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Å Commonalities & differences between HIV and the broader STI field 
Å Laws, HR & structural factors prominent in the HIV field  
ïFor many years, at level of political discourse 
ïRecently operationalized as combination HIV prevention. 
ïQuickly changing landscape in HIV prevention 

ÅProgress in biomedical strategies, continuum of prevention and care 

ïBiomedical vs. Social/Structural 
Ånot competing, but highly complementary/synergistic/mutually enabling 

Å Some may tend to think that Ψthe otherΩ STIs are different 
ïάThey lack the severity and stigma ƻŦ IL±έ  
ïά[ŜƎŀƭ ŀƴŘ ƘǳƳŀƴ rights less importantέ 
ïRemember the social history of veneral disease (severity) 
ïRemember the moral panic dimension of STI control (stigma) 
ïHIV and STIs are often inter-related co-infections 
ïThere is a lot more in common than what we tend to think 

Å This is the group ƻŦ άthe convertedέΗ 
 
 

ÅAs historians and critics of Western culture 
and sexuality have shown, in the Christian era 
the sexual dimension of life became a central 
focus of interest of religious precepts and 
moral control strategies.  
ïDuring the long feudal period, much of the 

canon law, as reflected in the nascent civil law, 
questioned sexual desires and practices of the 
faithful.  

ïThe transformation of the industrial revolution 
affected the power of the church and resulted in 
a more secular legislation, although religion was 
replaced by modern medicine, whose vision of 
sexuality often recodified the centrality of 
religious morality as scientific knowledge, 
relabeling sin or crime as disease. 

ïLƴƛǘƛŀƭ ŦƻŎǳǎ ƻƴ ΨVeneral 5ƛǎŜŀǎŜǎΩΧ 

Two syphilis patients, a 
woman in bed and a man 
sitting on a stool, both 
covered with lesions, are 
depicted in this woodcut 
from 1497, just three years 
after the disease spread 
across Europe for the first 
time.  
A physician holds up a 
ËÑÆØÐdÔËdÙÍÊdÜÔÒÆÓ̃ØdÚ×ÎÓÊd
that has been sampled for 
analysis, while another 
applies a mercury -
containing salve to the 
ÒÆÓ̃ØdÑÊÌØ˿a treatment 
that was often said to be 
worse than the disease.  

 
© SCIENCE SOURCE/COLORIZATION BY 
JESSICA WILSON  

 

(l) Durer  on  
Syphilis  
(r) Titian  on 
Charles V in  
a codpiece  

ÅSocial construction of 
dominated peoples as 
promiscuous, as sources 
of disease 

ÅContribution to historical 
stigmatisation of ethnic 
minorities. 

ÅDiscussion between 
colonizers and North 
American aboriginals 
about who was to bear 
responsibility for veneral 
disease 
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Å Sex work (traditionally, 'prostitution'), in many historical forms (eg, 
ceremonial prostitution) has existed since the dawn of civilization. 

Å Response of Christian Europe: negative and exclusionary 
Å Relationship seen between prostitution and 'venereal' diseases.  
ÅMany countries made legislation that prohibited, or set up 

toleration/exploitation regimes (sanitary control).  
Å VD such as syphilis, feared for their severity in pre-antibiotic era, 

involved the presumption of depravity and could justify divorce. 
Å Strong analogies with history of HIV 

 

Å Last 60 years: important changes in the situation of women, non-heterosexuals, and people 
affected by HIV 

Å Regarding people with non-heterosexual identities, greater range of changes: 

ï from progress towards full equality of rights (including gay marriage and adoption, and laws that recognize gender 
identity assumed by trans people)  

ï to the neo-criminalization of homosexuality observed in certain countries. 

Å Global movement against AIDS made significant changes in the relationship between 
scientists, doctors, community and regulatory agencies,  

ï Provided access to experimental treatments, strengthening the role of civil society, and expanding access to ART. 

Å Since its emergence, AIDS was doubly stigmatized: as deadly and mysterious disease, and as a 
marker of membership in excluded groups.  

