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ganda AIDS Prevention: A,B,C and Politics
OBERT W. BLUM, M.D., Ph.D.
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ganda is one of the few countries in the world that has
xperienced a significant reduction in Human Immuno-
eficiency Virus (HIV) prevalence over the past decade.
n contrast to many of its neighbors, Uganda has had an
xplicit national policy that includes: Abstinence, Be
aithful, and Condoms. This strategy, known as “A,B,C,”
as garnered wide attention in the United States as the
fficacy of abstinence-based sex education is debated.
his commentary is based on published and unpub-

ished data together with personal observations derived
rom a Department of Health and Human Services
DHHS)-led delegation to Uganda in December 2002. The
mpirical bases for both an abstinence-only and a com-
ined (A,B,C) strategy is reviewed; and the political
onsequences of the debate for both Africa and the
nited States are explored. © Society for Adolescent
edicine, 2004

ecently, abstinence has been advanced in the
nited States as a major strategy for young people to

educe the risk of pregnancy, sexually transmitted
nfections/diseases (STIs/STDs), and HIV/AIDS [1].
he current administration has committed funds to
bstinence education in the United States equal to
hat of family planning; and abstinence-only educa-
ion has been advanced as the predominant sex
ducation strategy supported by the U.S. federal
overnment.

As attention to abstinence-based approaches has
ncreased, so too has attention turned globally to

odels of HIV/AIDS prevention where abstinence is
core component of the intervention. Perhaps the
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ost celebrated example of such an approach is in
ganda, which recently has undergone a tremen-
ous amount of scrutiny, both within the United
tates and by the international community [2]. The
resent brief report summarizes the evidence for the
ganda experience and is based upon both available
ata and personal observations. Specifically, in De-
ember 2002, the Institute for Youth Development
IYD), a nongovernmental organization based in
erndon, Virginia, sponsored a delegation to
ganda in cooperation with the Department of
ealth and Human Services, led by Deputy Secre-

ary Claude Allen and supported by Shepherd
mith, IYD’s President. IYD developed an absti-
ence-based program, Right Choices for Youth, in

he mid-1990s; a program adopted in Virginia when
ecretary Allen was Commissioner of Health. I par-
icipated as one of eight members of this public/
rivate delegation comprised of two researchers, a
hilanthropist, a representative of the United States
gency for International Development (USAID), the
irector of the United States Ryan White program,

he Deputy Secretary of DHHS, and the President
nd Vice President of IYD. Data presented here are
ased upon information shared at that visit as well as
he published literature.

ackground
ganda is in the heart of East Africa, bordered by
ake Victoria and five countries: Kenya, Tanzania,
wanda, Zaire, and Sudan. Three-fourths of the
opulation belongs to Christian denominations; one-

ourth is Muslim. The country was established at the
ime of the colonialist era at approximately the turn
f the 20th century, and in 1962 it obtained its

ndependence from Britain. The years that followed

ere profoundly unstable and included Idi Amin’s

© Society for Adolescent Medicine, 2004
Published by Elsevier Inc., 360 Park Avenue South, New York, NY 10010
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eign of terror, when an estimated 5% of the popu-
ation was murdered. It was not until 1986, when
resident Museveni came to power, that the country
xperienced any political stability. By that time,
owever, Uganda, and especially the Rakai District,
ad become the epicenter of the African AIDS pan-
emic.

Realizing the urgency of the situation, the Ugan-
an President and First Lady (affectionately referred

o as Mama Janet) began to speak out, and over the
ast 15 years they have led a concerted national
ttack on HIV.

he National Strategy
he strategy popularly known as A,B,C has a num-
er of elements: (a) Abstinence, Be faithful (e.g., limit
artners), and Condoms; (b) voluntary counseling
nd testing (VCT), and (c) prevention of mother-to-
hild transmission (MCT). In addition, recently lim-
ted treatment has been initiated with anti-retroviral
ARV) therapies; however, at a cost of approximately
150/month, except through funded research trials,
t is out of the reach of most HIV-positive individu-
ls. In addition, with an estimated 2 million children
rphaned by either war or AIDS (defined as a child
nder 18 years who has lost at least one parent),

here is a national strategy, led by the First Lady, for
inship support of orphans. This is coupled with a

arge number of missionary groups and other non-
overnmental organizations (NGOs) that run or-
hanages across the country.

rends
s can be seen in Figure 1, since the epidemic peaked

n 1992 there has been a dramatic decline in preva-
ence of HIV among adolescents and young adults.
s is evident from Figure 1, the greatest decline
ccurred before 1995.

