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Over the past half-century, historians have used
episodes of epidemic disease to investigate
scientific, social, and cultural change. Underlying
this approach is the recognition that disease, and

especially responses to epidemics,
offers fundamental insights into
scientific and medical practices, as
well as social and cultural values.
As historian Charles Rosenberg
wrote, “disease necessarily reflects
and lays bare every aspect of the
culture in which it occurs.”
Many historians would consid-
er it premature to write the his-
tory of the HIV epidemic. After
all, more than 34 million people
are currently infected with HIV.
Even today, with long-standing
public health campaigns and
highly active antiretroviral ther-
apy (HAART), HIV remains a
major contributor to the burden
of disease in many countries. As
Piot and Quinn indicate in this
issue of the Journal (pages 2210—

2218), combating the epidemic
remains a test of our expanding
knowledge and vigilance.
Nonetheless, the progress made
in addressing this pandemic and
its effects on science, medicine,
and public health have been far-
reaching (see timeline). The chang-
es wrought by HIV have not only
affected the course of the epi-
demic: they have had powerful
effects on research and science,
clinical practices, and broader
policy. AIDS has reshaped conven-
tional wisdoms in public health,
research practice, cultural atti-
tudes, and social behaviors. Most
notably, the AIDS epidemic has
provided the foundation for a
revolution that upended tradition-
al approaches to “international
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health,” replacing them with in-
novative global approaches to dis-
ease. Indeed, the HIV epidemic
and the responses it generated
have been crucial forces in “in-
venting” the new “global health.”

This epidemic disrupted the
traditional boundaries between
public health and clinical medi-
cine, especially the divide be-
tween disease prevention and
treatment. In the 1980s, before
the advent of antiretroviral thera-
pies, public health officials fo-
cused on controlling social and
behavioral risk factors; preven-
tion was seen as the only hope.
But new treatments have eroded
this distinction and the histori-
cal divide between public health
and clinical care.? Clinical trials
have shown that early treatment
benefits infected patients not
only by dramatically extending
life expectancy, but by signifi-
cantly reducing the risk of trans-
mission to their uninfected sexu-

2149

Downloaded from nejm.org by NICOLETTA TORTOLONE on June 6, 2013. For personal use only. No other uses without permission.
Copyright © 2013 Massachusetts Medical Society. All rights reserved.



