One explanation he presents is that condom 
promotion efforts may actually “backfire” and result in disinhibition.  People who are 
“disinhibited” may feel safer than they should when using condoms, and therefore engage in 
riskier behaviors (such as having several sex partners) than they would were they using no 
“protection (ie, condoms).”   

A notable exception to the almost exclusive risk reduction strategy for HIV prevention in Africa 
is the Ugandan ABC program, which has successfully combined risk avoidance with risk 
reduction interventions.  While the standard “off the shelf” HIV prevention approach favors 
condoms over other interventions, programs developed in Africa for Africans emphasize A and 
B.  According to Dr. Green, risk-avoidance measures developed locally are successful for two 
reasons: 1) because they are culturally and linguistically appropriate for each country, they are 
superior to imported programs that were developed elsewhere for focal epidemics, and 2) 
because they focus on behavior change.  Dr. Green concluded that effective HIV prevention 
strategies for generalized HIV epidemics, such as those in Africa, must include elements of both 
risk avoidance and risk reduction.  Risk avoidance being the dominant effort, it must never be 
undermined or obscured by risk reduction. 

Dr. Rand L. Stoneburner, of the Cambridge University Health Population Evaluation Unit, gave 
a talk entitled “AIDS and Behavioral Risk in Uganda: Evidence for an Effective Social Vaccine 
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and Challenges to Its Replication.”  Dr. Stoneburner’s research has focused on the decline in 
HIV prevalence in Uganda and how Uganda’s success can be replicated in other African 
countries.  He compared data on rates of primary abstinence, number of sexual partners, and 
rates of casual sex for residents of  Uganda, Kenya, Malawi, South Africa, and Zambia.  In 
addition, Dr. Stoneburner examined patterns of communication and general knowledge regarding 
HIV and AIDS.  When people in Uganda were asked if they personally knew someone with 
AIDS, approximately 90% responded affirmatively – compared to about 70% of people in the 
neighboring countries of Malawi, Kenya, and Zambia.  In most countries, communication about 
AIDS occurs through channels such as pamphlets and brochures.  In contrast to residents of 
neighboring countries, Ugandans mentioned personal networks as their primary source of AIDS 
information.  This personalized perception of risk so prevalent in Uganda appears to be 
associated with the adoption of risk avoidance behaviors.  

These data suggest that the approach taken in Uganda─an approach that couples open and frank 
discussion regarding AIDS at all levels of society with a strong risk avoidance message ─ is 
responsible for the widespread modifications in behavior and the dramatic decline in HIV 
prevalence.  Dr. Stoneburner concludes that if Uganda’s success is to be replicated, health 
professionals and policy makers must be willing to implement programs that incorporate a 
broad-based ABC strategy.  

Dr. Norman Hearst, the Director of the International Program for AIDS Prevention Studies at the 
University of California San Francisco, gave a talk entitled “Condom Promotion for AIDS 
Prevention in the Developing World: Is it Working?”  Dr. Hearst’s research has focused on 
condom efficacy (how well condoms work in theory) vs. condom effectiveness (how well 
condoms typically work in practice, given the reality of inconsistent and incorrect usage) and 
implications for condom promotion in Africa.  While condoms have high theoretical efficacy in 
preventing HIV transmission, their distribution does not appear to have been effective in African 
countries with generalized (ie, heterosexual) HIV epidemics.  Dr. Hearst attributes this to 
inconsistent condom use.  His evaluation of data from several African countries suggests that 
simply increasing the availability of condoms has not resulted in the expected decreases in HIV 
prevalence.  In contrast, evaluation of data from Thailand and other countries shows that in high-
risk situations, such as commercial sex worker encounters with clients, condom promotion and 
use may lead to declines in HIV transmission.   

In many studies of the general population, HIV infection rates are higher for people 
who“sometimes” use condoms than for those who “never” use condoms.  Thus people who use 
condoms only some of the time do not appear to be very well protected from infection with HIV.  
One possible explanation for this apparent contradiction is that, compared to consistent condom 
users, “sometimes” users in the general population may indulge in more high-risk behaviors 
(such as drug or alcohol use) or may have more casual partners – perhaps because they believe 
that “sometimes” using condoms will protect them.  Dr. Hearst concluded that while condom 
promotion can be very effective when targeted to epidemics in specific high-risk groups, it is 
relatively ineffective for generalized epidemics, such as those in many African countries.  He 
recommended that African countries consider adopting the successful ABC strategy, which 
emphasizes abstinence and fidelity to partners and indicates a minor role for condoms.   
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Conclusions 
 
The President’s Emergency Program for AIDS Relief (PEPFAR) is a bold and compassionate 
response to the global HIV pandemic.  This initiative, announced in the 2003 State of the Union 
address (http://www.whitehouse.gov/news/releases/2003/01/20030129-1.html), capitalizes on 
recent advances in antiretroviral (ARV) treatment.  Life-prolonging drugs will be provided to 
millions of HIV-infected people in Africa and the Caribbean.  Funding has also been allocated 
for care and support of HIV-infected individuals and orphans and for voluntary counseling and 
testing (VCT) – the entry point to treatment. 
 
Although many experts believe that behavior change will not occur unless people know their 
infection status, the majority of behavior change in Uganda occurred prior to widespread access 
to VCT and condom use.  By 2000 (Figure 4), only 10% of Ugandans had been tested for HIV.  
Although there is no clear evidence that VCT leads to behavior change and HIV prevalence 
decline, such evidence does exist for the ABC approach.  Similarly, the success of the Uganda 
ABC program occurred before any condom social marketing strategy was implemented.  
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As compassionate and necessary as treatment is, prevention offers the only chance of halting this 
deadly epidemic.  The evidence for risk avoidance is so compelling that is has been designated as 
a key element in PEPFAR, which will provide $15 billion to fight AIDS over the next 5 years.  
Approaches that focus on behavior change, such as those that encourage abstinence and 
faithfulness, have a proven track record and will be expanded. 
 
Recently many global and domestic AIDS experts have grown quite negative and defeatist about 
AIDS prevention, dismissing it as complicated and asserting that behavior is difficult to change.  
One reason for the experts’ defeatist attitude may be that we have not been doing prevention the 
right way.  Generalized epidemics have never in the past been ameliorated by the social 
marketing of condoms, and they are unlikely to yield to this strategy in the future.  Likewise, if 

 vi
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the counseling element of VCT is exclusively condom promotion, then VCT is unlikely to have 
the desired impact on HIV transmission.  But if we do AIDS prevention right, if we base our 
policies on sound evidence of effectiveness and follow the Uganda ABC model, then we have 
every reason to expect that we can achieve Uganda-like results in the 14 countries targeted by 
PEPFAR.  Effective prevention is needed now more than ever – and the proven prevention 
approach is ABC. 

 

All truth passes though three stages. 
First, it is ridiculed. 
Second, it is violently opposed. 
Third, it is accepted as being self-evident. 
 
                           — Arthur Schopenhauer 
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Introduction 
 
This monograph is the result of a briefing entitled “Scientific Evidence for ABC: Addressing the 
HIV/AIDS Pandemic” for the Honorable Randall Tobias, Global AIDS Coordinator, Department 
of State that was hosted by the Medical Institute in Washington, DC, on January 8, 2004, It 
provides compelling evidence for the value of HIV prevention strategies based on risk reduction 
for the areas of the world most severely affected by the HIV pandemic.  
 
Sub-Saharan Africa, with only 10% of the world’s population, accounts for more than 50% of 
the world’s HIV-infected people.  Of the 20 million people who have died from AIDS so far, 
more than 14 million were Africans. Of the 14 million AIDS orphans in the world, 12 million are 
Africans.  Early in the African pandemic, Uganda’s epidemic was notably worse than that in 
most other countries.  For instance, through mid-1987, 41 African countries had reported 4,583 
AIDS cases to the World Health Organization ─ one-half were from either Uganda or Tanzania.1  
By the mid- to late-1980s , 2/3 of female prostitutes2, 2/3 of barmaids, 1/3 of truck drivers, 1/3 of 
male blood donors, and 1/6 of female blood donors3 in Uganda were HIV seropositive.  In a 
country of 23 million people, 40,000 babies are born with HIV every year.  One million 
Ugandans have died of AIDS ─ leaving behind nearly 2 million orphans. 
 
Within a decade of implementing the low cost ABC HIV/AIDS prevention program under 
President Museveni’s leadership, HIV infection rates in Uganda were cut by two-thirds.  
“ABC” stands for Abstain, Be faithful, or use Condoms if A and B are not practiced. The 
declines of HIV in Uganda are linked to behavior change, including a two-thirds decline in 
casual sex.  This risk avoidance intervention encourages youth and adults to refrain from sex 
outside marriage.  Information about HIV/AIDS prevention reaches individuals through 
community networks, and HIV/AIDS education begins early – starting in primary school.  Faith-
based organizations play an integral role in the national response by promoting abstinence and 
faithfulness.  Stigma and discrimination are addressed through discussion about the HIV 
epidemic at and among all levels of government and society.  
 
In contrast, risk reduction strategies that were originally developed for HIV epidemics 
concentrated in homosexual males and injecting drug users focus primarily on condom 
promotion and distribution.  These strategies have had little impact on reducing HIV prevalence 
in Africa, where most HIV transmission occurs through heterosexual sex and condom 
availability is limited.  Evidence that condoms can play a role in reducing but not eliminating the 
risk of HIV transmission in concentrated HIV epidemics comes from studies on prostitutes and 
their clients.  It is important that condom messages targeting at-risk populations support rather 
than undermine risk avoidance strategies.  
Partner reduction, rather than condom use, has had the most significant impact on reducing HIV 
prevalence in Africa.  To date, there are no clear examples of a country that has turned back 
a generalized epidemic primarily through condom promotion.  The Uganda ABC model is 
the most effective, least expensive HIV/AIDS prevention strategy, with more than 15 years of 
success.  The annual cost of the ABC program in Uganda was less than $1 per person aged 15 
                                                 
1 Lancet. 1987 Jul 25;2(8522):192-4). 
2 Biomed Pharmacother. 1988;42(5):309-20 
3 AIDS. 1987 Dec;1(4): 223-7 
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and above.  If the ABC program had been implemented throughout sub-Saharan Africa by 1996, 
today there would be 6 million fewer persons infected with HIV and 4 million fewer AIDS 
orphans. 
 
The evidence for risk avoidance is so compelling that is has been designated as a key element in 
the President’s Emergency Program for AIDS Relief, which will provide $15 billion to fight 
AIDS over the next 5 years.  Approaches that focus on behavior change, such as those that 
encourage abstinence and faithfulness, have a proven track record and will be expanded. 
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Preliminary remarks 
 
Joe McIlhaney, Jr, MD, Founder and Chairman, The Medical Institute for Sexual Health:  I 
am pleased that each one of you is here.  I believe it will be very worth your time.  I’d 
like to brief you about the Medical Institute.  We started the organization in 1992.  It’s a 
nonprofit, scientific, professional organization founded to confront the worldwide 
epidemics of STD, HIV, and nonmarital pregnancy with credible and incisive healthcare 
data.  Our goal is to see people make healthy decisions.  We focus on risk avoidance over 
risk reduction and believe that avoidance is the answer to many of the problems we’ll be 
talking about this morning. 
 
I know from my personal association with most of you that you’re here because you have 
a heart for helping people to have better lives.  So now I’d like to outline the purpose of 
this meeting.  
 
Biotechnology could not have designed a more perfect killer of human beings than the 
human immunodeficiency virus.  In a country as sophisticated as the United States it’s 
already killed over half a million people – more Americans than died in the Second 
World War.  Last year alone, worldwide three million people died of HIV; another 40 
million are currently infected and most of these will die of their disease.  Despite this, I 
believe that there is a window of hope right now, that the genie is not yet out of the 
bottle. 
 
And I would say that I think there’s hope for two reasons, one is because of the President 
of the United States, who I got to know when he was Governor of Texas.  I feel I know 
his heart and I think many of you do too because you’re close to him.  He has the 
commitment and the understanding and the intuition to know the right thing to do.  And 
most of us here follow him and believe passionately in his leadership. 
 
The second reason for hope is that we have a country, a small African country where 
something is different.  The first time I attended the Presidential Advisory Council on 
HIV/AIDS (PACHA), the person from USAID was providing us an overview of HIV in 
the world.  He was going across the map of the world, and it was just bleak from the far 
East across to Africa.  But when he came to Uganda, he said, “What’s happening in 
Uganda is almost a miracle.”  And then he just went on.  I wanted to say, “Stop! If there’s 
one country anywhere that’s had a dramatic change, we need to understand that country!”  
These are the two reasons I think that we can seize the day and reverse this pandemic.  
The first is because of the leadership of our President and his appointees, and second, 
because there is a place that has actually reversed its epidemic and provided us a roadmap 
for what we can do worldwide to turn the tide.  
 
Now, I’d like to say this.  I think that it’s going to require some changes in programs and 
in funding and I think this administration will undergo great criticism.  I told Ambassador 
Tobias that when we visited his office.  People don’t like change and it’s going to be 
difficult, and I think he’ll be personally criticized. 
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What makes me so excited about this meeting is the fact that after today all of you will 
know what the data clearly say so that when the administration gets criticized you’ll 
know you have scientific support for new initiatives regarding funding and program 
directions.  I’d like to give you one very brief example where the medical and political 
community let the public down. 
 
Back in the mid-1800s, there was an infection called childbed fever.  Of women going 
into obstetric hospitals all over Europe, one of five died from this hospital-acquired 
infection.  Ignaz Semelweiss, a doctor in a hospital in Vienna, found that if doctors 
washed their hands after examining corpses and before examining women in labor – they 
didn’t use gloves in those days – that the infection rate and the death rate was cut to four 
percent, an incredibly dramatic change.  Unfortunately politics got involved.  His boss 
was on the opposite side, and he refused to allow Semmelweiss to share the science.  So 
Semmelweiss did it on his own; he went out lecturing all over Europe.  Nobody paid any 
attention to him.  It was years later that the medical and political communities finally 
said, “You know, he was right.”  Well, during that time, when people wouldn’t pay 
attention to the clear facts, hundreds of thousands of women died. 
 
We cannot let the same thing happen with this issue.  The presenters today are highly 
qualified scientists who are presenting to you the most reliable data about what happened 
in Uganda.  I think none of the three would have given the same message to you if they 
had been asked to give these talks a few years ago.  But because they’re objective 
scientists with integrity, they have been willing to take an honest look at the data and 
present their findings.  
 
It’s my privilege to introduce Secretary Thompson to you.  I was at his office almost 
immediately after he arrived at HHC.  He was already in the middle of all sorts of budget 
throes.  I said to him, “Are you glad you took this job?  And he said, “I think if I’d known 
what I was going to go through, I wouldn’t have done it.”   
 
We, however, are glad that you stayed on the job Secretary Thompson.  We thank you for 
your leadership.  We thank you for going to Africa.  We thank you for what you’ve done 
in the past and what you’re doing now. 
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The Honorable Tommy Thompson, Secretary, US Department of Health and Human 
Services:  I want to tell you what a tremendous trip we recently had to Africa.  A large 
group of individuals, 103 in all, went to five countries–Cameroon , Zambia, Rwanda,  
Kenya, and Uganda.  Going on that trip really made me a better person and it was a 
transforming experience for me and for everybody else who went. 
 
