
President GeorgeW. Bush introduced the President’s Emergency Plan forAIDS Relief (PEPFAR) in January 2003.1 Re-
sponding, Congress passed theU.S. Leadership against HIV/AIDS, Tuberculosis, and Malaria Act and authorized $15 billion
for PEPFAR over five years.2 PEPFAR has made gains against HIV/AIDS, mostly by providing life-extending anti-retroviral
therapy (ART) in the 15 focus countries and 100 plus other bilateral countries receiving its funds. Including young people—
both infected and uninfected—as critical target groups is essential; yet, PEPFAR inadequately addresses the pandemic among
youth.

PEPFAR’s current authorization will expire in fiscal year (FY) 2008, and the 110th Congress has begun scrutinizing its
policy structure, funding earmarks, and impact. Reauthorization offers an opportunity both to examine how PEPFAR affects
youth and also to make important changes.

Why the concern about youth? Every day, more than 6,000 young people ages 14 through 24—more than two million
youth each year—become infected with HIV.3 The global community, including the United States, made commitments to
youth regarding the HIV/AIDS pandemic:

By 2005, reduce HIV prevalence by 25 percent among youth ages 15 to 24 in the most affected countries; by 2010,
reduce HIV prevalence 25 percent among youth worldwide.4
By 2005, ensure that at least 90 percent of youth ages 15 to 24 have the information, education, and services they
need to reduce vulnerability to HIV infection; by 2010, ensure access for 95 percent of the world’s youth.5
Expand youth-friendly, sexual health education and strengthen reproductive and sexual health programs.6

Unfortunately, the targets for 2005 were not achieved, and 2010’s targets seem farther away than ever. Despite rapidly
growing numbers of HIV infections among youth, the world community has not yet implemented effective prevention.
Around the globe, the vast majority of youth have little understanding of HIV transmission or how to protect themselves
against HIV infection.7

PEPFAR aims at large-scale, rapid impacts on HIV/AIDS in 15 focus countries where the pandemic is particularly severe:
Botswana, Cote d’Ivoire, Ethiopia, Guyana, Haiti, Kenya, Mozambique, Namibia, Nigeria, Rwanda, SouthAfrica, Tanzania,
Uganda, Vietnam, and Zambia.8 Congress set PEPFAR’s goals. Commonly referred to as ‘2, 7, 10’, they are to: provideART
to two million HIV-infected people; prevent seven million new HIV infections (60 percent of those expected in the focus coun-
tries over five years); and provide care for 10 million HIV-infected people and orphans and other vulnerable children (OVC).9
These goals set PEPFAR’s three-pronged intervention strategy of prevention, treatment, and care. By law PEPFAR’s funding
priorities include: 55 percent for treatment; 15 percent for palliative care; 20 percent for prevention; and 10 percent for
OVC.10

U.S. government policies severely limit PEPFAR’s use of effective, science-based, public health strategies to reduce
HIV transmission among youth. This report discusses three major shortcomings of policies under PEPFAR and the Office
of Global AIDS Coordinator (OGAC):

1) Ideology trumps science in PEPFAR’s HIV prevention strategy for young people.

2) OGAC resists linking HIV prevention with reproductive health care and services.

3) HIV-positive adolescents receive inadequate attention as a vulnerable population.
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1) Ideology Trumps Science in HIV Prevention for Youth under PEPFAR
Public health experts have criticized PEPFAR since passage of the U.S. Leadership Act because of its requirement that

33 percent of all HIV prevention dollars be spent on abstinence-until-marriage programs.11 Under OGAC’s ABC Guidance,
youth may receive only A and B of the ABC components—(Abstinence, Be faithful, use Condoms). In regard to HIV pre-
vention education and services, this section identifies nine specific problems with PEPFAR’s youth HIV prevention strategy:

1) PEPFAR ignores public health science regarding effective HIV prevention strategies and programs for
youth. Extensive research and global consensus support comprehensive HIV prevention programs, linked with
reproductive health care.12,13,14,15,16

