[bookmark: _Toc365013554][bookmark: _GoBack][image: ]Module 1, Session 2: Combination Prevention

Session Rationale  
Participants learn about combination prevention as a way to understand how they can use a variety of approaches (behavioral, biomedical, and structural) to together create effective prevention programs.
 Time 2 hours     
 [image: ] Audience Peace Corps trainees assigned to Health or HIV/AIDS programs during pre-service training
Terminal Learning Objective	
Based on assessed HIV prevention needs and risk factors at the individual and community level, participants will develop a strategy that uses evidence-based combination prevention (behavioral, biomedical, structural) approaches, national prevention priorities, and Peace Corps project frameworks to promote behaviors and services that prevent HIV infection and contribute to a reduction of community HIV incidence rates.
Session Learning Objectives 
1. Participants identify all prevention activities prioritized by the Health project framework and describe the basic elements and evidence base of one priority prevention activity.
2. Participants describe one example of how biomedical, behavioral, and/or structural approaches interact to reinforce (or sometimes impede) HIV prevention efforts.
Session Knowledge, Skills, and Attitudes (KSAs)
1. Define combination prevention and biomedical, behavioral, and structural approaches (K)
2. Name all national prevention priorities (K)
3. Describe how combination prevention approach impacts/applies to PCV’s HIV prevention work and activities (K)
4. Apply combination prevention approach impacts/applies to PCV’s HIV prevention work and activities (S)
5. Feel comfortable with appropriate PCV activities (and PCV inappropriate activities) in HIV prevention (A)
Prerequisites  	
Global Core: Behavior Change
Global Core: Role of the Volunteer in Development 
Global Health Core: Introduction to Global Health
Global Health Core: Global Health Challenges, International Responses, and Determinants of Health
Global Health Core: Interpreting and Analyzing Epidemiological Data 

Sector:		Health
Competency:		Support HIV Prevention and Care
Training Package:		HIV Prevention
Version:		November 2013
Trainer Expertise:		Trainer has a health and/or HIV/AIDS-related background. Trainers could include Health sector staff, a specialist colleague from CDC or USAID, a Health technical trainer, and/or an experienced Peace Corps Volunteer, Volunteer leader, or staff member with extensive HIV/AIDS knowledge. Trainer should possess knowledge of national HIV/AIDS statistics and national prevention strategies.
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[bookmark: _Toc365013556]Contributing Posts: PC/Guatemala, PC/Lesotho, PC/Zambia, PC/Ukraine

