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Phillip, a father of three and volunteer community health 
worker, brings bread, comfort, and company to a man with 

AIDS in his home near Lake Victoria in western Kenya, 
where close to a third of the population is HIV positive. 
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This book is dedicated to all who suffer anguish 
from the HIV/AIDS epidemic 

and to those who care for them and remain for them 
a compassionate human presence. 
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FOREWORD 

Future historians of the AIDS era will puzzle over and 
debate the reasons why spending ten billion dollars annu-
ally by 2007 seemed to have so little effect on global HIV 
infection rates. Specifically, when dealing with a disease 
that can be so easily prevented, why did efforts not go 
toward changing the behaviors that drive HIV epidemics, 
namely, having many sexual partners (especially those 
that are concurrent), the injection of mood-altering drugs, 
prostitution, and intercourse among homosexual men? 
Future historians will rightly conclude that special-inter-
est groups presided over the rise of a vast multi-billion-
dollar enterprise and focused it almost exclusively on the 
distribution of medical devices and drugs. 

Serious efforts to change high-risk behaviors have been 
conspicuously missing in the effort to control AIDS. Put 
another way, there has been little or no primary preven-
tion in HIV/AIDS, even though public and private sectors 
have poured more money and resources into this single 
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disease than into any other in history. Efforts to include 
primary prevention are often rejected, surprisingly, in the 
name of achieving a so-called comprehensive approach 
to reducing the spread of HIV. Moreover, the heavy 
emphasis on "risk reduction," greatly facilitated by invok-
ing the name of human rights, has also been regularly 
cast as the "scientific" course of action, thus requiring a 
monopoly of resource allocation. That drum has been 
beaten with great urgency, as though the inclusion of 
primary prevention messages would cause the compre-
hensive preventive paradigm to crumble and lead to an 
even greater pandemic. 

How did the world's great experts in HIV/AIDS and 
allied fields get so far off course? How did they manage to 
convince themselves, the rest of the scientific and interna-
tional development establishments, liberal churches, the 
mass media, and indeed most of the world that they were 
doing the right thing? 

Let me mention one basic reason.1 The global response 
to AIDS was developed by Americans (with some Euro-
pean input) for the type of "concentrated" HIV epidemics 
found in America and Europe. We then attempted to 
apply Euro-American solutions to problems in Africa, 
Asia, the Caribbean, and indeed the rest of the world. 
The great majority of HIV epidemics are concentrated 
among high-risk groups, usually among the universal 
risk groups of homosexual men, injecting drug users, and 
prostitutes. Yet a majority of the world's HIV infections 
are found in Africa among general populations, that is, 
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not in these high-risk groups. In 2007, Africa accounted 
for 67 percent of all people living with AIDS and 75 per-
cent of all AIDS deaths. 

The Euro-American approach has its own flaws. First 
of all, prevention tools, aimed at reducing risk or harm 
among homosexual men and injecting drug users, have 
not been very successful even in concentrated epidemics. 
For example, HIV incidence appears to be rising again 
in the United States, and it has certainly risen in recent 
years among homosexual men, the risk group that con-
tributes the highest proportion of HIV infections to the 
U.S. epidemic. But however effective risk reduction has 
been in concentrated epidemics, it should have occurred 
to AIDS experts that we need different approaches when 
most HIV infections are found in general populations. 
An approach that may be effective for a drug addict or a 
prostitute—which is based on the ultimately self-defeating 
premise that the risk behavior cannot (or even should not) 
be changed—will probably not be the best approach for 
married couples or most teenagers. After all, the majority 
of unmarried teenagers in less-developed countries are not 
sexually active, to go by our best behavioral surveys.2 

Ihere are several other reasons why global AIDS 
prevention got started on the wrong track, but let us 
look at what has worked. We probably now know the 
answer to this for at least the "hyper-epidemics" of 
Africa. These have been reduced by behavior change of 
a more fundamental sort than adoption of condoms or 
other technologies, or testing. In every African country 
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where HIV infections have declined, this decline has 
been associated with a decrease in the proportion of men 
and women reporting more than one sex partner over the 
course of a year—which is exactly what fidelity programs 
promote.3 The same association with HIV decline can-
not be said for condom use, coverage of HIV testing, 
treatment for curable sexually transmitted infections, 
provision of antiretroviral drugs, or any other interven-
tion or behavior. 

The other behavior that has often been associated with 
a decline in HIV prevalence is a decrease in premarital 
sex among young people, but the evidence for this is not 
as strong as the evidence for partner reduction, nor does 
abstinence or delay of sexual debut involve as great a pro-
portion of those between the ages of fifteen and forty-nine 
(where we track HIV infections and behavioral trends) 
who are sexually active. 

It is quite possible that condom use also contributes to 
declines in HIV infection rates, but it is hard to know for 
certain. We might learn that condom use "in last high-risk 
encounter" or with last "nonregular partner" rose from, say, 
40 to 60 percent, but the great majority of that condom use 
is irregular, and a growing body of research findings show 
that irregular condom use does not help overall.4 In fact, 
it might actually contribute to higher levels of infection 
because of the phenomenon of risk compensation, whereby 
people take greater sexual risks because they feel safer than 
they really ought to because they are using condoms at least 
some of the time.5 This is a complex and controversial issue 
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that has generally been underappreciated, but Hanley and 
de Irala fairly and concisely pull together the evidence and 
profitably discuss its implications. 

In fact, the only type of condom use that is really 
associated with risk reduction is consistent condom use. 
One of my criticisms of the AIDS Establishment in 2003 
was that the major surveys we were relying on to inform 
and guide our AIDS prevention programs, such as the 
Demographic and Health Survey funded by the U.S. gov-
ernment, did not ask about consistent condom use, even 
though the word condom was used in questions twenty-
nine times.6 Perhaps because of criticism like my own, 
along with the landmark study of condom effectiveness by 
Norman Hearst and Sanny Chen,7 the Demographic and 
Health Survey began asking a question about consistent 
condom use in 2005. Yet to date, the findings have not 
been published, analyzed, or discussed. 

My guess is that when the data on consistent condom 
use are finally made available, levels of consistent use 
will prove to be so low as to make the billions of dollars 
poured into condom promotion look ill spent as well as ill 
monitored. And we will see that consistent condom use is 
especially rare in general populations, where most infec-
tions in Africa are found, in spite of all the efforts that have 
gone into promoting condoms to married couples, teen-
agers, and others in the general population. Even among 
discordant couples (where one partner is HIV positive 
and one is uninfected) who know their HIV status and 
have access to condoms, consistent condom use is rare.8 
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Under optimal conditions, condoms reduce risk of HIV 
infection by about 85 percent, but of course conditions 
are not usually optimal. 

Hanley and de Irala also point out other facts that are 
not well known or publicized by the popular media. For 
example, even in countries like Thailand and Cambodia, 
where HIV infections are concentrated among prostitutes 
and their clients, declines in HIV infection rates, typi-
cally depicted as resulting exclusively from condom use, 
have also been attributed to declines in the proportion 
of men having contact with sex workers and to declines 
in the proportion of men having more than a single sex 
partner. 

Those Catholics who are agonizing over a perceived 
disconnect between Church teaching on condom use 
and effective AIDS prevention will benefit from read-
ing Hanley and de Irala's book. Firmly planted on solid 
epidemiological ground, their work stands in sharp relief 
to many others in the faith-based community who have 
curiously adopted a politically correct and unsubstanti-
ated viewpoint that is virtually indistinguishable from 
what one might expect to find at thoroughly secularized 
institutions. If anything, we should have learned from the 
evidence alone that to make a constructive contribution 
to global AIDS control, one does not need to jettison 
core beliefs related to sexual restraint or imply (as some 
Church-affiliated entities have done) that the epidemic 
stems primarily from outdated moral teachings which 
principally serve to foster stigma and discrimination. 
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Yet the Church, and in fact all religious groups and 
leaders, can be as misled by the experts as everyone else. It is 
not surprising that compassionate and well-meaning people 
of faith sometimes end up supporting ineffective types of 
AIDS prevention when they are assured by scientists and 
the mass media that condoms are the best weapon we have 
in the war against AIDS, that abstinence and fidelity or 
monogamy are not feasible and may even be "impossible" 
and, even more remarkably, that marriage is in fact a dan-
gerous enterprise for women in the developing world. For 
example, Nicholas Kristof wrote in the New York Times 
that "just about the deadliest thing a woman in South 
Africa can do is get married."9 In 2009, the chairman of the 
Uganda AIDS Commission testified before UNAIDS that 
marriage has somehow emerged as a major risk factor for 
AIDS.101 am afraid he has been led astray by foreign donors 
who want to keep the focus on condoms. The truth is that 
married people in Africa are always found to have lower 
HIV infection rates than people who are single, divorced, 
or widowed, when comparing the same age groups (except 
for the comparison between married teenage females and 
unmarried teens, most of whom are abstaining). Allison 
Herling and I discussed this issue in some detail in an 
article published by First Things, in which we identify "the 
central fact that has emerged from all the recent studies of 
the HIV epidemic: What the churches are called to do by 
their theology turns out to be what works best in AIDS 
prevention."11 We are referring of course to the promotion 
of marital fidelity and premarital abstinence. 
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Hanley and de Irala cover the evidence that has been 
debated bitterly in recent years, and they show how fidelity 
and abstinence are in fact not faith-based motivational 
programs but evidence-based AIDS prevention. They 
cover in some detail the evidence for what brought down 
HIV infection rates in Uganda so dramatically. In my 
own research I have found that the Catholic Church has 
played a significant role not only in caring for the sick 
and dying, but also in AIDS prevention. An Irish medical 
missionary, Sister Dr. Miriam Duggan, F.M.S.A., was a 
key figure in the development and shaping of Uganda's 
distinctive prevention program that put primary emphasis 
on marital fidelity and delay of sexual debut. 

One of the notable Catholic A I D S prevention 
programs is Youth Alive, which has had to struggle 
financially because most of the major donors have refused 
to fund an AIDS program that does not promote and 
distribute condoms. As I reported in a study I conducted 
for the U.S. Agency for International Development, 

Youth Alive emphasizes "the spiritual approach to life" 
as well as to AIDS. "We are dealing with such great 
problems as stigma, shame, depression and loss of loved 
ones that come with this disease. You cannot take care 
of this with a condom. You need spiritual and social 
support." The program director explained, "When I 
say А, В, C, to us as a church, the С is for character 
formation for the youth, and not condom." 

One informant put it this way. "If you elevate the 
condom to the highest good, then you are saying or 
implying that people are only animals who cannot 
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reason and who cannot control their biological urges." 
"We teach that people are more than that, that they are 
intelligent, worthy, valuable, loved by God." Another 
comment was "We have a belief that each and every 
individual has the capacity to change."12 

It is seldom mentioned, but the major HIV/AIDS 
organizations do not really agree with this last state-
ment. Every reason is given to argue that poor people 
in particular do not have the freedom, the "agency," the 
power, or the opportunity to fundamentally change sexual 
behavior—except for adopting certain technologies that 
we on the donor side can provide. This attitude quite 
naturally serves selfish financial interests, even as it also 
reflects often passionate ideological commitments to the 
sexual freedom and license enshrined by the Western 
sexual revolution. 

But Hanley and de Irala convincingly point out 
that this position is fundamentally one born of despair, 
and one which inevitably shortchanges the very people 
our prevention programs strive to protect. In fact, after 
discussing the scientific questions on their own empiri-
cal terms, Hanley and de Irala present and contrast the 
Christian perspective on these matters with the prevail-
ing secular perspective, discussing in some detail the 
competing visions of the person and of human sexuality, 
and the role of holding out hope for a better future. Here 
they make their most creative contribution to the global 
AIDS debates by providing a glimpse of what, beneath all 
the rhetoric, ultimately drives much of AIDS prevention 
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policy, and contrasting it with a positive, rational ar-
ticulation of the unpopular Catholic teachings that are 
frequently misunderstood or misrepresented. 

If I may be permitted to end on a personal note, I went 
through a very difficult period after coming to Harvard in 
2001 and speaking out from that bully pulpit about how 
and why our AIDS prevention approach was not working 
well. Especially during the years 2002 to 2005,1 was mak-
ing many presentations to audiences at the U.S. Agency 
for International Development, at reproductive health and 
family planning associations and conventions, in the House 
of Representatives and the U.S. Senate, and elsewhere. Matt 
Hanley would often be in the audience, at times possibly 
the only person present who really supported my viewpoint. 
He would usually come up to me after I had received a 
chilly reception and say a few words of encouragement. This 
was important for me, because I had been raised to think 
that if I thought one way about some issue and everyone 
else thought the opposite way, both common sense and a 
modicum of humility would suggest that it was I who was 
wrong. Matt's presence reminded me that sometimes the 
majority of experts can be wrong. 

E D W A R D C . G R E E N 

Edward Green is the director of the AIDS Prevention 
Research Project at the Harvard Center for Population and 
Development Studies in Cambridge, Massachusetts. 
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II 

T H E A B C APPROACH 

The initial attempts to deal with the HIV/AIDS epidemic 
in Africa have been, many experts now think, a "public 
health failure."1 It is thus vital that public health authorities 
take a fresh look at the principal strategies and policies 
that have long been favored for containing the epidemic. 
This examination may help them reorient these strategies 
to better correspond to the behavioral dynamics of HIV 
transmission. 

The failure to contain HIV is even more striking 
because almost all the Western institutional actors with 
power to shape policy, direct funding, and implement 
programs have shared the firm conviction that technically 
oriented risk reduction strategies (primarily, but not solely, 
the promotion of condom use) must be the unequivocal 
HIV prevention priority. We will at times refer to these 
influential actors as the AIDS Establishment. By this we 
mean global authorities like the World Health Organiza-
tion and UNAIDS (the Joint United Nations Program 
on HIV/AIDS) as well as powerful and diffuse Western 
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governmental donor agencies like USAID (the U.S. 
Agency for International Development) and its European 
counterparts. These institutions create policy guidelines 
and fund initiatives to carry out their strategic priori-
ties. Nongovernmental organizations, which are often 
dependent on governmental funding for their survival 
and frequently share the donor's worldview, collaborate 
by carrying out donor agency priorities, sometimes called 
"best practices" even if their track record has been flimsy. 
Many N G O s specialize in "family planning" services, 
particularly the distribution of contraceptives. 

Academics from prestigious universities and a range 
of activists' interest groups also form an important part 
of the AIDS Establishment. Leading medical and scien-
tific journals often show a strong editorial preference for 
reports based on the technically oriented approach to HIV 
prevention favored by the AIDS Establishment. 

Some individuals within these institutions have 
managed to create space outside the dominant HIV pre-
vention paradigm for discouraging the actual behaviors 
driving HIV transmission. They have made enormous 
contributions. Nonetheless, the AIDS Establishment's 
overwhelming HIV prevention emphasis has remained 
technical as opposed to behavioral. 

The most recognizable example of a policy shift which 
made room for behavioral strategies occurred when 
USAID adopted the ABC approach to HIV prevention 
in recognition of the success of Uganda's response to the 
AIDS epidemic.2 The A of ABC stands for abstinence and 
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refers to education and support for people to postpone 
sexual initiation and to avoid sporadic sexual relations. 
The В stands for be faithful and represents the recom-
mendation to have mutually monogamous sexual relations 
with an uninfected person. The С stands for condom use, 
based on the knowledge that condoms may reduce the risk 
of infection but will not eliminate the risk altogether. 

We now know that fundamental changes in sexual 
behavior, particularly declines in multiple sexual partner-
ships, are what have led to every instance of falling HIV 
rates in Africa. Indeed, changes in primary sexual behavior 
are always found when HIV/AIDS prevalence declines.3 

Based on considerable evidence indicating the indispens-
able role that behavior plays in practice, particularly in 
Africa, we are convinced that more explicit emphasis on risk 
avoidance is warranted. By risk avoidance we mean public 
health interventions that stress abstinence (A) and fidelity 
(B), as opposed to risk reduction interventions that stress 
condom use (C) and related technical measures. 

From an epidemiological point of view, this shift would 
help everywhere, although it would have the greatest 
impact, and is thus most urgently needed, in regions with 
generalized epidemics. From a philosophical point of view, 
it would offer a far superior service to the human person, 
who is the subject of and principal agent of his or her own 
development, and to whom all public health measures 
should be directed. From the public health point of view, 
it would represent a commonsense return to the discipline's 
bedrock disease control principle: primary prevention. 
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We will examine the epidemiological record, high-
lighting countries that have successfully reversed their 
HIV epidemics, and describe the behaviors to which that 
reversal is most attributable. These successes will be con-
trasted with the record of the three main pillars of HIV 
prevention strategy favored by the AIDS Establishment, 
each of which is aimed at risk reduction: condom use, 
voluntary counseling and testing, and the treatment of 
other sexually transmitted infections. Given the burden 
and severity of the epidemic in Africa, our attention will 
be focused there. 

We acknowledge that we are sketching in broad strokes, 
that experience varies, and that fair-minded observers can 
interpret the data differently. Determining the efficacy and 
the epidemiological impact of interventions can sometimes 
be complex. But the data, derived from the evidence base, 
are nonetheless formidable and deserve to be evaluated on 
their own terms. Instances of clear success in reducing 
HIV prevalence have been relatively few, yet they offer 
our greatest cause for hope and remind us of the inherent 
human capacity to change behavior. 

While the debate over HIV prevention has often 
been cast in "scientific" terms, it is better understood as a 
debate between two moral and philosophical approaches 
to human sexuality. On the one hand there is the broad 
Judeo-Christian tradition, which celebrates the gift of 
sexuality within the institution of marriage. This tradition 
recognizes moral boundaries as instruments of human 
fulfillment and well-being, not oppression. In practice it 
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requires a measure of sacrifice, or self-restraint; it also recog-
nizes that sexual expression can be destructive when limits 
are not respected. In short, it recognizes natural law. 

Modern Western culture, on the other hand, fiercely 
resists this moral vision (with its inherent constraints), and 
attempts to replace it with other ideological currents and 
substitute creeds. Culture, like nature, abhors a vacuum. 
Modern Western culture exalts absolute freedom, under-
stood as the abolition of limits in the autonomous pursuit 
of pleasure. If nature were simply allowed to run its course, 
this vision would be self-defeating, and so it requires an 
enabling ally in the form of "safety." This explains the 
determined quest for technical means of preempting 
undesirable consequences of sexual activity. 

The individual's pursuit of pleasure is protected by the 
modern West's ultimate cultural code of silence: dogmatic 
nonjudgmentalism. To claim that there is indeed an objec-
tive moral order or "code of conduct," or even to argue that 
that code is designed for the good of the human person, is 
not only discomfiting but unpardonable: it gives offense. 
In the second half of this book we offer some reflections 
on HIV risk avoidance from a Christian perspective, in 
contrast to secular philosophical perspectives. 

In this book we first present the relevant scientific 
data and only then examine the Christian and other 
philosophical approaches to HIV prevention. The excep-
tion comes in our treatment of behavioral disinhibition, 
or "risk compensation," since both religious leaders and 
scientists have voiced concern that promoting condoms 
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may actually foster a false sense of security and lead to 
increased risk-taking behavior and vulnerability. It seems 
appropriate in this case to present the relevant scientific 
data and religious commentary side by side. We very 
much welcome a dialogue in which questions of science 
are engaged on their own terms, and questions about 
the ethical and moral dimensions of sexual behavior are 
likewise engaged on their own terms. 

Approximately 27 percent of people with AIDS are 
being cared for by the Catholic Church throughout the 
world. No other single entity provides more for those suffer-
ing from or affected by AIDS. In addition to the Church's 
extensive experience in caring for and supporting the sick, 
it also has its own internally consistent and legitimate views 
on HIV prevention and human sexuality. What the Church 
holds to be true in these matters is not exclusively Catholic; 
rather, it is a position shared by many people, those of other 
faiths and those outside faith communities, and it is open 
to all by the use of ordinary human reason. 

Any imprecision in our presentation of the Christian 
perspective is our own and will gladly be acknowledged 
and corrected subject to the proper teaching authorities. 
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II 

A R E L E N T L E S S C R I S I S 

Acquired immune deficiency syndrome, or AIDS, 
is caused by the retrovirus HIV, or human immunode-
ficiency virus. The virus damages the immune systems 
of infected persons and leaves them susceptible to 
opportunistic infections and tumors. Treatment with 
antiretroviral drugs can slow the progress of the disease, 
but cannot cure it. 

HIV is transmitted primarily by sexual contact or by 
sharing needles or syringes with an infected person. It 
is transmitted to a lesser extent through transfusions of 
infected blood or blood products, although this is now 
rare in countries where blood and blood derivatives are 
controlled. Babies born to infected mothers can become 
infected before or during birth, and by breastfeeding. 

Because the virus does not survive well in the envi-
ronment, its transmission in the home or workplace is 
extremely rare when universal precautions are imple-
mented: usage of gloves, protection of wounds, avoidance 
of sharing razors or toothbrushes, and appropriate use and 
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disposal of needles and syringes. There is no documented 
evidence of transmission by exposure to the saliva, tears, 
or sweat of an infected person, despite the presence of 
the virus in these fluids. (Nevertheless, kissing with the 
mouth open should be avoided to prevent contact with 
blood and saliva through tiny sores.1) Insects such as mos-
quitoes have not been known to transmit the disease. 

There is not really one illness or one clinical manifes-
tation of an illness arising from HIV infection. Rather, 
there is a gradual progression from initial HIV infection, 
through subsequent deterioration of the immune system, 
to the eventual development of AIDS. Initial HIV infec-
tion may or may not be accompanied by a short period 
of acute symptoms similar to those of infectious mono-
nucleosis, which include fever, muscle aches, sore throat, 
and lymph node inflammation. Once persons are infected 
with HIV, they can never completely rid themselves of 
the virus, and there is currently no cure. 

Infected persons are said to have become HIV posi-
tive, which is not necessarily equivalent to having AIDS. 
HIV-positive persons typically live with HIV for several 
years, often with few symptoms, before their immunity 
falls so low that they develop AIDS. Today many more 
people have HIV than have AIDS; everyone with AIDS 
is HIV positive. However, it is important to note that the 
virus may be transmitted from an HIV-positive person 
to another person at any time, even if the HIV-positive 
person is asymptomatic or does not yet have full-blown 
AIDS. 
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The initial phase of HIV infection has important 
implications for HIV prevention. Soon after the virus 
enters the body, it begins to replicate itself rapidly; in the 
process the virus attacks and suppresses immune cells 
known as CD4 cells. This spike in the HIV viral load 
and the destruction of immune (CD4) cells account for 
the morbidity a person experiences during that window 
of time, typically a few months immediately following 
HIV infection. The heightened viral load also makes the 
person more infectious to others during that period. 

