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TARGETED PATHS TO HIV PREVENTION
WHY AGAIN AND WHY NOW?

Debbi Birx, MD 
Director, Division of Global HIV/AIDS

Center for Global Health
Centers for Disease Control and Prevention 

Presenter
Presentation Notes
Good afternoon. I’m Debbi Birx, Director of the Division of Global HIV/AIDS.
I will focus on the questions:  Prevention: Why now? Why again?




Number of New HIV Infections Has Declined

 In past 8 years, number of new HIV infections has 
decreased
 17% overall
 18% in sub-Saharan Africa
 29% in South and South East Asia

 HIV prevalence among young pregnant women 
(15–24 years old) has decreased significantly in 
Botswana, Ivory Coast, Kenya, Malawi, and 
Zimbabwe

UNAIDS: Report on the Global AIDS Epidemic 2010
http://www.unaids.org/globalreport/Global_report.htm
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Presenter
Presentation Notes
The number of new HIV infections has decreased by 17% overall, in the past 8 years.
 Although we do not know the specific intervention that has caused this impact, much of these declines can be attributed to the intensive global effort, particularly through the first phase of PEPFAR, President’s Emergency Plan for AIDs Relief, to scale up HIV treatment and care in countries with the largest epidemics.





Direct Numbers for PEPFAR-Supported  
Treatment, Care, PMTCT,  and OVC, 2004–2010
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PEPFAR, President’s Emergency Plan for AIDS Relief 
PMTCT, Prevention of mother-to-child transmission
OVC, Orphans and vulnerable children 

Presenter
Presentation Notes
This graph shows the tremendous impact of scaling up HIV services in resource-limited settings--bringing lifesaving care to more that 10 million people, PMTCT to more than 8 million women, and treatment to 3.2 million yet there is still much to do.



Summary of Global HIV Epidemic in Numbers in 2009 

 People living with HIV
 Total: 33.3 million
 Women: 15.9 million
 Children aged <15 years: 2.5 million

 People newly infected with HIV
 Total: 2.6 million
 More than 7,000 new HIV infections a day

 97% are in low- and middle-income countries
 1,000 are in children aged >15 years 
 6,000 are in adults aged 15 years and older 

• ~51% are women
• ~41% young people aged 15–24 years
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UNAIDS: Report on the Global AIDS Epidemic 2010
http://www.unaids.org/globalreport/Global_report.htm

Presenter
Presentation Notes
There are 33.3 million people that are currently living with HIV.  
The data underscore the need for continued and focused prevention efforts, with 2.6 million people newly infected with HIV and over 7,000 new infections occurring daily. 



Total: 2.6 million (2.3–2.8 million)

People Newly Infected with HIV Globally in 2009
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UNAIDS: Report on the Global AIDS Epidemic 2010, all numbers are estimates 
http://www.unaids.org/globalreport/Global_report.htm

Presenter
Presentation Notes
 As shown on this slide, the majority of new infections (though decreasing) remain concentrated in Sub-Saharan Africa. These data show the geographic distribution of the 2.6 million people newly infected with HIV in 2009, 
[CLICK] with 1.8 million people newly infected in Sub-Saharan Africa in 2009.




Why the Current Focus on HIV Prevention?

 New interventions have proven efficacious for 
preventing HIV infection

 CDC and PEPFAR have built major global 
infrastructures in the health sector 
 Allows for provision of care, treatment, and services for prevention 

of mother-to-child transmission, HIV testing and counseling, and 
medical male circumcision

 Provides a platform for integrating prevention into existing services
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Presenter
Presentation Notes
Treatment alone will not be sufficient to move us out of the epidemic.
But, bringing the same intense focus to comprehensive prevention interventions as we have done and were successful with care and treatment, is needed.
Now, more than ever, prevention needs concentrated scale-up of evidence-based interventions.
We now have more tools and the public health platforms in place to substantially impact the global HIV epidemic in even a greater manner.






Need for More Coverage with 
Efficacious Interventions

Male circumcision 50-60% efficacy

Improved interventions 
for PMTCT

With effective PMTCT programs, HIV 
transmission can be reduced to 2–4%

Antiretroviral treatment 
as prevention

Observational data of sero-discordant 
couples suggest up to 92% reduction in HIV 
transmission

HIV vaccine 31% efficacy

Vaginal microbicide 39% efficacy; 54% among high adherers 

Pre-exposure prophylaxis 44% efficacy; 74% among high adherers

8

PMTCT, Prevention of mother-to-child transmission

Presenter
Presentation Notes
So now let’s focus on new efficacious interventions.
For example, 3 RCTs have shown that male circumcision is 50-60% efficacious.  Models suggest that one infection is averted for every four circumcisions in a high HIV incidence, low circumcision country.
You will hear more on Pre-exposure prophylaxis from Dr. Mermin.  
Ensuring the full utilization of our new tools paves the road for the immediate scale-up of future proven prevention s.modalitie
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Prevention Interventions: 
Potential Impact vs. Quality of Data 

Public 
Health 
Impact

Quality of Data
Poor Fair Good

Large Treatment as prevention Male circumcision 
PMTCT, PwP

Some Commercial sex workers 
(all behavioral)

Potential* Counseling 
and testing

Injection and               
non-injection drug use

Peer education
STI Management

No 
Evidence 
of Impact

Mass media Abstinence and fidelity
Other behavioral

*Right direction, not statistically significant 

PMTCT, Prevention of mother-to-child transmission
PwP, Prevention with positives 

Presenter
Presentation Notes
We need to impact HIV incidence.  In analyzing the potential public health impact of prevention interventions vs. quality of data, we know that we should focus our efforts where the potential is greatest for largest public health impact, using the best quality of data that exists for decreasing HIV incidence.
 Effective programming should be guided by effective data and targeted to specific populations (as will be further described by the other presenters)



Pregnant Women Treated
FY2004–FY2010
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Presenter
Presentation Notes
We have documented the number of infant infections averted. This graph shows the marked successes of rolling out new prevention interventions through PEPFAR’s support, namely treating pregnant women for HIV over the years in 15 of the former “focus” countries resulting in over 330,000 infants born without HIV.