In Uganda President Museveni and his wife are doing a wonderful job.  It takes a good 
deal of foresight and leadership to stand up and say, “We can do something about AIDS.” 
The HIV prevalence in Uganda was 21 percent a few years ago.  Now it’s all the way 
down to six percent because they’re practicing ABC. 
 
We are making headway not only in Uganda, which is the primary role model for all of 
us to emulate, but also for the first time, with health ministers all over Africa.  I’m on the 
World Health Organization Board of Directors and when I met with them two years ago, 
there was no hope or optimism.  Then President Bush talked to them about our helping 
our brothers and sisters in Africa and about the $15 billion initiative.  I talked to the 
health ministers in Geneva last May about the President’s commitment, his passion, and 
his ability to lead and get this job done, and you could sense the change of attitude from 
pessimism to optimism. 
 
During our trip through Africa, we went to a village four hours away from Kampala 
where there’s a clinic and a regional hospital that serves two states.  We spent four hours 
to get there, then we got in four-wheel vehicles to go even farther, and finally we got on 
motorcycles to deliver medicines out to the individuals. 
 
And I’d just like to tell you about the two families that I visited in their homes.  At the 
first home I visited there was a woman named Rosemary who had four children.  Her 
husband died from AIDS and she’s been HIV positive since 1994.  Her brother died in 
1995 from AIDS, leaving her with his three children to raise, so now she has seven 
children.  She lives in a mud hut where the children sleep on the floor and she has a little 
bed.  This lady was optimistic and hopeful.  She was appreciative and she told me that 
she makes $70 a year and raises 7 kids, grows the food on her two acres of land.  She was 
upbeat and she wanted to thank the United States of America for giving her the medicine, 
and giving her the opportunity to live and to raise her children so they would not end up 
being orphans. 
 
And then we went on to another village where I met Sampson, who works as a farmer 
and a carpenter.  He uses wood from the swamp to make little tables that he sells for $1 to 
$2 apiece, for which he earns about $100 to $120 a year.  I sat in his front yard where his 
wife’s grave is. She died from AIDS and he’s HIV positive.  He receives antiretroviral 
medication from CDC and from the Department of Health and Human Services.  And 
Sampson, who has never seen a television or heard a radio, said, “Would you please go 
back and thank President Bush for giving me the opportunity to live.” 
 
I don’t tell you these stories to make you depressed; I tell you these stories because 
there’s hope, there’s opportunity, and there’s a tremendous chance for America to lead.   
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And we have an opportunity, ladies and gentlemen, to emulate ABC, to transfer that 
throughout the continent of Africa and at the same time, with the President’s new funding 
initiative, countries across this continent will have the opportunity to provide the 
medicine to treat those people who need to be treated, to prevent new individuals from 
being infected with HIV/AIDS, and also to help the orphans. 
 
And we’re going to continue to fight this fight and as Chairman of Global Fund, I’m 
going to also try to inculcate the ABC doctrine and our mission statements and then our 
programs at Global Fund.  I know that’s what Ambassador Tobias wants to do and that 
that’s in the President’s initiative.  And I want everybody to know that the Department of 
Health and Human Services is joined at the hip with Randy Tobias.  We’ve pledged our 
support.  We’re going to give him every bit of support we possibly can to make him 
successful because if we make him successful, the programs will be successful and we 
will actually have an opportunity to start turning this insidious disease around and giving 
people hope and opportunity to live.  I think we’re at the dawn of a new day, a new day 
of opportunity that’s going to make America very proud and we’re going to show the 
world how compassionate and how visionary, not only our President, but our country 
truly is.   
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Julie Louise Gerberding, MD, Director, Centers for Disease Control and Prevention:   
I was proud to be a part of the delegation to Africa because we saw much of the good 
work the CDC teams are doing in the field in various countries.  I was absolutely aston-
ished how so few people are accomplishing so much work. I was also incredibly proud to 
be part of Secretary Thompson’s department.  The Department of Health and Human 
Services has an extraordinary leader. I’m not sure, despite all of the activities I’ve been 
working on with the Secretary over the past couple of years, that I appreciated his passion 
and his leadership in quite the same way that I did after spending those days in Africa. He 
is an extraordinary person, and he has brought a large number of people together who 
have a strong bearing on the outcome of the scope and face of AIDS in the world in ways 
that are unprecedented.  And I’m certainly very proud to be part of President Bush’s 
Emergency Plan for AIDS Relief team, working with Ambassador Tobias and others, to 
prevent HIV infection and treat and care for the millions of people living with HIV and 
AIDS.  This is something that is important to me in my role at CDC, but it’s also some-
thing that harkens back over my entire career in medicine. 
   
As an intern, I took care of the first AIDS patients at San Francisco General Hospital, and 
so I “grew up” with AIDS in my medical career.  We went through confusion about what 
it was and what was making people sick, and each new day brought a new discovery 
about the disease and its consequences. It was a long time before we understood how it 
was transmitted, or even that it was an infectious disease. Along with everybody else, I 
went through that evolutionary process, and obviously it shaped me in many very pro-
found ways.  At some point, I recognized that this wasn’t a disease of “those people over 
there.”  This was a disease that could affect anyone, any time – and we all had to adjust 
our thinking and our behavior and emphasize prevention, because there wasn’t going to 
be a cure for a long, long while.  And now, 23 years later, we still find that primary and 
secondary prevention are the critical paths to controlling this pandemic. 
 
I was awed on this trip by how enormous the problem is, and, at the same time, encour-
aged by the possibility of creating solutions.  But I was also saddened, because I was in 
Uganda about 10 years ago, when the epidemic was beginning to accelerate.  We knew 
then where that would lead.  And while we celebrate today the incredible improvements 
that have been made across Africa and particularly in Uganda, the crisis is a long way 
from being over, and it is way too soon to celebrate success.  Programs and ideas intro-
duced more than a decade ago are just now beginning to change the paradigm and the 
picture of the AIDS epidemic.  There is much more work to do.   
   
We visited an orphanage in Zambia where a little girl was learning to count using bottle 
caps, because that was the only thing they had.  If you take that girl’s face and multiply it 
a thousand times, that’s the memory I bring home from Africa: the children, the faces of 
the children, their asking “Why are so many of our parents dying?” One little girl asked 
me, “I need drugs – could you take me to America?”   
  
Africa is a continent full of faces, of hope, of pride, of resolve, but also great sadness.   
We were particularly struck by a family in a village we visited.  When we asked, “How 
do you educate your sons to keep them from getting HIV infection?”, the mother told us 
that she walks out the back door to where her husband is buried and she makes the point 
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that her husband died of HIV infection and that her sons needed to be aware that this 
could happen to them if they don’t abstain from sex. 
  
African people are just as capable of benefiting from interventions that we have here in 
the United States, not only prevention interventions but also treatment interventions.  Our 
work has just begun; there is much to do, and it is indeed an emergency. 
 
When we think about successful prevention models, “ABC” comes to mind.  However, at 
this point in the epidemic, other letters must also come to mind.  Most HIV transmission 
can be explained with a simple model: infected people who don’t know they are infected 
have risky sex with uninfected people.  Both here and in Africa, studies bear out that 
most of the people transmitting HIV are unaware of their infection status. When people 
know they are infected, they usually take steps to protect the others with whom they have 
contact.  So let’s add the letter “D” for “Diagnosis” to “ABC.”  Ensuring that infected 
people are diagnosed has two benefits – first, they can access life-saving medical treat-
ments, and second, they can adopt behaviors that protect their partners. We must ensure 
that all infected people have access to diagnostic HIV testing. In fact, improving our ca-
pacity to diagnose those who are already infected and promoting comprehensive preven-
tion strategies for uninfected people and those who are already infected are the corner-
stones of our new domestic HIV prevention strategy.   
 
Voluntary testing must become a routine part of medical care in all countries, including 
ours. Barriers to testing must be removed from healthcare settings, including the require-
ment for comprehensive prevention counseling as a condition for getting tested. Many 
infected patients are not diagnosed because their clinicians lack the time, knowledge, or 
skill to provide pre-test prevention counseling. Of course prevention counseling is im-
portant, but it does not always have to be temporally linked to diagnostic testing. A new 
model for expanding access to routine voluntary testing in medical settings and linking 
infected patients to prevention, treatment, and care services is being evaluated and ap-
pears promising. Already many people appear to have been diagnosed much earlier than 
they otherwise would have been and benefiting from treatment and prevention services. 
So “ABCD” is a concept that I would like to put out on the table.   
 
Although there are many other letters we could talk about, there’s one more letter that we 
need to stress – “R,” for “Responsibility.”  Every time we talk about AIDS, we must use 
the word “responsibility,” and make it very clear that personal sexual responsibility is a 
very important part of AIDS prevention. Sadly, for many people around the world, espe-
cially women and girls, sexual violence is a cause of HIV infection. Responsibility must 
extend to ensuring that sexual violence and exploitation are not tolerated in any society.    
   
When we have a prevention model that works, it only makes sense to learn why it is suc-
cessful, scale it up, and disseminate it as rapidly as possible.  So I’m certainly committing 
everything that I can from the position of CDC, and I know that Secretary Thompson is 
doing everything he can from the Department, to be supportive.  I’m very proud that our 
President has had the vision and courage to create the Emergency Plan for AIDS Relief, 
and I’m proud to be part of the team that will make it happen, as I know each of you will 
be.  Thank you very much. 
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Ambassador Randall Tobias, Global AIDS Coordinator:  President Bush has given me 
the daunting responsibility of leading his emergency plan for AIDS relief – an 
unprecedented five-year, $15 billion effort to combat global AIDS.  The President’s plan 
represents the largest commitment of a single nation for any international health 
initiative. 
 
In 2002 three million people died from complications of AIDS, leaving behind anguished 
loved ones, abandoned children, and ravaged communities.  At the same time, five 
million more people became newly infected, bringing the total to about 40 million people 
infected worldwide.  Just do the math – we are losing the war.  But the President’s plan 
can change that.  This initiative brings hope through the commitment of unprecedented 
resources.  More importantly, it provides the opportunity to stop doing business as usual.  
And in that regard, I would simply like to make two points. 
 
The first is that a fundamental principle of the overall plan is to develop sustainable and 
integrated prevention, care, and treatment programs.  We need to develop some new 
paradigms, take a fresh look at what has worked and what has not worked in the 
countries, communities, and populations that will be served by these programs, and then 
make decisions based on scientific evidence.  The second point is that an important 
aspect of the President’s plan is “ABC,” the promotion of Abstinence, of Being faithful, 
and, when appropriate, the consistent and correct use of Condoms.  ABC is a strategic 
approach to broad populations, not a multiple-choice strategy for individuals. 
 
When this approach is correctly understood and successfully implemented as it was first 
in Uganda, it is a powerful tool against the spread of HIV.  The approach begins by 
delivering effective age-appropriate messages about abstinence to young people.  On my 
recent trip to Africa I saw the Ugandan program.  They have assemblies in primary 
schools twice a month to teach kids about HIV/AIDS and abstinence.  Their program is 
simple, effective, and it works.  It is a model to be emulated.   
 
The President’s plan includes a billion dollars in contributions to the Global Fund, 
bringing the US total to $1.6 billion – more than a third of all pledges to date.  It includes 
$5 billion to continue US Government bilateral programs in over 100 countries, and $9 
billion in anticipated new funding to be directed to the 15 focus countries; countries that 
represent over 50 percent of the world’s population of people living with HIV/AIDS.  
While much attention has been directed toward these focus countries, the President’s 
initiative encompasses all HIV-related US Government activities worldwide – activities 
in the 15 so-called focus countries, the over 100 countries where we have existing 
programs, and other countries where our leadership can make a difference in attitudes 
toward and attention to this issue.  
 
This global perspective is reflected in the goals of the President’s Emergency Plan.  
Across the world, we will encourage bold leadership at every level to fight HIV/AIDS; 
apply best practices within our bilateral HIV/AIDS programs, in concert with host 
governments’ strategies; and encourage partners, including multilateral organizations, to 
coordinate activities and strengthen management practices.  In the focus countries, our 
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goals over the five years of the President’s Emergency Plan are to provide treatment to at 
least two million HIV-positive individuals, prevent seven million new infections, and 
provide care for 10 million people infected and affected by HIV/AIDS, including orphans 
and other vulnerable children. 
 
I have visited seven African countries since my confirmation in October; I have seen 
firsthand the urgent need to rapidly scale up our HIV/AIDS response.  This plan begins in 
FY2004 with over $2 billion, steadily increasing as capacity is scaled up until the total of 
$15 billion is reached in five years. 
 
Mechanisms are now in place for the rapid expansion of existing, effective, accountable, 
and sustainable prevention, care, and treatment programs.  Proposals from experienced 
organizations that have demonstrated both an international capacity as well as results are 
being reviewed so we can rapidly fund and expand their existing activities in five “fast 
track” areas 

• Abstinence and behavior change for youth 
• Antiretroviral therapy programs for HIV-infected persons 
• Safe national blood transfusion programs 
• Programs for orphans and vulnerable children 
• Programs to reduce transmission by unsafe medical practices, particularly the 

promotion of safe medical injections 
 

Concurrently, we are also establishing plans for longer-term, more diversified programs.  
These new programs will involve current partners, but will also focus on attracting and 
identifying additional partners, including those in the faith-based community.   
 
There is no doubt that HIV/AIDS represents one of the greatest challenges of all time.  
Experts predict that, without intervention, 100 million people could lose their lives to 
AIDS by the year 2020.  Think what your reaction would be if you heard that during the 
preceding 24 hours, 20 fully loaded Boeing 747s had crashed killing everyone on board – 
8,000 people.  And then think about hearing that same thing was happening every single 
day of the year, because that is exactly what is happening today in terms of people dying 
from HIV/AIDS around the world.  The President declared this an emergency in the 2003 
State of the Union Address.  So we all need to look for new ways, new processes, new 
approaches as we get this effort launched because there is so much to do.  Thank you 
very much. 
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Results: The low-cost ABC AIDS prevention 
program that emphasized primary behavior 
change, along with some other supporting 
elements, dramatically impacted HIV prevalence 
in a country with a generalized epidemic – 
Uganda.  This program encouraged youth to 
remain abstinent and couples to be faithful, while 
urging everyone else to reduce the number of 
sexual partners and use condoms for high-risk 
situations.  The ABC approach, with its emphasis 
on risk avoidance, was promoted in an 
atmosphere of open and honest discussion of 
AIDS and sexual behavior at all levels of society 
– government, schools, communities, and 
villages – with the collaboration and support of 
faith-based organizations.  Unfortunately, this 
indigenous response to AIDS has become diluted 
in recent years because foreign donors have 
diverted attention, energy, and funding away 
from primary behavior change interventions.   
 