After the initial phase of HIV infection, the body 
responds by producing enough CD4 cells to replace 
those destroyed by the HIV virus. Tbis has a stabilizing 
effect and ushers in the intermediate phase of HIV infec-
tion. This phase can last anywhere from several months 
to several years and is often characterized by a lack of 
symptoms. 

Gradually, however, the rate of HIV viral replication 
and CD4 destruction exceeds that of CD4 production, 
and disease progression intensifies. An HIV-positive 
person develops a clinical AIDS diagnosis when their 
immunity, as measured by the quantity of CD4 cells, 
drops below a certain level. They may also be presumed 
to have AIDS if they develop an AIDS-defining illness, 
irrespective of official CD4 count or determination of 
HIV status. 

There are several broad categories of AIDS-defining 
illnesses. One such category is called "opportunistic 
infections," caused when pathogens such as bacteria 
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and viruses that would normally be repelled by a fully 
functioning immune system are able to take hold because 
of the weakened immunity of the HIV-positive person. 
Opportunistic infections associated with HIV infection 
include tuberculosis, pneumonia, and candidiasis. It is 
not uncommon, particularly in the developing world, 
for people to discover their HIV status only at this point. 
Those with AIDS often experience weight loss, fever, 
and diarrhea as well. AIDS in an advanced stage is often 
characterized by the appearance of tumors like Kaposi's 
sarcoma, serious infections in any organ of the body, 
AIDS-related wasting, or a combination of these. 

The lag time between an initial HIV infection and the 
subsequent development of AIDS has at times challenged 
health authorities and the media alike to find terminology 
that reflects the continuum of disease progression or the 
extent of the problem in a given population. At one time 
AIDS authorities began to counsel the use of the term 
HIV/AIDS, as opposed to simply AIDS, to highlight the 
fact that there are many people living with HIV who have 
not yet developed AIDS. After all, many HIV-positive 
people are active and appear perfectly healthy. In fact, most 
HIV-positive people in countries with severe epidemics do 
not even know they have it. Actual AIDS cases represent 
the tip of the iceberg, while the cases of those with HIV or 
at risk of becoming HIV positive were the mountain of ice 
beneath the surface. Using the two acronyms HIV/AIDS 
side by side was meant to raise awareness of that reality; it 
was not meant to blur the distinctions between the virus 
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and the syndrome it causes. In recent years, as treatment 
has become more widely available and people live with 
HIV for longer periods of time, AIDS authorities have 
chosen to separate the terms somewhat, speaking of "HIV 
and AIDS" in order to draw out further the distinctions 
in the continuum of disease progression. 

Certainly there are times when the use of "HIV" 
alone or "AIDS" alone is most accurate, and other times 
when it is preferable to refer to them together ("HIV and 
AIDS"). It is thus customary now to speak of preventing 
the transmission of HIV (though this too is a bit of an 
oversimplification, since preventing HIV transmission 
also averts AIDS cases) and of treating people with HIV 
and AIDS (by treating an HIV-positive person, progres-
sion to AIDS may be delayed). Nonetheless, the term 
"AIDS prevention" has long been accepted and is still 
commonly used and understood. 

Describing the epidemic as a whole also poses similar 
challenges; for the better part of a decade it was referred 
to as the HIV/AIDS epidemic. Epidemiological studies 
often try to estimate the number of people living with 
HIV, the number newly infected with HIV over a given 
period of time (incidence), and the percentage of a given 
population living with HIV (prevalence), not all of whom 
have AIDS at the time of the study. 

Just as there is no one illness, the larger picture is not 
so much a monolithic "global pandemic" as a constellation 
of epidemics with distinct transmission patterns. In some 
parts of the world—notably Eastern Europe and parts of 
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Asia—the virus is transmitted primarily through intra-
venous drug use; in other epidemics, primarily through 
homosexual contact; in others, through commercial "sex 
work." 

Globally, approximately half of all new infections occur 
in southern Africa, a region with less than 3 percent of the 
world's population.2 There, multiple sexual partnerships-specifically, concurrent multiple partnerships-drive 
the epidemic. These behavioral patterns are inherently 
dangerous, because "as soon as one person in a network 
of concurrent relationships contracts HIV, everyone else 
in the network is placed at risk."3 

The lack of male circumcision helps account for the 
severity of some epidemics in southern and eastern Africa. 
Three randomized controlled trials, published in 2006 
and early 2007, concluded that male circumcision con-
fers a partial but significant degree of protection for men 
against HIV transmission.4 Although this is an important 
variable, we will not deal directly with this issue, since 
we are focusing on the behavioral dimensions of HIV 
transmission and their implications for prevention. 

A Deadly Threat 

Since it was first identified in 1981, AIDS has been 
responsible for more than twenty-five million deaths; HIV 
has infected approximately 65 million human beings.5 

It is the world's fourth leading cause of lost years of life 
and avoidable deaths. According to the December 2007 
U N A I D S report, by the end of 2007 approximately 
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33.2 million people in the world were living with HIV/ 
AIDS. In 2007, about 6,800 people became infected every 
day (about 2.5 million in total) and approximately 6,000 
people a day died. Approximately 40 percent of the new 
infections occurred in young people between fifteen and 
twenty-four years of age.fi 

The devastating effect of this epidemic can be seen in 
the decline in life expectancy in Africa. A person born 
in Zambia or Malawi in 2004 can expect to live 37.4 or 
39.6 years, respectively,7 compared with the average of 
70 to 85 years in the West. The thirty-year decrease in 
life expectancy in Botswana between 1990 and 2002, 
due mainly to AIDS, is unprecedented in the history of 
the human race.8 

Thirty-four percent of pregnant women in Botswana 
and 44 percent in Swaziland are infected with HIV. At 
these rates, even the most efficient and well-planned diag-
nostic and treatment services may be unable to handle the 
growing number of people who will become HIV positive 
and develop AIDS-related illnesses. HIV epidemics in 
Eastern Europe and southeast Asia, while not as large as 
those in southern Africa, are among the fastest growing in 
the world. For example, the number of people living with 
HIV in Vietnam more than doubled between 2000 and 
2005, and Ukraine has seen the number of new annual 
cases of HIV double since 2001.9 

Whatever the HIV prevalence rate is, it does not reflect 
the full burden that HIV/AIDS inflicts on communities 
and entire nations. As prevalence rates estimate only the 
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percentage of individuals currently infected, they do not 
take into account people who have already died and those 
who are likely to become infected. For example, it has 
been estimated that over half of the fifteen-year-old boys 
in Zimbabwe will die of AIDS if there is no change in 
the current trends.10 The global AIDS epidemic has been 
identified by the United Nations Development Program 
as having inflicted in recent decades "the single greatest 
reversal in human development."11 

Why Prevention Is Important 

The old adage that "an ounce of prevention is worth 
a pound of cure" is the foundation of any sound public 
health policy. And HIV is, to use the memorable phrase of 
Cambridge epidemiologist Daniel Low-Beer, "a routinely 
avoidable disease."12 HIV/AIDS is a chronic condition; 
it brings much suffering and is ultimately fatal. The 
humanitarian imperative for reducing this kind of physical 
suffering is further strengthened by the intense emotional 
fallout and anguish that often accompany infection with 
HIV and AIDS. An infected person may often experience 
psychological and emotional trauma, or face stigma and 
other forms of alienation. 

Advocating the best means of avoiding HIV—to spare 
people these miseries, physical suffering, and death— 
remains an eminently humane priority. Prevention of HIV 
transmission takes on added urgency in parts of the world 
such as Africa where the epidemic is often generalized, 
treatment is limited, and consequences of infection are so 
severe and wide-ranging. 
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Besides the mortality and decreased life expectancy, 
prevention of further HIV transmission remains urgent 
for many other reasons. The epidemic has strained the 
ability of families and communities to care for those who 
are sick or orphaned; according to UNAIDS, in 2005 there 
were an estimated twelve million AIDS orphans in sub-
Saharan Africa alone." The epidemic has severely damaged 
social structures and weakened economic productivity. 
HIV/AIDS "generates new poverty" by leading to reduc-
tions in income as well as a depreciation of various human, 
physical, and social assets.14 Effective prevention would also 
lead to fewer cases of mother-to-child transmission.15 

Even with the recently expanded provision of antiretro-
viral therapy in developing nations, six new people are 
infected for every one who gets treatment. Despite global 
treatment targets, it remains unclear how financing for 
lifelong antiretroviral therapy can be sustained, given 
the accumulating number of new infections. And since 
infected people on treatment may feel more protected, let 
down their guard, and participate in risky behavior, there 
is the need to complement the expanding availability of 
antiretroviral therapy with redoubled efforts at preven-
tion.16 Thus, there are many evident rationales for more 
effective HIV prevention. 

The Crisis in Prevention 

Despite recent and welcome gains in international 
commitment and capacity to provide care and treatment 
for persons with HIV/AIDS in countries where such 
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care has long been out of reach, we still face a crisis in 
preventing additional infections. The current efforts to 
provide care and treatment—advanced by generous initia-
tives such as PEPFAR (the President's Emergency Plan 
for AIDS Relief) and the Global Fund to Fight AIDS, 
Tuberculosis, and Malaria—were preceded by a lengthy 
period characterized almost exclusively by attempts to 
contain the further spread of HIV using risk reduction 
techniques. Yet an article in a 2003 issue of the British 
Medical Journal characterized the ensuing "rapid spread 
of HIV in sub-Saharan Africa"—despite our detailed 
knowledge of HIV epidemiology and the substantial 
investment in risk reduction—as "one of the greatest 
failures in the history of public health."17 

The spread of HI V/AIDS and the impact of the various 
local and international responses are a complex matter 
which defies simple explanation. One thing, however, 
stands out: the reluctance of the AIDS Establishment to 
encourage the avoidance of the behaviors thatfacilitate HIV 
transmission. Resistance to "primary behavior change" was 
fierce in the initial stages of the international response. 
While this resistance has moderated recently, it still 
persists. Indeed, with few exceptions, the international 
response has focused on reducing the risks of acquiring 
HIV in already inherently risky behavior by encouraging 
condom use, voluntary counseling and testing, and the 
treatment of sexually transmitted infections. 

These risk reduction interventions have been empha-
sized to such an extent that approaches that promote 
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behaviors enabling people to avoid the risk of contract-
ing the virus altogether are generally downplayed. Little 
attention and, until recently, almost no resources have 
been devoted to risk avoidance interventions such as 
abstinence and fidelity. (These behaviors, which con-
stitute the A and В components of the ABC approach, 
are sometimes described in secularized terminology as 
"delaying sexual debut" and "partner reduction.") 

Nevertheless, scientific evidence indicates that risk 
avoidance is what is most desperately needed to reverse 
the HIV/AIDS epidemic. Some real progress, however, 
has been made in recent years to increase the role of A 
and В interventions, notably through the efforts of many 
fair-minded scientists in the medical and research com-
munity and through the generous financial commitments 
of PEPFAR. 
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A B S T I N E N C E AND FIDELITY 

In December 2004, an international consensus on the ABC 
strategy for HIV prevention was published in the British 
medical journal Lancet.' A turning point in HIV/AIDS 
prevention, this consensus was signed by one-hundred forty 
people from thirty-six countries on the various continents. 
Fifty were professors and researchers at top universities 
(including Cambridge, Harvard, and Johns Hopkins 
universities, the Universities of California at Berkeley, 
Paris, and Brussels, and the London School of Hygiene 
and Tropical Medicine), and five were members of U.N. 
agencies. It was also signed by the director of the World 
Health Organization's HIV/AIDS programs and leaders of 
the HIV/AIDS programs of various countries worldwide, 
including Ethiopia, India, Jamaica, and Uganda. 

It laid out in technical terms their rationale for priori-
tizing A, B, and С for different age groups, populations, 
and scenarios. In many respects, it amounted to a break-
through - to a belated endorsement of A and B, which 
in years past would have been unthinkable. Since then, 
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however, there have been many instances of reverting to 
business as usual, with an overwhelming bias in favor of 
condom promotion. 

Are Abstinence and Fidelity Possible? 

Edward C. Green and Allison Herling of Harvard 
University's AIDS Prevention Research Project, among 
other researchers, have provided convincing answers to the 
common criticisms of promoting abstinence and fidelity, 
such as criticism that it is not realistic, it promotes stigma, 
and it does not protect women.2 Here we will address one 
central question: Is behavioral change in A and В possible, 
that is, are abstinence and fidelity practicable goals? 

The best biological and survey data show that for the 
majority of Africans abstinence and fidelity are possible.3 

Data for 2001 from twenty-two sub-Saharan countries 
show that the majority of males and females aged fifteen 
to twenty-four years did not report premarital sex. In fact, 
more than 60 percent of females did not report premarital 
sex in sixteen of the twenty-two countries, while more 
than 50 percent of males did not report premarital sex in 
fifteen of these countries. So we cannot say that premarital 
sex is the norm for Africa. 

Similar data from fifteen sub-Saharan African coun-
tries show that from 92 to 99 percent of sexually active 
females in all fifteen countries did not report multiple 
partners. Even for males, in thirteen of the fifteen coun-
tries more than 70 percent did not report multiple sexual 
partners. Infidelity in marriage is also not the norm for the 
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vast majority of Africans. Data from the United Nations 
Population Division also indicate that limiting sexual 
activity to one partner is the most common behavioral 
change for people facing the threat of HIV/AIDS, whether 
in Africa, Asia, or Latin America.4 

These data provide overwhelming evidence that 
premarital abstinence and fidelity in marriage are the 
norm for the vast majority of Africans.5 They suggest 
that donors, international health organizations, and even 
many of the communities themselves need to expand their 
understanding of which behaviors are realistic and which 
interventions are feasible. 

By way of comparison, it once seemed "unrealistic" to 
combat tobacco use when more than 75 percent of the pop-
ulation in many age groups smoked. But recognizing the 
serious health risks of tobacco use, public health authorities 
did not encourage people to smoke cigarettes with filters to 
reduce the risk of disease; rather, they encouraged people 
not to start smoking and to give up smoking if they were 
smokers. It is noteworthy that public health entities seek 
to modify some lifestyle choices but not others. The con-
sumption of tobacco, cholesterol-laden diets, sedentary 
lifestyles, and reckless driving are all considered behaviors 

that require modification, but sexual behavior associated 
with disease and other adverse consequences is not. 

Thirteen years before the 2004 Lancet consensus, representatives from several African countries met prior to an 
international AIDS conference held in Dakar, Senegal, 
in December 1991. They drew up a "statement of belief" 
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about the centrality and feasibility of behavioral change in 

overcoming the A I D S epidemic. They declared, 

We believe that individuals and whole communities 
have the inherent capacity to change attitudes and 
behavior. The power to fulfill this capacity is often 
denied or is not exercised. This power must now be 
recognized, called forth and supported from both 
within and without. This will enable people to initiate, 
change and sustain behavior that promotes a healthy 
state of mind, body, spirit and environment. A critical 
component in this process is a supportive response to 
those living with HIV in the community. 

We recognize that behavior change at individual and 
community level in the present HIV pandemic is a 
complex and ongoing process. It is inextricably linked 
to such basic human values as care, love, faith, family 
and friendship, respect for people and cultures, solidar-
ity and support. The present pandemic affects everyone. 
Our experience as affected and infected individuals 
proves that behavior change is possible. We believe 
that behavior change is the most essential strategy in 
overcoming the HIV pandemic.6 

The International A I D S Society, which hosts these bien-

nial international A I D S conferences, did not wish to 

accommodate this belief system. These African repre-

sentatives were thus sidelined in their efforts to advance 

this concept during the conference. However, the data 

indicate that their beliefs were well founded. 

Well over a decade later, Ugandan president Yoweri 

Museveni addressed the 2 0 0 4 International A I D S confer-
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ence held in Bangkok. Activists generated international 
headlines by denouncing him for his A- and B-oriented 
approach to HIV prevention. Given that Uganda has had 
by far the greatest success the world has seen in reducing 
its HIV prevalence, such protest was not only misplaced 
but unseemly. 

The Urgent Need for Abstinence and Fidelity 

An explanation of how multiple and concurrent part-
nerships can be so dangerous will show the urgency of 
focusing on A and B. Trying to understand the patterns 
of interpersonal connection and transmission, researchers 
from the University of Pennsylvania observed the inhabit-
ants of seven villages on an island in Lake Malawi. They 
found that two-thirds of the inhabitants of the island were 
linked together by a single chain of sexual relationships 
over the three-year study period. In the journal AIDS, 
they went on to note that in such environments, "there are 
thus several potential paths between any two individuals 
in a network, rather than just one."7 

Even though most individuals may not have a large 
number of partners, because so many people have mul-
tiple partners, a dense network of connectivity is created 
through which HIV is more readily transmitted. Indeed, 
someone with only one partner may be connected to a 
much larger network through that partner and thus be at a 
substantially elevated risk. In such a network structure, the 
chances that even a weakened virus will spread and infect 

a major proportion of the population remain high.8 



F I G U R E 1. H I V prevalence by partner faithfulness. This graph 
shows the association between greater faithfulness and lower 
prevalence of HIV, based on data from Cameroon collected 
between 2004 and 2006. Lifetime faithfulness indicates persons 
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C o m m u n i t i e s in which people are able to m o d i f y 

this pattern and reduce multiple partnerships weaken the 

network and interrupt H I V transmission to a significant 

degree (Figure 1). This provides a compelling rationale 

for emphasizing risk avoidance messages in responses to 

H I V / A I D S . 

Formidable epidemiological evidence f rom Afr ica 

further demonstrates the indispensable role that behavior 

has played in practice. Fundamental changes in "primary" 

or couples who report never having had sex with anyone other 
than their current partner, and recent faithfulness indicates 
those with multiple lifetime sexual partners but no outside 
partners in the last twelve months; not faithful indicates those 
with multiple lifetime sexual partners and one or more out-
side partners in the last twelve months. For couples, mutual 
faithfulness is similarly defined, and HIV prevalence indicates 
that one or both partners were infected. Vinod Mishra and 
coworkers conclude that "having fewer lifetime sexual partners 
and being faithful to spousal partner(s) are strongly associated 
with reduced risk of H I V infection. Thus . . . HIV prevention 
programs should focus more on promoting partner reduc-
tion and partner faithfulness, especially for men." S O U R C E : 

David Stanton, presented by Daniel Halperin in "Why Is 
HIV Prevalence So High in Southern Africa, and What 
Can Be Done about It?" Harvard Medical School, Boston, 
June 17, 2008, slide 31, based on data from Vinod Mishra 
ct al., The Role of Partner Reduction and Faithfulness in HIV 
Prevention in Sub-Saharan Africa: Evidence from Cameroon, 
Rwanda, Uganda, and Zimbabwe, D H S working paper 61, 
Macro International for USAID, January 2009,10, http://www.measuredhs.com/pubs/pdf/WP61/WP61.pdf. 

http://www
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sexual behavior are always found when HIV/AIDS preva-
lence declines.9 Indeed, every instance in which HIV rates 
have fallen in Africa is most attributable to fundamental 
changes in sexual behavior—particularly declines in 
multiple sexual partnerships. 

David Wilson, who monitors HIV/AIDS trends for 
the World Bank, observed that successful responses have 
typically been created and developed locally (often with-
out the assistance of specialist agencies), have transformed 
norms of sexual behavior in the community, and have 
triggered rapid changes in behaviors and, therefore, in 
the incidence of the disease.10 

Cambridge scholar Daniel Low-Beer observes that 
when this was not done, "HIV did not decline, even with 
greater resources, condom use, counseling, education, and 
treatment."11 There is, therefore, a broad empirical and 
epidemiological rationale for emphasizing strategies A 
and В—abstinence and fidelity—for HIV prevention. We 
must apply these lessons to reverse the AIDS epidemic.12 

The most well-known and most dramatic example of 
success comes from Uganda, where the HIV infection 
rate dropped from 15 percent in 1991 to 5 percent in 
2001.13 This decrease was "unique in the world" and "no 
other country has matched this achievement—at least not 
nationally," UNAIDS declared in its 2003 AIDS Epidemic 
Update report, which, curiously, provided no additional 
details.14 In the five-year period during which Uganda 
achieved an 80 percent decrease in its HIV incidence, 
the country spent the modest sum of just twenty-one 
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million dollars.15 In fact, the behavioral changes were 
roughly equivalent to an 80 percent effective "social 
vaccine," one that was considerably more effective than 
any measure available now or conceivable in the near 
future, such as a vaccine or microbicides, and immeasur-
ably less expensive. 

What had happened there? The short answer is that 
profound shifts in actual sexual behavior, particularly 
increases in abstinence and fidelity, led to many fewer new 
cases of HIV transmission. This wholly rational decision 
to avoid the risk of a fatal and traumatic disease by altering 
behavior ultimately spared millions of lives. 

The reduction in the number of sexual partners was the 
most significant factor in reducing HIV/AIDS incidence,16 

with an estimated decrease of 65 percent between 1989 
and 1995 in the number of people who said they had 
sporadic sexual relations.17 The adoption of risk avoid-
ance behaviors was so thorough in Uganda that by the 
mid-1990s, 95 percent of adults said they had only one 
partner or none at all.18 The percentage of men who said 
they had more than three partners decreased from 15 
to 3 percent, significantly lower than the percentage in 
Cameroon, Zambia, and Kenya.19 In 1989, the number of 
"non-regular" partners reported in Uganda was similar to 
the numbers in Kenya, Zambia, and Malawi. By the mid-
1990s, however, it was 60 percent lower in Uganda than 
in these countries (Figure 2, next page).20 While the rate 
of condom use in Uganda was similar to that in Zambia, 
Kenya, and Malawi in the mid-1990s, the percentage of 
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F I G U R E 2 . Behavioral change in Uganda. These data show the 
substantial reduction from 1989 to 1995 in the percentage of 
men and women reporting one or more non-regular (casual) 
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people in Uganda with multiple sexual partners was no-
tably lower.21 This difference largely explains the decrease 
in the HIV rate in Uganda and the lack of a decrease in 
Kenya, Zambia, and Malawi. 