Need for More Coverage with 
Efficacious Interventions

Intervention Coverage in Sub-Saharan Africa

HIV counseling and testing 40% have been tested; 
40% of HIV infected know their status 

Antiretroviral treatment*

37% of people eligible for treatment 
received life-saving medicines;

50% (21%–95%) in PEPFAR-supported 
former “focus” countries

Prevention of mother-to-child 
transmission 54% (40%–84%) PMTCT coverage 
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UNAIDS: Report on the Global Epidemic 2010
*Eligible at CD4 count of 200
PMTCT, Prevention of mother-to-child transmission 

Presenter
Presentation Notes
Despite the fact that new efficacious interventions are becoming more available, there is more need for coverage with these efficacious interventions. 
Ensuring the availability of counseling and testing as a portal to aggressive prevention interventions for the seronegative and service delivery to the HIV positive patients. 



Using Health-Sector Platforms for 
Integrated HIV Prevention
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HIV Care and Treatment 
Sites

 ART
 Testing partners
 Sero-discordant couples
 PwP
 Risk reduction and condoms
 Safe medical procedures

HIV Testing and 
Counseling Sites

 Testing individuals and           
partners

 Risk reduction and condoms
 Safe medical procedures

Antenatal Clinics
 Testing pregnant women 

and partners
 Prophylaxis for mothers and 

infants
 Risk reduction and 

condoms
 Safe medical procedures

Male Circumcision Sites
 Male circumcision
 Testing 
 Risk reduction and condoms
 Safe medical procedures

ART, Antiretroviral treatment 
PwP, Prevention with positives 

Presenter
Presentation Notes
It is critical to understand and overlay proximate and structural determinants of sexual transmission of HIV.  
We know we must address structural issues related to poverty and gender-based violence (GBV) as they have an impact on HIV and Dr Mercy will address the role of GBV and GBV prevention as it relates to girls.
This diagram shows the potential for leveraging platforms in the health-sector for integrated HIV prevention. We have the public health infrastructure (health centers, laboratories and hospitals) to expand the services and proven prevention interventions.
Here, infrastructures built in the health sector to provide an opportunity for integrated prevention programming.  HIV testing and counseling sites, HIV care and treatment sites, antenatal clinics, and male circumcision sites are depicted with the potential for administering multiple interventions for integrated HIV prevention. 
Dr. Mermin will also further discuss targeting Americans with HIV in healthcare settings. Dr. Farley will further this discussion with presenting prevention interventions in New York City.  
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HIV PREVENTION IN THE UNITED STATES 
NEW APPROACHES IN HEALTH CARE 

Jonathan Mermin, MD, MPH
Director, Division of HIV/AIDS Prevention

National Center for HIV//AIDS, Hepatitis, STD, and TB Prevention 
Centers for Disease Control and Prevention 

Presenter
Presentation Notes
Good afternoon. Many of the same issues just highlighted by Dr. Birx are reflected in the U.S.




Overview

 HIV in the United States
 National HIV/AIDS strategy
 Prevention in health care settings

 Persons with HIV
 Persons with high risk for acquiring HIV

14

Presenter
Presentation Notes
I will present an overview HIV epidemic in the U.S., the new National HIV/AIDS Strategy, and approaches to HIV prevention in health care settings, both for people living with HIV and people at high risk for HIV.
[CLICK] First, an overview. 




HIV in the United States
Magnitude of the Problem

 1.1 million people living with HIV
 56,000 new infections (2006)
 16,000 deaths (2006)
 Net increase of 40,000 people each year
 People who start ART are now expected to live 

at least additional 35 years

CDC, HIV Surveillance Report, 2008; vol. 20. Published June 2010; available at 
http://www.cdc.gov/hiv/surveillance/resources/reports/2008report/cover.htm
Hall H et al. JAMA 2008;300(5):20-529; 
ART Cohort Collaboration Lancet 2008:372: 293-299
ART, Antiretroviral treatment 0
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Presenter
Presentation Notes
There are 1.1 million people in the country living with HIV, and about 56,000 new infections and 16,000 deaths annually (which means we have a net increase of about 40,000 people living with HIV each year). 
Because of advancements in testing and treatment, people with HIV are living longer, healthier lives—and people who start ART are expected to live at least an additional 35 years.



HIV Incidence and Prevalence Estimates
United States, 1977–2006
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Presenter
Presentation Notes
The number of people living with HIV in the U.S., shown in red, has risen every year, because survival has increased and the annual number of new infections, in blue, is greater than the number of deaths. This reflects the success of treatment, and a partial success of prevention, as incidence has remained stable even as the number of people with the potential to transmit HIV has grown each year.   




AIDS Prevalence in the United States
By State, 2007 
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CDC, HIV Surveillance Report, 2008; vol. 20. Published June 2010; available at 
http://www.cdc.gov/hiv/surveillance/resources/reports/2008report/cover.htm

Presenter
Presentation Notes
This map shows the distribution of people with AIDS, and its disproportionate geographical impact, especially in the South and Northeast. 
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AIDS Prevalence in the United States
By State, 2007 

CDC, HIV Surveillance Report, 2008; vol. 20. Published June 2010; available at 
http://www.cdc.gov/hiv/surveillance/resources/reports/2008report/cover.htm

50% of persons living with AIDS are in 5 states
90% of persons living with AIDS are in 23 
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Presenter
Presentation Notes
In fact, as you can see from this graph, [CLICK] half of all people living with AIDS in the U.S. reside in 5 states, and [CLICK] 90% of all persons living with AIDS reside in 23 states. 




HIV/AIDS in the United States
Health Inequity

 95% of people with AIDS are MSM, African American, 
Latino, or IDU
 53% of all  cases are among MSM

 African Americans are 8 times more likely to have HIV 
than whites

 Latinos are 3 times more likely to have HIV than whites
MSM are >40 times more likely to have HIV than other 

men

CDC, HIV Surveillance Report, 2008; vol. 20. Published June 2010; available at 
http://www.cdc.gov/hiv/surveillance/resources/reports/2008report/cover.htm
MSM, Men having sex with men
IDU, Intravenous drug users19

Presenter
Presentation Notes
HIV also highlights non-geographic health disparities.  95% of the people with AIDS are either MSM, African American, Latino, or injection drug users.  53% of all cases are among MSM.  
African Americans are 8 times more likely, and Latinos 3 times more likely to have HIV than White Americans. And, MSM are more than 40 times more likely than other men to have HIV.  
Commissioner Farley will describe some creative examples of programs for MSM in NYC. 