Conclusions: Uganda, the country with the 
greatest degree of HIV prevalence decline, 
achieved this dramatic success through ABC 
interventions, with special emphasis on risk 
avoidance through primary behavior change.  
There is no reason to expect that such an 
approach would not be effective in other 
countries, especially in those with generalized 
HIV epidemics, such as the countries in Africa 
and the Caribbean currently targeted in the 
President’s Emergency Plan for AIDS Relief 
(PEPFAR). 
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HIV epidemiology 
 
Most HIV is transmitted through sexual 
intercourse.  Since having multiple sexual 
partners drives HIV epidemics, if people did 
not have multiple sexual partners, then 
epidemics would not develop.  Or if they did 
develop, they could not be sustained.  If an 
infected person does not, on average, infect 
more than one other person, an epidemic 
cannot grow. This is reflected in the 
epidemiological concept known as the 
reproductive rate of infection.  The 
reproductive number R0 is the number of 
secondary infections caused by one 
infectious individual in an entirely 
susceptible population.  When R0 >1, an 
epidemic occurs.  When R0 <1, there is no 
significant epidemic.  Modeling studies, as 
well as the actual experience of Uganda and 
a handful of other countries, demonstrate 
that reductions in casual sex result in 
decreased HIV incidence at the population 
level, as measured by numbers of nonregular 
partners in the past year.1,2   
 
HIV prevention strategies: risk avoidance 
vs. risk reduction 
 
There are two basic ways to prevent disease: 
risk avoidance and risk reduction.  To use an 
analogy from cigarette smoking, risk 
avoidance would be not starting to smoke in 
the first place, or stopping smoking if one 
has already started.  Risk reduction would be 
smoking filtered cigarettes or only those 
with low tar or nicotine levels, or cutting 
down the number of cigarettes per day.  In 
AIDS prevention, risk avoidance approaches 
include abstinence or mutual faithfulness 
with an uninfected partner.  Risk reduction 
approaches include using condoms or 
treating curable STIs with antibiotics.  
 
Astounding as it may seem, virtually all 
AIDS prevention resources to date have 

been devoted to risk reduction rather than to 
risk avoidance efforts.  Consider the folly of 
a multibillion dollar global program to 
combat lung cancer that failed to advise 
people either to abstain from smoking or to 
quit if they had already started smoking. 
 
The sexual transmission of HIV can be 
prevented in three basic ways 
 

A Avoid exposure Abstinence 

B Reduce exposure Be faithful 

C Block exposure 
efficiency 

Condom use 

 
The genius of the ABC strategy is that it 
promotes behaviors that address all three 
means of prevention.  These means of 
prevention also address the “proximate 
determinants” of HIV transmission, the 
immediate causes of infection.  Other 
interventions, such as increasing 
involvement of political leaders, reducing 
stigma, improving the status of  women, and 
reducing poverty, address more “distal” 
causes of HIV transmission.  Interventions 
that address only distal causes can be 
implemented without necessarily having an 
effect on HIV prevalence.  To impact HIV 
infection rates, something has to occur at the 
level of sexual intercourse: A, B, or C 
behaviors.  
 
Although it is not clear who first formulated 
the ABC approach, it seems to have been 
disseminated by the World Health 
Organization (WHO) in African countries, 
including Uganda by the latter 1980s.  What 
makes ABC different in Uganda is that the 
Ugandan government officials were serious 
about implementing the A and B 
components.  This in fact is where the 
emphasis lay. 
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Exported western prevention strategies 
 
The model of AIDS prevention supported by 
major bilateral and multilateral 
organizations everywhere was developed in 
the United States for a type of HIV epidemic 
considerably different from the one in 
Uganda.  During the early 1980s, HIV 
infections in the US were generally found 
among men who have sex with men (MSM) 
and injecting drug users.  It was believed 
that attempts to change behavior among gay 
men would just drive away the very people 
that prevention programs needed to reach. It 
was also believed that drug users were 
incapable of, or undesirous of, changing 
their behavior.  So prevention became a 
matter of providing condoms, treating STIs, 
and, where legal, providing clean syringes, 
or at least advice about sterilizing syringes.  
The resulting risk-reduction (or harm-
reduction) model was exported to Africa and 
to the rest of the world with little recognition 
of – or modification for – either local 
cultures or even epidemiological patterns.  
 
In contrast to the US where most HIV 
infections occur in high-risk subpopulations, 
most HIV infections in Africa occur in the 
general population.  African HIV epidemics 
are generalized rather than concentrated.  
This difference in epidemiological pattern 
alone calls for different approaches to AIDS 
in the US and in Africa..   It should not be 
surprising that prevention efforts developed 
for concentrated epidemics have proved less 
than successful in Africa.  
 
Classic public health tenets call for 
prevention measures to be tailored to and 
targeted toward populations based on their 
prevailing risk behaviors and sociocultural 
patterns.  Despite this, the current standard 
global AIDS prevention package consists of 
condom promotion and provision (especially 
through the approach known as social 

marketing), voluntary counseling and testing 
(VCT), treatment of STIs, and, if funds are 
available, prevention of mother to child 
transmission (PMTCT; based on the drug 
nevirapine).  All the emphasis is on drugs 
and medical devices, with little or no 
consideration for behavior, let alone cultural 
differences.  
 
Risk avoidance interventions (the A and B 
of ABC), have for the most part been 
excluded from major donor funding, or left 
to religious groups.  The majority of AIDS 
“experts” from the wealthier countries 
simply have not believed that A and B 
interventions work.  
 
Failure of risk reduction 
 
It is useful to summarize several important 
recent studies that demonstrate the failure of 
prevention based on risk reduction alone.  
Hearst and Chen conducted a review of 
condom effectiveness studies for UNAIDS.  
Among their findings were that 
“Inconsistent condom use does not protect 
against HIV infection.”3  Unfortunately, 
most condom use in Africa, and everywhere 
else, is inconsistent.  Another of their 
findings is “There are no definite examples 
yet of generalized epidemics that have been 
turned back by prevention programs based 
primarily on condom promotion.”  A similar 
conclusion was reached in a 2003 USAID-
supported study – no decline in national 
HIV infection rates has been achieved 
through condoms alone.4  It is necessary to 
have both A and B behavior changes to 
effect changes in HIV prevalence at the 
population or national level.  
 
Condoms and HIV infection 
 
The premise that condoms have “close to 
100% effectiveness” was discredited by a 
2000 NIH work group which concluded that  
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consistent condom use decreases the risk of 
HIV transmission by 85%.5  The assertion 
that condom use is an effective strategy for 
preventing HIV transmission has also been 
challenged in several recent studies carried 
out in Africa.  A 2002 UNAIDS multisite 
study sought to identify the factors that 
explain widely differing rates of infection in 
four African countries.6  Results and 
analysis showed that lack of male 
circumcision and evidence of genital herpes 
(HSV-2) seemed to be the main 
determinants.  The only behavior factors that 
appeared determinative were early age of 
sexual debut and cross-generational sex. 
Levels of condom use were not found to be 
determinative.7  In a reanalysis that 
controlled for male circumcision, a second 
highly significant behavioral factor 
emerged: the lifetime number of sexual 
partners.8  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Moreover, a recent meta-analysis of condom 
effectiveness9 suggests that when condoms 
are used consistently, they reduce HIV 
infection rates by only 80%, not 98% or 
99%, as is widely believed and often cited.  
And as a final example, Shelton and 
Johnston determined the average number of 
condoms available in several African 
countries per male aged 15–49 years, per 
year, computing the average over a 10-year 
period.  During the unprecedented decline of 
HIV in Uganda from 1989 through 2000, 
only 4 condoms were available per male, per 
year.10  Table 1 depicts recent condom 
availability by country.  We see in this table 
that condom availability in Africa is still 
very low, largely because of low demand.  
Yet there are differences in availability.  
Zimbabwe, Botswana, and South Africa 
have the highest rates of condom availability 
and also among the highest rates of HIV 
 
 

 

Table 1:  Average number of condoms per male, aged 15–49 years, 
in African countries for which data are available, 1989–2000
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infection.  Although there may be no causal 
connection between the availability of 
condoms and levels of HIV infection, we 
can conclude from this and the other studies 
just outlined that 20 years into the HIV 
pandemic, there is no evidence at the 
national level in Africa that more condoms 
have resulted in less AIDS.  In fact, several 
studies show a relationship between an 
individual’s inconsistent use of condoms 
(the norm rather than the exception) and 
being HIV-infected.11, ,12 13 
 
What is unique about the Ugandan 
message/approach? 
 
When I first went to Uganda in 1993 it was 
clear that something different was going on 
in this country.  In fact, something was 
occurring there that was considered 
impossible at the time: HIV prevalence was 
declining, as were infection rates for 
standard STIs.  Uganda’s HIV prevalence 
peaked in 1991 at about 21% and then 
declined to about 6% in 2002 (Figure 1).   
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Distinguishing features of Uganda’s ABC 
program, which emphasized risk avoidance

 
• Political leadership at the highest 

level, treating AIDS as a national 
emergency 

• Involvement of religious leaders 
• AIDS preventive education in 

primary schools, reaching children 
before they become sexually active 

• Involvement of persons living with 
HIV/AIDS (PLWHAs) in AIDS 
prevention 

• Fear arousal, meant to engender risk 
perception/behavioral change 

• Face-to-face, open discussion    
about AIDS 

• Community involvement 
• Major involvement and “advancement” 

of women and youth 
• Fight against AIDS-associated stigma 
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The period 1986–1991 is particularly 
noteworthy, since HIV incidence and 
prevalence peaked then.  This apparent 
decline was met with a great deal of 
skepticism on the part of outside experts.  
As a result, sentinel surveillance in Uganda 
was subjected to far more scrutiny than 
surveillance in other countries.   
 
Uganda’s national response to AIDS began 
in 1986 under the bold leadership of 
President Museveni.  The emphasis of this 
response was on primary behavior change, 
which in Uganda at that time primarily 
referred to delay of sexual debut for youth, 
and faithfulness to one partner for adults.   
 
Condom social marketing introduced by 
western “experts” did not actually take off 
until the mid-1990s.  Though there was 
some condom promotion from the very 
beginning, this approach was not favored by 
the President.  As President Museveni said 
in a 1991 speech:  “Just as we were offered 
the “magic bullet” [of antibiotics for STDs] 
in the early 1940s, we are now being offered 
the condom for “safe sex.”  We are being 
told that only a thin piece of rubber stands 
between us and the death of our continent.   
I feel that condoms have a role to play as a 
means of protection, especially in couples 
who are HIV-positive, but they cannot 
become the main means of stemming the 
tide of AIDS…In countries like ours, where 
a mother often has to walk twenty miles to 
get an aspirin for her sick child, or five miles 
to get any water at all, the question of 
getting a constant supply of condoms may 
never be resolved. 

 
Uganda’s approach between 1986 and 1991 
was to get the message out through all 
means possible and to attempt nothing less 
than changing peoples’ sexual behavior.  
President Museveni encouraged youth to 
delay sex until they were married, and urged 

those already sexually active to be faithful to 
one partner only (this and fidelity within 
polygamous marriages are called “zero-
grazing”).  President Museveni recalled 
these days in a recent BBC interview, 
“When I had a chance, I would shout at 
them ‘you are going to die if you don’t stop 
this [risky sexual behavior].  You are going 
to die!’”  
 
An important yet overlooked point about 
Uganda’s early program is that there was a 
deliberate strategy of fear arousal.  Fear 
was the weapon used to break through 
denial.  But after arousing fear, people were 
given clear behavioral options for avoiding 
the feared outcome: A, B, or C.  The 
message was that “you really have to go out 
looking for AIDS, it is not all that infectious.  
It is not caused by witchcraft or by God's 
will.  You have to almost seek it deliberately 
through promiscuity.”14  
 
In the western model of AIDS prevention, 
we do not deliberately arouse fear, we would 
never use a word like promiscuity, nor do 
we really address sexual behavior, let alone 
promote abstinence or faithfulness. 
 
What Posters Illustrate 
 
It’s useful to look at a few representative 
Ugandan AIDS education posters used 
during the period 1986–1991.  The first 
shows a skull and crossbones and proclaims 
the message: “My quick pleasure led to a 
slow, painful death.” (Illustration 1)  
Contrary to the belief of most AIDS experts, 
fear is an effective motivator of behavior 
change. A recent meta-analysis exploring 
the role of fear arousal in behavioral change 
shows that Uganda was on the right track.  
According to Witte and Allen, “It appears 
that strong fear appeals and high-efficacy 
messages produce the greatest behavior 
change, whereas strong fear appeals with 
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low-efficacy messages produce the greatest 
levels of defensive responses.”15  These 
authors also emphasize that low-fear appeals 
are universally ineffective.  It is instructive 
to compare USAID-funded Zambian radio 
and television spots regarding premarital sex 
to homegrown Ugandan messages.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Zambia: “It’s not worth the trouble” and 
“Stay focused [on schoolwork]”  
 
Uganda:  “Practice ABC or you will D-for 
Die!” and “Change your behavior or you’re 
going to die!”   
 
Ugandan messages even targeted cross-
generational sex and long-distance truck 
drivers.  One Ugandan poster (Illustration 
2) shows two schoolgirls pulling a friend 
away from a well-dressed middle-aged male 
with money in his hand (ie, a “Sugar 
Daddy”).   
 
Another Ugandan poster (Illustration 3) 
depicts a long-distance truck driver pulling 
out of a roadside stop while two young 
women run after him.  In any other country, 
the caption would have something to do 
with not leaving home without your 
condoms.  In Uganda, the caption was, “I 
am driving straight home to my wife.”  This 
poster shows that even those at high risk, 
usually thought to be beyond the reach of a 
“Be faithful” message, were considered 
capable of changing their sexual behavior.  
 
Did behaviors change in Uganda?   
 
What impact on sexual behavior did 
Uganda’s unique approach to AIDS 
prevention actually have?  
 
WHO surveys in 1989 and 1995 show that 
the proportion of males aged 15–24 years 
reporting premarital sex decreased from 
60% in 1989 to 23% in 1995 (Figure 2).  
For females, the decline was from 53% to 
16% (Figure 3).  Looking at all age groups, 
41% of males had more than one sex partner 
in 1989.  This declined to 21% by 1995.  For 
females, the decline was from 23% to 9%.  
Furthermore, the proportion of males 
reporting three or more sex partners fell 
from 15% to 3% from 1989 to 1995.  
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One of the conclusions of the Phase I Report 
of the USAID-supported ABC Study is: 
“Regarding the important ‘core transmitter’ 
group of men reporting three or more non-
regular partners in the previous year, there 
was a very large decline in Uganda [in the 
GPA surveys, from 15% in 1989 to 3% in 
1995].  This figure remained low (2%) at the 
end of the decade…”16  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The same USAID report notes Demographic 
and Behavioral Health Survey (DHS) 
findings that support WHO survey findings 
of a decline in premarital sex.  The 
proportion of never-married 15- to 24-year-
old women who report having had sex in the 
past year declined from 35% to 22% (data 
for males unavailable).  
 
 

Source:  WHO/GPA surveys, 1989 and 1995

Figure 2:  Changes in sexual behavior among males aged 
15 –24 years, Uganda
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Figure 3:  Changes in sexual behavior among females aged 
15–24 years, Uganda
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Source:  WHO/GPA Surveys, 1989 and 1995
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Table 2:  Types of reported behavior change in Uganda 

Marital 
status/ 
gender 

Delayed 
first or 

stopped 
sex 

Restricted 
sex to one 

partner 

Began 
using 

condoms 

Did not 
change 
behavior 

Never 
Married 

    

   % Male 29 27 17 15 
   % Female 38 29 3 29 
Married     
   % Male - 66 5 11 
   % Female - 58 1 38 
 
Source: Demographic and health Surveys, Uganda 

 
Tables 2 and 3 summarize findings of two 
different surveys in Uganda.  Never married 
people were asked (Table 2), “Have you 
changed your behavior as a result of AIDS? 
If so, in what way?” Males (29%) and 
females (38%) answered that they abstained 
or delayed sex.  Almost as many answered 
“restricted sex to one partner.”  Nearly two-
thirds of married persons also answered 
“restricted sex to one partner.”  A more 
recent survey by the Ugandan Ministry of 
Health (Table 3), has two response 
categories that suggest monogamy – being 
faithful, or “sticking to one partner.”  These 
two answers were by far the most common 
ones given to the behavior change questions. 
 

