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Abstract

This paper examines the ways in which HIV prevention is understood including ‘‘biomedical’’, ‘‘behavioural’’, ‘‘structural’’, and

‘‘combination’’ prevention. In it I argue that effective prevention entails developing community capacity and requires that public

health addresses people not only as individuals but also as connected members of groups, networks and collectives who interact

(talk, negotiate, have sex, use drugs, etc.) together. I also examine the evaluation of prevention programmes or interventions

and argue that the distinction between efficacy and effectiveness is often glossed and that, while efficacy can be evaluated by

randomized controlled trials, the evaluation of effectiveness requires long-term descriptive strategies and/or modelling. Using

examples from a number of countries, including a detailed account of the Australian HIV prevention response, effectiveness is

shown to be dependent not only on the efficacy of the prevention technology or tool but also on the responses of people �
individuals, communities and governments � to those technologies. Whether a particular HIV prevention technology is adopted

and its use sustained depends on a range of social, cultural and political factors. The paper concludes by calling on biomedical

and social scientists to work together and describes a ‘‘social public health’’.
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Introduction
The push for more effective HIV prevention has become

increasingly urgent in recent years, see for example the series

of papers in the Lancet in 2008, which included a paper by

the then head of UNAIDS and others [1] calling for action to

stimulate the prevention constituency. The series also

included papers on what are referred to as behavioural

strategies [2], structural approaches [3] and biomedical

interventions [4]. Since that time the call for biomedical

prevention has strengthened, see for example, Dieffenbach

and Fauci [5] and most recently this interest in biomedical

prevention has focused on treatment as prevention, note the

editorial in the Lancet in May, 2011 [6], which was entitled

‘‘HIV treatment as prevention � it works’’ and a later albeit

more cautious editorial in the Lancet Infectious Diseases, in

September 2011 [7].

Whether one is referring to ‘‘behavioural’’, ‘‘biomedical’’ or

‘‘structural’’ prevention � and these distinctions are often

misleading � the challenges to effective HIV prevention are

essentially social and political.Yet, as Fassin [8] has pointedout:

Since the beginning of the pandemic, the focus of

discourse and policies throughout the world solely

on the medical aspects of the illness, and since the

beginning of the South African controversy, solely on

the availability of drugs, has made the social issues

(both carried and revealed by AIDS) practically

inexpressible. (p. 189)

HIV transmission is profoundly social, as are the responses of

individuals, communities and governments to it. HIV is

spread mainly by sexual and drug injection practices �
both social practices, and preventing HIV involves engaging

with these practices, that is, engaging in the social and

political worlds in which all prevention is situated �
biomedical, behavioural and structural prevention.

This paper discusses the ways in which HIV prevention is

currently understood and addresses the central role of the

social and political in effective prevention as well as the

challenges of evaluating effectiveness. It calls for biomedical

scientists to work with social scientists and concludes by

focusingonwhatagenuine integrationof thesocial andpolitical

means for public health and describes a ‘‘social public health’’.

What constitutes effective prevention?
Typically technologies are regarded as potentially successful

candidates for HIV prevention if the outcomes of randomized

controlled trials (RCTs) demonstrate medium to high efficacy.

But effectiveness needs to be distinguished from efficacy � a

distinction that is often glossed � and renewed attention

needs to be given to effectiveness. Following Aral and

Peterman [9], efficacy is defined as the improvement in

health outcome achieved in a research setting, in expert

hands, under ideal circumstances. It measures the individual-

level effect of an intervention. Effectiveness is the impact an

intervention achieves in the real world, under resource

constraints, in entire populations or in specified subgroups

of a population. For effective HIV prevention, efficacious tools
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and technologies, which are made available to populations,

must be taken up by communities and their individual

members and made part of their everyday lives. The

protection that a prevention tool/method confers is a

function of both (a) the efficacy of the tool/ technology

and (b) whether and how it is used. In other words, in order

for there to be a decline in HIV incidence, not only are

efficacious prevention tools necessary, but also the means to

ensure that, once provided, people adopt and use them

correctly in a sustained manner.

This paper focuses on (b) and the social and political

enablers that are likely to result in the uptake and sustained

use of HIV prevention tools or technologies by communities

and their members. While efficacious tools are a necessary

pre-condition for effective prevention, they are not sufficient

in and of themselves: All HIV prevention ‘‘interventions’’

require sustained changes in social practice, whether we are

talking about condoms, pre-exposure prophylaxis (PrEP) or

microbicides, or ‘‘treatment as prevention’’. It is not the case

that one prevention tool, for example, PrEP, is biomedical

and another, for example, a condom, is behavioural; they

both involve action � the swallowing of a pill or the putting

on of a condom. Both tools, as do all HIV prevention tools or

technologies, require adoption and sustained use. ‘‘Combina-

tion prevention’’ [10] is central to effective prevention but

the ‘‘combination’’ is not a matter of combining so-called

‘‘biomedical’’, ‘‘behavioural’’, and ‘‘structural’’ interventions.

Rather, effective prevention involves ensuring that the

efficacious tools and technologies are acceptable to the

targeted populations, made available to them, and widely

and sympathetically promoted.

Long-lasting and consistent declines in HIV incidence are yet

to be achieved. Disappointing prevention efforts however may

not be, as some researchers [11] have argued, because non-

efficacious technologies are being promoted � the current

tools are efficacious (some more than others). Rather, the

explanation may lie in the fact that some efficacious tools are

unacceptable to at least some target populations, and/or that

they are ineffectively promoted, that is, they are promoted in

ways that fail to engage with and be sympathetic to the social,

cultural and political worlds of target populations, thus failing

to build broad-based acceptance and uptake.

