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Poverty — not race — driving HIV
epidemics in urban communities
Heterosexual HIV rate is 2.1% in some communities

Perhaps the most surprising news in the Centers for Disease Control 
and Prevention’s (CDC’s) recent report linking poverty to a general-
ized HIV epidemic in urban communities across the United States 

was that race played far less of a role than many people would imagine. 
The biggest factor was poverty in an urban community.

The CDC’s analysis of epidemiological data from 23 U.S. cities found 
that the HIV infection rate was 2.1% for heterosexuals, which is 10 
to 20 times greater than the HIV infection rate among heterosexuals 
nationwide, says Paul Denning, MD, MPH, medical epidemiologist at 
the CDC’s National Center for HIV/AIDS, Viral Hepatitis, STD, and TB 
Prevention in Atlanta, GA.

The analysis excluded men who have sex with men (MSM), injection 
drug users (IDUs), sex workers, and sexual partners of sex workers.

When the cohort studied was divided by race, the results were similar: 
the HIV infection rate for blacks was 2.1%; for Hispanics it also was 
2.1%, and for whites it was 1.7%. All groups were well above the 1% 
cut-off that UNAIDS uses to indicate a generalized epidemic.1

By comparison, Haiti has an HIV infection rate of 2.2% and Ethiopia’s 
infection rate is 2.1%, Denning says.

The similarity between the HIV infection rates found in some urban 
and poor U.S. communities and in some poor nations is shocking, says 
Wesley Tahsir-Rodriguez, MPH, senior policy manager for the National 
Minority AIDS Council in Washington, DC.

“Those countries don’t have the types of resources we do,” he adds. 
“You don’t expect a country like the United States with its resources to 
have those kinds of HIV numbers.”

Like Haiti and Ethiopia, these poor urban domestic areas have a pri-
mary heterosexual transmission cycle occurring where HIV is spreading 
from one heterosexual to another, Denning says.

“Within these groups there is a sufficient number of heterosexuals who 
don’t have those additional risk factors of MSM, IDU, and sex work that 
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they can maintain a sustainable epidemic among 
heterosexual to heterosexual,” he says. “The infec-
tions are not just transmitted among high-risk indi-
viduals.”

The study highlights the key and often over-

looked issue in HIV infection — its strong tie to 
poverty and social injustice, AIDS advocates say.

The CDC’s study is not a surprise, but it’s fuel 
for outrage, says Carole S. Treston, RN, MPH, 
executive director of AIDS Alliance for Children, 
Youth & Families in Washington, DC.

“The study points out that much of this epi-
demic is very localized, and it really hits urban 
tracts of urban poor neighborhoods very dispro-
portionately,” Treston says. “It was very remark-
able to see there was little racial difference in HIV 
infection among the urban poor, but that wasn’t 
a surprise for those of us who work in the urban 
areas.”

The study also casts a spotlight on how HIV is 
a heterosexual disease. Heterosexual transmission 
of HIV infection has remained stable, accounting 
for 31% of overall infections nationwide, Denning 
says.

But this population often is overlooked as peo-
ple associate HIV with MSM and IDUs, Tahsir-
Rodgriguez says.

“Nobody talks about heterosexual contact 
when we talk about HIV,” he says. “Still to this 
day it’s seen as a gay disease or an injection drug 
user disease, but heterosexual contact definitely 
is a mode of transmission, and women are seeing 
increases in those numbers.”

Poverty increases multiple risks

While minorities have been impacted more 
greatly than their counterparts, poverty is the 
greatest indicator for HIV infection, as well as an 
indicator for other health issues, Tahsir-Rodriguez 
says.

“People living in poverty have less access to the 
medical system in general, and this causes a huge 
risk for contracting HIV,” he explains. “First, 
there’s a lack of education and medical informa-
tion about the importance of staying HIV negative 
among people living in poverty.”

Also, poor people with less medical insurance 
are less inclined to see a doctor and will use the 
emergency room for acute and routine care, he 
adds.

Many emergency rooms do not offer routine 
HIV testing, and ER doctors have little time to dis-
cuss HIV prevention strategies.

Plus, poor communities have higher prevalence 
of sexually transmitted diseases (STDs), which can 
make people more susceptive to HIV infection, 
Tahsir-Rodriguez says.

Researchers also theorize that these communi-
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ties have high rates of HIV infection because their 
social and sexual networks are insulated. 

“So any sexual act that occurs is at much greater 
risk of HIV infection,” Denning says. Incarceration 
can play a role, and people living in poverty have 
unstable lives in terms of income, housing, and 
relationships, which also can play a role, he says.

“But really the big role is they live in areas that 
have high levels of infection,” Denning says. 

“You could have a 20-year-old, upper middle 
income individual who is in college and engages 
in the same sexual behavior as a similar woman in 
these communities,” he explains. “But the woman 
in these areas is at much greater risk because of the 
high HIV prevalence in her community.”