2) The abstinence-until-marriage policy rests on four unscientific assumptions.
Inaccurate assumption #1: Delivering abstinence-until-marriage programs for youth is a proven HIV prevention
strategy. The facts: There is no evidence to show that abstinence-until-marriage programs are effective.17,18,19
Inaccurate assumption #2: Providing young people with information about condoms will confuse youth and en-
courage them to have sex. The facts: Awealth of public health research clearly demonstrates that providing young
people with complete, accurate education about condoms does not encourage them to have sex.20,21,22,23
Inaccurate assumption #3: Promoting abstinence-until-marriage will increase abstinence and will also increase sec-
ondary abstinence for those who have had sex. The facts:After 11 years of federal funding of domestic abstinence-
only-until-marriage programs, there is no evidence that abstinence-until-marriage is effective.24,25,26
Inaccurate assumption #4:Marriage is a protective factor against HIV. The facts: UNAIDS flatly states: Marriage
on its own offers no protection against HIV for young women, especially if their husband is much older.27

3) Segmenting the ABC approach undermines its effectiveness. In an April 2007 report, the Institute of Medicine (IOM)
said, The Committee has been unable to find evidence for the position that abstinence can stand alone.28 …There is little
evidence to show that ABC when separated out into its components is as effective as the comprehensive approach.29

4) PEPFAR undercuts effective, comprehensive programs.Under OGAC’s reporting requirements, comprehensiveABC
programs cannot count toward the two-thirds abstinence-only earmark.30 In-country staff have reported cuts to compre-
hensive programs in order to meet the reporting requirements of the earmark.

5) PEPFAR creates a culture of fear around condoms. The Government Accountability Office (GAO) said that a lack of
clarity in the ABC Guidance in regard to condom activities creates a culture of fear among PEPFAR’s partners.31 This
also runs counter to language in the U.S. Leadership Act calling for “promoting the effective use of condoms.”32

6) PEPFAR prevents young people from learning that condoms are highly effective in preventing HIV. PEPFAR’s refusal
to teach young people about the benefits of condom use implies that condoms are not effective in preventing HIV infec-
tion. Yet, the Centers for Disease Control and Prevention (CDC) asserts that condoms, when used correctly and consis-
tently, are highly effective in preventing HIV transmission.33

7) PEPFAR ignores the local context and cultural and psychosocial factors that fuel the HIV epidemic. Factors that un-
derlie the pandemic include culture, poverty, and high rates of unemployment among youth. The IOM found that all of
PEPFAR’s budget allocations—not just the abstinence-until-marriage earmark—have created major challenges for coun-
try teams working to develop programs tailored to the local epidemic.34

8) PEPFAR’s flawed policy creates serious problems for implementing partners and U.S. government field staff. The
GAO reported: Lack of clarity in the ABC Guidance has created challenges for a majority of focus country teams… Ten
of the 15 focus country teams cited instances where elements of the Guidance were ambiguous and confusing, leading
to difficulties in its interpretation and implementation.35

9) PEPFAR exports unsuccessful U.S. domestic programs and policies.AnAB-only strategy for preventing HIV infection
among young people in PEPFAR countries is much the same as the United States’ abstinence-only programs. Yet, these
heavily funded domestic programs have been unsuccessful and should not be copied in other nations. Amajor review of
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the research concluded, Although it has been suggested that abstinence-only education is 100 percent effective, these stud-
ies suggest that, in actual practice, efficacy may approach zero …‘Abstinence-only’as a basis for health policy and pro-
grams should be abandoned.36

Recommendations

For Congress
Repeal the abstinence-until-marriage funding mandate in the U.S. Leadership Act.
Consider IOM’s recommendation to remove all PEPFAR funding mandates or, at least, make all earmarks non-bind-
ing to allow country teams flexibility to meet local needs.

For OGAC
Revise theABC Guidance to reflect evidence-based best practices for HIV prevention among youth. Emphasize that
abstinence is the only 100 percent effective method of HIV prevention so long as it is used consistently and correctly
and also ensure that young people receive: 1) age appropriate, medically accurate, complete information about con-
doms and other contraception; and 2) access to confidential sexual health services, including condoms. (See Table
2 for suggested revisions to the Guidance.)

