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Ladies and gentlemen, distinguished colleagues,

I am grateful to have the opportunity to share with you some thoughts on the subject of HIV/AIDS and human rights. I will address this theme in a minute or two but first I would like to say a few words about the organization I represent since some of you may not be familiar with it.

Amnesty International is an organization with 1.8 million members in more than 150 countries. It was founded in London in 1961 and its headquarters remain in London. It has national offices and membership structures in nearly 70 countries.
The goal of Amnesty International is to work impartially for the protection of human rights and to promote and strengthen respect for human rights internationally.

For forty years Amnesty International campaigned for the release of non-violent prisoners of conscience, for an end to torture and the death penalty and for fair trials in political cases. It continues to work for these goals. However over the years its work expanded and in 2001 the members of the movement decided that Amnesty International should campaign against all abuses of human rights, including those related to economic, social and cultural rights. It is in this framework that Amnesty International has commenced addressing the human rights problems arising in the context of HIV/AIDS.
And it is to HIV/AIDS and human rights that I want to turn now. In doing so I want to confirm that we share an understanding of some commonly used terms which I will refer to in this paper.

Stigma: means “any mark of disgrace; a sign of moral blemish; stain or reproach caused by dishonourable conduct”.  In the context of HIV is means ascribing to someone a sense of disgrace or moral blemish for their status.
Prejudice: means “an opinion or judgment formed without due examination; prejudgment; a leaning toward one side of a question”. In the context of HIV it implies negative and detrimental views about someone because of their actual or perceived HIV status rather than on the evidence of any failing on their part. 
Discrimination: refers to treatment which is rendered differently because of some characteristic of the individual being so treated. In the context of HIV/AIDS it is a person’s status (or presumed status) which leads to treatment which if different from the treatment given to those who are HIV negative. While discrimination can be positive or negative, in the case of HIV it is virtually always negative.
Stigma and prejudice are beliefs; discrimination is an action. Together stigma, prejudice and discrimination combine to give rise to human rights abuses. As the 1988 Summit of Health Ministers in London concluded they also “undermine public health and must be avoided”.
Why are people with HIV/AIDS the targets of stigma and discrimination?
There appear to me be three main clusters of reasons for people living with HIV/AIDS being stigmatised and made the subject of discrimination.
The first reason – and probably the first cause of prejudice in the early years of the pandemic -- was fear of the virus, of infection, of “contamination”. People did not understand what HIV was, how it was transmitted and what extremely low level of risk arose through contact with an HIV positive person. They feared the virus and therefore they feared people with the virus. This lead to exaggerated over-reaction, marginalisation and exclusion of those living with HIV/AIDS.
The second reason is the virus is transmitted by means which discomfort many people – through heterosexual intercourse (often extra-marital), through homosexual activity, and through injecting drugs (usually illegal) into the user’s veins.
  

The stigma attached to those infected by sexual activity or drug use reflects societal ambivalence about these activities as well as concerns about the virus itself. 
A third reason has to do not so much with the means of acquiring the virus but rather who acquires it. Marginalised groups such as sex workers or prostitutes living with the virus can form a focus for prejudice. Homosexual men and drug users also can be the subject of prejudice and discrimination, reflecting fear or hatred of homosexuality – that is, homophobia – and long-standing negative views about drug-taking. But the problem goes much deeper than this. In sub-Saharan Africa, monogamous married women form a sector particularly vulnerable to the virus, even though they are following one of the recommendations advanced for self-protection – to remain faithful to one sexual partner. The prejudice faced by women living with HIV/AIDS in sub-Saharan Africa illustrates gender discrimination onto which is grafted the HIV problem. Gender is a growing dimension of the HIV crisis.
I am sure that there are additional reasons but the three I have just identified – fear of the virus (and thus the carrier of the virus), the stigmatizing nature of the transmission route, and the marginalized communities vulnerable to infection – account for much of the prejudice we see.

What are the forms of discrimination against people living with HIV? They are wide-ranging and damaging both to the individuals affected but also to the wider society. 
Home

Unfortunately, discrimination and prejudice literally start at home. As the Indian Hindustan Times newspaper reported in December last year
, in India the family of the infected person often discriminates against women family members living with HIV/AIDS. 

Such women can have aspersions cast on their sexual lives by the parents of their husbands, despite a wide awareness that Indian women in general have no control over their sexual life. Although a majority of women got the virus from their husbands, it was the women who were blamed for the husband’s death. In many cases, the woman was accused of causing her husband's illness, and either disowned or deserted by her in-laws.

