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2% population; 33% HIV 
infections 



Warning 

• Not for delicate sensibilities 

• Too many slides, talk will jump all over the 
place 

“It’s about sex. Duh!” – Cal Bruns, marketing 
guru, Matchbox 



Why this talk? 

• Growing frustration with prevention failure 

• Promoting prevention programmes with no 
evidence 

• Bad science and rhetoric 

Sex is God's joke on human beings.  ~Bette Davis 



 
“Its like obesity. Behaviour change is impossible. Help them live with it.” – Prof Jeff 
Wing, endocrinologist 



History of this talk 

• Email arguments with 
prevention mob 

• Behaviour change debate – 
World Bank 

• NEJM article, Kenya talk 

• 5th AIDS Conference, July 2011 

• AJ Orenstein Lecture, follow 
up lecture Society, SANAC… 

• The Zille discussion – opinion 
piece of HIV and incarceration 

 



  

“I sit in my HIV clinic with my frightened, bewildered patients who have to 
endure the headlines screaming for their punishment.  
 
These people look pretty normal to me. “ 
 



 

“If you can’t beat them, 
join them,” Zille wrote in 
her newsletter. “(Venter) 
seems to be finding the 

ultimate cop-out to 
avoid the debate on 

behaviour change and 
reinforcing denialism.” 



Disclosures 

• Support from Pepfar, 
pharmaceutical companies, Gates 
Foundation 

• Clinician NOT behaviourist – PEP 
and patient experience  

• TMI: Heterosexual, in a 
relationship>year 

 



“We need better statistics for South 
Africa. And notification!” 

 



Caveats 

• BAD data – poorly conducted studies, 
observational data, dubious conclusions 

• ‘Common sense’ approach 
• Sex data = nutritional data  – 

recommendations with huge implications for 
lifestyle based on very poor research 

• Relies largely on self-reported behaviours 
• And non-verifiable ‘intended decision’ 
• No one really takes any account of data 

anyway – opinion upon opinion 



 

Dutch study – men retracted their ‘only oral’ history 



CDC 2007 

• US: Average male population lifetime sexual 
partners = 7. Average female lifetime  = 4 

• Someone is lying 



• “"The data shows that 31% of all deaths 
in 2011 were Aids-related. “ - SA 
Institute of Race Relations  



Before and after initiation of ARV therapy! 
“…one of medicine’s modern miracles” 



How long will people live for? 

• ? 20 years or more on the 
treatment package !! 
Danish study – 39 years! 

• American – lose 12 years 

• French – NORMAL after 6 
years 

• Uganda 2011 study: 
Normalises life expectancy 

• Geriatrics, fertility 

Decades!  ?normal life expectancy 



Reality check… 

• ½ all South Africans will contract HIV 

• And will need treatment for life 



We have to fix prevention! 

 

For every 2 people 

started on ART 

3 new infections 

http://www.shoptraveldoctor.com/catalog/images/korjobathplug-bp67.gif


So how does transmission work? 

 



 

Cohen et al, NEJM, 2011 

Multiple 
targets 

Usually a 
single virus! 



 

Cohen et al, NEJM, 2011 

Circumcision 



 

Cohen et al, NEJM, 2011 

Window period 
about 21 days 



How does this help us? 

 



Routes of Exposure and HIV.  
INFECTION ROUTE  RISK OF INFECTION 

Sexual Transmission 
a.   Female-to-male transmission…………1 in 700 to 1 in 3,000 
b.   Male-to-female transmission……...…..1 in 200 to 1 in 2,000 
c. Male-to-male transmission………...….1 in 10 to 1 in 1,600 
d. Fellatio??…………………………….. .0 % 
 
Parenteral transmission 
a. Transfusion of infected blood………….95 in 100 
b. Needle sharing………………………….1 in 150 
c. Needle stick…………………………..…1 in 200 
d. Needle stick /AZT PEP…………………1 in 10,000 
 
Transmission from mother to infant 
a.   Without AZT treatment………...…….1 in 4 
b.   With AZT treatment………………….Less than 1 in 10 
 
Adapted from Royce, Sena, Cates and Cohen, NEJM 336:1072-1078, 1997 

It is hard to get HIV! 



