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Introduction

This selected annotated bibliography on structural interventions for HIV prevention and other
public health areas is a component of a larger project to identify and examine the feasibility,
evaluability, and sustainability of structural interventions, and to consider their further
development and dissemination. Structural factors associated with HIV risk and prevention may
include physical, social, cultural, organizational, community, economic, legal or policy aspects of
the environment that impede or facilitate HIV transmission. (Sumartojo, AIDS 2000, 14, suppl 1)

This bibliography was undertaken to update two earlier reviews on structural initiatives in both
HIV prevention and in non-HIV public health areas:

Parker R, Easton D, Klein C, Stevens J. Structural Barriers and Facilitators in HIV
Prevention: A Review of International Research, Annotated Bibliography. 1999.
(Unpublished)

Bray SJ, Blankenship KM, Merson MH. Annotated Bibliography of Structural Initiatives in
Non-HIV Public Health Areas. 1999. (Unpublished)

Generally, the bibliography is limited to material published since these reviews and the February
1999 interdisciplinary meeting sponsored by the Division of HIV/AIDS Prevention at the National
Center for HIV, STD, and TB Prevention, Centers for Disease Control and Prevention. A special
issue of AIDS (2000, v. 14, Suppl 1) includes papers from the 1999 meeting and provides a
comprehensive discussion of structural barriers and facilitators related to HIV prevention.

This bibliography is not designed to be comprehensive. Rather, the 175 articles were chosen for
their currency and contribution to the body of literature on structural/ecological/environmental
barriers and facilitators in HIV prevention. To create an organizational framework for the
bibliography, the articles are divided among six major categories each for HIV prevention and for
non-HIV public health, with each category defined in the body of this document.

Articles were selected from literature searches conducted in the MEDLINE, AIDSLINE,
HealthStar, AIDS Meetings, CRISP and HsrPROJ databases and the Cochrane public website. In
most citations, original annotations were written by project staff. Author abstracts are reproduced
for some citations.

AED's Center on AIDS and Community Health prepared this document under contract to the
Centers for Disease Control and Prevention (Contract #200-97-0605, Task #67) to provide
assistance in the identification of appropriate HIV prevention structural interventions. The main
authors were AED staff and consultants Susan Anderson, Sharon Novey, and Dan Wohlfeiler.
Additional AED contributors included Annette Martin, Vandana Shetti, Rebecca Thornton, and
Jessica Wahlstrom. We would like to acknowledge Abu S. Abdul-Quader and Charles Collins,
from the Capacity Building Branch, Division of HIV/AIDS Prevention at CDC, for their support and
feedback on this document.

For additional copies of this document, please contact:

Sharon R. Novey, MSPH

AED Center on AIDS and Community Health

E-mail: snovey@aed.org

Or download from www. ef f ecti vei nterventions. org




TABLE OF CONTENTS

STRUCTURAL INTERVENTIONS FOR HIV PREVENTION............cooiiiinne. 4

DefinitioNal DISCUSSIONS. .. ...ttt e et e ettt e e 4

INtErvention SElECHION. .. ... ..o e e e 10
Cultural/Demographic/Socioeconomic Factors..........ccocevviiii e ie i i, 26
Legal/Ethical/POlICY ISSUES. ...t e e e e e 31
SYSIEMS INTEGIAtION. .. . ettt et e e e e e e e e e et e aen e 46
Populations/SettingS/APProaches. .. ... 49
Populations/Settings/Approaches: Corrections..........c.oovviviiiiiiiiiiiii e 49
Populations/Settings/Approaches: Drug USEIS.......c..vuuveiieiieiie e e e eaevenaenns 52
Populations/Settings/Approaches: Men who have sex withmen..................... 55
Populations/Settings/Approaches: Networks..........ccccvvviiie i i i 61
Populations/Settings/Approaches: Sex workers...........c.ocviiiiiiiiien e, 66
STRUCTURAL INTERVENTIONS IN PUBLIC HEALTH........coiii e, 70
AICONOL. .. e 70
3 1T 73
TODBCCO. .. ettt e e e e e 75
TUDEICUIOSIS. ... e e e e e 83
VIOIENCE PreVENTION. ... .ottt e e e e e e e 84
Community Capacity BUilding..........ccouiiii i e e e 88

APPENDIX - AUTHOR INDEX..... e e e e e e e e 93



STRUCTURAL INTERVENTIONS FOR HIV PREVENTION

Definitional Discussions
Articles define structural interventions or include useful definitional language on structural factors
and related topics, such as ecology.

Blankenship, K. M., S. J. Bray and M. H. Merson (2000). Structural interventions in public
health. AIDS (London, England) 14(Suppl 1): S11-S21.

Type: Literature review

Background: The authors review structural interventions in public health, identify distinct
approaches to structural interventions, and assess their implications for HIV-prevention
interventions. The term 'structural’ is used to refer to interventions that work by altering the
context within which health is produced or reproduced. Structural interventions locate the source
of public-health problems in factors in the social, economic and political environments that shape
and constrain individual, community, and societal health outcomes. US public health interventions
based on specific health issues, types of interventions, and conceptual topics (e.g.
empowerment, social structure, and inequality) were identified through literature searches.
Methods: The MEDLINE, HealthStar, Psychinfo and Sociofile databases were searched on
specific health issues, types of public health interventions, and conceptual topics (e.g.
empowerment, social structure, and inequality) to compile a list of public health interventions in
the United States. Interventions focused on testing and surveillance were excluded unless they
specifically facilitated prevention, and educational or media campaigns focused on increasing
individuals' level of knowledge about a particular health problem. Using articles selected from the
literature search, the authors review the range of structural interventions that have been adopted
to address public health problems. They note that their analysis of the range of approaches
focuses on existing interventions, not what "might be."

Findings/Discussion: The authors identified two dimensions along which structural interventions
can vary. The framework locates the source of health problems in factors relating to Availability
(e.g. seat belt laws, helmet regulations, tobacco taxes), Acceptability (e.g. shaming initiatives,
PSAs, using media to manipulate norms) or Accessibility (e.g. programs that provide free
prevention materials like helmets or car seats, public funding, zoning to reduce accessibility of
harmful products) on one axis. Targets at the Individual, Organizational, or Environmental levels
are on the second axis.

The authors note the positive impact of structural interventions in several public health
areas including tobacco-related illness, skin cancer and motor-vehicle-related injuries. They
conclude that structural interventions are a promising strategy for HV prevention, but note that
direct regulation of HIV-risk behavior is less likely to be effective than efforts to expand the
availability of tools and settings necessary for prevention (e.g. condoms, syringes, drug
treatment) and to reduce the availability of those related to risk (e.g. used syringes). They caution
that structural interventions can involve major policy or programmatic changes and may challenge
firmly rooted interests and beliefs. For these reasons, political viability and community acceptance
is crucial in developing structural interventions.

Hobfoll, S. E. (1998). Ecology, community, and AIDS prevention. Am J Community Psychol
26(1): 133-44.

Type: Review

Background: The author explores the role that may be played by an ecological view of AIDS
prevention and AIDS-related social concerns and introduces several themes relevant to the
prevention of AIDS which are found in the special issue of AJCP. While Community Psychology
has historical expertise in the areas of empowerment, psychological sense of community,
interpersonal ties, resources, and culture, the field has only recently become involved in AIDS
prevention efforts.



Methods: Introduction to a special issue on AIDS prevention. The author reviews the relevance
of the issue's articles for community psychology as a field, addresses their contribution to theory
and practice, and considers future directions for research and interventions.
Findings/Discussion: The author posits that resource-based, ecological theories may prove
more helpful in addressing the AIDS pandemic than the individual, cognitive theories that have
typically been adopted. Sexual behavior and associated risk are tied not simply to people's
personal behavior and thoughts but to the likelihood of disease exposure in their ethnic group, the
power and choices associated with power in that group, and the alternative means available of
meeting their overall sexual, romantic, economic, and social goals. He opines that AIDS research
and intervention must simultaneously address the individual, social, and cultural spheres for
meaningful change. He urges researchers to be more cognizant of the place of history and
geography in their research, even as they are becoming more sensitive to culture. He lists Magic
Johnson's public announcement of his HIV infection as an example of history's effect. Differences
in geography also need to be acknowledged to create a psychosocial map for an understanding
of AIDS risk and response. Researchers must acknowledge the central place of shared social
perceptions within the population of interest. He quotes earlier authors who point out that these
shared values and perceptions may define what we mean by culture and subculture and lead us
to the solutions that work for different target groups. Ecology tends to be used to explain findings
but not to create methodologies. He states that Community Psychology's sensitivity to complex
issues of ecology that address the individual in context is the special contribution it can make to
ecologically focused research and intervention.

Klein, C. et al. (2002). Structural barriers and facilitators in HIV prevention: a review of
international research. in Beyond Condoms Alternative Approaches to HIV Prevention. A.
O'Leary, Kluwer Academic/Plenum Publishers.

Author abstract

The HIV epidemic, now entering its third decade, has become the greatest threat to human health
in history. Since the advent of this virus, male latex condoms have been the mainstay of
prevention efforts. However, few find the prospect of a lifetime of condom use to be practical,
appealing, or, in some instances, possible.

Parker, R. G., D. Easton and C. H. Klein (2000). Structural barriers and facilitators in HIV
prevention: areview of international research. AIDS (London, England) 14(Suppl 1): S22-
S32.

Type: Literature review

Background: A growing body of international research focuses on the structural and
environmental factors, rather than the individual behaviors or even cultural contexts that shape
the spread of the HIV/AIDS epidemic. Whether framed in terms of "political economy" or
"structural” or "environmental," these factors create barriers and facilitators to HIV-prevention
programs.

Most of the research on structural factors that facilitate HIV transmission and its
concentration within particular geographic areas and populations can be grouped into a small
number of analytically distinct but interconnected categories: economic (under)development and
poverty; mobility, including migration, seasonal work, and social disruption due to war and
political instability; and gender inequalities.

An additional research focus is the effects of governmental and intergovernmental
policies in increasing or diminishing HIV vulnerability and transmission. This research falls into
four categories: 1) the link between policy, including structural adjustment programs, and the
socioeconomic instabilities that foster HIV transmission, 2) national HIV/AIDS policies, 3)
international drug-injecting-related policies and programs, and 4) ethics and human rights issues
related to AIDS-related policies.

The smallest subset of the research on structural or environmental factors describes
and/or evaluates specific interventions in detail. Much of this evaluative work is presented at
international AIDS conferences but unfortunately, these presentations are seldom developed into



published papers. For interventions that are implemented, the lack of financial and technical
resources may hamper systematic evaluation. The paucity of evaluative literature may also be
due to the difficulties of developing public health interventions capable of significantly altering the
political economic conditions identified as shaping both collective and individual vulnerability to
infection. Some of the targeted interventions that have received significant attention include
interventions developed for heterosexual women, female commercial sex workers, male truck
drivers, and men who have sex with men.