As there have been real changes in prevalence of
IV infection, so too, there is substantial evidence of

mpressive behavior change. According to the Demo-
raphic and Health Survey (DHS), between 1989 and
995 the percent of women (all ages) in urban areas
ho reported having abstained from sexual inter-

ourse over the past year rose from 19% to 31%, then
ell to 28% in 2000 [2]. Nationally, the rise in absti-
ence was from 18% to 23% during the first half of

he decade, with no change since then. Male absti-
ence was not measured in 1989; however, between

995 and 2000 it rose in urban areas from 23% to 27%, D
nd nationally, what is probably a nonsignificant
hift of 1 percentage point (25% to 26%). Likewise,
he age of onset of sexual intercourse among Ugan-
an females may have risen by as much as a year and
half during the 1990s, from a mean of 16.3 in 1989

mong 15-–19-year-old females to 17.6 in 2000 (Fig-
re 2).

Since 1995 there has been a reported increase in
exual relationships among nonmarried urban males
nd females in Uganda. The Measure Evaluation
roject concludes that overall behavior change since
995 has been small [3].

What has changed during those years since 1995,
owever, appears to be that “ever use of condoms”

ncreased from 20% to 39% among females nation-
lly, and from 35% to 59% among males. Among
outh aged 15–25 years, the changes are even more
ramatic, as is the change in urban areas where the
isk of HIV acquisition is greatest (Figure 3).

igure 1. HIV prevalence by age groups. Data from the Uganda
ational AIDS Information Centre, Kampala, December 10, 2002. � �

emales aged 15–19 years; ■ � females aged 20–24 years; Œ � males
ged 15–19 years; � � males aged 20–24 years.

igure 2. Trend in median age at first sex by age group at the time of
he survey; women, DHS, Uganda. Data from The Measure Project,

emographic and Health Survey, 2002.
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he Politics of Abstinence and the
ganda Experience

here is widespread concurrence that there have
een significant positive changes over the past 10
ears contributing to the decline in HIV/AIDS across
he country. So why the debate?

The Minister of Health asserts that the govern-
ent’s policy on A,B,C has remained unchanged.
lthough that may be true, abstinence proponents

uggest that condoms contributed little if at all to the
ecline, and may in fact have inadvertently contrib-
ted to an increase in HIV. On what is that argument
ased? First, the most substantial decline occurred
etween 1992 and 1995, when behavior change (e.g.,
ocial marketing of A & B) was the greatest, and
ondom availability was the lowest [4]. Secondly,
hey would argue, there has been minimal change in

IV rates since 1995, and 1995 coincides with in-
reased support for the social marketing of condoms
nd their availability. Further contributing to that
ine of reasoning is the increase since 1995 reflected
n the most recent Demographic and Health Survey
DHS) in sexual intercourse among sexually active

omen [2]. Whereas “ever use” of condoms has
ncreased dramatically, the argument goes, there is
ittle evidence to suggest that “always use” or proper
se has increased. Supporting that perspective is a
tudy from Indiana University in the United States,
inding that even among college students, appropri-
te condom use is infrequent [5]. Similar patterns
ave been reported in Uganda [6]. Finally, some (e.g.,
. Green, citing Hearst from the University of Cali-

ornia, San Francisco, personal communication) sug-
est that there may be emerging evidence that avail-
bility of condoms has a disinhibiting effect, as has

igure 3. Ever use of condoms among single, sexually active adolescent
omen (aged 15–24 years), urban and rural. Data from The Measure
valuation Project. Uganda 1989, 1995, 2000/1, Demographics and
ealth Survey.
een reported with ARVs among men who have sex e
ith men in San Francisco. The reasoning may be
hat because condoms provide a margin of safety,
oung people may believe that they can have sexual

ntercourse without risk if they have ready access to
ondoms. Because condoms are neither 100% effec-
ive nor consistently used, this line of reasoning
uggests that condoms may be part of the problem,
ot part of the solution.

Although the argument has logic (and were it
arried to the extreme it would result in the current
dministration withdrawing its support for social
arketing of condoms in Africa), there are some

nherent limitations to the line of thinking that sug-
ests that condom availability or marketing under-
uts the impact of education, abstinence, and fidelity.
irst, although condom use increased between 1995
nd 2000, there has been no national decline in the
ge of onset of sexual intercourse (some regional
eports, however, do suggest a decline in age of first
ex). To the contrary, national trends suggest age of
irst sexual intercourse continued to increase over
hat 5-year period (see Figure 2), consistent with the

inistry of Health’s argument that governmental
olicy stressing A,B,C has not changed. This contin-
ed trend toward delay of onset of sexual intercourse
lso challenges the notion that the increase in the
ocial marketing of condoms has undercut the mar-
eting of an abstinence message.

