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AIDS in Africa

First US global responses were AIDSCOM,
AIDSTECH (1986). WHO/GPA 1987

Who could & would work in global AIDS?
1. MSM with experience from US

2. Those who worked in international FP
(contraceptive promotion)




What have we learned 25+ years into the
global AIDS pandemic?

* Most epidemics outside Sub-Saharan Africa will
not expand into the general heterosexual
population. UNAIDS and others have over-
estimated HIV infection rates

* Epidemics in the general heterosexual
population do not develop in the way most of us
once thought.

» AIDS in east & southern Africa are
fundamentally different from the rest of the
world, requiring a different approach to
prevention.

We were told for years that it was just a matter of time before the rest of the world
developed widespread epidemics like those of Africa —and we believed —or were
told repeatedly— that all of Africa would look like the worst countries in Africa.



2 basic types of AIDS epidemics
(from David Wilson, 2005)

Epidemics are “ concentrated " if
transmission is mostly among vulnerable
groups and if protecting vulnerable groups
would protect wider society

Conversely, epidemics are © generalized " if
transmission is mainly outside vulnerable
groups and would continue despite effective
vulnerable group interventions

(Read this as written. Nb foreign advisors are trying very hard to get AIDS
prevention in Uganda in line with the rest of the world, namely to focus on high risk
groups and to use tools from concentrated epidemics to address an African
epidemic. These effort seem to have resulted in a rise in both mualit-partner sex
and in HIV prevalence.



HETEROGENEITY OF HIV IN AFRICA

= 15-35%

Sources: UNAIDS 2004 estimates used unless
recent national population-based HIV survey availab  le

The actual figures are wrong—too high. This table was made by UNAIDS before it
was forced to admit its figures were too high.

The shadings, or depictions of relative national infection rates, remain useful.



Main points of this presentation

The “generalized” epidemics of Africa are
very different from the epidemics found the
rest of the world.

How?

1) Transmission dynamics

2) Where we find the HIV infections

3) Prevention requirements

4) Role of condoms in prevention

There have been 7-8 African countries with HIV decline, in
all cases associated with significant primary behavior
change (less extra-marital & premarital sex)

What works in New York or Bangkok may not work in South Africa. Upon this
simple, accurate observation rests a passionate global debate. A second simple
observation could also be made at this point, but that would be premature
(However, its “however effective condoms might be, nowhere in the world have we
managed to achieve high rates of consistent condom use in any naturally
aggregating-- or general-- population.



SOME SUCCESS IN SEVERAL COUNTRIES
GENERALIZED EPIDEMICS CONCENTRATED EPIDEMICS

Africa Asia
Uganda Thailand
Kenya Cambodia
Zimbabwe South India

Urban Ethiopia
Urban Rwanda
Urban Malawi
Urban Zambia
Urban Burkina Faso
Urban Cote D’lvoire

Caribbean
Haiti
Barbados
Bahamas

Are you surprised to learn of so many countries where infection rates are declining?
Even this list is a couple of yeas old. There are probably other countries where HIV
prevalence has started to come down. My 2003 book came out when UNAIDS-type
fundraising fervor was still going largely unchallenged: “AIDS is worse that the Black
Plague!” It is getting worse with every passing day and hour. Every hour (or was it
minute?) we lose the equivalent of a jumbo jet full of people. Once the evidence of
lower rates was too solid to keep ignoring, UNAIDS quietly put a table on its website
(last week in November?) that shows how the rate of new infections had been
declining for 9 years.



Most HIV epidemics sexually driven

» Most of the HIV infections in the world are
sexually transmitted

*Having multiple sex partnerss what drives HIV
epidemics.

» Concurrent partnershipsave been found to be
especially dangerous.




Yet, this was not addressed

* Yet, surprisingly, prevention programs funded by maor donors
have not explicitly promoted monogamy or even partar
reduction.

* It is difficult for outsiders* to understand why this is so. Inmagine if
$15 billion were made available to address lung caer on a global
scale. Surely we would have to address smoking befar: not
smoking in the first place; stopping smoking, or ateast having
fewer cigarettes per day.