Table 3:  Types of reported behavior change, three Ugandan 
districts, 2000–2001 
 

 
District 

 
(N) 

 
Abstained 

 
Faithful 

Stuck 
with one 
partner 

 
Used 

condoms 
Mbarara 1,354 14 34 39 8 
Masindi 1,314 11 29 50 7 
Mukono 1,377 13 16 50 15 
 
Source: Ugandan Ministry of Health 

 
Role of condoms in Uganda 
 
Despite overwhelming evidence that 
abstinence (“A”) and faithfulness (“Be 
faithful”) were the primary behaviors 

adopted, another behavioral change 
intervention – condom use (“C”) – is often 
credited for Uganda’s success.  For example, 
the authors of a 1999 issue of Population 
Reports assert,  “In Uganda condom use 
increased and HIV prevalence decreased 
following a national AIDS prevention and 
condom promotion effort.”17  Studies 
crediting condoms with Uganda’s success 
continue to appear, including one from the Alan 
Guttmacher Institute published in December 
2003.18  Although many of these papers give no 
credit to primary behavior change, a few very 
recent papers, including another one by the 
Guttmacher Institute, have started to 
acknowledge its contribution, while still 
overestimating the contribution of condoms.   
 
Media reports, which shape perceptions in 
the general public, are similarly dismissive 
of the role of primary behavior change in 
Uganda’s success in turning the tide of the 
HIV epidemic.  A 2000 news magazine 
cover story about AIDS in Africa points out 
that there is at least one success story to learn 
from – Uganda.  Newsweek told its readers, 
“In Uganda…health workers turned Protector 
condoms into must-have fashion accessories, 
simply by introducing a flashy new package 
and a marketing slogan (‘So strong, so 
smooth’).”19  No other method of prevention 
was even mentioned.  Of course, reporters 
only know what AIDS experts tell them. 
 
What was the actual contribution of 
condoms in Uganda? It is impossible to 
know, because most condom use is 
inconsistent, and there is no evidence that 
inconsistent condom use actually protects 
against HIV infection.  Paradoxically, most 
major behavioral surveys such as the DHS 
do not even ask a question about consistent 
condom use.  At least we know what 
proportion of Ugandans report other types of 
condom use.  According to the DHS, about 
6% of sexually active Ugandans reported 
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condom use during last intercourse with any 
category of partner.  Concurrently 95% of 
Ugandans were exhibiting A or B 
behaviors.20  By 2000, condom use had risen 
to 11% in sexually active Ugandans, or 8% 
of all Ugandans.  On the other hand, condom 
use in Uganda has become quite high among 
those who need them most, namely those 
relatively few who are still having multiple 
partners (eg, as of the mid-1990s, condom 
use was reported to be over 95% among 
commercial sex workers and their clients).21  
Yet we still do not know about consistency 
of condom use.  
 
Conclusions 
 
Some general conclusions can be made 
about AIDS prevention in countries with 
generalized epidemics.  All three ABC 
behavioral changes are probably necessary 
for optimal impact on HIV prevalence at a 
national level.22  Nevertheless, it is 
unrealistic to expect high levels of condom 
use in the general population in Africa or 
anywhere else.  Not only may condom 
promotion efforts prove wasteful, they may 
actually “backfire” and result in 
disinhibition, the phenomenon where people 
feel safer than they ought to when using 
condoms, and therefore engage in higher 
risk behavior than they would if they were 
not using condoms at all.  This phenomenon 
is also referred to as risk compensation.23 
 
Contrary to what most western experts 
believed until recently, people can change 
their sexual behavior.  And they seem more 
likely to do this when A and B programs are 
implemented in the Uganda manner – young 
people are reached with the abstinence or 
delay message before they become sexually 
active, and those who are already sexually 
active are provided the clear, consistent, 
fear-arousal message that engaging in sex 
with multiple partners leads to death from 

AIDS, while sticking to one partner (zero 
grazing) prevents this outcome.  Findings 
from Senegal, Jamaica, the Dominican 
Republic, and Thailand demonstrate that 
attempts to influence sexual behavior can 
lead to primary behavior change across 
multiple cultures.24  
 
Promotion of abstinence and faithfulness are 
not as difficult as many in the donor 
community think.  Nothing mysterious, 
complicated, or especially technical was 
found in programs that have successfully 
promoted interventions of this sort.25  To the 
contrary, “A and B” programs seem to enjoy 
certain advantages over condom programs.  
The main advantage is that abstinence and 
faithfulness are in accord with prevailing 
cultural and religious norms and ethics.  On 
the donor side we sometimes forget that 
most Africans are rural, religious, and 
traditional.  If we would not send dancing 
girls to toss condoms to teenagers from a 
pickup truck broadcasting rock and roll in 
rural America, why would we think this is a 
good approach in an African village? 
 
On a positive note, the President’s 
Emergency Plan for AIDS relief (PEPFAR), 
an initiative to combat the global HIV 
pandemic, was announced in the 2003 State 
of the Union address 
(http://www.whitehouse.gov/news/releases/2
003/01/20030129-1.html).  Capitalizing on 
recent advances in antiretroviral (ARV) 
treatment, life-prolonging drugs will be 
provided to millions of HIV-infected people 
in Africa and the Caribbean.  Funding has 
also been allocated for voluntary counseling 
and testing (VCT) – the entry point to 
treatment – and for care and support of HIV-
infected individuals and orphans. 
 
Although western authorities often proclaim 
that we cannot expect behavior change 
unless people know their infection status, it 
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must be pointed out that the majority of 
behavior change in Uganda, Senegal, and 
elsewhere occurred prior to widespread 
access to VCT (for instance, by 2000, only 
10% of Ugandans have been tested for 
HIV).  Moreover, although there is no clear 
evidence that VCT leads to behavior change 
and HIV prevalence decline, such evidence 
does exist for the ABC approach. 
 
Recently many global and domestic AIDS 
experts have grown quite negative and 
defeatist about AIDS prevention, dismissing 
it as complicated and complaining that "it's 
extremely hard to change behavior."  The 
reason most experts have become defeatist  
about AIDS prevention may simply be that  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

we on the donor side have not been doing 
prevention the right way.  Generalized 
epidemics have not yet been ameliorated by 
the social marketing of condoms, and this is 
unlikely to change.  If the counseling or “C” 
element of VCT is based exclusively on 
condom promotion, then VCT is unlikely to 
have much the desired impact on HIV 
prevalence rates.  But if we do AIDS 
prevention right, if we follow the Uganda 
ABC model, there is no reason to expect 
that Uganda-like results cannot be achieved 
in the 14 countries targeted by PEPFAR.  
Effective prevention is needed now more 
than ever – and the best prevention 
approach seems to be ABC. 
 
 

Uganda post-script  
 
Unfortunately, AIDS prevention efforts in Uganda today are similar to those in neighboring 
countries with high HIV prevalence rates.  This is because most major donors have funded risk 
reduction interventions and neglected risk avoidance.  This may not bode well for Uganda’s 
future.  On the bright side, both USAID and the $15 billion President’s Emergency Plan for 
AIDS Relief (PEPFAR) have recently adopted the Uganda ABC model for generalized 
epidemics.  Amendments to the 2003 AIDS Bill require funds to be spent on abstinence 
programs and encourage the participation of faith-based organizations in AIDS prevention 
efforts.  
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AIDS and Behavioral Risk Avoidance in Uganda: Evidence for an  
Effective Social Vaccine and Challenges to its Replication 
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sexually transmitted infections, other African 
countries have not experienced similar HIV 
declines or behavioral responses.  HIV 
prevalence declines in Uganda suggest a social 
process preceded behavioral risk avoidance at 
the population level. The Uganda approach may 
be more effective and economical than other 
strategies, including a potential medical vaccine.  
Analyses of HIV and behavioral data in Uganda 
and neighboring African countries, as well as the 
challenges to the maintenance and propagation 
of this effective intervention, are discussed.  
 
Conclusions: The Uganda HIV/AIDS 
prevention program provides a model for a 
behavioral risk avoidance strategy in a population 
affected by a generalized HIV epidemic. This 
model is notable for its low cost and its 
effectiveness in reducing HIV incidence.  A 
comparison of the Ugandan HIV epidemic and 
behavioral dynamics with those in other African 
countries allows distinctive elements in the 
Ugandan situation to be identified.  Identification 
and elucidation of these elements could facilitate 
the transfer of the Ugandan intervention success 
to other countries with generalized HIV 
epidemics.  It appears that the crucial element of 
social communication has not yet evolved in 
other high HIV-prevalence countries in Africa.  
Replication of this common-sense intervention 
success will require diligence and changes to the 
usual HIV/AIDS intervention approaches and 
their evaluation.  
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Introduction 
 
When I first began looking at Uganda’s 
situation in 1995 and comparing it to that of 
neighboring countries, I really believed that 
the HIV declines observed in Uganda would 
naturally diffuse elsewhere.  Classic 
epidemic theory teaches that epidemics 
often rise and crest before they decline.  
This dictum was reinforced for me in the 
early 1980s in New York City when I 
observed that strong warning messages led 
to behavior change and later to HIV 
prevalence declines in gay men.  
 
So in the mid-1990s, I suspected that this 
might also happen in Uganda and that 
behavioral interventions would be involved.  
HIV declines in Uganda did, in fact, follow 
behavioral interventions, and I expected that 
the same phenomenon would also occur in 
neighboring countries.  Over time it became 
clear that Uganda was different from its 
equally resource-challenged neighbors.  
What was Uganda doing differently?  They 
raised the alarm and they fought with the 
resources at hand.  It is not yet an entire win, 
but they are certainly on the road to solving 
this huge problem.  In contrast, other 
countries have not responded so well, they 
have remained silent, and in those countries 
we still see significant growth of the HIV 
epidemic. 
 
Methods 
 
This work involved comparative analyses of 
HIV and behavioral data in Uganda and 
Kenya, Malawi, and Zambia for 1989 
through 2001.  HIV surveillance data from 
antenatal clinics and other collateral sources 
and population-based behavioral data from 
demographic and health surveys and other 
behavioral surveys were analyzed.  Sexual 

behaviors and communication elements in 
these surveys and also collected some 
interviews and diaries regarding AIDS-
related topics from individuals in South 
Africa were reviewed and analyzed.  

 

 
Antenatal HIV prevalence trends in 
Uganda and neighboring countries 
 
Over the period 1986–1996, HIV prevalence 
in pregnant women attending antenatal 
clinics declined from nearly 30% to less 
than 10% in both urban and rural areas of 
Uganda (Figure 1).  HIV prevalence in 
Kampala crested in 1991, then steadily 
declined thereafter.  There was a 54% 
decrease in HIV prevalence in all age 
groups, with a 75% decline in 15–19-year-
olds and a 60% decline in 20–24-year-olds.  
The particularly striking declines in the 
younger cohorts are key to what happened in 
Uganda. Prevalence trends in these groups 
best reflect incidence (new infections).  In 
contrast, trends in antenatal HIV prevalence 
in neighboring countries for 1994 and 1998 
demonstrate slight increases in Kenya (from 
18% to 20%) and slight decreases in Malawi 
(from 17% to 14%) and Zambia (from 13% 
to 11%).  Antenatal HIV prevalence in 
South Africa continued to increase over the 
period 1991–2001, and may now be leveling 
off at 25% (Figure 2).  
 
Although the intervention in Zambia is often 
compared favorably to that of Uganda, the 
HIV trends are markedly different (Figure 
3).  While the epidemic began around the 
same time in these two countries, the 
precipitous decline in HIV since the early 
1990s in both urban and rural Uganda is not 
evident in Zambia.  In Lusaka, Zambia, HIV 
prevalence has remained consistently greater 
than 25% since 1990, while no significant 
decreasing trend is apparent through 2002. 
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Figure 2:  HIV prevalence – pregnant women, South 
Africa, 1990 - 2001

Source:  Ministry of Health Republic of South Africa (2001)
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HIV prevalence trends in other population 
groups 
 
HIV test results across a wide variety of 
populations in Uganda have demonstrated 
declines of the same order of magnitude 
since 1991.  Surveillance data included 
results from blood donors, sexually 
transmitted disease clinic attendees, military 
recruits, and numerous other data sources, 
including population-based cohort studies.1 
 
Behavioral response to generalized HIV 
epidemics in Uganda and other African 
countries 
 
Starting in the mid 1980s, the “ABC” 
approaches of Abstinence/delay of sexual 
debut, Being faithful/partner reduction, and 
Condom use with nonregular partners  were 
implemented in Uganda’s HIV/AIDS 
prevention programs.  
 
There is evidence that declines in HIV 
incidence in Uganda were linked to the 
promotion and adoption of risk avoidance 
behaviors within a social context of open 
communication regarding HIV/AIDS.  This 
appears to be a more effective and 
economical HIV intervention than others 
that have been promoted, including potential 
medical vaccines of high efficacy.  The 
distinctive factors in Uganda include 
primary risk avoidance, a 60% decline in 
casual sex from 1989 through 1995 – and 
notably – a unique social communication 
process.2,3  The paucity of evidence for 
similar processes evolving in other regions 
of Africa is disturbing. 
 
In Uganda from 1989 through 1995 there 
were marked decreases in casual sex with 
nonregular sex partners and increases in 
abstinence among 15- to 19-year-olds in 
urban populations and in rural males 
(Figures 4 and 5).  A comparison of casual 
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sex and condom use in Uganda, Zambia, 
Malawi, and Kenya during the mid-1990s 
shows that the proportion of Ugandans 
engaging in casual sex dropped substantially 
from 1989 and differed dramatically from 
the proportions in other countries; condom 
use, however, was similar in Uganda and the 
comparison countries (Figure 6).   
 
In the mid- to late-1990s, the proportion of 
Zambian, Kenyan, and Malawian males 
reporting casual sex was two to three times 
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Figure 6a:  Persons reporting casual sex – Uganda, 
Zambia, Malawi, and Kenya

Source:  Demographic and Health Surveys, (Macro) Calverton, MD

 
 
as great as the proportion of Ugandan males 
reporting casual sex.  During the same time 
frame, the proportion of Zambian, Kenyan, 
and Malawian females reporting casual sex 
was four to five times as great as the 
proportion of Ugandan females reporting 
casual sex. 
 
Though condom use with nonregular partners 
increased in Uganda from 1989 to 1995, by 
1995 it was similar for both males and 
females in Uganda and comparison countries.  

In contrast, the proportion of males aged 15–
19 years in Uganda who were abstinent 
increased from 31% to 52% from 1989 
through 1995, and exceeded the proportion 
of abstinent young males in Malawi (32%), 
Zambia (43%), and Kenya (44%).   
 