National surveys have shown that young African 
American women are much more likely than their 
white peers to use condoms, and yet they have 
higher rates of HIV infection, Denning says.

“If you’re swimming in shark-infested waters, 
you’re much more likely to get bitten,” says Adam 
Tenner, executive director of Metro TeenAIDS of 
Washington, DC.

“We need to figure out how to get the sharks 
out of the pool,” he adds.

Metro TeenAIDS educates Washington, DC, 
youth about HIV and how to prevent infection. 
(See related story, right.) 

The organization’s goal is to better understand 
how peer norms are formed. Peer norms are a big 
predictor of adolescent behavior, and the organiza-
tion wants to understand how to change them.

“What can we do to create a tipping point and 
interrupt the epidemic in DC, so we can create an 
HIV-free generation,” Tenner says.

The long-term solution to ridding poor urban 
micro-communities of the epidemic involves 
addressing education and housing problems, gen-
der inequalities, and sexual vulnerability in those 
communities, Treston says.

“We need to shore up our education system and 
allow people to have a better opportunity for the 
future, provide decent housing so the most vulner-
able wouldn’t have to trade sex to have a place to 
spend the night,” she says. But those are the ideal 
solutions that likely will remain unattainable.

“In our imperfect world with limited resources, 
we should have focused efforts in the hardest hit 
communities,” Treston says. “These would involve 
using peers who are HIV positive delivering com-
munity-based prevention and linkage to care pro-
grams.”

The public health system could examine the 
current health care delivery system in these com-

munities to ensure they are accessible, responsive, 
client-friendly, and free of stigma and judgment in 
order to engage poor and marginalized people, she 
adds.

The CDC continues to promote HIV testing and 
funds programs that make it readily available at 
the community level, Denning says.

There also is need for more social marketing 
campaigns in the hardest hit communities. These 
could be conducted through hair salons in some 
African American communities, churches, and 
other faith-based organizations, he adds.

Some of the health care access disparity issues 
might be addressed through the health care reform 
bill’s focus on funding free and reduced cost health 
clinics and shoring up Medicaid, but its impact 
remains to be seen.

“The amount of resources coming out of fed-
eral programs is not keeping up with the times,” 
Tahsir-Rodriguez says. “The HIV strategy from 
the White House mentions targeting inner cities 
and poor communities because that’s where we see 
more infection, but the dollars have to follow the 
plan.”

RefeRenCe
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DC group reaching teens 
on HIV prevention
Near peers teach about HIV, safe sex

Metro TeenAIDS of Washington, DC, works 
to reduce HIV risk among youth in a city 

that is among the hardest hit areas of the country 
in terms of the HIV epidemic.

Washington, DC, has a 3% to 5% HIV infec-
tion rate, making it a city with a generalized HIV 
epidemic that rivals some sub-Saharan African 
regions, says Adam Tenner, executive director of 
Metro TeenAIDS.

HIV prevention money and strategies can have 
a bigger impact when they’re used to target small 
regions with a concentrated HIV epidemic, he 
notes.

Metro TeenAIDS has had some success with 
HIV education interventions that target one par-
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ticular population impacted by the DC epidemic.
“We’ve seen big jumps in HIV knowledge 

among young people,” Tenner says. “We’ve seen 
increases in young people saying they feel more 
confident about not having sex or using con-
doms.”

The organization’s strongest program has young 
educators visiting DC schools to teach middle 
school and high school students about HIV and 
AIDS.

“Over the past year, we were in 75% of middle 
schools and 50% of high schools, providing struc-
tured nine-week HIV education and skills build-
ing,” Tenner says. “We use near peers and partner 
with the local AmeriCorps program.”

The young adults receive 60 hours of train-
ing about classroom management and HIV/AIDS 
before they enter the schools to teach teenagers 
and pre-teens about how to prevent HIV infection, 
he explains.

Some of the schools incorporate the education 
in their regular curriculum, and some provide 
space for training sessions held after school. 

The educational sessions supplement health 
education programming with strong, evidence-
based HIV and reproductive health programming, 
Tenner says.

“They focus on information, skills, and behav-
ior change readiness to make sure young people 
feel ready for saying ‘No’ to sex and negotiating 
condom use and delaying risk taking in general,” 
he adds. “It’s a very interactive curriculum that 
weaves together information skills and includes 
drug and alcohol use and other risk-taking 
behaviors.”

Risk factors in teens

Some of the risk factors for HIV infection 
include a very early debut of sexual activity, low 
condom use, and having concurrent partners, 
Tenner says.

The prevention education has been well received 
by teens, he notes.

“What young people often report is they 
thought they knew a lot about HIV, but were, in 
fact, under-informed,” he says.

