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Background

Until recently, HIV prevention efforts in most
countries in the world have focused primarily on
encouraging the majority of people, including those
not at risk, to engage in safe(r) sex practices.

Among the safer sex practices promoted are:

* Abstaining (A) from having sex or delaying of sexual
debut

- Being faithful (B) to a single sexual partner, and
avoid having multiple sex partners

* Using condoms (C) consistently when having sexual
intercourse

* Not sharing unsterilised drug equipment.
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Background (contd)

' Indeed, it is clear that the ABC approach has
paid some dividends as both HIV incidence and
prevalence rates have started to slow down in
some countries.

* However, an alternative approach known as
positive prevention which relies upon having people
living with HIV/AIDS (PLWHA), especially those
who are aware of theijr condition, playing a leading
role in HIV prevention is less widely used.
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Background (contd)

* There is a need for positive prevention among
PLWHA because they engage in substantiql risk
behaviour.

* Research shows that approximately 1 in 3 HIV+
people engage in sexual and drug use behaviours

+rn._.v_nnn HIV-negative individuals at risk of
infection.

To manage
sexual situations and both to avoi

id transmitting




Background (contd)

Positive prevention has been the mainstay of
prevention in some countries especially the UsA
since 2002

Clearly, from a public health perspective it is far
more efficient to reduce transmission of HIV
from people living with HIV/AIDS than in trying
to increase condom use among masses of mainly
uninfected people the :..&o......@ of whom do not
even believe that they are at' pisk.

rowever, people who know they are HIV positive

have been completely mmzo_.ma in terms of

F..n<n=io: efforts in the Sub-Saharan Africa
IV epidemic until now.




Background (contd)

* The delay in addressing the prevention needs of

PLWHA apparently stemmed from multiple factors
including

early emphasis on vulnerable at-risk populations,
denial of continued transmission risks among people
who know that they are HIV infected,

fear of negative social repercussions against already
stigmatized people with HIV in the form of ‘blaming
the victim', and

HIV/AIDS having high mortality in a context of few
effective treatments.

40
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Background (contd)

* With the advent of effective combination ARV
therapies, everything in AIDS changed, including
the willingness of researchers, programme
implementers, and policy makers to address sexual
and drug use practices among people who know

they are HIV positive.

“With increased access fo antiretrovira/ (ARV)
freatment in de veloping countries throughout the
world, .. there is an unprecedented opportunity to
forge a comprehensive response fo the global AIDS
epidemic by in Tegrating HIV prevention interventions
into expanding tfreatment programmes’” (Global HIV

Prevention Working Group, 2004).
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Background (contd)

To date, only a few evidence-based interventions that
encourage PLWHA to change their behaviour in order to
reduce and control the spread of HIV are available in the
world, with most of them having been developed and
successfully tested in the USA

C:?l:zam:: none of them have been shown to be effective
in Sub-Saharan Africa.

However, some of the interventions have been successfully
culturally adapted for use in Sub-Saharan Africa and have
been tested for their efficacy or are currently being tested
for their effectiveness in varioys countries such as Botswana,
Mozambique and South Africa.




Background (contd)

. Hso US-developed evidence-based positive prevention

interventions have been successfully culturally adapted and
are currently being tested in Southern Africa.

The two interventions are:

* the Healthy Relationships programme which is based on

social support groups developed by my co-author Seth
Kalichman and his associates

* the clinically-based Options for Health developed by Jeff
Fisher (also of the University of Connecticut) and his
associates.

Both are theoretically-based. rigorously evaluated
interventions that were developed and successfull
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The Healthy Relationships
programme

* The Healthy Relationships intervention is q multi-
session, small-group, skills - building programme for
both HIV-posifive men and women.

The programme is designed to reduce participants'
stress related to safer sexual behaviours and
disclosure of theijr sero-status to family, friends,
and sexual partners.

The programme is based on Social Cognitive
Theory, “which states that persons learn by

observing other people successfully practice a new
behaviour.




The Healthy Relationships
programme (contd)

Involves five 3-hour sessions
Small Groups (n = 10 to 12)
Paired Peer &/or Professional Counsellor Teams

Focus on HIV Status Disclosure Skills
& Safer Sex Negotiation Skills

Heavy Reliance on Videotapes

Use of Movie-Clips for Negotiation Skills
\\\\\//4.
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How movie clips were used
for skills building....

Disclosure Decision Skills
Communication Skills

Risk Reduction Skills




Movie Clips* for Communication and
behavioural Skills

e Realistic situations

Non-threatening and
engaging

Identify risky situations

Problem solving

Communication skills
building |

* Now changed to story beg




The original Milwaukee Pilot

Study Design

ﬁoo-ﬁ:ﬂc::w Recruitment

ﬁ Baseline >mmmmm3m:~¢

L

B

5-GroupSession
Healthy
Relationships

9-GroupSession

Health Maintenance

Support

]

Immediate Post

3-Month Follow-up
| 6-Month Follow-up |

40

FOnS_ e




Characteristics of Participants

233 HIV+ men & 99 HIV+ women
recruited from community services

Mean age 40.1 years

39% heterosexual

74% African- American, 22% white
567 incomes under $10,000

53% currently received disability
benefits




Differences in Unprotected Intercourse
All Sex Partners in Past 3-months
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Differences in Unprotected Intercourse
Non-HIV+ Sex Partners in Past 3-months

o 17

m MM M Baseline
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Differences in Total I

Non-HIV+

Total Intercourse
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The Healthy Relationships
programme (contd)

* This intervention has been found to be effective,

and has been packaged and disseminated for
community use as part of CDC's Diffusion of
mm..__.“mn._.?m behavioural Interventions (DEBI)
initiative.