2) OGAC Resists Linking HIV Prevention with Reproductive Health Care and Services
Most nations agree that linking HIV prevention with reproductive health care is crucial. UNAIDS’official HIV prevention

policy states, Both HIV and sexual and reproductive health are driven by many common root causes and stronger linkages
between [HIV prevention and reproductive health education and services] will result in more relevant and cost effective pro-
grams with greater impact.37 The greatest challenge to linking reproductive health and HIV prevention is OGAC’s political
aversion to reproductive health care—despite the fact that HIV is mostly transmitted sexually. Linkage is most critical for
youth. Young people who do not perceive themselves to be at risk of HIV may seek reproductive health care (such as con-
traception or diagnosis and treatment of sexually transmitted infections (STIs), giving reproductive health programs the op-
portunity to provide HIV prevention services as well. At the same time, voluntary counseling and testing (VCT) sites can
provide reproductive health services.

PEPFAR is well-positioned to link reproductive health with HIV/AIDS services. Recently, the Center for Strategic and
Intelligent Studies (CSIS) reported, There is an increasing international consensus, including within the U.S. government,
about the imperative to target women and girls … PEPFAR is well-positioned to build on this consensus and make integration
of reproductive health (RH) and family planning (FP) and HIV/AIDS services a major new priority.38 The benefits of linkage
for PEPFAR include: expanding the number of entry points for people needing HIV orAIDS services; increasing efficiency
and cost effectiveness of programs; addressing a shortage of health care workers; and enhancing long-term, sustainable out-
comes. Because youth generally view the prevention of pregnancy and HIV/STI as two sides of the same coin, integrating
information and services aligns with young people’s perspectives and makes services more useful and acceptable to youth.

Separate funding streams represent a great challenge for linking reproductive health and HIV/AIDS. The limited re-
sources available for family planning make linkage difficult. In fact, it is not easy to compare funding because PEPFAR
dwarfs the resources available for family planning. Many population officers at USAID missions have shifted their work en-
tirely to activities under PEPFAR. Others face pressure when managing both accounts due to separate funding streams and
different budget cycles. Few USAID missions gained additional staff to handle the increased workload and resources gen-
erated by PEPFAR. Another problem is that priority countries for USAID’s Office of Population and Reproductive Health
(PRH) often differ from PEPFAR’s focus countries.39

Recommendations

For Congress
Increase appropriations for family planning through USAID’s Office of Population and Reproductive Health.Assert
the critical need to link reproductive health to PEPFAR’s programs.At a minimum, maintain current funding levels.
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For OGAC
Adopt CSIS’ recommendations on integrating reproductive health care with HIV/AIDS prevention and services.

1. Offer written instructions on the importance of integrating reproductive health with HIV/AIDS services; pro-
vide guidance on managing different funding streams.
2. Solicit successful examples of integrated services. Document successful or innovative programs and encourage
the wide sharing of this information.
3. Support evaluation. Collect information on integrated programs in order to inform the scale-up and adaptation
of effective programs.

Improve donor coordination. Recognize that linking HIV prevention and family planning is a high priority for many
bilateral and multi-lateral donors.

For Country Teams
Prioritize grants for HIV prevention for youth to organizations with expertise in both reproductive health care and
HIV prevention.

3) HIV-Positive Adolescents Receive Inadequate Attention as a Vulnerable Population
There are two groups of young people living with HIV—those infected: 1) from their mothers (perinatally) during

pregnancy, labor, and delivery or through breastfeeding; or 2) during adolescence through unprotected sexual intercourse
or injecting drug use (IDU). The way they were infected determines the needs of each group. Youth who were infected peri-
natally and who survive into adolescence usually have advanced disease and are in regular contact with a health care system.40
In contrast, young people infected after the onset of puberty generally develop symptoms and become ill more slowly than
do adults.41 This second group is much harder to identify and track. They may not seek health services regularly; may not
have visited any health care provider since childhood; and may have just learned their HIV status or, more likely, remain un-
aware of their status.

Young people living with HIV face many challenges. Ameeting on strengthening the health sector’s care, support, and
treatment for young people living with HIV identified major challenges facing HIV-positive youth. These include: lack of
information; barriers to health care; lack of psychosocial support; problems adhering to treatment; difficulty disclosing their
HIV status; stigma, discrimination, and isolation; fears about consent and confidentiality; and problems moving from pediatric
to adolescent or adult care.42 Staff may need training in order: not to discriminate against youth; to understand that parental
consent may keep youth from seeking health care; to realize that young people usually lack the means to pay for services;
and to cope with youth’s difficulties in adhering to treatment.43

PEPFAR’s response includes three major problems for HIV-positive young people.

