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Preventing the Sexual Transmission of HIV/AIDS

There was once a strong belief amongst global HIV/AIDS organisations that the key to the prevention of the sexual
transmission of HIV was condom (C) use. Other measures such as abstinence (A) and being loyal (B) to one partner were
seen as beneficial, but secondary. Thirty years later, the evidence is mounting that behavioural change (A and B) is much

more effective in halting the spread of HIV than condoms.

Since the HIV/AIDS pandemic was declared in the 1980s,
control of the spread of HIV infection' has been variable. In
2012, there were 2.3 million new infections recorded. HIV
is spread through blood, semen, pre-seminal fluid, rectal
and vaginal fluids and breast milk. It is mainly transmitted
through sexual intercourse, exposure to infected blood or
blood products,” and perinatally through pregnancy and
breastfeeding. The predominant mode of transmission is
sexual intercourse.’ Factors which influence the risk of
transmission include the frequency and type of sexual
activity,’ male circumcision, and some sexually transmitted
infections (STIs). These in turn are impacted by social,
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cultural and environmental factors.® This paper will focus
on the sexual transmission of HIV. It will argue that the key
to addressing the HIV/AIDS pandemic is not solely nor
primarily condom use, but changing perceived sexual
behavioural norms.

There are essentially two competing views about sexual
intercourse. The first holds that the only proper ‘place’ for
sexual intercourse is within a lifelong committed
relationship. Within that relationship, sexual intercourse
expresses the total self-giving of each person to the other. It
should also be open to procreation. The second view sees
sex simply as a pleasurable activity, irrespective of the
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relationship of the two individuals involved, as in the sex
trade. These two different moral perspectives have led to
different emphases in approaches to preventing HIV
transmission through sexual intercourse.

The Sexual Act as an Expression of Total
Self-giving Love

This view of sexuality was and is the cultural norm in many
societies — including pre-colonial South Africa® and
Uganda.” It is the vision of sexuality expressed in many of
the religions of the world — including the Catholic Church.
The Catholic Church teaches that sexual intercourse is the
ultimate expression of union between a husband and a wife,
who “become in a way one heart and one soul, and together
attain their human fulfilment.”® It is part of the spouses’ total
self-giving and faithful love of each other until death. This
perspective calls for abstinence until commitment is made to
another through marriage. It also calls for fidelity to one’s
spouse throughout the marriage.

This vision of sexuality honours and respects the dignity of
the human being, and affirms the meaning and purpose of
life as human flourishing. It calls for self-restraint and
responsible behaviour resulting in the good of self, other,
family and society.” Respecting the dignity of each person is
not confined to Catholicism. Correctly understood, it is a
moral imperative. This is why it was and is the cultural norm
of so many societies.

Within this vision, there is no risk of spreading HIV if both
partners are not infected. However, there may be a risk of
spreading HIV when one partner is infected and the other
not. From this perspective which recognises sexual
intercourse as the expression of ultimate union, it is
understandable that promiscuity is viewed as the
‘banalisation of sexuality.” !’

The Sexual Act as a Pleasurable Activity

When the sexual act is viewed solely as a pleasurable
activity without moral constraints, there is no necessary call
to abstinence and fidelity. Promiscuity may become the
norm. Without respect for the other, the sexual act may
become an act of power-over-another, and this in turn may
lead to physical, verbal or psychological abuse.'' Being
trapped in a cycle of such violence can lead to loss of dignity
and self-respect, and a sense of powerlessness. When such
behaviours are entrenched in the culture, and promiscuity
and abuse become the norm, it is hard to regain a sense of
dignity and selfhood. Poverty may also lead to the use of
one’s body as a commodity rather than the sacred vessel it is.

HIV infection would not have reached such pandemic
proportions if there was not already fertile ground to enable
it to happen in the form of widespread promiscuity and the
socio-economic determinants that support it. Fear of being
infected with HIV may not be enough to stop sexual
transmission. Indeed, the partial security of condom use (and
other measures that mitigate the transmission of HIV) may
instead encourage what Edward Green calls “risk
compensation” behaviour: that is, increasing promiscuity
with a false sense of security.'*

Because their personnel tend to see sexual intercourse
merely as pleasurable activity, some Western aid
organisations and governments tend to think that the best
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approach to the prevention of HIV transmission is harm
minimization. This explains the emphasis on condom use in
their strategies.