CD4 

Gets HIV! 

Needs 

ARV’s 

8 to 10 years 

HIV ‘natural history’ 
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Sexual Transmission of HIV 
(Adapted from CohenWawer et al. Lancet 351: 1998; JID 2005) 
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Sexual Transmission of HIV 
(Cohen et al. Lancet 351: 1998) 

1st 5/12:  50% of all transmissions!!!!! 

 (Wawer, 2005) 



What is the biggest news of the year? 

• HPTN 052 



HPTN 052: Immediate vs 
Delayed ART in 

Serodiscordant Couples 

 

Cohen MS, et al. N Engl J Med. 2011]. 

Immediate ART  
Initiate ART at CD4+ cell count 350-550 cells/mm3 

 (n = 886 couples) 

Delayed ART 

Initiate ART at CD4+ cell count ≤ 250 cells/mm3* 

(n = 877 couples) 

HIV-infected, sexually active 
serodiscordant 

couples; CD4+ cell count  
of the infected partner:  

350-550 cells/mm3 

 

(N = 1763 couples)  

*Based on 2 consecutive values ≤ 250 cells/mm3.  

• Primary efficacy endpoint: virologically linked HIV transmission 

• Primary clinical endpoints: WHO stage 4 events, pulmonary TB, severe bacterial 
infection and/or death 

• Couples received intensive counseling on risk reduction and use of condoms 

DSMB recommended release of results as soon as possible following April 28, 2011, review; 

follow-up continues but all HIV-infected partners offered ART after release of results 



HPTN 052: HIV Transmission Reduced 
by 96% in Serodiscordant Couples 

Single transmission in patient in 
immediate ART arm believed  
to have occurred close to time 
therapy began and prior to HIV-1 RNA 
suppression 

Total HIV-1 Transmission Events: 39 
(4 in immediate arm and  

35 in delayed arm; P < .0001) 

Linked Transmissions: 
28 

Unlinked or TBD 
Transmissions: 11 

P < .001 

Immediate 
Arm: 1 

Delayed Arm: 
27 



HPTN 052: HIV Transmission Reduced 
by 96% in Serodiscordant Couples 

“Couples received intensive 
counseling on risk reduction and use 

of condoms“ 

Total HIV-1 Transmission Events: 39 
(4 in immediate arm and  

35 in delayed arm; P < .0001) 

Linked Transmissions: 
28 

Unlinked or TBD 
Transmissions: 11 

P < .001 

Immediate 
Arm: 1 

Delayed Arm: 
27 



Antiretroviral therapy for HIV 
prevention 

• Mathematical model of universal 
HIV testing annually with 
immediate ART for HIV+ in 
southern African epidemic 

 

• 95% reduction in HIV incidence in 
10 years 

 

• Prevalence <1% in medium term 

 

• Major reduction in mortality 

 

• Cost-saving in medium term 
Lancet 2009;373:48-57. 





Who is winning the biological 
prevention race? 

 



Efficacy of HIV Prevention Strategies 
From Randomized Clinical Trials 

Abdool Karim SS, et al. Lancet. 2011;[Epub ahead of print].  

100 0 20 40 60 80 

Efficacy (%) 

Study Effect Size, % (95% CI) 

ART for prevention; HPTN 052, Africa,  
Asia, Americas 

PrEP for discordant couples; 
Partners PrEP, Uganda, Kenya 

PrEP for heterosexual men and  
women; TDF2, Botswana 

Medical male circumcision;  
Orange Farm, Rakai, Kisumu 

PrEP for MSMs; iPrEX, Americas,  
Thailand, South Africa 

Sexually transmitted diseases  
treatment; Mwanza, Tanzania 

Microbicide; 
CAPRISA 004, South Africa 

HIV vaccine; 
RV144, Thailand 

96 (73-99) 

73 (49-85) 

63 (21-84) 

54 (38-66) 

44 (15-63) 

42 (21-58) 

39 (6-60) 

31 (1-51) 



But: Caprisa 004 

 

WTF? 
Despite condoms, 
counselling …. 