Metro TeenAIDS also runs a successful social 
marketing campaign that encourages young people 
to get tested for HIV, Tenner says.

“We see a really good response rate,” he 
adds. “The campaign has a texting component 
where teens can text to find information that’s 

available on adolescent-friendly places about 
HIV testing.”

A next step might involve partnering with the 
local health department and other HIV organiza-
tions to expand the social marketing campaign 
for addressing some of the core issues fueling 
the epidemic, including low rates of condom 
use, concurrent partners, and early sexual debut, 
Tenner says.

“We’re at the beginning of the process,” he 
adds. “We’ll try to get together in October a core 
group of marketing people and public health 
people to begin to figure out how to do this differ-
ently.”

The key is to find messages that will have an 
impact on young people before they become sexu-
ally active.

“We’re also working on a female condom 
effort here in DC,” Tenner says. “We’ve worked 
with the health department and a local business 
council to get more female condoms out in the 
community and to make them more commercially 
available.”  n

Clinic interventions help
reduce risk in MSM
Study finds 12-month decline in risk

A recent study has found that men who have sex 
with men (MSM) will reduce their risk-taking 

behavior when they’re given brief prevention edu-
cation at their regular HIV clinic visits.1

“This is an intervention where we tried and suc-
cessfully got providers to deliver very concise two-
to-five minute messages to patients, built around 
whatever the physician saw in the risk screen,” 
says Lytt I. Gardner, PhD, an epidemiologist in the 
division of HIV/AIDS prevention at the National 
Center for HIV, Viral Hepatitis, STD and TB 
Prevention of the Centers for Disease Control and 
Prevention (CDC) in Atlanta, GA.

These were quick behavioral assessment screen-
ings conducted at the time of routine patient vis-
its, and they are very simple, Gardner says. (See 
behavioral assessment screener, p. 113.)

“The basic longitudinal results were very prom-
ising, showing a big reduction in unprotected anal 
and vaginal intercourse with any partners going 
down from 42% at baseline to 25% at the sixth-
month follow-up,” he says.
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Results showed that MSM who were highest at 
risk for transmitting HIV and who had multiple 
partners had a very strong decline in numbers of 
partners exposed to risk over a 12-month period, 
Gardner says.

Before the intervention they had exposed a 
mean 3.6 partners to risk. After the intervention, 
this declined to 1.3 partners per individual exposed 
to risk of HIV infection, he adds.

“The size of that decline was very encourag-
ing,” he says. “Another main group was people 
with CD4 cell counts above 500 cells, and even 
though that group started at a lower baseline 
number of at risk partners exposed, they dropped 
[exposing partners to HIV risk] more than 25% 
in 12 months.”

These findings were particularly encouraging 
because it showed that the patients who were tak-

ing antiretroviral medications and likely feeling 
better and healthier still were responding to pro-
vider messages about reducing their risky behav-
iors and better protecting their sexual partners, 
Gardner says.

“This is very compelling evidence that we’re not 
just seeing any subgroups that are resistant to the 
messages, and subgroups with the greatest poten-
tial to spread HIV infection seemed to be respond-
ing very well,” he adds.

The study enrolled some women and there were 
modest declines in their risk behaviors, Gardner 
adds.

“But the numbers were kind of small to show in 
a multivariable analysis,” he says.

The intervention involved training providers to 
give these brief prevention messages to patients.

“The trick and problem with interventions like 

Behavioral assessment 
and risk reduction planner
Key points from effective screening approach

Researchers have found that this simple three-
to-five minute behavioral assessment screener 

with discussion prompts and a risk reduction plan 
for providers can help reduce risk behaviors among 
HIV patients.

Clinicians take information first completed by 
patients about their recent HIV risk behaviors and 
then use this to prompt brief discussions as part of a 
prevention intervention that takes place in the doc-
tor’s office at the time patients meet with their HIV 
physician.

Available as a free download at the website of 
the Mountain Plains AIDS Education & Training 
Center (AETC) in the Prevention in Care Settings 
(PICS) link (http://mpaetc.org/pwp_web/provider_
resources.html) or by calling the center at 303-315-
2516. Here is an excerpt from the screener:

Discussion Prompts for Primary Provider

Any oral sex: Receptive or insertive? Main or 
casual partner? Partner serostatus? Condom or bar-
rier used? How often?

Any anal sex: Receptive or insertive? Main or 
casual partner? Partner serostatus? Condom or bar-
rier used? How often?

Any vaginal sex: Receptive or insertive? Main or 
casual partner? Partner serostatus? Condom or bar-

rier used? How often?
Any IDU: Shares needles/works? Shares with 

main partner?
Pregnancy: Considering trying to become preg-

nant? Serostatus of partner?