The technologies themselves will be more or less accep-

table depending on cultural understandings and values

associated with them and their adoption. So, for example,

as noted by Aggleton [12] and Niang and Boiro [13], male

circumcision has its roots deep in the structure of society and

carries complex meanings � religious, spiritual, socio-cultural

and aesthetic. It is widely practised among Jews and

Muslims, less so among Christians, and rarely among those

of other religious persuasion: male circumcision is highly

likely to be endorsed as an HIV prevention measure in Islamic

countries but extremely unlikely to be accepted in countries

that are predominantly Hindu. Therefore while male circum-

cision has been demonstrated to be efficacious for reducing

HIV transmission risk for heterosexual men [14], it is unlikely

to be an effective prevention measure in some countries and

regions.

Similarly, abstinence and fidelity, although not strictly

‘‘technologies’’, are clearly efficacious at least in the sense

of ‘‘logically’’ efficacious: one cannot transmit HIV or be

infected with HIV if one abstains from injecting drugs and

sex; and strict fidelity would reduce HIV transmission risk

considerably. However, their promotion is only likely to result

in a decline in HIV incidence in societies or communities that

uphold religious or cultural values promoting virginity and

fidelity. The failures of abstinence-only HIV prevention

programmes in the United States [15] and HIV prevention

programmes urging gay men to reduce the number of their

sexual partners [16] provide two clear examples. Popular

culture in the United States valorizes sexual pleasure, and

one of the marks of gay identity in the income-rich world is

casual sex. While it is possible that non-normative changes in

sexual practices may be adopted, as for example in Uganda

where delaying sex and strict monogamy do appear to be

partly responsible for early declines in HIV incidence [17],

such changes may prove to be the exception rather than the

rule.

Turning to ‘‘ineffective’’ promotion: many HIV prevention

interventions are too narrowly promoted � in the sense that

they target individuals qua individuals. A case in point is

counselling, which typically positions risk of and protection

from HIV transmission as an individual rather than a shared

responsibility. The growing success of treatment in the form

of antiretroviral therapy has meant that much promotion of a

range of HIV prevention technologies takes place in the clinic,

typically in association with testing, where ‘‘patients’’ are

counselled to adopt a range of HIV prevention strategies or

technologies. While the prevention of mother-to-child trans-

mission has proved to be a successful HIV prevention

intervention, several studies [11] in Africa have found ‘‘no

population-level impact of VCT’’ on those found to be HIV

negative (p. 749). Nonetheless counselling, in the presence of

testing, has become the dominant form of promoting HIV

prevention technologies in many countries, including those

most affected such as South Africa [18]. However, promoting

HIV prevention is a complex social process: effectiveness

involves modifying social practices, including sexual practice

and injection drug use, which are regulated by local and

particular social and cultural understandings and norms. Such

practices are unlikely to be modifiable by counselling

individuals in the privacy of the clinic. The promotion of

HIV prevention needs to engage with the social and political

worlds of those to whom the messages are targeted and to

engender community-level change. Efficacious prevention

tools need to be promoted � via government support, sex

education, peer outreach, social marketing and so on, as well

as counselling. These different modes of promotion should

be combined synergistically so as to ensure a climate

conducive to the adoption and use of the efficacious

technologies.

The role of the social and political in effective

prevention
While the development of efficacious technologies largely

depends on biomedical research, social and political science

research is central to any understanding of acceptability,
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adoption and sustained use of these HIV prevention

technologies. Achieving effectiveness is not a matter of

finding a way over or around ‘‘social barriers’’ but rather a

matter of engaging with the particular and local social and

political lives and contexts of populations and communities

at risk. Effective HIV prevention programmes (or interven-

tions) need to enable people to act in ways that resonate

with their sexual and drug injection lives: what will work for

young heterosexuals in KwaZulu-Natal, for gay men in Sydney,

for sex workers in Calcutta or for injection drug users in

Ukraine will differ and is likely to change over time.

Enabling people to take up the technologies and sustain

safe sex and safe injection practices depends on a number of

social, cultural and political factors including political com-

mitment, community mobilization, stigma reduction, sex

education and mass media (modified from Schwartlander

et al.) [19]. Furthermore, and as also noted by Schwartlander

et al. [19], effectiveness is aided and abetted by aligning

prevention strategies with country development objectives,

such as education, law reform, gender equality, poverty

reduction, community systems, employer practices and

health systems/infra-structure.

These ‘‘country development objectives’’ have been the

focus of much recent discussion as structures [3] or social

drivers [20]. These drivers or structures are undoubtedly

related to the vulnerability of certain populations to HIV, and

thus addressing these structures through advocacy and

activism alongside the promotion of efficacious prevention

tools is essential. Addressing them involves engaging with

what Friedman et al. [21] refer to as macro-environments.

That is, effective HIV prevention depends on acknowledging

both broad political, social and economic policies of govern-

ments and large institutions and organizations as well as the

social or collective agency of community groups and net-

works and working at both levels to develop harm reduction

responses and effective HIV prevention programmes.