Where is the behaviour change???? 

 



clinicaloptions.com/hiv 

HIV/AIDS Highlights From Rome 

Partners PrEP: Both PrEP Strategies 

Significantly Reduce HIV Acquisition 

 No difference in efficacy of TDF vs TDF/FTC in reducing HIV acquisition  
(P = .18) 

 Both PrEP strategies associated with significant reduction in HIV transmission 
vs placebo in both men and women 

– TDF efficacy: 68% in women, 55% in men 

– TDF/FTC efficacy: 62% in women, 83% in men 

Baeten J, et al. IAS 2011. Abstract MOAX0106. 

Primary Efficacy 

Outcome, mITT* Analysis 

TDF 

(n = 1584) 

TDF/FTC 

(n = 1579) 

Placebo  

(n = 1584) 

HIV acquisitions, n 18 13 47 

HIV incidence/100 PY 0.74 0.53 1.92 

Efficacy vs placebo, % 

(95% CI) 

62 

(34-78) 

73 

(49-85) 
-- 

 P value .0003 < .0001 -- 

*mITT analysis includes HIV acquisitions not detected at enrollment. 



clinicaloptions.com/hiv 

HIV/AIDS Highlights From Rome 

Partners PrEP: Other Outcomes 

 Rates of death, serious adverse events, laboratory events 
low and not significantly different between arms 

– Mild GI effects primarily during Mo 1 

 No significant difference in pregnancy rates between 
treatment arms 

 Reported unprotected sexual behavior decreased on 
study, with similar decline observed across arms 

– One third of participants in each arm 
reported sex outside relationship 

Baeten J, et al. IAS 2011. Abstract MOAX0106. 



Lets talk about closeting 

• “Closeted and in the closet are metaphors 
used to describe lesbian, gay, bisexual, 
transgender, queer/questioning and intersex 
(LGBTQI) people who have not disclosed their 
sexual orientation or gender identity “ – 
Wikipedia 

• Associated with high risk behaviour – and 
poorer outcomes (HIV, suicide, substance use) 

• Is it beyond gay men? 



So, how is prevention going? 

• Not great… 



 



 



• “…estimated a small reduction in incidence 
owing to antiretroviral treatment by 2008. 
Increased condom use therefore appears to 
be the most significant factor explaining the 
recent South African HIV incidence decline.” 



 

2% population; 33% HIV 
infections 



Have we been targeting the Most at risk 
groups? 

Who we are targeting for 

prevention? 

General population  

In school youth 

Out of school youth 

Pregnant mothers 

Privately insured 

Workplace 

MARP 

African females 20-34  

African males 25- 49  

People with disabilities 

People who are high-risk 

drinkers 

Persons who use drugs for 

recreational purposes 

Men who have sex with men 

Males 50 years and older 



Sources: Draft results from Know your Epidemic project 

Clients of female sex workers Injecting drug users 

Men having sex with men Casual heterosexual sex Partners (Casual heterosexual sex) 

Low risk heterosexual 

Other Partners of clients of female sex workers 

Percent 

new  

infections 

0 

20 

40 

60 

80 

100 

Uganda Mozambique Swaziland Lesotho Zambia 

(91,546) (118,279) (11,381) (23,269) (74,263) 

Kenya 

(76,315) (N) 

HIV Incidence by modes of transmission 

RSA – KYE 
report 



Buzzword: Behaviour change 

• “We can’t afford NOT to do behaviour change” 

 



Behaviour change?… 

• Despite 14-fold increase 
in condom use between 
1997 and 2004! 

• Education spending in 
$billions 

• What behaviours were 
tackled? ABCs… ‘be 
faithful’ 



Types of relationships 

• Age discordance 

• Sugar daddies  

• Multiple partners 

• Concurrency 

 



Older partners 

• Older partners associated 
with increased HIV risk  

 (Pettifor, Rees 2005) 
 

BUT: Age difference often < 
developed countries 

• Role of Sugar Daddies? 
Kisumu, Kenya- Survey of 1,052 men (Luke 

2002) 

– … (sugar daddy relationships) 
accounted for only 4% of 
partnerships. 