Outsiders means people not working in the AIDS field
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Note that these interventions do not require changing sexual behavior, other than
adopting a medical device to lower risk.
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What has been proven to work, in
African generalized epidemics?

1. RCT level: Male circumcision

2. (consistent) Associational studies show:
Reduction in sexual partners is main factor
associated with HIV decline. Decline in
premarital sex seems to be second.

3. Nothing else (for sexual transmission of
HIV)

RCTs are the highest level of scientific proof in the field of pubic health
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In fact, there is little or no direct evidence that the
popular prevention measures found everywhere
have contributed to the slowing of HIV in

generalized epidemics, including:

*Condom social marketing

*VCT (testing and counseling)

*Syndromic management of STIs

*Mass treatment of STls

*VVaginal microbicides, with or without a diaphragm
esynergistic community-based interventions combining
the above, plus income generation

*Availability of ARVs (World Bank: Mead Over Research)
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Challenge to Dominant AIDS
Prevention Paradigm (RR)

Uganda demonstrated that AIDS prevention
can make people:

* Feel personally vulnerable & afraid of getting
AIDS

» Take certain simple, commonsense steps to not
become infected by:

— not having more than one sex partner,
— delaying the age of first sex (condoms are back-up)

15



Uganda model

HIV prevalence fell from 15% to 5%, 1992-2004

Uganda used an indigenous, home-grown, African
approach to AIDS...at least in the early years (there
has been much change in the direction of conformity
to the priorities of the major donors since late 19 90s)

...and at a cost of c. 23 cents per person, per year
during the crucial early years of behavior change
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So what was different in Uganda?

Approached AIDS as primarily a behavioral
rather than technical or medical challenge.

Tried to influence sexual behavior at a deeper
level.

Aimed primarily at risk avoidance.

Did not start with premise that “we cannot
(should not?) change sexual behavior.

ABC approach w/ real AB interventions (not to
be confused with Bush & A-only)
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Biologically, how do we avoid sexual
transmission of HIV?

A Avoid exposure Abstinence
Being faithful

mutually

B Reduce exposure Being faithful
imperfectly
(partner
reduction)

C Block efficiency of exposure Circumcision
Condom use
Lowering viral
load
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What about “A though Z?”

Many ask, why ABC? Why not A-Z?

Many activist groups have used AIDS as a vehicle
for promoting various political causes: fighting
poverty, human rights, women'’s rights, gay
rights, sexual freedom, etc.

But the question must be asked: if these goals
(however worthy) were achieved, would HIV
rates go up, down, or remain the same? If
there is a litmus test for what falls under “AIDS
prevention,” this should be it.

If we are truly guided by evidence, we should even ask this question of ABC...D-for-
Drugs, or ARVs. | have alienated myself from the Harvard AIDS celebrities not only
by talking about sexual behavior, but by pointing out the disinhibiting effect of ARV

access.



Here are some posters from Uganda, from the early period when a great deal of
behavior changed and HIV incidence declined rapidly. This first poster illustrates
one feature that distinguishes Uganda from the rest of the world: they did not soft-
pedal the threat of AIDS. They deliberately used fear arousal to “cut through denial”
that AIDS was an American gay disease. Western AIDS donoprs and implem,entros
soon put an end to fear-based images, arguing that AIDS prevention should be
light, humorous and even erotic!
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Anywhere else, the tag line here would be: ” Don’t leave home without your
condoms!” But Uganda believed in the dominant B message for everyone, even
high-risk long-distance truck drivers.
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| THANK GOD ISAID |

NO TUé_l__D_S

| AM STICKING TO

B ..

J MY FAMILY

“Love
Faithfully”
was the best
recalled
slogan by
1991

Where have any of you seen an AIDS poster or image like this??
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i BT

Do not have sex until you
are married, and stay
faithful to your

partner.