Risk Reduction Plan

Partner Choice Strategies
 • Avoid places/people that cause you to  

 take risks
 • Choose partners based on serostatus
 • Identify people you can talk to
 • Eliminate/reduce casual partners
Condom/Barrier Use
 • Always carry condoms/barrier
 • Increase use condom/barrier
Reduce Sexual episodes
 • Reduce episodes of anal intercourse
 • Reduce episodes of vaginal intercourse
 • Mutual masturbation only – no exchange  

 of body fluids
 • Choose not to have sex
 • Don’t share sex toys
 • Other
 • Continue current risk reduction plan
Disclosure/Communication Strategies
 • Tell partners you have HIV
 • Ask partners if they have HIV
 • Talk to partner about safer sex
Drug-related Strategies
 •  Needle exchange options
 • Use clean needle/works 
 • Don’t share needles/works
	 • Don’t use or reduce drugs/alcohol  n
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this is we have to convince clinicians that they can 
squeeze out two to four minutes of time,” Gardner 
says. “They’re incredibly busy people and most of 
them are overworked.”

Researchers made it clear that the intervention 
had a fair probability of success if it was done con-
sistently and if clinicians connected with patients, 
he notes.

“It’s easy to say, but it’s hard for me to show a 
clinician how to connect with a patient,” Gardner 
says. “We had professional trainers from the AIDS 
Education Training Center (AETC) deliver training 
in partnership with a physician from the Denver 
Public Health department, and I think that was a 
good team to deliver the intervention.”

The trainers convinced clinicians that the 
intervention could be done quickly and simply 
by adding messages that were tied to the behav-
ioral assessment screener, which is available 
through the Mountain Plains AIDS Education 
and Training Center, affiliated with the 
University of Colorado Health Sciences Center 
in the department of medicine, division of infec-
tious diseases. There nine screening questions 
include the following:

• Why are you here today?
• Thinking over the last three months, did you 

have sex with anyone? (oral, anal, or vaginal sex)
• How many different sex partners did you have 

in the past three months: # males, # females?
• Have you had any main sex partners in the 

past three months? (someone you are committed 
to)

• Have you had any occasional sex partners in 
the past three months? If yes, how many?

• Were you told you had a sexually transmitted 
infection other than HIV in the past three months?

• Did you smoke any crack or use crystal in the 
past three months?

• Have you injected any recreational drugs in 
the past three months?

• Is there anything about sex or drugs that you 
want to talk to your provider about today?

Evidence is strong enough that the intervention 
works that when investigators studied it for the 
recent poster, presented at the 17th Conference on 
Retroviruses and Opportunistic Infections (CROI), 
held Feb. 16-19, 2010, in San Francisco, CA, they 
were unable to make the study a randomized, con-
trolled trial, Gardner notes.

“It wasn’t ethical to do a clinical trial with a 
true control group because there was enough evi-
dence that having clinicians do this would work,” 

Promoting safe sex in
African-American couples
Intervention works and is popular with couples

Despite the HIV epidemic’s impact on poor, 
urban African Americans nationwide, there 

have been few prevention interventions targeting 
this population specifically.

Now there is one new evidence-based pro-
gram that has demonstrated an increase in safer 
sexual behaviors among heterosexual African 
American couples. A new study of sero-discor-
dant couples has found that the Eban program 
works.

“We developed the intervention because there 
are very few, if any, interventions developed for 
couples who are heterosexual, and we wanted 

he explains. “We think the results were very strong 
given the study design we had.”

Ideally, all HIV clinicians would incorporate the 
quick intervention into their routine when meeting 
with HIV patients. But this is the sort of interven-
tion that would be improved by clinicians having a 
clinical medical director champion and some initial 
training, Gardner says.

“All a clinician has to do is contact the AETC 
that serves their region and find out what the 
schedule is for this training,” he explains. “Even 
if they can’t make it to the physical training, 
the Mountain Plains AETC still has a poster 
and screener available on their website at http://
mpaetc.org/pwp_web/provider_resources.html.

For this program to continue over the long run 
there would need to be a commitment from clinic 
leaders and a continual push by the clinic medical 
director, he adds.

“We found that only two of the six sites in our 
study continued it the way we originally designed 
it,” Gardner says. “Two of the other sites gave the 
responsibility to someone else at the clinic, which 
is kind of typical.”

RefeRenCe

1. Gardner L, Marks G, Daniels CO, et al. Declines in part-
ners exposed to risk of HIV infection: the CDC Prevention 
in Care Settings study. Presented at the 17th Conference on 
Retroviruses and Opportunistic Infections. San Francisco; 
February 2010.  n 
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to devote our attention to the African American 
couples because this population is overburdened 
with HIV/AIDS,” says Gail e. Wyatt, PhD, pro-
fessor of psychiatry and biobehavioral sciences, 
University of California — Los Angeles (UCLA).