Overview

 HIV in the United States
 National HIV/AIDS strategy
 Prevention in health care settings

 Persons with HIV
 Persons with high risk for acquiring HIV
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Presenter
Presentation Notes
To better address these tremendous HIV-related disparities, and a growing epidemic, the White House Office of National AIDS Policy developed a National HIV/AIDS Strategy.




National HIV/AIDS Strategy: 
Major Goals and Associated Targets for 2015

 Reduce HIV incidence
 Lower the annual number of new infections by 25%
 Reduce the HIV transmission rate by 30%

 Increase access and quality of care for people with HIV
 Increase to 85% the proportion of newly diagnosed patients linked 

to care within 3 months of diagnosis
 Reduce HIV-related disparities

 Increase by 20% the proportion of HIV-diagnosed persons with 
undetectable viral load in each of 3 target populations: African 
Americans, Hispanics/Latinos, and MSM

21

http://aids.gov/federal-resources/policies/national-hiv-aids-strategy
MSM, Men having sex with men

Presenter
Presentation Notes
The Strategy sets specific goals and targets for the next 5 years. 
The first goal is to reduce HIV incidence, to lower the annual number of new infections by 25%, and reduce the HIV transmission rate by 30%. 
The second is to increase access to and improve quality of care for people with HIV--to increase to 85% newly diagnosed patients linked to care within 3 months of their diagnosis. 
And the third is to reduce HIV-related disparities, with the goal of increasing the proportion of people with an undetectable viral load by 20% among African Americans, Latinos, and MSM.




Smart Investments Now Yield Savings Later
Comparison of 5 scenarios: Projected HIV Incidence

Hall  HI, et al. JAMA 2008;300(5):520-529

Reducing transmission rate by 50% in 5 years would save $44–104 billion
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Presenter
Presentation Notes
Success in prevention will save lives and money. The lines in this graph represent annual new HIV infections in different scenarios.  
The bottom line, in yellow, projects what would happen if we were able to optimistically reduce the HIV transmission rate by 50% within the 5 years of the National Strategy.  This could save between $44 and $104 billion.




Overview

 HIV in the United States
 National HIV/AIDS strategy
 Prevention in health care settings

 Persons with HIV
 Persons with high risk for acquiring HIV
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Presenter
Presentation Notes
The response to HIV in the US has been championed by communities that have unique access to and trust in populations most affected by HIV. 
In addition, leveraging the healthcare system could expand impact and support integration of prevention and care.  




HIV Prevention in Healthcare Settings 
Targeting People with HIV

 HIV testing and linkage to care and prevention services
 Antiretroviral therapy
 Retention in care and adherence to interventions
 Partner services
 Risk-reduction interventions and condoms
 STD screening and treatment
 Perinatal transmission interventions
 Substance use, mental health, and social support 
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Presenter
Presentation Notes
HIV prevention for people with HIV includes a wide array of services, 
[CLICK] I will discuss 4 in more detail: testing and linkage; ART; retention in care and adherence, and partner services. 




Testing and Diagnosis is Prevention

Marks G, et al. AIDS 2005;20(10);1447-1450
Campsmith M, et al. JAIDS 2010;53(5);619-24

Routine, opt-out screening in clinical settings costs 
$2-6,000 per person with HIV diagnosed
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21% (230,000) with undiagnosed HIV 
Associated with >50% of sexual transmission

79% (870,000) diagnosed 
More likely to access prevention 
and treatment

Routine, opt-out screening in clinical settings costs 
$2,000–6,000 per person with HIV diagnosed

Presenter
Presentation Notes
HIV testing is prevention.  It is estimated that the 21% of people with undiagnosed HIV infection in the country are associated with more than 50% of sexual transmission, and the 79% who are diagnosed are more likely to access prevention and treatment services and less likely to transmit HIV. 
Routine, opt-out screening in clinical settings costs between $2,000-6,000 per person with HIV diagnosed.




2006 HIV Testing Recommendations
Evidence of Impact

CDC. MMWR 2010;59(47);1550-1555
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Presenter
Presentation Notes
And, testing matters not only for diagnosing infections, but identifying them early, when people have opportunity for early treatment and protecting partners. 
We have seen an increase in the number of people who have ever had an HIV test in the U.S. to 45% in 2009, and a concomitant reduction in the proportion of people diagnosed with HIV late in their infection.
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Effective Care and Prevention

ART associated with 
>90% reduction in excess mortality
92% reduction in HIV transmission in cohort of HIV-discordant couples
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HIV Outpatient Study, CDC, 1994-2008 
Donnell D. Lancet  2010; 375: 2092-2098
Bhaskaran K, et al. JAMA  2008;300(1):51-9
ART, Antiretroviral treatment .  

Presenter
Presentation Notes
With diagnosis, people with HIV can access ART, which reduces mortality. The proportion of patients in an outpatient cohort taking ART in purple increased over several years, while the number of deaths decreased by 90%.
In addition, ART is effective prevention, and was associated with a 92% reduction in HIV transmission in a cohort of HIV-discordant couples. 



Population Impact of Antiretroviral Therapy 
British Columbia, Canada, 1996–2009

Montaner JS, et al. Lancet, 2010;376(9740);532-539 
HAART, Highly active antiretroviral therapy
IDU, Intravenous drug use
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Presenter
Presentation Notes
And there is some evidence that there is benefit not only to individuals, but to populations through reductions in community viral load. 
This study from British Columbia shows the association between increasing coverage of ART (the blue line), and the decreasing number of new HIV diagnoses per year (shown in red). 



Medication Adherence and 
Viral Load Suppression

Low-Beer S, et al. JAIDS. 2000;23(4):360-361
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Presenter
Presentation Notes
It is also important that people adhere to medication—for effectiveness of treatment and prevention. The proportion of people with suppressed viral load increases with adherence, from 20% among people who report less than 70% adherence, to 86% among people who report between 95 and 100% adherence. 