The evidence also reveals that abstinence contributed 
to the decline. The percentage of young people who post-
poned the start of sexual relations increased, and virginity 
among Ugandans between the ages of fifteen and nineteen 
years increased significantly. There was also a pronounced 
decrease in sporadic sexual relations. In the mid-1990s, 
only 9 percent of single Ugandan women between the 
ages of fifteen and twenty-four years said they had had a 
sexual partner in the past year.22 

Uganda was able to reduce its HIV rate before the 
expansion of social marketing of condoms and voluntary 
counseling and testing services. The social marketing of 
condoms refers to the strategy condom companies employ 
to create demand for their product, appealing to as wide 

sexual partners in the past year. The overall reduction was 60 
percent. Stoneburner and Low-Beer note that "the Ugandan 
approach to HIV control was practical but based on limited 
information, financial resources, and precedent for success. The 
government communicated a clear warning and prevention 
recommendation: AIDS . . . was fatal and required an im-
mediate population response based on . . . faithfulness to one 
partner." SOURCE: Graph adapted from Rand L. Stoneburner 
and Daniel Low-Beer, "Population-Level HIV Declines and 
Behavioral Risk Avoidance in Uganda," Science 304.5671 
(April 30, 2004), 716. 

i 
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a population as possible, if not to the masses. Voluntary 
counseling and testing refers to the practice of promoting 
testing and counseling services to people who suspect they 
may have HI V or may have been exposed to it. Voluntary 
counseling and testing programs rely heavily on condom 
promotion. 

In 1989, fewer than 3 percent of Ugandan women 
had reported ever using condoms. By 1995, that figure 
was still less than 8 percent—the lowest of the countries 
in that region. These low figures stand out against the 
fact that African countries with the highest availability 
of condoms also have some of the highest HIV/AIDS 
rates in the world.23 These countries include Botswana, 
Zimbabwe, and South Africa. 

Uganda's response included educational sessions in 
schools and the empowerment and training of women and 
young people to take responsibility for their own health. 
The involvement of religious leaders and the leadership 
of President Museveni facilitated this response. They 
emphasized a change in traditional relationships between 
men and women, which meant defending chaste behavior 
in the sense of "sexual abstinence before marriage and 
mutual fidelity within marriage," and reestablishing 
these behaviors as valued social norms. Speaking to an 
international AIDS conference, Museveni said, 

In the olden days you offered us the magic bullet of 
penicillin, now we are being told to protect our lives 
by a mere bit of rubber. In a country like mine where 
people have to walk five kilometers to get an aspirin, 
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do you think that they will go there to get a condom? 
That is why I am asking my people to go back to our 
time-tested culture of no premarital sex and faithfulness 
in marriage. Young people need to be taught discipline, 
self-control, and at times sacrifice.24 

Catholic nuns and doctors, active at the grass roots 
in providing medical care to those who live with AIDS, 
developed their own process for behavioral change. 
Known as "Education for Life" or "Youth Alive," it holds 
as a defining principle that people can control and change 
their behavior. Workshops facilitating responsible choices 
and behavior change were carried out in schools, parishes, 
and other institutes. Youth Alive clubs were established 
to provide follow-up character formation and to trans-
form peer pressure. The program has been exported from 
Uganda to several other African countries and used with 
positive results.25 

Meanwhile, the role of religious leaders in combat-
ing HIV/AIDS cannot be underestimated. In Uganda, 
for example, an Anglican bishop and a Catholic bishop 
were among the first presidents of the country's AIDS 
commission.26 Entire reports describe the constructive, 
if relatively untapped, role of faith-based organizations 
in HIV prevention around the world.27 

Rand Stoneburner of Cambridge University estimated 
that if a Uganda-style ABC program had been imple-
mented in Africa in 1996, through 2004 six million new 
infections would have been averted and four million fewer 
children would have been orphaned.28 This suggests that 
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failure to support these interventions has had devastating 
consequences. 

Indeed, there is evidence of such failure to emphasize 
A and В interventions even in Uganda itself. Despite their 
initial and unparalleled success, Uganda's own locally 
derived methods for facing the threat of HIV gradually 
gave way to the demands and priorities of foreign donor 
agencies and allegedly nongovernmental organizations. 
No longer did Uganda resist the Western emphasis on 
condoms. Billboards with messages about condoms began 
to replace those which formerly promoted abstinence 
and fidelity. The director of Harvard's AIDS Prevention 
Research Project, Edward C. Green, writes that "during 
a meeting of top religious leaders in Uganda in November 
2004, one cleric after another complained that they had 
become increasingly marginalized, while foreign experts 
scoffed at abstinence and faithfulness as prevention strate-
gies."29 We can also attest to the accuracy of that state-
ment from personal experience, having addressed more 
than one hundred Catholic bishops from eight African 
countries in Uganda in 2005. 

Sam Ruteikara, the co-chair of Uganda's National 
AIDS Prevention Committee, bemoaned the AIDS 
Establishment's harmful influence in a 2008 Washington 
Post piece, writing that AIDS "has become a multibillion-
dollar industry," in which profiteering (from the sale of 
commodities such as condoms and test kits) and ideology 
have supplanted sound approaches to prevention.30 
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That may sound like a serious charge, but it is difficult 
to dismiss given Ruteikara's exasperating personal experi-
ence with Western donor agencies, which systematically 
resisted the inclusion of abstinence and fidelity messages 
in national strategic plans and removed them when they 
did appear, even though his country's unparalleled suc-
cess in reducing AIDS transmission was due to those 
components in the first place.31 

In fact, AIDS prevalence has gone back up in recent 
years as the focus has shifted away from Uganda's original 
emphasis on fidelity and toward the international donor 
emphasis on condoms, even though this increase is often 
depicted in the press as stemming from not enough 
condoms. National survey data from 2004 confirmed an 
increase in the level of multiple partnerships and an HIV 
prevalence rate which had increased to 7 percent.32 

Thailand offers another example of success. Although 
its decision to emphasize mandatory condom use in com-
mercial sex establishments is reflexively credited with 
causing a decline in HIV prevalence, more fundamental 
shifts in behavioral patterns have also contributed greatly 
to the decline. Between 1990 and 1993, the percentage 
of men who had relations with commercial sex workers 
decreased by more than half (from 22 to 10 percent). The 
proportion of men who said that in the preceding year 
they had had sexual relations outside a relationship with 
a stable partner dropped from 28 to 15 percent.33 These 
declines, as well as the fact that commercial sex workers 
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were the last group to show declines in HIV, suggest 
that this risk avoidance was "at least as important as 
increase in condom use."34 Furthermore, other sexually 
transmitted infections that are transmitted "skin to skin" 
also declined, and condom use does not typically protect 
against such infections.35 Finally, the fact that women had 
very low rates of sexual relations outside a relationship 
with a stable partner36 played a key role in preventing the 
expansion of HIV transmission. 

There are encouraging trends and successful examples 
of behavior change and declining prevalence in other 
African countries besides Uganda, such as Kenya and 
Zimbabwe, and in Haiti, the country with the most severe 
epidemic outside Africa. The data from Kenya appears to 
be the strongest. Since the late 1990s, the HIV rate has 
sharply declined in many parts of the country, triggered 
by significant behavior change.37 Between 1998 and 2003, 
the percentage of unmarried people who reported having 
had no sex in the past year increased significantly and the 
percentage of men and women who reported having two or 
more partners in the past year declined about 50 percent. 
Those reporting two or more partners in the past year were 
twice as likely to be infected with HIV as those reporting 
one partner. There was little change in condom use in this 
period. Due to these increases in abstinence and faithful-
ness (A and B), HIV prevalence in Kenya dropped from 
9.4 percent in 1998 to 6.7 percent in 2003.38 

For quite some time, Zimbabwe emphasized condom 
use (C), but to no avail. Along with Botswana, Swaziland, 
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and South Africa, Zimbabwe had one of the most severe 
epidemics anywhere. Recent empirical data published 
in the journal Science, however, indicate that behavior 
has changed, and as a result HIV prevalence has also 
decreased there.39 While it continues to have one of the 
highest prevalence rates in the world, the rate has fallen 
from over 32 percent in 2000 to approximately 24 per-
cent in 2004. While condom use with casual partners 
remained stable among men (41.6 percent in 1998-2000 
and 42.2 percent in 2001-2003) and increased among 
women (from 26.2 to 36.5 percent in the same period), 
more significant changes in sexuality were observed in 
the population.40 

The percentage of young people postponing sexual 
activity increased and that of young adults (aged fifteen to 
twenty-nine years) having multiple partners markedly de-
creased.41 The percentage of men aged fifteen to seventeen 
years who said they had already started having sexual rela-
tions dropped from 45 percent between 1998 and 2000 to 
27 percent between 2001 and 2003. Among women, this 
figure fell from 21 to 9 percent. Among people who were 
sexually active, the percentage of men who said they had 
casual sexual relations dropped from 25.9 to 13.2 percent. 
In both sexes, there was a statistically significant decrease 
in the number of new sexual partners during the year prior 
to the survey, in the number of sexual partners during 
the preceding month, and in current sexual partners.42 

It appears that the most influential factors in lowering 
the prevalence rate were the increase in the age at which 
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adolescent men and women began having sexual relations 
and the decrease in the number of casual sexual partners 
among those who were already sexually active. 

Haiti's estimated HIV prevalence in 2000 was 5.5 per-
cent, the highest in the Western hemisphere—indeed any-
where outside of Africa. It has since fallen to 3 percent. This 
significant decline was also preceded by and attributable 
to an increase in B-related behaviors—that is, in fidelity. 
Rigorous mathematical modeling published in the journal 
Sexually Transmitted Infections indicated that the decline in 
the HIV prevalence rate in Kenya, Zimbabwe, and Haiti 
was due not to the natural course of an epidemic but to 
changes in sexual behavior.43 This is an important point, 
for although some have argued that reductions in AIDS 
rates resulted from the artificial effect of greater mortality 
among infected persons rather than from a real decrease in 
new cases of infection, the most important factor in these 
countries was an increase in fidelity and a reduction in 
sexual partnering.44 Indeed, these fundamental changes in 
sexual behavior are responsible for declines in generalized 
epidemics as well as concentrated epidemics.45 

There are encouraging signs from other countries as 
well. In Rwanda, a "unique combination of low numbers 
of partners and late sexual debut" has helped forestall 

an larger epidemic.46 In Malawi, survey data suggest at 
least some declines in HIV incidence and prevalence.47 In 

Ethilopia, there were significant declines in the late 1990s 
In the proportion of male factory workers around Addis 

Ababa engaging in casual sex and in sex with commercial 
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sex workers.48 HIV prevalence among women at antenatal 
clinics in Addis Ababa dropped from 18.2 percent in 1997 
to 11.8 percent in 2003.49 Prevalence among those seeking 
counseling and testing at two sites in Addis Ababa declined 
from 29 to 15 percent between 2002 and 2004, and these 
declines were associated with declines in risky behavior, 
notably a decline in casual sexual contacts.50 For youth aged 
fifteen to twenty-four years, the decline was even steeper: 
from 22 percent in 2002 to 9 percent in 2004. Condom 
use did not increase, and in fact the proportion of clients 
aged twenty-five to forty-nine who reported never using a 
condom increased somewhat.51 

In contrast with the African countries that have 
achieved a reversal in their epidemics, South Africa's 
persistent rates of multiple partnerships have helped 
maintain its sustained, alarmingly high incidence.52 

South African anthropologist Suzanne Leclerc-Madlala, 
lamenting her country's ongoing and devastating HIV 
rate, characterized the national prevention approach as 
having gone "straight for the С option and [placing] little 
emphasis on A and B."53 She wrote that South Africans 
have been reluctant "to accept the idea that [the spread 
of AIDS] has much to do with sexual responsibility" and 
that "our hip-hyped AIDS prevention campaign and its 
condom-promoting 'have fun but play safely' message has 
thus far failed us as a people." Abstinence and fidelity are 
unpopular, she continued, and 

there are many fears to be faced in this epidemic, and 
some of them have to do with our fear of taking an 



F I G U R E 3. Number of premarital partners by age at sexual 
debut. These 2001 data show the positive relationship between 
later age at first intercourse and fewer premarital sexual partners 
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unpopular stand, of being associated with the moral 
right, or of being labeled a "this" or a "that." In our 
current context, abstinence and faithfulness are simply 
the "safest-sex" messages that we have. Why then have 
these messages not been given a fraction of the media 
time and attention that we have given to the promotion 
of condoms?54 

While fidelity (B) appears to have been the most 

important factor in Africa's successes, abstinence (A) is 

also important—both for the young and for many others, 

such as widows. Abstinence influences future behavior. 

For instance, the earlier a person initiates sexual activity, 

the more lifetime sexual partners that person is likely 

to have, thus increasing the person's risk of contracting 

H I V and other sexually transmitted infections (Figure 3, 

opposite, and Figure 4, next page).55 These are other find-

ings of note: 

• Some types of human papillomavirus tend to be-

come chronic and lead to genital cancer,56 and the 

among men in Lusaka, Tanzania, and Cote d'lvoire. Partner 
reduction is the most vital epidemiological variable, and it rightly 
deserves far greater emphasis. But it should not be forgotten that 
abstinence also often helps shape later behavior. It is thus impor-
tant for its own sake and for its role in limiting future sexual 
contacts. SOURCE: Population, Health and Nutrition Informa-
tion Project, TheABCs of HIV Prevention: Report of a USAID 
Technical Meeting on Behavior Change Approaches to Primary 
Prevention of HIV/AIDS, USAID, September 17, 2002, page 6, 
based on data from a USAID report of November 16, 2001. 
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F I G U R E 4. HIV prevalence by number of lifetime sexual 
partners. These data from Cameroon, Uganda, and Tanzania 
show that HIV prevalence increases with the number of sexual 

partners. Responding more intelligently and honestly to the 
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younger a person is when infected, the greater the 
risk that the infection could develop into cancer. 

• The frequency of disappointment with and regret 
about having had an early sexual encounter is 
inversely proportional to the person's age at the 
time of sexual initiation.57 

• Preventive health education programs that focus on 
sexual behavior are less effective among people who 
began having sexual relations at an early age.58 

• Although cervical secretions provide protection 
against bacteria and viruses,59 because of the relative 
immaturity of the cervix in adolescent women, they 
are considerably less protected than adult women. 

An extensive USAID multi-country study, which 
looked at the variables associated with HIV prevalence 
in four African nations (Benin, Cameroon, Kenya, and 
Zambia) representing each of the regions of the continent, 
yielded important but unanticipated results. It concluded 
that the only factors significantly associated with lower 
HIV prevalence were lower lifetime number of partners 
(fidelity), an older age of sexual debut (abstinence), and 

AIDS epidemic requires moving beyond technically oriented 
risk reduction strategies and grappling with the behavior that 
drives it. SOURCE: David Stanton, presented by Daniel Hal-
perin in "Why Is HIV Prevalence So High in Southern Africa," 
slide 30, based on data from Vinod Mishra. 



F I G U R E 5 . Recall of H I V prevention messages. This graph 
shows how commonly HIV prevention messages were recalled 
by Basotho men in Lesotho in 2009. The messages were receiv-
ed largely from radio, television, and print sources. The most 
commonly recalled messages were about condom usage and 
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male circumcision.6 0 It also found that variables such as 

socio-economic status and condom use were not associ-

ated with lower H I V prevalence and that the presence of 

bacterial sexually transmitted infections was not predictive 

o f H I V prevalence. 

The overall evidence to date has prompted Leclerc-

Madla la to conclude that 

If we are serious about slowing the growth of HIV in 
our population we need to be thinking of better ways 
to promote modifications in sexual behavior; programs 
aimed at interrupting the HIV transmission "engine" 
of concurrent sexual partnerships would likely have a 
great impact on slowing our local epidemic. There is a 
huge need for such programs, yet all we hear about is 
the need for better access to condoms.61 

Survey data from Lesotho bring Leclerc-Madlala's 

observation into sharp relief (Figure 5). When a repre-

sentative sample of Basotho men were asked to name 

prevention messages they could recall hearing about (from 

a variety of sources), respondents identified condoms far 

general awareness of AIDS, while the men recalled relatively 
few messages about faithfulness and abstinence. Considering 
that condoms have not reduced generalized African epidemics, 
while changes in behavior have resulted in HIV reductions 
elsewhere in Africa, these data provide further indication of 
the need for public health initiatives to place greater emphasis 
on behavior change. SOURCE: Andy Tan et al. for USAID, A 
Baseline Survey of Multiple and Concurrent Sexual Partner-
ships among Basotho Men in Lesotho, C-Change/Academy for 
Educational Development, July 2009, 25. 
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more often than anything else. Abstinence and faithful-
ness were much less commonly recalled. In fact, the 
recall of condom messages exceeded the recall of both 
abstinence and faithfulness messages by approximately 
ten-fold each. 

A recent British Medical Journal article also called for 
a renewed prioritization to change sexual behavior. The 
article included an appeal to the "common good" (gener-
ally rare in scientific publications dealing with matters 
of sexuality) and concluded that "we can help foster and 
reinforce shared perceptions that certain risk behaviors are 
both personally unwise and raise the burden and effects 
of disease for all."62 

Other highly relevant studies, published in the 
American Journal of Obstetrics and Gynecology and the 
African Journal of AIDS Research, have called for the 
modification of the standard risk reduction approaches 
to sexually transmitted infections, and for authorities to 
respond more intelligently to epidemiological trends.63 

Inasmuch as how we define or diagnose a problem shapes 
how we will try to solve it, honesty about the behaviors 
and attitudes that drive HIV transmission is essential. 
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IV 

T H E FAILED 
P U B L I C H E A L T H R E S P O N S E 

"As AIDS educators," says David Wilson, "we often publicly 
promote approaches that we would not countenance in our 
own personal lives, such as the notion that it is acceptable 
for our spouses or our children to have multiple partners, 
provided condoms are used."' 

Wilson's insight gets to the heart of the matter. It at 
once recognizes a universal ethical point of reference and 
demonstrates the AIDS Establishment's insistence on 
ignoring it. All persons long for love, respect, and fidelity 

- the very foundations of the Golden Rule, treating others 
as you would like them to treat you. The AIDS Establish-
ment distances itself from this basic ethical norm. In place 
of the norm, they resolutely follow the imperative to appear 
nonjudgmental, approving of almost any form of behav-
ior - as long as it is far removed from their own personal 
circumstances. The AIDS Establishment is committed to 
this viewpoint, even when it means turning a blind eye to 
contradictory or threatening data. Such a stance not only 
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betrays considerable philosophical recklessness but also 
undermines its own scientific credibility. 

Rejecting Abstinence and Fidelity Strategies 

The AIDS Establishment has displayed a strong and 
consistent reluctance to acknowledge and act on evidence 
that shows the crucial role of behavioral change in slow-
ing HIV transmission. In a 2003 British Medical Journal 
article, for example, Daniel Low-Beer explained that 
the declines in HIV resulting from a 65 percent decline 
in casual sex in Uganda were simply not described in 
UNAIDS reports.2 The UNAIDS 2001 Declaration of 
Commitment on HIV/AIDS does state that "abstinence 
and fidelity" should be part of any comprehensive AIDS 
prevention program,3 yet the U N A I D S 2005 AIDS 
Epidemic Update only refers to abstinence twice and to 
fidelity three times in the entire ninety-eight-page report. 
Neither word is mentioned favorably.4 

Furthermore, when the 2005 Epidemic Update refers 
to the role played by abstinence and fidelity in decreas-
ing HIV incidence and prevalence, it describes them 
ambiguously and even misleadingly. In referring to the 
decreases in Uganda and Kenya, for example, it states 
that "in both countries, behavioural changes are likely to 
have contributed to the trend shifts," leaving the reader 
unsure as to which behavioral changes it means and what 
effect they had.5 

It also describes the condom as the most effective "tech-
nology" for AIDS prevention, overlooking the fact that the 
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behavioral strategy of abstinence enables a person to avoid 
risk altogether, and ignoring the profound epidemiological 
impact partner reduction has had. Condoms might be the 
most effective "technology" for AIDS prevention, but they 
are certainly not the most effective prevention measure. 
Abstinence is the only 100 percent effective preventive 
measure; partner reduction is, of course, not the same as 
abstinence, or even comparable to lifelong monogamy or 
fidelity, yet it has proved to be a much more important 
factor than condoms in declines of HIV incidence. 

A preparatory document for the 2005 World AIDS Day 
campaign includes a summary of the 2001 Declaration of 
Commitment, specifying among the goals of prevention 
efforts to "encourage responsible behaviour [and] expand 
access to male and female condoms."6 Yet point 52 of the 
declaration originally spoke of "encouraging responsible 
sexual behaviour, including abstinence and fidelity, [and] 
expanded access to essential commodities, including male 
and female condoms."7 Mention of abstinence and fidelity 
is wholly omitted from the 2005 summary. 

In discussing Uganda's unparalleled success in reduc-
ing HIV prevalence for a 2005 PBS NOW documentary, 
UNAIDS executive director Peter Piot said, "The problem 
is of course that we will never know, probably, what percent-
age of the decline is due to condom use. What percentage is 
due to abstinence. And so . . . you can't always disentangle 
that. But we also know that no country has been successful 
in bringing down the number of new infections of HIV 
without strong condom promotion."8 
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Never mind that Uganda's decline in HIV incidence 
could not possibly have been due to condom promotion, 
since the decline occurred well before Western donors 
flooded the country with condoms! Piot's statement only 
serves to obfuscate-to diminish the greatest contribu-
tions we described earlier: actual changes in primary 
behavior, measured in terms of greater levels of fidelity 
and of abstinence. 

Furthermore, Piot's assertion here is almost dia-
metrically opposed to global findings on declines in HIV 
prevalence: all the evidence indicates that the common 
denominator in HIV declines around the world is not the 
promotion of condoms but a reduction in sexual partners. 
Indeed, countries with the most robust condom promotion 
programs, such as South Africa, have some of the most 
severe AIDS epidemics in the world. Whatever the role 
of condoms may have been in averting some individual 
transmission in some settings, Piot's claim that condoms 
have been the universal key ingredient to declining rates of 
HIV infection is wildly misleading. While Piot's statements 
may both confirm and perpetuate the preconceptions of 
the AIDS Establishment, they have become increasingly 
hard to defend. 

