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If the International AIDS Society's fourth AIDS conference in Sydney did nothing else, I  hope that it sends a clear message repudiating the suggested conflict between a human rights and a medical approach to the AIDS pandemic.  In this struggle there is obviously a crucial place for medical science.  It has increased since the anti-retroviral drugs (ARVs) became available.  But those drugs do not cure HIV or AIDS.  There is no cure and no vaccine and none seems imminent.  In these circumstances there is more than enough for medicine and social science to do together.  

For the foreseeable future each must play a harmonious role.  Neither, alone, can fulfil its task unsupported by the other.  So let us have no more talk of the re-medicalisation of the AIDS epidemic; of "reclaiming" HIV/AIDS for the doctors; or of abandoning the rights-based approach for this challenge to our species.


What Jonathan Mann, with his rare gifts of insight, taught us in the earliest days of AIDS remains true for the foreseeable future.  AIDS is not, and probably never will be, a neutral medical condition.  Indeed, there are still two epidemics - the epidemic of the virus and the epidemic of stigma.  We can reduce both; but for this we must tackle both and at the same time.  There is no pill that can be popped by an individual that cures the social alienation and dangers that lies at the heart of stigma:  xenophobia; racism; homophobia; denial; ignorance; fear; and violent anger.


It is important to say these things because, when ARVs came along, the demand to reclaim the epidemic for the doctors and to expel the rights-based social scientists was unmistakable.  We all know how the argument went.  After all, it was extremely difficult in the early days to get our minds around a new approach to such a dangerous epidemic.  It challenged the traditional demands for isolation and quarantine of the infected.  Like a wildfire, HIV suddenly became global.  Except in Cuba, there was not enough barbed wire to lock up those who might spread the virus to others.  In any case, the strategy of quarantine was disproportionate.  

In the initial absence of effective drugs, the social scientists, with their imperfect techniques of behavioural modification, had to be given a free hand.  We know all this in Australia because here we did it better than most.

· We decriminalised the remaining homosexual offences;

· We reformed the law on commercial sex work;

· We embraced syringe exchange for injecting drug users;

· We enacted laws to redress discrimination against people living with AIDS;
· We promoted awareness and condom availability, including in schools;

· We involved the vulnerable stigmatised communities in all of our responses;

In consequence, we radically reduced the spread of HIV.


Most countries would not, or said they could not, do any of these things, let alone all of them.  The United Nations endeavours to get nations mobilised along these lines have largely fallen on deaf ears.  Platitudinous, but politically very powerful, talk of "ABC"
 devoured huge funds ineffectively.  If there has been one reprehensible failure in the first quarter century of HIV/AIDS it has been the wilful blindness of so many political leaders and the incapacity of United Nations machinery to demand and secure the strategies essential to treat the epidemic of stigma.  This is a disgrace to humanity.  Blindness and incapacity remain today.  It can be explained by reference to cultural diversity, religious principles and political sensitivities.  But it cannot be justified, given the scale of suffering and the rapid accumulation of knowledge about the second epidemic of HIV and the effective strategies that work against it.  

Yet when the ARVs appeared, demands arose to treat this epidemic as a medical condition:  as if popping a few pills would make HIV/AIDS go away without the irksome necessity to face up to the stigma.  What a tempting bait for politicians and bureaucrats living in denial.  What a convenient rescue parachute out of the unpleasant duty to do the really hard things, necessary to bring the sero-conversions down.  


We all know how these arguments ran.  Just get people in white coats to perform tests, effectively mandatory, by the millions.  Don't worry too much about the informed consent of those tested parties.  Identify those in need.  Get them quickly on ARVs.  By dealing with HIV as a treatable condition, we were assured, the stigma too would go away.  HIV would become like other medical conditions.  Diabetes was the usual analogy mentioned.


The problem with this argument was that, like all half-truths, it was partly right and partly very wrong.


It was partly right because:

· ARVs, properly administered, do give new an often immediate hope to people otherwise profoundly sick and likely to die;

· ARVs do, indeed, sometimes help reduce stigma, so far as this derives from the fear of an untreatable and potentially fatal condition;

· Getting out to the millions the now available therapies is itself a basic human right for the infected.  And this cannot be achieved without identifying them by a test showing those who will benefit; and
· Promoting the ordinariness of testing may stimulate the first steps essential to personal responsibility in HIV, critical to the reduction of risks to oneself and to others.


