Has Uganda move to Abstinence Only?
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It seems that a study or report attacking Uganda’ ABC model appears almost every week. It may take the form of a comment to the press by UNAIDS Director Peter Piot that a young lady might abstain from sex until marriage, and then get married and become HIV infected by her husband. The implication here is that the abstinence strategy is of no value. The Economist of July 30 (p.13-4) dismisses the ABC approach as “a slap in the face to many.” The logic seems to be that if A or B behaviors are not feasible for some people (e.g., sex workers) they should therefore not be options for anyone (as if condoms were feasible for everyone).  

There is also a recent rapid assessment by Human Rights Watch (HRW) which alleges that Uganda is discontinuing condoms in favor of an “abstinence-only” strategy (“AIDS in Uganda: the Human-Rights Dimension.” www.thelancet.com Vol 365 June 18,2005)
What are the facts related to the HRW claim? Ugandan officials have responded to this and have said, basically, nonsense, Uganda promotes all three interventions, abstinence, being faithful and using condoms. 

From the evidence I have seen, the broad trend in recent years has been away from abstinence and being faithful, and toward condoms, the opposite of what HRW is asserting. 

And why has Uganda moved away from A&B interventions? Almost certainly because the major donors have never supported these.
 They were not comfortable with the A and B components of ABC. Since the Ugandan government is heavily dependent on the foreign donors, it naturally has to develop programs that are in line with interventions favored by the major donors. And what the donors favor now is what they have favored since the beginning of AIDS: risk reduction only: condoms, treating STDs, getting as many people tested as possible. These are all valid interventions, but recent evidence has suggested that these should not be the only interventions available, or the only AIDS prevention options promoted to all segments of any national population

Part of the genius of the Ugandan ABC model is that it includes these risk intervention models but it also addresses sexual behavior directly. With A and B interventions, young people are urged to delay sex until they are married, and sexually active adults are urged to remain mutually faithful with their partners. This is something we major donors don't favor or fund (the recent exception is USAID, which adopted an ABC policy for generalized epidemics in Dec 2002, followed by PEPFAR. 1/3 of all prevention funds are now supposed to go to abstinence programs). It's a great pity that funds were not earmarked for the B of ABC, since it is increasingly recognized that partner reduction (or higher levels of fidelity and monogamy) was the major behavioral change responsible for prevalence decline in Uganda—and more recently, in Kenya.

If one looks at Uganda’s current national Strategic Framework for HIV/AIDS, which is a blueprint for all the activities supported in Uganda to combat AIDS, one sees that there are virtually no A or  B elements in the document, that is, no specific objectives or impact indicators related to abstinence or faithfulness. The document is all about condoms, testing, STDs, future vaccines, future microbicides, and of course ARV drugs. The document reflects the medical products and procedures favored by the major donors. In fact, the word abstinence appears only twice in the body of this 77 page document, but only as being part of a general approach--there are no specific objectives or impact measures associated with A of B interventions.

There is also “The National Monitoring & Evaluation Framework, for HIV/AIDS Activities in Uganda. 2003/04-2005/06, another official document of the Uganda AIDS Commission, developed with major input and funding from USAID. In the first draft of this document, there were apparently no impact indicators relating to abstinence or fidelity.
 Perhaps if outsiders like myself had not complained publicly, this document would not have been changed slightly. In the August 2004 revision (p.22), indicator #6 is the median age of sexual debut, which unfortunately is not a sensitive indicator of abstinence or changes in abstinence. The rest of the indicators are about condoms and testing. Incidentally, the term safer sex previously meant abstinence and fidelity when used by Ugandans. Now we read on p.23 of the M&E document, “Condom availability is a critical issue as well as a challenge since stock-outs are a situation that has to be avoided… Promotion of safer sex among the young people greatly depends upon the availability of condoms.” 