The Healthy Relationships intervention is now part
of the CDC’s Replication (REP _u_.o*.,mﬂ which is
packaging and disseminating the intervention for
nos_s:am\ use. |

Health Relationships is now being implemented by
over 300 agencies in several states throughout the
USA and within statewide demonstration projects
for the new CDC initiative for HIV prevention.——
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The Healthy Relationships
programme (contd)

HEALTHLY
RELATIONSHIPS -
Produced by University
of Texas

Southwestern Medial
School




Cultural adaptation and evaluation of Healthy
Relationships intervention in Southern Africa

As part of an 8-country study which also included countries
in both East and West Africa which I led about 4 Years ago,

The workshop was facilitated by Seth Kalichman who
developed the original intervention.

The intervention has been piloted here in Botswana among 10
experimental groups and 10 contro| groups. The study
involved assessing the durability of the effects after 3
months.

The results are currently being analysed and shoy
available by the end of this month.




Cultural adaptation and evaluation of Healthy
Relationships intervention in Southern Africa

(contd)

* In South Africa I am the PI for a large 2-year
field trial involving testing the impact of the
intervention among 1200 PLWHA in 120 groups (60
experimental and 60 control). |

* The study is half-way through and proceeding
nicely. It involves assessing the durability of the

effects up to 6 months afterwards.

* “The study is expected to be completed next July
and the analysis of the results and writing up of
the report will be completed by September_nex

YEar.




*

Options for Health programme

The intervention programme is aimed at assisting PLWHA
who are patients at a clinic or hospital setting to practice
safer behaviours so they do not transmit HIV to others
or infect themselves or their partners with other
pathogens.

It involves a brief patient-centered protocol administered
On an ongoing basis and on repeated occasions over the
course of routine care, with the goal of decreasing HIV
Transmission risk behaviours among HIV-positive patients.

The intervention is based upon the Information—
Motivation—behavioural Skills (IMB) theoretical
framework and employs Motivational Interviewing (MI)
techniques as an intervention delivery system to convey
critical HIV risk reduction information, motivatio I, and
behavioural skills content. ‘




Options for Health programme
(contd)

Seeks to understand patient’s barriers +o consistent practice
of safer behaviour.

m__.n_.+m m?n._.m%_.nm from patient for overcoming barriers and
moving towards change.

Negotiates behavioyr change goal or plan of action with
patient.

Implements these steps in 5 to 10 minutes at every routine
medical visit.




Options for Health programme
(contd)

" 8-step framework for tailoring discussion to patient's specific
risk reduction needs:

Introduce discussion of safer sex.
Assess patient's sexual risk behaviours

Summarize patient's responses, and .
risk behaviours ask patient choose one on which to focus.

Assess /mportance of chanai risky (or Maintaining safer)
behaviour and confidence That patient can do so.

Elicit strategies for overcoming identified barriers to safer
sex.

Negotiate behavioyr change (or Mmaintenance) goal with patient.

Document agreed upon goal on behavioural prescription form,
and give form to patient.




Options for Health programme
(contd)

* Advantages of Options Intervention

* Provides a framework that can be adapted and
tailored to needs of patient.

. Unumm:mn_ +ovm=mma*oﬂvo+rmnxcn_nza drug
use behaviours.

* Can be utilized for a variety of health
behaviours.

* Part of a team approach where healthcare
provider acts as gatekeeper.




The original New Haven-Hartford
Pilot Study Design

" Compared Intervention Clinic to Standard-of-Care
Control Clinic.

* Selected two clinics that are largest providers of
HIV care in Connecticut, U.S.

* Similar in p

atient populations. clinic environments, and
procedures.

' Approximately 250 patients were recruited from each
site.

* Assessed sexual and n__,_._m use behaviours at baseline,
6. 12, and 18 months using self -report measures.
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The original New Haven-Hartford
Pilot Study Design (contd)

Options Intervention Effectiveness

' Analyzed effects of intervention on
sexual risk behaviour over time .

* Significant time by condition interaction.

* Over time, sexual risk behaviour
decreased significantly in intervention
condition and increased significantly in
control condition.
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Optiens for Health programme
(contd)

These results were interpreted as providing
strong evidence that in the USA a healthcare

- Feasible

* Practical

* Effective

40
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Cultural adaptation of Options for
Health Intervention in Southern Africq

* The first is by the Fisher team itself which are
n:..._._mi._w undertaking q large 5-yeaqr randomised clinical
trial in 20 clinics in The _u_.n._rm_.__:n_.iuvzwm area.

