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Not a surgical vaccine: there is no case for boosting
infant male circumcision to combat heterosexual
transmission of HIV in Australia
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of recent proposals that widespread
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circumcision of male infants be introduced
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in Australia as a means of combating
heterosexually transmitted HIV infection.

A

Approach: These arguments are evaluated

ustralian medical authorities have
discouraged routine circumcision
of male infants since 1971, when
the Australian Paediatric Association issued
a short statement that the procedure should
not be performed.1 Although this position
was reaffirmed in subsequent years (1983,
1996, 2002)2 it was increasingly challenged
in the late 1990s, when the medical literature
began to feature ‘new evidence’ about the
protective effect of circumcision against
various diseases, particularly STIs. The debate
intensified in 2006, after three randomised
clinical trials in Africa that appeared to
show circumcision could reduce a male’s
risk of acquiring HIV during unprotected
sexual intercourse with an infected female
partner by a significant degree, commonly
reported as 60%, but estimated by the
Cochrane Review as between 38% and
66%.3 Debate further intensified when the
World Health Organization endorsed, and
funding bodies provided the money for, largescale circumcision programs in resourcepoor African countries with high levels of
heterosexually transmitted HIV.
The question Australian public health
authorities then faced was whether this
evidence and advice was relevant to HIV
prevention in developed countries. Answering
in the affirmative have been voices from
Anglophone countries with past histories of
routine circumcision, who have interpreted

the African evidence as a vindication of
past practice. Answering with a cautious
negative was the Royal Australasian College
of Physicians, particularly the task force it
established in 2007 to review the circumcision
policy statement. In Australia the procircumcision argument is represented by a
group associated with Professor Brian Morris,
a longstanding believer in circumcision as
a public health measure4 and a vehement
critic of the RACP’s position.5 In an editorial
published in the Medical Journal of Australia
he and two colleagues (Professors Cooper
and Wodak, both prominent figures in the
HIV policy community) presented the case
for “boosting infant male circumcision in
the face of rising heterosexual transmission
of HIV.”6 Their intervention attracted much
media attention, and so much criticism that
the journal published eight letters in reply.7
The replies covered many of the grounds for
dissenting from the proposition that Australia’s
HIV problem demanded circumcision
of infant males, including relevance,
effectiveness, the risk of injury, harm and
complications, and whether the proposal
was in line with established principles of
evidence-based medicine, medical ethics and
human rights. Appreciating that the target
of the editorial was the RACP position, the
chairman of the task force that had just
finalised the new policy statement defended
its conclusion that circumcision should still