These examples are representative of the tendency 
to downplay or ignore abstinence and fidelity in official 
statements and reports. 

Beneath the reluctance to promote abstinence and 
fidelity lies the assumption—at once patronizing and 
dangerous—that sexual behavior cannot be changed. At 
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times this reluctance gives way to a militant conviction 
that, even in the face of HIV/AIDS, sexual behavior 
should not change. This explains the AIDS Establish-
ment's overwhelming and reflexive recourse to technical 
"solutions." 

This is not to say that people will respond to direc-
tives or prohibitions alone. Promoting risk avoidance is 
not without its challenges. What is needed is not simply 
information about disease but teaching that helps explain 
the deeper significance and meaning of sexuality and 
the dignity and respect due to every human being. Such 
an understanding makes clear the value of postponing 
the start of sexual relations and the value of mutually 
monogamous sexual relations. Interventions are needed 
to foster a greater understanding of sexuality and human 
dignity and to counter established norms that encourage 
behaviors which increase HIV transmission. The vision of 
sexuality that leads to behavior change is based on respect 
for oneself and for the other, and on hope for the future.9 

This broader context is particularly important since simply 
knowing about the risks of disease does not in itself lead to 
reductions in risky behaviors and disease prevalence. 

There is also a need for strategies that foster healthy 
behaviors through social networks and community struc-
tures that influence individual behavior. The responsibility 
lor transformation, therefore, does not rest solely on sexu-
ally active youth whose behavior places them at risk, for 

example, but also on older members of the community 
who, as guardians of the culture, uphold the dignity of 
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every human person and the deeper understanding of 
sexuality. 

It is not uncommon to hear that changing behavior, 
especially sexual behavior, will invariably take a long 
time. The AIDS Establishment offers this as an additional 
rationale for emphasizing technical rather than behavioral 
approaches to HIV prevention. As Wilson points out, 
however, one of the most striking but overlooked elements 
in the successful reductions of HIV prevalence is how 
quickly behavior changed, most notably in Uganda and 
Thailand.10 This represents genuine cause for hope, for it 
shows that entire populations are capable of relatively rapid 
behavioral changes. 

Thus, making risk avoidance a priority is not just a 
matter of investing resources but a matter of emphasis, 
of communicating commonsense ideas and of daring 
to uphold values and norms that run counter to those 
cherished by the AIDS Establishment. 

Overselling Condom Effectiveness 

While measuring the effectiveness of condoms in pre-
venting HIV transmission is inherently difficult, the most 
detailed scientific estimates range from 80 to 90 percent. 
A 2000 study by the National Institutes of Health put 
the figure at about 85 percent, a 2003 UNAIDS review 
of literature on condoms in developing countries puts 
it at 90 percent, and a study published in the Cochrane 
Review puts it at 80 percent.11 Since condom use with 
an infected partner carries a risk of infection, repeated 
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exposure increases the likelihood of infection over time. 
Even with "perfect" condom use, HIV may eventually be 
transmitted. 

But it is necessary to understand these data. Saying 
that condom use reduces risk by 80 percent does not mean 
"there is a 20 percent failure rate." When "discordant" 
couples (one person is infected and the other is not) have 
sexual relations over the course of a year without using a 
condom, the infection rate is about 5.7 percent. If they 
always use a condom, and use it correctly, this risk will be 
reduced by 80 percent, to a rate of 1.14 percent (5.7 x 0.8 = 
4.56, and 5.7 - 4.56 = 1.14). This probability of infection 
tends to be lower when the infected person is receiving 
appropriate antiretroviral treatment, but it can be higher if 
that person is not on treatment—which is far too common 
in severe African epidemics. These results come from a 
review of 4,709 scientific bibliographic references and 
selected studies that allowed valid comparisons.12 

Although with condom use the probability of HIV 
infection is theoretically low, however, that is not quite 
the end of the story. There is a great difference between 
theoretical effectiveness and real effectiveness, in practice, 
in the population as a whole. Theoretical effectiveness 
refers to ideal conditions, in which condoms are of good 
quality, are used correctly, and are used every time. These 
conditions rarely exist in practice. In Rakai, Uganda, for 
example, it was estimated that for the 4 percent of the 
population who used condoms consistently, the condoms 
provided only a 67 percent rate of effectiveness against 
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HIV infection.13 In Finland, 37 percent of men and 34 
percent of women who used condoms said condoms had 
failed. Among both men and women, one in every four 
said a condom had ruptured at some time.14 Seventy-one 
percent of young people in the United States who had used 
a condom during the previous three months experienced 
at least one error problem: 41 percent forgot to use them, 
31 percent experienced condom ruptures, and 15 percent 
had the condom slip off; only 16 percent were "consistent 
users."15 These failures must be weighed against the real 
possibility of contracting a fatal infection. 

Moreover, there is no evidence that inconsistent 
condom use provides any protection against HIV trans-
mission.16 On the contrary, there is a great deal of evidence 
suggesting that people who use condoms inconsistently 
may be at greater risk of infection than those who do not 
use them, probably because they tend to have a higher 
rate of other risk factors, such as multiple sexual partners 
and drug use.17 Since so many condom users use them 
inconsistently, this problem must also be weighed against 
the possibility of contracting a fatal infection. 

These are not concepts that can be communicated 
simply or quickly or even neutrally in a voluntary screen-
ing and personal counseling session. 

Encouraging Voluntary Counseling and Testing 

Voluntary counseling and testing (VCT) has been, 
and remains, a mainstay of the AIDS Establishment's 
approach to HIV prevention, largely because its value-
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neutrality is consistent with the AIDS Establishment's 
philosophical outlook. VCT campaigns tend to downplay 
underlying behaviors per se, and rely heavily on encourag-
ing condom use. VCT was a favored intervention even 
before the recent and rapid increases in the availability of 
antiretroviral therapy, which has required a large increase 
in testing. 

The assumption is that if people know their HIV status, 
they will adjust their behavior to protect themselves and 
others. U.N. Ambassador Richard Holbrook was merely 
expressing what had long been axiomatic when he wrote 
in the Washington Post, 

But isn't it obvious that AIDS will continue to spread 
more rapidly as long as 90 percent of those affected do 
not know their status? Wouldn't greater knowledge 
of one's status—held in the strictest confidence (an 
essential part of any testing program)—greatly modify 
behavior, both for those who are HIV-positive and for 
the large majority who, even in the worst-hit areas, are 
not infected?18 

But testing alone does not directly influence incidence: 
behavior influences incidence. The question is, therefore, 
what is the impact of VCT on behavior and thus on HIV 
incidence? 

The impact of VCT on behavior and on HIV inci-
dence remains rather unimpressive. A recent randomized 
trial of VCT services in Zimbabwe concluded that even 
highly accessible VCT did not lead to declines in HIV 
incidence—and also that rapid testing appeared to have 
adverse behavioral consequences in some HIV-negative 
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clients.19 An earlier meta-analysis demonstrated that while 
in developing countries VCT may lead to some behavioral 
changes in those clients who are already HIV-positive, it 
does not seem to be effective as an instrument for primary 
prevention. 

A more recent study from Uganda likewise found that 
V C T neither changed behavior nor reduced HIV inci-
dence. It suggested that HIV-negative people who accept 
repeated sessions of V C T constitute a special risk group 
because they persistently engage in risk-taking behavior.21 

A thorough 2005 review of the impact of V C T on risk-
taking behavior and HIV incidence concluded that it 
would be difficult to assert that an increase in V C T would 
yield its hoped-for prevention benefits.22 

V C T programs as currently devised seem to be insuf-
ficient as an HIV prevention strategy. This does not mean 
that counseling and testing are not important for other 
reasons or should be abandoned. It does mean that the 
substantial investment in V C T as a frontline of defense 
against HIV transmission is not based on the evidence 
and has not produced the anticipated results. 

All V C T efforts should therefore be accompanied by 
rigorous risk avoidance campaigns, stressing mutual fidel-
ity and abstinence, respect between the sexes, and healthy 
cultural norms of behavior. Finally, it is most instructive 
to recall also that HIV incidence and prevalence were 
declining in Uganda in the late 1980s and early 1990s, 
long before V C T services were even introduced by the 
Western donor community. 
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Treating Other Sexually Transmitted Infections 

Another mainstay of the public health approach to 
AIDS prevention has been to treat other sexually transmit-
ted infections (STIs) in order to reduce the transmission 
of HIV. Although the same behavior that accounts for an 
STI could also result in an HIV infection, this preven-
tion strategy is not so much behavioral as it is biological. 
It is not meant to dissuade people from engaging in 
risky behavior in the first place. Treatment of the STI is 
specifically designed to provide a biological mechanism of 
protection for those exposed to the HIV virus by making 
it less likely to establish a foothold in the body. 

The basis for the strategy rests on the assumption 
that some HIV infections can be attributed to another 
pre-existing untreated STI (by virtue of lesions, sores, 
and greater exposure of the virus to blood). In other 
words, all other things being equal, some HIV infec-
tions would not occur except for the presence of another 
STI. The World Health Organization has long asserted 
that the presence of an untreated STI increases the risk 
of both acquiring and transmitting HIV.2' The related 
hypothesis—that better management and treatment of 
STIs would reduce HIV incidence more broadly in the 
general population—soon became conventional wisdom 
in the AIDS Establishment. 

Initially, perhaps, this idea held some merit. One 
Tanzanian study found that the treatment of STIs yielded 

a reduction in HIV incidence close to 40 percent.24 
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However, five further randomized controlled trials were 
not able to demonstrate similar results.25 In fact, these 
five other studies indicated that treatment of bacterial 
STIs had no effect on HIV.26 These trials featured either 
the mass treatment of all members of the community 
for bacterial STIs or the treatment for bacterial STIs by 
means of syndromic management, that is, treating symp-
toms generally associated with bacterial STIs without 
necessarily identifying the specific pathogen responsible 
for morbidity. This approach is widely used for managing 
STIs in the developing world, where laboratory diagnostic 
facilities are uncommon; it is also more feasible in terms of 
costs and minimizes unwarranted delays in treatment. 

Perhaps the initial success in Tanzania may have 
been attributable to the relatively early stage of the HIV 
epidemic; it remains open to speculation. Nonetheless, for 
all practical purposes, the results of every subsequent trial 
make the overwhelming body of evidence negative. 

Although treatment of bacterial STIs has been ineffec-
tive in reducing HIV rates, most STIs in southern Africa 
are viral, suggesting the possibility that the treatment of 
viral infections might be more effective. However, despite 
some encouraging early indications, the evidence to date 
does not seem particularly promising. A 2007 article in 
the New England Journal of Medicine, for example, sug-
gested that herpes simplex virus suppressive therapy may 
potentially help control HIV, but it remained unclear 
whether routine use of such therapy will provide benefit 
to patients by reducing the progression of HIV or benefit 
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to the community by reducing transmission to others.27 

More conclusive evidence was published in the journal 
Science in 2008, showing that "two recent [randomized 
controlled trials] to prevent HIV acquisition by treating 
genital herpes have been similarly discouraging."28 

Despite these highly relevant findings, this strategy 
of treating STIs has remained a fixture in HIV preven-
tion among the AIDS Establishment. The World Health 
Organization now uses a bit more caution and says that 
"people with STIs may be at higher risk of acquiring 
or transmitting HIV infection," yet they assert that 
"programmes for the prevention and treatment of STIs, 
especially among populations at higher risk for sexual 
transmission of HIV, remain important elements of HIV 
prevention programmes."29 

Treating STIs—which are a considerable source of 
morbidity in their own right—would be important even 
if there were no HIV epidemic, but it seems clear that 
we can expect minimal impact on HIV transmission 
from such a strategy, particularly in Africa's generalized 
epidemics.30 Indeed, the AIDS Establishment's persistent 
rcliance on this strategy as a major plank in efforts to curb 
HIV seems hard to justify. 

Researchers at the University of Alberta in Edmonton, 
Canada, argued convincingly in an important article pub-

lished in the American Journal of Obstetrics and Gynecology 
that in the face of discouraging results from "barrier 

methods" (condoms) and the treatment or "manage-
ment" of infections, medical professionals, educators, and 
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governments are confronted with two contrasting options: 
either accept high or rising rates of STIs as "inevitable or 
unavoidable" or focus on the actual, underlying behavior 
that leads to heightened susceptibility to infection.31 Yet 
the latter is precisely what the World Health Organization 
resists at every turn. Its deep-seated reluctance to address 
in earnest the underlying sexual behavior seems to reveal 
a preference for an almost exclusively technical solution 
to the problem. 

The technical way out of disease promises emancipa-
tion from whatever nature's verdict might otherwise be. It 
makes no pesky demands on behavior. On the contrary, in 
implicitly promising a lack of undesirable consequences, 
it subtly validates the activity itself: no harm, no foul. 
With sufficient technical advances, the prospect of dis-
ease or pregnancy could theoretically be eliminated, 
thus removing hindrances to the raw pursuit of sexual 
pleasure. Without technical measures, however, there 
would naturally be a greater incentive to cut back—to 
check sexual appetite—if only for pragmatic reasons. The 
promise of a technical solution to the AIDS epidemic, 
however remote, keeps unwelcome challenges to cherished 
notions of sexual liberation at bay. 

Although their recommendation has gone unheeded by 
most of the AIDS Establishment, the Canadian researchers 
urged that prevention "initiatives focusing on primary 
prevention of behaviors predisposing individuals to [sexu-
ally transmitted disease] risk must be adopted," since "the 
promotion of optimal lifelong health can be achieved most 
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effectively through delayed sexual debut, partner reduc-
tion, and the avoidance of risky sexual behaviors."32 

This is sound, commonsense advice. When a person 
has more than one sex partner during the year, the risk of 
acquiring an STI such as chlamydia, gonorrhea, tricho-
moniasis, or human papillomavirus triples and is greater 
than the protective effect of condoms during those sexual 
relations.33 A decrease in the number of sex partners has a 
greater impact on HIV transmission than the treatment 
of STIs or the use of condoms.34 Even partial adoption 
of A and В can have a much more profound impact on 
the epidemic than treatment of STIs. 

Ignoring Evidence 

In many countries in sub-Saharan Africa, HIV trans-
mission rates have remained high and even grown, despite 
a considerable increase in condom use. Condom sales in 
Botswana increased from one million in 1993 to three 
million in 2001, while HIV prevalence among pregnant 
urban women increased from 27 to 45 percent. In Camer-
oon, condom sales rose from six million to fifteen million 
in the same period, while HIV prevalence increased from 
3 to 9 percent.35 

There is great incongruence between the theoretical 
effectiveness of the condom at the individual level, and 
the public perception of its actual effectiveness at the 
population level. Ibis crucial distinction is generally not 
well understood. Ibis remains the case particularly in 
the Western media, even though respected researchers 
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were pointing out as early as the year 2000 that "massive 
increases in condom use worldwide have not translated 
into demonstrably improved HIV control in the great 
majority of countries where they have occurred." 

An exhaustive review of the impact of condom pro-
motion on actual HIV transmission in the developing 
world concluded that condoms have not been responsible 
for turning around any of the severe African epidemics. 
This rigorous study was originally commissioned by 
UNAIDS and conducted by researchers at the Univer-
sity of California at San Francisco. Dr. Norman Hearst, 
who led the study, was originally surprised by the results 
and found that they were not what "UNAIDS wanted 
to hear at all."37 

Instead of welcoming the findings and adapting HIV 
prevention strategies accordingly, UNAIDS first tried 
to alter the findings and then refused to publish them. 
The findings were so threatening to UNAIDS that the 
researchers were finally forced to publish them on their 
own in another prestigious, though less visible, peer-re-
viewed journal, Studies in Family Planning.38 

Meanwhile, explains Hearst, UNAIDS "released their 
own separate statement about how wonderful and effec-
tive condoms are. This did not have our names on it, nor 
would I have wanted it to."39 Hearst had worked with the 
UNAIDS for years prior to this study but never received 
an explanation for their actions and soon sensed that he 
had been blacklisted. 
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This episode provides a disturbing glimpse into the 
priorities of the leading AIDS agency of the United 
Nations. Although normally quick to insist on the right 
to "accurate information" about condoms, in this case 
UNAIDS placed their own ideological preferences above 
the welfare of those whom they are charged with protect-
ing. In fact, this flagrant disregard for highly relevant 
evidence reveals their relative lack of interest in questions 
of science; rather, they seem to "have considered the 
disease a profound threat to the ideology of the sexual 
revolution, and have at times put both the protection and 
the promotion of this ideology ahead of public health."40 

It would be difficult to avoid concluding that such actions 
fail others miserably, even by the standards of the most 
secular humanism. 

While these findings proved a threat to UNAIDS, 
they prompted Hearst to remark, with great independence 
and integrity, that what is needed is to "move beyond 
debating how well condom promotion might work to 
examining how well it has."41 

The evidence has led Hearst and other respected sci-
entists to say that campaigns encouraging condom use 
will do more harm than good if they lead young people 
to have sexual relations, especially if the young people 
end up using condoms inconsistently and in situations 
where there is a high risk of transmission. A campaign 
promoting condom use does more harm than good if 
it fosters sexual practices that are riskier than those in 
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which people would engage had they not been exposed 
to the campaign. 

Riskier behaviors are associated with increases in HIV 
infection, and "this would seem to strengthen the argu-
ment that interventions are needed to lower the levels 
of higher-risk sexual activity," according to Harvard 
researcher Edward C. Green in his groundbreaking 2004 
book, Rethinking AIDS Prevention. Green concludes that 
"adding condoms to high-risk behavior does not seem to 
have much impact on the consequences of the behavior. 
Condoms evidently do not protect against HIV infection 
as well as they are supposed to."42 

Promotion of condoms, voluntary testing and coun-
seling, and treatment of sexually transmitted infections 
have had a negligible impact on HIV incidence in Africa. 
Nevertheless, these risk reduction interventions still 
form the backbone of the World Health Organization's 
"comprehensive" HIV prevention strategy. This alone 
would seem to raise serious questions. Indeed, the 
World Health Organization was criticized in 2007 more 
broadly—regarding a host of other health matters—for 
rarely using systematic reviews or concise summaries ol 
findings in developing their recommendations.43 

Although the contributions that risk avoidance 
behaviors have made in national success stories have 
been decisive, and risk reduction measures a major dis-
appointment, there are certainly instances where a risk 
reduction strategy has helped avert infection. Condoms, 
for example, may have protected some individuals some of 
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the time. But they have not had a protective epidemiologi-

cal impact at the population level. Therefore, from a purely 

pragmatic point of view, there remain large and serious 

concerns about the practical impact and efficacy of risk 

reduction strategies. Pointing this out is one thing; point-

ing out that some people are uneasy about the messages 

that the strategies convey—about their underlying moral 

and philosophical foundat ions—is another. 
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V 

C O N F R O N T I N G T H E DATA 

Evidence for the influence of other factors on HIV 
transmission needs to be assessed with care. Among these 
factors are poverty, the practice of having multiple or 
intergenerational sexual partners, and the phenomenon 
of risk compensation, which are considered here. 

HIV/AIDS and Poverty 

The AIDS Establishment has frequently asserted 
that poverty—not just material deprivation but food or 
economic insecurity and exploitive inequality—causes 
AIDS, and therefore that improving material conditions 
will lead to a decrease in AIDS.1 This argument, though 
worthy of serious evaluation, has also tended to divert 
attention from the actual source of HIV transmission, 
which is behavior. 

It is true that in some cases poverty can be a decisive 
lactor contributing to the behaviors that lead to HIV 
transmission. External factors (whether economic or 



A F F I R M I N G L O V E , A V O I D I N G A I D S 

cultural) would increase HIV transmission inasmuch as 
they result in exploitation and exposure to HIV through 
multiple sexual partners. For example, poor women may 
become involved in "transactional sex" or the commercial 
sex trade in an effort to get out of poverty, placing both 
themselves and their sex partners at greater risk. It would 
be wrong to conclude, however, that HIV transmission is 
mainly a consequence of economic status; indeed, many 
studies have revealed nearly the opposite.2 

Unlike tuberculosis or cholera, "AIDS is not necessar-
ily a disease of poverty, but AIDS deepens and prolongs 
poverty."3 In fact, higher income and education levels are 
associated with higher-risk behaviors and increased HIV 
infection.4 In Rethinking AIDS Prevention, Edward Green 
refers to three Cs as risk factors: "cash, car and cell phone."s 

People with these assets typically are able to attract more 
sexual partners—and thereby end up furthering HIV 
transmission. 

The wealthier African countries (South Africa, Botswa-
na, Swaziland, and even Zimbabwe prior to its recent 
collapse) have the continent's highest HIV infection rates 
(between 25 and 40 percent of the population is infected), 
while some of the poorer countries (Somalia, Guinea, 
Liberia, Mali, and Eritrea) have the lowest. In Zambia, HIV 
prevalence notably increases with the level of education, 
ranging from 13 percent in women with less than primary 
education to 26 percent among those with college or uni-
versity education.6 One study carried out in Tanzania found 

a strong, positive association between greater household 
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wealth and HIV prevalence, perhaps because wealthier 
men and women have more means for having multiple and 
concurrent sex partners (Figure 6, next page). 

An analysis of the 2003-2005 Demographic and 
Health Surveys, which are funded by the United States, 
reveals that "contrary to evidence for other infectious dis-
eases and theoretical expectations, in sub-Saharan Africa 
HIV prevalence is not disproportionately higher among 
adults living in poorer households."7 Policy makers, there-
fore, need to adjust to the reality that HIV prevalence is 
not necessarily higher among the poorer.8 

In fact, while AIDS is not primarily or exclusively 
a disease of the poor, acquiring HIV/AIDS clearly pro-
longs and exacerbates poverty and can be considered a 
principal source of poverty.9 HIV/AIDS itself "generates 
new poverty," reducing income as well as depreciating 
human, physical, natural, and social assets.10 UNAIDS 
data show that household income in Africa can fall by 
30 to 60 percent as a result of HIV/AIDS. At the same 
time household spending on health care can quadruple, 
while spending on food can decrease substantially (by as 
much as 41 percent).11 

HIV/AIDS is thus unlike many other diseases in 
that greater material assets do not protect against infec-
tion, because HIV transmission is ultimately behavioral 
ill nature and is influenced by cultural norms relating 
to sexuality. Peter Glick of Cornell University, after 

reviewing the variables involved, concluded that there 
is considerable evidence to refute the "popular view that 
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F I G U R E 6 . H I V prevalence by wealth quintile. These 2 0 0 3 -

2 0 0 4 data from Tanzania show an increased HIV prevalence 

with greater wealth. Similar findings have been reported for 
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the best way to reduce AIDS is to reduce poverty."12 The 
Ethiopian Catholic Church echoed this perception by 
saying, "Since wealth, education, information, or youth, 
in and of themselves, do not guarantee protection against 
this virus, it further points to the urgent need to form 
consciences, creatively articulate and promote human 
and spiritual values, and reinforce norms of behavior that 
respect man's capacity to love."13 

Addressing very real needs for greater human develop-
ment, alleviation of poverty, and respect between the sexes 
does not conflict with promoting abstinence and fidelity. 
Conversely, A and В facilitate the practical pursuit of 
those social goods, will ultimately lead to reduced HIV 
transmission, and can only help contribute to economic 
improvement. 

