The history of AIDSin Uganda

The history of AIDS in Uganda can be divided irftcee distinct phases.

The first stage saw the rapid spread of HIV throudian sexual networks and along
major highways from its origin in the Lake Victor@gion. Doctors in this area had
become aware of a surge in cases of severe wastown locally as ‘slim disease’, as
well as a large number of faw@bportunistic infectiorfs In 1982, the first AIDS case in
Uganda was diagnosednd the link between ‘slim disease’ and AIDS wisically
recognised. It was not until 1986 when the Ugardeihwar ended and President
Museveni was firmly in power that the country haghaor HIV prevention programme.
By this time the country was in the midst of a mapidemic, with prevalence rates of
up to 29% in urban areas

The programme promoted the ABC approach - abdtaifaithful, use condoms.

Uganda’s first AIDS control programme was set ufp987 to educate the public about
how to avoid becoming infected with HIV. The promrae promoted thABC approach
(abstain, be faithful, use condoms), ensured tfetysaf the blood supply and started
HIV surveillancé. Strong political leadership and commitment tkliag the rampaging
AIDS epidemic was a key feature of the early respdn AIDS in Uganda.

Prevention work at grass-roots level also begahigera, with a multitude of tiny
organisations educating their peers about HIV. Gfrtee first community-based
organisations formed was TASO, The AIDS SupportaDization, which was run by
sixteen volunteers who had been personally affdayadIV/AIDS. TASO later became
the largest indigenous AIDS service organisatiavioling HIV/AIDS services in
Uganda and Africa, providing emotional and medstglport to many thousands of
people who are HIV positiVe

The second phase of the Ugandan HIV epidemic an %992 to 2000. During this
period theHIV prevalencefell dramatically, from a peak in 1991 of arourifd among
all adults, and over 30% among pregnant womenerciiies, to around 5% in 2061

It is thought that the government’'s ABC preventiampaign was partly responsible for
the decline in prevalence. However, as treatmestrva widely available in Uganda
during this time the high numbers of AIDS-relateshths also contributed to the
reduction in the number of people living with HIV.

The Ugandan government’s prevention initiativestiomed throughout the nineties with
high levels of funding from both the government amdrnational donors such as the
World BanK. In 1998, the government ran a trial to test #asibility of rolling out
effectiveanti-AIDS treatmento people in developing countries.
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The third phase of HIV/AIDS in Uganda has seenstiabilization of prevalence during
2000-2005, and reports of a slight increase inalence from 2008.

Free antiretroviral drugs have been available iadia since 2004. It is thought that the
availability of drugs to treat HIV may have leddomplacency as AIDS is no longer an
immediate death sentence; this may have contrildotédte suspected rise in new HIV
infections.

Many experts have also speculated that Uganddsisinrevention policy away from
ABC towards US-backed abstinence-only programmesais® be responsible for an
increase in risky behavior, as comprehensive sagambn and condom promotion are no
longer mainstream.

Why might HIV prevalence have declined?

The number of people living with HIV in Uganda fdilamatically during the 1990s. The
interesting questions are what caused this dealihetherother countriegan adopt
similar methods, and whether the lower rates afsin@ission are sustainable.

The drop in HIV prevalence in Uganda in the 199snot be attributed to a single
factor. It is likely to have been a result of batfall in the number of new infections
(incidence), and a rise in the number of AIDS-liadeaths.

Deaths: It has been suggested that the high number of AE)&ed deaths in the 1990s
may have been largely responsible for the decfirtte number of people living with
AIDS in Uganda during this periéd The reason so many people died in this decade is
that there was no available treatment to delaytiset of AIDS, and high numbers of
people infected with HIV in the 1980s were reachimgend of their survival period. In
2000 the Ugandan health ministry estimated thaf@people had died of an AIDS-
related illness since the beginning of the epidémic



However, the high death rate alone may not accaurhe significant reduction in the
number of people living with HIV in Uganda. Manyhet countries in sub-Saharan
Africa experienced similar patterns of HIV inciderand death but did not experience a
similar decline in prevalence.