in terms of their logic, coherence and
fidelity to the principles of evidence-based
medicine; the extent to which they take
account of the evidence for circumcision
having a protective effect against HIV
and the practicality of circumcision as
an HIV control strategy; the extent of its
applicability to the specifics of Australia’s
HIV epidemic; the benefits, harms and
risks of circumcision; and the associated
human rights, bioethical and legal issues.
Conclusion: Our conclusion is that
such proposals ignore doubts about the
robustness of the evidence from the
African random-controlled trials as to the
protective effect of circumcision and the
practical value of circumcision as a means
of HIV control; misrepresent the nature of
Australia’s HIV epidemic and exaggerate
the relevance of the African randomcontrolled trials findings to it; underestimate
the risks and harm of circumcision; and
ignore questions of medical ethics and
human rights. The notion of circumcision
as a ‘surgical vaccine’ is criticised as
polemical and unscientific.
Implications: Circumcision of infants or
other minors has no place among HIV
control measures in the Australian and
New Zealand context; proposals such as
these should be rejected.
Key words: circumcision, HIV, STIs,
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not be recommended. A surprising omission from the replies was
that none asked why the editorial had devoted so little effort to
establishing the conditions that would have to be met in order to
make widespread neonatal circumcision as an HIV control strategy
appropriate in the Australian context. To prove the argument, it
would have had to demonstrate that:
• the incidence of heterosexually transmitted HIV in Australia
is rising to a dangerous level;
• circumcision is the only effective way of countering this
challenge;
• widespread circumcision of male infants is necessary to
prevent Australia’s HIV problem growing into an epidemic
on the African scale; and
• circumcision in infancy is a safe operation with no adverse
physical or psychological effects on the individual, and is
acceptable within existing standards of bioethics, human
rights and Australian law.
The editorial established none of these points, but confined itself
to summarising the African evidence and asserting that circumcision
conferred a wide range of valuable health benefits, with neither
risk nor adverse effects, and that infancy was the most convenient,
safe and inexpensive time to do it. The tendency to offer benefits
additional to HIV protection was even more pronounced in the
authors’ rejoinder to their critics.
Despite the hostile reaction to the proposal, the issue is not
likely to die down in the near future, particularly as other medical
authorities in Canada and the US are considering the issue and are
expected to issue their own policies later this year. It is therefore
appropriate to subject the circumcision prescription to a more
detailed analysis. In this paper it is argued that the proposal is
fatally flawed because:
1. It ignores doubts about the African evidence on which it relies
and passes over numerous critiques of the clinical trials and
the manner in which the WHO recommendations arising from
them have been implemented.
2. It is irrelevant to the Australian situation and the specifics of
Australia’s HIV problem.
3. It departs from the principles of evidence-based medicine.
4. It underplays the harm and risks of circumcision.
5. It violates accepted standards of medical ethics and human
rights.
6. It is marred by unscientific thinking and hyperbolic language,
such as the description of circumcision as a ‘surgical vaccine’.
For these reasons, circumcision of infants as a response to
Australia’s HIV problem must be rejected.

Doubts about the African Random-controlled trials
The claim that circumcision prevents heterosexual HIV
transmission from women to men is based on three non-doubleblinded, non-placebo-controlled Random-controlled trials in
Africa, in which 5,400 men were circumcised. After 20 months,
64 of the men in the circumcised experimental groups had HIV,
compared to 137 in the non-circumcised control groups. Six
hundred and seventy-three men were lost to follow-up, their HIV
status unknown.8-10 Cooper et al. take the claimed results of these
460