HOW AIDS INVENTED GLOBAL HEALTH

PERSPECTIVE

e (666T ur uonepunoy sajen ke@ SAIV PHOM
a3e Jo sieak 6§ 01 epuIB PUE ||1g paleua)) o mw\_m_uw_v OHM
§1 2doad Suowie apimpiom pajeaud si uojjepuno 8361
. Y1eap jo asned 3uipea| si A|H sa1eny "1 WM
salunod Jood ul sqIy SUsSIaeIsS - —
13y 01 wesSoud uoiiq W:M_ lqeiss foueugaid Suunp
' 1Ie[e|\| pUE ‘siso|ndiaqn | 38} OUM UBLIOM
S1S © ‘(¥v3d3d) o1y ‘salv 314 03 puny [eqoj Fooure o
Sqly 1o} ueld Aousdiawg ! UOLUE UOISSILUSUEL)
S JUBpISaId SIdUNOUUE zo0z AIH [ezeutsad uj uoionpal
siaued | ysng "M 281090 JuapIsaid 9%0L SMous 970 Apmis
Jenxas papajuiun £00Z dnou e [ed1u1)d SAIY ")
o} :o_mw_Emc.m: SQIV S Yyons sasud yy[eay veel snuIA Aouaiyapounuil
$95npaJ A|1ea.d suosiad 10y s8nup ousua8 Jo aseyind cmEm:: paweu Lomm_
- N S ‘Juade aAesned Ayiuapl
n&umﬁ_m\w/_u_“ %WM\SCMEMMW Sa13UN0d pue uoonpoud aje|idey 01 suoneziuedio MBSm nuw_:a i 13usp!
AZP_H_IV V_L,\n_v\suwz;w_m_‘__. Suidojanap ui s3nup |eruassa uonele|daq eyoQ ssdunouue paseq-Ajunwiwiod pue pue oucm‘_w_ Ul SISRUBIS
PUE UONU3A3I] >._I J0 51500 9dnpaJ 03 swetdoud uoneziuediQ apei] plUOM [EIUSLULIZAOBUOU Joj ioMIBU SE Peet | sishusl
’ 1102 JO synsas adunouue Apuiof Tooz payst|qeisa suoneziuediQ adIAIRS
pun4 [eqO|D pue ‘JuawuIan0g SAIV 4O |1PUN0) [eUOlIEUIAU|
‘SN SAIVNA OHM sapuade xis wolj 1661
SAIV—AIH Uo uoIssas spadxe Suluiquiod A1D ioA MaN ul
|e1dads ur 100z u! 195 s198.e} ‘suoneN pauun sy paysi|qeisa (4apiroad adinias
SM3IASI A|QUISSY [BIBUSD NN £q paysi|qeIsa SAIVNN SAIV paseq-Aiuniuwod 3sy)
S00T 966T SIS yljeaH S,Us|N AeD
7861
| | | } |
s10z | _ otoz || sooz ogoz | | | s661 | ] 066T sg61
[PRILEEEY IR LIETERR LRl (sqlv) awoupufs
sdno.3 10109s-a1eAd puE JUBWIUIEA0S UOIFRUIULIISIP fouapyaspounwiwi palinboe
S3UDIpawW eluassa 10y JO winiosuod e ‘asiidiajug auiddep woy (saiy 9Q 01 paulWIaIap 3q Jaje| ||IM
souauad aonpoud o3 aiayy AIH [BGO|D Y3 YSI|qe1Sd S313UN0d Buipnpul) saniiqesip 1eym jo spodad [ed1ul 15414
slaunEnuew Jo y3u (89) 1813 o dnous ayy jo sispea| ay . ynm suos.ad 13301d 1861
au3 Bulutetulew 93na3]5 00T 03 passed 1oy sailjiqesiq
10j uonejoi uated | YIM suedlawy
JO Wiepd sieAoON s3da(al 19 8¥$ ) JE—— UOIJBUIWILIDSIP
1no) awaidng uelpu| o01dn 3unedojje ‘sieak (LyvVH) Adessyy Y3y pue Juawiamoduwa
€102 2low G 40} Yy4did |BJIAOIIBIIIUE SAIOR Sl uonedo|e mex.um‘_c 28einoous 01 mo_a_uctn_
E— saziioyineas ssaiduod Alyiy yo eio sareInul ‘Y4 ‘a1ed paseq-Ayunwiwod JaAURQ 3y} SaYsi|qeisa
8002 Aq panoidde sonqiyur PuE jusLES.} HOMIN SAIV YHM 3|doad
aseajoud 351y ineuinbes puny 01 DY SUYM €861
T uefy sassed ssaiduo)
ueq uonesSiuwi 1831y} A1undas S66T 0661
pue [9ABI} AIH SY! e 5|y Sa4edap |1PUN0) ANdas NN —_—
UOIjeJISIUILIPE BWEQO Sa13UNoD | $8nip AIH Jo [enoidde
Suoljeu awodUl Buidojanap ui s8nip AJH 40j sad1d padnpal (OHM) uoneziuegio juawuIaA0g J3)sey aj0woud
e o o Qs san oD | [0 o s
. — Alquiassy |esaud BIUE[}Y Ul P|3y 93U3194u03
anisuayaidwiod e dojanap us BudeIaUNo? ¢ sasnes 19 A B
03 dAleNIU| YijesaH >__.._ Hﬂ“ mm”mh_wv;w, wc_E_w:Emme sisane UL 9SBISIP UO 238GIP 3514 SPIOY SUOKEN PN |mn__< [FUoREUIELT IS
[BGOID 93 S3ysl|qelss ‘s103e313S3AUI pUE SUBDIUID JudUIWOId papunoj (dn 1DV) 4amod yseajun o} uoiijeod Sl AIH 10} 3591
BWEQQ DEBJeg JUBPISald 0005 4q pausis ‘uoneseaq UBGING Fmer | pasuadi| 1541 saroidde yq4
6002 — sond 5861
— pliom Buidojanap ays ui A|jedadsa lwapued M3 |euo1eS11saau| Juawieal | jo |erosdde sajesajadde =
[BGO|3 243 U0 $35N204 ‘EDLY YINOS ‘UeqINg SQ|V 404 Snup |esinosauue Isay ‘| 7y sanoidde a4
ul pjay ‘@3ua13juo0) SA|Y [BUOIBUIRIU| YIET £861
000Z