One final note: Very poor women who resort to pros-
titution to survive or to feed their children do not wish 
to be in that situation. They need alternative sources of 

other sub-Saharan countries. The fact that AIDS, unlike 
tuberculosis or cholera, is not primarily a disease of the poor 
strikes many as surprising, but as Shelton et al. note that "the 
difference in prevalence for women between the lowest and 
highest wealth quintile is four-fold." SOURCE: From James D. 
Shelton, Michael M. Cassell, and Jacob Adetunji, "Is Poverty 
or Wealth at the Root of HIV?" Lancet 366.9491 (September 
24, 2005), 1058, based on data from the Tanzania Commis-
sion for AIDS, National Bureau of Statistics, and ORC Macro, 
Tanzania HIV/AIDS Indicator Survey 2003-2004 (Calverton, 
MD: TACAIDS, NBS, and ORC, 2005), 75. 
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income, which can be provided through training and 
income-generating projects. Merely settling for risk reduc-
tion sends a message that they and their children do not 
matter and can continue to be used and abused. 

Multiple Sexual Partners 

In parts of southern Africa, the current infection 
rate among women between ages fifteen and nineteen 
is three to four times that of their male counterparts. In 
South Africa, young females with sex partners more than 
five years older have much higher rates of infection than 
those who do not have older partners.14 This indicates a 
particular vulnerability for young women and the dangers 
of cross-generational sex. For these reasons some voices 
within the AIDS Establishment are striving to redefine 
the AIDS prevention paradigm, following the mantra of 
"lead with partner reduction and focus on adult men."15 

This is a significant development, since the unquestioned 
mantra had always been "lead with C." 

In 2006, an international group of HIV prevention 
technical experts convened in Lesotho in 2006 to review 
and discuss trends related to HIV transmission in south-
ern Africa. They recommended that an essential priority 
of international HIV prevention guidelines should be 
to "address gender issues especially from the perspective 
of male involvement and responsibility ... specifically to 
reduce multiple and concurrent partnerships, intergen-
erational/age-disparate sex, and sexual violence."16 
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At the same time, however, as David Wilson of the 
World Bank and Daniel Halperin of the Harvard School 
of Public Health pointed out in the Lancet, "it is striking 
that a comparison of gender equality and HIV prevalence 
across African countries shows a strong positive, not nega-
tive, association."17 In Botswana, for example, where the 
epidemic is severe, men and women enjoy relative equal-
ity. The much poorer Niger, with much more inequality 
between men and women, has very low HIV prevalence 
(0.7 percent). Ibis would suggest that gender inequality 
per se is not the driving force behind HIV transmission, 
but rather the extent of multiple partnerships (as well as 
differing male circumcision patterns mentioned earlier). 

In 2006, James Shelton of USAID wrote an article in 
the Lancet refuting commonly held myths about gener-
alized HIV epidemics. In discussing the issue of gender 
equity and HIV/AIDS, he observed that the role of male 
behavior, though more widely recognized, cannot be held 
entirely accountable. He noted that women who have 
multiple partners are also a significant contributor to the 
severity of generalized epidemics.18 

Ihus we cannot adequately confront HIV transmis-
sion without addressing, more specifically, the issue of 
multiple sexual partners. Honest reflection about the 
cause (proximate determinants) of HIV transmission 
is possible; indeed, it is the essential first step in formu-
lating just responses. This means that the value-based 
dimensions of having multiple sexual partners and, by 
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extension, other harmful cultural attitudes or practices 
must be reexamined. 

The national AIDS commissions for Kenya, Tanzania, 
and Uganda have asserted that "the centrality of culture 
must be addressed more rigorously."19 For example, the 
cultural practice of wife inheritance heightens vulner-
ability to HIV transmission in some parts of Kenya. 
When a husband dies, tradition indicates that his widow 
is to be taken in by a brother or another male relative. 
This practice once served to protect and provide for the 
widow, but this central dimension of the practice is now 
often neglected. The mandate for the widow to have 
sexual relations, however, has been retained. In fact, the 
practice has by and large devolved into a sexual ritual to 
be performed—even if not by the traditionally prescribed 
person. Sometimes anyone will have to do. Driving 
through rural west Kenya, we once picked up a man who 
identified himself as a "wife inheritor"; he made himself 
available to perform the "cleansing" that some imagined 
was necessary. 

Malawi has also taken a step in this direction, stating 
in its national AIDS strategy that "culture is one of the 
underlying determining factors in the course of the epi-
demic," and it has identified a series of harmful cultural 
practices that must be addressed. As in Kenya, there is 
widow and widower inheritance in Malawi. In addition, 
they identified other practices, such as forced sex for 
young girls coming of age, consensual adultery for child-
less couples, wife- and husband-exchange, and temporary 
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husband replacement.20 Other risky practices include the 
use of unsterilized skin piercing and cutting instruments 
for scarification, circumcision, ear piercing, and tattooing. 
Modifying these traditional customs so that they are still 
able to achieve their cultural purpose without exposing 
people to HIV infection takes on special urgency. 

This process of exploring and modifying harmful 
cultural attitudes and practices is promising, albeit not 
without tension. After all, there is an inherent and under-
lying incongruence between the cultural acceptance of 
the multiple sexual partnerships, on the one hand, and 
the simultaneous belief that HIV infection results from 
having engaged in "illicit" behavior. Why, for example, 
would there be a debilitating sense of stigma in contract-
ing HIV if people are truly expected to have multiple sex 
partners (as is commonly said)? 

In the final analysis, respect for the dignity and value 
all persons, the just treatment of women, and the respon-
sibilities that come with sexuality must be promoted. 
Dignity and justice, though underemphasized, are highly 
relevant concepts for HIV prevention, and are surely per-
tinent to the overall response to the AIDS epidemic. 

Dignity is commonly and properly invoked in terms of 
providing compassionate care to people living with HIV/ 
AIDS, especially in desperate circumstances in which 
palliative care is limited. Yet dignity is just as relevant 
to prevention for young or otherwise vulnerable people 
who are not infected. Taking the dignity of every person 
seriously means fully respecting their inherent worth as 
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persons, not consigning them to circumstances of inescap-
able peril, degradation, or exploitation and striving merely 
to make it all "safer." It means settling for nothing less 
than their integral well-being. Risk reduction measures 
abandon the concept of integral well-being and propose 
a one-dimensional "solution." This often shortchanges 
the full measure of dignity due to each person; it treats 
people as objects to be managed rather than participants 
in their own authentic development. 

Justice is often invoked in terms of ensuring that 
African countries have the same access to medication as 
developed countries. Yet justice certainly applies to the 
realm of interpersonal relationships as well. The exploita-
tion and misuse of others (like commercial sex workers 
or multiple sexual partners) is an injustice, whether or 
not HIV is part of the picture. It may be disconcerting 
to admit this; it hits closer to home and threatens the 
West's cherished sexual libertinism. It also reeks of judg-
mentalism, which is the ultimate violation of political 
correctness, even among those who are otherwise inclined 
to fight for justice. It is more fashionable to identify wider 
structural issues like the economy (poverty) or access to 
medicines as the important AIDS-related justice issues. 
We should continue to address those issues, but we also 
need to recognize that interpersonal injustice is inextrica-
bly intertwined with the AIDS epidemic as well as with 
many other contemporary social ills. Ihis painful truth 
could be better factored into anti-AIDS campaigns. 
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One HIV-positive young woman whom we met at 
Nsambya Hospital in Kampala, Uganda, told us how 
crushed she was by the circumstances that led to her con-
tracting AIDS. She had been a happy girl, poor but well 
adjusted to her surroundings. Her parents died young, 
and an older man offered to pay her school fees. Soon he 
asked for her to come live with him. Her caretaker, an 
older sister, agreed. It was not long before she contracted 
HIV; she became pregnant and her baby died from AIDS. 
Her unforgettable message to us amounted to an impas-
sioned plea for justice, for safeguarding human dignity: 
"Tell the parents and the adults out there to look out 
for their children—otherwise none of this would have 
happened." What pained her so sharply was that no one 
stood up for her when she was young and vulnerable. No 
one recognized her dignity; no one insisted she be treated 
justly. Had there been adults in her life to protect her, she 
could have been spared the trauma of exploitation. 

To imagine that the destructive effects of multiple 
concurrent partnerships—not to mention the injustices 
of rape, coercion, poverty, and abuse—including the 
heightened risk of spreading HIV, are to be satisfactorily 
and effectively addressed by mere recourse to condoms 
or other risk reduction measures is not only folly but 
fatalistic. Achieving dignity and justice means paying 
attention to the practical indignities and injustices that 
foster HIV transmission. One aspect of social transforma-
tion is profound respect for the particular and essential 
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dignity of women and young people and for the justice 
due them. Dignity and justice are effectively pursued 
through abstinence and fidelity. 

Risk Compensation 

A further weakness in the risk reduction approach is 
now receiving more attention in scientific circles: people 
may increase risk-taking behavior because they perceive 
themselves to be at less risk due to a technological inno-
vation. This behavioral disinhibition is sometimes called 
"risk compensation" because the benefits of an interven-
tion designed to reduce risk can be offset if enough people 
who use it become careless about preventive behaviors or 
give them up.21 For example, people who made greater use 
of sunscreen suffered an increase in skin cancer because 
they compensated for the sunscreens protective effects 
with longer exposures to the sun.22 

John Richens, a British scientist who has done pioneer-
ing research on this phenomenon, argued in a landmark 
2000 Lancet article that risk compensation was respon-
sible for the initial failure of seatbelt laws to prevent deaths 
in traffic accidents. Many drivers assumed the seatbelt 
would protect them even if they drove more recklessly or 
under the effects of alcohol.23 In the same article Richens 
drew the parallel to condoms and sexually transmitted 
infections like AIDS by noting, "A vigorous condom-
promotion policy could increase rather than decrease 
unprotected sexual exposure, if it has the unintended 
effect of encouraging greater sexual activity."24 
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Risk compensation has been observed with a number 
of HIV/AIDS-preventive measures, such as the promo-
tion of condom use, the introduction of antiretroviral 
therapy, and post-exposure prophylaxis (taking antiret-
roviral therapy soon after suspected exposure to the virus 
in hopes that the virus will not take hold in the body).25 

Other measures like voluntary counseling and testing and 
the treatment of sexually transmitted infections may also 
have a disinhibiting effect.26 If A and В were properly em-
phasized as the safest and most effective way of preventing 
HIV infection, with the warning that condoms substan-
tially reduce the risk but do not eliminate it, those who 
choose condom use would be better informed about the 
concept of risk reduction and might be more motivated 
to avoid the slippery slope of risk compensation.27 

Risk compensation surfaced as a major theme dur-
ing Pope Benedict XVI's trip to Cameroon in March 
2009. A reporter asked the Pope to defend the Church's 
promotion of monogamy and opposition to condoms in 
the fight against AIDS, especially since such positions 
are "frequently considered unrealistic and ineffective." 
He responded in part by saying that "the scourge cannot 
be resolved by distributing condoms; quite the contrary, 
we risk worsening the problem." This prompted a fresh, 
if predictable, round of scorn from the Western press. 
France went so far as to say his statements represent a 
threat to public health. The New York Times—echoing 
the standard view of the AIDS Establishment—claimed, 
just hours after the Pope's remarks, that he "deserves no 
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credence when he distorts scientific findings about the 
value of condoms in slowing the spread of the AIDS 

"28 

virus. ze 

Edward C. Green debunks that conventional wisdom, 
writing, "I am a liberal on social issues and it's difficult to 
admit, but the Pope is indeed right. The best evidence we 
have shows that condoms do not work as an intervention 
intended to reduce HIV infection rates in Africa."29 Green 
concludes that what "we see in fact is an association be-
tween greater condom use and higher infection rates." 

We have many empirically documented examples 
of this phenomenon. In Uganda, for example, a state-
of-the-art condom promotion program found that the 
intervention group of eighteen- to thirty-year-olds used 
more condoms but also reported having significantly more 
partners than the control group. In the final analysis, the 
intervention group was at higher risk than the control 
group, even though the former had higher condom use.30 

These findings have been cited elsewhere in the scientific 
literature to demonstrate that behavioral disinhibition 
"is real."31 It has also been argued that the promotion of 
condoms at an early stage proved counterproductive in 
Botswana, whereas the lack of condom promotion dur-
ing the 1980s and early 1990s contributed to the relative 
success of strategies to change behavior in Uganda.32 

These findings should prompt serious reconsideration 
of the dominant approach to HIV prevention advocated 
by the AIDS Establishment. They call into question how 
well these interventions have lived up to one of the most 
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cherished principles and the first maxim in medicine and 
public health, "do no harm" (primum поп nocere). This 
awareness also helps explain the AIDS Establishment's 
reluctance to acknowledge the decisive contributions of 
abstinence and fidelity and to give them the emphasis 
they deserve. This raises further interesting questions: 
Might there be something flawed in the philosophical 
and cultural assumptions on which these interventions 
are based? Ideas, after all, have consequences. 

John Richens notes that demonstrating or precisely 
quantifying disinhibition in matters of sexual health is 
very difficult.33 But he has pleaded for a "stronger focus 
on interventions that can be shown to truly reshape 
individual's willingness to expose themselves to the risks 
of HIV."34 He has also pointed out that efforts to restrain 
behavior would confront entrenched forces within the 
culture, such as the "present climate of sexual freedom 
and the media portrayal of sex . . . It would raise suspicions 
that whoever was delivering the message was acting from 
a moral standpoint."35 

He has worried that scientific work in this area of risk 
compensation may be "misused" by religious or family-
oriented groups, but has also admitted that the concept 
remains "off-limits" in the public health community, as it 
is perceived as a threat by those with vested professional 
interests. There are condoms to be sold, new markets to 
be opened, grants to be awarded, prestigious articles to be 
published. The concept thus threatens many livelihoods 
as well as cherished values of modern Western culture, 
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which prizes complete sexual autonomy and expects that 
such autonomy should be without consequences and free 
from judgment. Failing to champion these cultural values 
or appearing to oppose them—even if only by presenting 
evidence which punctures the narrative of risk reduction's 
supreme effectiveness—can derail a career. 

Internal data from the nongovernmental organization 
PSI (Population Services International), which is the larg-
est American distributor of condoms around the world, 
also indicate that rising condom sales over time have 
coincided with rising HIV prevalence in African countries 
like Botswana and Cameroon, precisely where the Pope 
visited (Figure 7). These findings have been presented at 
professional venues and circulated in professional cor-
respondence but not widely publicized. For those with 
a market to protect, the knowledge that their product 
may actually be contributing to the problem needs to be 
carefully managed. 

F I G U R E 7. H I V prevalence and condom sales. This graph 
shows the rise in HIV prevalence among pregnant women in 
Botswana from 1990 to 2001 even as condom sales increased. 
As indicated earlier (p. 71), condom sales rose in Cameroon 
from six million to fifteen million between 1993 and 2001, 
while HIV prevalence increased from 3 to 9 percent. These 
trends do not prove causation, but they do suggest a lack of epi-
demiological impact. SOURCE: Edward C. Green, "A Summary 
of A B C Evidence," presentation to the Presidential Advisory 
Council on HIV/AIDS, March 29, 2004, slide 13, based on 
data provided by PSI (Population Services International. 
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Ihis organization, Population Services International, 
aware of these trends, has not faced harsh criticism of the 
kind routinely aimed at Pope Benedict by the Western 
press. On the contrary, it remains an ensconced fixture 
in the AIDS Establishment, where they find shelter with 
fellow travelers under the mantle of "objectivity." Thus, 
while many errors about AIDS prevention are committed 
in good faith and with humanitarian intentions, and while 
some discrepancies among scientists are due to diverging 
and sometimes difficult interpretations of empirical data, 
commercial interests certainly also play a role. 

Many Africans perceive this. The Congolese theo-
logian Benezet Bujo, for example, writes that "for the 
countries of the Third World . . . we wonder if in the 
end, the manufacturers and merchants of condoms are 
not obsessed by money alone, as is the case for the sale of 
arms where human life no longer plays any role."36 Bujo 
has a number of other pertinent observations to make 
on the subject. 

"According to African wisdom," he writes, "a disease is 
always an indication that something in human relations 
is wrong."37 Condom promotion simply cannot address 
this kind of breakdown in human relations. It cannot 
heal that discord or patch it over. It instead encourages 
"the consumer mentality of the modern world" and 
"reduces sex to the level of consumer goods."38 This 
only perpetuates conflict and pain in human relations 
instead of offering the prospect of authentic healing or 
fulfillment. It also strips away many traditional African 
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cultural understandings with respect to sex, discipline, 

responsibility, family and community. In essence, the 

"indiscriminate distribution of condoms ultimately wipes 

out African culture."3 9 

He insists that if the West were truly interested in help-

ing Africa, they "should offer their support in such a way 

that the African people can recover their spiritual and moral 

immunity, which cannot be underestimated even if it does 

not offer or replace a technical solution for A I D S . " 4 0 
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VI 

T H E C H R I S T I A N PERSPECTIVE 

Debates over HIV/AIDS prevention sometimes devolve 
into acrimonious disagreement. The emotional sensitivity 
of the subject indicates that the questions are not solely sci-
entific, but moral, philosophical, and ideological as well. 

Competing Visions of the 
Human Person and Sexuality 

Everyone dedicated to the fight against AIDS wants 
to see fewer people contract the AIDS virus and fewer 
people suffer its effects. But many are guided by assump-
tions ingrained within our Western culture that are often 
not recognized, let alone questioned. Many in modern 
Western societies find it difficult to grasp the Church's 
position on sexual morality, especially with respect to 
contraception, condoms, and HIV. The prohibition of 
contraception is the "one doctrine the world loves to 
hate," wrote Mary Eberstadt in her 2008 article "The 
Vindication of Humanae vitae," even though the predic-
tions in the 1968 encyclical about the destructive social 
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consequences of widespread contraception have plainly 
materialized. For many people even today, the teaching 
"simply defies understanding"; Eberstadt notes the pre-
vailing mindset: "A ban on condoms when there's a risk 
of contracting AIDS? Beneath contempt."1 

The ban is "contemptible," because condom use is mere 
common sense to those who hold that there are no moral 
grounds, with the exception of coercion, for limiting 
sexual activity to marriage. There is broad cultural and 
legal approval in the modern West for sexual behavior in 
any context as long as it is consensual. Whether or not 
sexual activity is situated before, within, or outside of 
marriage is of no concern to the AIDS Establishment. 
They may at times counsel against multiple concurrent 
partnerships because it invites disease, but the objection 
is a matter of prudence, not moral principle.2 

In the name of preserving health, the Al DS Establish-
ment emphasizes the pseudo-science of risk reduction. 
Evidence of its limitations and even its failure erodes this 
high ground they have claimed for themselves, and thus 
threatens the underlying sexual liberation project—which 
is what ultimately propels it. At the end of the day, 
"Western opinion makers and the media really want the 
Church to approve of extramarital sex, which is against 
the religious faith and traditional cultural values shared 
by millions throughout the world."3 

This explains why they so desperately want risk reduc-
tion strategies to succeed. It also explains why the Church 
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is frequently characterized as being opposed to science 
and labeled pejoratively as "dogmatic." In this way the 
Church and its teaching have been dismissed as irrelevant 
to real HIV/AIDS prevention. 

This charge does not stand up to scrutiny, but it does 
call to mind G. K. Chesterton's illuminating observa-
tion that "there are only two kinds of people: those who 
accept dogmas and know it, and those who accept dogmas 
and don't know it." Each approach to HIV prevention is 
charged with meaning and expresses an underlying set of 
values. Any given method "is only proposed by anyone for 
anyone because there is already an implicit or explicit view 
of the human person, sexuality, relationships, commit-
ment, self-sacrifice, chastity, and much else besides, at work 
in the minds of those who develop, those who teach, those 
who receive, and those who practice the method."4 

The challenge for Catholics is to articulate the beauty 
and truth of what the Catholic Church proposes. As Pope 
John Paul II wrote in Love and Responsibility, long before 
becoming Pope, it is necessary to "validate the 'rules,'" 
since all human beings, in attempting to integrate sexual-
ity into their personhood, may have "greater difficulties 
in practice than in theory." The task of the teacher or 
spiritual director, then, "is not only to command or forbid 
but to justify, to interpret, to explain."5 It is necessary 
to engage the culture, not primarily through technical 
discourse and debate, but through witnessing to deeper 
human realities and aspirations. This is no small task, 
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since the Church diverges with the AIDS Establishment 
not over "science" but over "irreconcilable concepts of the 
human person and of human sexuality."6 

The positions of the Church are plainly laid out for 
all to see. But what exactly is the underlying philosophi-
cal foundation of the approaches favored by the AIDS 
Establishment? The short answer is: a lethal mix of utili-
tarianism, individualism, and relativism—utilitarianism, 
in which "no action is ever right or wrong as such," but is 
only to be evaluated by its consequences;7 a complemen-
tary individualism in which the "right" to unrestrained 
sexual activity trumps the rights of others, the common 
good, and the truth; a relativism which subordinates truth 
to impersonal utilitarian calculations and to the "anything 
goes" creed of the Western sexual revolution. 

Allegiance to these strains of thought, the ultimate 
rationale for the AIDS Establishment's HIV prevention 
policy, has made confronting the attitudes and actual 
behaviors that drive the HIV epidemic almost unthink-
able. Yet scrutiny of that mentality and its consequences 
has been exceedingly rare. 