Political commitment is central to effectiveness and

governments need to provide the technologies and ensure

that harm reduction measures are easily accessed by those at

risk. So for example, there is no doubt that political

endorsement of needle and syringe programmes has drama-

tically reduced HIV transmission among injection drug users

and that the ‘‘war against drugs’’ has failed [22]. Political and

government support is also central to reducing HIV-related

stigma and discrimination, including discrimination directed

at injection drug users, sex workers, gay men and other

marginalized groups, which has been shown to render

otherwise effective HIV prevention measures ineffective

[23]. Laws, legal policies and practices need to tackle stigma

and discrimination rather than using criminal law powers to

govern HIV transmission risk [24]. Finally as has been

demonstrated in countries with different patterns of HIV �
Thailand’s sex workers [25], Uganda’s general population

[26�28] and Australia’s gay men [29,30] � community

mobilization and engagement and support by governments,

including funding of non-government organizations and mass

media, are central to effective HIV prevention. In each of

these countries, concerted efforts by government and

collectives gave HIV and related prevention measures a

public voice.

In short, HIV prevention programmes involve all levels of

society because social transformation is necessary to achieve

consistent and sustained reduction in HIV incidence. HIV

prevention is most successful when governments and

communities act together in partnership on the basis of

evidence provided by social and biomedical scientists.

Australian example

I illustrate the central significance of the above with

reference to the Australian response, which demonstrates

well just how contingent/dependent effective prevention

outcomes are on the social and political milieu. The

population most affected by HIV in Australia was and

continues to be gay men: the first diagnosis and death in

1982 and 1983 were in gay men and the early alarmingly high

infection rates were almost certainly due to the frequent

crossing of the Pacific by gay men � from San Francisco to

Sydney and Melbourne � in the early 1980s. There were and

continue to be very low rates of HIV infection among

injection drug users and low rates among sex workers and

more generally in the heterosexual population [29,30].

The establishing of needle and syringe programmes by

governments in response to advocacy by health professionals

and injection user groups very early in the epidemic provided

injection drug users in Australia with an acceptable preven-

tion technology: the sharpness and sterility of the needles

appeal to the population at risk. As a result, HIV infection

rates among injection drug users have been maintained at

below 5%, indeed closer to 1% if gay men are excluded [30].

Similar evidence demonstrates the ways in which injection

drug users in New York City, Rotterdam, Buenos Aires and

sites in Central Asia acted early and advocated for strategies

to protect themselves and their networks [31]. As pointed

out by the authors of the review of these data, ‘‘both

researchers and policy makers should take note of and draw

upon both the micro-social and formal organizations of

users’’ (p. 107).

Unlike sterile needles and syringes, male condoms are not

integral to sexual activity and are considered by most gay

men to be an unwelcome addition to it. Nonetheless, many

succeeded in adopting them. Gay men’s adoption and use of

condoms enabled them to continue to engage in anal

intercourse, a sexual practice that in part defines who they

are, and to continue to have sex with comparatively large

numbers of sexual partners. They did not abstain from anal

intercourse or reduce the numbers of their sexual partners.

Gay men’s use of condoms depends, in part, on an openness

with regard to sexual activity in Australian gay communities,

including openness about sexual partners other than one’s

regular or ‘‘committed’’ partner: within this openness, the

meanings of condoms changed from signifying an interrup-

tion to sex to ‘‘responsibility’’ and ‘‘caring’’. Condom use in

Sydney’s gay community came to signify belonging to that

community and health promotion measures in the early

1990s, which were funded by government, appealed to gay

men to care for each other and accept responsibility, whether
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HIV positive or HIV negative, about always using condoms

[16].

Here it is important to distinguish behaviour from practice

[32]. ‘‘Practice’’ recognizes that ‘‘the behaviours’’ that are

involved in the uptake and use of all these technologies (and

I take condoms as the example) are always framed by

particular understandings of sex and pleasure, health and

illness and so on. It is these social practices we need to

change. It is far easier to introduce condoms into a casual

sexual encounter than into the committed relationship/

marriage bed, where condoms are likely to be seen by

many as an indication of infidelity. Given the opposition of

some religions, a desire for children, and the difficulty

experienced by some in using condoms, ensuring that

condoms become a part of sexual life among populations

at risk of sexual transmission of HIV is not easy. Nonetheless

with community engagement in their promotion that is

sensitive to the ‘‘target’’ population, some populations at risk

have adopted and sustained the use of condoms � indeed as

demonstrated in Australia before they were promoted by

healthcare professionals [16].

Not only do people and communities respond to health

promotion and HIV prevention information, they also

respond to medical information, and in ways that may

surprise some. Findings from studies of gay men in Australia

demonstrate the ways in which gay men developed a number

of risk reduction strategies over time in response to changing

medical knowledge and HIV prevention programmes. These

strategies include condom use [16], ‘‘negotiated safety’’ �
unprotected sex within a known seroconcordant HIV negative

regular relationship [33]; ‘‘poz-poz sex’’ � unprotected sex

within a known seroconcordant HIV positive regular relation-

ship [34] and the more widely applied strategy of serosorting

[35]; ‘‘strategic positioning’’ � taking up the receptive or

insertive position in sex depending on HIV status [36];

reliance on undetectable viral load [37]; and the use of

non-occupational post-exposure prophylaxis (nPEP) [38]. Gay

men also took up testing for sexually transmissible infections

(STI) when it was advocated as part of the third, fourth and

fifth National HIV/AIDS Strategies and later the first National

STI Strategy [30].

With the exception of the last two, nPEP and STI

treatment, all of the above strategies were developed by

men in gay community on the basis of what they understood

about HIV and its transmission and HIV medicine. In other

words, HIV prevention interventions were not imposed from

the outside, top-down, but rather communities responded to

the risk that HIV posed to their community and its members

and developed their own prevention strategies: strategies

that were congruent with or, at least not at odds with, their

gay lives. The response of gay community was supported by

government and public health campaigns followed � typically

informed by community input and social research as well as

biomedical and epidemiological research. Effectiveness of

HIV prevention programmes in Australia was and continues

to be dependent largely on community mobilization, where

communities, such as those established to respond on behalf

of the gay community, are funded mainly by government.