On p.24 of the M&E document there is a knowledge question that touches upon the B of ABC: “Can the risk of HIV infection be reduced by having sex with only one faithful, uninfected partner?” Presumably answering yes to this would be counted as a correct answer. But not necessarily. Leading Western authorities including the director of UNAIDS have been saying lately that one never really knows if one’s partner is being faithful—so its best use a condom every time. Perhaps many Western AIDS experts would answer no to this question, which would be consistent with their longstanding (if sometimes private) opposition to allocation of funds to A or B programs.


There is another blueprint document developed in the past year by the Uganda AIDS Commission, with major input and funding from USAID. This is the National Condom Policy and Strategy. It lays out an elaborate strategy for condom promotion and it calls for the placing of a condom officer in each of Uganda's 56 districts. There was no such document for abstinence and fidelity. Because First Lady Janet Museveni and others took up the issue very publicly, there was some pressure for the Uganda AIDS Commission to develop a National Abstinence-Faithfulness Policy and Strategy. USAID/Uganda  reluctantly agreed to support the development of this document, but not before convening a meeting on ABC at the Uganda AIDS Commission in Dec 2004. In this mini-conference, speakers chosen by USAID/Uganda and UNAIDS/Uganda expressed nothing but doubts that A or B interventions could or should be promoted. Another such conference was held by the donor-dependant Uganda AIDS Commission on July 14, 2005, called Is the ABC message still relevant in contemporary Uganda? Many of the same ABC critics presented papers (e.g.,  Gideon Byamugisha, HIV Prevention In The Era Of Universal Access To ART). 
In the end, I was a co-author of an A-B Policy/Strategy document that came under the Uganda AIDS Commission, but the paper was demoted to being considered a “Strategy” and not a “Policy,” perhaps meaning that anything in the document was just a suggestion and not anyone’s policy. Moreover, USAID/Uganda never paid the authors for their time developing this document, as they did quite lavishly in the case of the National Condom Policy and Strategy. In the end, a private health foundation paid the overdue salaries of the authors of the A-B document (I took no salary).

A visitor to Uganda nowadays finds an AIDS prevention program that looks increasingly  like programs in any other country in Africa: condom social marketing, supplemented by treatment of  STDs, VCT, and provision of  Neveripine to pregnant mothers. There is little evidence for ABC, especially if foreign donors are showcasing “What Happened in Uganda.” I was part of a delegation to Uganda in December 2002. USAID and the CDC provided nearly 2 hours of slide presentations to explain “What Happened in Uganda.” There was no mention of the role of abstinence or faithfulness or even partner reduction or decline of casual sex. The presentations were exclusively about latex, drugs, and vaccine research.

To discover anything about abstinence or fidelity, one has to consult religious groups or certain branches of the Ugandan government. I conducted an interview in 2003 with a member of the Uganda AIDS Commission (UAC). After describing the central role of abstinence and faithfulness in Uganda’s HIV decline, she spontaneously observed to me that “behavior change” (read: abstinence/delay and faithfulness) messages  “have somehow faded since the early 1990s. We sometimes see faded billboards that used to have AIDS messages. Now they just have messages about condoms or coke.” An AIDS advisor from USAID/Uganda was with me during this UAC interview. (This interview appears in the never-published, never-released USAID report, “Case Studies of ABC: Models for the Implementation of abstinence and “Faithfulness” Behavior Change Programs,” by Edward C Green.) 

Returning to the Human Rights Watch assertion that Uganda has moved toward abstinence-only, there has been a survey of AIDS-related media content [in Uganda mass media], known as the Steadman Report. This survey shows that in the last 3 years, most of the AIDS-related media expenditure has been on condoms and VCT, and only about 4% of content was on abstinence (uganda@steadman-group.com).

Furthermore, the Ugandan Government bought 80 million condoms just a few weeks ago, even though this same brand (Engabu) was found to be defective a few months earlier. http://allafrica.com/stories/200503030920.html


Does all of the above sound like abstinence-only?