HIV-positive youth are invisible in OVC policies and programs. OGAC’s OVC Guidance overwhelmingly as-
sumes that most orphans and vulnerable children (OVC) are HIV-negative, an incorrect assumption. There is also a
myth that most OVCs are small children although nearly half of all orphans who have lost one parent and two-thirds
of those who have lost both parents are aged 12 through 17.44 As orphans grow older, they face higher risks of ac-
quiring STIs, including HIV, than do non-orphans.45 Yet,OVC Guidance does not acknowledge orphans’ age or vul-
nerability.46
Prevention for young positives is missing. In addressing HIV-positive youth, PEPFAR pays no attention to positive
prevention—strategies to increase youth’s self-esteem and confidence; to support youth in protecting their own
sexual health and in avoiding infecting others; and to involve HIV-positive youth in planning and implementing
HIV strategies and policies.47 Nor does PEPFAR acknowledge that reproductive health services and comprehensive
life skills education are critical for positive prevention.
Psychosocial support systems need far more emphasis. Psychosocial support involves issues that “impact on the
daily functioning of a young person living with HIV, both at a structural and emotional level.”48 Structural issues in-
clude housing, nutrition, food, security, and income. Emotional issues include accepting the diagnosis, disclosing
one’s status, isolation, stress, facing stigma and discrimination, healthy coping, and negotiating relationships in
regard to one’s HIV status.49 Psychosocial supports are critical for children moving into adolescence and for adoles-
cents recently aware of their status.
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Recommendations

For Congress
Require OGAC to improve monitoring and evaluation of programs using more precise age data.

For OGAC
Revise theOVCGuidance. TheGuidance does not adequately recognize the increased risk OVCs face for HIV/STIs.
The Guidance does not recognize that many OVCs may be HIV-positive. It should prioritize HIV-positive youth’s
need for positive prevention. [See Table 5 for suggested revisions to the current Guidance.]
Encourage countries to collect age-desegregated data, based on the following age ranges: 0-9, 10-14, 15-19 and
20-24.
Solicit examples from country teams of successful programs that link prevention and treatment for youth or that in-
tegrate separate youth-focused interventions.
Convene a technical working group on HIV–positive adolescents. From the lessons learned at the consultation, issue
new guidance on HIV-positive youth’s needs.
Invest in a center of excellence regarding HIV positive-adolescents. Support research to develop science-based best
practices about serving this population.

For Country Teams
Convene in-country consultations with implementing partners and relevant stake holders to develop strategies to
address HIV-positive adolescents for the next COP cycle.
Work with national governments to support the optional course, “One-day Orientation on Adolescents Living with
HIV,” a training for first-level facility health care workers.
Increase funding for psychosocial interventions at treatment sites, especially for peer support groups and for training
peer counselors.
Request partners to explain how they will respond to HIV-positive youth in the next COP cycle. Begin now preparing
partners to expand programs to address HIV-positive youth.
Solicit examples from implementing partners on successful interventions reaching HIV-positive adolescents.
Invest in innovative HIV testing for youth by expanding program locations beyond primary care sites.

Conclusion
PEPFAR cannot succeed without targeting youth. Yet so far, PEPFAR has largely ignored the realities of young people’s

lives and the state of the epidemic among them. This is the time for serious reflection on PEPFAR, a time to pay special at-
tention to youth’s need for: 1) comprehensive, science-based HIV prevention education and services; 2) linkages between
HIV prevention and reproductive health care; and 3) services for HIV-infected youth and forAIDS orphans. Without serious
reflection and change, current policies will hinder PEPFAR from attaining its laudable goals and will leave a generation de-
fenseless against HIV/AIDS.Advocates for Youth urges members of Congress and staff as well as OGAC, theAdministration,
and colleague organizations to consider seriously the recommendations in this report and to ensure that youth are not, once
again, ignored by PEPFAR.
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