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An open debate about the object and purpose of
global health knowledge in the context of an
interdisciplinary research partnership on HIV/STI
prevention priorities in Peru
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Abstract
Background: With the failure of the latest vaccine trial, HVTN-505, HIV prevention efforts remain critical. Social and
structural factors contributing to HIV and STI transmission include stigma regarding sexual violence, HIV infection
and sexual orientation. For instance, HIV prevention and overall sexual health programs in Peru have been implemented
yet key populations of youth (sex workers, male and transgender youth) continue to be overrepresented in new cases of
HIV and STI. This suggests that interventions must take new directions and highlights the need for additional research.
Discussion: While interdisciplinary, international research collaborations often are indicated as best practice in developing
new knowledge in global health and an important component of the leadership in health systems, this does not mean
they are free of challenges. In this debate we document our reflections on some of the challenges in developing an
interdisciplinary and international research team to understand HIV and STI prevention priorities among youth in two
culturally diverse cities in Peru: Lima, the capital city, and Ayacucho, in the Andean region.
Summary: Rather than offering solutions we aim to contribute to the debate about the object and purpose of global
health research in the context of developing international research partnerships that genuinely promote a reciprocal and
bidirectional flow of knowledge between the Global South and the Global North, and researchers at intersections of these
locations.
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Background
With the failure of the latest vaccine trial, HVTN-505,
HIV prevention efforts remain critical [1]. While interdisciplinary, international research collaborations often
are indicated as best practice in developing new knowledge in global health [2] and an important component
of the leadership in health systems, this does not mean
they are free of challenges. Rather than offering solutions
we aim to contribute to the debate about the object and
purpose of global health research [3,4] in the context of