On the other hand, scathing criticism of the Church, 
on putative "scientific" grounds, has been routine. Some 
strongly reject the Catholic Church's concept of human 
sexuality, for example, as if their own views were neutral. 
Some accused John Paul II of responsibility for AIDS 
deaths in Africa, because he did not actively promote 
condoms or change the Church's teachings on sexual 
morality. In 2005, Nicholas Kristof wrote in the New 
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York Times that "the Vatican's ban on condoms has cost 
many hundreds of thousands of lives from AIDS," mak-
ing it one of "its most tragic mistakes in the first two 
millennia of [the Church's] history."8 Shortly after the 
Pontiff's death, a story in the influential English weekly 
New Statesman bluntly stated that "the Pope probably 
contributed more to the continental spread of the disease 
than the trucking industry and prostitution combined."9 

Some have suggested that the Vatican could be accused 
of "crimes against humanity."10 

The Ideological Assumptions of 
Global Health Bodies 

Where can one go to find an articulation of the ideo-
logical assumptions of the AIDS Establishment, including 
its claim to the truth about humanity—questions which 
by definition are beyond the reach of science? For the most 
part, we have to read between the lines. In his remarks for 
World AIDS Day in 2006, Kofi Annan, secretary-general of 
the United Nations, vaguely referred to the need to "under-
stand that real manhood means protecting others from 
risk," meaning that condom use should be synonymous 
with an enlightened sense of responsible manhood.11 

Occasionally, however, someone throws cautious 
ambiguity to the wind and reveals his ideological orienta-
tion and agenda more explicitly. In a 2002 speech to the 
World Bank, Peter Piot, executive director of UNAIDS, 
claimed that "above all, every community and every 
country needs to rewrite the rules of how it deals with 
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those sensitive issues at the heart of the epidemic—sex, 
adultery, homosexuality, prostitution, drug use, blood 
sales, rape, stigma, gender, inequality."12 

Why do that? Piot cannot say how "the rules" are 
responsible for HIV transmission, or how doing away 
with the rules (which are associated with health and 
well-being) would reduce the epidemic. He cannot say 
how the rules supposedly make perfect compliance with 
risk reduction measures impossible—especially if people 
disregard the rules to begin with. One thing is clear, 
however: he regards traditional notions of morality as 
the problem to be overcome. By this twisted but far too 
common reasoning, if people do not act safely, or if they 
do but still get AIDS, then traditional morality can always 
be implicated as the culprit. 

Like many in the AIDS Establishment, Piot seeks to 
jettison traditional morality in its entirety and supplant it 
with the code of "safety": if you act safely, you act respon-
sibly and do well. There is no place for any other judg-
ments. This ideological pursuit drives Piot, remarkably, 
to shift responsibility for the disease's transmission from 
inherently risky behaviors themselves to the "problem" 
of moral norms. It is a breathtaking display of rhetorical 
sleight of hand in the finest tradition of the Sophists. 

In asserting that we can "rewrite the rules," Piot aban-
dons a notion of truth in favor of the deceptive oppression 
of relativism, and reduces human freedom to license: 
personal "freedom" to engage in any sort of behavior. 
This concept of personal freedom is threatened by any 
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idea of fixed truths and moral norms. It also removes the 
person from the ties of human relationships. It reflects 
an impoverished idea of the human person which fails 
to respect the dignity, aspirations, responsibilities, and 
ultimate destiny of oneself and others. Sadly, this view 
informs much HIV prevention policy, with disastrous 
consequences for the lives of individual human beings. 

The breathless appeal to "rewrite the rules" offers 
an example of what John Paul II described in his 1994 
Letter to Families as "certain modern cultural agendas" 
that "'play on man's weaknesses" and lead paradoxically 
to enslavement rather than liberation." The modern cul-
tural agendas do so by removing the requirements of love 
from human sexuality, leading to "a man's and a woman's 
mutual 'use' of each other." This pursuit of the mere sat-
isfaction of sexual appetite "makes persons slaves to their 
weaknesses."14 One practical effect of these agendas is seen 
in the inability of some in the public health community 
to believe that people can control their sexual behavior, 
with the result that they emphasize technical solutions, 
such as the widespread use of condoms (the С strategy), 
and resist promoting abstinence and fidelity (the A and 
В strategies), regardless of the evidence. 

This is a deeply condescending view, even if it is 
shrouded in humanitarian rhetoric and rights-based 
language. 

Piot's representative plea to rewrite the rules, fueled by 
a fierce, modern form of individualism that is prevalent 
in the West, runs counter to what most people can grasp 



A F F I R M I N G L O V E , AVOIDING A I D S 

intuitively and know through reason, and sometimes 
through painful experience. Self-assertion, in the form 
of the pursuit of pleasure and power, leads people away 
from their own fulfillment rather than toward it. George 
Cardinal Pell of Sydney described this paradox in a 2009 
Oxford address: "The possibilities of happiness are greatly 
restricted by the lovelessness, fear and despair that the 
assertion of the autonomous self against others usually 
leaves in its wake."15 The antidote to self-seeking is pro-
posed by the Church: "Man can fully discover his true 
self only in a sincere giving of himself.""' 

Despite the fact that values and norms are widely 
recognized as strong influences on individual behavior, 
Piot's plea to "rewrite the rules" expresses a desire to do 
away with them altogether, or at least to fashion them 
according to a subjective and unbalanced understand-
ing of the human person. In Veritatis splendor, John Paul 
II diagnosed this tendency as "the attempt to adapt the 
moral norm to one's own capacities and personal interests, 
and [to reject] the very idea of a norm."17 

For the AIDS Establishment, norms relating to sexual 
behavior are to be jettisoned and replaced by rights, which 
are exalted above all other values. By this stratagem, the 
actual behaviors fueling the epidemic are ignored and the 
Church is decried for "driving the epidemic underground" 
with its moralizing, as if there would be no AIDS or 
fewer AIDS cases were it not for the Church's outdated 
injunctions against condom use. This seems contradic-
tory, if not irrational, as it assumes that people knowingly 
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reject the teaching of the Church on the proper place for 
sexual behavior (within marriage), but rigidly follow its 
injunctions against contraception. 

To judge from his own remarks for World AIDS Day 
in 2006, Tony Blair, British prime minister, also did not 
grasp this contradiction: "The danger is [that] if we have 
a sort of blanket ban from religious hierarchy saying it's 
wrong to do it, then you discourage people from doing it 
in circumstances where they need to protect their lives."18 

The Kenyan Catholic bishops described the inconsistency: 
"Some would have the Church offer such people advice 
on how to minimize the destructive consequences of 
their behavior as if, having rejected the central message 
of life-giving responsibility, they are likely to heed" any 
particular advice regarding condom use.19 

Utilitarianism and the Public Health Approach 

The discipline of public health, deeply influenced by 
contemporary culture, relies heavily on particular schools 
of thought which dictate particular AIDS prevention 
policies. Chief among them is utilitarianism, an ethical 
system known for its intent to achieve the "greatest good 
for the greatest number." This maxim shapes much mod-
ern thinking about complex social issues, even if many are 
unaware of it. It dominates much public health thinking 
and drives much HIV prevention policy. 

Although it has many strands, utilitarianism rests on 
the assertion that the value or worth of an act is determined 
solely by its consequences. In this framework, "morality 
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is reduced to doing what one can to minimize pain and 
suffering and maximize pleasure and enjoyment."20 As it 
applies to HIV prevention policy, the objective becomes 
seeking to maximize the good of sexual pleasure while 
minimizing the pain of AIDS. Delaying sexual activity 
or reducing the number of sexual partners would (it is 
thought) reduce the net amount of sexual pleasure. Yet 
contracting HIV is an undesirable consequence of seeking 
maximum sexual pleasure, so all technical remedies short 
of an actual shift in behavior are enlisted to reduce the risk 
of infection—even though they cannot eliminate it. 

Thus, when Piot proclaims that AIDS obliges every 
community to "rewrite the rules" related to sexual prac-
tices responsible for HIV transmission, he exemplifies 
the desire to usher in a utilitarian Utopia in which the 
greatest number achieve the greatest sexual pleasure with 
the fewest negative consequences. 

Utilitarianism "displaces traditional morality's focus on 
intelligible goods—the integrity of the bodily and spiritual 
person, fidelity, human life, marriage itself—and makes 
way for a permissive new morality regarding sex, [and] 
marriage."21 In eschewing considerations of the moral 
dimensions of human actions, it replaces them with the 
individual's own claims and preferences. Having denied 
and rejected objective moral and philosophical truths, it 
can advance no internally consistent or coherent rationale 
for limiting sexual partnerships, and thus tends to yield 
only risk reduction interventions: condoms, treatment for 
sexually transmitted infections, and voluntary counseling 
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and testing. Inasmuch as these measures are employed 
to help achieve the greatest good (read: pleasure) for the 
greatest number, they are quintessentially utilitarian. 

Public health officials would not ordinarily be content 
to downgrade the role of primary behavior change and 
rely so heavily on mere risk reduction measures. They 
aggressively promote behavior change for other major 
health issues such as smoking, obesity, and a sedentary life-
style. They recommend quitting smoking, not only recourse 
to filtered cigarettes; reduction of food intake, and not sim-
ply cholesterol-lowering medications; exercise, not merely 
antihypertensive drugs. In each case they widely advocate 
the optimal course of action: primary behavior change. 
The reluctance to do likewise for HIV/AIDS is striking. 
Furthermore, why are they so principled in aggressively 
advocating the optimal prevention measures for other infec-
tious diseases, such as SARS, bird flu, polio, and Guinea 
worm disease, but reluctant to do so for HIV? 

Unfortunately, HIV risk reduction measures also 
serve to facilitate the use and exploitation of one person 
by another. Utilitarianism, as the name itself implies, 
allows for just such use of others to serve one's own 
ends, whether those persons are laborers or lovers.22 In 
it, "woman can become an object for man, children a 
hindrance to parents."23 

The eminent Canadian philosopher Charles Taylor, 
in his book A Secular Age, described utilitarianism as 
one of the "theories which deny the human potentiality 
for moral ascent"; indeed, he referred to it as one of the 
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"crasser variants of Enlightenment secularism."24 This 
goes a long way toward explaining the view of the AIDS 
Establishment that people are not capable of changing 
their behavior, and the positive depiction of the meretri-
cious in its anti-AIDS campaigns. 

It is not only the Church that articulates a vigorous 
and rational critique of utilitarianism. Influential voices in 
the contemporary secular world, such as that of sociologist 
Robert Bellah at the University of California at Berkeley, 
have likewise lamented "the sombre utilitarianism" in 
which "the Other becomes an instrument to one's self-
fulfillment; if they obstruct it or lose attraction or stop 
fulfilling the needs of the self, they are discarded."25 

The principal risk reduction approaches to the Afri-
can AIDS epidemic have failed and in the process have 
compounded rather than reduced human suffering. Aside 
from disease, the suffering includes less measurable but 
no less real emotional anguish. Indeed, people suffer from 
any number of real but often overlooked consequences 
of the misuse of sexuality that "are hidden in the hearts 
of men and women like painful, fresh wounds."26 These 
burdensome inner wounds from sexual experiences may 
afflict a person even in the absence of a sexually trans-
mitted infection, but they are rarely, if ever, factored into 
public campaigns against AIDS. 

These kinds of wounds prompted UCLA psychiatrist 
Dr. Miriam Grossman to write Unprotected, her 2006 
book in which she described the emotional and psycho-
logical suffering that American students experience as a 



The Christian Perspective 

result of casual sexual encounters. She felt it necessary 
to publish her book anonymously at first, since she takes 
aim at the narrow but powerfully entrenched safe-sex 
approach—the С (risk reduction) strategy—sanctioned 
by authorities on college campuses. Some college admin-
istrators evidently have much in common with the AIDS 
Establishment, as they both bankroll and emphasize 
an approach which condones or even glorifies casual 
encounters while ignoring the havoc that it wreaks on 
the whole human person. 

As we have seen, the risk reduction interventions based 
on a utilitarian calculus, which have long formed the back-
bone of HIV prevention policy, have not minimized the 
damage done by this disease and by other very real, internal 
wounds, but have resulted instead in a greater prevalence 
of disease and suffering. The risk reduction approaches 
represent—and perpetuate—what John Paul II described 
as "a civilization of 'things' and not of 'persons,' a civili-
zation in which persons are used the same way as things 
are used."27 The way to counteract the utilitarian ethic is 
to foster a profound respect for the dignity of the human 
person. In a word, its polar opposite is found in love. 

Love Counters the Utilitarian Mentality 

Despite the fact that the vast majority of global infec-
tions occur through heterosexual contact, we hear very 
little about love—or about the respect for other people as 
integral human persons, and the responsibility to others, 
which by definition goes along with love. Such messages 



A F F I R M I N G L O V E , A V O I D I N G A I D S 

from the AIDS Establishment are scarce. The conversa-
tion is conducted instead in purely physical and technical 
terms, reflecting an "utterly materialistic conception of 
man."28 Indeed, no public health approach even comes 
close to what Pope John Paul II suggested should be the 
main objective of sexual education (of which there is a 
great need): "to create the conviction that 'the other person 
is more important than I.'"29 

In the final analysis, then, the contrasting approaches 
to HIV prevention differ not on scientific grounds, but 
because they are informed by competing visions of the 
human person. Ihis is extremely important today, since 
the definition of the human person itself is up for grabs; 
as Cardinal Pell suggests, it ultimately "depends on 
which understanding of love and sexuality prevails in 
the culture."30 

These competing visions lead to diverging convictions 
over how best to apply science, particularly to an epidemic 
fueled by human behavior. The AIDS Establishment has 
limited itself mainly to biomedical approaches to reduce 
the risk of HIV transmission: promoting condom use, 
voluntary counseling and testing, and treatment of other 
sexually transmitted infections but not promoting absti-
nence and fidelity. Since the risk reduction approach has 
not produced the intended results—it has not reduced 
HIV prevalence-—we suspect that it maintains its privi-
leged position not because of its efficacy but at least in 
part because its proponents want to maintain their own 
vision of the human person, freedom, and sexuality. 
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The Church, on the other hand, welcomes the develop-
ments of science and technology but insists that they be 
applied toward the authentic service of the human person. 
The Church has consistently called on the world of science 
to further its contributions in the fight against AIDS—for 
instance, in the development of medical treatments. The 
Church affirms the priority of ethics over technology, 
however, and proposes that "advances in technology 
demand a proportional development of morals and eth-
ics," even if, in our present age, the latter development 
"seems unfortunately to be always left behind."31 There 
is no inherent conflict between science and Christianity. 
When a conflict appears to arise (as when the Lancet or 
New York Times editorialized about Pope Benedict's com-
ments on condoms), it is invariably a conflict between a 
philosophy held by some scientists (and others) and the 
tenets of Christianity. 

The Church rejects certain approaches to HIV pre-
vention, not primarily because of the imperfect nature 
of the protection they provide, but on legitimate moral 
grounds—because the Church takes seriously the moral 
dimensions inherent in human and sexual behavior. As 
articulated in Fides et ratio, the encyclical by John Paul II 
on the relationship between faith and reason, the Church 
challenges the premise that "if something is technically 
possible it is therefore morally admissible."32 For instance, 
it is possible to have sexual relations with someone other 
than one's spouse and, in using a condom on a given single 
encounter, to reduce the likelihood of contracting HIV. It 



A F F I R M I N G L O V E , A V O I D I N G A I D S 

might likewise be theoretically "safer" to adopt a strategy 
of engaging in serial monogamy over time as opposed to 
having multiple concurrent partnerships. 

But in either case, Christian communities would not 
condone the underlying behavior. "Doing something 
wrong might be safer with a condom, but safety doesn't 
make the act right. The Church cannot encourage 'safer' 
without suggesting that it is somehow right."33 Taking 
a truly scientific view entails much more than merely 
applying technology to preventing the spread of a virus 
which is passed from person to person by specific—and 
avoidable—human behaviors: it means directing public 
health strategies and the use of technologies to a higher 
view of the human person and of human dignity. 

Furthermore, love is not unscientific; indeed, it may be 
considered a higher science. St. Therese of Lisieux wrote in 
her autobiography about her strong desire to live by what 
she described as the "science of love," which proved to be 
her distinct vocation.34 John Paul II would later say that 
"love therefore is the fundamental and innate vocation 
of every human being."35 

In Dostoevksy's The Brothers Karamazov, Father 
Zossima uses the same metaphor when trying to console 
a "lady of little faith." He first advises her not to be 
frightened at her own faintheartedness in attaining love, 
and then gently points out that love in action is harsh 
compared to love in dreams. "Active love is labor and 
fortitude, and for some people too, perhaps, a complete 
science."36 Dorothy Day, a social justice advocate and the 
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founder of the Catholic Worker Movement, who is com-
monly associated with "progressive" positions on social 
issues, was also deeply influenced by the formula of St. 
Therese. Day wrote that "love is a science, a knowledge, 
and we lack it."37 How unfortunate and misguided it is 
to equate science with risk reduction and to miss out on 
the science of love. 

In Love and Responsibility, John Paul II wrote that "only 
love can preclude the use of one person by another."38 In 
contrast, the dominant public health approach focuses 
exclusively on physical factors and rules out the essential 
consideration of what it means to love others. In this way 
it advances utilitarian, materialistic, and dualistic notions 
of the human person and human sexuality. Yet, as so 
many people throughout the world intuitively grasp, that 
is "unscientific," reflecting an inadequate understanding 
of human nature. A human person is "a unity com-
prised of physical, emotional, intellectual, and spiritual 
elements."39 

Pope Benedict's recent encyclical Deus caritas est ("God 
Is Love") counters the materialistic approach to sexuality 
by reminding us that a human being is "a unified creature 
composed of body and soul," that love is characterized by 
"exclusivity," and that love has a quality of permanence 
over time.40 The prevailing public health approach admits 
no limits or boundaries to the expression of sexuality, 
whereas the Church proposes that it is precisely within the 
boundaries of marriage that sexuality finds its intended 
expression. In this way, "love is indeed 'ecstasy,' not in the 
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sense of a moment of intoxication, but rather as a journey, 
an ongoing exodus out of the closed inward-looking self 
towards its liberation through self-giving."41 

Isn't this love the "scientific" discipline that is both 
most neglected and most relevant to the prevention of a 
disease whose main source of transmission is by sexual 
contact, often through multiple partnerships? Couldn't 
it be more readily explored and proposed by people in 
all walks of life to counteract the primary source of HIV 
transmission? 

Although Peter Piot's exhortation to "rewrite the rules" 
for sexual behavior was probably meant to be inspiring, 
it fails to connect with what is stamped on the human 
heart, and thus has no real staying power. Decades into 
the sexual revolution, it is actually a rather dull rallying 
cry. Its banality comes into full relief when placed next 
to the truth articulated by Pope John Paul II: "Man 
cannot live without love. He remains a being that is 
incomprehensible for himself; his life is senseless if love 
is not revealed to him, if he does not encounter love, if 
he does not experience it and make it his own, if he does 
not participate intimately in it."42 

This may sound radically idealistic—especially as ap-
plied to the AIDS epidemic—but that does not mean that 
it is not true and even crucial for true human happiness. 
One colleague, long active in the fight against AIDS 
in Malawi, described its relevance with the following 
analogy: "Ideals are like the stars: we may not reach 
them, but we set our course by them." By its exclusion 
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of love and by its emphasis on risk reduction messages, 
the dominant approach of the AIDS Establishment sets 
a philosophical (not scientific) course which is at least 
partially to blame for our present predicament. So empha-
sizing love and sound moral approaches to the problems 
posed by AIDS is of immense, and indeed fundamental, 
practical importance. 

The Christian concept of love, entailing as it does an 
element of sacrifice, is demanding, and it stands diametri-
cally opposed to the many superficial, prevailing notions 
of love. Challenging as it is, all people—and especially 
the young—have a yearning and a special capacity to 
embrace this countercultural "science of love," since it 
has the intrinsic and eternal appeal of truth.43 

Truth Liberates the Human Person 

The adoption of a utilitarian ethic as the guiding 
principle for HIV prevention is greatly facilitated by the 
reigning cultural acceptance of moral relativism. Modern 
Western cultures have largely replaced confidence in "the 
enduring absoluteness of any moral value" with the belief 
that "freedom alone, uprooted from any objectivity, is 
left to decide by itself what is good and what is evil."44 

In relativistic cultures which contest the truth and refuse 
to judge between rival conceptions of such basic realities 
as love, freedom, and the human person, each individual 
merely evaluates these matters to suit himself. The result is 
not liberation but rudderless solipsism, a "crisis of truth," 
as John Paul II described it in Veritatis splendor, which 
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ultimately "plung[es] the human person into situations 
of gradual self-destruction."45 

Truth is often seen today as cold, rigid, uncaring, 
and significantly at odds with love, even though, as Pope 
Benedict explained in his book Truth and Tolerance, 
"truth and Love are identical."46 But we have a deep-
seated, all-too-human tendency to recoil from the truth. 
Even in pre-Christian times, Plato remarked that men 
"prefer themselves to the truth."47 

Why should this be so? Australian Bishop Anthony 
Fisher, O.P., points out that 

truth often threatens, interrogates, cuts us to the quick: 
regarding our unjust social structures, institutions, 
policies; our own long-ingrained and firmly held mis-
information, prejudices, ideologies; our own inhumane 
behaviour, bad ways of relating, self-centredness. Truth 
tells us that we are very gifted, skilled and often gener-
ous people. But it can have harsh things to say about 
how we use our gifts and privilege, our degrees and 
qualifications, how carefully confined is our generosity. 
Truth demands a rethink, an intellectual, moral and 
personal conversion. It is not just because Veritas is so 
hard to capture and communicate, but also because it 
is so subversive, so seditious, so profoundly disturbing, 
that we are so often resistant.48 

Just as a holy person's exemplary life inspires us to 
be better while serving as an implicit reproach to our 
moments of mediocrity, speaking about truth, no matter 
how politely, implies that there is a right and a wrong. 
Since we are all imperfect and fall short of the mark, the 
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mere reminder of objective truth disconcerts everyone 
from time to time. It cuts us to the quick. 

The Church and the AIDS Establishment disagree 
sharply on what it means to reason in the first place. 
The Church proposes that there are objective moral and 
philosophical truths about the human person and human 
sexuality which require that sexual relationships be reserved 
for marriage. "Chastity is rooted in the deep respect for the 
other person, who should never be used as a means merely 
to satisfy one's sexual desires."49 And although chastity is 
related to the human passions, St. Thomas Aquinas de-
scribed it as keeping conduct under the control of reason. 