“We felt this was important to address because 
it was possible that couples where one person was 
HIV positive and the disease could be transmit-
ted simply didn’t know how to negotiate safer sex 
practices,” Wyatt says. “We thought they might 
not know how to preserve the love, romance, and 
commitment to each other in a relationship where 
there is a disease that can kill you.”

Researchers devised an eight-week intervention 
that had couples involved in individual sessions, 
lasting two hours once a week, with a male and 
female facilitator, who modeled how to commu-
nicate, how to negotiate safer sex techniques and 
practices, and how to retain love and commitment 
within the relationship, she explains.

The couples had been together for an average of 
seven years. Most were unmarried and had chil-
dren with each other.

The facilitators would demonstrate how to talk 
within a relationship without yelling, as part of the 
exercises.

“Many couples remarked they had never seen 
two people talk without yelling and screaming,” 
Wyatt notes.

The interventions also included discussions of 
sex and bodies and were broadened to be relation-
ship-focused.

“We don’t often talk about love in HIV inter-
ventions, but in these interventions we talked 
about love and how to be romantic,” Wyatt says. 
“They could have a night out or just make dinner 
for each other.”

All of these issues were placed in the context of 
HIV prevention, she adds.

There was a second intervention that involved 
health promotion. It focused on how to stay 
healthy through diet, exercise, and making regular 
doctor’s appointments.

“Half of the group got the health promotion 
only, and the other half had the risk reduc-
tion only,” Wyatt says. “We compared how 
couples changed risk reduction behavior after 
the intervention at intervals of six months and 
12 months.”

Investigators found that couples in the risk 
reduction intervention were significantly more 
likely to use condoms 100% of the time and less 
likely to have unprotected sex with their partners 

than were the couples in the health promotion 
group, Wyatt says.

“The results were highly significant and very 
powerful,” she says.

Interventions culturally congruent

Both interventions featured games and hand-
outs, and the interventions were culturally congru-
ent, Wyatt says.

“We had music, poetry, Afrocentric pieces of 
information to steep couples in a celebration of 
who they were,” she adds. “People liked being 
in an intervention that wasn’t just condom-
focused.”

The risk reduction intervention also had time 
for discussing HIV stigma and the difficulty cou-
ples have in dealing with various aspects of life 
when one person is HIV positive. They discussed 
sexual function and childhood abuse. The study 
found that 71% of the couples had a history of 
childhood sexual abuse.

“These were two people with vulnerable abuse 
histories, and they were less likely to use con-
doms,” Wyatt says.

Couples with a history of physical violence 
within the past year of the relationship were 
excluded from the study. Also, couples who were 
planning to have a child within the next year were 
excluded.

“The couples were referred for counseling and 
had to be comfortable saying what was on their 
mind,” Wyatt says.

The discussions often centered around the dis-
crimination couples experienced from their par-
ents. 

“They wouldn’t let the HIV-positive person eat 
at the table, use the bathroom,” Wyatt says. “They 
experienced stigma, and many parents were not 
supportive.”

Both the couples and their families could ben-
efit from increased HIV prevention education, as 
well as information about how HIV is transmitted, 
Wyatt says.

“HIV is now seen as a chronic disease, and in a 
lot of people’s minds it is not seen that way,” she 
says.

So family members of HIV-infected people need 
more information about the virus so they can be 
supportive of the couples.

“These relationships are endangered with high 
divorce rates or too many baby fathers and too 
many relationships without formation or context,” 
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An HIV prevention 
advance for women 
A ‘first’ in many ways

The search for a female-controlled form of HIV 
prevention just took a giant step. Results of a 

Phase IIB trial of a tenofovir gel indicate that use 
of the gel before and after sex provided moderate 
protection against sexually transmitted HIV.1

The study, known as CAPRISA 004, was con-
ducted to establish whether the vaginal use of a 
gel containing tenofovir, an antiretroviral drug, 
is safe and whether it can prevent male-to-female 
sexual transmission of HIV. Results of the study, 
announced at the July 2010 XVIII International 
AIDS Conference in Vienna, Austria, indicate 
that use of the vaginal gel reduced a woman’s 
chance of becoming infected with HIV during sex 
by 39% compared with a control group that used 
a placebo gel.1

The study also showed that the gel was effec-
tive in preventing transmission of genital herpes 
simplex virus (HSV-2). The women using the teno-
fovir gel had 51% fewer cases of HSV-2 infection 
than the control group.1

The CAPRISA 004 trial was conducted 
by a team of South African and American 
researchers headquartered at the Centre for 
AIDS Programme of Research in South Africa 
(CAPRISA) at the University of KwaZulu — 

Natal in Durban. Funds were provided by 
the United States Agency for International 
Development (USAID) and South Africa’s 
Technology Innovation Agency, with product 
supplied by CONRAD in Arlington, VA, and 
collaborating support from Family Health 
International (FHI) in Research Triangle Park, 
NC. Principal investigators for the study 
were Salim Abdool Karim, MD, MPH, and 
Quarraisha Abdool Karim, PhD, director and 
associate director of CAPRISA and both pro-
fessors of clinical epidemiology at the Mailman 
School of Public Health at Columbia University 
in New York City.