developing international research partnerships. Despite
global efforts to prevent, treat, and ultimately cure HIV,
the epidemic today affects 34 million people worldwide,
including 1.9 million people living in Latin America and
the Caribbean [5]. Social and structural factors contributing to HIV and STI transmission are in a large part
comprised of stigma associated with sexual violence,
persons living with HIV (PLHIV) and sexual and gender minorities (SGM). Undeniably there is ongoing
marginalization of, and stigma directed toward, SGM
worldwide that preclude human rights and full access
to health services [6,7]. This situation is a public health
and human rights problem in low and middle income
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(LMI) countries such as Peru—our case study [8-11]. It
is also a persistent concern in high income countries
(HIC) such as the US and Canada [12-15], demonstrating the transnational nature of these issues [16].
UNAIDS [17] reported that in 2011, of 74,000 PLHIV
in Peru, 50,000 were men. The same report defined
priority populations as including people involved in
sex work, transgender persons, and men who have sex
with men (MSM). It was estimated that most of the
5,800 new cases in 2011 belonged to these populations
[17]. However, as in other global regions [18], statistics
on gender-specific HIV incidence and prevalence are
incomplete. Research has indeed indicated a ‘heterosexual bridging’ of HIV and syphilis transmission involving
Peruvian MSM [19]. ‘Bridging’ in this case characterized
the behaviors of men (bridgers) who reported sex with both
men and women in the past year [19].
Although youth as a whole represent a global population at risk for HIV and STI infections, there is a great
deal of variability within this developmental period and
within high-risk subgroups [20]. In Peru, disaggregated
statistics reveal increased risk for key populations of
youth; male youth, sex workers, and other SGM populations are overrepresented in new HIV and STI cases in
Peru [21]. The median age of persons living with AIDS
in Peru in 2013 was 31 years old, which means that at
least 50% were exposed to HIV before reaching 21 years
of age [21]. These statistics point clearly to the importance of focusing on youth in HIV and STI prevention in
Peru. Youth in Peru (15–29 years old) represent approximately 28% of the population of 8 million [22]. The
United Nations Population Fund (UNPFA) released a report in 2012 that details the characteristics of the ‘demographic bonus’ of Peru. This concept refers to contexts
where a majority of a population falls into the range of
15–59 years old and therefore is employable, the current
context of Peru [22]. While the immediate consequence
is an extremely competitive job market, the future is
more concerning, as the current youth get older and the
younger group occupies a much smaller proportion in
the population pyramid. Youth in Peru are, however, a
heterogeneous group: 48% are migrants living in large
urban zones; only 1/3 are studying, while 83% work full
or part-time; 37% of teenage girls that have only elementary education are also teen mothers; and 81% of youth
in poverty are sexually active before 19 years of age [22].
While HIV and overall sexual health prevention programs targeting youth in Peru have been implemented
[7], a review of local literature and discussions with local researchers and community groups indicated that the role of
HIV stigma, sexual violence, cultural diversity and health
literacy in the effectiveness of those programs warrants further attention. Of special concern is the dearth of policies
that protect the sexual and reproductive health and rights
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of youth, in particular SGM youth [23]. Human rights are
premised on the notion of human dignity; human dignity
requires that individuals do not suffer from discriminatory
legislation [24]. In Peru, the exclusion of youth in sexual
health rights legal frameworks indicates that youth also lack
overall civil and political rights, the core of human rights.
We are three social sciences and clinical researchers
living and working in Canada; two of us are from South
America (ES from Peru and JFA from Venezuela) and
one from Canada (CL). While one of us has a program
of research based in Peru (ES), the others are based in
diverse global regions (e.g. Jamaica, South Africa, Haiti)
and Canada. We represent different disciplines and universities, and travelled to Peru together to meet local
agencies and researchers in May 2013. Our paper is
based on reflections and dialogue that emerged during
our research trip.
We plan to examine HIV and STI prevention priorities
among youth in two culturally and geographically diverse cities in Peru: Lima, the capital city, and Ayacucho,
in the Andean region. Peruvian researchers have reported on the intercultural diversity regarding how social
and health indicators such as sexual violence, homophobia [25], religion, sexuality, sexual health and politics
[26] are expressed and embraced in different provinces
of Peru. The most significant differences were found between the coastal region (Lima) and the Andean region
(Ayacucho), which is why we choose these two regions
as the focus of our interest. This paper reflects our initial
discussions on how best to prepare ourselves for international and interdisciplinary research in global health.
After a preliminary trip exploring local priorities and
local partnerships it was clear to us that in order to develop a viable cultural, age and gender appropriate HIV/
STI prevention research agenda with key populations of
youth in Peru, it is essential to work in partnership with
community agencies, health researchers and knowledge
users. Mindful of reported difficulties in facilitating youth
participation—in particular vulnerable youth—in the creation of global health knowledge, which should be the foundation of international HIV policy [20,27], we intend to use
interdisciplinary tools to facilitate this participation. Our
discussion on how disciplinary understandings influence
our practice as international health researchers is organized
around the three thematic tensions on global health knowledge suggested by Rowson et al. [4]: What is the object of
knowledge? What is the purpose of knowledge? What are
the types of knowledge? The article is structured around
our professional conversations and outlines the challenges
we have experienced as health researchers in bridging the
mentioned divides in global health in the context of our
current project. Rather than offering solutions or recommendations it is a representation of our interpretations and
deliberations; hence our exchanges are open for debate.
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Discussion
Object of global health knowledge