In many African countries women fear talking to their husbands about HIV or urging the use of condoms for fear of being accused of unfaithfulness, and of becoming a victim of violence or being ejected from the home. Women whose husbands die may lose all rights to the family home and property – though they may in some cases ensure their security by “marrying” the dead man’s brother. This practice of “wife inheritance” puts the woman at further risk of exposure to HIV since her husband’s brother is likely to be older than her and more sexually experienced with greater opportunities to have acquired the virus.
Workplace
NGOs and other international bodies such as the International Labour Organization have expressed concern that discrimination against workers living with HIV/AIDS is growing, especially among women. The ILO notes that discrimination can take many forms, including “pre-employment testing leading to a refusal to hire, testing of long-term foreign visitors before entering a country, and in some countries, mandatory tests for migrant workers.”
They note other forms of discrimination include “dismissal without medical evidence, notice or a hearing, demotion, denial of health insurance benefits, salary reductions and harassment.” 

The problem of sexual and other violence against working women is a major risk factor for HIV and is immense. In Kenya, for example, the International Labour Rights Fund (ILRF) and local partners found that 90% of a sample of women workers interviewed from Kenya’s agricultural and textile industries were raped by their supervisors as a condition of keeping their jobs.
 Even if this is an extreme example, similar abuses by male employers and supervisors against female employees are reported frequently. Every unwanted imposed act of sex represents a serious threat to the woman (or man) being coerced into sexual activity where the background HIV prevalence rate is so high.
For some women and men, the workplace is the street. People selling sexual services (sex workers) can be at high risk of infection and usually have no voice in public policy and until recently had little say in health policies. They are a vulnerable population at risk of violence and exposure to sexually transmitted infections including HIV. There is continuing pressure from male clients not to use a condom – and the additional money they sometimes offer – can be a factor leading to women putting their health at risk.
Discrimination in healthcare facilities

Hospitals, clinics, and doctors’ surgeries should be places where the person with HIV could expect sympathy and help – and indeed this is usually the case. However, it is not always so. In 2003 the Pan American Health Organization reported on the subject of AIDS-related stigma and discrimination in the health sector
 and cited a number of examples of discriminatory behaviour.
In Zambia, the report noted, “the most extreme forms of stigmatization towards people known or suspected to have HIV were reported in health care settings. This included denial of drugs and treatment, being left [waiting] in the corridor, being dealt with last, being labeled or called names; being subjected to degrading treatment and [suffering] breaches of confidentiality.”

In Thailand one woman “learnt about her HIV-positive status, when her test results were publicly announced in front of other patients and their relatives. ‘I did not feel human anymore,’ she said. “My papers were taken from me by the nurses who passed them around the room to other nurses.’ ” The HIV-associated stigma was too much for her family and at the age of 18 she was evicted from the family home.

According to the PAHO study, “surveys of health workers generally show that about 10% - 20% hold negative attitudes towards people living with HIV/AIDS. Such attitudes are associated with both fear of transmission and fear or disapproval of the actual or presumed lifestyles of people living with HIV/AIDS.”

Discrimination in the health sector is particularly ironic in Africa where health workers themselves have a high HIV prevalence. Researchers in South Africa found that nearly 16% of public and private health care workers in four provinces studied were HIV-positive in 2002. HIV prevalence was "much higher" among younger health workers – 20% among those aged 18 to 35 years old, according to the study. HIV prevalence was around 20% among non-professional staff and nearly 14% among professional health care workers.
 

In spite of continuing discriminatory attitudes among some health professionals, there are signs both of evolving positive attitudes and beneficial effects of training on HIV within the health professions – encouragement for more active awareness-raising in the health sector.
Discrimination in accessing treatment 

Fear of stigma and prejudice acts to inhibit people seeking treatment so, irrespective of active discrimination, those who may need medical care are often afraid of being exposed as living with the virus. This is one of the factors which make respect for individuals’ rights to confidential and consensual treatment so important. However, on top of this “structural” disincentive for people to seek treatment, there is active discrimination. This may come from health workers but may also be something wider – a lack of commitment, or indeed, capacity, by the government to provide appropriate medical care to people living with HIV/AIDS. This may mean that those with the financial means can access long-term anti-retroviral care but those who are poorer cannot and are left without support, care or hope. 
One context in which states have difficulty in addressing HIV/AIDS (or are lacking in the will to do so) is that of conflict. Amnesty International documented earlier this year the tragic situation of widows of the Rwandan genocide who are now living with HIV and are finding it difficult to access treatment.
 In the last few weeks we have documented the suffering of women who have been raped during the course of the conflict in the Democratic Republic of Congo.
 Many are now living with HIV with little chance of receiving appropriate medication or even testing. The toll of conflict, sexual violence and HIV is seen in numerous regions of the world. Lack of access to care is the rule in such regions.
Discrimination in society