trials at face value and ignore serious doubts about their validity
and applicability. As several critiques have pointed out,11-15 they
fell far short of the so-called ‘gold standard’, vitiated by several
forms of bias, especially selection bias, since only men interested
in a free circumcision were eligible. All participants were to be
circumcised, some immediately, the remainder at the conclusion
of the trial. Since participants assigned to immediate circumcision
were aware that they had received the treatment rather than being
placed in the control group, it was impossible to blind either the
researchers or the subjects. Without sham surgery there could be
no placebo. The trials also suffered from expectation bias (both
researcher and participant), lead-time bias, attrition bias, and
premature termination.16 All these weaknesses favoured the results
the investigators expected. Perhaps the most crucial flaw in these
three studies is that the researchers assumed that all the men who
became HIV positive during the course of the trials were infected
through sexual contact. When the study results are examined
closely, there is evidence that as many as half the infections could
have been acquired non-sexually. In the South African trial, for
example, 23 men became infected even though they had either no
sexual contact or always used a condom.17 If a significant number
of the men who became infected in this experiment did so through
non-sexual contact, it becomes impossible to accurately estimate
the protective effect of circumcision on sexual transmission of HIV.
A further problem with the random-controlled trials is that we
do not know whether their results can be replicated in other highprevalence sites outside a research setting, with their resources,
expertise and monitoring, or in general, low-prevalence sites. It
will be many years before we learn whether the current African
circumcision programs have succeeded in significantly reducing
HIV prevalence in the general population, and African population
surveys suggest that the results of the clinical trials are not likely
to have external validity.18 Garenne found that in eight countries
(Burkina Faso, Cote d’Ivoire, Ethiopia, Ghana, Niger, Rwanda,
Tanzania and Zimbabwe) there was no significant difference in HIV
seroprevalence between circumcised and uncircumcised men; in
two countries (Kenya and Uganda) HIV seroprevalance was higher
among uncircumcised men; and in three countries (Cameroon,
Lesotho and Malawi) HIV seroprevalence was significantly higher
among circumcised men. In Lesotho the difference was striking:
HIV seroprevalence was 22.8% among the circumcised, but only
15.2% among the uncircumcised.19 In South Africa, where a third
of the population is circumcised and HIV prevalence is among
the highest on record, both Garenne and Connolly et al. found no
difference in HIV status between circumcised and uncircumcised
samples.20 As Garenne comments, “large-scale demographic
surveys, as well as routine seroprevalence surveys among pregnant
women, do not show any consistent population impact of male
circumcision on either HIV prevalence or HIV incidence.”21 Both
the United States and Indonesia, with predominantly circumcised
male populations, have a significantly higher incidence of HIV than
Australia, Canada, Britain and New Zealand, where circumcision
is in decline or extremely rare.22 In the United States, AfricanAmericans exhibit both the highest rate of circumcision and the
highest rate of heterosexually-transmitted HIV.23,24 Such is the faith
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in Western health advice, however, that in Swazliland, with an HIV
prevalence of 22% among circumcised men but only 20% among
the uncircumcised, the government has still announced a particularly
ambitious circumcision program.25
Another objection to regarding circumcision as effective
prophylaxis against HIV is that there is no convincing biological
explanation of its protective effect.26 Circumcision advocates have
speculated that the interior mucosa of the prepuce is thinner and
more prone to tearing. While a thinner epithelial layer of genital
tissue may be associated with increased internal transfer of HIV,27
the mucosa of the inner and outer prepuce have been shown to be
of the same thickness in some studies28 but not in others.27 It is also
suggested that HIV is more likely to be transmitted through the
foreskin because it has a high concentration of Langerhans cells,
believed to be the entry point for the virus. Actually, Langerhans
cells are quite efficient in repelling HIV, which may explain the low
transmission rate of HIV – only about one per 1,000 unprotected
coital acts.29 The inner foreskin secretes langerin, which is effective
in killing numerous pathogens.30 Langerhans cells may also
provide protection against other STIs, which may explain why
circumcised men are at greater risk of infection with some STIs,
such as urethritis.31 Until we understand how circumcision works
biologically, we cannot be certain whether the observed reduction
in risk of infection in the random-controlled trials is the result
of changed anatomy resulting from surgery, changed behaviour
resulting from counseling and provision of condoms, or the various
forms of bias built into the studies.
Circumcision advocates have portrayed the sub-preputial space as
a harbour for sexually transmitted viruses.32 Against this, however,
meta-analyses assessing susceptibility to genital infections with
herpes simplex virus and human papilloma virus have not shown any
meaningful association with circumcision status.33,34 Unfortunately,
these portrayals have appeared so often in the medical literature
that many physicians and public health officials consider them
factual. There is, however, no scientific proof that the foreskin is a
predisposing factor for infections of this kind.

Irrelevant to Australia’s HIV problem
The most serious objection to the circumcision proposal is that
it is not applicable to our situation. Australia is not sub-Saharan
Africa, where HIV is a generalised epidemic transmitted largely