To acknowledge these truths is not to say that they 
are always easy to recognize or put perfectly into practice. 
Living chastely challenges, even as it frees a person from 
the sometimes capricious impulses of our human appe-
tites by recalling the need to treat oneself and others with 
respect, and not as mere instruments of sexual satisfaction. 
Chastity helps a person lead a well-integrated life, and is 
essential for human fulfillment. Without it, discord and 
turmoil proliferate. 

This view also squares with the teachings of great 
pre-Christian philosophers such as Plato and Aristotle. 
In refuting the hedonistic pragmatism proposed by their 
contemporaries, they, along with many others writers of 
antiquity and writers in the Jewish tradition, recognized 
that sexual promiscuity damages the wholeness and 
well-being of a person.50 This is important, because the 
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AIDS Establishment claims that its view of "liberated" 
human sexuality is based definitively on reason, and 
consequently that opposing views must simply originate 
in an unreasoned faith.51 

Chastity is not an external or arbitrary constraint, 
but an authentic service of the human person, who is 
capable of self-control and thus of truly giving his or her 
entire self in freedom. This liberating moral vision has 
an internal coherence and consistency that is accessible 
to reason—for believers and nonbelievers alike. 

What the Church proposes as authentic liberation, 
however, the AIDS Establishment perceives as threat. The 
Church's insistence that there are healthy limits (for the 
individual and for the community) to sexual expression 
directly clashes with the radical individualism at the heart 
of the sexual revolution, in which the individual's pursuit 
of sexual pleasure take precedence over the claims of oth-
ers, the family, and the common good of society. 

Christianity sees that human sexuality has transcen-
dental importance for two reasons: not only is it the means 
for mutual and total giving (gift of body and gift of self) 
between a man and a woman who love each other, but it 
can also give rise to the life of a new human being. Men 
and women, participating freely and generously in the 
creative work of God, bring forth new human life, created 
in the image and likeness of God and called to eternal life. 
These are facets of a good that is so great that the Church 
zealously safeguards it against anything that could under-
mine the profound significance of human sexuality. The 
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defense of human life in every possible respect is the fruit 
of the Christian understanding of human nature and 
the intrinsic value of each person. The Church cannot 
renounce her defense of life, or the sanctity of marriage, 
without undermining herself. These truths must be upheld 
despite contrary or opposing cultural trends. 

A person may adopt any number of technical strategies 
to reduce the risk of HIV infection, but they do not sup-
plant the inherently moral dimensions of sexual behavior. 
"The Church does not teach a different sexual morality 
even when and where AIDS poses no danger."52 Even if 
the condom's track record were not so spotty, the central 
issue in discouraging particular behaviors is not the risk of 
HIV but the lack of chastity. "But this teaching is not easy 
for 'the world,' including the media, to understand, much 
less accept."53 In bearing witness to this truth, Catholics 
should not fear hostility or unpopularity, but should avoid 
"any compromise or ambiguity which might conform 
[them] to the world's ways of thinking."54 In fact, they are 
likely to find many people who, while not belonging to the 
Catholic fold, nonetheless hold a rational commitment to 
promoting abstinence and fidelity "unapologetically as a 
modern and relevant public health message."55 

Even within the Church, however, some lack confidence 
in the truth. Some commentators, for instance, set up a 
false dilemma by pitting notions of compassion or mercy 
(seen as good) against morality (seen as bad), obscuring the 
fact that morality is an instrument of authentic liberation 
because it reflects the truth about the human person. They 
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forget that it is a spiritual work of mercy to point out gently 
and charitably behaviors that are wrong in hopes of leading 
a person to health and wholeness. 

During a recent visit to an exemplary AIDS program 
in a Latin American country, we spent some time with 
highly competent and compassionate religious caregivers. 
Their witness, dedication, and care for those stricken with 
AIDS (among others) was truly something to behold and 
to admire. When the conversation turned from caregiv-
ing to prevention, however, they posed a question that 
highlighted a puzzling conceptual and moral dichotomy: 
How can the American relief effort (PEPFAR) justify its 
ABC approach to prevention? Implicit in their question 
was the unmistakable view that since condoms are capable 
of reducing the risk of HIV transmission, they must 
therefore be the first line of defense, making abstinence 
and fidelity counterproductive distractions. 

They regarded the promotion of A and В not as the 
implementation of Catholic teaching or as a legitimate and 
plausible approach to the issue, but as "fundamentalism." 
They quickly added that while the promotion of A and 
В might be good for the middle class or the well-off, it 
was just not realistic for the poor. Their view is not easily 
dismissed, especially since they are dedicated people who 
minister day in and day out to people living with entirely 
different physical, psychological, and emotional horizons 
from ours. 

This exchange, and other similar experiences, promoted 
much reflection, specifically on how such obviously com-
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mitted people, responding courageously to the Gospel call 
to care for the sick, could discount other Gospel challenges. 
Perhaps the best means of explaining this dichotomy can 
be found in remarks made by Pope Benedict to the Swiss 
Catholic bishops in 2006. 

The Pope suggested that morality in our day is essen-
tially "split in two." Many have a difficult time with the 
morality that the Church proclaims, but seem to latch 
onto one dimension, like social justice, as if it were the 
whole, while leaving out others, like the morality of 
marriage and family life. The tendency of many to reject 
ethical considerations with respect to the prevention of 
HIV, but to embrace ethical directives when the issue is 
anti-discrimination or access to medications, is entirely 
emblematic of this "bifurcated" sense of morality. Pope 
Benedict believes that "we must commit ourselves to 
reconnecting these two parts of morality and to making 
it clear that they must be inseparably united."56 

Ihus, part of the challenge of responding to AIDS is 
presenting both "sides" together with conviction. Doing 
so would save many from contracting the disease and 
soothe many who are already afflicted. The Ethiopian 
Catholic bishops, in their pastoral letter on AIDS, put it 
in the following terms: 

We sense that the reality of HIV/AIDS presents, in 
an acute and pressing way, both a great need and an 
opportunity to articulate the Gospel in its entirety. 
While fully articulating and fully living out the Gospel 
is always a challenge, doing so in reference to issues 
related to HIV/AIDS entails a delicate balance, for in 
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dealing with the primary cause of H I V transmission, 
we must deal with issues of morality, respect for self 
and others, of proper formation of consciences, of just 
interpersonal relationships, of true love and strengthen-
ing family life; in dealing with the effects of HIV and 
AIDS, we must embrace the need to care for the sick, 
withhold judgment, provide hope and material support 
to those in need, promote reconciliation, comfort the 
bereaved, and care for orphans. We believe that [all] of 
these responses to HIV/AIDS, rooted in the Gospels, 
must be wholeheartedly advanced together.57 

Nonetheless, the impulse to try to minimize harm is real 

and understandable. Yet it masks a danger that is not 

readily apparent, though it is worth pausing to consider. 

Aside from the pragmatic limitations of risk reduction 

policies in practice, Pope John Paul II suggested that, as 

a matter of institutionalized policy, 

so-called "safe sex," which is touted by the "civilization 
of technology," is actually, in the view of the overall 
requirements of the person, radically not safe, indeed 
it is extremely dangerous. It endangers both the person 
and the family. And what is this danger? It is the loss 
of the truth about one's own self and about the family, 
together with the risk of a loss of freedom and conse-
quently a loss of love itself.58 

Unders tanding R i sk Reduct ion 
and H a r m Minimiza t ion 

While in many cases favoring a risk reduction approach 

is surely motivated by a genuine sense of compassion, adopt-

ing such a course ratifies alluring but flawed assumptions 

and unintentionally facilitates the very sorts of harmful 
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behavior which then need to be remedied. As the Kenyan 
Catholic bishops have pointed out, "much as Christians 
want to reach out tolerantly" to those intent on destruc-
tive behavior, "we never want to condone, even mplicitly," 
behavior that is destructive of oneself and others. It would 
be "a delusion to imagine that 'compassion' can ever be 
invoked to tolerate death-dealing actions as being normal 
or acceptable."59 

Underlying the risk reduction approach favored by 
the AIDS Establishment is the assumption that condoms 
must be relied on as damage control, since sexual promis-
cuity is a given and people are incapable of being faithful, 
abstaining from sex, listening to reason, or being influ-
enced positively. Bishop Anthony Fisher, O.P., described 
as "one of the sharpest minds in English-speaking 
Catholicism," is an expert in bioethics who commands 
respect across ideological lines.60 He points out that "the 
Church has always opposed such a 'harm minimization 
philosophy' because beginning with 'if you can't' falsely 
implies that particular behaviors—sexual promiscuity, 
underage drinking, prostitution, speeding, drug abuse 
[and others]—are somehow unavoidable."61 

To presume that the most we can hope for is "damage 
control" is to subscribe to an impoverished anthropology. 
In other words, it is to hold an excessively pessimistic view 
of the human person—one at odds with the Catholic 
hope in the potential for human beings, with the help of 
God's grace, to come to know the truth and to choose the 
good. Rev. Michael Czerny, S.J., director of the African 
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Jesuit AIDS Network in Nairobi, explained it this way: 
"To say, 'Do not commit adultery but, if you do, use a 
condom' is tantamount to saying: 'The Church has no 
confidence in you to live the good life.'"62 He went on 
to suggest that "as public policy, it is to treat people as 
rapacious . . . incapable of anything beyond immediate 
self-gratification." When it is "imposed by public and 
international agencies on Africans, it also represents 
unconscious but abhorrent racism. This is not a route that 
the Church can take." 

The Church's view that all people have the capacity to 
change stands in conflict with the AIDS Establishment's 
view that people are powerless victims of passions and 
circumstance. The entire harm minimization, or risk 
reduction, approach, however technically sophisticated or 
bureaucratically cumbersome it comes to be, ultimately 
depends on this latter, deeply condescending view of the 
person. 

Thus, resorting to risk reduction, as the AIDS Estab-
lishment overwhelmingly does, shortchanges the human 
person. It confirms low expectations about the possibilities 
of human behavior and tacitly concedes the inevitability 
of destructive behaviors. Not to acknowledge the ability 
of young people and adults to respond to messages about 
abstinence and fidelity in a context that affirms the pre-
cious gift of human sexuality is ultimately a disservice. 

Public health professionals and "believers" alike owe 
more to the people and the communities that they serve. 
We must place greater trust in the human capacity to 
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respond positively to value-based recommendations, to 
unselfish ideals, however demanding they may sometimes 
be. The behavioral expressions of love, in abstinence and 
faithfulness in mutual monogamy, sometimes require 
effort, but "such efforts ennoble man and are beneficial 
to the human community."63 

Capitulating to harmful behavior in the first place may 
confirm a sense of despair about prospective relationships. 
Not daring to counsel against it often says more about 
ourselves (and our desire to fit in) than it does about 
those souls who are the object of concern, yet who are 
themselves moral agents capable of change. Failing to hold 
out hope and resigning ourselves to "harm minimization" 
places us in a position of perpetual responsibility for 
minimizing the physical damage of inadvisable actions. 
Such an approach is emphatically not liberating in any 
sense of the word. 

In fact, Theodore Dalrymple, a self-described atheist 
and physician who for decades has tended the poor in the 
slums of modern England, describes such approaches as 
inherently "infantilizing."64 Dalrymple, a prolific writer 
who is highly praised by other journalists, has spent decades 
observing and documenting the consequences of the 
bureaucratically entrenched harm minimization strategies 
on the lives of those he served in the British underclass. He 
pierces through the ostensibly benevolent facade of these 
policies in his 2006 book Romancing Opiates, in which he 
is equally effective in documenting the empirical short-
comings of such strategies (notably the failure of efforts to 
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reduce the harmful consequences of drug abuse) as he is 
in dismantling their philosophical framework. 

We must not assume that those involved in prostitu-
tion or commercial sex work or those tied into larger 
sexual networks because of multiple partnerships are 
irretrievably relegated to a life of risk, degradation, exploi-
tation, despair, and disease. How does this assumption 
serve the yearning of the heart to be fulfilled and not 
simply gratified, to live and love fully, and not to be an 
agent or an object of misuse? For those exasperated by 
the empty pursuit of fleeting pleasure, those wearied by 
circumstances of degrading vulnerability, or those anxious 
about the prospects facing them (including the possibility 
of contracting AIDS), authentic hope for something better 
is essential. Without hope for another way of life, and the 
concrete support of a wider community in helping them 
realize it, such people are much less likely to succeed in 
avoiding destructive sexual practices. 

HIV prevention, dealing as it does with sexuality, can-
not be reduced simply to a physical health issue revolving 
around the management of risk. By its very nature it raises 
profound spiritual, theological, and anthropological ques-
tions, which are by definition value-laden. These questions 
cannot be answered by resorting to pure technology or 
by "providing information," but must be engaged at 
an altogether different level. In fact, there seems to be 
widespread agreement, after decades of painful experi-
ence, that providing "information" about AIDS has all 
too often merely served as a gateway to risk reduction 
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strategies and has not proved sufficient to achieve actual 
changes in behavior. 

One example from the West will help to illustrate 
this. Dr Anthony Fauci, director of the National Institute 
of Allergy and Infectious Diseases (part of the National 
Institutes of Health) stated in an April 2009 Washington 
Post article that "the annual number of new HIV infec-
tions in the United States—about 56,000—has remained 
fairly constant for more than a decade. That's right, 56,000 
people are infected in this country every year. Clearly, our 
efforts at HIV prevention have been insufficient. Drastic 
action and new approaches are urgently needed."65 

In the United States and other Western countries, 
almost everyone knows about condoms and about AIDS. 
In particular, members of high-risk populations (where 
most domestic transmission occurs) are extremely knowl-
edgeable about condoms and could not be more motivated 
to use them. 

Dr. Fauci's statement about the steady rate of infection 
in the United States is thus a major, albeit implicit, conces-
sion that mere "information" and available risk reduction 
measures have not really worked very well domestically, 
either. Unfortunately, the policy prescriptions that he 
offered were not drastically different. He called for more 
vintage risk reduction measures—recourse to new drug 
modalities and more voluntary counseling and testing. 
He made no mention of behavior change. 

Ibis, along with the examples described earlier from 

various countries where IIICCCNNIIII risk avoidance has 
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occurred, suggests that other things—such as common 
sense, fear, and a desire to live in harmony with spiritual 
realities and social boundaries—more profoundly influ-
ence human behavior than information and calculation. 

Risk reduction approaches invariably pay only lip 
service to the risk avoidance behaviors that would enable 
people to avoid contracting AIDS, behaviors which also 
instill a sense of self-confidence and equip them to forge 
and maintain healthy and fulfilling relationships. The risk 
reduction strategies quickly revert to the kinds of "infor-
mation" dissemination and condom promotion models 
that have been so ineffectual. This is indicative of a serious 
flaw in the risk reduction approach: it demotes the basic 
primary-prevention principle of risk avoidance, which 
should be the mainstay of sound public health policy.66 

Although the deficiencies of information-based risk 
reduction models are increasingly recognized, some attempt 
to turn the tables and insist that A and В do not work. For 
example, recent, well-publicized studies analyzing results 
from abstinence-only and abstinence-centered programs in 
the United States concluded more or less categorically that 
"abstinence education is not effective," implying that we 
should not pursue abstinence education in the future. 

The results were based on a meta-analysis of several 
disparate (heterogeneous) studies in which the number 
of abstinence education sessions varied greatly, from 
one to several hundred.67 One could not expect similar 
behavioral outcomes from such different educational 
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inputs. Grouping such heterogeneous programs together 
for evaluation does not yield very meaningful results. Fur-
thermore, those receiving the education were very young, 
and there were inadequate comparisons to alternative 
programs. These methodological problems suggest that 
the conclusions are not reliable enough to be used as the 
bases for any future policy. 

But whether those particular programs worked is not 
the real issue. The real issue is how we can convey the 
right message—the A-and-B message—not whether we 
should convey it. If a program aiming to prevent gender 
violence does not succeed, it would be a terrible mistake 
to conclude that education against gender violence is not 
effective and should not be pursued. We would instead 
have to find a way to help this program to succeed or do 
it better. The message itself remains valid. 

Furthermore, if some increases in risk avoidance 
behaviors (A and B) in Africa occurred spontaneously— 
that is, independent of any particular program, as would 
be expected to be the case—the epidemiological impact 
remains just as significant. And the A and В messages them-
selves will always remain good and valid ones to convey. 

As we have indicated, HIV prevention by definition 
deals with value-laden concepts. The whole truth is the 
best we can give to those in danger of contracting AIDS 
to help them make better and healthier choices. But we 
should enable them to make the best choices, and this 
includes character education. We cannot just give them 
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sexual encounter—it is particularly unreasonable to pre-
sume that the persons involved would evaluate their sexual 
behavior in a new light. As we have shown, abstinence and 
fidelity are routinely portrayed by the AIDS Establishment 
as unrealistic and ineffective to begin with. The A option for 
couples is thus seen as an oxymoron. They are couples, "they 
are going to do it anyway." And HIV could be transmitted. 
Seen through this lens—with an established presumption 
that sexual behavior will persist no matter what—mere 
moral considerations, such as whether the couple is married 
or not and whether or not married couples may rightly use 
condoms, appear to be of remote secondary importance. 
In fact, these objective moral considerations are sometimes 
portrayed as inhumane—as an impediment to the ethical 
imperative to safeguard life. 

While this attitude can, of course, parallel the view of 
the AIDS Establishment that sexual behavior in general 
cannot or should not change even in the midst of an 
HIV/AIDS epidemic, in this case it may well also proceed 
from a positive understanding of the value of human 
intimacy within marriage. 

The fact that a fatal infection can be transmitted 
to a loved one (and possibly offspring) in a loving and 
life-giving act accentuates the truly tragic dimensions 
of HIV/AIDS. A discordant married couple responsibly 
weighing options together would certainly need all pos-
sible support, compassion, and wisdom to face such a 
delicate and painful situation. Given the good of marital 
intimacy, many jump to the conclusion that in these 
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circumstances, at least, it is downright foolhardy not to 
resort immediately to condom promotion. 

From a technical perspective, however, it is important 
to recall that, even if used optimally, a condom does not 
guarantee that an infection will not be passed to a loved 
one. It is therefore not accurate to describe condoms 
categorically as a "life-saving prophylactic," as even some 
theologians do. Condoms can be. They might be. They 
might not be. 

We must not lose sight of what Father Czerny relates 
from his own extensive pastoral experience with the African 
Jesuit AIDS Network: several Africans confided in him 
that "once they tested positive, they made a firm option 
for abstinence, rather than risk infecting someone else."70 

This is always a "life-saving" option. They, like other people, 
need support in living chastely and in demonstrating love, 
affection, and respect to "the other." Rev. Tadeusz Pacholc-
zyk, a leading American ethicist, has eloquently made this 
appeal, broaching issues that are rarely mentioned in the 
public discussion focused on technology: 

A husband who has AIDS would never want to subject 
the wife he loves to a potentially death-dealing act on his 
part, which is what sexual intercourse could become for 
them, even while using a condom (which has a failure 
rate). Would it be a loving act to subject her to the risk of a 
possibly fatal encounter, even for something as beautiful 
as conjugal intimacy in marriage? . . . Learning to love 
each other in different and nongenital ways is, in fact, 
an integral component of every successful and enduring 
marriage, and an AIDS infection merely brings greater 
urgency and immediacy to the task.71 
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Furthermore, as we learned from visiting those with vast 
experience counseling and accompanying discordant 
couples in several African countries, some couples who 
chose the С option nonetheless became infected. 

No doubt there are counter-examples. Nevertheless, 
it is clear that all prevention options (A, B, and C) are 
not equal, even from a purely medical perspective. The 
three approaches are likewise unequal from an ethical 
and moral perspective. 

Still, many might simply be inclined to advise the 
technical fix of condom use, if only to try to "make the 
best" of a bad situation. This inclination is understand-
able, not simply because nobody wants to see additional 
HIV infections, but also because it naturally follows from 
certain modern ethical presuppositions which dominate 
the field of bioethics today. In such a difficult case, the 
temptation is to adopt the ethical posture of consequen-
tialism, or its close cousin, proportionalism. 

These pervasive modes of ethical reasoning evaluate 
the Tightness of an act solely on the basis of its foresee-
able consequences, or the possible good and bad effects 
of alternatives, and then determine a course of action 
according to the overall net benefits. This assessment is 
"made the exclusive criterion of moral judgment, or the 
criterion for overriding or qualifying other moral judg-
ments."72 Under the right circumstances, any act could 
thus be justified by its good consequences or by the bad 
consequences it might avert. 
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Applied to HIV prevention, this means justifying con-
dom use, under the circumstances, in order to make one 
possible bad consequence of the underlying activity—HIV 
transmission—less likely. The objective qualities of the 
behavior itself, which pertain to the marital status of the 
couple and the integrity of the marital act, are pushed 
aside, and attention is focused single-mindedly on the 
attempt to achieve the greatest positive and fewest negative 
consequences from a course of action that has already been 
chosen. In this way, the intrinsic moral significance of the 
underlying act itself is superseded by considerations of how 
to optimally manage the risk of contracting HIV. 

Many Catholic ethicists not inaccurately make a dis-
tinction: with regard to unmarried persons in particular, 
the Church objects to sexual activity in the first place, and 
therefore the Church cannot issue "rules" for behavior that 
is already immoral. One can make this distinction while 
simultaneously holding, as many do, that the promotion 
of condoms in general is quite harmful anyway, precisely 
because it suggests approval of extramarital behavior and 
helps facilitate it. 

Taking up the specific issue of condom use within 
marriage, some argue that it is permissible to use condoms 
to gain the greater good of blocking HIV transmission. 
Usually they bolster this claim by arguing that the intent 
in this case is not contraceptive but prophylactic. 

One immediate problem, however, is that the "greater 
good" in this case is to be extracted from an act that is 
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already wrong to begin with. That would invalidate the 
common attempt to classify it as the '"lesser evil," since 
it does not meet the traditionally accepted requirements 
for applying the principle. It may be permissible, pro-
vided certain conditions are met, to do a good action 
even if that action entails a foreseen though unintended 
bad consequence. But Veritatis splendor clarifies that "it 
is never lawful, even for the gravest reasons, to do evil 
that good may come of i t . . . even though the intention 
is to protect or promote the welfare of an individual, of 
a family or of society in general."73 

One of the reasons most often voiced by some theo-
logians for justifying condom use by discordant couples 
is that HIV/AIDS is fatal. They portray condoms as the 
life-saving alternative; if a person takes care to maximize 
the likelihood of preserving life, then the action may be 
justified. 