Secondly, it is reasonable to believe that behavior
hange is but one, albeit very important, factor that
ontributed to the decline of prevalence, and there
ay be other factors as well: (a) excess mortality and

ts impact, and (b) a shift in sub-type of the virus
perhaps from C to the somewhat less virulent A and

sub-types that predominate in most of Uganda
oday). There is also some evidence that not only
ever use” of condoms, but also their consistent use,
as increased. For example, Kamya et al have re-
orted that 46% of men used a condom at last sex
nd 31% reported “always use” [7].

Thirdly, when looking at incidence between 1990
nd 1999, Mbulaiteye et al reported a substantial
eduction for both females aged 13–24 years and
ales aged 20–29 years [8]. Most specifically, they

ound that incidence of HIV-1 was 37% lower in the
ears 1995–1999 in the districts that they studied
hen compared with 1990–1994. Although there

ppears to be a slowing in the decline of prevalence
ates, incidence also continues to decline; and inci-
ence is a far better measure of the future of the

pidemic than is prevalence.
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imitations of the Data
here are few countries in the world where data have
een so consistently maintained as in Uganda. De-
pite that fact, there are significant limitations. First,
efore 1989, there are very few national level data
hat are available; thus, one can only surmise what

ay have been going on at the onset of the epidemic.
econdly, as is often the case, the depth of data is
imited. So, for example, there are no national data
n consistency of condom use across time (e.g., by
pisode of sexual intercourse, by partner, etc.).
hirdly, although prevalence data are based on na-

ional representative data using the Demographic
ealth Study (DHS), incidence data tend to be based

n district level data. Despite the limitations, impor-
ant lessons can be learned.

hat Are the Lessons To Be Learned?
eputy-Secretary Claude Allen has said that Africa
ust find an African solution to HIV and not be

orced to adopt donor-driven solutions. Although
rue, it is equally clear that there is no one African
olution. Uganda is unique; from a devastating civil
ar there has emerged a civil society with political

eadership dedicated to HIV reduction. Although
ther African nations have experienced recent war,
ew, whether they have faced civil strife or not, have
ad such a level of political commitment to HIV
eduction. Notable exceptions are Senegal and Zam-
ia, both of which have begun to see HIV reductions
imilar to that of Uganda. One wonders whether
ther countries without such leadership will experi-
nce the same level of change as has Uganda.

Second, there appears to be little similarity be-
ween what is considered abstinence education in
ganda and that advocated in the United States.

pecifically, by abstinence, the national director of
he Uganda AIDS Information Center said they mean
voiding sexual intercourse (i.e., penile-vaginal in-
ercourse); other forms of sexual intimacy are not

uch addressed. In the United States, the range of
bstinence is from avoidance of all physical intimacy
o avoidance of exchanging bodily fluids.

Third, in Uganda, abstinence education is targeted
o HIV reduction. In the United States teen preg-
ancy is the primary target. Uganda has the highest
dolescent pregnancy rate in sub-Saharan Africa. In
ganda, if the abstinence class we observed in an

lite Christian school is any example, questions
aised by students included homosexuality, mastur-

ation, abortion, and forced sex. It is unlikely that
ost U.S.-based abstinence-only education would be
s willing to address as wide-ranging a set of ado-
escent concerns.

Fourth, as is true in much of sub-Saharan Africa,
n Uganda much of adolescent sexual initiation oc-
urs within marriage and when it occurs premari-
ally, it is not uncommon for it to be coercive.
learly, abstinence is not a sufficient message for
ealing with these complex issues. In the United
tates the political battle over abstinence and con-
oms has a much broader agenda than what is at the
urface. Although there may be honest differences
mong scholars and advocates as to how much
ehavior change is achievable with either abstinence
r condoms alone, the central issue is much more
rofound. For a number of advocates of abstinence

here is a fundamental opposition to any sexual
ontact outside of heterosexual, mutually monoga-
ous marriage, as well as opposition to condoms

nd a moral/religious opposition to contraception.
or many who challenge abstinence-only education it

s not the abstinence but the only that is most prob-
ematic. At its core are reproductive rights and
reedoms vs. the morality of nonmarital sex and the
ole contraception may play in encouraging it. Prev-
lence and incidence data do not clarify these issues.

The Deputy Secretary is correct; Africa must
eek its own solutions, hopefully each nation
uilding on the lessons learned from the others.
he next tragedy for Africa, however, would be if

t were to be the battleground for American repro-
uctive politics. If Uganda has taught us anything,

t is that abstinence, fidelity, and condoms, A, B,
nd C, can coexist, and that each has a unique role
o play in containing the epidemic. Together they
ave made a difference.

he author wishes to thank the following individuals for their
eview of the manuscript and thoughtful comments: Shepherd
mith, Shayam Thapa, Susan Newcomer, Robert Magnani. In
ddition, deep appreciation is extended to Linda Boche for her
anuscript and graphics preparation.
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