by heterosexual intercourse and non-sterile medical equipment.30,35
In Australia, HIV is a relatively low-prevalence disease, largely
contained within the specific sub-cultures where it has always
been found: mostly homosexual men (80%), plus a very small
population of injecting drug users (4%).36 Although Daniel Halperin
advised gay men who take the insertive role in anal intercourse to
get circumcised,37 it is now firmly established that circumcision
provides no protection to men who have sex with men (MSM),38-41
and there is evidence from Britain that circumcised gay men may be
at greater risk.42 Whether that is generally the case, it is obvious that
circumcision would have made no difference to the vast majority
of Australian men who have become HIV positive over the past
thirty years.
Cooper et al. are not so misguided as to suggest that either gay
men or injecting drug users would receive any protection from
circumcision, but focus on the small incidence of heterosexual
transmission. This is running at such a low level, however, that the
circumcision proposal is grossly out of proportion to the problem.
The surveillance authority of which Cooper himself is director
expresses no alarm, and in its latest report points out:
“the annual number of new HIV diagnoses has remained relatively
stable at around 1000 over the past four years”;
“HIV continues to be transmitted primarily through sexual contact
between men”; and
“of 1185 cases of (heterosexually acquired) HIV infection newly
diagnosed in 2005-2009, 58% were in people from high prevalence
countries or their partners”.43

The total number of newly diagnosed HIV infections in 2009
was 1,050, of which males made up 86.7%, down slightly from
87.4% in 2001. Over the same decade, the proportion of newly
diagnosed infections among MSM has remained steady: 66.6% in
2001, 65.1% in 2009. The increase in the proportion of infections
attributable to heterosexual contact from 21.8% in 2001 to 28.7%
in 2009 is neither a dramatic rise nor cause for alarm, especially
as nearly 60% of such infections occur in people with a partner
either HIV-positive or in a high-risk category.44 The 1,185 cases of
heterosexual transmission in the five years 2005-09 represent about
200 new diagnoses annually, but since the infection could have been
acquired at any time this is not evidence of new cases or a rising
trend. Because more than half of these are found in people from,
or with a partner from, a high-prevalence country it is possible that

Table 1: Characteristics of newly-acquired HIV infection 2000-2009
Sex

2000

2001

2002

2003

2004

2005

2006

2007

2008

2009

Total

Cases (N)

199

209

245

286

261

281

308

282

282

289

2642

Males %

94.0

92.3

95.1

96.2

94.2

96.8

93.5

95.7

95.0

94.8

94.9

Exposure category
MSM

Male

161

165

212

243

209

234

247

235

235

235

2176

Heterosexual
contact

Male

12

8

8

13

16

9

16

20

18

23

143

Female

8

13

9

9

10

8

16

10

12

13

108

Source: National Centre in HIV Epidemiology and Clinical Research. HIV, Viral Hepatitis and Sexually Transmissible Infections in Australia. Annual Surveillance
Report 2010. Table 1.2.1, p. 42
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many of these infections were not acquired in Australia.
A more relevant measure are newly acquired infections – new
infections that were definitely acquired in the previous twelve
months – and here there is even less cause for alarm. In 200509, 82% of newly acquired infections were in MSM, 3% among
injecting drug users, and 10% from heterosexual contact.45 Cooper
et al. refer to a rising proportion of female-to-male transmission, but
the numbers are still very small (23 men newly infected in 2009),
and the rate of increase is both erratic and slow (see Table 1).
Somebody desiring to impress the media could claim that the
incidence of female-to-male transmission had doubled over the
last decade, but the effect would not be so dramatic if it were stated
that the number of cases had increased from 12 to 23. There is,
moreover, no consistent pattern in the increase, and no evidence
at all that uncircumcised men are over-represented in this group.
Indeed, there is no Australian data suggesting that uncircumcised
men are more susceptible to any STIs,46,47 including STIs that have
been associated with increased susceptibility to HIV.48 What we
are dealing with, if we add newly acquired infections to the 100 or
so newly diagnosed infections probably acquired in Australia, is
about 125 cases of heterosexually transmitted HIV per year. These
are not numbers that necessitate the sort of panic response that
has occurred in sub-Saharan Africa. On these figures it would be
necessary to circumcise several thousand babies now to prevent one
case of HIV from 2030 onwards – a proposal that would be ruled
out on cost-benefit considerations alone.