The Global Fund for AIDS, Tuberculosis and Malaria
(GFATM) is the keystone of HIV and STI prevention
programs in LMI countries. Epidemiological analyses
and cost-effectiveness evaluations of those interventions
highlight MSM as the priority population in Peru [28].
However, research also pointed to other key populations
at risk such as transgender women (transwomen) [29],
female and male sex workers [30,21], pregnant women
[31], female sexual partners of heterosexual/bisexual men
[32,19], and street engaged youth [33]. Similarly to other
countries [34-37] young MSM (YMSM) appear to have
greater risks than MSM over 29 years old [20]. In addition,
recent Peruvian statistics confirm regional variations of risk
for all these populations [21] suggesting that interventions
should also address region specific needs among these diverse populations. These considerations from our case
study are somewhat in conflict with the emphasis in global
health on commonalities, i.e. people’s health is affected by
global forces and should be therefore approached using
common strategies. While an emphasis on commonalities
[as the object of global health] certainly facilitates the quick
production of global health research and knowledge, we
agree with Rowson and colleagues [4] that this may also
pose risks regarding understanding of: a) the social context
of health issues, b) the plurality of disciplinary perspectives
on defining priority issues and c) the views of Southern
populations on what health issues are significant.
In considering the social context of global health, the
connection with human rights is central. While the complex policy and legal interpretations of the right to
health [38] is beyond the scope of this discussion, it is
important to note that Article 25 of the Universal
Declaration of Human Rights [39], considers not only
medical care but also access to housing, food, clothing,
and social services as the right that everyone has for
a standard of living adequate for health and well-being.
However, the global health emphasis on medical
interventions has been to some extent distant from a
rights-based approach that emphasizes action to the preconditions of health and the underlying social determinants
of health. This apparent dissonance has generated critiques
on the universal validity of a global health framework [40].
For instance, global health knowledge in mental health has
been questioned by psychiatrist Derek Summerfield because “it deflects attention from what millions of people
worldwide might cite as the basis of their distress—for example, poverty and lack of rights” [41]. While some of these
critiques have come from the medical field [42], others
often arise from disciplinary fronts outside medicine [38],
but all of these voices call for ‘new frontiers’ on global
health politics [43]. These new frontiers are a reminder of
Rowson et al.’s [4] call for a plurality of perspectives in
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global health knowledge. The authors of this paper indeed
came from diverse disciplines, economics (ES), psychology
(ES, JA), public health (JA), sociology (CL) and social work
(ES, CL) and are combining their different epistemological
frameworks to develop the current research project. For
example, a social work strengths-based, anti-oppressive
practice framework is congruent with a rights-based approach and emphasizes resilience as well as resistance [44].
This may seem inconsistent with the dominant framework
of risk and vulnerability in health promotion, but combined
they may safeguard the necessary inclusion of local participation in defining health problems and solutions and supporting the development of equitable partnerships where
knowledge is co-created by knowledge users and researchers, in this case, by Peruvian youth and local and
international researchers. We agree with Ouma and
Dimaras [45] that to build equitable and mutually
beneficial research relationships the views of local
partners are highly important no matter which approach is taken. The inclusion of local youth, local researchers and local agencies as knowledge producers in
our planned project reflects an attempt to transcend
the typical North–south direction of global health
knowledge and endorse instead a truly reciprocal, bidirectional flow. Our team itself, comprised of diasporic researchers from the global South living and
working in the global North, also challenges the binary
of global North vs. global South and highlights the
intersectional and often complex, transnational identities of global health researchers.
Purpose of global health knowledge

The purpose of global health research is contested.
While some believe a researcher’s role is transactional
and should benefit participants and avoid exploitation,
others extend the scope of researchers engaged in global
health to challenge conditions of injustice and oppression and to promote human rights [46,47,3,48]. Lavery
et al. [3] propose a ‘relief of oppression’ framework that
promotes freedoms, including social, economic and political opportunities. They argue that addressing injustice
“is relevant to background conditions of injustice because it
is precisely those conditions that so often give rise to the
health and social circumstances that interest observational
researchers working in global public health” [3]. This position implicates researchers from high income countries
(HIC), or the global North, in addressing inequities that are
at least in part shaped by inequitable international trade
policies and laws and a history of colonization [3,48]. In
contrast, Rothman et al. [15] argue that global health objectives should be ideologically neutral in order to avoid addressing politics. This approach points to the contextually
varying definition of equity and norms regarding stratification across societies, suggesting that it is practically
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impossible to have a universal definition of equity [15].
While Standing et al. [49] reinforces the importance of
grounding all discussions of human rights in local understandings of this concept, they also highlight that purposes
of rights-based global health work include conceptual analyses, program and policy approaches, and advocacy for
specific populations (e.g. people living with HIV).
Where HIV and STI are the foci, the majority of social
and public health researchers concur that social and
structural inequity shapes the vulnerability to infection
among the most marginalized groups across all societies:
SGM, youth, sex workers and prisoners [50,6,51]. This
suggests that the ‘relief of oppression’ framework may be
the most relevant for defining the purpose and guiding
international HIV research projects [3]. For example, the
‘relief of oppression’ approach is particularly salient to
addressing the HIV and STI prevention needs among
SGM youth in Peru. With its focus on promoting freedoms, this framework has implications for research to
promote a) political rights, including legal protection
from discrimination and representation; b) social opportunities, such as access to social support; and c) access
to economic opportunities [3]. These are all key to
HIV prevention for SGM youth in Peru, and elsewhere
[21,50,51]—and for health and human rights of SGM
persons more generally [16].
There is a need for greater understanding about the
significance and meaning of rights and equity in persons’
lives across diverse contexts [49]. Standing et al. [47]
propose a research agenda that explores a) social conceptualizations of sexuality, rights and sexual and reproductive health (SRH), b) how groups, such as SGM
persons, negotiate rights and wellbeing and c) how we
can share lessons learned from diverse global contexts.
In the Peruvian context this may translate into an exploration of socio-cultural norms regarding sexuality,
rights, and HIV/STI in our 2 research areas—Lima and
Ayacucho. It could also inform research that examines
understandings of rights, stigma, resilience and HIV/STI
among LGBT youth in Lima and Ayacucho, as well as
initiatives for knowledge translation within and between
countries. Kippax et al. [50] underscore the need to explore the intersection of socio-political and bio-medical
perspectives on HIV prevention. From this angle the
purpose of knowledge could be to examine multidisciplinary understandings of issues such as HIV prevention
and socio-political mobilization [51]. These perspectives,
while not exhaustive of the purpose and direction our
proposed research could take, help to unpack our framework and approach to the role of researchers and provide a clear roadmap of the multi-directionality our
research could take—from exploring the applicability
of the ‘relief of oppression approach’, to exploring the
meaning of rights and equity in Lima and Ayacucho,
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and/or applying a multi-disciplinary approach to informing
HIV prevention.
Types of global health knowledge: collaborative and
participatory

