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First trials of HIV prevention behavioral
Interventions

AIDS. Jan;3(1):21-6.

AIDS prevention in homosexual and bisexual men:
results of a randomized trial evaluating two risk
reduction interventions.

Valdiserri RO, Lyter DW, Leviton LC, Callahan CM,
Kingsley LA, Rinaldo CR.

Falk Clinic Laboratories, University of Pittsburgh, PA

Am J Public Health. Jul;79(7):885-7.

Stress reduction training changed number of sexual
partners but not immune function in men with HIV.
Coates TJ, McKusick L, Kuno R, Stites DP

Division of General Internal Medicine, University of
California, San Francisco

Am J Public Health. Feb;81(2):168-71.

HIV risk behavior reduction following intervention with
key opinion leaders of population: an experimental
analysis.

Kelly JA, St Lawrence JS, Diaz YE, Stevenson LY,
Hauth AC, Brasfield TL, Kalichman SC, Smith JE,
Andrew ME.

University of Mississippi Medical Center, Jackson



NIH Consensus Development Conference
Following Large Growth in Literature, 1997

“Preventive
Interventions are
effective for reducing
behavioral risk for
HIV/AIDS and must be
widely disseminated.”

Interventions to Prevent
HIV Risk Behaviors. 1997
February 11-13;15(2):1-41.



Impact of “C” In VCT for Persons Testing
HIV Seronegative

e CDC’s Project RESPECT*

4 arms in RCT (all arms included HIV testing)
— 4 session counseling
— 2 session (pre- and post-test) counseling
— Didactic information

— Didactic information and no follow up until final time
point (to control for impact of repeated surveys)

e STD clinics in Baltimore, Denver, Long Beach,
Newark, San Francisco (5,758 HIV- clients)

*Kamb ML et al. JAMA. 1998:280:1161-1167.



Project RESPECT* (continued)

 No major difference between 2 and 4
session counseling

* Pre- and post-test counseling better than simple provision
of didactic information

— Increased highly consistent condom use through 6
month follow-up

— Decreased incident STDs by 30% at 6 month follow-up
— Decreased incident STDs by 20% at 12 month follow-up
— Findings consistent across sites

*Kamb ML et al. JAMA. 1998:280:1161-1167.



Project RESPECT Press Release from
CDC, October 1998

“This study showed that it's not how much you talk to people about HIV
prevention that matters most — but how you talk to them....,” Dr. Helene
Gayle

“According to CDC, the brief sessions used in this study...are feasible to
Implement in busy health care settings.”

“In this study, the approach was implemented with existing clinic staff, in
not much more time than that required for didactic messages, and cost
only $8 additional dollars per client to implement.”

“Far too often, prevention programs found to be ideal in research are too
difficult and expensive to implement in the real world,” said Dr. Mary
Kamb. “With this program the ideal can be real, with few additional
resources.”

Note: CDC also awarded the study team the Charles C. Shephard
Award for scientific excellence



|IOM Report on HIV Prevention, 2001

 Endorsed importance
of behavioral
Interventions in HIV
prevention

e Included individual,
small group, and
community level
Interventions

e Endorsed inclusion in
economic optimization
modeling



CDC Prevention Research Synthesis
Project

Compendium of Effective
Interventions rn: wvie i |-r"|

— http://www.cdc.gov/hiv/topics/ Rese 1”—" }
research/prs/index.htm

Tiers of Evidence

— Best evidence

— Promising evidence
Meta-analyses
Diffusing Effective s
Behavioral Interventions

COLLABORATION®




Inflation-Adjusted Budget (1983 Dollars)

HIV Incidence and CDC HIV Prevention Budget (Adjusted for Inflation), United States, 1977-
2006
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HIV infections averted and medical costs
prevented, 1991-2006, US

(Farnham, Holtgrave, Sansom, Hall JAIDS 2010;54:565-567)

TABLE 1. HN Infections Prevented and Their Medical Costs, 1991-2006 (2009 Dollars)

Base Case Analysis, Global Transmission R ate Bae Case
HIV HIV HIV Fmjecied Frojected Cases of HIV Base Case Cost of HIV
Incidence Frevalence Transmis sion Transm ission Incidence I nfection Life-Time Infections Averted
Yaar I{x) Fix) Rate T {x} Rate T (x) I{x) Averted Costs {hillisn 5}
1991 45,700 73,010 b 2 1,074 10,374 32127 8.3
1942 45,700 19,655 fub 2 i, 530 11,940 12127 1R
19493 45,700 M2, 510 b 2 il, 851 13,151 32127 .2
1954 4£500 740, 500 b6 8.2 h2, TR0 13,980 32127 $.5
1995 45500 737,64 fub B2 fil, 266 14, 56 121276 W6
1996 4£500 1,525 h.5 8.2 fid, 63 14,8% 336714 154
1997 58400 TR2 A7 15 B2 5, 263 6, 863 1671 125
1998 SEA00 520, (=0 11 2 HE, #62 10, 02 336714 3.7
1999 55400 B384 6 B2 L8 13,509 3671 351
2000 55,300 B, 247 6.2 B2 6,29 2,99 3367154 3.7
2001 55,300 989,19 bl B2 B, 737 25 457 3671 9.3
2002 55,300 Q65,512 57 B2 RS, 482 ), 182 1671 §11.1
2003 55400 1,001, 754 3.5 2 A0, 6146 35,218 336714 3129
2004 55400 1,058, 192 53 B2 6, 148 40, 748 1671 150
2005 55400 1,074, 547 a2 B2 102,112 46,712 3367,154 317.1
2006 55400 L113,297 50 B2 108,519 53,119 1671 §19.5

Total £35.200 1,217,078 51,578 31299




UNAIDS ‘07 AIDS Epidemic Update

“Of the total difference in
the estimates published in
2006 and 2007, 70% are
due to changes in six
countries: Angola, India,
Kenya, Mozambique,
Nigeria, and Zimbabwe.
In both Kenya and
Zimbabwe, there is
iIncreasing evidence that a
proportion of the

declines is due to a
reduction of the number
of new infections which is
In part due to a reduction
in risky behaviours.” (p.3)

@UNAIDSE £

5% 4
@ World Health
E::' _._1 Organization




Refining Transmission Rates by
Knowledge of Serostatus?!s

 Now assuming HIV prevalence of 1,106,400 and 79%
awarenees of HIV seropositivity per recent HIV prevalence
MMWR...

e Qverall transmission rate
— 5.0

 Unaware of HIV seropositivity
— Transmission rate estimated at 11.4

Aware of HIV seropositivity
— Transmission rate estimated at 3.3

1. Holtgrave DR et al. Int J STD AIDS. 2004;15(12):789-92.
2. Marks G et al. AIDS. 2006;20(10):1447-50.

3. Holtgrave, Pinkerton. JAIDS. 2007.

4. Hall et al. JAIDS. 2010



Global HIV Prevention Work Group,
August 2008

 Report—“Behavior Change ¢ Recommends

and HIV Prevention: substantial scale-up
[Re]Considerations for the _ _
21st Century” * Future directions

» Cites strong support for — Moving from efficacy to
Individual, small group and effectiveness
community level — Generalizability

Interventions from
“hundreds of RCTs” and

“observational research”
studies — “Individual agency”

— Sustaining behavior
change

— Multi-dimensional
evaluations



Final Thoughts for Discussion

Given size and content of
behavioral intervention
literature, when would
withholding such
Interventions be ethically
justified?

If you served on an IRB
would you permit a study
without this component in a
comprehensive prevention
package?

Commentary

Public Health Errors: Costing Lives,

Millions at a Time

Overview of Commentary
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