Methods: Overview of structural-factors literature. The authors review the international research
literature, with special emphasis on the "developing world," and attempt to map out the main
research themes to date. They conclude by identifying some of the challenges confronting
research on structural issues and AIDS interventions.

Findings/Discussion: While a growing body of international AIDS research is moving beyond
behavioral science to examine structural, environmental and sociocultural contexts which shape
HIV vulnerability, this work is general in its analysis. Yet, contextual variables and AIDS-related
policies must be addressed to bring about effective HIV-risk reduction. New methodologies are
required to design, implement, document, measure, compare, adapt and evaluate the effects of
the structural interventions. One challenge is that structural interventions, by their nature, involve
large-scale elements that cannot be easily controlled by experimental or quasi-experimental
research designs. Innovative, interdisciplinary approaches that move beyond the limited
successes of traditional behavioral interventions and explicitly attempt to achieve broader social
and structural change are needed.

Peterman, T., K. M. Blankenship, D. Cohen, et al. (2000). Developing social and
environmental prevention interventions. [MoPeE2979]. Int Conf AIDS 13.

Author abstract

Background: Prevention research has identified effective behavioral interventions for individuals.
However, new infections continue to occur, and are increasingly concentrated in areas with high
incidence of many other diseases. We are seeking novel prevention interventions at the social
and environmental level that are feasible, acceptable, and likely to be effective in reducing HIV
incidence.

Methods: Potential investigators were asked to propose study populations and methods to be
used to identify interventions and assess the feasibility, acceptability, and potential impact on HIV
in the community. A panel of experts with diverse backgrounds reviewed applications and chose
the best.

Results: Study teams from the 3 selected sites are multi-disciplinary, including sociologists,
epidemiologists, lawyers, public health practitioners, and/or human rights experts. Investigators at
Yale University are using multiple methods to examine the impetus for, and acceptance and
potential impact of structural interventions (e.g. law, policy, administrative structure) on HIV
incidence among drug users. Louisiana State University is analyzing national and local databases
on housing, educational quality recreational facilities, alcohol outlets, and the availability of low-
skilled jobs to determine if any are associated with HIV. Potential interventions will be evaluated
for acceptability by a local community group. The University of Texas, Houston, will interview
young gay men using focus groups, key informant interviews, and computer generated vignettes.
Potential interventions will be discussed with key members of the Dallas community. Preliminary
findings will be available in June.

Discussion: Our studies will identify innovative interventions. Much more work is heeded to
implement and evaluate the efficacy of the interventions we will identify, and develop and
evaluate social and environmental interventions in other settings.

Shriver, M. D., C. Everett and S. F. Morin (2000). Structural interventions to encourage
primary HIV prevention among people living with HIV. AIDS (London, England) 14(Suppl
1): S57-S62.

Type: Analysis/policy discussion



Background: The authors explore a number of potential policy-level structural interventions at
the federal, state and local government level that may serve either as barriers to or facilitators of
primary HIV prevention from the perspective of the people living with HIV. Structural factors are
defined as forms of social construction, e.g., legal, political, environmental, which serve either as
barriers to or facilitators for individual and group activities.

Methods: The authors assess structural factors that serve as barriers or facilitators of primary
HIV prevention for people living with HIV and discuss structural interventions that either facilitate
or impede and individual's ability to initiate, modify or maintain safe behavior. They note that
empirical research and qualitative data is difficult to find or has not been gathered but they
summarize the research that is available.

Findings/Discussion: The potential structural barriers to prevention discussed include
criminalization of nondisclosure in specific sexual situations, laws limiting travel and immigration,
name-based HIV reporting and mandatory partner notification. The authors also list stigma as a
community or social structural factor that can present a barrier to HIV prevention goals. Potential
structural level facilitators for prevention discussed include confidentiality laws, antidiscrimination
protections, expansion of HIV primary care and access to care and primary prevention programs
designed to actively involve infected people.

Whether policies hinder or facilitate primary HIV prevention is ultimately dependent on
the acceptability of an intervention to those already infected and those at risk. The authors
encourage policy research evaluating the impact of structural factors on people living with HIV
and stress the importance of actively involving people living with HIV in public health and policy
leadership roles.

Sumartojo, E., L. Doll, D. Holtgrave, et al. (2000). Introduction - Enriching the mix:
incorporating structural factors into HIV prevention. AIDS (London, England) 14(Suppl 1):
S1-S2.

Type: Review

Background: Public health interventions have traditionally emphasized individual-level
behavioral and biomedical prevention approaches. Because structural barriers create vulnerable
populations and sustain high-risk behaviors, structural approaches in HIV prevention can be
useful. Structural factors can be broadly defined to include "physical, social, cultural,
organizational, community, economic, legal or policy aspects of the environment that impede or
facilitate an individual's efforts to avoid HIV infection.” In February 1999, the Division of HIV/AIDS
Prevention at the National Center for HIV, STD, and TB Prevention, Centers for Disease Control
and Prevention sponsored an interdisciplinary meeting to identify structural factors associated
with HIV and to identify priority areas for research and implementation. (see AIDS 2000, Suppl 1)
At a broad level, economics, race, gender, or societal attitudes confound HIV risk and prevention.
On another level, structural factors impact prevention more directly, for example, making
prevention services more accessible and acceptable.

Methods: The authors introduce the special journal issue devoted to papers from a 1999
interdisciplinary meeting and summarize the broad conclusions of the papers. The papers provide
definitions and frameworks for structural factors in HIV with examples showing how the factors
operate in high-risk populations.

Findings/Discussion: Proposed interventions to reduce structural barriers included changes in
laws and policies, increased services for populations at risk, changes in provider practices,
changes in funding priorities and increased patrticipation by the private sector and by
communities.

Several broad conclusions emerge from the papers presented in the special issue of AIDS: 1.
structural barriers or facilitators may be put in place by groups ranging from government to faith
or business groups. They are expressed through economics, policies, social norms and values,
and organizational structures and functions; 2. prevention initiatives in areas outside HIV have
focused on structural supports or constraints that influence the availability, acceptability and
accessibility of the materials or environments needed to maintain safe behaviors; 3. the political
factors that foster HIV in developing countries are pertinent among disadvantaged populations in
developed countries; 4. the populations at highest risk for HIV, including women and youth,



MSMs, IV drug users and communities of color, are particularly affected by structural barriers to
prevention. Maximizing the public health response to HIV means enriching the mix of strategies
so that the structural and social environment can support rather than impede new and existing
prevention approaches.

Sumartojo, E. (2000). Structural factors in HIV prevention: concepts, examples, and
implications for research. AIDS (London, England) 14(Suppl 1): S3-S10.

Type: Review
Background: HIV prevention behavior is affected by the environment as well as by
characteristics of individuals at risk. HIV-related structural factors are defined as barriers to, or
facilitators of, an individual's HIV prevention behaviors which relate to economic, social, policy,
organizational or other aspects of the environment. Only a small number of intervention studies
have demonstrated the potential of structural interventions to increase HIV prevention efforts.
Structural interventions have also been used to prevent disease or promote public health in areas
other than HIV.
Methods: The authors review and discuss the research on the potential of structural interventions
for reducing HIV risk, the research which links structural factors and HIV prevention, and the
studies which confirm the importance of structures to HIV risk. They compare the existing
frameworks which differentiate and define levels or types of environmental influences on HIV and
other health behaviors and present a two-dimensional framework of structural factors developed
at the Centers for Disease Control and Prevention in 1998.
Findings/Discussion: Frameworks help define and exemplify structural barriers and facilitators
for HIV prevention. The author compares several frameworks of factors affecting HIV prevention.
These frameworks differentiate individual micro-level factors (individual level knowledge and skills
or characteristics) from intermediate-level factors (laws, policies, poverty, deprivation, service
accessibility) and macro-level factors (socioeconomics, gender, discrimination, race). The
distinction between intermediate or proximal impact on individuals (at the intermediate level) or a
more distal impact (at the macro level) is important because of differing views about how
structural factors relate to HIV risk and about where interventions should be targeted. Future
structural research and prevention programming efforts depend on which level is accepted as
causal of HIV outcomes or as the most promising target for interventions.
A two-dimensional framework of structural factors developed at the Centers for Disease Control
and Prevention in 1998 defines one dimension as four barriers or facilitators: economic, policy,
societal and organizational. The second dimension is the systems that implement and support
each type of barrier or facilitator: government, service organizations, private business, workforce
organizations, faith communities, justice system, media, educational system and healthcare
system. The author emphasizes that despite differences in frameworks, the consensus is that a
continuum of approaches targeting the structures and environments that influence individual
behavior is needed. There is also a need for research to demonstrate a causal relationship
between changes in structural conditions and HIV outcomes.

The issues related to structural approaches to HIV prevention, including the challenge of
a new perspective on prevention and the difficulty of evaluating their effects, are real. Any
structural perspective must be workable, not idealistic. Research, although potentially difficult and
controversial, is crucial. Researchers and public health officials are urged to pursue structural
interventions to prevent HIV.

Sweat, M. D. and J. Denison (1998). Changing public policy to prevent HIV transmission:
The role of structural and environmental interventions. in Handbook of economic
evaluation of HIV prevention programs. D. R. Holtgrave. New York, NY, Plenum Press: 103-
117.

Type: Policy discussion

Background: The authors examine some of the reasons why individually oriented intervention
approaches, such as health education and counseling, dominate the efforts to slow the
transmission of HIV and AIDS. Arguing that environmental interventions could result in significant



reductions in new HIV infections beyond those realized by health education alone, they review
theories in sociology, epidemiology, anthropology and public health that have incorporated the
impact of social structure and environment factors on health outcomes.

Methods: In this book chapter, the authors examine the reasons why individually oriented
intervention approaches have become dominant and the theories that have incorporated the role
of environmental factors in the promotion of disease. They discuss interventions that can effect
change at the environmental level and examine the role of public policy and advocacy in shaping
environmental outcomes to stem HIV transmission. They conclude with a discussion and
recommendations for approaches to prevention.

Findings/Discussion: The authors theorize that the causes of most health and social problems
occur at multiple levels and that each level has unique change mechanisms. Their typology of
four levels of causation includes: 1) superstructural, 2) structural, 3) environmental, and 4)
individual. The authors review successful examples of structural and environmental public health
interventions (e.g. micronutrient enrichment of food, taxing cigarettes, helmet and seat belt laws,
water fluoridation).

The well-documented structural and environmental factors in HIV transmission are
economic factors, migration, urbanization and family disruption, war, violence and civil
disturbances. They highlight some of the structural and environmental interventions for AIDS
prevention including closing gay bathhouses and heterosexual sex clubs in some US cities, the
100% condom program for sex workers and their clients pioneered in northern Thailand and
Cuba's AIDS control program which until recently included isolation of HIV-infected individuals in
sanatoria. Clearly, structural/environmental HIV intervention programs have the potential to
violate individual civil rights. Community acceptance and support for changes in social structure
and environment are crucial. Lastly, structural interventions must be evaluated to identify the
impact on risk behavior.