These community organizations enable gay men (and other

groups at risk of HIV infection) to develop their own risk

reduction strategies as well as to respond to HIV prevention

interventions in ways that resonate with their own lives. It

seems likely that prevention is sustainable if it is developed

by the community for the community. Furthermore, as

outlined by Bowtell [29] and Mindel and Kippax [30], the

bipartisan support of successive Australian governments,

including the development of successive National AIDS

Strategies, ensured that the built HIV prevention response

was supported by and synergistic with what Schwartlander

et al. [19] refer to as the objectives of the development

sectors: the legal, education and health systems. That these

community-based and largely peer-developed ‘‘interven-

tions’’ or prevention programmes were effective has been

demonstrated, although not by RCTs or indeed, by experi-

mental methods [30]. Effectiveness has been demonstrated

by declining HIV incidence typically preceded by declining

levels of unsafe sexual practice among gay men that is

monitored by yearly annual behavioural surveillance [39].

The effectiveness of the Australian community-led re-

sponse has also been demonstrated by two comparative

studies focusing on HIV incidence among gay men as an

outcome measure in a number of European countries, the

United States and Australia [40,41]. The conclusions were

that Australia had the greatest reduction of annual HIV

notification figures: 8.1% compared with the 2.9% in the

USA, with the other countries falling between these two

figures. Stall et al. [41] (p. 626) went on to say:

. . . expected prevalence rates in the Australian case

are roughly half those calculated for US MSM by age

40. While such facile comparisons ignore important

contextual variables that can drive HIV epidemics at

different rates across societies, this difference is so

stark that it raises the question of whether it is

possible to construct HIV prevention programming

and policy to yield far more successful results among

gay male communities than have been obtained to

date in the United States.

The above evidence of success indicates that HIV prevention

is complex and is likely to be sustained when it is of society

rather than imposed on it. Strategies that evolve from

communities are particularly effective when they are sup-

ported by government and the wider society.

‘‘Strong’’ evidence or valid evidence?

Here I return, briefly, to the issue of effectiveness and to the

issue of evidence of effectiveness. I take issue with the recent

Lancet editorial [6] and with all those who argue that the

evidence for effectiveness must be based on experiment and

preferably based on RCTs. It is not the case as the Lancet

editorial states that there is poor evidence for programmes

‘‘such as behaviour change communications’’ compared with

others (Lancet editorial, p. 1719) [6]. All prevention activities

require changes in behaviour or practice � including treat-

ment as prevention.

As I have argued elsewhere [42], although efficacy is

typically and appropriately assessed using RCTs, it is difficult

if not impossible to design externally valid assessments of
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effectiveness using RCTs or experimental methods.

It is a mistake to forego external validity for the sake of

experimental precision. Social transformation is not amen-

able to experiment because effectiveness is the contingent

outcome of the collective activity of a diverse range of actors

both human and non-human, including the prevention

technologies themselves; scientific practices; clinical services;

cultural, political and social environments; and the norms,

values, and discourses that animate human behaviour or

practice [43]. As is evident from the Australian example,

there is no simple one-to-one linear causal relationship

between any ‘‘intervention’’ and the impact the intervention

has at the population level over time. The prevention

responses that emerged over time were local and particular,

making it difficult to find counter-factuals and/or to sensibly

assess their impact.

Nonetheless, valuable and valid evidence can be and has

been provided as referenced above [25�31] in the form of

both retrospective and ongoing monitoring studies, as well as

rich ‘‘thick’’ descriptions of social processes: that is, a

‘‘responsive attentiveness as things play out � over time’’

[43]. Of particular note are studies that have used modelling/

monitoring HIV incidence as well as sexual and drug use

practices associated with HIV transmission in particular

populations, in conjunction with describing the country’s

response including its prevention programmes, and therefore

identified the factors historically associated with the take-up

of the prevention technologies and tools associated with

changes in practice and changes in HIV incidence. The better

the data, the social including ethnographic as well as the

surveillance, the more accurate is the assessment of effec-

tiveness. Such evidence has been provided for Uganda by

Hallett et al. [17], for Zimbabwe by Hallett et al. [17], Gregson

et al. [44] and Halperin et al. [45]. Data such as these enable

researchers to identify the key factors to declining HIV

transmission rates.

There is also similar evidence of effectiveness from a range

of countries including Brazil and Thailand (Global HIV

Prevention Working Group) [46�48] and from cities such as

New York City, Rotterdam and Buenos Aires and sites in

Central Asia [31]. Many of these studies offer rich accounts of

the social and political processes involved in the collective

shifts in social practices that preceded declining HIV

incidence. For instance, the Ugandan studies [26�28] docu-
ment the role of sexual networks and the ways in which

Ugandans talked about HIV � not just between sexual

partners, but between HIV negative and positive people,

between generations and in public forums and spaces.

‘‘Biomedical’’ prevention
While many of these newer ‘‘biomedical’’ technologies, such

as oral PrEP and treatment as prevention, are not directly

tied to the act of sex, thus giving them an advantage over

microbicides and condoms, the use of which may interrupt

sexual activity, they also need to be assessed for their

effectiveness over time. It is not good enough to simply

demonstrate efficacy [49]. I focus here on treatment as

prevention.