This and next slide from Ministry of Education, circa 1990-1
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DHS surveys in Uganda in fact show that HIV infection rates among polygamists
are no different than those of monogamists.
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By contrast, AIDS prevention looks
like more like the next slide (from
southern Africa

Nb the difference between targeting sexual
behavior itself, versus leaving sexual
behavior alone but with the promise of
enhanced safety through risk-reduction
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Sophisticated art...condom focused. The only atypical element here is use of “fear
appeals” or fear arousal.
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This ad provoked a furor in Botswana. | wonder why? US taxpayers dollars at work

“'In Botswana, having sex with a girl under the age of 16 is a criminal offence
termed 'defilement’. Having sex with a 14-year old girl is hence illegal and should
not be promoted," says Mareile Kroning, a senior social worker with Childline
Botswana. Kroning maintains that although the advert advocates safe sex for girls in
intergenerational relationships, its message may not be very effective. This is
because power in those relationships reside with the older man rather than the girl.”
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Before we leave posters and billboards, you see the contrast between this amateur-
looking billboard with the previous slick ones. This billboard from Zambia is from an
FBO. FBOs are naturally inclined to promote A&B behaviors—in the language of
international health or development, FBOs have a comparative advantage in
promoting AB behaviors, while an agency like USAID or UNFPA have comparative
advantages in promoting contraceptives—since they were specializing in this for
years before the AIDS pandemic. The trouble with this naturally occurring (or
appearing) division of labor is 1) the latter have virtually all the money and power; 2)
the forces that support the latter fight bitterly to keep AB interventions 100% out of
AIDS prevention (one only need look at Uganda today...)
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President Museveni on condoms

“Just as we were offered the “magic bullet” in tlaely 1940s,
we are now being offered the condom for “safe séxe”are
being told that only a thin piece of rubber stabdbveen us
and the death of our continent. | feel that condomee a role
to play as a means of protection, especially imptesiwho are

HIV-positive, but they cannot become the main mesHns
stemming the tide of AIDS.”

President Museveni, 1991

Returning to the “Uganda model” of days gone by...He also pointed out that a
steady condoms (or drugs) in rural areas would and could never be assured.
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Uganda model-other critical
elements besides ABC

» Strong leadership from highest levels

« treating HIV+ people with care and compassion,
enlisting their help in preventing AIDS,

* empowering (“advancing”) women

* Involving churches, mosques, and religious leaders- -
significantly

* Mobilizing communities, encouraging face-to-face,
open discussion about AIDS at community level

» Fighting AIDS-associated stigma & discrimination

+ Initiating AIDS preventive education in primary
schools, reaching children before they are sexually
active

Prevention was more than ABC. Of course. Uganda actually pioneered a number of
interventions. Some of my critics have quioted this slide, selectively choosing 3-4
activities that they like, and using this as evidence that we need to “move beyond
ABC” . Whenever you hear or see that, it almost certainly means the speaker has
not yet reached A&B.

The AIDS industry has even been successful in selling the idea of ABC+ , or Moving
Beyond ABC, in Uganda itself, where virtually all AB objectives were removed by
Nov. 2007. Prevention is not a package of medical services, and behavior change
has disappeared. Meanwhile, HIV prevalence is rising again, significantly.
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A B C

Never married ages 15-24  Multiple partners in the Condom use last higher-

who had sex in the past past year, ages 15-492 risk sex, ages 15-492

609, Year 59%
53%

41% 6% 38%
23% 0 23% o
16% 21% 20%
B m

Young Young Males Females Males Females
men Women

m 1989 m 2005

Source: ! Global Programme on AIDS (GPA), 2Demographic Health Surveys (DHS)
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It is instructive to consider Botswana,
“successful” in several ways...