New infections: It is likely that the number of new HIV infections Uganda peaked in
the late 1980s, and then fell sharply until the @880s. This is generally thought to have
been the result of behavior changes such as ireta@astinenceand monogamy, a rise in
the average age of first sex, a reduction in tlexaye number of sexual partners and
more frequent use @bndom&®. Uganda's entire population was mobilized infityet
against HIV and everyone was made aware of theecuuesces that risky behavior could
have for their country.

President Museveni encouraged input from numerousrgment ministries, NGOs and
faith-based organizations. He relaxed controlshembedia and a diversity of prevention
messages spread through Uganda's churches, seimodoldlages.

HIV education in school, Uganda

This frank and honest discussion of the causedVfiidection seems to have been a
very important factor behind the changes in pesflehavior that allowed prevalence
levels to decline. Music and educational tours bgytar musician Philly Lutaaya (who
was the first prominent Ugandan to openly declaevhs HIV positive) also spread
understanding, compassion and respect for peoie livith HIV**.

Much of the prevention work in Uganda occurredrasg-roots level, with a multitude of
tiny organizations, often made up of people livimth HIV educating their peers. These
groups worked to break down the stigma associatedAIDS, and encourage a frank
and honest discussion of sexual subjects that redously been taboo.

The sheer scale of the HIV epidemic in Ugandasge #hought to have been a major
driver of behavior change and the reduction inrthenber of new infections. The
epidemic was very visible: in the 1990s the mayarit Ugandans knew somebody who
had died from AIDS and in 1995, 91% of Ugandan et 86% of women knew
someone who was HIV posititre Many villages experienced high numbers of deaths



each month, houses were standing empty, funeraks fnequent and grandparents were
increasingly becoming carers for their orphaneadgaildren. As anti-AIDS treatment
was not yet widely available in the 1990s, manypbeequated AIDS with a death
sentence and it is believed that fear drove a ahanfehaviour.

The current situation

The current HIV prevalence in Uganda is estimateldet 5.4% amongst adufts
According to the Uganda HIV and AIDS Sero-Behava8urvey, the number of people
living with HIV is higher in urban areas (10.1% paé&nce) than rural areas (5.7%); it is
also higher among women (7.5%) than men (5'0%)

It is feared that HIV prevalence in Uganda mayibmg again; at best it has reached a
plateau where the number of new HIV infections rascthe number of AIDS-related
deaths. There are many theories as to why thisbmdyappening, including the
government’s shift towards abstinence-based prexeptogrammes, and a general
complacency or ‘AlDS-fatigue’. It has been suggesteat antiretroviral drugs have
changed the perception of AIDS from a death seetéma treatable, manageable
disease; this may have reduced the fear surroutitlivigand in turn have led to an
increase in risky behaviotfr

Theimpact of AIDS on Uganda

AIDS has had a devastatingpacton Uganda. It has killed approximately one million
people, and significantly reduced life expectdiciIDS has depleted the country’s
labour force, reduced agricultural output and feedurity, and weakened educational
and health services. The large number of AIDS eelaleaths amongst young adults has
left behind over a million orphaned childf&n

"If someone in Uganda tells you they haven't beééscted by HIV/AIDS they're
lying."Jennifer Bakyawa, a Ugandan journafist



A woman and her baby in an ART Clinic waiting roatKisiizi Hospital in Uganda

Women are particularly affected by the epidemitiganda, representing 59% of those
infected with HIV/AIDS in the count. Ugandan women tend to marry and become
sexually active at a younger age than their malmtaparts, and often have older and
more sexually experienced partners. This (plusousrbiological and social factérs

puts young women at greater risk of infection;antf young women in Uganda are nine
times more likely than young men to contract EftvV

AVERT.org has more aboutomen and AIDS

People living with HIV & AIDS in Uganda not onlyda difficulties related to treatment
and management of the disease, but they also baleat with AIDS relatedtigma and
discrimination Stigma and discrimination towards those affettgdIDS are visible at
all levels of society from families and local commities to the government. President
Museveni himself supported the policy of dismissangnot promoting members of the
armed forces who test HIV positive, and in 200khggested that a rival presidential
candidate was unsuitable for office because heaagedly infected with the virus.
Discrimination has also been reported in the peis#ctor, including mandatory HIV
testing for new employees. As well as hurting thaiected, such attitudes are a major
hindrance to prevention and treatment effSrts

HIV prevention in Uganda

Uganda is often cited as a rare example of suéoessontinent facing a severe AIDS
crisis. The country is seen as having implementeelatimed and successfAlDS
preventioncampaign, which has been credited with helpingritog adult HIV
prevalence down from around 15% in the early 198Gsound 5% in 20G%.