As for involving FBOs in AIDS prevention, a point raised in the HRW report: I totally agree with President Museveni on this matter. He said we need everyone--all resources available--to fight the terrible scourge of AIDS. FBOs are very important in Africa-both Christian and Muslim. In the non-governmental sector, FBOs are the major players. We MUST involve them. Yes, they might cite scripture and talk about right and wrong when promoting abstinence and fidelity, but its hard to argue with success! This approach not only worked, but involving religious groups did not lead to marginalizing and stigmatizing people, as many feared it would.

As for human rights abuses, Dr Rand Stoneburner has in fact charged that the great human rights violation of our time is the fact that evidence for the effectiveness of A&B have been kept from the public and out of AIDS prevention programs until very recently. He said:  "Data that could save lives is being ignored -- at the cost of millions of lives," he said. "That's a great abuse of human rights because you would have saved 3 to 5 million lives if the ABC data was recognized and used years earlier."

Regarding the Human Rights Watch report itself, it begins: "As an acknowledged leader in HIV prevention, Uganda should be building on its success, not adopting the United States' failures." Indeed it should! Objective researchers have published analyses in The Lancet, Science and BMJ in the last 12-26 months, and they all conclude that decline in casual sex (the B of ABC) was the single most important behavioral change. It was neither condoms nor abstinence per se. Yet the major donors never supported this "Be Faithful" intervention, nor abstinence or “delay”. (And the debate is strictly in terms of the American culture wars: condoms only versus abstinence only)

The failure of the major donors has been to promote only risk reduction interventions. ABC offers risk reduction plus risk avoidance. A broader approach ought to better than a narrower one, given the variability of human behavior and circumstances in which people are found. Lets not perpetuate this risk reduction-only mistake, especially in a generalized epidemic such as the one we find in Uganda. USAID and PEPFAR wisely adopted an ABC model for generalized epidemics. Part of the reason for premature consensus against ABC is a failure to truly understand the difference between concentrated and generalized HIV epidemics. Prof. David Wilson made this distinction in a recent presentation to the World Bank
:

Epidemics (are) “concentrated” if transmission (occurs) mostly among vulnerable groups and if protecting vulnerable groups would protect wider society. Conversely, epidemics (are) “generalized” if transmission (occurs) mainly outside vulnerable groups and would continue despite effective vulnerable group interventions

This is an important distinction. The major AIDS organizations only endorse condoms, testing, drugs, and sterile needles, the exception being PEPFAR and USAID since 2003 (but even here there has been minimal change “on the ground” or in the field). Most AIDS and reproductive health organizations only have high-risk groups in mind when designing and implementing prevention programs.  But that is leaving out the majority population in any country. As Wilson observes, we can supply as many medical products or services (condoms, drugs, VCT) as anyone might want, but HIV Infections "would continue despite effective vulnerable group interventions." Clearly therefore we need one approach for high risk groups, and a different one for general populations. It does no good to confuse the issue by insisting that all African women are powerless or are selling themselves for sex, all African men are polygamous by nature, and African children start to have sex at age 12. Survey data such as DHS simply do not support these characterizations or stereotypes.  

In any case it is simply not true that Uganda is emphasizing abstinence only. Rather it’s the opposite: international donors have influenced Uganda in the direction of not emphasizing fidelity and abstinence, and promoting “safe sex.”

New AIDS Indicator Survey data from Uganda. 

There has recently been a “Uganda HIV/AIDS Sero-Behavioural Survey” (UHSBS), 

a PEPFAR-supported AIDS Indicator Survey (AIS) survey), which includes findings of a population-based serologic survey along with standard KABP findings. The UHSBS is based on a random sample of 10,605 women and 9,023 men aged 15-49, in nationally representative households. Thus sampling is similar to the more familiar DHS.  Most analysts have been expecting that overall HIV prevalence would be below 5% or 4%, if for no other reason than population-based surveys in Africa tend to yield prevalence data that is lower than sentinel surveillance data from ante-natal clinics, as the table to follow illustrates. And the most recent sentinel surveillance HIV prevalence estimate for Uganda is 4% or 5%, depending on weighting.