Linkage and Retention in 
Care and Prevention Services

 Linkage to care and preventive services
 Only 69% persons with HIV attend clinic within 12 months of diagnosis

 Cost and effectiveness of services
 Case management improves linkage by 32% at a cost of 

$1,200/person
 Interventions focused on adherence reduce viral load at 

~$35,000/QALY 
 Sexual behavior change interventions reduce unprotected sex by 43% 

and acquisition of sexually transmitted diseases by 80%
 Effectiveness depends on coverage during the entire 

cascade from testing to care
 Transmission reductions can vary from 15% to 44%

Walensky  RP, et al. Clln Infect Dis 2010;51(4):392-400
Marks  G, et al. AIDS 2010;24(17):2665–2678
Crepaz  N, et al. AIDS  2006; 20(2):143-157
QUALY, Quality-adjusted life year 30

Presenter
Presentation Notes
People can only take ART if they access care.  Only 69% of people with HIV attend a clinic within 12 months of their diagnosis. 
But, there are services that improve linkage.  For example, case management improves linkage by 32% at a cost of $1,200 per person. And adherence interventions reduce viral load at approximately $35,000 per additional quality-adjusted life year.
 In addition, sexual behavior change interventions for people with HIV reduce unprotected sex by 43% and acquisition of STDs by 80%. 
However, effectiveness depends on the entire cascade from testing to care, and transmission reductions can vary from 15% to 44% depending on drop off along this continuum.




Partner Services

 Partner testing and linkage services
 Reduce future transmission through earlier identification 

of undiagnosed infections
 20% of partners tested through provider notification had 

undiagnosed HIV
Median cost per new diagnosis is $7,800

Hogben M, et al. Am J Prev Med 2007;33(2S):S89–S100.
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Presenter
Presentation Notes
An additional intervention is partner testing, which can reduce future transmission by identifying discordant couples and diagnosing infections.   
20% of partners tested through provider notification had undiagnosed HIV at a median cost per new diagnosis of $7,800.




HIV Prevention in Health Care Settings        
Targeting People at High Risk for Acquiring HIV

 Behavioral risk-reduction interventions and condoms
 Pre-exposure prophylaxis (PrEP)
Microbicides
 STD Screening and treatment
 Substance use, mental health, and social support 

services 
Male circumcision

32

Presenter
Presentation Notes
There are also effective interventions in the healthcare setting for people at high risk for acquiring HIV, including
[CLICK] behavioral risk reduction interventions and pre-exposure prophylaxis. 




Behavioral Risk Reduction Interventions

 Goal: Reduce risk behaviors and increase condom use
 More than 50 interventions showed effect in controlled trials
 Many implemented in clinical settings

 Impact
 Reduce incident STDs by 17%
 Cost-effective: $15,000 per HIV infection averted

Delivery: Provider or computer-delivered interventions 
feasible to implement on large scale
 Need for linkage of patients requiring more intensive services to allied 

health or community-based provider
 Social, economic, mental health, and substance use issues often 

paramount 

33

CDC. 2009 Compendium of Evidence-Based HIV Prevention Interventions. Available at www.cdc.gov/hiv/topics/research/prs
Scott-Sheldon LA, et al. Ann Behav Med 2010;40:191-204
STDs, Sexually transmitted diseases

Presenter
Presentation Notes
The goal of behavioral interventions is to reduce risk behaviors and increase condom use. Over 50 such interventions showed effect in controlled trials, and many implemented in clinical settings.
For example, risk reduction interventions implemented in STD clinics reduce incident STDs by 17%. 
They are cost-effective: the median cost per HIV-infection averted is $15,000. Due to time constraints, brief provider or computer-delivered interventions may be the most feasible to implement on a large scale. 
But some patients will need more intensive services and should be linked to allied health or community-based providers, especially those who address social, economic, mental health, and substance abuse issues—some of the same critical issues raised by Dr. Mercy in his talk.
 



Pre-exposure Prophylaxis:
Potential Users and Cost-effectiveness 

 44% reduction in acquisition
 Potential users are HIV-uninfected persons at very high 

risk of infection and unable to consistently use other 
prevention modalities

 Cost-effectiveness depends on
 Incidence in target groups using pre-exposure prophylaxis
 Cost of medication and services
 Ability to maintain or increase existing risk reduction behavior
 Adherence to medication
 $34,000-$320,000/QALY saved

34

Paltiel AD, et al. CID 2009:48(6):806-815
QUALY, Quality-adjusted life year 

Presenter
Presentation Notes
In addition to behavioral interventions, last month results were announced from the first trial of pre-exposure prophylaxis. Taking daily a two-drug combination ART pill was associated with a 44% reduction in acquisition of HIV among gay and bisexual men; raising important issues. Potential users are HIV-uninfected persons at very high risk for HIV infection and unable to consistently use other prevention modalities.
 However, the ultimate cost-effectiveness of PrEP will depend on incidence in target groups, the cost of medication and services—currently the drugs for PrEP cost $12,000 per year; and patients’ ability to engage in risk reduction behavior and adherence to medication. Estimates of the cost per quality-adjusted life year, range from $34,000 to $320,000, depending on these factors.




Policy, Systems, and Environmental Change:
Integrating Prevention and Health Care

 Policy development and support
 Guidelines and recommendations: testing, prevention with 

positives, ART, male circumcision
 Quality measures
 Reimbursement guidance

 New programs and models
 Expanded Testing Initiative: 30 jurisdictions with >90% of epidemic
 Enhanced HIV Prevention Planning: 12 urban areas with 44% of 

epidemic
 Integrating HIV prevention, care, and treatment

35

ART, Antiretroviral treatment

Presenter
Presentation Notes
Policy change will be necessary if we are to fully integrate prevention into healthcare.  Some useful CDC or HHS guidelines issued or in progress relate to testing, prevention with positives, ART, and male circumcision.  Policies encouraging the use of quality measures, and providing reimbursement guidance for services will be critical.
Two examples of focused program implementation include CDC’s Expanded Testing Initiative that targets 30 jurisdictions with more than 90% of the epidemic, and Enhanced HIV Prevention Planning in 12 urban areas that have 44% of the epidemic that focuses on integrating prevention, care, and treatment services.




“The United States will become a place where new 
HIV infections are rare and when they do occur, 
every person, regardless of age, gender, 
race/ethnicity, sexual orientation, gender identity or 
socioeconomic circumstance, will have unfettered 
access to high quality, life-extending care, free from 
stigma and discrimination.”

——Vision, National HIV/AIDS Strategy
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Presenter
Presentation Notes
In conclusion, HIV is a major national burden. The success of the new Strategy will depend on maximizing impact and a collective commitment to the vision that…
“The United States will become a place where new HIV infections are rare and when they do occur, every person, regardless of age, gender, race/ethnicity, sexual orientation, gender identity or socio-economic circumstance, will have unfettered access to high quality, life-extending care, free from stigma and discrimination.”
Thank you. 
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CHILDHOOD SEXUAL VIOLENCE AND HIV:
DATA TO GUIDE PREVENTION 

Jim Mercy, PhD
Division of Violence Prevention

National Center for Injury Prevention and Control 
Centers for Disease Control and Prevention 

Presenter
Presentation Notes
 Good afternoon. I’m Jim Mercy and I work in the Division of Violence Prevention.