Medical Approach

The medical management of disease begins with the
diagnosis of an ailment based on a comprehensive history
and examination. In the case of this ‘ailment’ which is HIV
infection, the sexual transmission of HIV occurs
predominantly outside the fidelity of a monogamous
relationship. Those who become infected by HIV commeonly
have multiple and concurrent sexual partners. The
prevalence of HIV infection is significantly higher in
promiscuous and polygamous cultures, in men-who-have-
sex-with-men (MSM), and in the sex trade. The likelihood of
transmission is heavily affected by social, cultural, and
environmental factors that often differ markedly between
and within regions and countries. The obvious medical
management is firstly, primary prevention according to the
physical determinants of HIV transmission; and secondly,
treatment with antiretroviral treatment (ART) for those who
have become infected.

Physical Determinants

As HIV is transmitted through contact with infected body
fluids in the sexual act, abstinence guarantees non-
transmission. Only one contact with infected body fluids is
needed to be infected. Being faithful to one partner, who is
HIV negative and faithful as well, guarantees that there will
be no sexual transmission of HIV. Even when the number of
sexual partners is small, the risk of contact with infected
body fluids increases as the number of infected people
within the community rises. Concurrent multiple partners,
whose HIV status is positive or unknown," increase the
likelihood of transmission. There may be some genetic
predisposition to increased risk of HIV infection. When
someone is exposed to infected body fluids, the presence of
other STIs increases the chance of infection.'* Abstinence
guarantees non-transmission of STIs, as does monogamy in
non-infected individuals. Male circumcision is associated
with a decrease in HIV transmission of approximately
60%." Early and effective ART that results in undetectable
viral load, significantly decreases the risk of sexual
transmission but does not eliminate it.'°

ABC

Based on the science of HIV transmission, the ABC
prevention strategy was proposed in the early management
of the HIV pandemic. Abstinence,"” Being faithful'® to one
partner and, if these are not possible, consistent and correct
Condom usage, have effectively decreased the spread of
HIV. While it is unclear whether one component is more
effective than the others, it is obvious that condom use alone
cannot be the answer to HIV prevention. Shelton et al
determined that in almost every country where there was a
decrease in HIV incidence, there was an associated
reduction in the number of sexual partners.'® For example, a
programme in Thailand which required sex workers to use
condoms certainly reduced HIV transmission. This
intervention also led to a two-fold decline of men engaging
in commercial and casual sex.””

In contrast to this, until recently the strategies of what is
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sometimes called the AIDS Establishment’' have
emphasised the promotion of condom use and other
prophylactic devices as primary prevention, alongside
voluntary counselling and testing (VCT) and the treatment
of STIs. These strategies are either unproven or
disproven.”” It is only in recent years that the need for a
combination approach has been acknowledged by the
AIDS Establishment.”* However, even though behavioural
change, especially partner reduction, has been shown to be
a most effective component,” condom use, despite its
variable success rate,”> continues to be flagged as the most
significant method.*

... The long-term strategy for the prevention of HIV
. ‘ transmission.... surely requires extensive (and probably
_ ‘ intensive) education about HIV/AIDS, sexuality, and
| the reasoning behind attitudinal and behavioural
| change. It also necessitates ongoing support. Such a

grassroots level involving the local leaders and the
whole community....

e

The long-term strategy for the prevention of HIV
transmission would involve different emphases according
to the situations, urgencies, cultures and moral stances of
the target population. It surely requires extensive (and
probably intensive) education about HIV/AIDS, sexuality,
and the reasoning behind attitudinal and behavioural
change. It also necessitates ongoing support. Such a
strategy is most effective when planned and executed at
grassroots level involving the local leaders and the whole
community, and resourced by multinational non-
governmental and governmental organisations.

The question as to whether behavioural change is an
effective and feasible measure is addressed by Hanley and
de Irala in Affirming Love, Avoiding AIDS: What Africa
Can Teach the West. They argue for the urgency of
behavioural change - abstinence and fidelity - as very
effective and feasible means of prevention, whilst
highlighting the inadequacies and dangers of condom
promotion, VCT and treatment of STIs*” as promoted by
the AIDS Establishment. Citing numerous articles, they
argue that there has been a strong association between the
reduction in prevalence of HIV and behavioural change in
countries such as Kenya, Zimbabwe, Haiti, Rwanda and
Ethiopia.” It is only when 4 and B cannot be acceded to
that condom use, male circumcision and other proven
strategies might be considered at least in the short term.
This may be, as Benedict XVI said, “a first step in a
movement towards a different way, a more human way, of
living sexuality."” Even if this is granted, however, it must
be emphasized that if long-term prevention is the aim,
condom use is not the answer. Why?