 
 
 

 
 

 



 

• “In an effort to create a taboo 
against cross-generational sex, the 
KZN department of health has 
introduced a Sugar Daddy campaign 
that aims to discourage young 
women from trading sex for goods 
and money” 
 



Concurrency and Africa: What’s up? 
Do multiple concurrent partnerships explain our 

epidemic? 

Francois Venter 

Deputy Executive Director, WRHI  

(Wits Reproductive Health  and HIV Research Institute) 

Associate Professor, Department of Medicine  

University of the Witwatersrand, Johannesburg, South Africa  

May 2011 

Thanks to: Daniel Halperin, David Stanton, Helen Rees, Warren Parker, WHO, 
for their slides 



“Concurrent partners” 
 

 Reassessing HIV Prevention” [in Generalized Epidemics] 
Potts M, Halperin D, Kirby D, Swidler A, Klausner J, 
 Marseille E, Hearst N ,Wamai R, Kahn J, Walsh J. 

  
Science, May 9, 2008 

 
 

 “The largest investments in HIV prevention for generalized 
epidemics are being made into those interventions where 
evidence for large-scale impact is increasingly uncertain. 

Resources and attention need to be shifted to those approaches 
where the evidence of impact is greatest, namely male 

circumcision and decreasing multiple concurrent 
partnerships [and increasing access to FP].” 

 
 And:  Halperin D, Potts M, Kirby D, Klausner J, Wamai R, Swidler A, Marseille E, Walsh, J, 

Hearst N.   (Response letter), Science, September 19, 2008 

 



Early successes: Uganda and “zero grazing” 



Thinking 

• People see people dying of a scary wasting 
illness around them 

• They see promiscuous behaviour 

• And they change their behaviour 

• Less concurrency 



But: 

• Long lag phase 

• Identifying ‘promiscuous people’ difficult – sex 
hidden 

• Does not present uniformly 

• Does NOT present as an STD  
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o A fifth of population in exclusive dyadic relationships 

o Two-thirds linked by single chain of infections over last 3 years 

o Networks not linked by sex workers or other “high frequency transmitters” 

o Linked by decentralized, complex, robust chains of sexual relationships 





 



BUT (but!): 

• Question 1: DOES 
concurrency indeed drive 
HIV spread? 

• Question 2: Does 
concurrency explain the Sub-
Saharan epidemic? 

• Question 3: Assuming 
concurrency IS the driver, 
can we do anything about it? 



• Question 1: DOES concurrency indeed drive 
HIV spread? 

• Plausible 



Lifetime number of sexual partners, selected countries, mid-1990s 

Warning: However, # of Lifetime Sexual Partners Do Not 
Explain Everything 

>20 

>60 

>40 

Pct of men 

with 10+ 

partners 



 



• Question 2: Does concurrency explain the Sub-
Saharan epidemic? 

 



• Subtext: Is African sexual behaviour different? 



• “…A mathematical model “ 

• “Results suggest that concurrent 
partnerships and other non-spousal 
partnerships are major drivers of the 
HIV/AIDS epidemic in South Africa. “ 



 





 

The Lancet, Volume 378, Issue 9787, Pages 247 - 255, 16 July 2011  

 



KZN and the Africa Center 

• Followed HIV negative women over 5 years  

• “With respect to reported lifetime 
partners, a clear exposure-response 
relation was evident” 

• “We find no evidence to suggest that 
concurrent partnerships are an 
important driver of HIV incidence in 
this typical high-prevalence rural African population. … 
need for straightforward, unambiguous messages aimed at 
the reduction of multiple partnerships…...” 

The Lancet, Volume 378, Issue 9787, Pages 247 - 255, 16 July 2011  

 



• “A <5% reported sex with the infected 
partner and an outside partner in the 
same month” 

• “HIV incidence was similar (2.87 vs. 3.02, 
p=0.7)” 



Question 3: Assuming concurrency IS the 
driver, can we do anything about it? 