HIV and STI prevention research crosses disciplinary
and sectorial boundaries; such generation of knowledge
of complex systems requires the participation of people
with different academic backgrounds and interests,
different methodologies and theoretical frameworks.
Such diversity presents a challenge for the formation of
health collaboratories—technology-supported research networks involving different stakeholders, such as researchers,
healthcare providers, and community actors [52]. Although
guidelines and experiences exist for ensuring the development of successful collaboratories [53,54] uniting all stakeholders in a general framework that takes into account
each subspecialty constitutive of a collaboratory is a difficult
task in and of itself. However, the use of health information
technologies is an example of the diverse types of knowledge that can aid in the deployment and evaluation of
such collaborative networks in global health projects
by implementing innovative communication technologies and methodologies that promote coordination
between health care providers/researchers and the target populations.
Consumer health informatics (CHI) is an emerging
field of study that lies at the intersection between the social and behavioral sciences and information technology
as applied to personal health issues [55]. However, unlike
the most established areas of health informatics [56],
which focus on hospital-based healthcare, CHI possesses
several features that distinguish the field. First, its central
focus is health information users, that is, patients and
the lay public. Second, it cuts across the levels of individual and population health. Third, because of its focus
on the layperson, one of its major concerns is with prevention of illness by fostering lifestyle changes and early
screening behaviors. In this sense, CHI can serve to investigate and implement methods of empowering laypersons to become informed and skillful users of health
information.
However, for populations that lack basic resources and
are disempowered in society, such as street youth, SGM,
and sex workers in LMI countries, adopting healthy
lifestyle changes is particularly challenging. It may also
reflect neoliberal ideologies that place the impetus for
change on the individual vs. society. How can CHI help
marginalized populations globally in becoming more
informed and skillful users of health information and
services? Apart from increasing accessibility through
communication devices (e.g. cellular phones), CHI can
also provide personalized information and reminders for
health users, which they can use to reduce the distance

Suarez et al. Globalization and Health 2014, 10:40
http://www.globalizationandhealth.com/content/10/1/40