The results of the CAPRISA 004 trial were 
an HIV prevention “first” in many ways, 
says Willard Cates Jr., MD, MPH, director of 
research at FHI. The trial represents the first 
microbicide proof-of-concept, the first antiret-
roviral-based pre-exposure regimen, and the 
first vaginal gel effective for women, says Cates. 
In addition, the research represents the first in-
country investigator-led trial, supported by U.S. 
technical expertise; the first study jointly funded 
by the United States and South Africa; and the 
first to secure voluntary product license for 
Africa upfront, Cates notes.

A look at the science

The CAPRISA 004 study was designed as 
a two-group, double-blind, randomized, con-
trolled trial to assess the safety and effectiveness 
of 1% tenofovir gel in 889 sexually active HIV-
uninfected urban and rural women at risk for 
HIV infection in South Africa. After undergoing 
the informed-consent process, each participant 
was randomly assigned to one of the two study 
groups: tenofovir gel or placebo. All women 
were provided with a supply of single-use, pre-
filled gel applicators and were counseled to 
apply a first dose of the assigned study prod-
uct within 12 hours prior to sexual intercourse 
and to insert a second dose as soon as possible 
within 12 hours after sex. Women were coun-
seled to use no more than two doses of gel in a 
24-hour period. Participants in both gel groups 
also received condoms, extensive risk-reduction 
counseling, and treatment of symptomatic sexu-
ally transmitted infections.

After 12 months, researchers found 50% fewer 
instances of HIV infection among women who 
used the gel compared with the placebo group. 

Wyatt explains.
“Our goal was to help them enhance that com-

mitment and stay together, but to also be safe,” 
she adds.

“Our focus was on getting couples to use con-
doms consistently so no one could risk the chance 
of getting infected,” she says. “We had demonstra-
tions with dildos and asked them to practice with 
facilitators to see if they had the skills of placing 
on a condom.”

The intervention included the female condom, 
but most couples said they were not interested in 
using it, she adds.

The next step is to disseminate the Ebon inter-
vention to community-based organizations.

“You need a trained facilitator and some 
resources,” Wyatt says. “It’s a new approach, 
and we have to be ready to adapt it for the 
community.”  n
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After two and a half years, there were 39% fewer 
cases among those using the tenofovir gel. The 
degree of protection was proportional to the 
degree to which the women complied with the 
instructions. 

Women who reported using the gel more than 
80% of the time they engaged in sexual relations 
had a 54% reduction in HIV infection, whereas 
those who used the gel less than half the time had a 
28% reduction.2

While the results of the CAPRISA 004 trial are 
encouraging, more research is needed. The trial 
was designed as a proof-of-concept study; a larger 
Phase III trial would provide more conclusive data 
regarding the gel’s potential effectiveness for pre-
venting the sexual transmission of HIV.

“We need studies now to be done in other set-
tings, in other countries in Africa, to see if they can 
also find this protective effect, so that we know 
that the effect is much more broadly present and 
not unique to just one setting,” says Salim Abdool 
Karim, MD, MPH, one of the study’s principal 
investigators.

If adequate confirmatory data becomes avail-
able through additional studies, the CAPRISA 004 
consortium of investigators would then work with 
manufacturers and sponsors to gain regulatory 
approval of the product by relevant drug regula-
tory authorities.

The results of CAPRISA 004 can be considered 
a “game changer” in HIV prevention research, says 
Cates. Since the trial established proof-of-concept 
for a topical antiretroviral regimen, used intermit-
tently, the finding might throw many in the HIV-
prevention field into a spin, Cates observes. Some 
scientists had questioned whether a topical micro-
bicide would ever be effective in preventing HIV 
acquisition, notes Cates. Now their thinking may 
be changed.

The belief structure was that the oral regimen, 
used daily, would have the greatest likelihood of 
demonstrating proof-of-concept. As a result, most 
of the prevention trials of pre-exposure prophy-
laxis with antiretrovirals were oriented toward 
the oral daily regimen, explains Cates. The theory 
was that the daily oral approach would produce 
better adherence and higher concentrations of 
drug in tissues, thus it represented the best first 
step, says Cates. Only after success with the daily 
oral regimen, the other approaches, such as inter-
mittent topical and oral dosing, could be evalu-
ated for their relative effectiveness, he says.