The authors examine the role of public policy in shaping environmental outcomes to stem
HIV transmission and look at policy advocacy for HIV and AIDS issues which includes
constituency-based lobbying, grass-roots activism and scientific research. They acknowledge that
one unmeasured influence on policy is the impact of highly committed individuals who work to
shape policy.

They urge that control efforts go beyond individualistic approaches and examine the
potential for structural and environmental interventions. Further research in this area will help
determine how social, cultural, political and economic factors facilitate HIV risk behavior and how
to develop creative, culturally appropriate and community-sponsored prevention programs that
make substantive changes on multiple levels.

Tarlov, A. R. (1999). Public policy framewaorks for improving population health. Ann N Y
Acad Sci 896: 281-93.

Type: Policy discussion

Background: The author identifies four conceptual frameworks and applies the frameworks to
the 39 recommendations of the Independent Inquiry into Inequalities in Health, the 1998 Sir
Donald Acheson Report from the United Kingdom, which is an attempt to develop a
comprehensive plan to improve population health. The author also hypothetically applies the
report's findings to the United States. He suggests that, with modifications, the conceptual
frameworks may be salient for health improvement planning at the national, state or smaller
geopolitical unit level.

Methods: The author identifies four conceptual frameworks which provide a basis for
constructing comprehensive public policy strategies for improving population health. Using these
frameworks, he examines the recommendations of the Independent Inquiry into Inequalities in
Health, the 1998 Sir Donald Acheson Report from the United Kingdom and hypothetically applies
the report's findings to the United States.

Findings/Discussion: The frameworks provide bases for constructing comprehensive public
policy strategies for improving population health in wealthy nations. These bases are:

(1) Determinants of population health. There are five broad categories: genes and biology,
medical care, health behaviors, the ecology of all living things, and social/societal characteristics.



(2) Complex systems: Linear effects models and multiple independent effects models fail to yield
results that explain satisfactorily the dynamics of population health production. A different method
(complex systems modeling) is needed to select the most effective interventions to improve
population health.

(3) An intervention framework for population health improvement. A two-by-five grid seems
useful. Most intervention strategies are either ameliorative or fundamentally corrective. The other
dimension of the grid captures five general categories of interventions: child development,
community development, adult self-actualization, socioeconomic well-being, and modulated
hierarchical structuring.

(4) Public policy development two-phase process. The initial phase, in which public consensus
builds and an authorizing environment evolves, progresses from values and culture to
identification of the problem, knowledge development from research and experience, the
unfolding of public awareness, and the setting of a national agenda. The later phase, taking policy
action, begins with political engagement and progresses to interest group activation, public policy
deliberation and adoption, and ultimately regulation and revision.

An Intervention Framework for population health improvement identifies five broad
objectives: improved child development; strengthened community cohesion; enhanced
opportunities for self-fulfilment; increased socio-economic well-being; and modulated hierarchical
structuring. In placing the report's recommendations into this Intervention Framework, the author
also categorizes the recommendations as Ameliorative or Fundamentally Corrective.

The author suggests that a strategy for the US should begin with continued research to
understand what the American public knows about the relationship of social features to
population health. Additional research into public values and beliefs could inform a national public
information program on population health.

Intervention Selection

Articles compare different levels of interventions, assist in priority setting, or advocate for
selecting one level of intervention over another. Studies such as meta-analyses, cost-
effectiveness analysis, and outcome evaluation are included.

Aidala, A. A, J. E. Cross, et al. (2002). Housing as a structural intervention to reduce HIV
risk behaviors among HIV positive people. Meeting abstract. Int Conf AIDS.

Author abstract

Background: The co-occurrence of HIV infection, risk, and homelessness is often observed. In
the US at least 40% of persons living with HIV have had or will experience housing problems.
This study examines the relationship between homelessness and HIV risk behaviors.

Methods: Researchers pooled interview data from 2650 HIV positive clients presenting for
services at agencies participating in a US national, multi-site, evaluation study. Current housing
status was coded as homeless (sleeping on the street, public place, emergency shelter, n=452),
unstable (temporary housing program or doubled up with others, n=906), or stable (regular
apartment or house, n=1292).

Results: Most clients were homeless or unstably housed at program enrollment. There were
consistent and significant differences in reported risk behaviors by housing status. Lower rates of
risk behaviors are seen among individuals who report prior history of homelessness but who are
now stably housed: only 16% recently exchanged sex, and 30% recently used a needle.
Conclusion: These data show lack of housing is linked with HIV risk behaviors among positive
people and suggest that homelessness and not simply traits of homeless individuals, influences
risk behaviors. Provision of housing is a promising structural intervention to reduce the spread of
HIV.

Barr, B. D. (2003). Social interventions, community, and HIV prevention. Focus 18(3): 4-6.

No abstract available.
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Cohen, D. A, T. A. Farley, J. R. Bedimo-Etame, et al. (1999). Implementation of condom
social marketing in Louisiana, 1993 to 1996. Am J Public Health 89(2): 204-8.

Type: Intervention

Background: This article describes the implementation and impact of the first statewide condom
social marketing intervention in the United States. Social marketing uses the elements of price,
placement, promotion and product to introduce a product or behavior for the public benefit. Social
marketing of condoms is used globally for HIV control but it has not been widely adopted in the
us.

Methods: A statewide social marketing program in Louisiana, started in 1993, made condoms
freely available in public sector and private sector sites including 93 public health clinics, 39
community mental health centers, 29 substance abuse treatment sites, and more than 1000
businesses in neighborhoods with high rates of sexually transmitted diseases (STDs) and HIV.
Evaluation was done through surveys about condom use which were conducted annually both in
clinics (women) and in street-intercept settings (men).

Findings/Discussion: Between 1994 and 1996, more than 33 million condoms were distributed
without significant opposition. In the first year of the project, complaints from elected officials were
countered with facts about the STD and HIV epidemics in Louisiana. There was no opposition to
distribution of free condoms from citizens, religious groups or elected officials. Over time, self-
reported condom use at the last sexual encounter increased among African American women
(from 28% in 1994 to 36% in 1996), particularly African American women with 2 or more sex
partners (from 30% to 48%). Condom use at the last sexual encounter increased among African
American men (from 40% in 1994 to an average of 54% in 1996). The increase in self-reported
condom use was not associated with an increase in the number of sex partners. Compared to the
value of preventing a case of HIV infection, the cost of bulk condoms is low. The authors believe
that this large scale program is achievable within existing public health budgets. In this trial, the
widespread availability of free condoms was associated with increased condom use, particularly
among persons at high risk for STDs and HIV.

Cohen, D. A. and R. Scribner (2000). An STD/HIV Prevention Intervention Framework. AIDS
Patient Care and STDs 14(1): 37-45.

No abstract available.

Dahl, D. W., G. J. Gorn and C. B. Weinberg (1999). Encouraging use of coupons to
stimulate condom purchase. Am J Public Health 89(12): 1866-9.

Type: Intervention

Background: This study examined the feasibility of using high-value coupons to induce condom
purchase and evaluated execution factors (i.e. distribution methods, coupon characteristics) that
can influence the effectiveness of this form of promotion.

Methods: Over a period of four months in 1995, two levels of coupon discount value (10% off
and 75% off) were used to promote condom purchase among young adults. Coupons were
distributed either according to a widespread strategy or a more focused in-store disbursement
method which was closer to the purchase environment. For the in-store disbursement, coupons
useable only in that particular store on that day were distributed to members of the target
population as they entered the drugstore. The primary dependent measure was the redemption
rate of the distributed coupons. Observational measures were also collected for the second wave
of in-store coupon distribution.

Findings/Discussion: Redemption of coupons distributed through the widespread disbursement
strategy was negligible. In contrast, coupons from the in-store distribution method, particularly the
higher value coupon, resulted in a high redemption rate. Both male and female consumers
responded to the coupons but male consumers became more focused, considered fewer brands
and increased their purchases much more dramatically than female shoppers. Female shoppers
explored alternatives more fully, evaluated more brands and spent more time considering a
purchase. The number of both male and female shoppers visiting the section where condoms
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were sold increased, which may point to a first step to eventual and regular purchases This
research provides strong evidence that discount coupons, particularly high-value ones distributed
at the purchase location, can be used successfully as a condom promotional incentive.

DiClemente, R. J. and G. M. Wingood (2000). Expanding the scope of HIV prevention for
adolescents: beyond individual-level interventions. J Adolesc Health 26(6): 377-8.

Type: Editorial

Background: While individual-level interventions are effective, sustaining behavior changes over
time, especially in the face of pressures that promote or reinforce risk behavior, is difficult.
Additionally, addressing behavior change at the individual level simply cannot reach large
segments of the at-risk adolescent population. HIV prevention interventions targeting adolescents
must be expanded. Multilevel interventions may occur at the level of the family or community or at
a policy level to influence laws, policies, or legislative reform.

Methods: Editorial discussion of interventions for HIV prevention among adolescents. The
authors encourage the development of multi-level interventions impacting the HIV epidemic
among adolescents.

Findings/Discussion: It is pivotal that HIV interventions occur simultaneously across multiple
levels of causality. Prevention researchers must move beyond individual-level interventions to
design complementary multi-level interventions. The ideal outcome will be a preventive synergy
which can effectively reinforce HIV prevention messages and skills and create an environment
supportive of behavior change.

Fullilove, R. E., L. Green and M. T. Fullilove (2000). The Family to Family program: a
structural intervention with implications for the prevention of HIV/AIDS and other
community epidemics. AIDS (London, England) 14(Suppl 1): S63-S67.

Type: Intervention

Background: To set the stage for their discussion of an intervention which strengthens families
and increases "social capital,” the authors review earlier work which explored the reasons behind
an intense concentration of AIDS cases in the Bronx. The Bronx epidemic may have had its
beginnings in a series of catastrophic fires which destroyed housing and displaced poor residents
to already crowded neighboring communities. Stable social networks and economic opportunities
disappeared and poor families lost connections to mainstream institutions and resources.
Displaced needle-sharing injection drug users also migrated and re-established networks,
possibly seeding the HIV/AIDS epidemic in an expanding number of communities. Against the
backdrop of devastated communities, the authors propose that the prevention of HIV/AIDS in
these communities must encompass a broader set of interventions than condom use or clean
needles. Social determinants must be influenced; one of the essential building blocks is families.
The objective of the intervention they describe is to increase the "social capital" available to
families and children. They describe social capital as the sum of personal, interpersonal and
community resources that can be used to enhance an individual's social development and
functioning. When communities can offer abundant social capital, children have numerous
positive adult role models. A strong social network must include strong family and friendship
bonds as well as bridges to other social networks that control access to a larger set of meanings
and opportunities.

Methods: The Family to Family intervention in the Harlem community of New York City used the
model of the Church of Jesus Christ of Latter-Day Saints Family Home Evening in which one
night a week is entirely devoted to family with children playing a major role in activities. Four
Church families were teamed with Harlem families to exchange information and "adapt" the
concept to the inner-city life and culture in Harlem. The evenings consisted of a group meal, an
opening meditation, a song, a lesson, a game and a closing meditation. Group meetings of
several families, held once monthly, connect families to each other and foster "neighborly
behaviors." Open discussions with the families at monthly meetings provide an ongoing, process
evaluation of the program and provide qualitative data about family progress.