As pointed out initially in the Swiss Consensus Statement

[50] and later confirmed in the HPTN052 trial [51], treatment

greatly reduces the likelihood of HIV transmission in hetero-

sexual discordant couples, where ‘‘couples’’ refers to the

sexual partners in regular committed relationships, by

reducing the viral load to undetectable and stable levels.

For discordant couples who meet the criteria as set out in the

Swiss Consensus Statement and in the trial, these findings

provide a rationale for unprotected sex � but within

heterosexual discordant couples. However, these findings

do not mean that ‘‘treatment as prevention’’ is an effective

population strategy. While one study in British Columbia [52]

provides some evidence indicating that the treatment of

injection drug users is related to a slowing of the HIV

epidemic in that population, other studies have not shown

the same relationship [53]. It is likely that the very strict

conditions of the model [54] postulating that highly active

antiretroviral therapy (HAART) uptake leads to a reduction of

HIV incidence cannot be met under most real world

conditions [55�57].
From a social researcher’s perspective, there are a large

number of ‘‘real world’’ conditions that need to be addressed

before we can embrace this strategy as a population strategy

[58]. As argued by Kippax and Stephenson [58] and others

[59�61], the challenges to effectiveness of ‘‘treatment as

prevention’’ include the cost of treatment and its provision;

increases in stigma and discrimination in the face of frequent

and regular testing; drug resistance problems if treatment

adherence is limited; an absence of unintended consequences

of risk compensation; and broader social and political

impacts. The last of these is particularly important: how are

those who advocate treatment as prevention going to

convince governments and countries not to put all their HIV

funding into treatment? This question is particularly pertinent

given the Lancet editorial [6] (p. 1719) which stated:

Agencies such as President’s Emergency Plan for

AIDS Relief and the Global Fund to Fight AIDS,

Tuberculosis and Malaria need to reassess their

prevention portfolios and consider diverting funds

from programmes with poor evidence (such as

behavioural change communication) to treatment

for prevention.

This is a strange and misleading distinction, given ‘‘treatment

as prevention’’ itself relies on sustained changes in people’s

practice.

A social public health
There is clearly a pressing need to render the social

expressible in practice. Only then can all researchers begin

to: (1) understand how the medium of the social works for

and against HIV prevention; (2) design HIV prevention

programmes or interventions that engage with the terrain

in which they operate; and (3) make externally valid

assessments of their effectiveness using methods that can

deal with rather than gloss over the essentially contingent

nature of effective prevention. These are jobs for social and

political scientists � ethnographers, sociologists, anthropol-

ogists and political scientists, whose academic disciplines
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inform their understanding of the cultural, political and social

worlds, in which people engage in sexual and drug injection

practices.

Before I conclude I want to dwell further on the need to

ensure that HIV prevention efforts are better informed by the

social and political sciences. Engaging with the social and

political is not simply a matter of including ‘‘structural

determinants’’ or ‘‘social drivers’’ if these are understood

as separate from the ‘‘individual’’. It is not enough to position

relationships between these domains, as is often done in

health promotion textbooks, as series of concentric circles

with structural/environmental/political factors in the outer

rings, some notion of community, groups or institutions

towards the middle and individuals at the centre.

Such public health models render the social practically

inexpressible by acknowledging the social without

interrogating it. Firstly, by placing the individual decision

maker at their centre we can see how they are essentially

individualistic models. They rely on notions of neo-liberal

rational subjects who, it is assumed, follow public health

advice (which is often delivered in the clinic) unless the ‘‘social

barriers’’ incapacitate these otherwise rational (but vulner-

able) actors. Secondly, they either do not seek to explain the

relationship between the different ‘‘levels’’, or they employ

arrows to gesture towards an explanation without actually

comprehending or offering one. For social and political

scientists, such arrows are better represented as question

marks, question marks that initiate detailed social research.

Such public health models support the idea that clinicians are

well positioned to bring about HIV prevention by counselling

the ‘‘patient’’ � if he/she is rational and able to act (i.e. is not

incapacitated or made vulnerable by some social barrier). In

contrast, a social public health engages with the social

contexts, to enable communities and hence individuals to

act in order to achieve declines in HIV incidence.

The social approach I have described in this paper leads us

to ‘‘social public health’’ rather than older forms of public

health. The locus of change is not individuals but the social

and political medium that enables collective action: it is this

medium that is essential to the success of interventions

[58,62]. A social approach recognizes that individual capa-

cities are intimately tied to the enabling (or disabling)

character of social norms, practices and institutions, which

are, in turn, understood to be modified by community

mobilization and social movements. In place of focusing on

either individuals or social structures as the locus of change,

the focus is now on communities or collectives as agents of

change and on the relationships between the actions of

community members and the resultant changing social

norms and social practices that, in turn, regulate the actions

of community members.

A feasible hypothesis is that the greatest social barrier to

effective HIV prevention is the steadfast belief, held by many

biomedically trained professionals in public health, that the

patient is a neo-liberal rational actor or agent, an individual,

who will act after being counselled and tested. It is pertinent

to note here that in some of the countries where there is

documented evidence of declining HIV incidence � among

gay men in Australia [30], injections drug users in New York

City [31] and heterosexuals in Uganda [28] and Zimbabwe

[45] � the declines cannot be accounted for in terms of

interventions such as counselling and testing; the declines

happened before voluntary counselling and testing (VCT) was

rolled out. While counselling is important it plays a small part

in prevention and at best reinforces the wider community

HIV-prevention messages.