NEJM.ORG JUNE 6, 2013

23

The New England Journal of Medicine

Downloaded from nejm.org by NICOLETTA TORTOLONE on June 6, 2013. For personal use only. No other uses without permission.

N ENGL J MED 368

Copyright © 2013 Massachusetts Medical Society. All rights reserved.

2150



PERSPECTIVE

al partners.? Essential medicines
benefit both patients and popu-
lations, providing a critical tool
for reducing fundamental health
disparities. This insight has en-
couraged the integration of ap-
proaches to prevention and treat-
ment, in addition to behavioral
change and adherence.

The rapid development of ef-
fective antiretroviral treatments,
in turn, could not have occurred
without new forms of disease
advocacy and activism. Previous
disease activism, for example,
had established important cam-
paigns supporting tuberculosis
control, cancer research, and the
rights of patients with mental ill-
ness. But AIDS activists explicitly
crossed a vast chasm of exper-
tise. They went to Food and
Drug Administration meetings
and events steeped in the often-
arcane science of HIV, prepared
to offer concrete proposals to
speed research, reformulate trials,
and accelerate regulatory pro-
cesses. This approach went well
beyond the traditional bioethical
formulations of autonomy and
consent. As many clinicians and
scientists acknowledged, AIDS
activists, including many people
with AIDS, served as collabora-
tors and colleagues rather than
constituents and subjects, chang-
ing the trajectory of research and
treatment.* These new models of
disease activism, enshrined in the
Denver Principles (1983), which
demanded involvement “at every
level of decision-making,” have
spurred new strategies among
many activists focused on other
diseases. By the early 2000s,
AIDS activists had forged impor-
tant transnational alliances and
activities, establishing a critical
aspect of the “new” global health.

Furthermore, HIV triggered

important new commitments in
the funding of health care, par-
ticularly in developing countries.
With the advent of HAART and
widening recognition of HIV’s po-
tential effect on the fragile prog-
ress of development in resource-
poor settings, HIV spurred
substantial increases in funding
from sources such as the World
Bank. The growing concern in
the United Nations and else-
where that the epidemic posed
an important risk to global “se-
curity” elicited new funding from
donor countries, ultimately re-
sulting in the establishment of
the Global Fund to Fight AIDS,
Tuberculosis, and Malaria. In
2003, it was joined by the U.S.
President’s Emergency Plan for
AIDS Relief (PEPFAR), which,
with bipartisan support, initially
pledged $15 billion over 5 years.
Since PEPFAR’s inception, Con-
gress has allocated more than
$46 billion for treatment, infra-
structure, and partnerships that
have contributed to a 25% reduc-
tion in new infections in sub-
Saharan Africa.

HIV has also attracted re-
markable levels of private philan-
thropy, most notably from the
Bill and Melinda Gates Founda-
tion. HIV funding led to new
public—private partnerships that
have become a model for fund-
ing of scientific investigation,
global health initiatives, and
building of crucial health care
delivery infrastructure in devel-
oping countries. These funding
programs have fomented conten-
tious debates about priorities, ef-
ficiency, allocation processes, and
broader strategies for preventing
and treating many diseases, es-
pecially in poorer countries. None-
theless, they offered new ap-
proaches to identifying critical
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resources and evaluating their ef-
fect on the burden of disease.
The success of future efforts will
depend on maintaining and ex-
panding essential funding dur-
ing a period of global economic
recession, as well as new strate-
gies for evaluating the efficacy of
varied interventions.