At the level of society as a whole it is clear that there remains much work to be done to dispel myths and misapprehensions, to break down barriers between HIV-positive and HIV-negative people and to persuade governments to commit more resources to HIV prevention and care. It is time to see an end to the barring of HIV-positive children from school, the expulsion of people from a country because of their HIV status, the firing of employees solely because they have the virus. These society-wide acts of discrimination must be challenged if HIV/AIDS is to be tackled successfully.
Right to health

One of the guiding tools for responding to HIV is international law relating to health. I do not want to spend much time on this point. It is enough to say that the majority of governments have acceded to treaties which require them to pay attention to the health of their citizens. The International Covenant on Economic, Social and Cultural Rights (ICESCR) provides at article 12 that citizens have the right to the highest attainable standard of health. The Convention on the Elimination of Discrimination Against Women and the Convention on the Rights of the Child also deal with matters of health rights.

The interpretation of these treaty obligations has been assisted by the comments of the treaty committees, the relevant special rapporteurs, by courts, by academic lawyers and analysts, and by non-governmental organizations.
Human rights perspective

HIV is a probe on attitudes to human rights. Our response to the virus touches on economic, social and cultural rights including health, education, and employment among others but also with civil and political rights such as freedom of association, freedom of speech and freedom of movement. Human rights have been central to the response to HIV/AIDS since the creation of the UN Global Program on AIDS in the 1980s. The level of discrimination, fear and human rights abuse which follows the virus suggests that the importance placed on human rights was a correct judgement by policy makers and that there remains a vital role to play by human rights advocates. If we want to defeat HIV/AIDS we have to support the human rights of those living with the virus. There are excellent guidelines to this effect in the form of the 12 article International Guidelines on HIV/AIDS and human rights.
 One of these guidelines – No. 6 – was amplified in 2002 to deal at greater depth with the issue of access to prevention, treatment, care and support.

HIV/AIDS activists as human rights defenders

AI considers those who promote the rights of people living with HIV/AIDS as human rights defenders. And, like other human rights defenders, they are people at risk. In Central America, HIV/AIDS educators have been prevented from doing their work and forced into hiding as a result of death threats from paramilitary groups.
 In Asia, HIV/AIDS health educators and groups working with homosexual men have been harassed and prosecuted. Health workers who have spoken out on poor medical practices such as unsafe blood collection methods have also been prosecuted. The Indian NGO Samraksha recorded 20 incidents in a four month period in 2001/2 of police violence against 27 peer educators and others against women in prostitution not conducting HIV/AIDS work. The vast majority of these incidents included severe beating of women in detention and extortion of money. 
 Elsewhere protests are happening in many countries as people living with HIV/AIDS and their supporters press governments to provide life-saving medication to those who need it. Protesters are sometimes treated aggressively and denied basic rights to express their views.
Amnesty International believes that in, addition to establishing an adequate medical infrastructure and public health capacity, openness, transparency, information and debate are central to tackling HIV/AIDS effectively. Those who defend freedom of expression, the rights of people living with HIV/AIDS, the freedom of health practitioners to advocate effective preventative and treatment approaches, contribute to overcoming one of the greatest threats to global health in centuries. We must encourage all means of communication available – newspapers, magazines, radio, television and the internet. Information about HIV should not be a state secret. Individuals should not be prosecuted for trying to promote a public health discussion. Clamping down on freedom of speech will provide the conditions for the spread of the virus – we should contain the virus and not the vital information necessary to its control. We need informed criticism of policy and practice if we are to improve our effectiveness and save lives.
Conclusion
By conventional measures, the international response to HIV/AIDS has not been a great success. From a few patients in 1981 the burden of illness and death two decades later is now measured in tens of millions. Signs of hope are on the horizon but the challenge is huge. People living with HIV/AIDS need support and adequate medical care. And medical care is most effective when those in need are able to access it without discrimination in the health sector and without being put at risk of human rights violations in the family, in the community or at the hands of government. The challenge for governments is to ensure that protection for human rights can be combined with clinical expertise to reverse the HIV trajectory of the last two decades. We believe that it can be done by governments with the necessary vision for health care and protection, within a climate of openness and debate, and where a commitment to human rights is a fundamental value of the society.
Thank you.
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