" The Fisher team is ajso undertaking another and much
smaller study among the military in Mozambique .

' Both of these studjes are being done after they
completed two pilot studies - the first one using medical
doctors at a public hospital in Durban aqs they had done
in the USA which did not work and a second one also in
Durban which was implemented by lay VCT counsellops
that was successfuy|.

FUBA. ipy




South Africa Evaluation of Options for
Health Intervention: Feasibility, Fidelity, and
Efficacy

* The intervention is called Lzindlela Zokuphila in
Zulu,

* The ada

pted intervention using lay counsellors was
piloted

* Intervention was delivered

To patients one-on-one
by HIV counselors at each

clinical care visit.

* Intervention was
and effectiveness

- Assessed sexual and drug use behaviours
and 9 months using self-report measure 40
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evaluated for feasibility, fidelity,




Characteris

Intervention: Feasibility, Fidelity, and

Efficacy (contd)

tics of Participants

Sample Size: 152 (69 males, 83

females)
Mean Age: 34
Ethnicity: 92% Zulu,

2% Indian

Employment Statys: 71% unemployed

Income: 56% said they didn't have
enough money for food or basics

had disclosed their
er than clinic staff

HIV Disclosure: 97 %
status to someone oth

Medications: 73% .




South Africa Evaluation of Options for

Health Intervention: _nmom_._u_.__.._.%. Fidelity, and

Effectiveness (contd)

Intervention was delivered in 99% of routine
medical visits (216 of 218 visits) .

Patient exit interviews and focus groups
indicated that counselors implemented the
intervention in q Supportive, helpful, and non-
Judgmental fashion.

Counselors reported that it was easy to learn
and integrate into routine visits, and acceptable
and beneficial to patients.

Intervention was delivered with fidelity and
included all requisite intervention steps.
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South Africa Evaluation of Options for Health
Intervention: Outcomes: Intervention Efficacy -
Mean Number of Unprotected Vaginal and Anal Sex
Events over Time (contd)

~4—Intervention

AE B Control

=57

nprotected sex events
i

- Estimated mean number of u

Poisson multileve] régression change over tim

Interaction: Event Rate Ratio = .11 (.01 -.87)




South Africa Evaluation of Options for
Health Intervention: Feasibility,

Fidelity, and Effectiveness (contd)

Outcomes: Intervention Efficacy

| Women Men
Study Arm
Baseline Follow-Up Baseline Follow-Up
Intervention 3.12 0.60 2.19 0.11
Control 2.18 3.85 2.32 3.85

Mean # of events per sexually active papts
40







Conclusions

Theory-based behavioural interventions can
reduce transmission risks in HIV+ adults.

Both Healthy Relationships and Options for
Health have proved useful and highly adaptive.

The growing population of people living and
thriving with HIV infection demands expanding
positive prevention services.

Positive prevention should be part of a
comprehensive HIV prevention strategy y

—
ﬁkll”i%“l _

1
i = i
_— [ el |
= = _
= || &= “
Popw i ey ] " beopens gy 2
L. i), ——— oL AL
- - TE s







Useful References

Kalichman, s. ¢. 2005). Positive Prevention Reducing HIV transmission among FLWHA. New York:
Kluwer Academic/Plenum Publishers .

Healthy Relationships

._nn.__.nran:. 5. C., Rompa, D., Cage, M_, DiFonzo, K_, Simpson, D, Austin, J., et al. (2001).
Effectiveness of ‘an in ervention fo reduce HIV transmission risks in HIV positive persons. American
Journal of Preventive Medicine, 21, 84-92

Kalichman, K.C., Rompa, D. & Cage, M. (2005}, Group intervention to reduce HIV transmission risk
behaviour among persons living with HIV/AIDS’ behaviour Modification, 29 (2}, 256-285,

Options for Health

Fisher, J.D_. Cornman, D.H_, Osborn, C.Y. et al. (2004). Clinician-initiated HIV-risk reduction
intervention for HIV+ persons: formative research, acceptability, and fidelity of the Options project.
Journal of Acguired Immune Deficiency Syndromes, 37. S78-5. 7.

Fisher, J.D_, Fisher, W.A_, Cornman, D.H. Amico, R.K., Bryan, A. and Friedland, 6. H. (2006).
Clinician-initiated intervention during routing clinical care reduces unprotected sexuql behaviour among
HIV-infected patients. Journa/ of Acquired Immune Deficiency Syndromes. 41, 44-52,

Cornman, D.H., Kiene, S .M., Christie, S, Fisher, W A, Shuper, P.A Pitlay, S., Friedland, D.H.,
Thomas, €. M.. Lod e, L. & Fisher, TD. H.mn._um..__. Clinic-based intervention reduces unprotected sexual
behaviour among Im\ -infected patients in Kwazulu-Natal, South Africa: Results of a pilot study.
Journal of Acgiired Immune Deficiency Syndromes, 48, 953-560.

]



Q7 iggey