People’s capacity to act lies in their connectedness to

others. The evidence referred to above indicates that

community mobilization, if not essential, for social transfor-

mation, is extremely important. It is through community

activity and advocacy that norms change. HIV prevention is a

matter of enabling communities, and indirectly their indivi-

dual members, to develop HIV risk reduction strategies by

adopting HIV prevention technologies and changing their

sexual and injection practices. Such changes are likely to be

slow and patchy, and there is no one factor likely to account

for such change (as compared with the biomedical approach

to knowledge where success or failure is typically attributed

to the efficacy of the technology involved). Rich, in the sense

of detailed, retrospective evidence of successful HIV preven-

tion to date tells us that it typically involves the following:

government provision of HIV prevention tools and public

support; health promotion programmes that are informed by

social, epidemiological and biomedical research; funding of

and support for community-informed, if not community-led,

prevention programmes that promote public debate and talk.

Low-Beer [63] came to similar conclusions in 2004 when he

describes how HIV prevention was highly successful in a

number of countries by mobilising social and political capital.

Conclusions
Effective prevention entails developing community capacity

and requires that public health addresses people not only as

individuals but also as connected members of groups,

networks and collectives who interact (talk, negotiate, have

sex, use drugs, etc.) together. Researching HIV prevention

demands that we all (biomedical and social/political scien-

tists) avoid invoking a nature/culture distinction that suppo-

sedly separates prevention technologies from the humans

whose lives are affected by HIV [64]. Nor should we

distinguish between prevention strategies that ‘‘work’’

because they are biomedical and those that do not because

they require ‘‘behaviour change’’. All prevention requires that

people change their social practices, changes which cannot

be effectively sustained unless they are supported by broader

social transformation.

Social and biomedical scientists can best contribute to

understanding prevention in the real world by engaging with

HIV and efforts to prevent it as they are encountered in life �
as biological and material; as information and technological; as

emotional and affective; as social; collective; and

institutional.

Author affiliation

Social Policy Research Centre, The University of New South Wales, Sydney,

NSW, Australia

Competing interests

SK has no competing interest to declare.

Kippax S. Journal of the International AIDS Society 2012, 15:17357

http://www.jiasociety.org/content/15/2/17357 | http://dx.doi.org/10.7448/IAS.15.2.17357

6

http://www.jiasociety.org/index.php/jias/article/view/17357
http://www.jiasociety.org/index.php/jias/article/view/17357


Author’s contributions

SK conceived and wrote this manuscript. She approved the final version.

Abbreviations

HAART, highly active antiretroviral therapy; nPEP, non occupational post

exposure prophylaxis; PrEP, pre-exposure prophylaxis; RCTs, randomized

controlled trials; STI, sexually transmissible infections; VCT, voluntary

counselling and testing

Acknowledgements

I thank my colleagues in Australia and elsewhere for the support and advice �
and particularly Dr Niamh Stephenson from Public Health and Community

Medicine at the University of New South Wales, Australia. I also thank the

reviewers for their very helpful insights.

References

1. Piot P, Bartos M, Larson H, Zewdie D, Mane P. Coming to terms with

complexity: a call to action for HIV prevention. The Lancet. 2008;372:845�59.
2. Coates TJ, Richter L, Caceres C. Behavioural strategies to reduce HIV

transmission: how to make them work better. The Lancet. 2008;372:669�84.
3. Rao Gupta G, Parkhurst JO, Ogden JA, Aggleton P, Mahal A. Structural

approaches to HIV prevention. The Lancet. 2008;372:764�75.
4. Padian NS, Buve A, Balkus J, Serwadda D, Cates W Jr. Biomedical

interventions to prevent HIV infection: evidence, challenges, and way forward.

The Lancet. 2008;372:585�99.
5. Dieffenbach CW, Fauci AS. Thirty years of HIV and AIDS: future challenges

and opportunities. Ann Intern Med. 2011;154:1�7.
6. Lancet Editorial. HIV treatment as prevention � it works. The Lancet.

2011;377:1719.

7. Lancet Editorial. Treatment as prevention for HIV. Lancet Infect Dis.

2011;1:651.

8. Fassin D. When bodies remember. Berkeley: University of California Press;

2007.

9. Aral SO, Peterman TA. Do we know the effectiveness of behavioural

interventions? The Lancet. 1998;351 Suppl 111:33�6.
10. Hankins CA, de Zalduondo BO. Combination prevention: a deeper under-

standing of effective HIV prevention. AIDS. 2010;24 Suppl 4:S70�80.
11. Potts M, Halperin DT, Kirby D, Swidler A, Marseille E, Klausner JD, et al.

Reassessing HIV prevention. Science. 2008;320:749�50.
12. Aggleton P. ‘‘Just a snip’’? A social history of male circumcision. Reprod

Health Matters. 2007;15:15�21.
13. Niang CI, Boiro H. ‘‘You can also cut my finger!’’: social construction of

male circumcision in West Africa. A case study of Senegal and Guinea-Bissau.

Reprod Health Matters. 2007;15:22�32.
14. Weiss H, Halperin D, Bailey RC, Hayes RJ, Schmid G, Hankins CA. Male

circumcision for HIV prevention: from evidence to action? AIDS. 2008;22:567�
74.

15. Stanger-Hall KF, Hall DW. Abstinence-only education and teen pregnancy

rates: why we need comprehensive sex education in the U.S. PLoS ONE. 2011;

6(10):e24658. doi:10.171/journal.pone.0024658

16. Kippax S, Race K. Sustaining safe practice: twenty years on. Soc Sci Med.

2003;57:1�12.
17. Hallett TB, Aberle-Grasse J, Bello G, Boulos LM, Cayemittes MP, et al.