between healthcare providers and themselves. CHI can
also contribute to empowering patients by means of decision aids that help marginalized individuals to challenge the stereotypes that may be barriers to health care.
For instance, CHI technologies can provide researchers
and healthcare workers with ways of gathering specific
patient information about users in a very secure and anonymous way, which allows the latter to share information without the threat of stigmatization. Furthermore,
relevant to our project at hand is the use of peer-to-peer
(P2P) technologies. These are based on utilizing a network of users for storing and distributing information,
rather than a central repository or database; this can inform the infrastructure to develop and maintain social
networks of people with similar lifestyles, interests, and
social identities including sexual orientation and gender
identity. In this regard, one potential implementation could
be the development of secure user portals for SGM youth
in Peru who can access such websites for accessing personal health information or as venues for interacting with
healthcare providers and community activists.
However, although the CHI field has been heralded as
an important contributor to the solution of many of the
problems facing healthcare and medicine today, including HIV and STI prevention, CHI interventions have to
meet several challenges when applied to complex “real
life” situations, from access to health services [57] to the
use of screening aids for basic health concerns [58]. One
of the major challenges is the variability in the populations that are the target of CHI interventions in global
health. For instance, in the context of our project in
Peru, information has to be not only timely, but also tailored to the characteristics of SGM youth, especially
those groups who need such interventions the most. It is
encouraging that previous research in Peru indicated
favorable attitudes among HIV positive groups about
using the Internet, cell phones and Personal Digital
Assistants for HIV health promotion interventions, pointing in particular to cell phones as feasible and culturally appropriate tools in resource-poor settings [30]. In short,
problems regarding literacy, accessibility, usability of the
electronic tools, and comprehension of the information
provided by health care professionals are some of the issues
to which CHI could contribute real solutions by devising
different portals for SGM youth depending on their social environment (e.g., urban–rural), age (adolescents
vs. adults), and other factors. For instance, studies have
shown that by using methods of analysis of health information it is possible to tailor such information to specific populations to increase readability and comprehensibility [59].
For these strategies to be successful information should be
adapted to the particular characteristics of the youth who
are the target of the research and interventions, such as the
appropriate literacy levels and degrees of comprehension,
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while matching the information usability to their learning
styles. An example of this is provided by studies that improve people appropriate literacy levels and manipulate the
cognitive load [60] necessary for ease of processing, such as
improvements in coherence of information, propositional
density, and use of illustrations [61]. In turn, by including
users as generators of knowledge, we can start developing
more systematic and potentially more sustainable research
endeavors. CHI is merely one example of the bridging
of social sciences and biomedical perspectives and the
benefits that this interdisciplinary confluence can offer
to HIV research [48] and ultimately to the study of
globalization and health. The tensions of bridging individual focused interventions with social and structural
level interventions for HIV and STI prevention with key
populations has been articulated but is important to reiterate as there is increasing attention to biomedical and
new prevention technologies [62-64].

Summary
In contrast with the popular trend of focusing on the
technical tools of “how to do” global health research this
debate focuses instead on thoughts about the “why” and
“what” of global health knowledge which are essential
deliberations for HIV research and prevention. Balancing
the various priorities and strengths of social and biomedical
sciences, including the multiple levels of focus (individual,
social structural) and multiple actors involved (youth, parents, health care providers, community-based organizations) are all significant factors to be considered when
situating global health discussions. By discussing the tensions surrounding what the object and purpose of global
health knowledge is, we highlight the connection of global
health with an international human rights framework and
with interdisciplinary and cross-sectoral debates. By emphasizing a context-specific, participatory, and interdisciplinary approach in global health we are also considering
that global health problems have distinctive significance
and solutions in different international settings. We contend that where knowledge is co-created by knowledge
users and researchers a multidirectional flow of global
health knowledge can be achieved. With globalization we
have witnessed an increased global flow and exchange of
services and practices generally from North to South; we
hope to encourage a more humbling approach in global
health research, that is, a reciprocal, multidirectional flow
of knowledge from the South to the North.
Competing interests
Authors declare no competing interests.
Authors’ contributions
ES and CL formulated the original idea for this debate article. ES wrote the
first draft and CL and JFA contributed with additional sections. ES prepared
the final draft and all authors read and approved the final manuscript.

Suarez et al. Globalization and Health 2014, 10:40
http://www.globalizationandhealth.com/content/10/1/40

Acknowledgements
The authors’ trip to Peru in May 2013 and preliminary work informing this
debate paper was possible thanks to a Wilfrid Laurier University International
Research Development Grant granted to Eliana Suarez.
Author details
Lyle S. Hallman Faculty of Social Work, Wilfrid Laurier University, 120 Duke
Street West, N2H 3W8 Kitchener, ON, Canada. 2Factor-Inwentash Faculty of
Social Work, University of Toronto; Adjunct Scientist, Women’s College
Research Institute, Women’s College Hospital, University of Toronto, Toronto,
ON, Canada. 3School of Public Health and Health Systems, University of
Waterloo, Waterloo, ON, Canada.
1