“However, CAPRISA 004 has leapfrogged this 
projected development timeline,” says Cates. “We 

New research boosts
HIV vaccine quest
Following proteins down the rabbit hole

Scientists have discovered two potent human 
antibodies that can neutralize more than 90% 

of known global HIV strains from infecting human 
cells in the laboratory, and they have demonstrated 
how one of these disease-fighting proteins achieves 
this action.1,2 Such antibodies might be used to 
design improved HIV vaccines, researchers say.

Finding individual antibodies that can neutral-
ize HIV strains anywhere in the world has been 
difficult due to the virus’ capability to develop 
surface proteins to evade recognition by the 
immune system. As a result, several HIV variants 
exist worldwide.

However, researchers have identified a few 
areas on HIV’s surface that remain nearly con-

need to go back to the drawing board.”
More information on tenofovir will come from 

the VOICE (Vaginal and Oral Interventions to 
Control the Epidemic ) trial, an ongoing study 
evaluating daily use of tenofovir gel, regardless of 
when participants have sex. The trial also is testing 
daily use of oral antiretroviral tablets (tenofovir 
alone or tenofovir plus emtricitabine). 

The trial should help determine how well each 
product works compared to its control (placebo gel 
or placebo tablet) and which approach — gel or 
tablet — women prefer to use. Investigators plan 
to enroll about 5,000 women at sites in four coun-
tries in southern Africa. About 1,000 women are 
enrolled in the study so far.

The VOICE trial will provide not only the essen-
tial evidence to support or challenge the CAPRISA 
004 findings, but also will contribute to under-
standing the relative value of the oral versus topical 
regimens in preventing HIV acquisition in women, 
says Cates.
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stant across all variants. One such area, called 
the CD4 binding site, is located on the surface 
spikes used by HIV to attach to immune system 
cells and infect them. By using their knowledge 
of the structure of the outer surface of HIV to 
refine molecular tools to pinpoint the vulnerable 
spot on the virus, scientists now can use the anti-
bodies that attach to this spot to block the virus 
from infecting cells.

Led by a team from the National Institutes 
of Health’s National Institute of Allergy and 
Infectious Diseases (NIAID) Vaccine Research 
Center, scientists have discovered two naturally 
occurring antibodies, named VRC01 and VRC02, 
in an HIV-infected individual’s blood. The two 
antibodies were detected by a center-designed 
molecular device to look specifically at those cells 
that make antibodies against HIV. The device is a 
modified HIV protein that is engineered to react 
only with antibodies specific to the site where the 
virus binds to infected cells. VRC01 and VRC02 
block HIV infection by attaching to the CD4 bind-
ing site, which prevents the virus from latching 
onto immune cells.

Scientists now will use their new understanding 
of the structure of the precise place where VRC01 
binds to HIV to design immunogens that will elicit 
VRC01-like antibodies when administered through 
a vaccine, says Gary nabel, MD, PhD, director of 
the NIAID Vaccine Research Center. Nabel out-
lines the following possibilities in the research of 
VRC01 and VRC02:

• Determine whether VRC01 confers protection 
in macaques from a non-human primate form of 
HIV. 

• Develop immunogens for a vaccine designed to 
elicit VRC01-like antibodies. 

• Make preparations to study the safety and 
potential protective effects of VRC01 in humans. 

• Develop the VRC01 antibody for other HIV 
prevention strategies, such a microbicides and pas-
sive immune protection. 

Scientists also are generating more broadly neu-
tralizing HIV antibodies based on structural design 
and are testing combinations of antibodies to pro-
tect against HIV resistance mutations, says Nabel.

Facebook new tool?

Such new developments in science can only 
boost HIV vaccine research. At the present 
time, the Seattle-based HIV Vaccine Trials 
Network (HVTN) lists no studies in Phase III 

clinical trials, says organization spokesperson 
Sarah Alexander. However, there are several 
Phase I trials, and two Phase II trials, in the 
field, Alexander reports.

The HVTN 505 study is using social media 
to engage potential study participants, says 
Alexander. The study is enrolling men and trans-
women in Boston; New York City; Philadelphia; 
Washington, DC; Atlanta; Rochester, NY; 
Nashville, TN; Birmingham, AL; Chicago; 
Seattle; San Francisco; and Los Angeles. The 
Phase II study is looking at a prime-boost strat-
egy of two investigational vaccines developed by 
scientists at NIAID’s Vaccine Research Center. 
The two vaccines are three immunizations with 
recombinant DNA-based vaccine (the primer 
vaccine) over eight weeks followed by a single 
immunization with a recombinant vaccine (the 
boosting vaccine) based on a weakened adenovi-
rus type 5 that carries the vaccine contents and 
helps stimulate the immune system.

The HVTN is running ads on Facebook that 
seek men who are having sex with men and who 
live in or near one of the cities with clinics. It also is 
employing a much edgier and more provocative ad, 
which is being placed on online gay hook-up sites to 
help bring in interested individuals networkwide to 
a web site for more information. These online ads 
are designed to integrate with other outreach tools 
such as transit ads, posters, and giveaways, includ-
ing palm cards, yo-yos, and coasters.