12



Findings/Discussion: The authors describe Family to Family as a structural intervention
because it seeks to alter the social milieu, not just individual behaviors. After four years of the
volunteer project, the observational findings suggest positive outcomes. The authors are planning
a Family to Family intervention with mothers in drug-treatment programs who are returning to
their families and they are also planning a more formal, summative evaluation of the Harlem
project. The Family to Family project seeks to expand the social networks of families and children
in an impoverished community, to create and expand social capital available to participants, and
to function through the efforts of volunteers. Finally, it gives research institutions and public health
professionals an opportunity to play a role in improving community life.

Golden, M. R. (2002). Editorial: HIV partner notification: a neglected prevention
intervention. Sex Transm Dis 29(8): 472-5.

No abstract available.

Golden, M. R., W. L. Whittington, H. H. Handsfield, et al. (2001). Partner management for
gonococcal and chlamydial infection: expansion of public health services to the private
sector and expedited sex partner treatment through a partnership with commercial
pharmacies. Sex Transm Dis 28(11): 658-65.

Type: Randomized trial

Background: Public health partner notification (PN) services have been used since the 1930s
but currently affect only a small minority of patients with gonorrhea or chlamydial infection. The
prevalence of these infections has decreased but trends in their epidemiology show the need for
intensifying partner notification efforts. An IOM report concluded that PN efforts currently utilized
are "extremely resource intensive, inefficient, and in need of redesign." The authors present
preliminary results from a trial which expanded the provision of public health PN services for
gonorrhea and chlamydial infection to private sector patients. Randomly selected patients and
partners were offered expedited partner treatment through commercial pharmacies.

Methods: Selected patients were offered partner notification assistance and were randomly
offered medication to deliver to their partners. The population was composed of non-incarcerated,
English-speaking women and heterosexual men 14 years of age or older diagnosed with
gonorrhea or genital chlamydial infection. Statistical analysis was conducted for associations
between variables and logistic regression was used for multivariate analyses.
Findings/Discussion: Providers permitted the health department to contact 3613 (91%) of 3972
potentially eligible patients, and 1693 (67%) of 2531 successfully contacted patients consented to
interview. Of these, 1095 (65%) reported at least one untreated partner. Most patients (90%)
wished to notify partners themselves. Patients were more likely to have partners who had not yet
been treated and to request PN assistance if they had more than one sex partner in the
preceding 60 days or a partner they did not anticipate having sex with in the future. These two
factors characterized 49% of all patients interviewed, 70% of those with a partner that was
untreated 7 or more days after index patient treatment, and 83% of those accepting PN
assistance. Among 458 randomly selected patients with untreated partners at time of study
interview, 346 (76%) agreed to deliver treatment to a partner. Of these, most (266) chose to
obtain medication for a partner at a pharmacy and 223 (84%) successfully did so.

In the context of the randomized trial, patients had the opportunity to receive free medication to
give to their sex partner(s). Seventh-six percent of patient accepted that offer. Only a small
number of patients asked for assistance notifying a partner. Two specific criteria - having more
than one sex partner in the 60 days preceding treatment and having a partner with whom the
patient does not expect to have sex in the future - characterized 70% of persons with untreated
partners seven or more days after treatment and 83% of persons who accepted assistance with
PN. Most persons will agree to deliver medication to partners themselves; future study could
identity the feasibility and utility of targeting PN services to high-risk groups.

Kebaabetswe, P., S. Lockman, et al. (2003). Male circumcision: an acceptable strategy for
HIV prevention in Botswana. Sex Transm Infect 79(3): 214-9.
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Type: Cross-sectional survey

Background: Male circumcision is known to be protective against HIV infection. The suggested
mechanism is that the inner mucous surface of the foreskin is rich in Langerhans cells and
minimally keratinized, making it susceptible to the virus. Circumcision was routinely practiced in
Botswana as part of a ceremony marking the transition from boyhood to manhood but it was
abandoned in the 19" and 20" centuries through the influence of western medical missionaries.
Circumcision is not routinely offered in district hospitals and few studies have been performed to
assess its acceptability among either children or adults in sub-Saharan Africa.

Methods: The authors conducted a cross sectional survey in nine geographically representative
locations in Botswana to determine the acceptability of male circumcision and the preferred age
and setting for male circumcision. Interviews were conducted using standardized questionnaires
before and after an informational session outlining the risks and benefits of male circumcision.
605 people, male and female, representing 29 different ethnic groups, were surveyed.
Findings/Discussion: The strength of this study was the sampling of many geographic areas in
Botswana and the representation of many ethnic groups. Before the informational session, 408
people (68%) responded that they would definitely or probably circumcise a male child if
circumcision were offered free of charge in a hospital setting; after the informational session, the
number increased to 89% of respondents. The majority cited the prevention of STDs, including
HIV, as a reason favoring circumcision. Before the informational session, 61% of uncircumcised
men stated that they would definitely or probably get circumcised themselves if it were offered
free of charge in a hospital setting; this increased to 192 (81%) after the informational session.

A multivariate analysis of all participants showed that people with children were more
likely to favor circumcision than people without children. 55% of participants thought that the ideal
age for circumcision is before 6 years, and 90% of participants felt that circumcision should be
performed in the hospital setting. The authors suggest that the option for safe circumcision should
be made available to parents in Botswana for their male children as an effective, available,
permanent and affordable means to reduce HIV incidence in the next generation. If clinical trials
prove its efficacy as an HIV prevention strategy among sexually active people, circumcision might
also be an acceptable option for adults and adolescents as an important component of
Botswana's long term HIV prevention program.

Kissinger, P. J., L. M. Niccolai, et al. (2003). Partner notification for HIV and syphilis:
effects on sexual behaviors and relationship stability. Sex Transm Dis 30(1): 75-82.

Author abstract

Background: Partner notification (PN), originally designed for syphilis control, has been used to
control the spread of HIV since 1985. Because HIV infection is noncurable, the benefit of contact
tracing and treatment demonstrated for the control of syphilis may not apply to HIV. For HIV, PN
must facilitate behavior change that will reduce the spread of the infection. One concern is that
HIV PN can promote the breakup of old partnerships and increase the acquisition of new
partners, thereby spreading HIV infections.

Goal: The purpose of this study was to determine the effect of partner notification (PN) on sexual
behavior and relationship stability among HIV partnerships, with use of syphilis partnerships for
comparison.

Study Design: Partnerships were eligible if the index case was interviewed by a disease
intervention specialist (DIS) for PN and named at least one sex partner. Partnership information
was reported by index cases interviewed at baseline and 3 and 6 months post-PN. Trends in
partnership dissolution and acquisition, sexual abstinence, condom use, emotional abuse, and
physical violence reported by HIV infection and syphilis index cases were compared.

Results: A total of 157 index cases (76 HIV infection and 81 syphilis) reported 220 partnerships
(94 HIV and 126 syphilis). The PN process was completed for 32.7% of partnerships and it was
completed more often for partnerships that were classified as main and cohabiting. After PN,
46.8% of partnerships dissolved, 15.9% of cases acquired a new partner, and emotional abuse
and physical violence decreased significantly. HIV index cases were somewhat more likely to
report using condoms at last sex act and less likely to acquire a new sex partner after PN

14



compared to syphilis index cases. There was no difference post-PN between HIV infection and
syphilis partnerships for partnership dissolution, physical violence, emotional abuse and
abstention from sex.

Conclusion: HIV PN did not appear to cause greater partnership dissolution, new partner
acquisition, or violence compared with syphilis PN.

Lashuay, N., T. Tjoa, M. L. Zuniga de Nuncio, et al. (2000). Exposure to immunization media
messages among African American parents. Prev Med 31(5): 522-8.

Author abstract

Background: African Americans have low immunization rates, yet little is known about their
immunization knowledge, attitudes, and practices or about the effect of outreach to this audience.
In Spring 1997, the California Department of Health Services (CDHS) launched a statewide
culturally sensitive and ethnically specific media campaign directed toward African Americans.
This campaign was preceded by a major Los Angeles County Department of Health Services
media campaign.

Objectives: The objectives of this study were to (a) estimate exposure to immunization media
messages among African Americans; (b) determine sources of immunization information; and (c)
assess various immunization attitudes and beliefs in order to refine future outreach efforts.
Methods: Following the CDHS media campaign, a random digit dial survey was conducted with
801 African American families with children under age 10. The sample was drawn from the four
California regions with the highest African American birth rates. It included all zip codes in these
regions with greater than 150 African American births per year. Lower bound response rates
ranged from 62.5 to 76.1%. Higher income and education levels were overrepresented. Results
were weighted to adjust for this.

Results: Over 88% remembered seeing or hearing some form of immunization information.
Exposure to television ads was reported by 63% followed by billboards (51%) and radio (42%).
Sixty-two percent thought mild disease was possible after shots; 27% feared HIV from needles
and 19% thought pain was a barrier. Respondents who cited money as a barrier (26%) were less
likely to believe that shots were available for free (P = 0.02).

Conclusions: Media advertising is an effective tool for reaching African Americans. Addressing
specific concerns (e.g., clarification of the circumstances and likelihood of getting a mild case of
the disease following an immunization, availability of free shots, and risk of HIV) may contribute to
increased immunization rates for this population.

Lurie, P., R. Gorsky, T. S. Jones, et al. (1998). An economic analysis of needle exchange
and pharmacy-based programs to increase sterile syringe availability for injection drug
users. J Acquir Immune Defic Syndr Hum Retrovirol 18(Suppl 1): S126-32.

Type: Cost analysis/review

Background: The authors estimated the cost per syringe distributed for five syringe distribution
strategies (a needle exchange program [NEP], a pharmacy-based NEP, free pharmacy
distribution of pharmacy kits, sale of such pharmacy kits to injection drug users [IDUs], and sale
of syringes in pharmacies); assessed the total costs of these strategies; and conducted an
economic analysis of these strategies in preventing HIV infection in IDUs.

Methods: The costs for Needle Exchange Programs were estimated using data from previous
research; costs for the four pharmacy-based strategies were resource-based. Using estimates of
the number of syringes required to provide a sterile syringe for each IDU injection, the authors
estimated the total costs of the strategies in three representative US cities, New York, San
Francisco and Dayton, Ohio. The lifetime cost of treating a person for HIV infection, discounted
into current value, was used to estimate the number of syringes that could be distributed for that
amount by the five strategies and thus the number of IDUs who could be ensured a sterile syringe
for each injection. The authors then conducted a threshold analysis for calculating the annual HIV
seroincidence for the program to be cost-neutral.

Findings/Discussion: The cost per syringe distributed in US dollars was $0.97 for the NEP,
$0.37 for the pharmacy-based NEP, $0.64 for pharmacy kit distribution, $0.43 for pharmacy kit
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sale, and $0.15 for syringe sale. The total annual cost in US dollars of providing 50% of the
syringes needed for a single syringe for every injection ranged from $6 to $40 million for New
York City, from $1 to $6 million for San Francisco, and from $30,000 to $200,000 for Dayton,
Ohio.