Although life-prolonging medical treatments for 
HIV/AIDS have improved tremendously over the past 
decade, a cure or a vaccine is not imminent. If or when 
one becomes widely available, however, would these same 
theologians then conclude that condom use is no longer 
justifiable for HIV discordant couples? On the whole, one 
suspects not. Even if it were no longer fatal in all cases, 
HIV/AIDS could still well be a source of considerable 
morbidity and inconvenience—an undesirable conse-
quence, just like any other sexually transmitted infection 
or even pregnancy. 
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Indeed, many commentators of the proportionalist 
and consequentialist persuasion have said as much. They 
go much further by stressing that the good and proper 
thing to do (in general and beyond marriage) is to "act 
responsibly" by seeking to minimize threats to life and 
health and the possibility of other unwanted outcomes 
such as pregnancy. After all, since condoms are capable 
of bestowing on anyone the benefit of reduced risk of 
transmitting or acquiring a harmful virus—whether the 
exposure comes through prostitution, casual sex, a stable 
relationship, or marriage—many adherents of this line of 
reasoning are hard pressed to articulate why encouraging 
condom use should be limited to married couples. Or 
limited to just HIV.74 

These ethical theories dispense with objective criteria 
for evaluating actions and leave dizzying difficulties 
in their place. For starters, would the decision to use 
condoms in marriage still be right in the event that the 
hoped-for consequence of averting HIV infection is not 
achieved? If so, the actual consequence per se would not 
make the action right but rather the calculated intent. Is it 
then merely the intention to avert disease that constitutes 
an unassailable ethical position? A person's intent in using 
condoms could very well be to perpetuate the self-seeking 
pursuit of sexual pleasure by diminishing the prospects 
of disease or pregnancy. Alternatively, a person's intent 
to use condoms might not be to inhibit procreation at 
all, but rather to prevent disease. This is a more common 
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argument, and it could very well be the case that a person 
would have this genuine intent. But if the ethical value of 
an action can be determined solely on the basis of intent, 
we would be unable to evaluate the ethical quality of 
condom use (or indeed of any other act) unless we knew 
the intent of each person who uses a condom.75 What if 
the intents of the couple are mixed? 

The challenging reality is that, any way you slice 
it, significant ethical problems with these theories 
remain. Weighing the possible consequences of an act 
and evaluating the subjective intentions of individuals 
involved are both essential components of responsible 
ethical deliberation. However, the Church teaches (as 
most recently articulated in Veritatis splendor) that these 
considerations are "not sufficient for judging the moral 
quality of a concrete choice." Alone, they are simply "not 
an adequate method for determining whether the choice 
of that concrete kind of behavior is ... 'in itself,' morally 
good or bad, licit or illicit."76 

For these reasons, the Church emphatically rejects 
these prevailing theories—consequentialism and 
proportionalism—which are not grounded in the Catho-
lic moral tradition.77 Nonetheless, as Veritatis splendor 
goes on to say, these theories have "a certain persuasive 
force" today.78 Their influence is nearly universal in secu-
lar culture, but they have also made great inroads into the 
intellectual life of the Church. Proportionalist reasoning 
on this specific topic of HIV prevention has surfaced in 
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some of the statements of local Church bodies (such as 
AIDS: Society in Question in France and The Many Faces of 
AIDS'm the United States), even though Church teaching 
explicitly rejects it.79 

These ethical views can sound reasonable at first because 
they propose what seem to be self-evident solutions. Yet the 
highly esteemed twentieth-century philosopher Elizabeth 
Anscombe, who gave consequentialism its name, felt that 
that theory has "proven to be a profoundly destructive 
force, not only in ethics considered as a field of academic 
philosophy, but in the ethical lives of individuals and 
cultures, lhe conviction that a little evil may rightly be 
done for the sake of a greater good, or for the sake of pre-
venting a greater evil, puts human beings on the path to 
losing their grip on good and evil altogether."80 

Something other than circumstances, intentions, and 
consequences is needed to establish the goodness of an act 
in itself, since they "can never transform an act intrinsi-
cally evil by virtue of its object into an act 'subjectively' 
good or defensible as a choice."81 The Church thus views 
the matter from an altogether different vantage point, 
and insists that the "morality of the human act depends 
primarily and fundamentally on the 'object'" (the act) 
itself.82 Condom use is not countenanced because, consid-
ered objectively, it obstructs the procreative dimension of 
the marital act and because it interferes with the unitive 
dimension. The Church further maintains that there are 
valid alternatives to the use of condoms. 
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If health professionals wish to adhere to Catholic 
teaching, what do they need to consider with regard to 
condom use by discordant couples? 

The overarching consideration which applies to all 
possible circumstances of any particular couple is that 
"it is never the role of the Church, or its agencies, pastors 
or members, to help people do the wrong things more 
efficiently or safely."83 

The question then becomes, what are the wrong 
things? To put it briefly, the wrong things here are sexual 
activity outside of marriage and condom use (whether 
strictly contraceptive or not) within marriage. Some, 
including Bishop Anthony Fisher, have treated the finer 
points of these moral and philosophical matters in great 
detail, and with great rigor and pastoral sensitivity.84 

A Catholic health professional in regular contact 
with unmarried discordant couples should take the 
same approach as with other people (even those in high-
risk groups), by recommending the optimal course of 
action—in other words, risk avoidance. That is always an 
option. This alternative to the present behavioral pattern 
must always be proposed in every professional encounter 
with a particular patient, for reasons of health, morality 
and well-being. 

A married discordant couple might, in certain cir-
cumstances, wish to consummate their marriage and to 
conceive a child. The likelihood of passing on the virus in 
a single act of intercourse is variable, depending on viral 
load and stage of infection, among other things. In a best-
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case scenario, when the infected person is fully compliant 
with antiretroviral medications and other variables line 
up favorably, the likelihood of HIV transmission during a 
single act is quite small. Still, this ideal scenario represents 
the distinct minority of cases in Africa. Nonetheless, some 
couples may, after careful consideration, and fully aware 
of the risks, choose to have marital relations. 

This is not to suggest that the condom issue needs be 
ignored or avoided entirely. It would be naive to think that 
the client would not know about condoms, or that con-
doms would not surface as a topic of conversation between 
the patient or client and the health professional. On the 
contrary, having time to discuss the issue in detail would 
present an opportunity for the professional to engage the 
patient in a deeper, more personalized manner. 

Here it is important to keep in mind that information 
about condoms is difficult to convey without sending 
other signals. Knowledge itself is of course a good, and 
ignorance a vice. But the line between providing infor-
mation about a course of action—particularly about its 
benefits—and tacitly approving it or cooperating with 
it, quickly becomes blurred. Neutrality—merely being a 
conduit of information—is an illusion. 

This makes resorting to disinterested "information" 
about condoms morally problematic. However, infor-
mation about condoms could be presented accurately 
by the health professional in the context of attempting 
to dissuade persons from the underlying behavior, "by 
educating them about the moral and physical dangers of 
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such a course and proposing to them morally and medi-
cally preferable options."85 

The Catholic health professional is essentially 
responsible for the guidance that he or she gives—for 
how he or she presents information and alternatives. He 
or she cannot be held responsible for whatever particular 
action a client ultimately chooses to take. 

Counseling people in such circumstances is certainly a 
challenge. Some concepts may be difficult to convey and 
assimilate. Some clients may not be well equipped or well 
disposed to make adjustments. We recognize that there 
are many heartbreaking situations with no easy answers. 
Yet what the Church teaches does not contradict sound 
health care principles. 

Traditional African Values and Culture 

We have described how risk reduction strategies have 
failed to halt the AIDS epidemic. Appeals to the heart, 
to deeper human aspiration about the meaning of life 
and human sexuality, have a universal attractiveness: 
"Although cultural conditions affect men and women 
of different times and places, the condition of man's 
heart . . . remains the same in every time and place."86 

Furthermore, most traditional cultures (and not only 
those in the Christian tradition) hold marriage, fam-
ily life, abstinence, and fidelity as norms that are both 
possible and desirable. "In traditional societies, various 
practices helped promote good behavior, and to maintain 
faithfulness and integrity in marriage: girls and young 
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women protect their virginity; young men control their 
sexual desires."87 In Kenya, as the Kenyan bishops have 
pointed out, a "virgin bride was much esteemed in almost 
all African cultures, and her family loaded with gifts . . . so 
when the Church condemns premarital and extramarital 
sex, it is neither asking for the impossible nor proposing 
something altogether contrary to our traditions."88 

In the Mpumalanga province of South Africa, not far 
from the Swaziland border, we listened to an elderly Zulu 
woman, active as a nurse among people with AIDS, who 
spoke eloquently of her own experience of those cultural 
practices designed to protect young women. She told us 
how, when she was an adolescent, older female relatives 
took her aside to describe changes that would come with 
her maturation into womanhood, and how she could find 
support from others in protecting herself from unwanted 
advances and premature relationships. She lamented that 
these customs and practices had largely vanished as a 
result of rapid modernization and urbanization, but her 
witness is evidence that they are not beyond the people's 
consciousness. In fact, Africans themselves have reason-
ably suggested that "instead of considering these behaviors 
as old-fashioned, as understood in the West, one should 
buckle down and study the way of encouraging these 
practices by giving value to the positive elements of the 
African culture."89 

This would seem to form a solid basis for hope. As 
Pope John Paul II pointed out, "Africa constitutes a real 
treasure-house of so many authentic human values."90 
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Instead of persisting in imposing an ideological vision 
that contradicts many of these human values and has 
proved ineffective anyway, we might again consider the 
alternatives: "The world must learn to receive from the 
people of Africa. It is not just material and technical aid 
that the latter need. They need also to give: their heart, 
their wisdom, their culture, their sense of man, their sense 
of God, which are keener than in many others."91 

The West also desperately needs to retrieve these 
human values. They were once more routinely instilled, 
but they have been massively eroded, particularly in 
recent decades. Many in the modern West, of course, 
still embrace these values and find in them a source of 
fulfillment and hope for the future. This would suggest 
that there is a reservoir of these values within individuals 
and families, and perhaps even buried in the deep recesses 
of the collective psyche. But by and large, many modern 
Westerners are unequipped to mine this rich ore, and 
they often end up ridiculing it. 

Comparisons to other historical eras can sometimes be 
difficult to make; chastity perhaps has never been "popu-
lar" or easy, to be sure. Yet there is something radically 
askew in modern Western cultures. Elizabeth Anscombe 
perceived that Western Catholics, in the present day and 
age, encounter a cultural environment that is even more 
hostile to chastity than was the "pagan" environment which 
the first Christians encountered. She put the differences in 
the following terms: "Christianity taught that 'men ought 
to be as chaste as pagans thought honest women ought 
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to be'; modernity teaches that 'women need to be as little 
chaste as pagans thought men need to be.'"92 
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VII 

T H E PATH TO PROGRESS 

Hearing so much about the magnitude of the problem 
of HIV/AIDS, we could be led to believe that AIDS 
affects millions of anonymous, faceless people in distant 
countries. It would be easy to lose sight of the fact that 
in each case an individual person is confronted with the 
pain of illness, with emotional anguish, heartache, and 
alienation, and with the likelihood of an early death. 
AIDS is affecting beautiful people who are full of life 
and dreams and plans, who love and are loved by those 
around them—unique people who are grandmothers, 
grandfathers, mothers, fathers, daughters, sons, relatives, 
and friends. 

The vast suffering and destruction caused by AIDS 
and the continuing threat it poses are major human 
dramas. Consistent with its call to be a Good Samaritan, 
the Church cares for approximately 27 percent of the 
people living with HIV/AIDS worldwide, regardless of 
race, religion, or personal convictions.1 
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Indeed, the Church has a long tradition of caring for 
the sick and the outcast. The words of St. John of God, 
who lived in the sixteenth century and is revered as the 
patron saint of the sick, capture the ethos behind caring 
for those with distressing diseases like AIDS, especially 
the poor and rejected among them: "Since our house is 
open to all, it receives the sick of every kind and condition; 
the crippled, the disabled, the lepers, mutes, the insane, 
paralytics, those suffering from scurvy, and those bearing 
the infirmities of old age, many children, and countless 
pilgrims and travelers whom we give fire, water, salt and 
cooking utensils. We ask no payment from anyone, and 
yet Christ provides for all."2 

Many with HIV/AIDS also suffer emotionally; indeed, 
such anguish is often as acute as their physical suffering. 
For this reason, many very active religious have told us 
that their work responding to AIDS in Africa has been as 
much pastoral as it has been clinical. In this sense, AIDS 
differs from many other diseases. The Church thus strives 
to accompany those coping with HIV/AIDS to "face the 
challenge not only of the sickness but also the mistrust of a 
fearful society that instinctively turns away from them."3 

Many individuals with HIV/AIDS thirst not only 
for medicines but for words of encouragement and 
consolation. Aware of this acute need, the Ethiopian 
Catholic bishops proclaimed their closeness to people 
suffering from AIDS in a nationally distributed pastoral 
letter: "Considering too that our Savior was 'spurned 
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and avoided by men' (Isaiah 53:3), we further recall the 
promise of the Lord: 'Can a mother forget her infant, be 
without tenderness for the child of her womb? Even should 
she forget, I will never forget you (Isaiah 49:15)."4 

In each personal circumstance, a compassionate human 
presence simply cannot be replaced. One American 
woman we met at a dilapidated Baltimore nursing home 
had been blinded and crippled by the effects of HIV/ 
AIDS. She struggled with the impersonal and sometimes 
frightening environment to which her physical immobility 
confined her. She revealed to us how, particularly while 
lying awake at night, pangs of regret would settle over her 
as she recalled the prior turmoil in her life. She did not 
know where to begin to find relief for that. But she was 
immensely consoled by Jean Pierre de Caussade's counsel: 
"To escape the distress caused by regret for the past or 
fear about the future, this is the rule to follow: leave the 
past to the infinite mercy of God, the future to His good 
providence, give the present wholly to His love by being 
faithful to His grace."5 This gave her a great sense of hope 
and soothed her. 

The same fidelity to the Gospel which compels the 
Church to care for the sick also compels it to proclaim 
the value, importance, and possibility of chastity. The 
common thread uniting care and prevention is profound 
respect for the dignity and value of the human person. 
Christian agencies, and especially Catholic agencies, are 
joyfully bound to be a witness to the truth about man 
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and to the dignity of every human being as a free and 
responsible agent, and to the precious gift of sexuality. 

Seen in this way, upholding these values is a declara-
tion, particularly to the young, that their lives matter, that 
their choices matter. It amounts to issuing a hope-filled 
wake-up call, "telling people that they are all walking 
around shining like the sun."6 The Ethiopian Catholic 
bishops put it like this: 

Your life has meaning and tremendous value! . . . The 
Lord has said, "Before I formed you in the womb, I 
knew you and consecrated you" (Jeremiah 1:5). We 
wish to support you in the adventure of learning the 
meaning of true love and valuing the gift of human 
sexuality within marriage, to support you in your 
pursuit of chastity. We urge you to "not let yourself be 
led astray by those who would ridicule your chastity or 
your power to control yourselves. The strength of your 
future married love depends on the strength of your 
present effort to learn about true love."7 

The world is in great need of this message, which 
stands in competition with very powerful if less respectful 
cultural messages about the human person and sexuality. 
Culture itself, as a determinant of thoughts, attitudes, and 
actions, is one but by no means the only factor which influ-
ences HIV transmission. Protecting what is good within 
a culture, modifying what is harmful, and infusing the 
culture with a sense of authentic human values is thus an 
important means of protecting people from HIV trans-
mission. The Church would further propose that "the first 
and fundamental step towards this cultural transformation 
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consists in forming consciences with regard to the incompa-
rable and inviolable worth of every human life."8 

In an August 2006 interview, Pope Benedict XVI 
indicated that this formation was the key to the entire 
response to AIDS. A reliance on technical measures with-
out the "formation of the heart" proves fruitless: "If we 
only teach how to build and to use machines and how to 
use contraceptives, then we should not be surprised when 
we find ourselves facing wars and AIDS epidemics."9 

He also had the opportunity directly to respond to 
the common misconception that the Church is somehow 
preoccupied with preserving arcane "rules" over human 
lives, essentially letting the answer to the question he 
posed speak for itself: 

So that's the problem: do we really pay so much attention 
to moral issues? I think—I am more and more convinced 
after my conversations with the African bishops—that 
the basic question, if we want to move ahead in this 
field, is about education, formation. Progress becomes 
true progress only if it serves the human person and if 
the human person grows: not only in terms of his or her 
technical power, but also in his or her moral awareness. 
I believe that the real problem of our historical moment 
lies in the imbalance between the incredibly fast growth 
of our technical power and that of our moral capacity, 
which has not grown in proportion. 

Considering all the evidence, we would hope that all rel-
evant actors would adopt a more sensible approach to HIV 
prevention that articulates the advantages of avoiding 
the risk of infection and offers concrete support in doing 
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so. International agencies, Western donors, and medical 
journals should more willingly welcome the promotion 
of the A and В strategies as scientifically legitimate. As 
members and leaders of the scientific community, they 
have an opportunity to distinguish themselves once again 
by adherence to objectively sound and medically valid 
principles of health and well-being. In so doing, they 
would distinguish themselves from the Zeitgeist to which 
they have too often conformed. 

Many organizations outside the Catholic Church also 
favor the A and В messages. The fact that these priorities 
can be derived from and supplemented by messages of faith, 
hope, and love fosters a sense of purpose and direction in 
life. All people of good will can rally around these things 
(and around respect for self and others), since these prin-
ciples are supported by science and common sense as well as 
by faith. It seems reasonable that the work of organizations 
promoting risk avoidance strategies should be prioritized, 
whether or not they are rooted in Christian faith. 

We would submit that it is here, in the affirmation 
of well-integrated sexuality, marriage, and family life, 
the formation of the heart, and the evangelization of 
culture, that the worlds of Africa and the West may each 
gain the most in confronting their different but not un-
related physical, cultural, and spiritual pathologies. For 
every individual person, and for the societies at large, the 
Church proposes the Gospel, the "good news," with a new 
urgency, because "the 'new evangelization' is a matter of 
life and death for the Church and the world."10 
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Pope Benedict has said that the great themes of service 
animating the Church's response to AIDS—the themes 
of evangelization and social work—cannot be separated 
from each other: 

Every now and then . . . [an] African Bishop will say to 
me, "If I come to Germany and present social projects, 
suddenly every door opens. But if I come with a plan 
for evangelization, 1 meet with reservations." Clearly 
some people have the idea that social projects should be 
urgently undertaken, while anything dealing with God 
or even the Catholic faith is of limited and lesser urgency. 
Yet the experience of those Bishops is that evangelisation 
itself should be foremost, that the God of Jesus Christ 
must be known, believed in and loved, and that hearts 
must be converted if progress is to be made on social 
issues and reconciliation is to begin, and if—for ex-
ample—AIDS is to be combated by realistically facing its 
deeper causes and the sick are to be given the loving care 
they need. Social issues and the Gospel are inseparable. 
When we bring people only knowledge, ability, technical 
competence, and tools, we bring them too little.11 

No doubt the humanitarian application of knowledge 
and technical know-how has led to tremendous progress 
in providing treatment to thousands upon thousands of 
people in Africa. But technical know-how has not managed 
to curtail the accumulation of new HIV cases. As we have 
shown, reductions in HIV rates in a handful of African 
countries are most attributable to changes in behavior, 
and not to various risk reduction measures. Yet the AIDS 
Establishment seems intent on redoubling its commitment 
to the failed philosophy of risk reduction, and to package 
it as a commitment to science over ideology. 
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We have shown that risk reduction is a philosophy 
that places no premium on hope and no confidence in the 
human capacity to change. And hope for the future is what 
is needed most—hope to be healed of past traumas, hope 
to live free of disease, discord, and inner turmoil.12 

Risk reduction is a natural extension of dominant 
strains of thought in modern Western cultures—cultures 
that have over time experienced not only a loss of faith, but 
also "a decline or obscuring of the moral sense" as Pope John 
Paul II has put it.13 Approaches that offer much more than 
risk reduction, ones that hold out a challenging standard 
to which all may aspire, remind us of that moral sense, 
which may be why they are often viewed with distrust 
by the AIDS Establishment. 

The philosophy of risk reduction deserves much 
greater critical scrutiny. We rightly and regularly scruti-
nize epidemiological evidence in appropriately empirical 
terms. Evaluating risk reduction as a philosophy needs to 
be approached differently. Since this philosophy, more 
than anything else, shapes our poorly performing AIDS 
prevention policies, such scrutiny is long overdue. 

Individualism, utilitarianism, and relativism are the 
tenants which occupy many minds in the West today. 
As long as public health authorities, which includes the 
AIDS Establishment, remain wholly committed to these 
prevailing ideas when addressing lifestyle diseases, fresh 
approaches will be resisted. Yet there is no good reason why 
public health leaders or anyone else should remain captive to 
these elements of Western culture or downplay evidence that 
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questions their wisdom. By virtue of their responsibility and 
authority, public health authorities should be expected to 
challenge counterproductive ideas and to more strenuously 
promote those that truly foster human well-being. 

We should, in other words, expect our public health 
authorities to be not merely another uncritical conduit of 
the prevailing culture but a firewall against it. Refuge from 
the emptiness of radical individualism, the impersonal 
coldness of utilitarianism, and the despair of relativism is 
simply essential for integral human development today. 
Although these "isms" are routinely portrayed as innocu-
ous, pragmatic, inclusive, and enlightened, they are in fact 
deeply hostile to human flourishing. 

We need to keep striving to provide ethical means of 
technical know-how—including the best treatments as well 
as generous and effective care for those afflicted with HIV 
and AIDS. But all of us, particularly those threatened by 
the prospect of HIV transmission, need the protection of 
better ideas, ideas that reinforce love, hope, and confidence 
in the inestimable worth of every human being. 

The peoples of Africa and the West stand together in 
their need for just such a firewall. The odds of displacing 
the prevailing paradigm certainly appear long. But with 
Africa's willingness to lead, to insist on a hopeful and 
successful alternative, perhaps we can build it together. 
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