Inconsistent with principles of evidence-based
medicine
The proposal is also irrelevant because it targets infants rather than
adults. Infants are not at risk of infection by sexual contact and will
not be at risk until they become sexually active in 16-20 years time,
by which time treatment and prevention options, and the virus itself,
may have altered beyond recognition. Evidence-based medicine
requires that recommendations for treatment or prophylaxis follow
logically and directly from the evidence. Assuming the African
evidence is reliable and applicable, the logical prescription is
that sexually active adult men who have regular intercourse with
numerous female partners and do not always use condoms should
consider circumcision for themselves. One approach might be
that sexual health advice targeted at this category could include
circumcision as a prophylactic option among a range of sexual
health offerings, as the WHO has recommended.
This is not what Cooper et al. prescribe. Instead, they propose
that parents be advised to circumcise their baby boys as a precaution
against a risk they will not face until adulthood, and against a disease
that is very rare among heterosexually active adult men anyway.
Even if circumcised, they would still need to use a condom to be
certain of avoiding infection, since the risk reduction indicated by
the African data is only partial (38%-66%). We have no evidence on
what the risk reduction in a low-prevalence country such as Australia
might be, and with such a low level of heterosexual transmission it
would be neither feasible nor ethical to mount random-controlled
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trials. If it is still necessary to wear a condom there seems little
point in getting circumcised. As Perera et al. point out,49 moreover,
the African trials involved sexually active adult men, not infants,
and there is no hard evidence that neonatal circumcision has any
protective effect against HIV. The prescription has little connection
with the evidence on which it is presumed to depend and thus
violates the principles of evidence-based medicine.
As subsequent research has conf irmed, 50,51 the WHO
recommendations arising from the African random-controlled
trials cannot be applied to developed nations, but only to regions of
high HIV prevalence, in generalised epidemics with predominantly
heterosexual transmission. Medical authorities responsible for
formulating policy statements on neonatal circumcision have
reached the same conclusion. In a strongly-worded statement against
prophylactic circumcision of minors, the Royal Dutch Medical
Association comments:
“That the relationship between circumcision and transmission of
HIV is at the very least unclear is illustrated by the fact that the
US combines a high prevalence of STDs and HIV infections with
a high percentage of routine circumcisions. The Dutch situation is
precisely the reverse: a low prevalence of HIV/AIDS combined with
a relatively low number of circumcisions. As such, behavioural factors appear to play a far more important role than whether or not
one has a foreskin.”52

The RACP reached the similar conclusion that “in low prevalence
populations such as Australia and New Zealand circumcision does
not provide significant protection against STIs and HIV, and is less
effective than safe sex practices.”53 Cooper et al. state that “The
protection conferred to heterosexual males by circumcision is
similar in hyperendemic and low-prevalence settings”. This claim –
crucial to their argument – is not supported by their citations, which
carefully note that recommendations based on the trials pertain only
to similar settings, i.e., in generalised epidemics with high HIV
prevalence. That is not the kind of epidemic found in Australia.
Supporters of circumcision claim other benefits of early
circumcision, but such arguments are irrelevant to the question of
HIV infection itself. But even these additional claims are either
contested to the point of inconclusiveness or rejected as invalid or
irrelevant. Perera et al. found the benefits of neonatal or childhood
circumcision to be negligible and the possibility of reduced
vulnerability to HIV irrelevant to children.49 If uncircumcised boys
are more subject to “adverse medical conditions”, as Cooper et al.
claim, we would expect this to show up in child health reviews, but
the Australian Institute of Health and Welfare found no decline in
child health as the incidence of circumcision in Australia has fallen,
and indeed that child health has improved over the same period.54
The RACP concluded that there was no medical justification for
prophylactic circumcision of minors in Australia.53