[image: image1.wmf]ANTENATAL AND POPULATION

-

BASED

ESTIMATES

0%

5%

10%

15%

20%

25%

DR

Mali

Zambia

South

Africa

Sierra

Leone

Kenya

Ghana

Burkina

Faso

Cameroon

ANTENATAL

POPULATION

Sources: NAC/NAP, 2001

-

2003, ORC/MACRO


Yet the ” UHSBS found national prevalence to be 7%. The Ugandan Ministry of Health, in a May 2 press release,  called 7% in line with expectations, but it is not clear what this new sero-survey finding really means. It is best to wait for more clarification. But I personally have been fearing an increase in national prevalence for a couple of years, as I suggest in my 2003 book. If Uganda’s AIDS program looks increasingly like that of any other African country (condoms, testing, pills), it would follow that Uganda would begin to have results like other African countries. (Although in neighboring Kenya, levels of A&B behaviors increased by about 50% for men and women over the past 5 years, according to the Kenya DHS. And HIV prevalence seems to have recently fallen.)

. 

Looking at a key measure of casual sex the UHSBS reports "Among those who were sexually active in the 12 months preceding the survey, only 4 percent of women reported having had more than one sexual partner, compared with 29 percent of men."  Looking at the same measure in the UDHS 2000, it seems that the levels of casual may have been lower in 2000: 2% for unmarried women and 11.2% of men, and about the same for married women (2.5%) and men (12%) (the measure being having 1+ partner, excluding spouse or cohabiting partner.)
For another measure of casual sex, the UHSBS found “among respondents age 15-49 who were sexually active in the preceding 12 months, 15 percent of women and 37 percent of men engaged in sex with a non-marital, non-cohabiting partner.
On the other hand, the median age of sexual debut in Uganda has continued to increase, especially for males. This is good news and it stands in rebuke to those who dismiss delay or abstinence efforts as useless or worse. The prevailing view among Western AIDS experts is that African teens will be sexually active from an early age and nothing can change this, therefore condoms are the only realistic solution. See table based on Uganda DHS and Ministry of Health data, showing trends between 1988-2005  for women, and between 1995-2005 for men. 
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So “A” is improving but “B” appears to be slipping. What about “C”? In the UHSBS, 

“47 percent of women and 53 percent of men reported using condoms at the most recent

high-risk sex” (sex with a nonmarital, noncohabiting partner). This compares with the UDHS 2000 finding of 38% for women and 59% for men, so there was an increase for women and a modest decrease among men during the past 5 years.
Finally, the proportion of women reporting being voluntarily counseled and tested (VCT) nearly doubled (from 8% to 15%) between 2000-2005, while the rate among men remained stable at 12%.

If both casual sex and HIV prevalence have risen in Uganda during the past five years, then there should be careful comparisons between the earlier and later prevention programs, to discover what has changed. Perhaps there should be reinterviews among those who report 2+ partners to explore what motivates their behavior, and to compare levels of risk perceptions among matched populations  in 2000 and at present .
The Ugandan government released a press release about the new UHSBS on May 2, 2005. It put a positive spin on findings: "This shows that the ABC policy is working and it should be strengthened at all levels," said Minister Jim Muhwezi. There has been surprisingly little public discussion or response about the Uganda UHSBS study from anyone, surprising given all the controversy surrounding Uganda’s success in AIDS prevention. This story could still explode in the press. After all, after a decade of unprecedented HIV prevalence decline, causal sex and HIV prevalence may now be on the rise. From what we have seen already, “experts” are probably preparing to blame this on Uganda moving to “abstinence only.” 
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� An exception is the 2 FBO projects that one donor, USAID, supported in 1991-95. But USAID also required these two FBOs to promote and distribute condoms.


� From an interview with an official of the Uganda AIDS Commission


� Wilson, David (2005). A Monitoring And Evaluation Framework For Concentrated Epidemics And Vulnerable Populations. 





Global HIV/AIDS Monitoring Team (GAMET), Global HIV/AIDS Program (GHAP). Washington, DC: The World Bank,  
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