Praise for Uganda’s prevention efforts has wanaédent years, with particular criticism
leveled at US-backed abstinence campaigns. Thernadications that Uganda’s HIV
prevalence may once again be on theéfise

The approach used in Uganda has been name®BBeapproach - firstly, encouraging
sexualAbstinence until marriage; secondly, advising theke are sexually active e
faithful to one partner; and finally, urgir@@ndom use, especially for those who have
more than one sexual partner.

Abstinence

Abstinence is the most controversial area of Uganid8/ prevention campaign.
Although it has always been part of the country&svpntion strategy it has come under
scrutiny since 2003 following significant investmeh money for abstinence-only
programmes frolREPFAR the American government’s initiative to combat thobal
HIV/AIDS epidemic. It is felt that PEPFAR has shiitthe focus of prevention in
Uganda from the comprehensive ABC approach oferaybars.

PEPFAR is channelling large sums of money throughgbstinence and even anti-
condom organisations that are faith-based, ané\®kexual abstinence should be the
central pillar of the fight against HIV. Abstinenoaly is also being encouraged by
evangelical churches within Uganda, and by thet Emsly, Janet Musevefii

This moneyis making a difference - some Ugandan teachewtréping instructed by
US contractors not to discuss condoms in schoaause the new policy is "abstinence
only"?®. Dozens of billboards around the country havespup promoting only
abstinence to prevent HIV infection and sometimessaliraging condom use. Some
leaders of small community-based organisationsragort they are aware that they are
more likely to receive money from PEPFAR (whiclthie largest HIV-related donor to
the country) if they mention abstinence in theirding proposa?.

"PEPFAR really shifted the emphasis to A and B [iii®sce and Being faithful] just
because of the amounts of money being put inteetpesgrammesSam Okware, senior
Health Ministry official and architect of UgandaBC model. 2*

Stephen Lewis, while UN Special Envoy for HIV/AID$Africa, said that PEPFAR's
emphasis on abstinence above condom distributiaridsstortion of the preventive
apparatus and is resulting in great damage andulmeldly will cause significant
numbers of infections which should never have aedlif.



An educational sign promoting abstinence in a Uganatimary school

Pro-abstinence-only organisations are increasiagilyg Uganda as an example to
indicate the success of their methods. But thisappropriate, since the multiplicity of
prevention methods used in Uganda mean that tHeeac HIV prevalence was
certainly not due to abstinence-only messages.

Abstinencds an important part of an HIV prevention programimg, it should not be
promoted at the expense of encouraging condom use.

"We are still hopeful that America, being a stramgl well-meaning country, will not go
down in history as a country which exported iddab@expense of people's free will to
choose.”*An HIV-positive Ugandan man

Be faithful

Being faithful to your partner — or ‘zero grazinghvas the dominant message of early
HIV prevention campaigns led by President MusevEhe term “zero-grazing” comes
from the agricultural practice of tying livestoakad post, restricting them to a zero-
shaped section of grass.

Models of the epidemic and surveys from the la®0%%0 1990s show that encouraging
fewer sexual partners was effective - the Worldlthe@rganisation reported that
between 1989 and 1995 the number of Ugandan merntirggpthree or more non-marital
sexual partners fell from 15 percent to 3 percéént.

Unfortunately, the early emphasis on avoidiagual sexappears to have lost its impact
in recent years. A 2006 study by the Ugandan Mipist Health found an apparent
increase in multiple partnering. The proportiorsexually active Ugandans who reported
having had two or more sexual partners in the presiL2 months increased from 2 to 4
perrcgnt between 2000-01 and 2004-05 among womdrfr@m 25 to 29 percent among
men’.



Use condoms

Condomswere not heavily promoted and distributed durimg ¢arly years of the AIDS
epidemic in Uganda as the president felt that tfeared false hope that the epidemic
could be stopped without curbing multiple sexuatmerships. It was not until the mid-
nineties that condoms were widely distributed. mbenber of condoms delivered and
prorg%)ted by international groups rose from 1.5iomlin 1992 to nearly 10 million in
1996”.