All five strategies could distribute sterile syringes to IDUs at relatively low unit cost. NEPs
would be the most expensive. All the pharmacy-based options, particularly syringe sales, are less
costly than needle exchange programs. Among the advantages of pharmacy-based programs is
that pharmacies are open for longer hours, can be better dispersed geographically, and have
greater capacity than NEPs. Social stigma is lessened for the IDU and there may be less resident
or business opposition to pharmacy-based programs. However, the five distribution strategies
should be seen as complementary, not competitive. The annual HIV seroincidence for the
program to be cost-neutral compared with the cost of medical treatment for HIV injections was
2.1% for the NEP, 0.8% for the pharmacy NEP, 1.4% for pharmacy kit distribution, 0.9% for
pharmacy kit sale, and 0.3% for syringe sale. At annual seroincidences exceeding 2.1%, all
strategies are likely to be cost-saving to society. However, the authors note that public policy
should not be based on economic analyses alone; noneconomic factors must also be considered.

Moema, S., Z. Mzaidume, B. Williams, et al. (1998). An intervention trial in South Africa's
goldmining industry. (abstract no. 33536). Int Conf AIDS 12: 695.

Author abstract

Introduction: South Africa's mining industry is central to the country's economy, employing
almost a million people and accounting for 60% of export earnings. Carltonville goldmines in
Gauteng Province represent South Africa’s largest mining area, with over 100,000 miners. The
West Rand Region, in which Carltonville is situated, has Gauteng Province's highest HIV
prevalence, of 22%. The social context of mining, particularly migrant labour and hazardous
physical work, relieved primarily by alcohol and sex, is conducive to rapid HIV transmission.
Methods and results: An intervention trial, involving government, corporate, union, community
and research partners, to reduce STD/HIV transmission in Carltonville, was developed in 1996.
The research trial compares STD and HIV incidence in among 1,000 miners in Carltonville
intervention arm and 1,000 miners in the adjacent Westonarias goldmining comparison arm. The
intervention has two major components: comprehensive STI care; and peer education to motivate
behavioural change and promote condoms. It has sub-components: formative assessment to
understand the social context of STD/HIV transmission; mapping to understand the distribution of
risk and STIs; training and supervising STI care providers, to provide comprehensive, primary,
STl management; recruiting and training community peer educators to promote STl symptom
knowledge, recognition, suspicion and prompt, informed, care seeking, to motivate behavioural
change and promote condoms; extensive condom distribution, in workplaces and the wider
community; and comprehensive evaluation, using an intervention trial design and collecting
detailed annual behavioural, STI prevalence and incidence and HIV incidence data.
Conclusions: The project has secured the commitment of all key stakeholders, to support a
comprehensively implemented, rigorously evaluated intervention trial, in South Africa's most
strategic industry. The project's approach, building cross-cutting alliances to implement well
evaluated interventions, may have broader relevance, as an approach to the central problem of
reducing STI/HIV transmission in situations of migrancy, whose centrality to HIV transmission
throughout Africa, is increasingly recognized.

Morisky, D. E., Sneed C.D., T. V. Tiglao, et al. (1998). Behavioral interventions and their
positive effects on STD and HIV prevention. Int Conf Emerg Infect Dis 60.

Author abstract

Objectives: To assess the independent and combined effects of peer education and
manager/supervisor training on STD/HIV among Commercial Sex Workers (CSWSs) in the
Philippines. Educational interventions targeting cognitive and environmental determinants of
STD/HIV prevention are being assessed.
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Methodology: A quasi-experimental four-group design assessing the independent and combined
effects of E1-peer education, self-efficacy and condom negotiation skills; E2-manager/supervisor
support; E3-combination of E1 and E2; and C1-a usual care study control group is being tested
over a three-year period in four sites in the southern Philippines. Outcome measures include STD
infection rates, attendance at Social Hygiene Clinics, and the implementation of educational
policy in the various establishments.

Results: A multivariate structural equation model has identified significant predictors of condom
use and efficacy based on cognitive and environmental determinants. Pre and post-surveys
indicate significant changes in knowledge, attitudes and levels of self-efficacy among CSWs and
managers. Significant improvements in appointment-keeping behavior and reductions in STDs
were observed in the intervention communities. The control site saw a slight increase in the rate
of STD over the two-year period. HIV testing results indicated zero infections in the intervention
sites and four seropositives in the control site, indicating a risk reduction of 400%. Conclusions:
These results are being integrated into the Social Hygiene's Clinic process of care, as well as
institutional changes in the participating establishments. An expanded community approach is
currently being developed which will include client-centered populations involving high risk
communities, worksites, military/police and drivers associations.

Needle, R. H., R. T. Trotter, 2nd, et al. (2003). Rapid assessment of the HIV/AIDS crisis in
racial and ethnic minority communities: an approach for timely community interventions.
Am J Public Health 93(6): 970-9.

Type: Programmatic review

Background: Rapid assessment relies on systematic ethnographic and other qualitative data
collection and analysis techniques complemented by survey information and direct observation
studies. Rapid assessment is useful for quickly collecting locally relevant data about emerging
patterns of risk behaviors; this research can lead to implementation of intervention strategies
adapted to local cultures and conditions. The US Department of Health and Human Services in
collaboration with the Congressional Black Caucus created an initiative to address the HIV/AIDS
crisis in racial/ethnic minority populations. In 1999, crisis response teams were sent to the first
three eligible cities, Detroit, Philadelphia, and Miami, to provide technical assistance - training in
rapid assessment, response, and evaluation (RARE) methodologies.

Methods: RARE follows a triangulation paradigm with core methods of focus group interviews,
key-informant interviews, direct observations, mapping and geocoding and rapid “street intercept”
interviews. Target areas in each city varied in ethnic and racial composition but included persons
engaged in specific risk activities (drug use or high-risk sex), injection drug users, men who have
sex with men, crack users or those trading sex for money or drugs.

Findings/Discussion: The RARE teams framed the project findings in the intersecting concepts
of people, places and times. The data from Detroit, Philadelphia and Miami enables public health
officials and the community to define or redefine the local importance of people, place and time
configurations. Understanding the interplay of the population with specific sites, times of high-risk
activity and perceptions that motivate behavior allows public health departments to strategically
align prevention, infrastructure and medical service systems. Efforts that may be stretched too
wide can be geographically and programmatically targeted to the smaller locations of greatest
need.

Peersman, G., W. Johnson and M. Neumann (2001). Interventions for preventing HIV
infection in heterosexual people. 2001a. Cochrane Database of Systematic Reviews (1).

No abstract available.

Peersman, G., E. Sogolow and A. Harden (2001). Interventions for preventing HIV infection
in young people. 2001b. Cochrane Database of Systematic Reviews (1).

No abstract available.
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Peterman, T., K. M. Blankenship, D. Cohen, et al. (2000). Developing social and
environmental prevention interventions. [MoPeE2979]. Int Conf AIDS 13.

Author abstract

Background: Prevention research has identified effective behavioral interventions for individuals.
However, new infections continue to occur, and are increasingly concentrated in areas with high
incidence of many other diseases. We are seeking novel prevention interventions at the social
and environmental level that are feasible, acceptable, and likely to be effective in reducing HIV
incidence.

Methods: Potential investigators were asked to propose study populations and methods to be
used to identify interventions and assess the feasibility, acceptability, and potential impact on HIV
in the community. A panel of experts with diverse backgrounds reviewed applications and chose
the best.

Results: Study teams from the 3 selected sites are multi-disciplinary, including sociologists,
epidemiologists, lawyers, public health practitioners, and/or human rights experts. Investigators at
Yale University are using multiple methods to examine the impetus for, and acceptance and
potential impact of structural interventions (e.g. law, policy, administrative structure) on HIV
incidence among drug users. Louisiana State University is analyzing national and local databases
on housing, educational quality recreational facilities, alcohol outlets, and the availability of low-
skilled jobs to determine if any are associated with HIV. Potential interventions will be evaluated
for acceptability by a local community group. The University of Texas, Houston, will interview
young gay men using focus groups, key informant interviews, and computer generated vignettes.
Potential interventions will be discussed with key members of the Dallas community. Preliminary
findings will be available in June.

Discussion: Our studies will identify innovative interventions. Much more work is needed to
implement and evaluate the efficacy of the interventions we will identify, and develop and
evaluate social and environmental interventions in other settings.

Pinkerton, S. D., H. W. Chesson, D. R. Holtgrave, et al. (2000). When is an HIV infection
prevented and when is it merely delayed? Eval Rev 24(3): 251-71.

Type: Framework and analysis of HIV intervention effectiveness model
Background: The authors (a) suggest a simple framework for distinguishing between HIV
infections that are truly prevented and those that are merely delayed; (b) illustrate how these
outcomes can be estimated; (c) discuss strategies for extrapolating intervention effects beyond
the assessment period; and (d) highlight the implications of these findings for HIV prevention
decision making.
Methods: The authors offer guidance on incorporating issues such as prevented and delayed
infections, and persistence and decay of intervention effects into existing prevention effectiveness
models. They suggest a framework for distinguishing between prevention and delay of infections
and introduce extensions to the basic model of intervention effectiveness to handle persistent
intervention effects and the prevention of secondary infections.
Findings/Discussion: An ideal intervention effectiveness model would facilitate estimation of the
total number of infections averted over the course of the epidemic and would also consider the
secondary, tertiary infections averted among the partners of intervention participants and out
through partners on the chain of transmission. The authors discuss ways to incorporate the
distinction between delayed and prevented infections, the potential persistence and decay of
intervention effects and the prevention of infections in the partners of intervention participants into
existing prevention effectiveness models. Their framework distinguishes between infections that
are truly prevented and those that are delayed into the future and provides an illustration of how
those outcomes can be estimated. Extensions to their basic model handle persistent intervention
effects and the prevention of secondary infections.

The authors acknowledge that HIV prevention effectiveness modeling is inherently
uncertain and that their extensions to the basic model require extrapolation from the intervention
data set and introduce further uncertainty into the analysis. They suggest that the simpler
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estimate (PP*) N is probably adequate for most purposes. Sensitivity analyses can be conducted
for the impact of lifetime risk, intervention persistence and the prevention of secondary infections.

Roca, E., K. Ashburn, et al. (2002). Assessing the impact of environmental-structural
interventions. Horizons/Population Council. Meeting abstract. Int Conf AIDS.

Author abstract

Background: Despite significant interest in environmental-structural interventions to prevent HIV,
few evaluation tools have been developed to measure environmental-level, rather than individual-
level, data to assess their impact. This paper outlines the development and results of an
ecological assessment tool used to monitor compliance with a structural intervention implemented
over the course of 1 year in female sex establishments in the Dominican Republic (DR).
Methods: Two adapted versions of the Thai 100% condom program were implemented in the
DR: a solidarity-based model in Santo Domingo and a solidarity plus government policy and
regulation model in Puerto Plata. Monthly ecological assessments were conducted jointly by NGO
and government health inspectors in 68 sex establishments. Variables assessed via observation
in sex establishment include the availability and visibility of: 100% condom use posters; condom
supplies; and sex worker health check cards. Monthly clinic records were also checked for
attendance and STI results of sex workers from participating establishments.