PMTCT

Service delivery

VCT & free ARVs

Activist leadership at highest level

GNP per capita in 1999 of almost $4000 US
dollars

....but why does Botswana have the world’'s 2 d

highest HIV infection rates ?
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“HIV/AIDS POLICY IN AFRICA: WHAT HAS
WORKED IN UGANDA AND WHAT HAS

FAILED IN BOTSWANA?”
Journal of International Development J. Int. Dev. 1 6, 1141-1154 (2004)

“Promotion of condoms at an early stage
proved to be counter-productive in
Botswana, whereas the lack of condom
promotion during the 1980s and early
1990s contributed to the relative success
of behaviour change strategies in
Uganda.”
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“HIV/AIDS POLICY IN AFRICA: WHAT HAS
WORKED IN UGANDA AND WHAT HAS

FAILED IN BOTSWANA?”
Journal of International Development J. Int. Dev. 1 6, 1141-1154 (2004)

* “It seems to us that human rights activism linked
to HIV/AIDS in Botswana has hindered public
health measures.” p. 1152

“In this region of the world the pandemic has
been allowed to become a public health
disaster. It urgently demands appropriately

tough responses to bring it under control.”
P. 1152
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Now, lets look at the behavioral trends in the
first countries in Africa (after Uganda)
where we have seen HIV prevalence
decline.
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BEHAVIOR CHANGE AMONG MALES

in E. ZIMBABWE

Source: Gregson et al, 2006
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BEHAVIOR CHANGE AMONG MALE

FACTORY WORKERS IN ETHIOPIA
60 -

40+

20+
O'M .

*Condom use data available for Akaka site only

B 1st round H 2nd round O 3rd round 4O 4th round

Sources: Mekonnen et al, 2003
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percent

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

had sex in the past yeart

A B C

Never married ages 15-24 who Multiple partners in the past Condom use last higher-risk

l

year, ages 15-492 sex, ages 15-493

| |

49%

46%

56%

47%

27% 29% 30%

21% 22%

1% 1%

0%

Young men

Young Women Males Females Males Females
01996 @2000 m 2004

11996: unmarried young men and women ages 15-24 who had sex in past 4 weeks

21996 and 2000: married men and women who had at least one non-regular (1996) or non-marital/non-
cohabiting (2000) partner in past 12 months

3 used condom at last intercourse with non-spouse (1996), non-cohabiting partner (2000), or either (2004)
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50%
40%;
30%:
20%:

10%;

0%-

"B" and "C" among men and women in Lusaka,
1996 to 1999

B C
Adults ages 15-49 Adults ages 15-49
whose last partner was a who used a condom in last
casual partner sex with any partner
| |
| [ 1
N0/ 9RO/{|
21

women men women men

Source: Agha S, AIDS 2002;16:291-3.
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percent

n
I"# $% &
80% -
B-youth B-adults C
70% - Multiple partners in the past  Multiple partners in the past  Condom use last higher-risk
year, ages 15-24 year, ages 15-49 sex, ages 15-49

60% | | |

49[% \ [ I ool 51.6% \
50% A —

42%
40% 1 33.6%
0, . 0
32.6% 30.5%
30% A
21%
20% A
10%
10% A |—| 6.2% 6% 450
- il B il B
Young men Young Women Males Females Males Females

01998 m2005

Sources: Cote d’lvoire 1998/99 DHS, Cote d’lvoire 2005 AIS

No significant change in
A behaviors among youth
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How did improvements in fidelity and
abstinence/delay come about?

That's a good question!

Almost all major donors support only risk
reduction, not A&B

Yet when we asked Africans what behavior
has changed, we heard “stick to one
partner,” “abstained”
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In Ugandan district with lowest HIV prevalence (in
Moroto prev. fell to 0% by 2006!), responses to Q. “Have
you changed your sexual behavior due to AIDS? How?”

condom HO.Q
abstain DZ.S

zero-graze D 2.8

faithful-1 partner 91.9

0 20 40 60 80 100

About 95% said fidelity/monogamy. The donors are urgently shipping
condoms to this area...



Yet these patterns barely recognized

Multi-partner sex as a determining factor has been
overlooked for so long that some AIDS “experts”
don’t know what to make of current prevalence
decline. The PEPFAR Evaluation managed to
omit mention.