Risk avoidance interventions in          
other situations 
 
Risk avoidance interventions appear to have 
been successfully implemented in 
homosexual male and intravenous drug user 
populations during the early to mid-1980s in 
the United States and Western Europe.  
Local government and community groups 
voiced clear warning and risk avoidance 
messages in New York City during the 
1980s.  Shortly thereafter, precipitous 
declines in rectal gonorrhea were recorded 
among white males in New York City.  This 
occurred around the same time that the first 
five AIDS deaths were reported (Figure 7).  
These decreases in rectal gonorrhea and HIV 
have been attributed to primary risk 
avoidance (partner reduction) and to risk 
reduction (condom use).  Even before the 
causative agent for AIDS was identified, a  
1984 article described the effect of 
modifying sexual behaviors (partner 
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reduction and condom use) on the decline in 
AIDS cases in New York City and 
elsewhere in the United States.4  
Approximately 10 years later – prior to the 
arrival of antiretroviral therapy – the HIV 
mortality rate crested and began to decline; 
from 1988 through 1993 HIV prevalence 
declined by 64% decline among white men 
having sex with men (MSM).5
 
A similar phenomenon was observed in the 
early 1990s for heterosexual male clients of  
commercial sex workers (CSWs) in 
Thailand, where the government 
disseminated risk avoidance messages.   
Thailand’s 100% condom use policy for 
CSWs and their clients often receives sole 
credit for the general population declines in 
STIs and HIV incidence and prevalence 
observed after its implementation (Figure 
8).  It should, however, be noted that another 
behavior change – a 60% decline in visits to 
sex workers was concomitantly observed.  
With fewer people visiting sex workers, 
exposure to and exposure of a “core 
transmitter” group was significantly 
decreased. In addition, the proportion of 
men reporting casual sex during the past 12 
months declined 46%, from 28% in 1990 to 
15% in 1993.5 
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and condom use; Thailand, early 1990s
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Source:  Low-Beer D, Stoneburner R. African Journal of AIDS Research. 2003;2:9.  

Alternative data representations and 
interpretations  
 
Though many of these seroprevalence and 
behavioral data were available by the mid-
1990s, how did they escape international 
notice?  Why did it take until the 21st 
century for the multiple sources of 
confirming data to receive due attention?  
Some of the confusion regarding the 
interpretation of Uganda’s intervention 
success can be attributed to reasonable 
caution in interpreting the complexities of 
HIV epidemiological and behavioral 
dynamics.  However, much of the confusion 
can be attributed to a 1997 UN publication 
that understated the magnitude of the decline 
in casual sex from 1989 to 1995 by a factor 
of 7.6  The propagation of this longstanding 
inaccuracy led to widespread disagreement 
on the impact of interventions in Uganda. 
For example, a 2002 Lancet article entitled 
“The Ugandan success story?  Evidence and 
claims of HIV-1 prevention”7 suggested that 
the success of Uganda’s ABC program had 
been overstated.  The catchy title and 
content were later echoed in an article 
entitled “Was the Uganda miracle faked?” in 
The Economist.8  
 
Others have suggested that the prevalence 
decline was real but was caused by other 
interventions such as condoms, testing, or 
counseling.  The data, however, belie such  
claims.  Figure 9 shows the temporal 
relationship of the prevalence decline in 
Uganda. The dotted line depicts the HIV 
decline in 15–24-year-olds attending ante- 
natal clinics in Kampala.  The other two 
lines show annual number of persons 
receiving voluntary testing and counseling  
and annual distribution of socially marketed 
condoms.  HIV prevalence began to decline 
before these other interventions began, 
strongly suggesting that risk reduction 
behaviors had been adopted previously. 
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Conversation with a taxi driver in Uganda 
 
Since I’m not trained as a social scientist, I 
usually don’t try to decipher social processes.  I
was observing this communication process just
as I would observe an outbreak to try to 
understand its cause.  There was something 
palpably different about the Ugandan commu- 
nication process.  How did it come about?  
 
When I first went to Uganda in 1996, I was 
educated by a taxi driver when I asked him 
about AIDS. Between Entebbe and Kampala, 
he couldn’t stop talking about AIDS.  I couldn’
fit in a word.  He told me all about the politics. 
He told me about his family members.  He told
me about everything in the village, and it just 
struck me.  I’m an epidemiologist and I’m not 
too keen on touchy-feely, social science things 
and communication, but here was a member of 
the public who was teaching me. 
 
And so I tested the hypothesis when I went to 
Malawi and Zambia and asked people about 
AIDS in their community.  And I couldn’t get 
them to talk, I just couldn’t get anyone to talk.  
My reflections on this incident led to the 
hypothesis that something unique was 
occurring in Uganda, so we went to look for 
empirical evidence. 
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gan
AIDS communication channels in Uganda 
and other sub-Saharan countries 
 
So why did Ugandans, particularly males, 
respond differently?  Was AIDS risk  
communicated differently? Did this 
communication more effectively personalize 
risk to change behaviors?  Communications 
I had with Ugandans during the mid-1990s 
indicated that there was something quite 
different about the way they openly 
discussed AIDS, as contrasted with other 
countries.  
 
When people in Uganda were asked if they 
knew someone with AIDS in their 
community, approximately 90% responded 
affirmatively – compared to about 70% of 
people in the neighboring countries of 
Malawi, Kenya, and Zambia (Figure 10).   
We also examined how people 
communicated about AIDS. In most 
countries, communication about AIDS 
occurs through channels such as pamphlets 
and brochures.  In contrast, in Uganda, 
personal networks were reported as the 
primary source of AIDS information, with 
women (80%) being more likely to report 
this source than men (70%) (Figure 11).  
Somewhere in the process of transference of 

 
 

t 
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AIDS information from impersonal and 
mass media to community and personal 
levels, the information attained a higher 
value. There was something different about 
the process of the Ugandan experience 
which we think personalized risk and 
increased the adoption of risk avoidance 
behaviors. 
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Figure 10:  Personal knowledge of someone who has AIDS

Source:  Demographic and Health Surveys, (Macro) Calverton, MD
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Figure 11:  AIDS information via personal (friends and 
relatives) networks

Source:  Demographic and Health Surveys, (Macro) Calverton, MD

 
In summary, there appears to be something 
unique about the social communication 
process in Uganda that is lacking elsewhere.  
Ugandans were allowed a social and 
political space to openly address and 
respond to the crisis at hand. In contrast, in 
other countries these types of  

communications were suppressed. The lack 
of transparency about the consequences of 
AIDS and its effect on communications is 
illustrated by a conversation among relatives 
and friends after a funeral of a young 
women in Soweto, South Africa in April of 
2002.  
 
Informant’s recollection of a conversation 
after a funeral for a young woman in 
Soweto, South Africa, April 2002 
 
My mother-in-law was visited by a neighbor 
who had just attended a funeral for a young 
woman.  She asked the neighbor, “How did 
the funeral go?” 
“It went well.” 
“What did she die from?”  
“She had piles.” 
“Ah, shame she had piles. Why didn’t she 
consult a doctor?”  
 
Then, as the neighbor left the house, my 
mother-in-law said to herself, “AIDS is 
killing our children.”   
 
A diagnosis of piles was not credible. 
Everybody knew that “piles” really meant 
AIDS, but nobody could talk about it in the 
community. In a recent South African 
population survey in which people were 
asked whether they believed in a connection 
between HIV and AIDS, a quarter of the 
population said they didn’t believe it.  The 
reluctance of government leaders to provide 
an early unambiguous warning about AIDS 
has resulted in a situation in which the 
community response to AIDS has been 
stifled. This is evident in South Africa as 
well as in other countries in the region. 
 
In contrast, Uganda’s response included a 
clear warning by government and it 
comprised real community involvement 
coupled with a unique social communication 
process characterized by trust, honesty, and 
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confrontation.  At a national level, this 
triggered an emotional response which 
translated to the behavioral outcomes of risk 
avoidance (A and B) and risk reduction (C) 
– the triad of ABC. 
 
Transference obstacles and opportunities 
 
The Ugandan risk avoidance/ABC 
intervention model resulted in an 80% 
reduction in HIV incidence (new infections) 
among youth from 1991 to 1993 – the 
resulting decline in HIV is equivalent to a 
vaccine of high efficacy. The social process 
that catalyzed this response stems back to 
the late 1980s and preceded the widespread 
use of western interventions such as 
condoms and HIV testing services.  
 
When considering the transference of this 
intervention, it is first necessary to 
understand why the knowledge that Uganda 
created did not naturally diffuse to 
neighboring countries. Was the diffusion of 
this Ugandan innovation hampered by local 
culture and politics or by broader health and 
development policy? How was the 
momentum lost and can it now be rekindled 
over a decade later?  Given the availability 
of the data, health policy should have been 
better informed and the ABC intervention 
approach should have been more 
transparently debated during the late 1990s.    
 
Aside from shortcomings in epidemiological 
intelligence, there are other potential 
obstacles to transference of this intervention.  
The Uganda response was based on fear-
based reality engendered by the mounting 
death toll.  More modern approaches soften 
the serious reality of the epidemic. Ted 
Green’s paper discusses how perceived risk 
(ie, fear) is integral to risk avoidance – the 
Uganda fear models, the reality of the 
epidemic.  Illustration 1 shows UK posters 
from the late 1990s.  “All you need is a heart 

and a condom, enjoy safer sex.”  And then 
from South Africa in 2002, the “LoveLife” 
ad is targeted to 12–17-year-olds.  What 
messages are we sending youth about the 
reality of HIV? How do we sustain the level 
of  alarm particularly now when there is a 
growing  perception that AIDS therapies are 
curative? 
 
 
 
 

Illustration 1: HIV Risk Reduction posters,  
United Kingdom and South Africa 
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little less than $1 per year for each person aged 15–64 years living in Uganda.9  Its 
epidemiological elements – risk avoidance, reduction in sexual partners, fidelity, and associated 
abstinence – were translated into the ABC policy.  But how can this policy be translated into a 
“program?”  We need to understand how to rekindle this catalytic emotional response to see 
further successes like those in Uganda – the costs of not doing so are catastrophic. According to 
UN projections, more than 13 million persons in sub-Saharan Africa have been infected with 
HIV since 1995, for a total of nearly 30 million on the African subcontinent today.  We can use 
these figures to calculate the hypothetical impact of a Ugandan-style intervention implemented 
and transferred successfully to other African countries. If an ABC intervention had been 
implemented in 1996, today 6 million fewer people would be infected with HIV.9  (Figure 12) 
 
Finally, the role of political leadership is critical for achieving an intervention effect like that of 
Uganda’s.  Extraordinary political action is often inspired by bold leadership.  President 
Museveni saw AIDS as a security threat to his country – a threat as severe as any posed by an 
invading force. However, the strategy was different – he needed to mobilize communities to 
protect themselves and bring about drastic changes in social norms related to sexual behaviors.  
Many have asked, “Can it be done without a Museveni?”  I think it can.  African political 
leaders, institutions, and communities can rise to the occasion and respond similarly if there is 
appropriate support. 

 

15,000,000

20,000,000

25,000,000

30,000,000

35,000,000 UNAIDS estimates

Intervention 1996

Intervention 1998

Figure 12: Effect of Intervention
on HIV prevalence

 
 

Infections averted:

1996 in ervention -- 6 million

1998 int
 

t

References 
                                                 

0

5,000,000

10,000,000

19
81

19
83

19
85

19
87

19
89

19
91

19
93

19
95

19
97

19
99

20
01

20
03

ervention -- 3.5 million

1 Stoneburner R , Low-Beer D. Intl. Journal of Epidemiology in press (2004) 
2 Stoneburner R, Carballo M. An assessment of emerging patterns of HIV incidence in Uganda and other East 
African countries. Family Health International AIDS Control and Prevention Project, Arlington, Virginia, 1997. 
3 Low-Beer D, Stoneburner R. In Search of the Magic Bullet: evaluating and replicating HIV prevention program, 
Leadership Forum on HIV Prevention. Kaiser Family Foundation, Bill and Melinda Gates Foundation, New York, 
2001. Available at http://www.kff.org  
4 William D. The prevention of AIDS by modifying sexual behavior. Ann NY Acad Sci 1984;437:283  
5 Low-Beer D, Stoneburner R. Behaviour and communication change in reducing HIV: Is Uganda unique? African 
Journal of AIDS Research 2003;2:9 
6 Asiimwe-Okiror G et al. Changein Sexual behavior and decline in HIV infection among young pregnant women in 
Uganda. AIDS. 1997;11:1757. 
7 Parkhurst JO. The Ugandan success story? Evidence and claims of HIV-1 prevention. The Lancet. 2002;360:78. 
8 AIDS in Uganda: Was the miracle faked? The Economist. August 15, 2002. Available at 
http://www.economist.com/World/africa/displayStory.cfm?story_id=1284056
9 Green E, Nantulya V, Stoneburner R, Stover J. What happened in Uganda? Declining HIV prevalence, behavior 
change, and the national response. Washington DC: USAID; 2002.  

30 

Available at: http://www.synergyaids.com/Documents/ WhatHappenedUganda.pdf 



A
 
B
e
o
a
p
fo
 
M
in
lit
p
o
 
R
co
H
p
T
co
se
h
w
w
to
g
p
im
h
co
h
 
 
 
 
 
 
 
 
 
 
 

 

 

Condom Promotion for AIDS Prevention in the Developing World: Is it Working?
bstract 

ackground: The issue of condom 
ffectiveness for the prevention of AIDS and 
ther STDs has recently garnered much 
ttention.  Two decades of experience have 
rovided new insights into the role of condoms 
r AIDS prevention in the developing world.  

ethods: This literature review and synthesis 
cluded computerized searches of the scientific 
erature and review of conference presentations, 
ublications of national and international 
rganizations, and lay media. 

esults: When used correctly and consistently, 
ndoms are about 90% effective for preventing 

IV transmission.  Although condom use has 
roduced substantial benefit in countries like 
hailand, where both HIV transmission and 
ndom promotion are focused on commercial 
x workers and their customers, the public 

ealth benefit of condom promotion in countries 
ith generalized HIV epidemics (ie, those with 
idespread heterosexual transmission) remains 
 be established.  In Uganda, a country where a 
eneralized HIV epidemic has been curbed,  
artner reduction appears to have been more 
portant than condom use.  While condom use 

as recently grown rapidly in many African 
untries, these same countries often continue to 

ave high levels of HIV transmission.  The impact 

of condoms is limited by inconsistent use, which 
provides little protection, low use in high-risk 
groups, and negative interactions with other risk 
reduction strategies, such as partner reduction.   
 
Conclusions: There is no known example of a 
country that has turned back a generalized 
heterosexual epidemic of HIV primarily through 
condom promotion.  Condom promotion is an 
appropriate strategy for high risk groups, along 
with counseling regarding risk avoidance.  
Realistic information about condom effectiveness 
should be provided whenever condoms are 
promoted.  Rigorous research is needed to 
measure the impact of condom promotion and to 
determine how best to promote condoms (a risk 
reduction message) in a manner that reinforces 
risk avoidance messages.   
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Introduction  
 
As HIV prevention enters its third decade, it 
is appropriate to reassess what we have 
learned.  This is especially true regarding 
condoms, the controversial mainstay of 
many AIDS prevention programs.  Although 
opinions about condoms are not always 
based on evidence, evidence has, 
nevertheless, continued to accumulate.  
While many questions remain about 
condoms as a public health strategy for 
AIDS prevention, we now know a great deal 
more than we did two decades ago. 
 
For condoms to work, they must be effective 
and people must use them.  Many other 
factors, including who uses them with what 
partners and how consistently and correctly 
they are used, contribute to their public 
health impact, as does the effect of condom 
promotion on other behaviors.  Fortunately, 
we can now move beyond debating how 
well condom promotion might work to 
examining how well it has worked.  
Countries with successful AIDS control 
efforts and the role of condoms in these 
efforts are especially instructive, as are some 
less successful examples.  
 