The momentum of condom distribution was lost in2@Men the Ugandan government
issued a nationwide recall of the condoms distatitee in health clinics, due to
concerns about their quality. Millions of condomere/incinerated, and by mid-2005
there was said to be a severe scarcity of condordganda, made worse by new taxes
which made the remaining stocks too expensive famympeople to afford.

Some experts, including Stephen Lewis, believe Alna¢ricawas largely to blame for
the shortages. Mr Lewis said "there is no quedtiahthe condom crisis in Uganda is
being driven and exacerbated by PEPFAR and byxtieree policies that the
administration in the United States is now purstihg

In June 2006, the Ministry of Health announcedai hwith assistance from the World
Bank, imported 80 million re-branded condoms feefdistributiot".

Conflicting messages and problems with distribuappears to have had an effect on the
number of people using condoms. UNAIDS found tleidom use during sex with non-
regular partners was reported by 20%, 39%, 47%3&86l of women in 1995, 2000,
2004-2005 and 2006, respectively, and by 35%, 539 and 57% of méfi

Prevention-of-mother -to-child-transmission (PMTCT)

The Ugandan Ministry of Health began offering afpeevention-of-mother-to-child-
transmissior{(PMTCT) service in a small number of antenatalic in January 2000.
The trial PMTCT programme included counselling ampid testing for all women
attending antenatal clinics and treatment to basther and child following a positive
diagnosis.

The results of the programme after two years wairey/fpositive, although there were
large disparities in mother-to-child-transmissiates in different areas, which were
largely dependent on the number of staff at eactitf’. The drugs Combivir plus
single dose nevirapine are used for PMTCT in hidénezl facilities, while the lower
level health facilities with fewer resources conérto use single dose nevirapine 8hly

The number of PMTCT service delivery sites was exea between 2005 and 2007 with
emphasis on providing services to rural populatidim® number of health facilities
providing routine HIV counselling and testing faegnant women increased, raising the
uptake of HIV testing to 80% of all women attendargenatal clinics. The proportion



of HIV positive pregnant women receiving antireirals for PMTCT increased from
12% in 2005 to 34% in 206

According to the latest figures, 25% of new HIVaafions in Uganda occurred through
mother-to-child-transmission, which is approximgt25,000 infant§. There are an
estimated 100,000 children living with HIV/AIDS hgand&®. In Uganda’s 2008
national plan, PMTCT has been placed high on tlemadg with a target of halving
mother to child transmission by 2012

AVERT is calling for a greater global effort on pemting mother-to-child transmission
in our Stop AIDS in Children campaign

HIV testing in Uganda

Recognising the vital role th&gstingplays in preventing the spread of HIV, Uganda was
the first country to open a voluntary counsellimgl aesting (VCT) clinic in sub-Saharan
Africa’®,

In 1999 the Ugandan Ministry of Health started aumtary door-to-door HIV screening
programme using rapid tests in an effort to redheespread of HIV. This effort was
intended to make HIV screening services accestlieore people, especially in rural
areas where there were neither modern laboratooieslectricity to run standard HIV
test§®. It has been suggested that in Bushenyi disttmy-to-door testing contributed to
a ra(ifi(c):al reduction in HIV prevalence in the e@0@0s: from 8% to 3.1% in three
years".

A community based AIDS information centre provid#il¥ testing for adults and
children

Uganda has also begun to implement routine or éaptiesting (whereby anybody who
enters a healthcare facility is tested for HIV @sl¢éhey specifically ask not to be) in
some healthcare settings. Trials of routine testiag) overwhelmingly positive results,
showing that this style of testing identified thaskected at an earlier stage of their



infection (before they were symptomatic) and theneincreased their survival rate A
study in two large Ugandan hospitals with a high lBurden found a high rate of routine
testing uptake with only 5% of people refusing s,

In 2007, HIV testing and counselling was availahld5% of health facilities in the
country, and 15% of people aged 15 years and ahadeeceived HIV testing and
counselling in the previous y&ar As an estimated 80% of Ugandans remain unaware o
their HIV status it is vital that testing is stepipgp to prevent further transmissiorr.