Results: Compliance with the intervention increased significantly over time in Puerto Plata. At
Month 12 of the intervention, 100% of participating establishments had visible condom use
posters and stocks of condoms. The percent of establishments complying with STI clinic
attendance increased from 9.4% in Month 1 to 77.8% in Month 12. The percent of establishments
whose sex workers had no STIs increased from 9.4% in Month 1 to 85.2% in Month 12, as STI
prevalence dropped from 11.3% to 0.8%.

Conclusions: Monthly ecological assessment tools are effective in collecting observable, rather
than reported, environmental-level data needed to complement individual level data. Such data
allows for constant feedback loops to improve structural interventions and ensures that they are
working to improve the physical, social and policy environment as theoretically conceptualized.

Rothenberg, R. B., J. N. Wasserheit, M. E. St. Louis, et al. (2000). The effect of treating
sexually transmitted diseases on the transmission of HIV in dually infected persons: a
clinic-based estimate. Ad Hoc STD/HIV Transmission Group. Sex Transm Dis 27(7): 411-6.

Type: Data analysis

Background: The effect of sexually transmitted disease (STD) treatment on HIV transmission is
a topic of interest and controversy. The occurrence of STDs in person with HIV infection is
evidence of continued risk taking. Many studies have attempted to assess the influence of STDs
on HIV transmission and have reported an important role for ulcerative and nonulcerative STDs in
facilitating transmission. The authors sought to assess the potential effect of STD treatment on
HIV transmission in persons who are dually infected with STD and HIV.

Methods: Using data from eight STD clinic sites in the United States, the authors estimated the
actual achievable reduction in HIV transmission by multiplying the prevented fraction associated
with treatment of STDs (set at an average of 0.8) by the maximum potential reduction in HIV
transmission achieved by treating STDs (using an average relative risk of 3.0 for increased HIV
transmission in the presence of STDs). Subgroup analysis assessed infection proportions for
genital ulcer disease, nonulcerative STDs, and any STD by sex, ethnicity, age, and sexual
orientation.

Findings/Discussion: The maximum achievable reduction in HIV transmission from dually
infected persons to their partners is approximately 33%. The actual achievable reduction is
approximately 27% (range, 10.0-38.1%) at the eight clinic sites. If each of the 4,516 dually
infected persons in this cohort experienced a single sexual exposure with an uninfected person,
28 HIV infections would occur in the absence of STD treatment whereas 16 infections would
occur with STD treatment. The authors estimated that 27% of HIV transmissions from persons
who are dually infected with HIV and STD could be averted through adequate treatment of the
STD, independent of any other behavioral intervention. Identification of dually infected persons in
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STD clinics is an important mechanism for targeting interventions to a social milieu with high risk
for HIV infection and other STDs.

The results are encouraging but the authors suggest that a more comprehensive
approach would require considering the role of treatment of STDs in the HIV-negative partners of
those with HIV infection and the parallel risk of needle sharing in that population. Given the high
STD prevalence of HIV-positive persons in the study clinics, the authors' estimate suggests that
effective treatment of their STDs and interventions targeted to their milieu should be implemented
and evaluated empirically.

Sangiwa, G., D. Balmer, C. Furlonge, et al. (1998). Voluntary HIV counselling and testing
(VCT) reduces risk behavior in developing countries: results from the voluntary
counselling and testing study. VCT Study Group. (abstract no. 133/33269). Int Conf AIDS
12: 646.

Author abstract

Objectives: To determine the impact of VCT on sexual risk behavior in 3 developing countries.
Methods: Multicenter randomized controlled trial in Nairobi, Kenya, Dar es Salaam, Tanzania,
and Port of Spain, Trinidad. Participants who enrolled individually (N = 3120) were randomized to
receive VCT (pre- and post-test client-centered counseling) or a standardized health information
(HI1) intervention (culturally appropriate AIDS risk reduction video in local language w/6 month
wait for VCT). Standardized behavioral interviews were administered at baseline and 6-month
follow-up. Intention-to-treat analyses were conducted.

Results: Data are presented collapsed across sites. 81% of those enrolled were retained at the
6-month follow-up. 96% of those assigned to VCT were tested and 79.5% received their test
results. The results for three self-reported sexual risk behaviors are summarized below;
unprotected intercourse with: any primary partner (Ul-PP), any non-primary partner (UI-NP), and
any commercial (UI-CP) partner. Reports of each risk behavior decreased over time for both
treatment groups, p's < .01. However, risk reduction with non-primary partners was significantly
greater among those assigned to VCT compared to HI, p <.01. The VCT group also reported
greater risk reduction with commercial partners, but the difference was not statistically significant,
p =.09. Women reported higher levels of risk with primary partners and lower levels of risk with
non-primary and commercial partners, p's < .01. Participants from the two African sites reported
(Tabular Date, See Abstract Volume) lower levels of risk with primary partners and higher levels
of risk with non-primary and commercial partners, p's < .01. Both VCT and HI reduced sexual risk
behaviors among study participants. Compared to HI, VCT produced greater reductions in the
prevalence of unprotected intercourse with non-primary partners and was marginally more
effective in reducing the prevalence of unprotected intercourse with commercial sex partners.
This demonstrates the efficacy of VCT as an intervention that can help reduce HIV transmission.

Serxner, S. and D. Gold (2001). How health promotion outweighed STD costs. Bus Health
19(6): 25-8.

No abstract available.
Susman, E. (2003). US could learn from Cuban AIDS policy. AIDS 17(13): N7-8.

Type: Meeting report

Findings/Discussion: Dr. Byron Barksdale, director of the Cuba AIDS project, a US-based non-
governmental agency, delivered an address at the 2003 annual meeting of the American
Association for the Advancement of Science. He outlined the Cuban experience of minimizing
the impact of the AIDS epidemic through authoritarian measures including compulsory testing,
mandatory testing of pregnant women, weeks of required in-sanatorium disease education and
possible quarantine. He acknowledged that while these authoritarian measures would not play
well in western democracies, the key finding is the concept of intensive education. Persons
newly-diagnosed with HIV infection must spend six to eight weeks at a sanatorium where they
receive intensive education about the antiretroviral drugs, information about the disease and its
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effects, and how to prevent transmission. He contrasted this intensive education with the “five
minutes worth of education” given to most people in the US who receive the diagnosis. Others
commented that prevention tactics can control HIV infection and that prevention is driven by
behavior.

Sweat, M., S. Gregorich, G. Sangiwa, et al. (2000). Cost-effectiveness of voluntary HIV-1
counselling and testing in reducing sexual transmission of HIV-1 in Kenya and Tanzania.
Lancet 356(9224): 113-21.

Type: Multisite trial of HIV-1 VCT

Background: The authors undertook a trial of HIV-1 VCT in Nairobi, Kenya and Dar es Salaam,
Tanzania to assess its impact, cost and cost-effectiveness of HIV-1 voluntary counseling and
testing (VCT). The primary research question was: "What are the health benefits of investment in
HIV-1 VCT programmes?" The incremental cost effectiveness analysis of HIV-1 VCT compared
pre-intervention and post-intervention outcomes. Intervention costs were calculated from
estimates of the per-client quantity of goods and services used in delivery of the intervention.
Methods: The cost-effectiveness of HIV-1 VCT was estimated for a hypothetical cohort of 10,000
people seeking VCT in urban east Africa. The analysis focused primarily on the benefits of HIV-1
VCT in terms of infections averted and the associated DALYs saved from the intervention. Main
outcome measures included programme cost, number of HIV-1 infections averted, cost per HIV-1
infection averted, and cost per disability-adjusted life-year (DALY) saved. The authors also
modeled the impact of targeting VCT by HIV-1 prevalence of the client population, and the
proportion of clients who receive VCT as a couple compared with as individuals.
Findings/Discussion: HIV-1 VCT was estimated to avert 1104 HIV-1 infections in Kenya and
895 in Tanzania during the subsequent year. The cost per HIV-1 infection averted was US$249
and $346, respectively, and the cost per DALY saved was $12.77 and $17.78. The intervention
was most cost-effective for HIV-1-infected people and those who received VCT as a couple. The
cost-effectiveness of VCT was robust, with a range for the average cost per DALY saved of
$5.16-27.36 in Kenya, and $6.58-45.03 in Tanzania.

Several other findings emerged from the analysis: cost effectiveness of HIV-1 VCT can be
significantly improved through reasonable targeting approaches and through economies of scale
with larger programmes and larger numbers of clients. Cost-sharing with clients may lower the
cost of VCT to funding agencies and government health programmes. The cost-effectiveness
could also be improved with more intensive counseling efforts for clients who do not respond well
to the intervention.

The analysis revealed that HIV-1 VCT is highly cost-effective in urban east African
settings, but slightly less so than interventions such as improvement of sexually transmitted
disease services and universal provision of nevirapine to pregnant women in high-prevalence
settings. With the targeting of VCT to populations with high HIV-1 prevalence and couples the
cost-effectiveness of VCT is improved significantly. The positive findings and other tangible
benefits of VCT not addressed in this analysis bolster support for this intervention.

Toomey, K. E., T. A. Peterman, L. W. Dicker, et al. (1998). Human immunodeficiency virus
partner notification. Cost and effectiveness data from an attempted randomized controlled
trial. Sex Transm Dis 25(6): 310-6.

Type: Multicenter randomized controlled trial

Background: Partner notification was considered a cornerstone of care for syphilis and
gonorrhea but its effectiveness for HIV infection is less certain because partners are not cured
and intervention with high-risk partners may not necessarily prevent further transmission. This
study compares four HIV partner notification strategies by measuring the cost and effectiveness
of each strategy to locate and test partners. Strategies ranged from instructing patients to notify
partners to immediate health department notification. Attempts at a randomized controlled trial
were not successful because of a frequent crossover of partners to a different strategy or study
arm. The main objective was to compare the costs and the number of patients who came for HIV
testing under each strategy; a secondary objective evaluated the cost and effectiveness of

21



partner notification for index patients with differing demographic characteristics. Costs in three
categories were considered: interviewing index patients, interviewing partners, and program
overhead.