Harm and complications
Two glaring omissions from Cooper et al’s argument are
discussions of the harm and risks of circumcision and the ethics of
performing amputative surgery on minors. Research on the anatomy
and physiology of the foreskin is primitive, but we know that it is
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an anatomically integral, sexually functional and psychologically
significant component of the penis, loss of which may have adverse
consequences on both sexual satisfaction and psychological wellbeing.55 The extent to which the foreskin contributes to sexual
function is in dispute,56-59 but research is so inadequate that nobody
can say with confidence that circumcision ‘makes no difference’.
The RACP policy statement acknowledges that the foreskin is the
most sensitive part of the penis and points out that since men may
resent having been circumcised as infants, it may be preferable
to delay the operation until a boy reaches maturity and can give
informed consent.53 It might be assumed that resentment would
be less if all boys were circumcised at birth, but even when they
grow up among circumcised peers many men can still feel angry
and mutilated, even to the point of psychological disturbance.60
Cooper et al. cite a study claiming that neonatal circumcision is
“cost effective”,61 but in fact the article was a cost analysis that did
not consider cost effectiveness at all. Others have concluded that
since the procedure both adds to health costs and reduces the overall
health of the individual it can be justified on neither economic nor
medical grounds.62 Any consideration of the costs of circumcision
will be woefully inadequate if it fails to factor in the value of the
foreskin to the individual and the cost of surgical complications and
other adverse sequelae, both physical and psychological.
Complications from circumcision are another area where lack
of both adequate data and benchmarks for acceptable risk make
it impossible to be confident that the operation is ‘safe’. While all
circumcisions result in the loss of the most sexually responsive
portion of the penis, accurate estimates of the incidence and
severity of complications are not available. In 2002 the RACP cited
estimates ranging from an implausible 0.06% to an equally unlikely
55%, depending on definition, but regarded the likely incidence as
falling somewhere between 2% and 10%, and warned that “serious
complications, such as bleeding, septicaemia and meningitis may
occasionally cause death”.63 Reported complication rates are heavily
influenced by how a complication is defined and how the data is
collected. One study that assessed all infants for bleeding found
that circumcision resulted in excessive bleeding in 8.9% to 9.9%
of cases.64 Many common complications may not be documented
because they are considered par for the course, yet chart reviews
have documented complication rates between 3.2%65 and 6.8%.66
Delayed complications such as meatal stenosis are often missed,
yet the rate of meatal stenosis following circumcision ranges from
5% to 20%,67,68 while problems such as excessive tissue removal
may not become evident until after puberty.69 Although practitioners
claim that the Plastibell is a safer instrument than clamps, there
are many reports of complications from this device, including two
recent deaths.70-72
There is no evidence at all for the assertion that neonatal
circumcision presents a lower incidence of complications than
circumcision in adulthood. Indeed, one study (from a circumcising
culture) found the incidence of complications in the neonatal period
so high that it recommended leaving the procedure until later.73 In
Australia, Leitch (1970) reported a complication rate of 15.5%,74
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while a doctor who performed medical examinations of schoolboys
reported that he was “appalled at the phallic mutilations exhibited
by many of these children, some of whom have even been subjected
to a subsequent ‘tidying up’ procedure after being badly mauled in
infancy.”75 The risk of harm is likely to be greater if the operation
is performed before the natural separation of foreskin from glans,
and lower in adulthood, when the mature size of the penis and final
foreskin length can be observed and taken into account. Males differ
so much in these variables that one cut does not fit all.76 Unlike a
newborn infant, moreover, an adult patient can be safely given both
effective anaesthesia and post-operative pain relief. Circumcision
advocates must consider adult circumcision perfectly safe, or they
would be criticising the African circumcision programs for posing
an unacceptable risk of harm to the men who enrol in them.