Yet a culture of widespread testing, of itself, was never a miracle cure for  this epidemic.  This is something social scientists have to tell medical scientists:

· Taking the test, of itself, without much more, produces no benefit;

· Indeed, at a time when criminalisation of HIV transmission is on the rise, provider initiated testing, once reported to the subject, may expose those tested to very serious risks of criminal liability and punishment.  This happens.  It has happened in Australia
;

· In most parts of the world, testing without tackling the causes of stigma presents real risks of subjecting those found HIV positive to a double burden.  Without the safe assurance of ARVs, essentially for life, the burden of shame and local stigma, gossiping, exclusion and violence will all too often be added to the individual burdens of daily living with HIV;
· The effectiveness of current ARVs, and the future costs of second-line therapies mean that a strategy of treatment alone is one that may only work for the comparatively short term.  It will be hugely expensive;

· And in any case, since the Hippocratic Oath in ancient times, the fundamental notion of healthcare ethics (usually reinforced by local and international law) demands affirmative patient consent to significant medical procedures, however well intentioned they may be.  This is an individual right.  It is not the privilege of healthcare workers to waive it for the patient on the basis that "nanny knows best".  It applies to everyone.  To confine it to Caucasian patients in rich countries smacks of the "White Man's Burden" - and we know all about that in Australia.

So here lies the paradox of HIV testing as it presents today.  AIDS is full of paradoxes.  This is just the latest.


The way for us to deal with this paradox is not to deny its existence.  It is not to endorse medical triumphalism.  Unless globally we put new effort into prevention, all the tests in the world and all the pills we can offer will not keep pace with the oncoming avalanche of sero-conversions.  


Nor will we resolve the paradox by embracing weasel words and ambiguous texts that pretend to endorse patient consent to HIV testing while in truth we impose mandatory testing of highly vulnerable people, les exclus 
, who depart the moment of discovery that they are HIV positive and rejoin the real world of stigma, fear, exclusion and potential violence
.


The conclusion?  There is a need for social scientists to recognise that the potential mass availability of ARVs has indeed changed the dynamics of AIDS.  It demands urgent measures to identify those who can be treated and helped to a fuller life, as is every person's right.  But there is also a need for the healthcare proponents of stepping up HIV testing to face the hard necessities that have been with us from the first days of this pandemic:

· To tackle stigma and discrimination with the same or even greater energy as we tackle testing and treatment;

· To adopt the sometimes uncongenial but urgent measures to respond to stigma so as to reduce the individual and economic costs of this epidemic; and
· To introduce any provider initiated testing for HIV with full patient participation and with respect for the patient's fundamental human dignity and human rights.


In short, "stepping up" HIV testing must occur in proportion with stepping up legal and social measures to combat and redress stigma.  So far, in most countries, governments and officials have embraced HIV testing and therapies, at least in principle.  But they have failed abysmally to tackle the second epidemic of stigma.  Any broadening of provider initiated testing should only happen in a context that respects fundamental human rights and effectively tackles stigma and its causes.  Unless we adopt this approach, we will not only encourage healthcare providers to depart from time-honoured ethics and universal human rights.  We all risk imposing on patients a double burden that is not lighter simply because we are well intentioned.


The human mind is a curious thing.  Every day, it lives with paradoxes.  So we must solve this one.  The way to do so is to recognise that AIDS evokes at once the skills of medical science and the practical strategies of social science.  From the start, the AIDS epidemic has been different, unique.

As we rightly step up testing, it will be shameful - and ultimately self-defeating - if we fail to step up measures against stigma and exclusion.  And if we ignore the integrity and basic right to autonomy of every individual to be knowingly involved in each significant healthcare decision.  This means more than one-off consent signified on an unintelligible form.  It requires knowing involvement of the patient every step of the way in full recognition of the fact that the most important person whom we all want to help is the person who has, or may have, HIV. 
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� 	ABC:  Abstinence, be faithful and only if that fails think of condoms.


� 	cf R v Reid (2006) 162 A Crim R 377 (SLR); Sally Cameron, "HIV on trial" (2007) 5-4 HIV Australia, 33.
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