Methods: Persons testing HIV positive in three areas (Broward County, Florida, Tampa, Florida
and Paterson, New Jersey) were randomly assigned one of four approaches to partner
notification. Analysis plans changed because disease intervention specialists notified many
partners from the patient referral group. The patient referral group was dropped and others were
combined to assess the cost and effectiveness of provider referral. Costs were considered under
three broad categories: interviewing index patients, interviewing partners and program overhead.
Findings/Discussion: The 1,070 patients reported 8,633 partners. Of those 1,035 were located
via record search or in person. A previous positive test was reported by 248 partners. Of the 787
others, 560 were tested: 438 were HIV negative and 122 were newly identified as HIV positive.
The intervention specialist's time totaled 197 minutes per index patient. The cost of the
intervention specialist's time, travel, and overhead was $268,425: $251 per index patient, $427
per partner notified, or $2,200 per new HIV infection identified. There were no major differences
found in the costs of partner notification or the likelihood of locating partners based on
demographic characteristics (e.g. age, sex, race or reporting source) of the index patient.
Comparing the effectiveness of different partner notification approaches was not possible
because of frequent crossover between randomized groups. The effectiveness of HIV partner
notification can be evaluated by the number of partners notified, tested or infected, among other
methods. While the cost of partner notification can be compared with other approaches to
acquired immunodeficiency syndrome prevention, the benefits such as behavior change or
infections prevented are not easily measured. The authors also note that the value of fulfilling the
ethical obligation to warn partners of a potential threat to their health cannot be quantified.

Turto, S., J. M. McMahon, R. Hamid, et al. (1998). The social ecology of drug using
women's sexual risk in east Harlem, NYC: an event analysis. Int Conf AIDS 12: 440.

Author abstract

Background: The HIV epidemic is a human biological phenomenon fueled by risk behaviors
enacted within personal relationships and diverse social settings. This study will 1) describe
recent sexual events of drug using women in a NYC community with a high prevalence of drug
use, HIV infection, and AIDS; and 2) identify the determinants of event-specific condom use.
"Event analysis" provides unique information not obtained in standard epidemiological surveys.
Methods: Data from 112 heterosexual events with and without condom use were obtained in
structured interviews with 87 women; all were offered HIV testing/counseling. Women were 52%
Latina, 39% Black; 37% drug injectors; 45% crack users. Drug use was verified by urinalysis. The
interview measured 1) relationship-specific factors (e.g., partners' demographics and HIV
serostatus; nature and duration of relationship); and 2) event-specific factors (e.g., time, location,
sexual repertoire, use of injection drugs, crack, and alcohol, perception of intimacy and control,
discussion of condom use, perception of risk). Repeated measures analyses (ANOVA or
McNemar's) identified differences between sexual events with and without condom use.
Multivariate logistic regression analysis identified significant independent determinants of event-
specific condom use.

Results: 1) Differences (p < .05) between events with and without condom use were found on
both relationship-specific and event-specific factors. 2) Determinants (p < .05) of event-specific
condom use were: discussing condom use with partner (OR = 32.0; Cl = 18.1-48.7); and
women's perceived control of condom use (OR = 2.8; Cl = 1.1-7.3). Cunnilingus during event
predicted no condom use (OR = 4.7; Cl = 0.8-26.6).

Conclusions: Interventions to reduce sexual risk among drug using women in high risk
communities should address relationship issues relating to sexual communication and control in
the relationship. Event analysis is a method which shows promise for identifying contextual
factors that may be overlooked when investigating risk on an individual level.

Valdiserri, R. O., L. L. Ogden, et al. (2003). Accomplishments in HIV prevention science:
implications for stemming the epidemic. Nat Med 9(7): 881-6.
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Type: Review

Background: The advances in HIV prevention have encompassed different scientific disciplines,
populations and settings ranging from public health programs for individuals to community-level
interventions. The case for HIV prevention is partly economic because HIV can weaken societal
institutions from armed forces to healthcare. The authors assert that the biggest challenge in
preventing HIV transmission is the full implementation of existing preventive interventions
worldwide.

Methods: The authors sample and describe effective interventions for preventing sexual,
parenteral and perinatal HIV transmission.

Findings/Discussion: Substantial advances have been made in the field of HIV prevention, but
most cases of HIV transmission globally still result from unprotected intercourse. Two strategies
can be used to prevent sexual HIV transmission: intervention to promote the adoption of safer
sexual behaviors and timely diagnosis and treatment of other sexually transmitted infections
(STIs) among those at risk for acquiring or transmitting HIV. Prevention of parenteral transmission
of HIV is generally accomplished by three basic strategies: improving the safety of the blood
supply, improving the safety of healthcare settings and preventing the spread of HIV among
injecting drug users. Prevention of perinatal transmission of HIV can be accomplished through
ART prophylaxis or through infant formula replacement to prevent transmission by breast milk.

Along with the ongoing research into a vaccine, other research priorities are the
development of effective vaginal and rectal microbicidal agents, assessment of the role of male
circumcision as an HIV prevention strategy and development of new approaches to risk
reduction.

However, the biggest challenge remains to implement existing preventive interventions
worldwide. It is also crucial to support various prevention approaches, to integrate HIV prevention
into treatment and care, to address the social factors such as stigma, poverty and gender
inequality that facilitate HIV transmission, and to provide strong leadership at the highest levels of
government.

Varghese, B., T. A. Peterman and D. R. Holtgrave (1999). Cost-effectiveness of counseling
and testing and partner notification: a decision analysis. AIDS 13(13): 1745-51.

Type: Decision analysis

Background: AIDS and HIV prevention interventions are chosen on the basis of the population
at risk, the possible interventions and the cost-effectiveness of the interventions. The strategies of
CT and partner notification have not been widely studied regarding their effects on averting future
HIV infections. This study evaluates the cost-effectiveness of partner notification and counseling
and testing offered in HIV and sexually transmitted disease (STD) clinics in preventing future HIV
infections in the United States of America.

Methods: Decision tree models using both societal and provider perspectives were developed.
The societal perspective includes all costs and benefits incurred by providers and clients and the
discounted treatment for HIV. The provider (HIV and STD clinics) perspective includes only
explicit economic costs to the provider and excludes the cost of client time and lifetime treatment
cost of HIV/AIDS. The counseling and testing and partner notification models incorporate
estimates of HIV prevalence, return rates for counseling, risk of HIV transmission within 1 year,
and the effectiveness of counseling. Cost estimates for counseling and testing and partner
notification programs and lifetime treatment cost of HIV for the US were obtained from published
literature. Extensive sensitivity analyses of model parameters were conducted.
Findings/Discussion: The model predicted that counseling and testing a cohort of 10,000
individuals at a clinic with an HIV seroprevalence of 1.5% would prevent almost eight HIV
infections and save society almost $1,000,000. Partner notification for the 113 infected persons
identified by counseling and testing, prevents another 1.2 HIV infections and saves an additional
$181,000. Providers (HIV and STD clinics) may see a cost of $32,000 per case prevented by
counseling and testing and an additional $28,000 for partner notification. Model results are most
sensitive to assumptions of HIV prevalence, risk of transmission, and treatment cost of HIV.
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These estimates of the costs and benefits of counseling and testing suggest that
counseling and testing saves societal dollars. Although partner notification has been considered
very expensive in the US, the model analysis suggests that it results in a wide range of societal
cost savings under a wide range of probability estimates.

Counseling and testing and partner notification are cost effective and can prevent HIV
transmission in the clinic setting described. This model can be adapted to assess the cost-
effectiveness of counseling and testing and partner notification in other settings.

Waldo, C. R. and T. J. Coates (2000). Multiple levels of analysis and intervention in HIV
prevention science: exemplars and directions for new research. AIDS 14(Suppl 2): S18-26.

Type: Theoretical framework for understanding prevention

Background: The authors consider the influence of multiple social units on HIV risk behavior.
Ecological theory posits that people must be studied in context, rather than as individuals in
isolation. The theory suggests that individual attitudes and behavior arise not only from
individuals themselves but also from influences of the social contexts in which they are
embedded. Earlier authors referred to this as ecological “interdependence." Using ecological
theory, the authors outline multiple levels of analysis at which preventive interventions can be
conceptualized. The specific levels include the individual, dyadic/small group, organizational,
community, and societal/cultural.

Methods: The authors present a theoretical framework for understanding prevention that
addresses multiple levels of analysis at which HIV risk behavior can be conceptualized. Using
ecological theory, they outline multiple levels of analysis (individual, dyadic/small group,
organizational, community, and societal/cultural) at which preventive interventions can be
conceptualized, discuss advantages and disadvantages of locating HIV risk at each level, and
provide examples of HIV prevention for each level.

Findings/Discussion: Interventions for a useful HIV prevention-science agenda must take place
at a variety of levels. At the individual level, interventions are relatively easy to conceptualize and
evaluate; most research to date has been done at this level. The disadvantage is that there are
other influences on risk behavior over which the individual has little control (e.g. organizational
practices, community horms). Also, these interventions at the individual level may not reach a
large number of individuals. The dyadic or small group level interventions recognize the
influences that relationships have on risk-taking. As with individual level interventions, they may
not reach a large number of people and often do not address broader contextual issues. The
focus of organizational interventions tends to try to change organizations rather than relying on
individuals to make behavior changes. It has the advantage of reaching large numbers of people
and controlling risky behavior through organizational constraints. However, individuals may
simply leave the organizations or the organizational restrictions may impinge upon individual
freedoms.

An advantage to community level interventions is that they can reach a large number of
people and may have a lasting impact on community norms. However, they may not be effective
for disaffected persons or persons not responsive to peer pressure. At the societal/cultural level,
social structures shape individual access to resources that enable or impede behavior change. At
this level, HIV risk behavior is viewed as a product of societal and cultural forces that influence
individual's lives. Although they have the advantage of reaching large groups of people, they can
be difficult to achieve with distal effects that may not affect the individual.

The authors encourage HIV prevention scientists to consider the level at which they are
locating the determinants of HIV risk behavior when conducting research. Although scientists and
research funding have favored the individual level of analysis, the field of HIV prevention science
should address risk behavior at multiple levels of analysis to address the most important
determinants of HIV risk behavior, including those outside the individual.

Weinhardt, L. S., M. P. Carey, B. T. Johnson, et al. (1999). Effects of HIV counseling and

testing on sexual risk behavior: a meta-analytic review of published research, 1985-1997.
Am J Public Health 89(9): 1397-405.
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Type: Meta-analysis

Background: This study examined whether HIV counseling and testing leads to reductions in
sexual risk behavior through a comprehensive meta-analysis of 27 published studies that
provided sexual behavior outcome data, assessed behavior before and after counseling and
testing, and provided details sufficient for the calculation of effect sizes. The 27 studies involved
19,597 participants. The authors sought to test the hypothesis that study participants who
received an HIV-positive test result, individually or with a partner, would exhibit greater risk
reduction than HIV-negative participants, who, in turn, would exhibit greater risk reduction than
untested participants.

Methods: The literature meta-analysis included 27 published studies that provided sexual
behavior outcome data, assessed behavior before and after counseling and testing, and provided
details sufficient for the calculation of effect sizes. The studies involved 19,597 participants.
Analyses were conducted on 73 effect sizes in the primary analysis and for each potential
moderator of effect size. A parallel set of analyses tested the robustness of the fixed-effect
analyses.