ï Predictably, stigma led to discrimination (eg less access to services, public disapproval for the sick, discourse of 'divine 
punishment' for their ϥǇǊƻƳƛǎŎǳƛǘȅΨ όƎŀȅ ƳŜƴ Σ ǎŜȄ ǿƻǊƪŜǊǎύΦ  

Å First large-scale policy post-discovery of HIV 
focused on promoting 'behavioural change'  
ï Focused on abstinence, fidelity & condom 

use. 
ï Some results in several countries 
ï Later acknowledged that sexual practices 

often not decided upon, but resulting from 
social norms, coercion, emotions 
ÅEspecially ŀƳƻƴƎ ϥǾǳƭƴŜǊŀōƭŜΨ populations 

 

Å More recently, focus on confronting social 
vulnerability to reduce risk of infection and 
ensure their access to treatment. 
 

Å On the negative side: 
ï Some countries restricted access to people living with HIV.  
ï Penalties for so called 'conscious exposure of another person to HIV risk' by an HIV carrier 
ï Persistence of laws that criminalized practices of stigmatized vulnerable populations (eg, 
ΨǎƻŘƻƳȅΩΣ prostitution, drug use) or banned useful measures (eg 'harm reduction').  

ï Some countries have not only maintained these laws, but have expanded penalties. 
 

Å On the positive side:  
ï Recognition of social vulnerability and its relationship with the HIV epidemic raised the need 

for structural interventions at several levels.  
ï Some recognition of harmful effects of criminalization of certain practices over public health.  
ï Strong community based networks for global action on human rights 
ï Legal progress in many countries has expanded access to treatment, and laws improving the 

status of women, non-heterosexuals, drug users and other populations. 
 

Å In conclusion, a look at the recent history shows: 
ï the growing relationship between public health, public policy and legislation, and  
ï the role that genuine community participation may have in that ǊŜƭŀǘƛƻƴǎƘƛǇΧ  
ï ΧōŀǎŜŘ on both scientific evidence and international human rights principles. 

National/
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ÅJonathan Mann et al.Ωǎ work  
ÅAIDS in the World 
Åά{ƻŎƛŀƭ ƳŀǊƎƛƴŀƭƛȊŀǘƛƻƴΣ ŘƛǎŎǊƛƳƛƴŀǘƛƻƴΣ ŀƴŘ ǎǘƛƎƳŀǘƛȊŀǘƛƻƴΣ ƛƴ ƻǘƘŜǊ ǿƻǊŘǎ 

a lack of respect for human rights and dignity, is itself a root cause of the 
ŜǇƛŘŜƳƛŎΧέ 

ÅIncreasing recognition 
ÅSweat et al 1995 ς tƻǎǎƛōƭȅ ŦƛǊǎǘ ǇŀǇŜǊ ƻƴ ΨǎǘǊǳŎǘǳǊŀƭ ƛƴǘŜǊǾŜƴǘƛƻƴǎΩ 
ÅSpecial issue of AIDS in 2000 (Sumartojo, Blankenship, Parker, Des 

Jarlais, Wohlfeiler, SchriverΣ hΩ[ŜŀǊȅΣ ƻǘƘŜǊǎύ ς Several topics 
ÅLatkin & Knowlton 2002 ς Micro-structural & environmental influence 
ÅRhodes et al, 2005 ς Structural HIV prevention is unavoidably political 
ÅThe Lancet 2008 Special Issue: 

ïGupta et al ς Structural Interventions; Piot et al (Coming to terms with Complexity) 

ÅAuerbach et al, 2011: Conceptual and Methodological Considerations 
ÅParkhurst 2012: HIV Prevention, Structural Interv. & Social Values 
ÅLancet Special Issues on MSM (2012) & Sex Work (2014) 
ÅSpecific interv.: Sonagachi, Stepping Stones, IMAGE, SHAZ!, Avahan 
ÅRecent Trials on Conditional Cash Transfers (mixed results) 

ÅSocial Drivers are òthe core social 

processes and arrangements ñreflective of 

social and cultural norms, values, networks, 

structures and institutions ñthat operate 

around and in concert with individual 

behaviors and practices to influence HIV 

epidemics in particular settings.ó  

Å(Auberbach  et al 2011)  
 

ά¢ƘŜ ǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘ ŀǊŜ ǘƘŜ 
conditions in which people are born, grow, 
live, work and age, including the health 
system. These circumstances are shaped by 
the distribution of money, power and 
resources at global, national and local levels, 
which are themselves influenced by policy 
choices. The social determinants of health 
are mostly responsible for health inequities - 
the unfair and avoidable differences in health 
status seen within and between ŎƻǳƴǘǊƛŜǎΦέ 
(Emphasis added). 