There is also a strong bias among Western AIDS
experts against the AB of ABC. The new
NSF/NSP of Uganda has no real A or B
objectives or measurements (bowing to donor
pressure)
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But now, a country where multi-

partner sex Is increasing... and

one of the few countries in SSA
where HIV levels may not yet
have peaked ...South Africa
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02002 W 2005
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In South Africa, more than one-third of adults belve that they
probably will be infected with HIV in their livedput most of these
believe that this won't be the result of sexual iadly (2006)

Reasons respondents aged 15 years and older believed they would get infected
with HIV (n=4673)

Percent

Had accident or Blood Don't trust Don't use Multiple
cuts transfusion partners condoms partners

Source: South African National HIV Prevalence, HIV Incidence, Behavior and Communication Survey, 2005
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Now, there is a crucial question in
global AIDS:

If —as Ted Green has long claimed and DHS
data confirm—Africans are somewhat less

“promiscuous” than US, UK, and W.
European populations, than why is HIV
prevalence so much higher in southern &
eastern Africa than in the US?
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New findings on concurrency as special
risk factor

* In countries with generalized epidemics, men and even
women who do have more than one partner tend to have
one or sometime two regular, ongoing, long-term
sexual partnerships that may endure for years. This
pattern differs from the pattern found in most parts of the
world, namely "serial monogamy, “or that plus
occasional encounters with a non-regular partner,
including a sex worker.

ref. 2006 Halperin, D.T., Epstein, H. Why is HIV prevalence so severe
in (Southern) Africa. The Southern Africa Journal of HIV Medicine? March
2007, PP 19-25; Chin, James (2007). The AIDS Pandemic. Oxford: Radcliffe
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New findings on concurrency as special
risk factor

 When men & women are linked in
networks of multiple, concurrent
partnerships, as soon as one person in
such a network contracts HIV, everyone
else in the network is placed at risk. By
contrast, serial monogamy traps the virus
within a single relationship for months or
years.
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1.

Larger “connected
component” in the
network

Why concurrency matters

Less protection afforded
by sequence

virus-eye view: Less time lost locked in partnership

Source: Martina Morris, Univ. of Washington, used with permission from a presentation given at a

meeting on concurrent sexual partnerships and sexually transmitted infections at Princeton University, 6 May 2006.
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Transmission efficiency

Mathematical models estimate the average probability
of male—female transmission of HIV-1 per unprotected
coital act to be between 0.0005 and 0.003% during
chronic HIV infection, which in itself would not sustain
an epidemic J -Pao et al, AIDS (2005)

Data is emerging on the important variable of “acute infection,”
i.e., the short (approx. three week) “window period” between the
initial onset of HIV infection and when immune anti-bodies are
created, which then drastically reduce viral load and hence
infectivity. During this short period, not only is viral load (and
therefore infectiousness) extremely high, but the infected person
will still test negative on a standard Elisa HIV test. Again, the
implications for HIV epidemiology and prevention appear to be
significant.
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EASTERN AND SOUTHERN AFRICA’S
HYPER-EPIDEMICS

Key factors underlying in hyper- epidemics:

Acute infection and concurrent  sexual
partnerships

Uncircumcised men
Late marriage (long debut-marriage interval)

Partners in married or enduring  multiple -
concurrent relationships are very unlikely to
use condoms.
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E2 = MC3

meaning: the (hyper-) Epidemics of southern
& east Africa of HIV result from:
1. Multiple Concurrent (partners)
compounded by
2. (lack of) Male Circumcision
3. (inadequate use of) Male Condoms
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Summary points

Urgently needed: evidence-based AIDS prevention. Yet consensus-
based solutions prevail with major donors, and are applauded
loudly at AIDS conferences. They are emphasized in national
HIV/AIDS plans.

African hyper-epidemics are fundamentally different and require
different solutions from concentrated epidemics (i.e., most
countries.)

Uganda’s home-grown approach (1986-95) worked better than the
US or global approach—in generalized epidemics. (Yet it is under
serious attack.)