Overview

 Childhood sexual violence and HIV/AIDS
 Importance of public health surveillance of childhood 

sexual violence globally
 National survey in Swaziland
 Promising approaches to preventing childhood sexual violence 

and mitigating its health consequences

Childhood sexual violence is any sexual act perpetrated 
against the will of or by coercion of a person <18 years old 

by anyone regardless of their relationship to the victim
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Childhood sexual violence is a serious human rights and public health problem.  Exposure to childhood sexual violence has important implications for HIV infection, especially in countries with high HIV prevalence.
I will discuss the association between childhood sexual violence and HIV and the need for a strong foundation of surveillance data on this issue.
To illustrate the value of such data I will use the results of a survey of sexual violence against girls in Swaziland and link those results to promising prevention strategies relevant to both childhood sexual violence and HIV.



The Magnitude of the Problem 

 150 million girls and 73 million boys experienced 
sexual violence with physical contact in 2002

 Adolescents make up the fastest growing group of 
HIV-infected persons worldwide

 Sexual violence increases risk for HIV infection,         
as well as other mental and physical health problems  
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Girls are disproportionately impacted by sexual violence.
WHO estimated that 150 million girls and 73 million boys had experienced sexual violence in 2002.  If these 150 million girls constituted a country they would represent the eighth most populous country in the world. Consequently, I am focusing this presentation on girls.  
Adolescents make up the fasted growing group of HIV-infected persons worldwide with half of all incident cases found among youth age 15-24. This trend is especially pronounced in Sub-Saharan Africa.
Sexual violence increases the risk of HIV infection and a broad range of other mental and physical health problems.



Paths Leading From Childhood
Sexual Violence to HIV
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Childhood sexual violence has the potential for contributing to HIV infection  via 3 routes:
First, forced intercourse with an infected perpetrator can lead to direct transmission of HIV. Girls are biologically more vulnerable to contracting HIV than adult females.  And perpetrators of sexual violence are more likely to be HIV positive than non-perpetrators.  
Second, since sexual violence against girls is often associated with physical violence and perpetrators that are more powerful than their victims there is very limited potential for negotiation of safe sex practices such as condom use.
Third, exposure to childhood sexual violence leads to HIV risk behaviors such as not using condoms, transactional sex, multiple partners, and substance abuse. 



Swaziland

 Landlocked—bordering 
Mozambique and South Africa 
(population 1,133,066) 

 Among countries with highest 
adult HIV prevalence: 34.5%

 2006: CDC/UNICEF/Swaziland 
formed partnership to conduct 
a national survey 
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UNICEF, United Nations Children’s Fund
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Swaziland was the first location for a series of national surveys on sexual violence against children that are on-going in Sub-Saharan Africa.
Since the early 1990s, it has experienced a prolonged economic depression coinciding with an overwhelming HIV/AIDS epidemic. 
In 2006, CDC, UNICEF, and the Swaziland government formed a partnership to conduct a national survey.  This survey was motivated by the lack of objective information on the magnitude of childhood sexual violence and its relation to a range of health and social problems, especially HIV.




Purpose of the National Survey
Swaziland, 2007

 Describe magnitude and nature of the problem 
 Assess health consequences
 Identify potential risk and protective factors
 Assess utilization of services
 Help guide prevention programs and policies

Females aged 13–24 years participated and reported 
on their experience with sexual violence as children
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The purpose of the Swaziland study was to:
Describe the magnitude of the problem and assess health consequences.  
Identify potential risk and protective factors
 Assess utilization of health services, and
Ultimately, to use the data to help guide programs and policies to prevent violence against children.
[CLICK] The study was a 3-stage cluster design household survey in which 13-24 year old girls were interviewed.




Sexual Violence Prior to Age 18 Among Females 
13–24 Years of Age, Swaziland, 2007

Reza A, et al. Sexual violence and its health consequences for female children in Swaziland: 
a cluster survey study. Lancet 2009; 373(9679):1966-72
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Our results indicated that 1 out of every 3 females 13-24 years old reported experiencing some form of sexual violence before their 18th birthday. The most common forms of sexual violence included attempted unwanted intercourse and unwanted touching.
Furthermore, almost half of those who experienced sexual violence as a child experienced it more than once.






Association Between Childhood Sexual Violence and 
Selected Health Conditions, Females 13–24 Years Old, 

Swaziland, 2007 
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Reza A, et al. Sexual violence and its health consequences for female children in Swaziland: 
a cluster survey study. Lancet 2009;373(9679):1966-72
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STDs, Sexually transmitted diseases44
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Exposure to childhood sexual violence was significantly associated with an elevated risk for a range of health conditions.  
The strongest of these associations was for sexually transmitted infections, including HIV.  
Victims of childhood sexual violence were at almost 4 times greater risk of having an STDs during their lifetime than non-victims. 



Key Characteristics of Perpetrators of Childhood 
Sexual Violence, Swaziland, 2007 

 Three most common perpetrators
 Men/boys from the neighborhood: 32.3%
 Boyfriends: 26.2%
 Male relatives (excluding fathers):     14.0%

 Perpetrators tend to be substantially older than 
their victims (60% 5 or more years older)

45

Reza A, et al. Sexual violence and its health consequences for female children in Swaziland: 
a cluster survey study. Lancet 2009; 373(9679):1966-72.

Presenter
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The most common perpetrators of sexual violence against girls were all persons known to the victim: men and boys from the neighborhood, boyfriends, and other male relatives.
Perpetrators tended to be substantially older than their victims.  
These data point towards a need to address norms  that underlie cross generational relationships.  Asymmetries between girls and older male sexual partners in power make these relationships inherently risky for both violence and unsafe sex.




The Fataki Campaign

 Reduce acceptance of cross-
generational relationships that 
contribute to unsafe sex

Morogoro, Tanzania 
Percent of people who said they 
could do something increased 
from 64% to 88%

Heath C. Switch: How to change things when change is hard. Broadway Books: New York, pp. 234-239
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The Fataki campaign uses radio and billboard messages to create a social taboo against cross generational relationships by portraying the fictional Fataki as being thwarted in his attempts to seduce girls by family, friends, and neighbors.
Initial field tests in Morogoro, Tanzania found this program to increase the  the percentage of community members who say that they could do something about these relationships from 64% at baseline to 88% at post-test.