Source:  Solar O, and Irwin A (2010) 
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ÅGenerally they address factors that:  

ï Depend on the State and social environment (e.g. law and policy change) 

ï Imply involvement of other government sectors (Education, justice, finance, 
the media, decision makers) 

ï Even affect the global economy or politics (global agreements) 

ï Seek to alter ƛƴŘƛǾƛŘǳŀƭǎΩ ƭƛŦŜ ŎƻƴŘƛǘƛƻƴǎ (e.g. economic and educational 
opportunities; community support; effective access to services) 

ï Affect their options (e.g. changes in social norms that affect capacity to 
negotiate individual practices, decisions about sexuality) 

ÅThey may focus at levels that are: 

ï Closer to individuals (e.g. offer access to appropriate services) - Ameliorative 

ï or more distant from them (e.g. changing laws, working with the media to 
reduce stigma, reduce economic dependency) - Fundamental 

ÅAmeliorative approaches focused on IL± όΨcritical 
enablersΩύ  
ï Increased access to health services (incl. outreach, harm reduction) 
ïLegal reform and enforcement, legal services 
ïPrograms to confront stigma & discrimination 
ïStrengthening sex education programs 
ïCommunity empowerment / building social capital 
ïAddressing economic dependence (e.g. conditional cash transfers) 

 
ÅFundamental approaches focused on social & human 

development 
ïPrograms focused on promoting gender equity, education reform, 

poverty reduction and income redistribution, democracy  

ÅSuitability of the Randomized Control Trial 
ïExperimental design: controlling for context 
ÅBut structural interventions are about context! (e.g. think of legal) 

ÅEasier to focus on structural interv. operating at individual level 
ïE.g. Conditional cash transfers, harm reduction, access to services 

ÅEfficacy vs. effectiveness 

ÅAlternative approaches: Observational designs, 
qualitative ΨnaturalisticΩ evaluations, modeling 
retrospectively, triangulation 

ÅKirby et al 2008: Retrospective multi-method approach 
ς Ψcombination evaluationΩΚ ς Uganda 

 
 

Results in 1-2 
years 

Results in 3-5 
years 

Results in > 5 
years 

Programmes have focused on those, short-term 
results for 25 years! 

e.g. Supportive 
community 
attitudes, 

Enforcement of 
supportive 

policies 

More 
Equitable 
Gender 
Norms 

e.g. Knowledge of HIV 
prevention, Awareness of 

risks of Multiple 
concurrent partners, 

supportive professional 
and workplace policies 

UNAIDS Social Change Communication Working Group, 2008. 

LIFE EXPECTANCY 

56 yrs 

48 yrs 

Sri Lanka 
1946 - 1953 

South Africa 
1994 - 2001 

In 7 years 

POVERTY 

33% 

18% 

China 
1990 - 1999 

PRIMARY SCHOOL 
ENROLMENT 

89% 

46% 

Botswana 
1970 - 1985 

In 9 years In 15 years 

ACCESS TO 
POTABLE 
WATER 

15m 

7m 

WHO Commission  on  Social Determinants  of Health , August  2008  

Given an estimated efficacy, effectiveness is a contingent 
outcome of the collective activity of a range of factors: 
ïIndividuals (users and others) 
ÅAcceptability, feasibility, other issues (e.g. Pregnancy) Ą Adherence 

ïInstitutions (professionals and their cultures) 

ïTechnologies themselves  

ïLegal environments 

ïNorms, values, and discourses that animate human 
behaviour/practice. 