Received: 14 October 2013 Accepted: 16 May 2014
Published: 21 May 2014

References
1. Editorial L: 30 years of HIV: where next? Lancet 2013, 381(9883):2056.
2. Adams J: Collaborations: the rise of research networks. Nature 2012,
490:335–336.
3. Lavery JV, Bandewar SVS, Kimani J, Upshur REG, Plummer FA, Singer PA:
‘Relief of oppression’: an organizing principle for researchers’ obligations
to participants in observational studies in the developing world.
BMC Public Health 2010, 10:384.
4. Rowson M, Willott C, Hughes R, Maini A, Martin S, Miranda J, Pollit V,
Smith A, Wake R, Yudkin JS: Conceptualising global health: theoretical
issues and their relevance for teaching. Global Health 2012, 8:36.
5. Garcia P, Vargas JH, Caballero P, Calle J, Bayer A: An e-health driven
laboratory information system to support HIV treatment in Peru: E-quity
for laboratory personnel, health providers and people living with HIV.
BMC Med Inform Decis Mak 2009, 9:50.
6. Parker R, Aggleton P: HIV and AIDS-related stigma and discrimination:
a conceptual framework and implications for action. Soc Sci Med 2003,
57(1):13–24.
7. Cáceres C, Mendoza W: The national response to the HIV/AIDS epidemic in
Peru: accomplishments and gaps—a review. AIDS 2009, 51(Suppl 1):S60–S66.
8. Baral S, Sifakis F, Cleghorn F, Beyrer C: Elevated risk for HIV infection
among men who have sex with men in low- and middle-income
countries 2000–2006: a systematic review. PLoS Med 2007, 4(12):e339.
9. Sandoval C, Cáceres C: Influence of health rights discourses and
community organizing on equitable access to health: the case of HIV,
tuberculosis and cancer in Peru. Global Health 2013, 9:23.
10. Fay H, Baral SD, Trapence G, Motimedi F, Umar E, Lipinge S, Dausab F, Wirtz A,
Beyrer C: Stigma, health care access, and HIV knowledge among men who
have sex with men in Malawi, Namibia, and Botswana. AIDS Behav 2011,
15(6):1088–1097.
11. Lung V, Tun W, Sheehy M, Nel D: Levels and correlates of internalized
homophobia among men who have sex with men in Pretoria, South
Africa. AIDS Behav 2012, 16(3):717–723.
12. Brennan DJ, Ross LE, Dobinson C, Veldhuizen S, Steele LS: Men’s sexual
orientation and health in Canada. Can J Public Health 2010, 101(3):255–258.
13. Plöderl M, Kralovek K, Fartacek R: The relation between sexual orientation
and suicide attempts in Austria. Arch Sex Behav 2010, 39(6):1403–1414.
14. Logie CH, James L, Tharao W, Loutfy MR: HIV, gender, race, sexual
orientation, and Sex work: a qualitative study of intersectional stigma
experienced by HIV-positive women in Ontario Canada. PLoS Med 2011,
8(11):e1001124.
15. Rothman EF, Exner D, Baughman AL: The prevalence of sexual assault
against people who identify as gay, lesbian, or bisexual in the Unites
States: a systematic review. Trauma Violence Abuse 2011, 12:55–66.
16. Logie C: The case for the world health Organization’s commission on the
social determinants of health to address sexual orientation. Am J Public
Health 2012, 102(7):1243–1246.
17. UNAIDS: AIDS Info: Peru. [http://www.unaids.org/en/Regionscountries/
Countries/Peru/]
18. Germain A: Women and the global AIDS epidemic. Lancet 2009, 373(9663):544.
19. Tobet S, Sanchez J, Lama J, Goicochea P, Campos P, Rouillon M, Cairo JL,
Uedae L, Wattsf D, Celum D, Holmes KK: HIV, syphilis and heterosexual
bridging among Peruvian men who have sex with men. AIDS 2002,
16(9):1271–1277.