Prevention must focus on discouraging multiple partnerships.
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Partner Fidelity, or
Decline in Multiple, Concurrent Partners

* Emerges as the key factor in generalized epideniicevery
African country where there has been HIV prevalence decline,
this has been preceded tgcline in multi-partner sex

* Yet, “interfering” with sexual behavior (beyond promoting
condom use) has always been netahooin American &
European AIDS prevention. Why?

In fact, the broader question is: How so many higlducated
scientists, doctors, etc can be so wrong, for sg &Ebout
something as important as AIDS? How can so muctieee
be ignored? | am writingIDS and Ideologyto answer that
very question

| suggest one answer is “harm reduction”, a sound public health idea that has
sometimes developed into a philosophy of “hands off any form of behavior”



2006 SADAC Conference
Recommendations for Southern Africa

* Reduce the number of multiple and concurrent
partnerships.

» Prepare for the possible roll out of male circumcision.

» Address male involvement and responsibility for sexual

¢ Increase consistent and correct condom use.

e Continue programming around delayed sexual debut.

and reproductive health, & HIV prevention and support.

This is an example of progress
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1988: “necessary behavior change
Interventions”

(1) “Both unmarried and married men will
have to become monogamous or severely
restrict their number of sexual partners.
Women will have to be empowered to
refuse sexual intercourse to a far greater
extent than they are at present.”

--Green, E.C., "AIDS in Africa: An agenda for Behavioral Scientists." in
Norman Miller and Richard Rockwell (eds.), AIDS in Africa: the
Social and Policy Impact , New York: Mellen Press
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Challenges in promoting “B” behaviors
(mutual fidelity)

it is scarcely on the agenda of major AIDS organizations
it conflicts with the Myth  of the Promiscuous African

we have few materials or models in order to know how
to do this (unlike A or C)

we don’t know what caused B behavioral changes

thus far--other than logic and common sense—Yet when
we ask, “how have you changed your behavior because
of AIDS?” This behavior is always cited first.

changes in MCP promise to be much more difficult
than changes in multipartner sex with a casual or
irregular partner
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Hierarchy of risk in sexual relationships

regular partnership,
with one partner having occasional non-regular part ner

regular partnership
)\partner

with ong partner having another regular (concurrent

Still needed: rel. risk of

Polygamous unions

serial monggamy, no partne

se%onogamy, partner ov%

overlap

regular partnership, with both partners having a co ncurrent partner,
when concurrent partnerships are  not common in wider socie

regular partnership, with both partners having a co ncurrent partner,
when concurrent partnerships  are common in wider society

| tried to develop a Hierarchy of risk model , showing the different types of relationships,
arranged from the least risky to the most risky.

| believe we really know very little about MCPs, and even less about what preventive interventions

are needed
Still needed in table:

to factor in polygamy, and the main variable here is whether

such unions are closed or open—and then the degree of openness.
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But the real challenge is to overcome
entrenched bias among those powerful
forces that control the recourses

While a handful of us identify the real & urgent
research needs, there is a very sophisticated
disinformation campaign aimed at “stopping the
ABC missionaries in their tracks,” to quote a
secret letter sent to the 15 or so leading
gatekeepers of AIDS and related in 2003.

The debate is characterized as “abstinence only”
versus “everything else.”

(back to slide #3)
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The JTF-Funded AIDS Prevention Research Project at
Harvard research supports interventions that:

e Are behavioral, rather than primarily technological or
biomedical in nature;

* Are appropriate to the type of HIV epidemic  (i.e.
generalized or concentrated);

* Ingeneral seek to avoid risk , rather than solely to
reduce the risk of inherently risky behaviors;

* Areinnovative and seek creative solutions that extend
beyond the standard “main or common approaches” in
prevention;

e Account for the role of gender including gender
equity in sexual risk and behaviors;

*  Are compatible with local cultures;
*« Are cost-effective and feasible

| will come back to this slide at the end of this presentation, after going over the
evidence that supports why Templeton and our project focus on these areas
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