Use and Awareness of Services for Childhood 
Sexual Violence and HIV, Swaziland, 2007 

 Low use and awareness of services
 Only 14% of victims of childhood sexual violence received 

any kind of health, social, or criminal justice service
 Only 16% of respondents were aware of post-exposure 

prophylaxis (PEP) services

Reza A, et al. Sexual violence and its health consequences for female children in Swaziland: 
a cluster survey study. Lancet 2009;373(9679):1966-72
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In general we found that victims rarely receive and may not even be aware of health or counseling services that have the potential to mitigate health consequences and even save lives.
Only 14% of victims of childhood sexual violence  received any services  after their exposure.  This included any kind of health, social, or criminal justice service.  
Only 16% were aware of the availability of Post Exposure Prophylaxis services.




Post-exposure Prophylaxis (PEP) 

 PEP for rape victims
 Reduces likelihood of HIV seroconversion
 28-day course of antiretroviral medications 

started within 72 hours of rape
• 80% effective under optimal conditions

 Cost effective in South Africa
 Net cost of $2,000 per life year gained 

Christofides N, et al. Including post-exposure prophylaxis to prevent HIV/AIDS into post-sexual health services 
in South Africa: Costs and cost effectiveness of user -referred approaches to prevention.  Pretoria, South Africa. 
Medical Research Council, 2006
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PEP is a 28-day course of antiretroviral treatment that, if administered within 72 hours, can reduce the likelihood of seroconversion among rape victims.
It has been demonstrated to be about 80% effective in reducing seroconversion after occupational exposure to HIV in the US.
PEP can be provided in an affordable and cost saving manner in high HIV prevalence countries.  In South Africa, the net cost of PEP per life year gained was estimated to be about $2,000.



Role of Parents in Providing Protection and Information
Females Aged 13–24 Years, Swaziland, 2007 

 Parents protect children
 Having a close relationship with 

one’s mother cuts the risk of childhood
sexual violence by more than 50%

 Parents are not a primary source
of health information
 16% learned of HIV/AIDS from their parents
 34% learned about safe sex from their parents

Breiding MJ, et al. Risk factors associated with the experience of childhood sexual violence among females 
in Swaziland. Bulletin of the World Health organization (forthcoming)
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Another key area explored in the survey is the role of parents in protecting and providing information to children.
Having a close relationship with one’s mother cut the risk of childhood sexual violence by over 50% relative to girls who had no relationship with their mother.  
We also found that parents are not a primary source of health information. Only 16% learned of HIV/AIDS and 34% about safe sex from their parents.



Families Matter

 Promote positive parenting skills about sexuality 
and sexual risk reduction 
 Targets parents/caretakers children 9–12 years old
 Educational intervention in 5 sessions

Vandenhoudt H, et al. Evaluation of a U.S. evidence-based intervention in rural Western Kenya: 
From Parents Matter to Families Matter! AIDS Education and Prevention 2010;22(4):328-343
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 Rural, Western Kenya
 Enhanced communication: 
 Proportion of children asking parents 

about a sexual topic increased from 
14% to 50%

Presenter
Presentation Notes
The Swazi data point to the quality and reliability of a girl’s relationship with her parents as being critical for protection and information.
 Families Matter!, developed by CDC, is a US evidence-based intervention designed to improve parent-child communication about sexual risk reduction now being applied in Sub-Saharan Africa.  
Initial results from Rural, Western Kenya indicate that Families Matter! enhances parenting skills and communication around sexual topics.  For example, at post intervention 50% of parents report that their child asked them about a sexual topic versus 14% at baseline.




Together for Girls:
A Global Partnership

Generate data to guide action
Support governments in evidence-based prevention and response

Mobilize action through communication strategies

 Centers for Disease Control and Prevention 
 United Nations Children’s Fund
 President’s Emergency Plan for AIDS Relief
 The Joint United Nations Programme on HIV/AIDS
 United Nations Development Fund for Women
 United Nations Population Fund
 Becton, Dickinson and Company
 CDC Foundation
 Nduna Foundation
 Grupo ABC
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Fully addressing  the intersection between childhood sexual violence and HIV will require public health to engage in new partnerships.
Together With Girls is a partnership that brings together the private sector, UN agencies, and the US government, as listed here, to end sexual violence against girls.
[CLICK]This partnership was established in 2009 and is organized around three pillars: (1) generating data to guide action, (2) Supporting governments in evidence-based prevention and response, including supportive legal and policy frameworks, and (3) mobilizing action through communication strategies.
Ending sexual violence will allow girls worldwide to live safer and healthier lives. Public health has a critical role to play in this effort.
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HIV PREVENTION IN NEW YORK CITY

Thomas A. Farley, MD, MPH
Commissioner

New York City Department of Health and Mental Hygiene

http://www.nyc.gov/html/doh/html/home/home.shtml

Presenter
Presentation Notes
Good afternoon. I’m Thomas Farley, commissioner of the NYC Department of Health and Mental Hygiene.
I’ll briefly review the status of the HIV/AIDS epidemic in NYC and discuss a few ideas about prevention of HIV infection in our current situation.



Overview

 HIV epidemic in New York City
 Resurgence of transmission in MSM

 Prevention initiatives 
 Expanded HIV testing and linkage to care
 Prevention with positives
 Condom distribution
 Risk-reduction messages in mass media
 Reducing alcohol use

MSM, Men having sex with men 
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In reviewing the epidemiology of HIV infection in NYC I will emphasize the resurgence of transmission in MSM.
Then I’ll focus on a few prevention initiatives, either that we are currently undertaking or that I believe deserve more emphasis.
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As reported to the New York City Department of Health and Mental Hygiene by September 30, 2010

New HIV Diagnoses
New York City, 2001–2009
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Overall, trends in HIV diagnosis in NYC are falling.



Trends in HIV Diagnoses by Risk Group
New York City, 2001–2009

For events reported to the NYC DOHMH by September 30, 2010. Heterosexual risk category expanded to include 
HEFSP-defined probable heterosexual risk. Perinatal and other risk not included. Source: HIV Epidemiology and 
Field Services Program, NYC DOHMH.  
MSM, Men having sex with men  IDU, Intravenous drug use
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However, the rate of fall varies dramatically by risk group.  
While new diagnoses among IDU are falling rapidly, new diagnosis among men who have sex with men are essentially unchanged for nearly a decade.