AIDS also spurred another re-
lated debate that continues to
roil global health — about the
cost of essential medicines. Ac-
cessibility of effective and pre-
ventive treatments has relied on
the availability of reduced-cost
drugs and their generic equiva-
lents. A recent decision by the
Indian Supreme Court upheld
India’s right to produce inexpen-
sive generics, despite the multi-
national pharmaceutical industry’s
claims for stronger recognition
of patents.

Another central aspect of the
new activism was an insistence
that the AIDS epidemic demanded
the recognition of basic human
rights. Early on, lawyers, bioethi-
cists, and policymakers debated
the conditions under which tra-
ditional civil liberties could be
abrogated to protect the public
from the threat of infection.
Such formulations reflected tradi-
tional approaches to public health
and the “police powers” of the
state, including mandatory test-
ing, isolation, detention, and
quarantine. Given the stigma at-
tached to HIV infection at the
time, as well as ungrounded
fears of casual transmission, af-
fected people often suffered the
double jeopardy of disease and
discrimination. As a result, Jona-
than Mann, the first director of
the World Health Organization’s
Global Program on AIDS, ex-
plained, “To the extent that we
exclude AIDS infected persons
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from society, we endanger society,
while to the extent that we main-
tain AIDS infected persons with-
in society, we protect society. This
is the message of realism and of
tolerance.” Mann argued that
HIV could never be successfully
addressed if impositions on hu-
man rights led people to hide
their infections rather than seek
testing and treatment. Only pol-
icy approaches that recognized
and protected human rights (in-
cluding the rights to treatment
and care, gender equality, and
education) would permit success-
ful clinical and population-based
interventions.

These complementary innova-
tions are at the core of what we
now call “global health” —
which has demonstrated its ca-
pacity to be far more integrative
than traditional notions of inter-
national health. It draws togeth-
er scientists, clinicians, public
health officials, researchers, and
patients, while relying on new
sources of funding, expertise,
and advocacy. This new formula-
tion is distinct, first of all, in
that it recognizes the essential

supranational character of prob-
lems of disease and their amelio-
ration and the fact that no indi-
vidual country can adequately
address diseases in the face of
the movement of people, trade,
microbes, and risks. Second, it
focuses on deeper knowledge of
the burden of disease to identify
key health disparities and devel-
op strategies for their reduction.
Third, it recognizes that people
affected by disease have a crucial
role in the discovery and advoca-
cy of new modes of treatment
and prevention and their equita-
ble access. Finally, it is based on
ethical and moral values that rec-
ognize that equity and rights are
central to the larger goals of pre-
venting and treating diseases
worldwide.

For more than the past decade,
major academic medical centers,
schools of public health, and
universities have created global
health programs and related in-
stitutes for multidisciplinary re-
search and education. Thus, the
institutionalization of this for-
mulation is not only affecting
services worldwide, but also
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changing the training of physi-
cians, other health professionals,
and students of public health.
When the history of the HIV epi-
demic is eventually written, it
will be important to recognize
that without this epidemic there
would be no global health move-
ment as we know it today.

Disclosure forms provided by the author
are available with the full text of this arti-
cle at NEJM.org.
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here has been growing inter-

national concern about rape
in fragile or volatile countries,
especially those involved in armed
conflicts; indeed, this concern
has inspired the United Nations
Security Council to issue nine
sexual-violence-related  resolu-
tions since 2000.* Sexual violence
is a human-rights abuse that of-
ten results in severe health con-
sequences, including acute and

longer-term psychological prob-
lems, such as depression, anxi-
ety, and post-traumatic stress
disorder (PTSD). In addition to
the short- and long-term effects
on survivors and their families,
the aftermath of widespread sex-
ual violence can affect the com-
munity at large. A pressing chal-
lenge is therefore to determine
how to help survivors and com-
munities overcome the psycho-
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logical effects of large-scale ex-
posure to sexual violence and the
other traumatic events that com-
monly occur in war-torn states.
Postconflict reconstruction ef-
forts have traditionally focused
on security, health, physical in-
frastructure, and economic de-
velopment; they have been less
well-equipped to respond to or
prevent sexual and other forms of
violence against women. Although
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