“we found no evidence 
of an impact of the intervention on our primary 

outcome measure: episodes of unprotected sex with non-wife 
partners in the preceding 6 months (median 5.4 episodes 
for men at intervention beer halls vs. 5.1 among 
controls, P = 0.98). There was also no evidence that the 
intervention reduced other risks for HIV.” 

“Beer halls are venues in which male 
bonding, alcohol consumption and sexual 
risk taking are intertwined.” 



 
 

Can Peer Education Make a Difference? Evaluation of a South African Adolescent 
Peer Education Program to Promote Sexual and Reproductive Health 
 
Amanda J. Mason-Jones, Catherine Mathews and Alan J. Flisher 
 
AIDS and Behavior  
Volume 15, Number 8, 1605-1611, DOI: 10.1007/s10461-011-0012-1 , August 2011 

 

“The findings suggest that the peer education program was not effective 
in reducing the age of sexual debut or condom use. Issues around the 
implementation of the program suggested that this was sub-optimal.” 

https://springerlink3.metapress.com/content/1090-7165/
https://springerlink3.metapress.com/content/1090-7165/
https://springerlink3.metapress.com/content/1090-7165/15/8/


“My skepticism lies whether counseling 
interventions can change human behavior. 

Marketing can. Chaos, crisis, death, 
information can but I've not be convinced by 

1:1 or group-level interventions with cute 
names.” – Dr Jeff Klausner, ex-CDC SA 

 



And what if we’re wrong about 
concurrency ? 

• Intrusive, expensive, anxiety provoking 

• Does NOT convincingly explain the SSA 
epidemic 

• Need better quality data to make policy 
decisions 

 



What about sex work? 

 

• Illegal in SA, high levels of police harassment 

• Challenge the two extremes views of sex work 

• We ‘closet’ sex workers 



 



Effective sex worker programmes? 

 

• Education – often by peers 

• Condoms and sexual health services 

• HIV testing and counselling 

• Supportive legal environment 



What about the clients? 

• Tijuana – sex work demographic 

• Clients ‘closeted’  



What about the gays? 

• Men-who-have sex with men; the ‘down low’ 

• Transgenders 

• “Silent” in Africa 



 

“Sex between men is responsible for more than a quarter of new HIV infections in parts of the 
Middle East and North Africa” - Mumtaz G, Hilmi N, McFarland W, Kaplan RL, Akala FA, et al. (2011) Are HIV Epidemics among Men 

Who Have Sex with Men Emerging in the Middle East and North Africa?: A Systematic Review and Data Synthesis. PLoS Med 8(8): e1000444. , Aug 
2011doi:10.1371/journal.pmed.1000444 



 

Death penalty for gay transmission in Uganda 
debated 

Africa drives closeting! And it affects HIV control 

“…you are rotten. Same-sex is 
not acceptable” - Zulu King 
Goodwill Zwelithini, Jan 2012 



Drug use? 

• Needle exchange works 

• Few successes internationally – Netherlands, 
Canada… 

 

 



 



Drug use in SA? 

• Intravenous use uncommon 

• Other drugs vary 

• Conventional debate: Hysteria and legislation  



But! 

• Its not sex workers, MSM or drug users who 
drive the majority SA epidemic 



Stop screwing around! 

• “men have multiple partners” 

• US: Up to 80% of one or both partners cheat 
in a stable relationship 

• KZN: 1/3 men cheated over 5 years 

• Shisana/HSRC: Married women higher risk 
than married men 

 



Paternity testing…. 



Marriage protective? 