HIV treatment in Uganda

Uganda was the setting for one of the first tesgpammes in Africa distributing life-
savingantiretroviral (ARV) medicationThe programme began in 1998 with the aim of
assessing the feasibility of setting up and runm@ingntiretroviral (ARV) drug clinic in a
resource-poor country. The patients involved hagiatpfor their medication, although at
reduced prices. After the study was complete, tharildan Ministry of Health used the
lessons it had learned to set up its National &iat~ramework for HIV/AIDE.

It was not until June 2004 that Uganda began ter dfee ARV medication to people
living with HIV as part of a five-year pilot programe. The initial consignment was
funded by the World Bank, with future drugs to laédgfor by a Global Fund grant of
US$70 million and large grants from America's PERRAitiative’’. Although the initial
drugs roll out was fairly slow, within two years%Iof those in need were receiving HIV
treatment’; this increased to 56% in 2006

The waiting room at an ARV Clinic in Uganda

The momentum of scaling up HIV treatment in Uganaa put in jeopardy following the
suspension of funds from one of the country’s keyafs. In August 2005, thelobal
Fund to Fight AIDS, Tuberculosis and Malasiaspended the disbursal of money
Uganda’s grants after financial irregularities weiscoveref. It was found that
management of Uganda's grants was generally podrthat significant sums of money
had been diverted to activities not related to caiinlgy the HIV/AIDS*. Grant




disbursement was restarted in November 2005, a@@08 the Global Fund signed
Round Seven of funds pledging $254m for HIV/AIDSepthe next five yeats

According to the government, the number of peopléreatment rose to 110,000
(including 8,532 children) - or around half of tkeas need - by February 2008, with
around 1,000 new patients being put on the drugspath. This rate may slow as the
national programme faces problems with gettingditugys to those in need, including
delays in procurement and distribution, poor steragd weak quality control, stock-outs
and a chronic lack of st&ff

Dr Elizabeth Madraa, manager of Uganda’s AIDS GarRrogramme reports that “The
management of the whole supply chain is very weamkmoblematic... We are now
moving slowly as a result of the stock-outs becaluse spread out rapidly and ran out
of drugs, it would be disastro8”

Uganda aims to relieve the drug supply problemprbgucing its own generic drugs.
The drugs will be produced by a pharmaceutical®fgdn Kampala which, at full
capacity, will produce two million tablets a dayhelability to produce generic drugs will
make anti-HIV drugs cheaper and more widely avéslabbgandan officials estimate that
gene[{ia% drugs will cut the price from US$9-15 tavien US$2-9 per patient per
month”.

Targets have been set of 240,000 people on treatmye2012°, and 342,200 by 2020.
When setting treatment targets Uganda must thiokitadustainability, as 95% of the
ARV programme is currently donor funded, mainlyRgPFAR”.

In 2004 the government and international donoisaieid a programme to scale up the
delivery of HIV treatment to internally displacedpulations in the war torn north. By
2007, an estimated 39% of people in need of HIdtinent in the northern region were
receiving if®. Providing HIV treatment in this region has noeb@asy due to inadequate
infrastructure and frequent drug shortages. Ihytidlere was a severe shortage of health
workers; shifting tasks to staff with less trainimgd involving people living with HIV as
“expert patients” has alleviated some of the pneS&u

Theway forward

Uganda is at an important crossroads in the higibitg AIDS epidemic. After a
dramatic reduction in HIV prevalence following aarlg comprehensive HIV prevention
campaign, there are signs that the number of péioplg with HIV in the country may
be starting to rise again.

In order to avoid this, Uganda needs to take asgsfiook at infection trends and
behaviour to identify why this rise may be occugrand how to remedy it. Experts
believe that complacency and the ‘normalisationAdS may be leading to an increase
in the risky behaviour that early prevention cargpaisought to reverse.



"People now think that because we have had HI\sdomany years, it is a normal
conditi7%n among the populatiokihumuro Apuuli, director of Uganda Aids Commission
(UAC)"™.

Uganda clearly needs to revive and adapt its HBY@ntion programme, moving away
from abstinence-only initiatives to a comprehengik@yramme that incorporates not
only abstinence, fidelity and condom use, but &lbé testing and PMTCT.