Page 6 of 7

20. Borek N, Allison S, Cáceres CF: Involving vulnerable populations of youth
in HIV prevention clinical research. AIDS 2010, 54(Suppl 1):43–47.
21. Guillen R: Indicadores de la Estrategia Sanitaria Regional de Prevención y
Control de ITS-VIH/SIDA Y Hepatitis B. Ayacucho, Perú: Dirección Regional de
Salud de Ayacucho; 2013.
22. Fondo Población de de las Naciones Unidas: El Bono Demográfico del Perú.
Lima: UNFPA; 2012.
23. Coe AB, Goicolea I, Hurtig A, San Sebastian M: Understanding How young
people Do activism: youth strategies on sexual health in Ecuador and
Peru. Youth Soc 2012, XX(X):1–26.
24. Howard-Hassmann RJM: Human security: undermining human rights?
Hum Rights Q 2012, 34(1):88–112.
25. Cáceres C, Salazar X, Rosasco AM, Fernández Dávila P: Ser Hombre en el Perú de
hoy: Una Mirada a la Salud Sexual Desde la Infidelidad, la Violencia y la Homofobia
[Being a man in today’s Peru: Examining Sexual Health from the Perspectives on
Infidelity, Violence and Homophobia]. Surco, Perú: REDESS Jóvenes; 2002.
26. Católicas por el Derecho a Decidir, Perú: Religión, Sexualidad y Política:
Explorando Saberes y Actitudes Ayacucho, Lima y Pucallpa [Religion, Sexuality
and Politics: Exploring Knowledge and Attitudes in Ayacucho, Lima, and
Pucallpa]. Lima, Peru: UPCH; 2013:2013.
27. Gibbs A, Campbell C, Maimane S, Naird Y: Mismatches between youth
aspirations and participatory HIV/AIDS programmes in South Africa.
Afr J AIDS Res 2010, 9(2):153–163.
28. Aldridge R, Iglesias D, Cáceres CF, Miranda J: Determining a cost effective
intervention response to HIV/AIDS in Peru. BMC Public Health 2009, 352:1–12.
29. Silva-Santisteban A, Raymond HF, Salazar X, Villayzan V, Leon S, McFarland
W, Caceres CF: Understanding the HIV/AIDS epidemic in transgender
women of lima, Peru: results from a sero-epidemiologic study using
respondent driven sampling (2012). AIDS Behav 2012, 16(4):872–881.
30. Curioso WH, Kurth A: Access, use and perceptions regarding Internet, cell
phones and PDAs as a means for health promotion for people living
with HIV in Peru. BMC Med Inform Decis Mak 2007, 7:24.
31. Alarcon J, Johnson KM, Courtois B, Rodriguez C, Sanchez J, Watts DM,
Holmes KK: Determinants and prevalence of HIV infection in pregnant
Peruvian women. AIDS 2003, 17:613–618.
32. Clark J, Long CM, Giron JM, Cuadros JA, Caceres CF, Coates TJ, KLausner JD:
The NIMH collaborative HIV/STD prevention trial. Partner notification for
sexually transmitted diseases in Peru: knowledge, attitudes, and
practices in a high-risk community. Sex Transm Dis 2007, 34(5):309–313.
33. Salazar X, Cáceres C, Rosasco A, Kegeles S, Maiorana A, Gárate M, Coates T:
The NIMH collaborative HIV/STD prevention trial. Vulnerability and
sexual risks: vagos and vaguitas in a low income town in Peru. Cult
Health Sex 2005, 7(4):375–387.
34. Larkin J, Mitchell C: Gendering HIV/AIDS prevention: situating Canadian
youth in a transnational world. Womens Health Urban Life 2004, 3(2):62–83.
35. Parekh S: Researching LGB youths in India: still a distant dream. J LGBT
Youth 2006, 3(2/3):147e150.
36. Kabiru C, Izugbara C, Beguy D: The health and wellbeing of young people
in sub-Saharan Africa: an under-researched area? BMC Int Health Hum
Rights 2013, 13:11.
37. Santos Cruz ML, Hance L, Korelitz J, Aguilar A, Byrne J, Serchuck L, Hazra R,
Worrell C: Characteristics of HIV infected adolescents in Latin America:
results from the NISDI pediatric study. J Trop Pediatr 2011, 57(3):165–172.
38. Hammonds R, Ooms G, Vandenhole W: Under the (legal) radar screen:
global health initiatives and international human rights obligations.
BMC Int Health Hum Rights 2012, 12:31.
39. United Nations (UN): UN 1948 Declaration of Human Rights. [http://www.
un.org/en/documents/udhr/]
40. Kelly JD, Barrie B, Ross R, Temple B, Moses L, Bausch DG: Housing
equity for health equity: a rights-based approach to the control of
Lassa fever in post-war Sierra Leone. BMC Int Health Hum Rights 2013,
13:2.
41. Summerfield D: How scientifically valid is the knowledge base of global
mental health? BMJ 2008, 336(7651):992–994.
42. Bozorgmehr K: Rethinking the ‘global’ in global health: a dialectic
approach. Global Health 2010, 6:19.
43. Schrecker T: Multiple crises and global health: New and necessary
frontiers of health politics. Glob Public Health 2012, 7(6):557–573.
doi:10.1080/17441692.2012.691524.
44. Guo W, Tsui M: From resilience to resistance: a reconstruction of the strengths
perspective in social work practice. Int Soc Work 2010, 53(2):233–245.