• Data varies – married women 
high risk in some; marriage 
protective in others 

• Tiger Woods, Bill Clinton, 
Angelina Jolie, Jacob Zuma, 
King Mwswati, Elizabeth 
Tailor… 

• Hypocrisy of the American 
right (and left) 



What about marriage? And lobola? 
 Late marriage increases the likelihood of exposure to high life-time number of sexual 

partners, and concurrency 

 

 

 

 

 

 Very low marriage rates in 20-30, very little cohabitation, low overall likelihood of marriage 

Demographic characteristics 
(n=7006) 

15-19 20-30 31-39 40-49 50-65 

Marital Status          

Unmarried 98.5 82.4 49.2 34.7 37.7 

Cohabiting with 
boyfriend/girlfriend 

1.1 7.2 11.2 8.2 2.9 

Married 0.4 10.4 39.7 57.2 59.4 

 

Source: dervied from Parker, W. presentation given 11 Dec. 2007; 

Setting a New Agenda for HIV Prevention; Johannesburg, SA.   



Sex changes rapidly! 

• Oral sex internationally - Journal of Sexual 

Medicine  2010: By ages 25-29, 8/9 women have performed fellatio, ½ 
done it in the past month. For men and cunnilingus, the numbers only 
slightly lower. 

• Anal sex in the US 
• CDC 2007: 38.2 % of men between 20 and 39; 32.6 percent of 

women ages 18 to 44 engage in heterosexual anal sex.  

• Journal of Sexual Medicine  2010: In 1992, the highest 
percentage of women in any age group who admitted to anal sex 

was 33. In 2002, it was 35. Now it's 46%. 
• Among women who had vaginal sex in their last encounter, the 

percentage who said they reached orgasm was 65. Among those 
who received oral sex, it was 81. But among those who had anal 
sex, it was 94. Anal sex outscored cunnilingus. 

 
“Don't worry, it only seems kinky the first time.”  ~Author Unknown 

http://www.cdc.gov/nchs/data/ad/ad362.pdf


HIV and anal sex in SA 

 

AIDS, 2006 



Networking and the internet 

• Porn and the internet 

• Allowed for rapid 
connections within 
small communities 

• Facebook and MSM in 
Africa 

• Grindr 

• ?porn link to LESS 
sexual violence 



Behaviours change rapidly… 

• Mark Hunter notes  fundamental changes in late 
apartheid/post apartheid SA 

• rising unemployment and social inequalities esp for poor 
women 

• greatly reduced marital rates, increase of one person 
households 

• rising levels of women’s migration, especially circular 
movements between rural areas and areas. 



What if the biological transmission risk 
is SO high, that ABC doesn’t work? 



• “…Young people in the US report riskier 
sexual behaviors than young people in SA, 
despite the much higher prevalence of HIV 
infection in SA. Factors above and beyond 
sexual behavior likely play a key role in the 
ongoing transmission of HIV in South African 
youth,” 



“ 

 

“There is a state of emergency among teenage girls in Southern 
Africa. Behavioral change campaigns have failed to demonstrate 
an effect on HIV incidence in heterosexual adolescents  and 
will not likely have a large impact on adolescents in whom risky 
behaviors are not the primary problem.” 

“This comparison of two nationally representative surveys of young people starkly 
underscores that behaviour is not the sole determinant of HIV risk.” Cait Hankins, UNAIDS 



First paper to show 
immune susceptibility 

in African AIDS 

Immune activation is a dominant 
factor in the pathogenesis of 
African AIDS 
 

Bentwich Z, Kalinkovich A, Weisman Z (1995)                          



Thanks to: Samantha Barichievy , CSIR 



Biological risks… 



“Considering biological 
causes for these racial disparities may help to destigmatize the issue and 
lead to new and more effective strategies for prevention. 



Biological risks… 

Thanks to: Samantha Barichievy , CSIR 



Viral differences? 

• Max Essex, Chair of the Harvard AIDS Initiative 
– “about 30% of people acutely infected with 
HIV-1 Clade C maintain a high viral load for a 
much longer period than “ 





 

Pettifor A, Hudgens M, Levandowski B, Rees H, Cohen M. Highly efficient HIV transmission to young women 
in South Africa. AIDS. 2007 Apr 23;21(7):861-865. 