  

 Adapted from Auberbach, citing Kippax (2011), Race (2011); Haraway (2011); Michaels & 
Rosengarten (2010)  



19/10/2015 

5 

Test 

Link to care 

Enrol in care 

Retain in care 

Access ARVs 

Maintain 
low viral load 

The Care Cascade: Context  

Security / privacy 
Freedom from oppression 
Realistic risk perception 
Self-regard 

Stigma 
Sex and injecting practices 
Social / political histories 

Source:  C. Dodds, IAPAC TasP Meeting, 
London, September 2013 

Social and health 
systems factors affect 
virtually all steps of the 
HIV care continuum 

Source: Hankins et al. 2011 PLOS-Medicine 

Lessons from Implementation of VMMC:  
High Initial Expectations for Impact in SSA 

ÅKenya as an ΨƛƴƴƻǾŀǘƻǊΩΣ Malawi as a ΨƭŀƎƎŀǊŘΩ (Dickson et al. 
2011, PLOS-Medicine) 
ïKenya: National Programme; >200,000 MC procedures 
ÅHas achieved over 45% of target of 94% coverage 

ïMalawi: Resisted developing a national programme. 
ÅHas achieved <1% of its target of 80% coverage 

ÅDifferences in history of ethnic as well as religious 
competition and conflict 
ïMC divisions align well in Malawi with historical political 

competition, patronage and contestation for power. Some 
alignment in Kenya, but equally strong competition between 
groups with shared MC practices (e.g. Kikuyu and Kalenjin) 

 
Source:  J. Parkhurst, ASSHH Conference, July 2013 

Å Sex workers are rarely addressed in international human rights law. Yet human rights laws apply to 
everyone. 

Å Evidence of widespread HR violations against SW, perpetrated by both state and non-state actors. 
These violations increase HIV risk, and undermine effective HIV work.  
ï Violations include homicide; physical and sexual violence from law enforcement, clients, and intimate 

partners; unlawful arrest and detention; discrimination in accessing services; forced HIV testing.  

Å Substantial gaps exist in a rights-based response to HIV for SW.  
ï We must acknowledge, address, and prevent violence, abusive police practices, and other violations, to 

ensure rights and improve public health. 

Å Without addressing HR violations among SW, merely providing HIV services will remain an 
insufficient and misguided response.  
ï HIV responses for SW should ensure their HR through active promotion of equality, and non-discrimination 

in accessing prevention and interventions. 

Å HR violations against SW are most profound in criminalised policy regimes. The solution requires 
reform not only to policy, but also its implementation, given evidence of abusive practices.  

Å Policy reform, SW mobilisation, and grass-roots organisation are essential and mutually-reinforcing 
strategies that have achieved success in health and human rights promotion for sex workers. 

Å Currently dominant understanding of prostitution conflates ΨƘǳƳŀƴ 
ǘǊŀŦŦƛŎƪƛƴƎΩ ǿƛǘƘ ΨǇǊƻǎǘƛǘǳǘƛƻƴΩ ŀƴŘ ΨǎŜȄǳŀƭ ŜȄǇƭƻƛǘŀǘƛƻƴΦΩ  
ï within some governments and within international organisations that provide 

policy guidance and recommendations to governments 

Å This conflation bears critical thinking, as lawmakers endeavor to use 
human rights-based models to address human trafficking and prostitution.  

Å UnfortunatelyΣ ŎƻƴŦƭŀǘƛƴƎ ŀƴŘ ŜǉǳŀǘƛƴƎ ǇǊƻǎǘƛǘǳǘƛƻƴ ǿƛǘƘ ΨǘǊŀŦŦƛŎƪƛƴƎΩ ŀƴŘ 
ΨǎŜȄǳŀƭ ŜȄǇƭƻƛǘŀǘƛƻƴΩ Ƙŀǎ ǳƭǘƛƳŀǘŜƭȅ ǎŜǊǾŜŘ ǘƻ ǳƴŘŜǊƳƛƴŜ ŜŦŦƻǊǘǎ ǘƻ ŀŘŘǊŜǎǎ 
both trafficking and sexual commerce,  
ï Also contributes to the harm that SW face from local law enforcement and 

from potentially violent clients and intermediaries.  

Å This set of conflations is undermining efforts to control HIV/STI among SW.  

* Trafficking and the conflation with sex work: Implications 
for HIV Prevention and Control ς Working Paper, Global 
commission on HIV and the Law) 


