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Uganda is widely regarded as an HIV/AIDS success story,
but the reality of this claim has rarely been critically
investigated. Although evidence-based medicine is
increasingly important, analysis of the Ugandan
epidemiological situation shows that the so-called proof
accepted for policy recommendations can be subject to
creative interpretation. I believe that, in view of all the
available evidence, Uganda has been successful in
preventing the spread of HIV-1 in many ways, and that
there are meaningful lessons to be learned from the way
that the government and other institutions have tackled the
disease. However, the importance of the Ugandan
experience will be compromised if conclusions are drawn
out of context, and statements are made on the basis of
oversimplified assessment of epidemiological data.

There are several policy lessons that can be learned from
the response to HIV/AIDS in Uganda, where declining
prevalence rates of HIV-1 have been reported in a number
of surveillance sites around the country since 1992. Indeed,
the international community enthusiastically praises
Uganda for its success in tackling the disease and urges
other nations, especially other African nations, to learn
from the Ugandan example. However, statements of
success have often been based on misinterpretation of
epidemiological data, and can sometimes not be supported
when all the Ugandan evidence is assessed. Furthermore,
inappropriate attribution has been made by some as to the
causes of any epidemiological changes seen. Such
misinterpretation has, in many ways, become an integral
part of the story of Ugandan success.

Taken as a whole, the Ugandan evidence indicates that
the country is unique in Africa in the extent to which HIV-
1 is subsiding. Additionally, as the first African nation to
identify individuals with AIDS and to establish a national
response programme, the Ugandan experience is an ideal
example to other nations of how to react to the disease.1

However, to truly learn from the Ugandan experience,
investigation of the complex realities of the situation is
necessary; premature conclusions should not be drawn
from a few limited pieces of evidence.

Use and misuse of Ugandan evidence
Many claims of the success of Uganda in dealing with
HIV/AIDS have been predicated on selective pieces of
information, which have been falsely presented as
representative of the nation as a whole. Such data have
been used, for instance, to claim that overall rates of HIV-1
in Uganda have been reduced from 30% to 10%. This
statement has been reproduced in the National Strategic
Framework for HIV activities in Uganda2 and in mass
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media.2,3 Statements such as these are probably based on
data from government antenatal clinic surveillance sites
(table).4

These data, however, actually indicate that the
decreased prevalence rate often attributed to the whole of
Uganda actually arose at only one site, Mbarara (30·2% to
10·5%), though rates in Nsambya and Rubaga also fell
sharply. Furthermore, these sites represent only a few
urban antenatal clinics—hardly indicative of a nation
where about 87% of the population live in rural areas.5

Unfortunately, government reports do not provide
information on the numbers of women tested every year or
the proportion of the population assessed. Simply looking
at the unweighted average of all available sites by year can
result in biased conclusions because of over-representation
of urban areas. Furthermore, incorporation of later-
reporting rural sites with lower prevalence rates, such as
Pallisa, Matanay, and Moyo, can further exaggerate the
apparent overall rate of decline. Finally, that surveillance
based on data from antenatal clinics is generally biased to
exaggerate recorded declines in prevalence, is now widely
acknowledged.6–8 Claims of success in the battle against
HIV-1 would be much stronger if they referred to the
Ugandan data as a whole, emphasising that although
sentinel surveillance is difficult, Uganda does show greater
declining trends than do other African nations.

A second identified misinterpretation of data relates to
the premature assertion that incidence rates of HIV-1 in
Uganda have fallen. These claims are at times based on the
government surveillance data presented above, which
provide only prevalence rates—ie, the overall proportion of
women who test positive for HIV-1. Successful HIV-1
prevention cannot be claimed until a decrease in the
number of new infections each year (measured as
incidence) occurs. Put simply, prevalence can decline
while overall incidence remains stable or even increases.
Such a dynamic would arise if mortality of the HIV-1
infected population were to increase above the incidence
rate. Although many use the term HIV rates ambiguously,
others have specifically made claims of declines in HIV
incidence9 when, at the time, there was no evidence to this
effect. Indeed, the first significant data on declining
incidence rates in Uganda was not presented until 2000, at
the Durban International AIDS Conference.10