Suarez et al. Globalization and Health 2014, 10:40
http://www.globalizationandhealth.com/content/10/1/40

Page 7 of 7

45. Ouma BD, Dimaras H: Views from the global south: exploring how
student volunteers from the global north can achieve sustainable
impact in global health. Global Health 2013, 9:32.
46. Fried LP, Bentley ME, Buekens P, Burke DS, Frenk JJ, Klag MJ, Spencer HC:
Global health is public health. Lancet 2010, 375:535–537.
47. Koplan JP, Bond TC, Merson M, Reddy KS, Rodriguez MH, Sewankambo N,
Wasserheit J, Consortium of Universities for Global Health Executive Board:
Towards a common definition of global health. Lancet 2009, 373:1993–1995.
48. Mills EJ, Singh S: Health, human rights, and the conduct of clinical
research within oppressed populations. Global Health 2007, 3:10.
49. Standing H, Hawkins K, Mills E, Theobald S, Undie C-C: Introduction:
contextualising “rights” in sexual and reproductive health. BMC Int Health
Hum Rights 2011, 11(Suppl 3):S1.
50. Kippax SC, Holt M, Friedman SR: Bridging the social and the biomedical:
engaging the social and political sciences in HIV research. J Int AIDS Soc
2011, 14(Suppl 2):S1.
51. UNAIDS: UNAIDS Action Framework: Universal Access for Men who Have Sex
With Men and Transgender People. Switzerland, Geneva; 2009 [http://www.
unaids.org/en/media/unaids/contentassets/documents/programmes/
programmeeffectivenessandcountrysupportdepartment/gfresourcekit/
20110909_Technical_Guidance_MSM_and_TG_people_en.pdf]
52. Craver JM, Gold RS: Research collaboratories: their potential for health
behavior researchers. Am J Health Behav 2002, 26(6):504–509.
53. Fleming ES, Perkins J, Easa D, Conde JG, Baker RS, Southerland WM,
Dottin R, Benabe JE, Ofili EO, Bond VC, McClure SA, Sayre MH, Beanan MJ,
Norris KC: Addressing health disparities through multi-institutional,
multidisciplinary collaboratories. Ethn Dis 2008, 18(2, Suppl 2):161–167.
54. Lee SE, McDonald DW, Anderson N, Tarczy-Hornocha P: Incorporating
collaboratory concepts into informatics in support of translational
interdisciplinary biomedical research. Int J Med Inform 2009, 78(1):10–21.
55. Eysenbach G: Consumer health informatics. BMJ 2000, 320(7251):1713–1716.
56. Arocha JF, Hoffman-Goetz L: A survey of public health and consumer
health informatics programmes and courses in Canadian universities
and colleges. Inform Health Soc Care 2012, 37(4):242–252.
57. Coiera E: The Internet’s challenge to health care provision. BMJ 1996,
312:3–4.
58. Ta-Min R, Arocha J, Hoffman-Goetz L: Assessing readability and
comprehensibility of Web-based cancer information. J Inform Technol
Healthcare 2007, 5:300–312.
59. Sweller J, Van Merrienboer JJG, Paas FGWC: Cognitive architecture and
instructional design. Educ Psychol Rev 1998, 10:251–296.
60. Arocha JF, Patel VL: Learning and Telehealth for Consumers of Health
Information. In Proc. International Interactive Consumer Health Conference. Edited
by Quintana Y. London, ON: University of Western Ontario Press; 1999.
61. Stacey D, Bennett CL, Barry MJ, Col NF, Eden KB, Holmes-Rovner M,
Llewellyn-Thomas H, Lyddiatt A, Légaré F, Thomson R: Decision aids for
people facing health treatment or screening decisions. Cochrane
Database Syst Rev 2011, 10, CD001431.
62. Adam BD: Epistemic fault lines in biomedical and social approaches to
HIV prevention. J Int AIDS Soc 2011, 14(Suppl 2 S2):1–9.
63. Kippax S: Effective HIV prevention: the indispensable role of social
science. J Int AIDS Soc 2012, 15(2): http://www.jiasociety.org/index.php/jias/
article/view/17357.
64. Kippax S, Stephenson N: Beyond the distinction between biomedical and
social dimensions of HIV prevention through the lens of a social public
health. Am J Public Health 2012, 102(5):789–799.
doi:10.1186/1744-8603-10-40
Cite this article as: Suarez et al.: An open debate about the object and
purpose of global health knowledge in the context of an
interdisciplinary research partnership on HIV/STI prevention priorities in
Peru. Globalization and Health 2014 10:40.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

