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PRESERVING HUMAN RIGHTS IN THE
ERA OF ‘‘TEST AND TREAT’’ FOR HIV
PREVENTION

The promising and biomedically grounded
‘‘test and treat’’ HIV prevention strategy has
empowered a growing movement to desoci-
alize the field of HIV prevention.1,2 Mayer and
Venkatesh provide a rigorous and balanced
evaluation of this prevention approach,3 which
would involve universal, voluntary HIV
screening and initiation of antiretroviral treat-
ment for all persons infected with HIV. If
empirically feasible, the ‘‘test and treat’’ strategy
would vastly increase access to life-saving
medications and would likely prevent HIV
transmission on a wide scale. But scale-up of
this biomedical intervention should not divert
resources from other effective prevention ef-
forts, particularly social and structural preven-
tion strategies, harm reduction strategies, and
community-strengthening initiatives. Confront-
ing the global HIV/AIDS pandemic has laid
bare the health and social disparities that dis-
proportionately impact the most marginalized
segments of society. While we remain hopeful
about the ‘‘test and treat’’ approach, the po-
tential of this strategy should not undermine
the social and structural response to an epi-
demic driven by inequity.3–6

Over the past three decades, social and
structural prevention interventions have made
significant inroads in addressing the political,
economic, and social realities underlying HIV
transmission. Empowerment strategies that
promote agency, livelihood, and well-being
actively engage the most vulnerable popula-
tions and address injustice and human suffer-
ing beyond the context of HIV/AIDS.7–10 The
danger of desocializing HIV prevention lies
in losing this comprehensive human rights
response.

Injection drug users, men who have sex
with men, and individuals who engage in

commercial sex work remain criminalized and
condemned around the world. Rendering in-
dividuals who inject drugs less infectious by
placing them on antiretroviral therapy is itself
worthwhile, but addressing human rights vio-
lations such as undue detention, police ha-
rassment, and denial of access to addiction
treatment and creating social and financial
capital for rehabilitation are no less important.
Similarly, using the ‘‘test and treat’’ strategy
alone to reduce heterosexual transmission
leaves unchallenged harmful gender dispar-
ities that limit women’s capacity to negotiate
equitable roles in their partnerships and in
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society. In turn, inability to prevent other
sexually transmitted infections, unintended
pregnancies, and intimate partner violence
can lead to significantly gendered morbidity.
Treating these vulnerabilities as intercon-
nected is ultimately critical to both HIV pre-
vention and promotion of human rights, and
unless the ‘‘test and treat’’ strategy is inte-
grated with a more comprehensive response, it
will fall short of meeting the needs of the most
vulnerable populations.

HIV prevention’s strength lies in its inter-
disciplinary nature; those working in research
and outreach can engage a wide array of
approaches—biomedical, behavioral, social,
and structural—and harness their collective
power. This capacity allows for a comprehen-
sive human rights–oriented response to the
HIV/AIDS epidemic that simultaneously seeks
to preserve human life and human dignity.
The strategies defining this new era of HIV
prevention must preserve a human rights
orientation and respond to the injustices that
medicine and technology alone cannot re-
solve. j
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MAYER AND VENKATESH RESPOND

We heartily endorse the call by Fu et al. to
continue to explore and develop HIV preven-
tion strategies that address the social and
structural determinants of HIV transmission,
and support their belief that vulnerable pop-
ulations deserve specific attention. We had
no intention in our review to suggest that
expanding treatment should, as Fu et al. state,
‘‘divert resources from other effective preven-
tion efforts.’’ Rather, we strove to describe the
emerging hope that strategic use of antiretro-
viral medications may help to substantially
arrest the spread of HIV.1 The growing interest
in ‘‘Test and Treat’’ strategies accelerated with
mathematical models projected that such an
approach could halt HIV spread in the short
term in hyperendemic areas, and potentially
could lead to the end of the epidemic over
decades.2,3 The assumptions in the model have
been buttressed by recent ecological data
showing a link between treatment coverage,
population viral load, and HIV incidence,4 and
by observational data which showed that in

HIV discordant couples, if the infected partner
was being treated, HIV transmission was de-
creased by 92%.5 ‘‘Test and Treat’’ is primarily
a biomedically driven strategy, but proven
social, structural, and behavioral interventions
also must be a part of an integrated approach to
HIV prevention, and the ultimate success in
arresting the epidemic will require the use of
combination prevention packages that are cul-
turally tailored to the factors that potentiate
focal epidemics.6,7

‘‘Test and Treat’’ is a mantra for an ambi-
tious public health undertaking requiring con-
siderable financial and health care workforce
resources, and we agree that we cannot simply
treat ourselves out of the epidemic without
adequate consideration of broader contextual
factors. Expanding HIV testing, linking socially
marginalized individuals with treatment and
ongoing care, and ensuring optimal adherence
require careful ethnographic and behavioral
inquiry, and invariably must address human
rights. Although the US Public Health Service
recommended expanded routine HIV testing in
2006, many at-risk Americans still have not
been reached as a result of stigma and other
structural barriers.8 In addition, in an environ-
ment in which the idea that treatment equals
prevention has become accepted wisdom, it is
not yet understood whether some HIV-infected
individuals who have started receiving antire-
troviral therapy could increase sexual risk
taking to a level that could mitigate the benefit
of early treatment.9 The potential community
uptake of ‘‘Test and Treat’’ must be predicated
on an integrated research agenda that ad-
dresses structural concerns, including the vul-
nerability of women, drug users, and sexual
and gender minorities.

Because there are many operational issues
that must be understood, several research
groups, including the National Institutes of
Health–funded HIV Prevention Trials Network
(available at http://www.hptn.org), are cur-
rently assessing the feasibility of different
approaches to enhance testing and linkage to
care.10 Historically, the most successful HIV
prevention efforts have required multidisci-
plinary collaborations, which brought to-
gether behavioral and quantitative scientists,
clinicians, community stakeholders, and pub-
lic health officials, and so while the use of
antiretroviral drugs for HIV prevention holds
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