Methods 
 
This presentation is based on a review of 
condom promotion for AIDS prevention in 
the developing world that was conducted for 
the Joint United Nations Program on AIDS 
(UNAIDS).  Sources include computerized 
searches of peer-reviewed scientific 
literature, publications of UNAIDS and 
other international organizations, conference 
presentations, and national AIDS control 
program documents.  Where appropriate, 
information from the lay press and internet 
was also reviewed.  Data presented were 
selected based on reliability and relevance, 
with priority placed on rigorous scientific 

studies and public health examples with 
sufficient documentation to determine the 
impact of condoms.  Interpretations and 
recommendations are the author’s and do 
not necessarily reflect the views of 
UNAIDS. 
 
How effective are condoms?   
 
Efficacy (“theoretical effectiveness” or 
“method effectiveness”) is how well an 
intervention treats or prevents a condition 
when used perfectly; in contrast, 
effectiveness (“use effectiveness”) is how 
well an intervention works in practice.1,2  In 
the hypothetical case, if HIV transmission 
without condoms were, say, 10%, and with 
perfect use (as in a laboratory setting) 
transmission was reduced to 1/100 of the 
rate without condoms (from 10% down to 
0.1 %), then method effectiveness (efficacy) 
would be (10−0.1)/10, or 99%.  However, if 
in actual practice, condoms reduced HIV 
transmission by only 1/10, then transmission 
would be reduced from 10% down to 1%.  
Hence, use effectiveness would be (10-1)/10, 
or 90%.  
    
Regarding condom efficacy, people quote 
figures to say that if condoms are used 
perfectly, they’re 98%, 99%, or even 100% 
effective.  You actually hear people say this 
all the time – that you can only get HIV 
through “unsafe” sex, which implies that 
condoms are 100% effective if you use 
them.  I have no idea of the source of data 
on which people are basing these numbers, 
and it’s not because I haven’t looked.  As far 
as I can tell, they just quote each other.   
 
The truth is, we don’t know the efficacy of 
condoms in perfect use and we never will 
know.  Fortunately, we don’t really need to 
know efficacy in perfect use since all that 
matters from a public health point of view is 
how effective they are in actual use.  That’s 
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not easy to measure, but at least it is 
measurable.  Our most reliable data on this 
topic come from studies of discordant 
couples – couples who come to medical 
attention in which one partner is positive 
and one is negative, who are then followed 
longitudinally to see whether HIV 
transmission occurs (ie, whether the 
uninfected partner gets infected or not).  A 
number of such studies have been performed 
worldwide (Table 1), although maybe not as 
many as people might guess or imagine. 
 
Condom effectiveness is determined in these 
discordant couple studies by comparing the 
proportion of “always” user-couples in 
which the HIV(-) persons seroconvert to the 
proportion of “never” user-couples in which 
the HIV(-) persons seroconvert.  It should be 
noted that all couples are urged to use 
condoms throughout these studies.  “Never” 
 
 

users are different in many ways from 
“always” users; couples who don’t use 
condoms use more drugs and alcohol 3,4 
have more additional partners,4 and may be 
younger or engage more in practices like 
anal sex that facilitate HIV transmission.5,6

 
Estimates of condom effectiveness from 
individual studies vary widely.3, ,7 8  
Differences may be due to random variation, 
how correctly condoms were used and how 
their use was ascertained, and other 
confounding factors.  Several meta-analyses 
have attempted to combine the available 
data.3,7, ,  9 10   The most rigorous of these 
estimated condom effectiveness to be 94%.10  
Two other recent meta-analyses yielded 
effectiveness estimates of 87% and 80%, but 
lumped all couples together in the analysis 
rather than stratifying by study.1,3,7, ,  11 12    
 
 

 
Study Year 

 
Site 

Direction of 
Transmission 

 
Condom Use 

    Always Some Never 
Fischl 1987 USA Not specified 1/10  -  12/14  
Goedert 1987 USA M+ F- 0/6    4/18*  
Peterman 1988 USA M+ F- -  0/4  10/51  
   M- F+ -  0/2  2/23  
Roumelioutou 1988 Greece M+ F- 0/37    12/16*  
Johnson  1989 England M+ F- 0/4    15/74  
Laurian 1989 France M+ F- 0/14  -  -  
van der Ende 1988 Netherlands M+ F- 0/2  0/3  0/8  
Henry  1991 USA M+ F- -  -  1/1  
Kamenga 1991 Zaire M+ F- 1/50  1/10  -  
   M- F+ 3/56  1/1  -  
Allen 1992 Rwanda M+ F- 0/4  2/16  4/10  
   M- F+ 0/5  0/15  2/3  
European  1992 5 European M+ F- 0/83  8/74  74/314  
Study Group  Countries M- F+ 0/41  4/47  15/104  
Siddiqui 1992 USA Not specified 0/7  0/6  0/9  
Saracco  1993 Italy M+ F- 3/171  8/55  8/79  
Musicco 1994 Italy M+ F- 5/243  -  -  
O’Brien 1994 USA Not specified -  0/4  0/2  
Deschamps 1996 Haiti Not specified 1/42  6/45  13/90  
Hira 1997 Zambia M+ F- 0/30  5/49  -  
Total     14/805  35/331  172/816  
M+ F- indicates transmission from an infected man to a female partner 
M- F+ indicates transmission from an infected woman to a male partner 
Source: Weller S et al., Pinkerton SD et al., Davis KR et al.   

Table 1. Seroconversion rates in cohort studies of HIV transmission within discordant couples 
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Given the conflicting numbers and 
methodological difficulties, it seems 
reasonable to conclude that condoms are 
roughly 90% effective, a figure close to their 
effectiveness for contraception. 3,13  
Although condoms may very rarely be 
permeable to virus-size particles, leakage 
through latex accounts for only a tiny 
fraction of condom failure.14, , ,15 16 17, ,18 19  
Most failure results from “flow” factors, 
such as breakage, slippage, and improper 
use.20  This being the case, it is not 
surprising that effectiveness (risk reduction) 
is similar whether condoms are being used 
for HIV infection or pregnancy.  
 
What often gets skipped over in discussions 
of discordant couple studies is the 
proportion of people who fall outside of the 
“always” use columns (59% for the studies 
in Table 1).  So even over the course of a 
relatively short-term study in which both 
persons know their serostatus and are being 
regularly counseled to use condoms and are 
being given condoms, far less than half 
manage to use them always.  It just makes 
me shudder when I hear people say, “If we 
just get everyone in for testing, that would 
solve the problem.”  Forget it.   
 
Another very important thing to note 
regarding these studies is that there is a 
“some[times]” group of condom users.  Data 
regarding the folks who fall into this middle 
column haven’t received as much attention 
as they should.  There appears to be a 
difference in whether “some[times]” 
condom use provides any protection, 
depending on whether one looks at 
discordant couples or the general population.  
For discordant couples (Table 1), 
seroconversion rates are often lower in 
“some[times]” users than in “never” users.  
In contrast, seroconversion rates in the 
general population are often higher in 
“some[times]” users than in “never” users.  

In many studies,14, , , , ,   21 22 23 24 25 “some[times]” 
use of condoms appears to confer little 
protection in the general population.  One 
possible explanation for this apparent 
contradiction is that “some[times]” users in 
the general population may indulge in more 
high-risk behaviors (such as drug or alcohol 
use) or may have more casual partners – 
perhaps because they believe that 
“some[times]” condom use will protect 
them.  It is interesting to note that 
mathematical models suggest that a small 
number of people using condoms 
consistently can have more impact on an 
AIDS epidemic than a larger number of 
people using them inconsistently.26  These 
conflicting results for discordant couples 
and the general population show that we 
need to be very careful about generalizing 
prevention approaches/messages from one 
group to the other, especially from 
discordant couples to the general population. 
 
Can people be convinced to use 
condoms? 
 
Going back to our original scientific 
question “Are condoms effective for 
individuals?” I think the answer is “Yes.”  
We could debate about whether 90% is good 
or bad, but yes, they’re definitely effective.  
The next question however is a public health 
question – in other words it concerns the 
general population rather than just 
individuals.  Condoms are effective for 
individuals, but can you ever get enough 
people to use them to be effective for the 
general population?  
 
Some of the first data suggesting that people 
can be persuaded to use condoms came from 
the gay community in my hometown, San 
Francisco.  Figure 1 shows HIV incidence 
for men who have sex with men (MSM) in 
San Francisco.27  We don’t know for sure 
how much of the dramatic reduction in 

 34



 

incidence that took place in the 1980s was 
due to use of condoms and how much to 
factors such as reduction in the number of 
partners.  But almost everyone would agree 
that condom use played a significant role. 
 

Figure 1: HIV incidence among men who have 
sex with men in San Francisco, 1978–1988
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Promoting condoms for the general public is 
more difficult.  Many governments, non- 
governmental organizations, and donors 
have tackled this challenge energetically.  
Measuring success is not simple.  Counting 
the numbers of condoms distributed or sold 
can indicate the scope of effort but it does 
not indicate the proportion of high risk 
people who are using them.  The 
Demographic and Health Surveys conducted 
in many countries routinely ask respondents 
if they had a noncohabiting sexual partner in 
the past year and whether they used a 
condom at last intercourse with that partner.  
The resulting indicator is often used to 
approximate condom use in high-risk sex.  
Figures 2a and 2b show results for condom 
use at last high-risk sex encounter in 19 
African countries for young males and 
females, a particularly important group 
epidemiologically in terms of risk for HIV 
infection and behaviorally in terms of 
establishing patterns that may last a lifetime.  

Figure 2a: Condom use at last high-risk sex in past year 
among 15-24 year old females in Africa, 2001
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People looking at this particular indicator 
(condom use at last sex with a 
noncohabiting partner) often forget that 
much of this indicator’s impact at the 
population level is determined by the 
proportion of persons having multiple 
partners, and that this proportion varies quite
dramatically by country.  For example, by 
the late 1990s, only 6% of Ugandan females
reported more than 2 sexual partners in the 
past 6 months as compared to Kenya (18%) 
and Cameroon (30%).28  It is also 
unfortunate that this indicator makes no 
distinction between, for example, “always” 
use (100%) by 50% of people versus 
“sometimes” use (50%) by 100% of people. 
Although both would produce a value of 
50% for the indicator, the former would 
have a much greater potential impact on 
HIV transmission than the latter. 
 
During the 1990s condom distribution 
increased by 10- to 100-fold in many  
developing countries.29,30, ,31 32  Despite this,  
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Figure 2b:  Condom use at last high-risk sex in past year 
among 15–24 year old males in Africa, 2001
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current numbers of condoms in these 
countries are sufficient to cover only a small 
proportion of sexual encounters.  Few 
people use condoms in steady relationships.  
In Nigeria, for example, 2% of respondents 
report always using condoms with a spouse 
or “concubine,” compared to 33% for 
boyfriends and girlfriends and 67% for 
casual partners.33  If condom use is high in 
casual sex but low with steady partners, the 
potential impact of condoms will depend a 
great deal on how much transmission is 
taking place within each of these types of 
partnerships.  
 
What else is necessary? 
 
If condoms are effective and many people 
will use them, then condom use might seem 
to be the ideal strategy for AIDS prevention.  
Unfortunately, it is not so simple.  While 
these are necessary conditions for condoms 
to be a successful public health strategy 
against the spread of HIV, they are not  
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sufficient.  In many sub-Saharan African 
countries, high HIV transmission continues 
alongside high condom use.  
 
Contrary to popular belief, there is little 
evidence to show that all this condom 
promotion we’ve been doing all these years 
in African countries with generalized 
epidemics has made any difference.  In 
Cameroon (Figure 3), condom sales have 
gone way up, about 7-fold in a decade.  
Unfortunately, both urban and rural HIV 
prevalence have gone up right along with 
condom sales.  Condom sales increased from 
six million in 1993 to fifteen million in 2001 
while HIV prevalence rose from 3% to 
9%.34  We see this same phenomenon in 
Kenya (Figure 4).  Condom sales are way 
up, about 20-fold in a decade.  Meanwhile, 
urban and rural HIV prevalence have more 
than doubled.  Botswana shows a similar 
picture, except it’s even worse (Figure 5).  
Condom sales have gone up, but prevalence 
has just continued going right on  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

up to levels higher than many of us thought 
possible.  In Botswana, condom sales rose 
from one million in 1993 to three million in 
2001 while HIV prevalence in urban 
pregnant women rose from 27% to 45%.  In 
some cities in Botswana, more than half of 
all pregnant women are HIV positive.  
 
So what’s going on?  Condoms are effective.  
Their sales are going up, yet HIV prevalence 
doesn’t seem to be impacted.  We have to 
admit that, to date, there are no clear 
examples of a country that has turned 
back a generalized epidemic primarily 
through condom promotion.  I’d caution 
folks against implying cause and effect from 
the data shown in these figures.  It’s very 
possible that prevalence would have gone up 
even faster had no one used condoms.  But 
one thing is certain − a country can absorb a 
lot of condoms, but if the highest risk people 
aren’t using them consistently, condoms 
won’t do much good.  
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Reliable access is probably also a significant 
issue – particularly in countries where the 
population often lack basic needs.35  As 
President Museveni of Uganda stated, “In 
countries like ours, where a mother often has 
to walk twenty miles to get an aspirin for her 
sick child or five miles to get any water at 
all, the question of getting a constant supply 
of condoms may never be resolved.”36  
 
Learning from success 
 
In contrast to the discouraging global trend 
just described, countries like Thailand and 
Uganda have achieved notable success in 
AIDS prevention.37  In Thailand, HIV began 
with a burst of transmission among injecting 
drug users, but transmission became 
overwhelmingly (90%) heterosexual shortly 
thereafter.38,39  Public health officials 
quickly realized that commercial sex in the 
country’s large sex industry was the focus of 
HIV transmission and responded with a 
“100% Condom Program” that mandates 
brothel owners to enforce condom use in 
every paid sex act.37  The government did 
not directly discourage commercial sex, but 
mandatory condom use and awareness of 
risk appears to have dissuaded many men 
from frequenting brothels.  While condom 
use exceeded 90%,37 equally dramatic was 
the change in the proportion of men visiting 
sex workers – a 50% decrease.40,41, ,42 43  Thai 
men also reduced the number of unpaid 
casual partners.42  Rates of STIs fell 
rapidly,44 and HIV incidence and prevalence 
are declining among both young men and 
pregnant women.43, ,45 46,47  Nevertheless, 
many sex workers continue to acquire HIV 
infection despite high condom use.48

 
In Thailand, HIV is focused in a core 
transmission group, a clear high-risk group, 
much like it is in San Francisco where the 
epidemic is concentrated among men who 
have sex with men.  These are the places 

where we’ve seen big impacts with condoms 
– specific settings where you can get very 
high rates of use.  
 