Declines in HIV prevalence can be associated with changing sexual behaviour in

Uganda, urban Kenya, Zimbabwe, and urban Haiti. Sex Transm Infect. 2006;82

Suppl 1:1�8.
18. Cameron E. Stigma, human rights, testing and treatment � time for action,

Ruben Sher Memorial Lecture, 26 November 2009. Southern African J HIV

Med. 2010 April:6�18.
19. Schwartlander B, Stover J, Hallett T, Atun R, Avila C, Gouws E, et al.

Towards an improved investment approach for an effective response to HIV/

AIDS. The Lancet. 2011;377:2031�41.
20. Auerbach JD, Parkhurst JO, Caceres C. Addressing social drivers of HIV/AIDS

for the long-term response: conceptual and methodological considerations.

Global Public Health. 2011;6(S3):S293�309.
21. Friedman SR, Rossi D, Braine N. Theorizing ‘‘big events’’ as a potential risk

environment for drug use, drug-related harm and HIV epidemic outbreaks. Int J

Drug Policy. 2009;20:283�91.
22. Wodak A, Cooney A. Do needle syringe programmes reduce HIV infection

among injecting drug users: a comprehensive review of international evidence.

Substance Use & Misuse. 2006;41:777�813.

23. Mahajan AP, Sayles JN, Patel VA, Remien RH, Sawires SR, Ortiz DJ, et al.

Stigma in the HIV/AIDS epidemic: a review of the literature and recommenda-

tions for the way forward. AIDS. 2008;22 Suppl 2:S67�79.
24. Mykhalovskiy E. The problem of ‘‘significant risk’’: exploring the public

health impact of criminalising HIV non-disclosure. Soc Sci Med. 2011;73:

668�75.
25. Hanenberg RS, Rojanapithayakorn W, Kunasol P, Sokal DC. Impact of

Thailand’s HIV-control programme as indicated by the decline in sexually

transmitted diseases. The Lancet. 1994;344:243�5.
26. Low-Beer D, Stoneburner R. Behaviour and communication change in

reducing HIV: is Uganda unique? African J AIDS Res. 2003;2(1):9�12.
27. Stoneburner R, Low-Beer D. Population-level HIV declines and behavioural

risk avoidance in Uganda. Science. 2004;304:714�8.
28. Thornton RJ. Unimagined community: sex, networks, and AIDS in Uganda

and South Africa. Berkeley: University of California Press; 2008.

29. Bowtell W. Australia’s response to HIV/AIDS 1982-2005. Report prepared

for Research and Dialogue Project on Regional Responses to the spread of HIV/

AIDS in East Asia organised by the Japan Center for International Exchange and

the Friends of the Global Fund to Fight AIDS Tuberculosis and Malaria (Japan).

Sydney: Lowy Institute for International Policy; 2005.

30. Mindel A, Kippax S. A national strategic approach to improving the health

of gay and bisexual men: experience in Australia. In: Aral SO, Fenton K, editors,

The new public health and STD/HIV prevention: personal, public and health

system approaches. (in press)

31. Friedman SR, de Jong W, Rossi D, Touze G, Rockwell R, Des Jarlais DC, et al.

Harm reduction theory: Users’ culture, micro-social indigenous harm reduction,

and the self-organization and outside-organizing of users’ groups. Int J Drug

Policy. 2007;18:107�17.
32. Kippax S. Understanding and integrating the structural and biomedical

determinants of HIV-infection: a way forward for prevention. Current Opinion

in HIV and AIDS. 2008;3:489�94.
33. Kippax S, Crawford J, Davis M, Rodden P, Dowsett GW. Sustaining safe sex:

a longitudinal study of a sample of homosexual men. AIDS. 1993;7:257�63.
34. Mao L, Kippax S, Holt M, Prestage G, Zablotska-Manos I, de Wit J. Rates of

condom and non-condom based anal intercourse practices among homo-

sexually active men in Australia: deliberate HIV risk reduction? Sex Transm

Infect. 2011;87:489�93.
35. Mao L, Crawford J, Hospers H, Prestage G, Grulich A, Kaldor J, et al.

‘Serosorting’ in casual anal sex of HIV-negative gay men is noteworthy and is

increasing in Sydney, Australia. AIDS. 2006;20:1204�6.
36. Van de Ven P, Kippax S, Crawford J, Rawstorne P, Prestage G, Grulich A,

et al. In a minority of gay men, sexual risk practice indicates strategic

positioning for perceived risk reduction rather than unbridled sex. AIDS Care.

2002;14:471�80.
37. Van de Ven P, Mao L, Fogarty A, Rawstorne P, Crawford J, Prestage G, et al.

Undetectable viral load is associated with sexual risk taking in HIV serodiscor-

dant gay couples in Sydney. AIDS. 2005;19:179�84.
38. Poynten IM, Jin F, Mao L, Prestage G, Kippax S, Kaldor J, et al. Non-

occupational post-exposure prophylaxis, subsequent risk behaviour and HIV

incidence in a cohort of Australian homosexual men. AIDS. 2009;23:1119�26.
39. Zablotska I, Prestage G, Middleton M, Wilson D, Grulich A. Contemporary

HIV diagnoses trends in Australia can be predicted by trends in unprotected

anal intercourse among gay men. AIDS. 2010;24:1955�8.
40. Sullivan P, Hamouda O, Delpech V, Geduld JE, Prejean J, Semaille C, et al.

Re- emergence of the HIV epidemic among men who have sex with men in

North America, Europe and Australia 1996-2005. Ann Epidemiol. 2009;19:423�
31.