Medical ethics and human rights
Even if the circumcision proposal were relevant to the Australian
situation, to be ethically acceptable a medical intervention must pass
the five tests proposed by Beauchamp and Childress:
• Beneficence – does the proposed procedure provide a net
therapeutic benefit to the patient, considering the risk, pain,
and loss of normal function?
• Non-maleficence – does the procedure avoid permanently
diminishing the patient in any way that could be avoided?
• Proportionality – will the final result provide a significant net
benefit to the patient in proportion to the risk undertaken and
the losses sustained?
• Justice – will the patient be treated as fairly as we would all
wish to be treated?
• Autonomy – lacking life-threatening urgency, will the
procedure honour the patient’s right to his or her own likely
choice? Could it wait for the patient’s assent?77
Cooper et al. ignore ethical and human rights issues, but their
proposal would not be acceptable unless it was established that nontherapeutic circumcision of non-consenting minors was permissible
within the above guidelines. It has been argued that in the absence
of a life-threatening disorder, surrogate consent for non-therapeutic
surgery of this type is ethically problematic and may not be legally
valid.78-80 When there is no urgency to intervene, it is best to wait
until the child can provide his own informed consent.

Unscientific language
While we all hope that a vaccine for HIV will eventually be
developed, the tendency to describe circumcision hyperbolically as
a ‘surgical vaccine’ is regrettable and misleading. The comparison
may appeal to scientifically naive journalists, but it has no basis
in science and is irresponsible from a public health perspective,
in that it may encourage high-risk behaviour.81 Circumcision
provides nothing like the kind or level of protection provided
by a vaccine, merely a risk reduction in one specific situation
(unprotected heterosexual intercourse in a high seroprevalence
setting). Circumcision advocates seem unwilling to acknowledge
the difference between amputating body parts to provide limited
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protection against a rare disease to which the individual is unlikely
to be exposed, and giving a person a needle that confers a high level
of immunity to common or highly contagious diseases.
The justification for vaccinating non-consenting children is first,
that it does not involve the removal of a functional body part, and
secondly that the diseases to which it confers immunity are common
and/or highly contagious.82 Airborne diseases, such as smallpox,
diphtheria, and measles were all major killers before vaccines.
Because such diseases are spread by breathing, a single child can
infect a whole school. Vaccination thus protects both the individual
who receives the treatment and the people with whom he comes
into contact. Unlike these diseases, HIV is a low-virulence, and in
Australia, a rare disease that can be avoided by appropriate riskreducing behaviour. The colourful image of circumcision as ‘surgical
vaccine’ is a contradiction in terms, on a par with ‘conjectural fact’;
such rhetoric has no place in scientific debate.

4.
5.

6.

7.

8.

9.

10.

11.
12.

Conclusion
Although this explanation has been questioned,83 it is generally
accepted that the rapid spread of HIV in Africa was associated with
a high level of sexual activity, involving numerous concurrent, but
often transient sexual partnerships, widespread prostitution, both
formal and informal, various forms of polygamy, and reluctance
to practise safe sex or use condoms. It is also probable that a
significant proportion of HIV infections are the result of non-sexual
transmission, such as non-sterile medical procedures.84 These
conditions were aggravated by poorly developed health services, the
co-presence of numerous other epidemic diseases, such as malaria,
tuberculosis and other STIs, and the refusal of local authorities to
take action until the disease had spread through the population,
provoked by the misconception that AIDS was a ‘gay disease’,
confined to the decadent developed world.85 This crisis situation
stands in dramatic contrast to that of a wealthy, developed nation
such as Australia, where effective action was taken early on, based
on respect for the autonomy and agency of those at greatest risk, and
an emphasis on safe sex education, needle and syringe programs, and
provision of condoms. This strategy has been strikingly successful:
AIDS in Australia remains a relatively minor public health problem,
largely confined to the sub-cultures where it has traditionally been
found. There is no heterosexual epidemic that would justify a
costly, authoritarian program of the type and scale that Cooper et
al. propose. There is every reason to think that the strategy that
Australia has pursued so successfully since the 1980s will continue
to protect the vast majority of the population from this disease.86
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