HIV/AIDS Diagnoses Among MSM by Age 
New York City, 2001–2009
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The stability of new HIV diagnoses among MSM overall is masking sharp differences in trends age.  
While new HIV diagnoses are high but nonetheless falling among MSM over 30, new diagnoses among MSM under 30 have risen ~50% between 2001 and 2009.



Transmission Risks of Reported Acute HIV Cases
New York City, 2008–2009

Transmission Risk Cases Percent
Percent with 
Known Risk 

Factor

MSM only 143 74% 86%

MSM and IDU 6 3% 4%

IDU 6 3% 4%

Heterosexual 11 6% 7%

Unknown/under 
investigation 27 14% –

Total 193

Based on data reported to NYC DOHMH HIV Epidemiology and Field Services Program by September 30, 2010
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Note that even newly-diagnosed HIV infection may represent people infected several years ago, so it does not indicate who is getting infected today.
In NYC, to better understand the leading edge of the epidemic, we have a supplementatl surveillance system for acute HIV infection, which identifies cases based on:
Recent HIV antibody seroconversion
Negative HIV antibody and positive HIV antigen
Acute HIV illness syndrome
Among 193 cases identified over the last 2 years, 74% were known to be MSM; among those of known risk, 86% were MSM and an additional 4% were MSM who also infected drugs.  The only conclusion I can draw from this is that in NYC today is that 90% or more of the entire epidemic is occuring in MSM.
Our focus on prevention of HIV infecton should thus be directed to MSM.

Based on data reported to NYC DOHMH HIV Epidemiology and Field Services Program by September 30, 2010. NYC AHI case definition: http://www.nyc.gov/html/doh/downloads/pdf/ah/ahi-case-definition-current.pdf. Heterosexual includes persons who had heterosexual sex with an HIV-infected person, an injection drug user, or a person who has received blood products.  For females only, also includes history of prostitution, multiple sex partners, sexually transmitted disease, crack/cocaine use, sex with a bisexual male, probable heterosexual transmission as noted in medical chart, or sex with a male and negative history of injection drug use.  



Number of Male Sex Partners in Past Year Among MSM 
MSM Venues, New York City, 2008

New York City Department of Health and Mental Hygiene HIV Epidemiology Program. HIV Risk and Prevalence among NYC Men Who Have Sex 
with Men: Results from the 2008 National HIV Behavioral Surveillance Study. Accessed at: 
http://www.nyc.gov/html/doh/downloads/pdf/dires/nhbsmsm_nov_2009.pdf
MSM, Men having sex with man 

n=550
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Our knowledge of behavior among MSM in NYC comes from behavioral surveys conducted in MSM venues.
These indicate that having large numbers of partners is common, with 15% reporting more than 10 partners in the previous year.



HIV/AIDS Risks Among MSM
New York City

 Condom use inconsistent
 Last anal sex unprotected: 35%*
 Last anal sex with HIV+ or unknown status partner unprotected: 

15%* 
 Last anal sex among HIV+ unprotected: 35%* 

 Disclosure of status inconsistent
 Knew HIV status of last partner: 62%
 Discussed HIV before sex with all past-year partners: 41%

*Among MSM who had anal sex at last sex
National HIV Behavioral Surveillance Study of MSM, New York City, 2008
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These surveys also indicate that condom use is common but nonetheless inconsistent. 
35% reporting lack of condom use at last anal sex
Condom use is similarly inconsistent among MSM having anal sex with a partner who is positive or of unknown status, at 15%, and among MSM who are HIV+, at 35%
Disclose of HIV status is also inconsistent, with only about 2/3 of MSM claiming to know the status of their last partner, and 41% discussing HIV status among all partners before sex.



Where Newly Diagnosed MSM Go to Meet Partners 
New York City, 2007–2008

(N=159)

Among MSM naming venues
NYC DOHMH, Bureau of HIV/AIDS Prevention and Control, Field Services Unit Interview Data, MSM, NYC 2007-2008
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How can we reach high-risk MSM?
We conduct partner notificaiton interviews of people with newly-diagnosed HIV infection.  These interviews provide, in a non-systematic way, some measure of where high-risk MSM are meeting partners.
Among the MSM in this group listing venues where they meet partners, the two most common sites were bars & clubs and the internet.  
Those then are locations and opportunities to reach the highest risk MSM.




Overview

 HIV epidemic in New York City
 Resurgence in MSM

 Prevention initiatives
 Expanded HIV testing and linkage to care
 Prevention with positives
 Condom distribution
 Risk-reduction messages in mass media
 Reducing alcohol use
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Now I’ll discuss some thoughts on prevention of HIV infecton, specifically:
Expanded HIV testing and linkage to care
Prevention with positives
Condom distribution
Risk-reduction messages in mass media
Reducing alcohol use



“The Bronx Knows” Testing Campaign
July 2008–June 2010

 Total reported tests: 395,061
 Data reporting partners:

 7 hospitals: 
1,547 / 179,025, 0.86%

 16 community health centers: 
1,095 / 177,272, 0.62%

 9 community-based organizations: 
607 / 38,764, 1.57%

 Total confirmed positive: 3,249 (0.82%) 
 Total new diagnoses: 1,237 (0.31%)
 67% linked to care

Reporting of new diagnoses is incomplete. Presented numbers are underestimated.
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We have undertaken a major push to make HIV testing routine, with the ultimate goal to have every adult in NYC know his or her HIV status.  
We started this in the Bronx, called “the Bronx Knows”.  Over 2 years we have conducted > 395,000 tests, in a borough of 930,000 adults
The majority from hospitals and clinics
Of these, we have had > 3,200 positives, of which ~1,200 or almost 1/3 were new diagnoses
Of those newly diagnosed, 2/3 were linked into care.
We are now expanding to Brooklyn.



Small Changes in Behavior in HIV+ Prevent More 
Infections Than Large Changes in HIV-
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Now a brief note about the importance of prevention among HIV+ people
This is a output from a simple Bernoulli model that compares the number of HIV infections prevented by changes in the risk behavior among HIV+ people to the number prevented by changes in behavior of HIV-.
Assuming condom use during anal sex is 60% for all at baseline, a increase in condom use to as little as 62% among the HIV+ MSM would prevent more new infections than an increase to 75% among HIV- MSM.
The reason is that HIV+ MSM are far more likely to involved in discordant partnerships.
Model makes many simplifying assumptions, nonetheless makes case that our individual, intensive risk-reduction counseling should focus first on HIV+.