There is growing evidence to suggest that incidence of
HIV-1 across Uganda is in decline, since a fall in
prevalence rates among the youngest age groups—
especially 15–19 year olds—at surveillance sites is
considered a proxy measure of incidence. This group of
individuals has only recently become sexually active, so a
fall in prevalence among them is unlikely to be due to
AIDS-related mortality.11 Young women in this age range,
attending antenatal clinics in central urban and western
regions of the country, have shown particularly
pronounced declines in prevalence rates.12,13 Advocates of
the Ugandan success story would have a strong argument
if they used such data to support statements of a potential
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decline in incidence of HIV-1, rather than making blanket
statements of admirable, yet mythical, falls in incidence
rates.

Another frequent mistake encountered is the notion that
the decline in prevalence rates must be due to a few
specific interventions introduced by the Ugandan
government. Although it might be easy to assume that
declines in prevalence indicate behavioural change, and
that such change must be a result of government
interventions, both these assumptions are questionable for
several reasons. First, the government is but one player in
the fight against HIV-1. There are hundreds of non-
governmental organisations (NGOs), religious groups, and
community activists also working to prevent the spread of
HIV/AIDS in Uganda (figure). In actuality, the
government of Uganda itself has widely acknowledged the
roles that other groups have played in the fight against
HIV-1, specifically calling for their increased participation
in prevention activities in its policy documents and
referring to them as partners in HIV-1 prevention. Despite
this, many individuals and groups still often make the
mistake of assuming that declines in prevalence must be
the result of a few specific policies or interventions.
Furthermore, individuals can change their behaviour for
reasons unrelated to intervention programmes, such as a
growing general awareness of the effect of AIDS on friends
or relatives.14 Finally, many
mathematical models predict
that although prevalence rates
will reflect declines in incidence,
they will only do so after a time
lag of 7 years or more.15,16 Hence,
a decline in prevalence
beginning in 1992 would
correspond with a fall in
incidence from the beginning of
1985. Yet in 1985 Uganda was
in the midst of its civil war and
did not have any national HIV-1
prevention programmes in place.
Declines in prevalence rates in
1992 cannot, therefore, be a
result solely of government
action. Nevertheless, other
African nations have not seen
similar declines in prevalence,
suggesting that Uganda alone
must have acted in a way that
changed the course of its
HIV/AIDS epidemic. 

Combined with the growing evidence of continued
decline in prevalence and, potentially, incidence rates,
the fact that the situation in Uganda is both unique and
improving is easy to argue. The government has, for
example, not only provided services such as education
and blood screening across the country, but has also,
more interestingly, implemented a uniquely creative and
strategic policy approach to enable non-state actors in
their individually targeted messages of prevention. It is
lessons from this joint approach that need to be learnt by
other nations that wish to go beyond the
decontextualised universal recommendations of
international bodies such as UNAIDS or WHO. The
openness of Uganda is one such aspect of this joint
approach that is often mentioned—eg, the Ugandan
government included religious groups and NGOs in
policy recommending bodies such as the Uganda AIDS
Commission, which has resulted in cooperative links and
enabled wider participation between the governmental
and non-governmental groups. Furthermore, the
government did not push controversial policies too
strongly—eg, its policy of a quiet promotion of condoms
through social marketing channels, again including
religious leaders in discussions on the subject.17,18 Finally,
the widely cited political leadership of the Museveni
administration points to the benefits of a national

Date (year)