Findings/Discussion: After counseling and testing, HIV-positive participants and HIV-
serodiscordant couples reduced frequency of unprotected intercourse and increased condom use
more than HIV-negative and untested participants. HIV-negative participants did not modify their
behavior more than untested participants. This suggests that HIV-CT is an effective secondary
HIV prevention strategy, meaning participants who learned they were HIV-positive reduced their
sexual risk behavior, thereby decreasing their risk of subsequent reinfection and their risk of
infecting others. However, the participants who tested negative and did not modify their risk
behavior suggest HIV-CT is not an effective primary prevention strategy.

The authors' critique of the literature points to two limitations: first, HIV-CT studies have
generally not been informed by theories of behavior change nor have they assessed certain key
constructs, second, the literature does not provide details about the counseling provided, limiting
the ability to account for variations in counseling. The authors suggest that HIV-CT should be
viewed as one part of an HIV-prevention strategy that includes individual-, community- and policy-
level interventions. Theory-driven research with attention given to the context of testing is needed
to further explicate the determinants of behavior change resulting from HIV counseling and
testing, and the effectiveness of specific counseling approaches.

Wendell, D. A., D. A. Cohen, et al. (2003). Street outreach for HIV prevention: effectiveness
of a state-wide programme. Int J STD AIDS 14(5): 334-40.

Author abstract

Street outreach is considered a key HIV prevention strategy in the United States. To determine
whether street outreach to prevent HIV infection as practised by state-funded community-based
organizations (CBOSs) is effective in promoting condom use, we conducted an evaluation using a
guasi-experimental design. Twenty-one CBOs involved in street outreach conducted cross-
sectional surveys assessing risk behaviour and exposure to outreach activities in 66 intervention
and 13 comparison areas in Louisiana over a 2-year period. Surveys were collected from 4950
persons at intervention sites and 1597 persons at comparison sites. After controlling for
demographic characteristics and sexual risk factors, persons in intervention sites were more likely
to use condoms than persons in comparison sites [odds ratio 1.37 (95% confidence interval 1.20,
1.56; P<0.001)]. Contact with an outreach worker mediated condom use. The mechanism of
effect may be related to direct contact with an outreach worker and condom distribution rather
than to broader community mobilization.
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Cultural/Demographic/Socioeconomic Factors
Articles describe upstream, macro-level factors which affect risk and/or transmission.

Choi, K. H. and E. Kumekawa (1998). HIV prevention programs must address
environmental influences to reduce risk behavior among young Asian men who have sex
with men. (abstract no. 23112). Int Conf AIDS 12: 363.

Author abstract

Objectives: To explore environmental issues affecting HIV risk among young Asian men who
have sex with men.

Methods: We conducted in-depth interviews with 51 individuals who were knowledgeable about
young Asian men who have sex with men (e.g., providers from health departments and
community-based organizations, bartenders, shopkeepers, gay Asian community leaders and
members) using the Community Identification Process, an ethnographic technigue designed to
identify hard-to-reach populations and to develop HIV prevention programs for these populations.
The interviews were conducted in San Diego, Anaheim-Garden Grove, Oakland-Berkeley, and
Seattle during May-September 1997. Study participants were asked about the influence of the
family, the general Asian community, and the mainstream gay community on sexual risk among
young Asian men.

Results: We found 6 environmental factors related to sexual risk among young Asian men who
have sex with men: (a) cultural expectations of the parents (parental pressure to get married,
have children, carry on the family name and traditions, and not bring shame on the entire family);
(b) family silence about sex (little communication about homosexuality because of its personal,
private, and sexual nature); (c) stigmatization of homosexuality in the Asian community; (d) the
contrast between self-image and the ideal image of male beauty in the gay community (e.g., a
"glamour|ous], chiseled, healthy-looking White image"; the "young, [with] blond hair with buff
bodies"); (e) negative stereotyping of Asian men in the gay community (e.g., monogamous,
subservient, being the receptive partner in anal sex, and at low risk because of the perceived low
incidence of HIV in the population); and (f) related emotional difficulties experienced by Asian
men including negative identity, low self-esteem, self-image, and self-worth, alienation, and
depression.

Conclusions: The data suggest that future HIV prevention strategies must consider the strong
influence of environmental factors. These strategies should be directed at the family, the Asian
community, and the gay community with programs such as family counseling, support groups for
families with gay children, mass media campaigns to educate the community about sexual and
ethnic diversity, and forums to discuss homophobia and negative stereotyping of Asian men.

Deaton, A. (2002). Policy implications of the gradient of health and wealth. An economist
asks, would redistributing income improve population health? Health Aff (Millwood) 21(2):
13-30.

Type: Literature review and discussion

Background: The link between economic deprivation and ill health was explored by the ancient
Greek and Chinese and was perhaps first scientifically documented in Paris in the 1820s. In the
United States, a gradient of health with social class persists. The use of the term "gradient"
emphasizes the gradual relationship between the two. Health improves with income throughout
the income distribution and poverty has more than a "threshold" effect on health. Men in the
United States with family incomes in the top 5 percent of the distribution in 1980 had about 25
percent longer to live than did those in the bottom 5 percent. Proportional increases in income are
associated with equal proportional decreases in mortality throughout the income distribution.
Methods: The author reviews the evidence and theoretical interpretations on the gradient of
health and wealth, (i.e. that economic deprivation is strongly related to ill health), and asks
whether it makes sense to design policy to address health inequalities. He argues that evidence
on the gradient strengthens the case for redistribution toward the poor and suggests policy
prescriptions.
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Findings/Discussion: The author asks whether a redistribution of income in the interest of public
health is called for. He concludes that the existence of the gradient strengthens the case for
income redistribution in favor of the poor but that targeting health inequalities would not be sound
policy. The correlation between socioeconomic status and health is not entirely clear.
"Socioeconomic status" represents a wide range of possibilities including income, rank,
education, and social class. He argues that policy should be framed in light of wealth and health
simultaneously and that general health policies that refocus attention away from health care and
health-related behavior and toward education and income may be more effective than the same
amount of spending of public funds on a weak health care delivery system.

Fortenberry, J. D., M. McFarlane, A. Bleakley, et al. (2002). Relationships of stigma and
shame to gonorrhea and HIV screening. Am J Public Health 92(3): 378-81.

Type: Study protocol

Background: This study assess the relationships between stigma and shame associated with
seeking treatment for sexually transmitted diseases (STDs) and undergoing testing for gonorrhea
and HIV. Two types of STD-related care were assessed: receipt of a test for gonorrhea during the
past year and receipt of at least one HIV test in the previous year. Screening provides an
opportunity for risk-reduction interventions in those who are not infected and effective treatment
and control strategies for those who are infected.

Methods: Participants were 847 males and 1126 females (mean age: 24.9 years) in 7 cities.
Information was obtained through face-to-face interviews which took 20-40 minutes to complete.
Two dependent variables were chosen: gonorrhea testing and HIV testing. Two scales assessed
STD-related stigma and STD-related shame.

Findings/Discussion: Rates of stigma and shame were higher among participants without a
gonorrhea or HIV test in the past year. Female sex, younger age, health service use, previous
suspicion of gonorrhea, and low levels of stigma were independently associated with gonorrhea
testing. Older age, enroliment site, use of health services, gonorrhea testing, and low levels of
stigma were independently associated with HIV testing. Shame is part of the experience of
seeking STD-related care, but stigma may be a more powerful barrier to obtaining such care. The
perception that others confer negative attributes to those with STD is associated with less than
optimal STD/HIV-related care. Stigma rather than shame appears to be a barrier to STD-related
care. Changing attitudes of lay and health professionals involved in STD-related care, especially
attitudes in regard to conditions judged to be associated with irresponsible behavior, are
important in dismantling this barrier to care.

Holmes, K. K. (1994). Human ecology and behavior and sexually transmitted bacterial
infections. Proc Natl Acad Sci U S A 91(7): 2448-55.

Type: Colloquium address

Background: Paper presented at a 1993 colloquium entitled, "Changes in human ecology and
behavior: effects on infectious diseases," organized by Bernard Roizman, held at the National
Academy of Sciences, Washington, DC. The three direct determinants of the rate of spread of
sexually transmitted diseases (STDs) are sexual behaviors, the mean duration of infectiousness,
and the mean efficiency of sexual transmission of each STD. Underlying ecological and
behavioral factors include the historical stages of economic development; the distribution and
changing patterns of climate, hygiene, and population density; the global population explosion
and stages of the demographic transition; and ongoing changes in human physiology (e.g.,
menarche at younger age) and culture (e.g., later marriage). More proximate on the continuum
are war, migration, and travel; and current policies for economic development and social welfare.
Most recent or modifiable ecological and behavioral factors are technologic and commercial
product development (e.g., oral contraceptives); circumcision, condom, spermicide, and
contraception practices; patterns of illicit drug use that influence sexual behaviors; and the
accessibility, quality, and use of STD health care.

Methods: Paper presented at a 1993 colloquium. The author begins with current epidemiologic
models of STDs and highlights available data on the three direct determinants of the rate of
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spread of STD. He examines the key ecologic and behavioral factors that operate through these
direct determinants to explain the emergence of the four major bacterial STDs (gonorrhea,
chlamydial infection, syphilis, chancroid) in developing countries and in subpopulations of the US.
Findings/Discussion: Having outlined these determinants and underlying ecological factors, the
author summarizes that the risk of exposure to an STD depends on the ecological (i.e.
sociodemographic) setting in which partners are chosen as well as the individual's own sexual
behaviors (such as choice of partner within that setting and frequency of partner change and
sexual practices). Understanding the population and individual determinants of STD/HIV
transmission and complications is required for developing, prioritizing and implementing public
health strategies for disease prevention.

The author argues that these underlying factors help explain why the curable bacterial
STDs are epidemic in developing countries and why the United States is the only industrialized
country that has failed to control bacterial STDs during the AIDS era. Gonorrhea, syphilis,
chancroid and chlamydia cause extensive morbidity and all represent risk factors for transmission
of heterosexual transmission of HIV. He states emphatically that the US has the technical skills
and funds needed for effective control of bacterial STD.

Lurie, N. (2002). What the federal government can do about the nonmedical determinants
of health. Health Aff (Millwood) 21(2): 94-106.

Type: Discussion of nonmedical determinants of health

Background: The author reviews the nonmedical determinants of health and notes that the acute
health care delivery system contributes proportionally less to health compared with environment
and behavioral determinants. Even as the US spends more for health care, the health of some
populations has not improved. The author outlines what government, particularly the US federal
government, can do to address these nonmedical factors and enumerates some challenges.
Methods: In this literature review and discussion, the author considers two interrelated groupings
of nonmedical determinants: 1) traditional social determinants such as income and education and
their consequences including low-wage jobs, poor-quality housing, environmental exposure to
toxins, etc., and 2) the leading health indicators identified in Healthy People 2010. These are not
"nonmedical" but they group items for communication and they are a point of focus for the public
health community. The author outlines steps the US government can take to address these
factors and describes the challenges involved.

Findings/Discussion: The author outlines these actions for the federal government, particularly
the executive branch: 1) provide leadership and education, 2) develop a surgeon general's report
on nonmedical determinants of health, 3) develop standing mechani