One of the HVTN trial sites, the Fenway Health 
Vaccine Studies clinic in Boston, is using the popu-
lar internet site Craigslist to recruit potential study 
participants. By reading personal ads on Craigslist, 
clinic recruiters can invite individuals who appear 
to fit the target profile to consider participating in 
the trial. Such approaches use language approved 
by the clinic’s Institutional Review Board to invite 
advertisers to learn more about HIV vaccine clini-
cal trials at the clinic. These invitations include the 
clinic’s web address for the clinic and an e-mail 
address to be used for response.
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12. the Centers for Disease Control and 
Prevention (CDC) recently analyzed data from 
23 U.S. cities and found that the HIV infection 
rate among heterosexuals in these poor, urban 
communities was what percentage?
A. 1.4%
B. 2.1%
C. 3.4%
D. 3.9%

13. In a recent study of a brief physician-
provided prevention intervention, researchers 
found that HIV-infected men who have sex with 
men and who were at high risk of transmitting 
HIV to their partners reduced the number of 
partners to whom they exposed to HIV after the 
intervention. the decline in the average number 
of partners exposed to risk was which of the 
following?
A. 4.2 partners at baseline; 2.7 partners after the 
intervention
B. 5.9 partners at baseline; 2.1 partners after the 
intervention
C. 3.6 partners at baseline; 1.3 partners after the 
intervention
D. 2.8 partners at baseline; 2.2 partners after the 
intervention

14. Which of the following is not a good question 
to ask of HIV infected patients in a behavioral risk 
screening conducted at the clinic visit?
A. Have you had any occasional sex partners in 
the past three months? If yes, how many?
B. Were you told you had a sexually transmitted 
infection other than HIV in the past three months?
C. Did you smoke any crack or use crystal in the 
past three months?
D. All of the above would be good questions to 
include

15. A prevention intervention designed for 
African American, heterosexual couples in which 
one partner is infected with HIV was found to be 
successful in which way?
A. Couples changed their risk reduction 
behavior after the intervention at intervals of six 
months and 12 months
B. Couples in the risk reduction intervention were 
more likely to use condoms 100% of the time
C. Couples in the risk reduction intervention 
were less likely to have unprotected sex with 
partners
D. All of the above

CNE/CME QUESTIONS

COMING IN FUTURE MONTHS

n DOt for HIV leads 
to improved survival

n Intervention cuts 
HIV incidence among 
sex workers

n Immune 
suppression after  
ARt predicts risks of 
non-OIs

n Important findings 
at IDSA conference  

CDC ponders HIV  
future scenarios
HIV in U.S. could have different futures

The U.S. HIV epidemic has claimed more than 
575,000 lives, and 56,300 Americans were 

newly infected with HIV in 2006. HIV prevention 
efforts to date have helped hundreds of thousands 
of people avoid infection, but have not reached 
enough of those currently at risk of acquiring or 
transmitting HIV with highly effective interven-
tions to turn the course of the epidemic.

To help set U.S. HIV prevention goals, deter-
mine prevention program needs, and project 
future healthcare costs, the Centers for Disease 
Control and Prevention (CDC) and Johns 
Hopkins University conducted an analysis that 
projects what the HIV epidemic in the United 
States might look like in 10 years under differ-
ent scenarios.1

The CDC/Johns Hopkins study reveals that 
maintaining status quo HIV prevention efforts 
could put the nation on a dangerous trajec-
tory, resulting in substantial increases in HIV 
and related costs to the U.S. healthcare system. 
The most pessimistic base-case scenario pro-
jected the impact of a static HIV transmission 
rate (at the current CDC estimate of 5.0 new 
HIV infections transmitted annually per 100 
persons living with HIV). It found that both 
HIV prevalence and incidence would increase 
by 38% (from 1.107 million to 1.530 million 
people living with HIV, and from 55,400 to 
76,600 annual new HIV infections). Recent 
cuts to state and local HIV prevention budgets 
may make it difficult to make further progress 
in reducing HIV transmission.
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Answers: 12. B; 13. C; 14. D; 15. D

However, the study found that a rapid expan-
sion of HIV prevention efforts could most effec-
tively reduce the number of new HIV infections 
in the United States, and save the U.S. healthcare 
system up to 25 times the amount that would need 
to be invested in prevention. The study found 
that intensifying national HIV prevention efforts 
over a five-year timeframe and maintaining them 
for the subsequent five years could reduce annual 
HIV incidence by 46% (from 55,400 to 30,200 
new infections) — saving as many as an additional 
306,000 people from becoming infected over the 
next 10 years — compared to maintaining current 
prevention efforts. 
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