1989 1990 1991 1992 1993 1994 1995 1996 1997 1998

Site
Nsambya 24·5 25 27·8 29·5 26·6 21·8 16·8 15·4 14·6 13·4
Rubaga ·· ·· 27·4 29·4 24·4 16·5 20·2 15·1 14·8 14·2
Mbarara 21·8 23·8 24·3 30·2 18·1 17·3 16·6 15 14·5 10·9
Jinja 24·9 15·8 22 19·8 16·7 16·3 13·2 14·8 11 10·5
Tororo ·· 4·1 12·8 13·2 11·3 10·2 12·5 8·2 9·5 10·5
Mbale 3·8 11 12·1 14·8 8·7 10·2 7·8 8·4 6·9 6·3
Kilembe ·· ·· ·· ·· 7 16·7 11·1 10·4 8·5 ··
Pallisa ·· ·· ·· 7·6 5 1·2 ·· ·· 3·2 2·6
Soroti ·· ·· ·· ·· 9·1 ·· 8·7 7·7 5·3 7·7
Matany ·· ·· ·· ·· 2·8 7·6 ·· 2 1·6 1·3
Hoima ·· ·· ·· ·· ·· ·· ·· 12·7 9 5·4
Kagadi ·· ·· ·· ·· ·· ·· ·· ·· 10·3 11·5
Mutolere ·· 4·1 5·8 ·· 4·2 ·· 3·6 2·6 ·· 2·5
Moyo ·· ·· ·· ·· ·· ·· ·· ·· ·· 3·2

Reproduced from reference 4 by permission of Ugandan Ministry of Health.

Prevalence (%) of HIV-1 among individuals who attend antenatal clinics4

Teenagers watching an AIDS awareness video at a teen advice centre in Kampala, Uganda
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government committed to addressing HIV/AIDS
through all available channels. To assume that it was any
one intervention that has led to declines in prevalence of
HIV-1 overlooks the important unique policy response in
the country, and risks losing valuable lessons for other
nations.

Pressure to show results?
I believe that Uganda has indeed been successful in
slowing the spread of HIV-1, leading to reduced
prevalence rates. But the fact remains that some
unfounded claims of Ugandan success have endured in
the international policy discourse, the most notable (and
clearly exaggerated) of which pertains to the reported
30% fall in HIV-1 prevalence rates to 10% in 4 or 
6 years. Today, the country can be praised for the fact
that the adult HIV-1 prevalence rate is most likely much
lower than 10% and continues to decline, but still there
remains no evidence that the nation ever saw a 30% fall
in prevalence rates. That misinterpretations such as this
one have endured could be attributable to various
pressures that might exist, particularly in low-income
and middle-income countries, which allow success
stories of this kind to go unchallenged. Specifically, the
notion of donor fatigue—whereby donors become
frustrated with funding unsuccessful international
programmes19—combined with an overall reduction in
development funds available to Africa,20 can produce
political pressure to present an image of success to
maintain funds. Similarly, low morale among workers in
the health sector can also be countered with a successful
image and international approbation.

But, the misuse of Ugandan HIV/AIDS data has
become commonplace in the international discourse on
HIV prevention, not just in national circles. The
international community might also feel under pressure
to present successful examples of HIV-1 prevention,
especially in view of the high-profile nature of the
problem and growing media attention on the profound
effect of AIDS in Africa. Such pressures can lead to the
proliferation, and quiet acceptance, of statements of
Ugandan success that are not, in fact, based on any
conclusive evidence, but which could be more accurate
and justifiable were a more detailed and contextualised
approach taken to the supportive evidence. The standard
of proof for policy recommendations seems to have been
lowered to provide the international community with the
African success story it wants, or even needs.

Conclusion
The use of selective evidence as the basis for policy
recommendations can be misleading and counter-
productive. Countries with HIV-1 prevalence rates of
more than 30% (such as some in Southern Africa) would
be wrong to assume that by simply copying a few obvious
Ugandan government interventions, they can expect to
see a two-thirds reduction in their HIV-1 prevalence
rate. Although Uganda has indeed done much in its
struggle against HIV/AIDS, and the Ugandan experience
can provide valuable information to assist other nations

in their prevention efforts, inappropriate recom-
mendations based on poor interpretation of evidence
must not be used as the basis for policy.
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