41. Stall R, Duran L, Wisniewski S, Friedman MS, Marshal MM, McFarland W,

et al. Running in place: implications for HIV incidence estimates among urban

men who have sex with men in the United States and other industrialized

countries. AIDS & Behav. 2009;13:615�29.
42. Kippax S. Sexual health interventions are unsuitable for experimental

evaluation. In: Stephenson JM, Imrie J, Bonell C, editors. Effective sexual

health interventions: issues in experimental evaluation. Oxford: Oxford

University Press; 2003. p. 17�34.
43. Race K. Configurations of responsibility: the performativity of framing

devices in dynamics of HIV transmission. Paper presented at 1st International

HIV Social Sciences and Humanities Conference: Locating the Social; 2011 June

11�13; Durban, South Africa.

44. Gregson S, Garnett GP, Nyamukupa CA, Hallett TB, Lewis JJ, Mason PR,

et al. HIV decline associated with behaviour change in eastern Zimbabwe.

Science. 2006;311:664�6.

Kippax S. Journal of the International AIDS Society 2012, 15:17357

http://www.jiasociety.org/content/15/2/17357 | http://dx.doi.org/10.7448/IAS.15.2.17357

7

http://www.jiasociety.org/index.php/jias/article/view/17357
http://www.jiasociety.org/index.php/jias/article/view/17357


45. Halperin DT, Mugurungi O, Hallett TB, Muchini B, Campbell B, Magure T,

et al. A surprising prevention success: why did the HIV epidemic decline in

Zimbabwe? PLoS Med. 2011;8(2):e1000414.

46. Global HIV Prevention Working Group. New Approaches to HIV Preven-

tion: accelerating research and ensuring future access. USA: Gates Foundation/

Kaiser Family Foundations; 2006. Available from: www.gatesfoundation.org

47. Global HIV Prevention Working Group. Bringing HIV prevention to scale: an

urgent global priority. USA: Gates Foundation/Kaiser Family Foundation; 2007.

Available from: www.globalhivprevention.org

48. Global HIV Prevention Working Group. Behavior change and HIV preven-

tion: Re(Considerations) for the 21st Century. USA: Gates Foundation/ Kaiser

Family Foundation; 2008. Available from: www.globalhivprevention.org

49. Kippax S, Reis E, de Wit J. Two sides to the HIV prevention coin: efficacy

and effectiveness. AIDS Educ Prev. 2011;23:393�6.
50. Vernazza P, Hirschel B, Bernasconi E. Les personnes seropositives suivant

un TAR efficace ne transmettant pas le VIH pat voie sexuelle. Bulletin de

Medicins Suisses. 2008;89:5.

51. Cohen MS, Chen YQ, McCauley M, Gamble T, Hosseinipour MC,

Kumarasamy N, et al. Prevention of HIV-1 infection with early anti-retroviral

therapy. New Engl J Med. 2011;365:493�505.
52. Montaner JSG, Lima VD, Barios R, Yip B, Wood E, Kerr T, et al. Association

of highly active antiretroviral therapy coverage, population viral load, and

yearly new diagnoses in British Columbia, Canada: a population-based study.

The Lancet. 2010;376:532�9.
53. Cohen MS, Fidler S. HIV prevention : where are we now and where are we

going? Current Opinion in HIV and AIDS. 2010;5:265�8.

54. Granich RM, Gilks CF, Dye C, de Cock KM,Williams BG. Universal voluntary

HIV testing with immediate antiretroviral therapy as a strategy for the

elimination of HIV transmission: a mathematical model. The Lancet.

2009;373:48�57.
55. Garnett GP, Baggaley R. Treating our way out of the HIV pandemic: could

we, would we, should we? The Lancet. 2009;373:9�11.
56. Dodd PJ, Garnett GP, Hallett TB. Examining the promise of HIV elimination

by ‘test and treat’ in hyperendemic settings. AIDS. 2010;24:729�35.
57. Ambrosioni J, Calmy A, Hirschel B. HIV treatment for prevention. J Int AIDS

Soc. 2011; 14:28. doi:10.1186/1758-2652-14-28

58. Kippax S, Stephenson N. Beyond the distinction between biomedical and

social dimensions of HIV: prevention through the lens of a social public health.

Am J Public Health. 2012;102:789�99.
59. Cates W. HPTN 052 and the future of HIV treatment and prevention. The

Lancet. 2011;378:224�5.
60. Epstein H, Morris M. HPTN 052 and the future of HIV treatment and

prevention. The Lancet. 2011;378:225.

61. Seale A, Lazarus JF, Grubb I, Fakoya A, Atun R. HPTN 052 and the future of

HIV treatment and prevention. The Lancet. 2011;378:226.

62. Stephenson N. A social public health. Am J Public Health. 2011;

101(7):1159. doi:10.2105/AJPH.2011.300240

63. Low-Beer D. The alphabet of AIDS prevention. The Lancet. 2004;364:

19�20.
64. Rosengarten M. HIV interventions: biomedicine and the traffic between

information and flesh. Seattle, WA: University of Washington Press.

Kippax S. Journal of the International AIDS Society 2012, 15:17357

http://www.jiasociety.org/content/15/2/17357 | http://dx.doi.org/10.7448/IAS.15.2.17357

8

http://www.gatesfoundation.org
http://www.globalhivprevention.org
http://www.globalhivprevention.org
http://www.jiasociety.org/index.php/jias/article/view/17357
http://www.jiasociety.org/index.php/jias/article/view/17357

	mk3