Prevention With Positives

 77% of HIV+ men and 57% of HIV+ women in care in    
NYC remain sexually active*

 ~Half of sexually-active HIV+ MSM engage in   
unprotected anal sex*

 Only 14% of physicians provide HIV risk-reduction 
counseling to established HIV+ patients**

 Only 39% of sexually-active HIV+ adults in care  received 
one-on-one risk reduction counseling in the last year*

*Medical Monitoring Project, 1/1/2007-4/30/2007, Bureau of HIV Prevention and Control,  NYC DOHMH 
**Metsch L, et al. Am J Public Health. 2004;94:1186-1192

Regular risk-reduction counseling 
of HIV+ by providers is essential
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In theory we have a far greater opportunity to reduce risky behavior through counseling among HIV+ people than among HIV-, because so many are being seen regularly in medical care.
However, data suggest they continue to be risky and they are not getting counseled by their providers.
77% of HIV+ men and 57% of HIV+ women in care in NYC remain sexually active*
~Half of sexually-active HIV+ MSM engage in unprotected anal sex*
Only 14% of physicians provide HIV risk-reduction counseling to established HIV+ patients**
We need to develop systems to consistently measure risk behavior among HIV+ in care, to measure risk-reduction counseling by providers, and to make risk-reduction counseling routine.




Condoms Distributed vs. Condom Use
Louisiana, 1994–2002
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I’d like to make the case for increasing condom availability and mass, free condom distribution.
In LA in the 1994, we began putting condoms in bowls of clinics, bars, stores, and many other sites. As we increased the number condoms distributed to nearly 14 million – or 3.3 per capita per year – condom use on behavioral surveys increased.  
In 1997 when budget shortfalls forced us to cutback the program, the number of condoms distributed fell by 40%, and condom use fell in parallel
Over subsequent years, as the number of condoms distributed rose and fell, again condom use continued to rise and fall in parallel.
A recent meta-analysis has confirmed that simply making condoms available in the environment increases the likelihood that they will be used.



 41 million free male condoms per year
 5 per capita

 >3,000 venues
 Of 200 MSM venues identified, 93% are condom 

distribution partners

NYC Condom Availability Highlights
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In NYC we have our own branded condom which we distribute for free.
Now up to 41 million per year, or 5 per capita. 
Given the leading edge of the HIV epidemic is in MSM, we have systematically attempted to identify venues where MSM meet potential partners and put condoms there.  We then make site observations of these venues to confirm availability.
Of >3,000 venues identified, 92% had our condoms available when last checked.




Reaching MSM in NYC with Prevention Messages

 >100,000 MSM in NYC
 Need to use mass media

 Focus groups of young minority MSM
 Unconcerned about HIV
 Have not seen prevention messages

 Developed media message                 
to emphasize continued risk of HIV
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We also need to reach HIV- MSM with prevention messages
>100,000 MSM in NYC
We are not going to reach all of them with face-to-face interactions, so we have to use the mass media
Focus groups indicate that young MSM are not afraid of HIV, assuming that treatment has taken care of the problem
I’ll show a message we are just rolling out on TV and on internet to drive home the continued risk of HIV infection even with the availability of treatment




Five or More Sex Partners by Alcohol Use Among 
Men Who Have Sex with Men

Farley T, et al. NYC Vital Signs 2008, 7(6); 1–4
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Now make the case that alcohol- especially binge drinking - is important to maintaining transmission of HIV in MSM and deserves more emphasis.
From behavioral surveys, MSM who engage in binge drinking nearly twice as likely to report 5+ partners.




Alcohol and/or Drugs Before Sex Among High-risk 
MSM with Two or More Sex Partners 

Farley T, et al. NYC Vital Signs 2008, 7(6); 1–4
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For all of the publicity about illicit drugs like crystal meth, alcohol a bigger problem in association with risky sex.
Nearly 40% of MSM with 2+ partners report using alcohol before sex (27% alone and 12% in combo with drugs).
In comparison, 19% used drugs before sex (7% alone, 12% in combo with alcohol).
Likely that MSM under influence more likely to make poor decisions like having sex without a condom or with a partner who is HIV+ or unknown.



“High” on Alcohol at Last Sex by Number of Sex 
Partners among High-risk MSM

Farley T, et al. NYC Vital Signs 2008, 7(6); 1–4
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The more partners MSM have, the more likely they are to report that they were under the influence of alcohol during sex.  
Among those with 20+ partners in last year, nearly half high on alcohol during sex.
These findings are associations, so not necessarily causal.  
A measure of causality is whether risky sexual behavior or its consequences falls after alcohol availability or use decreases.



Alcohol Availability and Sexual Risk

 Increases in alcohol taxes are followed by 
reductions in alcohol consumption and reductions 
in STDs

 A 20 cents per pack increase in beer tax associated 
with 9% reduction in gonorrhea among teens and 
young adults

Chesson H, et al. Journal of Law and Economics 2000;43 :215-238
STDs, Sexually transmitted diseases   
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And that is what has been found.  When alcohol availability falls through increases in alcohol taxes, there have been population-wide reductions in alcohol consumption and STDs.
This is consistent with reductions in other alcohol-related problems such as injuries in response to alcohol tax increases
In fact, economic models suggest that a 20-cent-per-pack increase in beer tax associated with a 9% reduction in GC.
Overall conclusion is that HIV prevention should make a serious effort to reduce alcohol consumption, especially binge drinking, and especially in MSM.



“The harsh mathematics of this epidemic prove that
prevention is essential to expanding treatment. 

Stressing treatment without paying adequate 
attention to prevention is simply unsustainable.”

—Bill Gates
Co-chair, Bill & Melinda Gates Foundation

Bill Gates testimony before the Senate Committee on Foreign Relations, March 10, 2010.
Accessible at http://www.gatesfoundation.org/speeches-commentary/Pages/bill-gates-2010-senate-testimony.aspx
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Emphasize again what I began with.  The fact that treatment is so successful does not negate how important prevention of HIV infection is.  In fact it makes it even more important. 
Bill Gates points out the fact that prevention is crucial.
This is true kin poor countries, and true even in rich countries such as this one.
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