Unlike Thailand and San Francisco, 
Uganda’s HIV epidemic spread in the 
general heterosexual population.  In the 
1980s, when Uganda had among the world’s 
highest AIDS rates, they responded with a 
determined approach involving all sectors of 
society.  More than 700 Ugandan groups, 
ranging from churches to nongovernmental 
organizations (NGOs) to the military, work 
on AIDS prevention.  An active support 
group for persons with HIV encourages 
many Ugandans to come forward with their 
HIV status.  Consequently, more Ugandans 
know someone with HIV than do other 
Africans 49 − a strong predictor of behavior 
change.50  Since peaking in the late 1980s, 
HIV incidence has fallen substantially,48,51 
as demonstrated by surveillance among 
pregnant women,52 military recruits, and the 
general population.53 
 
Condoms were not central to the initial (ie, 
pre-donor) response to the AIDS epidemic 
in Uganda.  Messages focused on delaying 
sexual debut, abstinence, being faithful to a 
single partner (called “zero grazing”), and 
condoms, roughly in that order.41,48  Large-
scale condom social marketing did not begin 
until the arrival of the foreign donors in the 
mid-1990s.54  In fact, as late as 1995, only 
6% of Ugandan women and 16% of 
Ugandan men had ever used a condom, with 
consistent use being much lower.48  
Although Ugandans now use more condoms, 
particularly with casual partners, these 
recent condom use rates cannot be credited 
for what happened earlier.51 
 
Instead, the main cause of the falling HIV 
incidence was a substantial drop in numbers 
of casual partners, going from rates typical 
of the region to rates that are now much 

 39



 

lower.48, ,55 56, , ,57 58 59  For example, in 1995, 
only about 12% of Ugandan males and 5% 
of Ugandan females aged 15–19 years 
reported sex with a nonregular partner 
during the past 12 months, compared to 
about 50% and 30% respectively in 
neighboring countries.60  This is the same 
young age group in which incidence and 
prevalence have fallen the most in Uganda. 
 
Fortunately for Uganda, there weren’t a lot 
of foreign experts there telling them how to 
do things in the late 1980s and early 1990s.  
So they did things their own way – that’s 
when Museveni was going around with his 
bullhorn telling people about “zero grazing,” 
and in the circles I travel in (the so-called 
AIDS experts), everybody thought he was a 
clown, a buffoon.  Everybody made fun of 
him.  Well, it turns out he was exactly right 
and we were all wrong.  That’s what got 
results.  Ironically, after the Ugandans had 
turned their epidemic around, the foreign 
donors and experts started coming in about 
the mid-1990s, and they told the Ugandans, 
“You are doing a terrible job.  You’ve got it 
all wrong.  You don’t have condom sales or 
use rates anywhere near as high as we have 
in successful countries like South Africa and 
Botswana.  You’ve got to do this our way.”  
That’s when condom social marketing took 
off in Uganda, in the mid 1990s.   
 
And right about the late 1990s is when I 
think Uganda had the best of both worlds.  
They had partner reduction and at the same 
time they had high condom use rates in 
casual sex.  Although there wasn’t a lot of 
casual sex going on – only 5% of the 
sexually active population – when it did go 
on, those involved had high condom use 
rates.  And per capita condom consumption 
was low, because they didn’t need as many 
condoms.  Unfortunately though, there’s 
been backsliding now.  Many young people 
in Uganda today have never heard of “zero 

grazing” or, if they have, they think that’s 
something for their parents.  Ugandans have 
listened to the foreign experts too much and 
gotten the idea that modern AIDS 
prevention is just using condoms.  While 
condom use continues to go up, casual sex is 
also going up, and in the last couple of 
years, after years of steady decline, HIV 
prevalence may be starting to tick up again.  
I’m worried about the future of the Uganda 
success story – the story we’ve so belatedly 
recognized. 
 
Interactions with other prevention 
strategies 
 
Interventions designed to change one 
behavior may also change others.  Such 
interactions can be positive or negative and 
to date they have received far less attention 
than they deserve.  For instance, Thailand’s 
100% Condom Use Policy appears to have 
had the unexpected side effect of dissuading 
many men from patronizing commercial sex 
workers.42  Interactions also can be negative.  
A recent rise in STIs (including HIV) among 
MSM in many communities may have 
resulted, in part, from decreased perceived 
severity of HIV infection.61  In theory, 
antiretroviral treatment should prevent HIV 
transmission by reducing viral load and 
infectivity.62  Unfortunately, this benefit 
may have been outweighed by a negative 
interaction between treatment and sexual 
behavior. 
 
Recommendations 
 
So now I’ve gone through some of the 
questions we tried to answer.  Are condoms 
effective?  Yes.  Can you get people to use 
them?  Yes, you can, at least some of the 
time.  But there are other questions.  Can a 
generalized epidemic be overcome primarily 
through condoms? We have no clear 
examples of this yet.  How can condom  
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A cautionary note:  unexpected side effects of a condom promotion program             
in Uganda 
 
Figure 6 shows the results of some of our own research in Uganda, where I spent years 
involved in projects that tried to get people to use condoms.  This study was a state-of-the-
art condom promotion program for young men.  The intervention group of 18−30-year-
olds was strongly encouraged to use condoms and a similar control group was only given 
general AIDS information.  Both groups were given coupons for free condoms.  Sure 
enough, we found that the intervention group redeemed far more condom coupons than 
the control group.  So the program was clearly successful in increasing condom uptake. 
 
Unfortunately, at follow up, the intervention group also reported significantly more 
partners than the control group.  In fact, in our intervention group the number of partners 
went up while in our control group the number of partners went down.  And although the 
number of casual partners went down in both groups, it went down more in the control 
group.  When you put both of these factors together, it actually turned out that our 
intervention group was at higher risk than our control group, even though they had higher 
condom use.  Had we not gone back and looked at the data this way (as opposed to only 
looking at condom uptake, as we had originally planned to do), we would have reported a 
nice “success story” of another condom intervention in Uganda. 
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promotion best be integrated into 
multifaceted HIV prevention?  I think that’s 
maybe the most important question.  
 
Condom promotion programs must measure 
their impact better.  It is not sufficient to 
simply report numbers of condoms 
distributed.  Better measures would include 
rates of consistent use by type of partner.  
Programs aimed at the general public should 
also monitor numbers of partners, especially 
casual partners, particularly among youth.  
Fortunately, the need for better indicators to 
measure success in condom promotion is 
now receiving more attention.63 

 
All interventions must avoid doing harm.  
While condoms are not harmful per se, 
condom promotion can do harm if it takes 
resources from better uses or, worse yet, 
undercuts more effectives strategies such as 
partner reduction or delay of sexual onset.  It 
might also do harm if not accompanied by a 
steady and affordable supply of condoms.  
Anything less could encourage inconsistent 
condom use – certainly not an effective HIV 
prevention strategy.  
 
Avoiding harm also means telling the truth: 
condoms are safe and effective, but not 
100% effective.  The common practices of 
telling people they can get HIV only through 
unprotected sex is simply not accurate.  
Avoiding overstatements about condoms 
may go a long way toward eliminating any 
possible conflicts between promoting 
condoms (to reduce transmission in high-
risk situations) and promoting strategies that 
may prevent risk altogether: abstinence and 
not having multiple partners.  Remember 
that the rates of condom use in Africa, 
including rates in places like Botswana, 
where people are reporting 60% or 70% 
condom use in casual sex, have yet to really 
put a dent in the HIV epidemic. 
 

Condoms, when used consistently, are 
effective, but certainly not 100% effective.  
Condom promotion is proven to be effective 
among certain core transmission groups, 
such as commercial sex workers and men 
who have sex with men.  But condom 
promotion for the general population has not 
yet produced the expected benefits.  Sexual 
behavior change, on the other hand, is 
possible and can make a big difference in 
the epidemic.  We don’t really know how to 
do ABC like we know how to do C.  We’re 
Americans.  We can sell things.  We know 
how to sell items like toothpaste.  We can 
sell condoms if the price is low enough.  
 
But we don’t really know how to go in and 
do ABC.  The Ugandans did it for 
themselves, but we don’t have a ready-made 
package to take off the shelf and use.  We 
need to learn how to do this.  What 
strategies work best?  Do you know how 
much research has been done on this?  
Almost zero.  Nobody has been studying 
this.  It’s really a shame.  How can A and B 
be done so as not to discourage C?  How can 
C be done so as not to discourage A and B?  
 
We’ve got to get away from looking at 
condom sales and distribution – an indicator 
that is only important to condom 
manufacturers.  Maybe Museveni had the 
whole thing just right when he went around 
telling people, “What you really need to do 
is A and B,” and then under his breath, sort 
of spit out at the end “…and if you’re really 
going to do something stupid anyway, at 
least use a condom.”   

 42



 

 References  
                                                           
1 Hearst N, Grady D, Barron HV, Kerlikowske K. 
Research using existing data: secondary data 
analysis, ancillary studies, and systematic reviews. 
In: Designing clinical research. Hulley SB, 
Cummings SR, Browner WS, Grady D, Hearst N, 
Newman TB. Philadelphia: Lippincott Williams & 
Wilkins; 2001. p.195-212. 
2 Bretzman MC, Stanford JB. Condoms, IUDs, 
counseling and natural family planning. Am Fam 
Physician 1994; 50(4):766, 768. 
3 Weller S, Davis K. Condom effectiveness in 
reducing heterosexual HIV transmission. Cochrane 
Database Syst Rev 2002; 1:CD003255. 
4 Allen S, Tice J, Van de Perre P, et al. Effect of 
serotesting with counseling on condom use and 
seroconversion among HIV discordant couples in 
Africa. Br Med J 1992; 304:1605-1609. 
5 Hearst N, Hulley SB. Preventing the heterosexual 
spread of AIDS. J Am Med Assoc 1988; 
259(16):2428-2432. 
6 Plummer FA, Simonsen JN, Cameron DW, et al. 
Cofactors in male-female sexual transmission of 
human immunodeficiency virus type 1. J Infect D 
1991; 163:233-239. 
7 Davis KR, Weller SC. The effectiveness of 
condoms in reducing heterosexual transmission of 
HIV. Fam Plann Perspect 1999; 31(6):272-279. 
8 de Vincenzi I. A longitudinal study of human 
immunodeficiency virus transmission by 
heterosexual partners. European Study Group on 
Heterosexual Transmission of HIV. N Engl J Med 
1994; 331(6):341-346. 
9 Weller SC. A meta-analysis of condom 
effectiveness in reducing sexually transmitted HIV. 
Soc Sci Med 1993; 369(12):1635-1644. 
10 Pinkerton SD, Abramson PR. Effectiveness of 
condoms in preventing HIV transmission. Soc Sci 
Med 1997; 44(9):1303-1312. 
11 Petitti D. Meta-analysis, decision analysis and cost 
effectiveness analysis. New York: Oxford University 
Press; 1994 
12 Cooper H, Hedges LV. The handbook of research 
synthesis. New York: Russell Sage Foundation; 
1994. 
13 Steiner MJ, Taylor DJ, Feldblum PJ, Wheeless AJ. 
How well do male latex condoms work? Pregnancy 
outcome during one menstrual cycle of use. 
Contraception 2000; 62(6):315-319. 
14 Ahmed S, Lutalo T, Wawer M, et al. HIV 
incidence and sexually transmitted disease prevalence 
associated with condom use: a population study in 
Rakai, Uganda. AIDS 2001; 15(16):2171-2179. 

 

                                                                                       
15 Carey RF, Herman WA, Retta SM, Rinaldi JE, 
Herman BA, Athey TW. Effectiveness of latex 
condoms as a barrier to human immunodeficiency 
virus-sized particles under conditions of simulated 
use. Sex Transm Dis 1992; 19(4):230-234. 
16 Lytle CD, Routson LB, Seaborn GB, Dixon LG, 
Bushar HF, Cyr WH. An in vitro evaluation of 
condoms as barriers to a small virus. Sex Transm Dis 
1997; 24(3):161-164. 
17 Carey RF, Lytle CD, Cyr WH. Implications of 
laboratory tests of condom integrity. Sex Transm Dis 
1999; 26(4):216-220. 
18 Lytle CD. Lack of latex porosity: a review of virus 
barrier tests. J Rubb Res 1999; 2(1):29-39.  
19 Lytle CD, Duff JE, Fleharty B, Bidinger RL, Cyr 
WH, Routson LB. A sensitive method for evaluating 
condoms as virus barriers. J AOAC Int 1997; 
80(2):319-324.  
20 National Institute of Allergy and Infectious 
Diseases. Scientific evidence on condom 
effectiveness for STD prevention. Washington DC: 
National Institute of Health; 2001. Available at: 
http:www.niaid.nih.gov/dmid/stds/condomreport.pdf 
21 Deschamps MM, Pape JW, Hafner A, Johnson Jr. 
WD. Heterosexual transmission of HIV in Haiti. Ann 
Intern Med 1996; 125:324-330. 
22 Mann JM, Nzilambi N, Piot P, et al. HIV infection 
and associated risk factors in female prostitutes in 
Kinshasa, Zaire. AIDS 1988; 2(4):249-254. 
23 Taha TE, Canner JK, Chiphangwi JD, et al. 
Reported condom use is not associated with 
incidence of sexually transmitted diseases in Malawi. 
AIDS 1996; 10:207-212.  
24 Saracco A, Musicco M, Nicolosi A, et al. Man-to-
woman sexual transmission of HIV: Longitudinal 
study of 343 steady partners of infected men. J 
Acquir Immune Defic Syndr 1993; 6:497-502.  
25 Darrow WW. Condom use and use-effectiveness in 
high-risk populations. Sex Transm Dis 1989; 16:157-
160. 
26 Bracher M, Santow G, Watkins SC. Assessing the 
potential for condoms to prevent the spread of HIV: a 
case study of rural southern Malawi. Studies in 
Family Planning, in press.  
27  Hessol, N et al. Progression of human 
immunodeficiency virus type 1 (HIV-1) infection 
among homosexual men in hepatitis B vaccine trial 
cohorts in Amsterdam, New York City, and San 
Francisco, 1978-1991. Am J Epidemiol 1994 Jun 1; 
139 (11): 1077-87 
28 Bessinger R, Akwara P, Halperin, D. Sexual 
behavior, HIV, and fertility trends: A comparative 
analysis of six countries: Phase I of the ABC Study.  
Measure Evaluation /USAID. August 2003 

43

http://www.measuredhs.com/hivdata/data/start.cfm?action=new_table&userid=4555&usertabid=5090&CFID=215393&CFTOKEN=94632073


 