Condoms

Condoms have been shown to be an ineffective long-term
solution in the prevention of the sexual transmission of
HIV. For one thing, the inability to ensure consistent and
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correct use of condoms makes them an unreliable method
of preventing HIV sexual transmission.’” Their
effectiveness is dependent on the material of the condoms
(latex is most effective), the quality of their manufacture,
consistent and appropriate use (avoiding breakage and
slippage), and accessibility. Even then, condoms do not
guarantee full protection. Their use may also imply a
questioning of the fidelity of the partner. Condoms are also
associated with HIV, which carries a stigma of disgrace and
abhorrence, and can lead to prejudice and discrimination.
This may discourage their use. Whilst their use may have
been effective in the sex trade as a ‘stop-gap’ measure, it is
obviously more effective to stop the sex trade through
behavioural change, thus not only preventing the
transmission of disease but also remedying the abuse,

~indignity and exploitation of people, along with the

significant human trafficking™ that often accompanies the

sex trade. Risk compensation is also a reality. And whilst
| the evidence is not strong, the question as to whether
| concentrating on condoms hinders the success of other

‘ - more effective strategies™ also needs to be considered.
strategy is most effective when planned and executed at |

Socioeconomic Determinants

/ A holistic medical approach would also assess the

~ socioeconomic

context of HIV transmission. The
challenges involved in changing the behaviour of a society
are enormous. In societies where sexuality and fertility is
inherent in people’s identity, self-esteem, and socio-
acceptability, change is difficult. Where polygamy, sex
regarded as pleasurable recreation, and pregnancy as
indicative of one’s fertility and hence marriageability, are
accepted cross-generational norms, it is difficult for many
to accept the teaching that promiscuity is wrong. Even if
infection with HIV and death is a possibility, some will still
choose promiscuous sex, perhaps out of a mistaken idea
that they will be loved for having done so. Further, whilst
HIV infection remains a social stigma, there is little
encouragement to be tested for it. Poverty, food insecurity,
years of drought, low levels of education, unemployment,
illness, abandonment and abuse issues, poor self-esteem
and distrust of foreign aid are significant issues that can
impede the acceptance of behavioural change™ It is
through loving fidelity, respecting the dignity of
individuals, being inclusive and non-judgemental,
providing integrative, comprehensive services which
address social, physical, mental and spiritual health, and
“reuniting and strengthening families who have been
overwhelmed by sickness, death and loss,” that change
can eventually happen.

Conclusion

UNAIDS approximates® that 35.3 million people are living
with HIV worldwide.”® The impact of this goes beyond the
infected individual, to the family and community. Children
are orphaned and possibly infected themselves;
grandmothers become the sole parents; life-expectancies are
shortened, resulting in a limited workforce, and
communities without food. If we are serious about
preventing the sexual transmission of HIV infection, we
must first address the foundational issue of human sexuality
and its expression in sexual intercourse. Our sexuality is
integral to who we are as human beings and how we relate
to each other. Ultimately, the choice lies in whether we
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relate to each other with respect and love, intending the
good of self and others, and ultimately reach our highest
good; or instead seek limited and short-term often insatiable
self-fulfilment, without moral constraints, that result in the
destruction of self and society. The HIV pandemic is an
example of the effect of promiscuity and the banalisation of
sexuality. The evidence is strong that pre-lifetime-
commitment abstinence and mutual fidelity in a
monogamous relationship is the key to the prevention of
sexual transmission of HIV.

Changing entrenched behaviour and attitudes can be both a
short- and long-term endeavour depending on the individual
and society. Where it becomes a long-term endeavour,
shorter term responses to the HIV pandemic may become
necessary. These might involve such strategies such as
ABC, VCT, treatment of STIs, male circumcision, and early
and continued ARTs.”” If the ABC strategy is considered,
evidence now strongly indicates that the emphasis must be
not abC but ABc — that is, that the greatest priority must be
to promote the behavioural change of abstinence and
fidelity.

Whilst education is key, it is only possible and effective if
the conditions are right for its reception, integration and
application. Gender inequality, social stigma, alienation,
discrimination, partner abuse,™® poverty, unemployment,
racism, inadequate nutrition, poor access to health services,
and cultures and traditions that reinforce physical,
psychological and sexual abuse, powerlessness and poor
self-esteem, all mitigate against behavioural change.

T
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Ultimately it is people at grassroots who work with the
community, and who have gained an understanding of their
philosophies and values, who will effect the greatest
change. Through loving fidelity, they gain the trust of the
people. Resourced by multinationals, not demanding
unreasonable conditions, they are able to not only treat
those infected with HIV but also address the social
determinants that mitigate healing. In doing so, they provide
the fertile ground in which necessary behavioural change
can happen and so prevent the transmission of HIV.
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