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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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FOREWORD

Future historians of the AIDS era will puzzle over and
debate the reasons why spending ten billion dollars annually by 2007 seemed to have so little effect on global H I V
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 H I V 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-interest groups presided over the rise of a vast multi-billiondollar 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 prevention 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 invoking 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 comprehensive 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 international 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 European 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 H I V 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 H I V 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 percent 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 contributes 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 H I V 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 cannot be said for condom use, coverage of HIV testing,
treatment for curable sexually transmitted infections,
provision of antiretroviral drugs, or any other intervention 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 proportion 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. government, did not ask about consistent condom use, even
though the word condom was used in questions twentynine 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 infections in Africa are found, in spite of all the efforts that have
gone into promoting condoms to married couples, teenagers, 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, typically 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 reading 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 unsubstantiated 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 dangerous 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. 10 1 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 A I D S 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 statement. 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 empirical terms, Hanley and de Irala present and contrast the
Christian perspective on these matters with the prevailing 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 articulation 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 making 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.
EDWARD C .

GREEN

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 H I V 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 Organization and U N A I D S (the Joint United Nations Program
on HIV/AIDS) as well as powerful and diffuse Western
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governmental donor agencies like U S A I D (the U.S.
Agency for International Development) and its European
counterparts. These institutions create policy guidelines
and fund initiatives to carry out their strategic priorities. 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 scientific 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 prevention 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 A B C approach to HIV prevention
in recognition of the success of Uganda's response to the
AIDS epidemic.2 The A of A B C 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 recommendation 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 partnerships, 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 indispensable 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, highlighting countries that have successfully reversed their
HIV epidemics, and describe the behaviors to which that
reversal is most attributable. These successes will be contrasted 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 H I V 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 recognizes 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, understood 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 objective 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 exception 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 suffering 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.
Notes
1. M.A. Martinez-Gonzalez and Jokin de Irala, "Preventive
Medicine and the Catastrophic Failures of Public Health:
We Fail Because We Are Late" [in Spanish], Medicina Clinica
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II
A RELENTLESS CRISIS

Acquired immune deficiency syndrome, or AIDS,
is caused by the retrovirus HIV, or human immunodeficiency 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 environment, its transmission in the home or workplace is
extremely rare when universal precautions are implemented: 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 mosquitoes have not been known to transmit the disease.
There is not really one illness or one clinical manifestation 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 infection may or may not be accompanied by a short period
of acute symptoms similar to those of infectious mononucleosis, 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 positive, which is not necessarily equivalent to having AIDS.
HIV-positive persons typically live with H I V 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.

A Relentless Crisis
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 C D 4 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 C D 4 cells to replace
those destroyed by the HIV virus. Tbis has a stabilizing
effect and ushers in the intermediate phase of HIV infection. 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 C D 4 production,
and disease progression intensifies. An HIV-positive
person develops a clinical AIDS diagnosis when their
immunity, as measured by the quantity of C D 4 cells,
drops below a certain level. They may also be presumed
to have AIDS if they develop an AIDS-defining illness,
irrespective of official C D 4 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 H I V 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 " H I V "
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, progression 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 intravenous 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, con
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 confers 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 diagnostic 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.

A Relentless Crisis
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 subSaharan Africa alone." The epidemic has severely damaged
social structures and weakened economic productivity.
HIV/AIDS "generates new poverty" by leading to reductions 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 antiretroviral 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 prevention.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 initiatives 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 emphasized to such an extent that approaches that promote
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behaviors enabling people to avoid the risk of contracting 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 constitute the A and В components of the A B C 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 community 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 A B C
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 prioritizing A, B, and С for different age groups, populations,
and scenarios. In many respects, it amounted to a breakthrough - 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 countries 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 countries 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 population 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 consumption 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 Afric
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 H I V in the community.
We recognize that behavior change at individual and
community level in the present H I V 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, solidarity 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 H I V pandemic. 6
The International A I D S Society, which hosts these biennial international A I D S conferences, did not wish to
a c c o m m o d a t e this belief system. These African representatives 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, U g a n d a n president Yoweri
Museveni addressed the 2 0 0 4 International A I D S confer-

Abstinence

atid

Fidelity

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 partnerships 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 inhabitants 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 multiple 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

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
FIGURE
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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
HIV/AIDS.
F o r m i d a b l e epidemiological evidence f r o m A f r i c a
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 outside partners in the last twelve months. For couples, mutual
faithfulness is similarly defined, and H I V 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 . . . H I V prevention
programs should focus more on promoting partner reduction and partner faithfulness, especially for men." S O U R C E :
David Stanton, presented by Daniel Halperin in "Why Is
H I V 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/WP

AFFIRMING

LOVE,

AVOIDING A I D S

sexual behavior are always found when HIV/AIDS prevalence 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 without 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," U N A I D S 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 H I V 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 immeasurably 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 avoidance 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 mid1990s, 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

Affirmative Response (%)
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 notably 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 postponed 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 H I V control was practical but based on limited
information, financial resources, and precedent for success. The
government communicated a clear warning and prevention
recommendation: A I D S . . . was fatal and required an immediate population response based on . . . faithfulness to one
partner." SOURCE: Graph adapted from Rand L. Stoneburner
and Daniel Low-Beer, "Population-Level H I V Declines and
Behavioral Risk Avoidance in Uganda," Science 304.5671
(April 30, 2004), 716.
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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 transform 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 combating 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 implemented 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 H I V 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 strategies." 29 We can also attest to the accuracy of that statement 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
A I D S Prevention Committee, bemoaned the A I D S
Establishment's harmful influence in a 2008 Washington
Post piece, writing that AIDS "has become a multibilliondollar industry," in which profiteering (from the sale of
commodities such as condoms and test kits) and ideology
have supplanted sound approaches to prevention.30

Abstinence

atid

Fidelity

That may sound like a serious charge, but it is difficult
to dismiss given Ruteikara's exasperating personal experience 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 success 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 commercial 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 partner 36 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 faithfulness (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 percent 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 decreased.41 The percentage of men aged fifteen to seventeen
years who said they had already started having sexual relations 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 percent, the highest in the Western hemisphere—indeed anywhere 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