                                                                                                                                                                              
29 Meda N, Ndoye I, M’Boup S, et al. Low and stable 
HIV infection rates in Senegal: natural course of the 
epidemic or evidence for success of prevention? 
AIDS 1999; 13(11):1397-1405. 
30 Kirungi F. Uganda beating back AIDS. Africa 
Recovery 2001; June:26-27. 
31 Myer L, Mathews C, Little F, Karim SSA. The fate 
of free male condoms distributed to the public in 
South Africa. AIDS 2001; 15(6):789-793. 
32Joint United Nations Programme on HIV/AIDS 
(UNAIDS). Report on the global HIV/AIDS 
epidemic 2002. Geneva: UNAIDS; 2002.  
33 Van Rossem R, Meekers D, Akinyemi Z. 
Consistent condom use with different types of 
partners: evidence from two Nigerian surveys. AIDS 
Educ Prev 2001; 13(3):252-267. 
34 AIDSMARK. AIDSMARK ABC presentation, 
July 2002. Washington DC; 2002.  
35 Joint United Nations Programme on HIV/AIDS 
(UNAIDS). The male condom: UNAIDS technical 
update. Geneva: UNAIDS; 2000. 
36 Museveni YK. AIDS is a socioeconomic disease. 
In: What is Africa’s problem? Kanyogonya E 
(editor). University of Minnesota; 2000. p.247-255.  
37 Joint United Nations Programme on HIV/AIDS 
(UNAIDS). Trends in HIV incidence and prevalence: 
natural course of the epidemic or results of 
behavioral change? Geneva: UNAIDS; 1999.  
38 Hanenberg RS, Rojanapithayakorn W, Kunasol P, 
Sokal DC. Impact of Thailand’s HIV-control 
program as indicated by the decline of sexually 
transmitted diseases. Lancet 1994; 344:243-245. 
39 Ford N, Koetsawang S. A pragmatic intervention to 
promote condom use by female sex workers in 
Thailand. World Health Organization 1999; 
77(11):888-894. 
40 Phoolcharoen W. HIV / AIDS prevention in 
Thailand: success and challenges.  Science 1998; 
280(5371):1873-4.   
41 Joint United Nations Programme on HIV/AIDS 
(UNAIDS). Thailand Epidemiological Fact Sheets on 
HIV/AIDS and Sexually Transmitted Infections 
(2002 Update). Geneva: UNAIDS; 2002. 
42 United States Agency for International 
Development (USAID). The “ABCs” of HIV 
prevention: Report of a USAID technical meeting on 
behavior change approaches to primary prevention of 
HIV/AIDS. Washington DC: USAID; 2002.  
43 Mills S, Benjarattanaporn P, Bennett A, et al. HIV 
risk behavioral surveillance in Bangkok, Thailand: 
sexual behavior trends among eight population 
groups. AIDS 1997; 11 Suppl 1:S43-1. 
44 Joint United Nations Programme on HIV/AIDS 
(UNAIDS). The 100% Condom Program in Thailand 
– A case study (prepared by Brown T). Geneva: 

UNAIDS; 2000. Available at: 
http://www.unaids.org/publications/documents/care/g
eneral/JC-Condom-E.htm 
45 Nelson K, Eiumtrakul S, Celentano DD, et al. HIV 
infection in young men in orthern Thailand, 1991-
1998: increasing role of injecting drug use. J Acquir 
Immune Defic Syndr 2002; 29(1):62-68. 
46 Celentano DD, Nelson KE, Lyles CM, et al. 
Decreasing incidence of HIV and sexually 
transmitted diseases in young Thai men: evidence for 
success of the HIV/AIDS control and prevention 
program. AIDS 1998; 12(5):F29-36. 
47 Sharma R. Condom use seems to be reducing 
number of new HIV/AIDS cases. BMJ 2001; 
323:417. 
48 Kilmarx PH, Palanuvej T, Limpakarnjanarat K, 
Chitvarakorn A, St. Louis ME, Mastro TD. 
Seroprevalence of HIV among female sex workers in 
Bangkok: evidence of ongoing infection risk after the 
"100% condom program" was implemented. J Acquir 
Immune Defic Syndr 1999; 21(4):313-316. 
49 Green E, Nantulya V, Stoneburner R, Stover J. 
What happened in Uganda? Declining HIV 
prevalence, behavior change, and the national 
response. Washington DC: USAID; 2002. . Available 
at: 
http://www.synergyaids.com/Documents/WhatHappe
nedUganda.pdf
50 Macintyre K, Brown L, Sosler S. “It’s not what 
you know, but who you knew”: examining the 
relationship between behavior change and AIDS 
mortality in Africa. AIDS Educ Prev 2001; 
13(2):160-174. 
51 Stoneburner R, Carballo M, Bernstein R, Saidel T. 
Simulation of HIV incidence dynamics in the Rakai 
population-based cohort, Uganda. AIDS 1998; 
12(2):226-228. 
52 Stoneburner R, Low-Beer D. Epidemiological 
elements associated with HIV declines and behavior 
change in Uganda: yet another look at the evidence; 
2002. Available at: 
http://www.synergyaids.com/Documents/2_Rand_St
oneburner.pdf 
53 Ugandan Ministry of Health. HIV/AIDS 
Surveillance Report, STD/AIDS Control Program; 
2001. 
54 Deloitte Touche Tohmatsu. Commercial market 
strategies, Uganda report; 2001 
55 Monitoring the AIDS Pandemic. The status and 
trends of the HIV/AIDS epidemics in the world. 14th 
International AIDS Conference, Barcelona; 2002. 
MAP symposium. 
56 The Allan Guttmacher Institute. The role of 
behavior change in the decline in HIV prevalence in 

 44

http://www.synergyaids.com/Documents/WhatHappenedUganda.pdf
http://www.synergyaids.com/Documents/WhatHappenedUganda.pdf


 

                                                                                                                                                                              
Uganda. New York: The Allan Guttmacher Institute; 
2002.  
57 Kilian AHD, Gregson S, Ndyanabangi B, et al. 
Reductions in risk behavior provide the most 
consistent explanation for declining HIV-1 
prevalence in Uganda. AIDS 1999; 13(3):391-398. 
58 Green EC, Conde A. Sexual partner reduction and 
HIV infection. Sex Transm Inf 2000; 76(2):145. 
59 Stoneburner R. Analyses of HIV trend and 
behavioral data in Uganda, Kenya, and Zambia: 
prevalence declines in Uganda relate more to 
reduction in sex partners than condom use. 13th 
International AIDS Conference, Durban, 2000. 
Abstract ThOrC721. 
60Demographic and Health Surveys. Available at:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.measuredhs.com/hivdata/data/start.cfm?a
ction=new_table&userid=4555&usertabid=5090&CF
ID=215393&CFTOKEN=94632073
61 Chen SY, Gibson S, Katz MH, et al. Continuing 
increases in sexual risk behavior and sexually 
transmitted diseases among men who have sex with 
men: San Francisco, California, 1999-2001. Am J 
Public Health 2002; 92:1387-1388. 
62 Quinn TC, Wawer MJ, Sewankambo N, et al. Viral 
load and heterosexual transmission of human 
immunodeficiency virus type 1. N Engl J Med 2000; 
342(13):921-929. 
63 MEASURE Evaluation. Available at: 
http://www.cpc.unc.edu/measure/guide/panel5.html#8 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 45

http://www.measuredhs.com/hivdata/data/start.cfm?action=new_table&userid=4555&usertabid=5090&CFID=215393&CFTOKEN=94632073
http://www.measuredhs.com/hivdata/data/start.cfm?action=new_table&userid=4555&usertabid=5090&CFID=215393&CFTOKEN=94632073
http://www.measuredhs.com/hivdata/data/start.cfm?action=new_table&userid=4555&usertabid=5090&CFID=215393&CFTOKEN=94632073




                                      

Edward C. Green, PhD, is a Senior Research Scientist at the Harvard Center for 
Population and Development Studies and currently serves on both the Presidential 
Advisory Council for HIV/AIDS and the Advisory Council, Office of AIDS Research, 
Dept. of Health and Human Services.  Dr. Green earned his PhD in Anthropology from 
the Catholic University of America. For the past 20 years, he has developed evaluated 
and implemented HIV/AIDS prevention programs in Africa, Asia, Latin America, and the 
Caribbean.  Dr. Green has also been involved in the social marketing of contraceptives on 
a global scale (Social Marketing for Change,1986-1989) and the community distribution 
of condoms in Nigeria (1985-89, under Pathfinder) and the Dominican Republic 
(PROFAMILIA, 1986-98).       

Selected Testimony  

“Fighting AIDS in Uganda: What Went Right?” Hearing before the Subcommittee on 
African Affairs of the Committee on Foreign Relations, US Senate, May 19, 2003  

"HIV/AIDS, TB, and Malaria: Combating a Global Pandemic." Testimony on AIDS in 
Africa, for Committee Hearing, The House Committee on Energy and Commerce, US 
House of Representatives, March 20, 2003.  

Selected Publications  

Green EC. Rethinking AIDS Prevention. Westport, CT. Praeger 2003.  

Green EC. Faith-Based Organizations: Contributions to HIV Prevention. Washington, 
D.C.: USAID/Washington and The Synergy Project, TvT Associates, Washington, D.C. 
(Sept. 2003). USAID Contract Number: HRN-C-00-99-00005-00. Available online: 
http://www.synergyaids.com/resources_frame.htm

Green EC, Nantulya V, Stoneburner R, Stover J. What happened in Uganda? Declining HIV 
prevalence, behavior change, and the national response. Washington DC: USAID; 2002. 
Available online: http://www.usaid.gov/pop_health/aids/Publications/docs/ugandareport.pdf

Green EC. Indigenous Theories of Contagious Disease. Walnut Creek, Ca.: Altamira 
Press & London: Sage Press 1999.  

Green EC, Zokwe B, Dupree JD. The Experience of an AIDS Prevention Program 
Focused on South African Traditional Healers. Social Science and Medicine 1995; 40(4): 
503-515.  

Green EC. AIDS and STDs in Africa. Boulder, Co. and Oxford, UK. Westview Press 1994. 

Green EC and Conde A. "AIDS and Condoms in the Dominican Republic: Evaluation of an 
AIDS Education Campaign." in Kulstad R. AIDS 1988: AAAS Symposium Papers. 
Washington, D.C.: American Association for the Advancement of Science Press, 1988; 
pp.275-288. 

 47

http://www.synergyaids.com/resources_frame.htm
http://www.usaid.gov/pop_health/aids/Publications/docs/ugandareport.pdf


                                      

Rand L. Stoneburner, MD, MPH is an independent health consultant currently 
associated with the Health and Population Unit of Cambridge University, UK. An 
internationally recognized medical epidemiologist, Dr. Stoneburner has extensive 
experience in analyses and interpretation of population-based disease surveillance and 
demographic data and their application to health policy.  With over twenty years 
experience in HIV/AIDS, Dr. Stoneburner has been associated with the US Centers for 
Disease Control and Prevention, the Department of Health of the City of New York, and 
the World Health Organization Global Programme on AIDS.  After earning an MD from 
Tulane and an MPH from Harvard, Dr Stoneburner served as the Director of New York 
City’s AIDS Program, where he created the Office of AIDS Research.  While at WHO, 
he was responsible for HIV forecasting, and designed and implemented epidemiological 
research to improve methods of estimation and projection of AIDS epidemic impacts. 
 
In 1995 Dr. Stoneburner began evaluating the determinants of apparent HIV declines in 
Uganda and their association with preventive interventions.  From 1996 through 2000, 
Dr. Stoneburner, with support from Family Health International and the United States 
Agency for International Development, consulted on USAID/WHO projects involving 
HIV transmission dynamics and evaluation of HIV interventions.  In these projects, 
attention was focused on understanding the determinants of the epidemiological and 
behavioral processes associated with the HIV prevention success in Uganda and relative 
prevention shortcomings in East and Southern Africa.  Since 2001 Dr. Stoneburner has 
been based in South Africa, where he directs prevention research into communication and 
behavior change, and works with NGOs and national HIV prevention campaigns.  
  
Selected Publications 
 
Low-Beer D, Stoneburner R. Behaviour and communication change in reducing HIV: Is 
Uganda unique? African Journal of AIDS Research 2003; 2: 9 
 
Green E, Nantulya V, Stoneburner R, Stover J. What happened in Uganda? Declining 
HIV prevalence, behavior change, and the national response. Washington DC: USAID; 
2002.  
Available at: http://www.synergyaids.com/Documents/WhatHappenedUganda.pdf
 
Low-Beer D, Stoneburner R. In Search of the Magic Bullet: evaluating and replicating 
HIV prevention program, Leadership Forum on HIV Prevention. Kaiser Family 
Foundation, Bill and Melinda Gates Foundation, New York, 2001. Available at 
http://www.kff.org  
 
Stoneburner R, Carballo M. An assessment of emerging patterns of HIV incidence in 
Uganda and other East African countries. Family Health International AIDS Control and 
Prevention Project, Arlington, Virginia, 1997. 
 
Stoneburner RL, Low-Beer D, Tembo G, Madraa E, Mertens T. HIV infection dynamics 
in Uganda deduced from surveillance data. American Journal of Epidemiology 1996; 
144:2361. 

 48

http://www.synergyaids.com/Documents/WhatHappenedUganda.pdf


                                      

Norman Hearst, MD, MPH, is a Professor of Family and Community Medicine and of 
Epidemiology and Biostatistics at the University of California, San Francisco (UCSF), 
School of Medicine.  After receiving his MD degree from UCSF, he earned an MPH 
from the University of California at Berkeley.  For the past fifteen years, Dr Hearst has 
been a faculty member at UCSF and worked extensively in the field of HIV/AIDS 
epidemiology and prevention.  In addition to his faculty position, he has served on 
National Institutes of Health review panels, as a consultant on AIDS-related issues to 
organizations such as Joint United Nations Programme on HIV/AIDS, the World Health 
Organization, the United States Agency for International Development, and foreign 
governments.  Actively involved in AIDS research for almost two decades, Dr. Hearst 
has published more than 60 peer-reviewed articles and made numerous presentations on 
HIV-related topics.  Dr. Hearst has been involved in domestic and international projects 
promoting condoms as an AIDS control strategy in locations ranging from San Francisco 
to Uganda, Brazil, and the Philippines.  
 
Selected Publications  
 
Hearst N, Chen S.  Condom promotion for AIDS prevention in the developing world: Is it 
working?  Studies in Family Planning 2004; in press. 
 
Marins JRP, Jamal LF, Chen SY, Barros MB, Hudes ES, Barbosa AA, Chequer P, 
Teixera PR, Hearst N. Dramatic improvement in survival among adult Brazilian AIDS 
patients. AIDS 2003; 17: 1675-82. 
 
Paiva V, Ayres JR, Buchalla CM, Hearst N. Building partnerships to respond to 
HIV/AIDS: NGOs and universities. AIDS 2002; 16(Suppl 3):76-82. 
 
Sampaio M, Brites C, Stall R, Hudes ES, Hearst N. Reducing AIDS risk among men who 
have sex with men in Salvador, Brazil. AIDS and Behavior 2002; 6 (2): 173-81. 
 
Hearst N, Lacerda R, Gravato N, Hudes ES, Stall R.  Reducing AIDS risk among port 
workers in Santos, Brazil.  AJPH 1999; 89: 76-78. 
 
Lacerda R, Gravato N, McFarland W, Rutherford G, Iskrant K, Stall R, Hearst N.  Truck 
drivers in Brazil: HIV and STD prevalence, risk behaviors, and potential for spread of 
infection.  AIDS 1997; 11 (Supplement 1): S15-S19. 
 
Kamya M, McFarland W, Hudes ES, Ssali A, Busuulwa R, Hearst N.  Condom use with 
casual partners by men in Kampala, Uganda.  AIDS 1997; 11 (Supplement 1): S61-S66. 
 
Hughes V, Stall RD, Klouri C, Barrett DC, Inglesi-Arevalo E, Hearst N.  AIDS risk-
taking behavior during Carnival in São Paulo, Brazil.  AIDS 1995, 9 (suppl 1): S39-S44. 
 
Hearst N, Hulley SB.  Preventing the heterosexual spread of AIDS: are we giving our 
patients the best advice? JAMA 1988; 259: 2428-32. 
 

 49



                                      

 
 
 

 

 

 

 50


	Table of Contents
	Executive Summary
	2 GreenColor 9-20.pdf
	HIV epidemiology
	A
	B
	C



	Conclusions

	4 HearstColor 31-46.pdf
	Learning from success
	Interactions with other prevention strategies