• Of 3297 couples experiencing 86 linked HIV-
1 transmissions, the unadjusted per-act 
risks of unprotected male-to-female (MTF) 
and female-to-male (FTM) transmission 
were 0.0019 (95% confidence interval [CI], 
.0010–.0037) and 0.0010 (95% CI, .00060–
.0017), respectively. 

1/525 

1/1000 

Note: NOT ‘normal’ population 



• Modifiable risk factors for HIV-1 transmission 
were plasma HIV-1 RNA level and condom 
use, and, in HIV-1–uninfected partners, herpes 
simplex virus 2 infection, genital ulcers, 
Trichomonas vaginalis, vaginitis or cervicitis, 
and male circumcision 



• “HIV-1 risk increased two-fold during pregnancy. Elevated risk of 
HIV-1 acquisition in pregnant women appeared in part to be 
explained by behavioral and other factors. This is the first study 
to show that pregnancy increased the risk of female-to-male HIV-
1 transmission, which may reflect biological changes of 
pregnancy that could increase HIV-1 infectiousness” 



Lets talk race… 

 



• “…black people are naturally better sprinters than white 
people. Indeed, it is an inference that seems obligatory, 
barring considerations of political correctness” BUT… Kenya 

• “…not Kenya as a whole that usually wins these medals, but 
individuals from a tiny region in the Rift Valley called 
Nandi” 

• - There is far more genetic variation within racial groups 
(around 85%) than there is between racial groups (just 
15%) 

• ‘car keys in the car park at night’ – we measure what we 
can measure (and race is easy!) 

• Have we measured the right things? 



To sum up 

• We do NOT understand the relative contribution 
of behaviour vs biological factors to HIV risk 

• Even within these categories, there is no 
agreement as to what is important – BUT there 
are definite biological risk factors (genes, physiological 
changes, co-factor infections, contraception etc etc) 

• The ‘behaviours’ may be fluid and very 
complex – and difficult to intervene 

• How can we then forge effective prevention 
programmes? 



Conclusion (1) 

• Treat HIV earlier, fix PMTCT, 
circumcise, contraception 

• Re: Prevention and behaviour 

• Historically: Sloppy epidemiology, 
inadequate science, sexual hypocrisy, 
common-sense wisdom 

• BUT it is getting better – better data, 
critical thinking  



Conclusion (2) 

• Deal with drug use – decriminalise (SAMJ call) 

• Sex workers and clients – why not ‘normalise’ 
the work? 

• MSM – fight discrimination, encourage 
openness 



Conclusion 3: The straight problem 

• Should we talk about people in couples like 
we do about intravenous drug users? 

• You or your partner is likely to be unfaithful – 
how can we make this safer? 

• Get this out of the closet – ‘Monogamish’ – 
Dan Savage – a new way to deal with 
relationships 

• The SA Kinsey report 

 

 



Why we need a Kinsey report 

• Sex:  the thing that takes up the least amount 
of time and causes the most amount of 

trouble.  ~John Barrymore 



Choice quotes 

• “Why can’t you single people just get married?” 
• “These young girls are stupid” 
• “Sex workers should be registered” 
• “The epidemic should be allowed to take its course – THEN 

people would take responsibility” 
• “Men have more partners than women” 
• “Sugar daddies drive the epidemic” 
• “Unbanning sex work/ gay men/ intravenous drug use will 

stop the epidemic” 
• “If people would just return to a traditional family values 

based system…” 
• “We need a moral revolution” 

 



Could it be hormonal contraception? 

 



 



 



CDC 2007 

• US: Average male population lifetime sexual 
partners = 7. Average female lifetime  = 4 

• Someone is lying 



 



Gaps in ‘behaviour change’ research 

• Better behavioural research required - Is sex amenable to directive 

behaviour change interventions? 

• Sort out the biology (acquisitional risk); also, link 
existing science to existing programmes  

• Are the current public health people the right ones to 
do this? ? Use Coca Cola – people with a track record 

• If this was a tablet… Why should we fund something 
that is poorly understood or measured, has little 
consensus or evidence for the intervention  

• Better research (and less rhetoric and excuse making) needed! 



 



 