Session: Combination Prevention
Date:  [posts add date]
Time:  [posts add xx minutes]
Trainer(s):  [posts add names]
Trainer preparation:
[bookmark: _Toc236737427][bookmark: notestotrainer]Review the session plan, handouts, and PowerPoint presentation.
[image: ] Note: If you prefer to use flip chart paper or a white board rather than PowerPoint for Trainer Material 1 (see separate file), please prepare those materials prior to the session. 
Read the entire session and plan the session according to the time you have available.
Upload video for Motivation section at http://www.youtube.com/watch?v=jEh6a4ZC43U  (Spanish version: http://www.youtube.com/watch?v=bSVEpj75N3k ). Pre-play the video at least once to ensure audio and video are working before the session.
Organize participant seating in small groups, if possible at small tables with 5-6 participants per group/table. 
Review Handouts 1, 2, 3, 4, 5, and 6 and select the appropriate handouts to use. 
[image: ] Post Adaptation: Work with APCD to choose the handouts relevant to priority prevention activities in the country. Create any new handouts as needed. Suggested resources for creating new handouts include the AIDSTAR-One Prevention Knowledge Base and K4H website. Provide country-specific data as indicated in the handouts (for PMTCT and VMMC).
Photocopy all handouts, one per participant.
Write out questions from Trainer Material 2 so small groups can review as a reference (can also photocopy and handout to groups)
Make a larger version of Trainer Material 3 on a flip chart
[image: ] Materials:
	Equipment
· LCD projector and laptop (or handouts of PowerPoint)
· Handouts of presentation
· Flip charts
· Easels, markers, tape
Handouts
· Handout 1: Prevention of Mother-to-Child Transmission
· Handout 2: HIV Testing and Counseling
· Handout 3: Comprehensive Condom Use
· Handout 4: Voluntary Medical Male Circumcision
· Handout 5: Sexually Transmitted Infection Diagnosis and Treatment
· Handout 6: Antiretroviral Treatment for People Living with HIV (aka Treatment as Prevention)
Trainer Materials
· [bookmark: _Toc359853530][bookmark: _Toc235768739]Trainer Material 1: PPT: Effective HIV Prevention (see separate file) 
· Trainer Material 2: Questions for “Expert” Groups
· Trainer Material 3: Applying Combination Approaches to Priority Prevention Activities
[bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc371325685]Motivation	[image: ] 8 min
[bookmark: _Toc371325686]Combination approaches to preventing vertical transmission (transmission from mother-to-child)
[bookmark: _Toc365013558]This short clip provides an introduction to the concept that it takes many different activities and approaches to prevent HIV infection.
1. [bookmark: _Toc365013559]Introduce the session. 
[image: ]Possible script: We’ve talked about the state of HIV in the world today. Now we’re going to take time to understand the different approaches available to stop HIV prevention.
Ask participants to write down the distinct activities mentioned as they watch this short video.
 [Video]: Play video found at: http://www.youtube.com/watch?v=jEh6a4ZC43U (Spanish version: http://www.youtube.com/watch?v=bSVEpj75N3k )
Request that one participant be your scribe. Ask participants to call out the names of the activities they heard mentioned. Take 2 minutes to complete this task.
[image: ] [Flip Chart]: Have the scribe write the activities down on a flip chart. Count the total number of activities. Thank the scribe and invite him or her to return to a seat.
Circle all of these items. Write “combination prevention” on the flip chart.
[image: ]Possible script: As we can see from this long list, there are many activities that prevent mothers from transmitting HIV to their children. These activities work together in what is called combination prevention. We will learn more about the combination prevention approach and the many opportunities you will have to support combination prevention in your communities.
[image: ] [SLIDE 2]: Conclude by opening the PowerPoint and reading aloud the session objectives from Slide 2 of Combination Prevention PowerPoint (see separate file).
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc371325687]Information	[image: ] 30 min
[bookmark: _Toc371325688]Introduction to Combination Prevention
[bookmark: _Toc365013567]Participants are introduced to the concept of combination prevention and its importance in halting the spread of HIV and how it impacts the work of PCVs. 
1. Introduce Combination Prevention. 
[image: ]Possible script: In our previous session, we discussed the priorities for HIV prevention globally, in [country x] and for the Peace Corps. We also looked at how different factors may impact those priorities. After more than 30 years of working in HIV, we know a lot about how to prevent HIV and what specific activities are very critical for HIV prevention. We also have learned through trial and error that there is a lot of complexity around how people make decisions and change behavior. And what we now understand is that it is very unlikely that one program, one message, one action on its own is going to be enough to help someone prevent HIV over time.
Combination prevention emphasizes a few specific prevention activities and addresses them in different ways. The mix of information and services in the right environment is designed to support an individual with what s/he needs to prevent HIV infection. 
[image: ][SLIDE 3] 
[image: ]Possible script: This slide shows what ‘HIV prevention needs to do.’ HIV prevention activities need to mobilize communities, encourage HIV testing, and provide support so those who are not infected remain HIV-negative (through behavior change and accessing appropriate prevention services) and support those with HIV to access appropriate care and support (which has a prevention benefit of reducing further HIV transmission).
While these goals and activities are straightforward, there is complexity in reaching them. Combination prevention uses a variety of approaches simultaneously to achieve those goals.
[image: ] [SLIDE 4] 
[image: ]Possible script: Combination prevention divides the activities into three broad approaches: biomedical, behavioral, and structural. We’ll now take a little time to define these three approaches to understand how they contribute to combination prevention.   
The three approaches are biomedical, behavioral, and structural. 
Biomedical approaches directly influence the biological systems through which the virus infects a new person. A biomedical approach might decrease infectiousness (e.g., treatment as prevention), or make physical changes to the body that reduce the risk of infection (e.g., voluntary medical male circumcision), or use medication to stop transmission (e.g., post-exposure prophylaxis PEP). A biomedical activity could also block infection through a physical barrier that eliminates contact with infected bodily fluids.
Ask participants if anyone can determine what you are talking about here? [answer: condoms] 
[image: ]Possible script: Behavioral approaches use different methods to share prevention messages that encourage people to reduce behaviors that increase risk of HIV and/or promote behaviors that protect people from infections. Many behavioral activities focus on sexual risk/sexual behavior (e.g., risks of having multiple partners and benefits of correct and consistent condom use). Behavioral approaches also work to increase the acceptability and demand for biomedical activities. In fact, all biomedical activities have an important behavioral component to them. As PCVs you will have the unique opportunities for interpersonal communication to promote behavior change activities.”
Recognizing that people are influenced and affected by their social, legal, and political environment, structural approaches attempt to make that environment as friendly as possible to prevention activities. Structural approaches work to ensure the availability of prevention services and influence norms that determine ‘acceptable’ behavior that can protect or put people at risk for HIV infection.
[image: ] [SLIDE 5] 
[image: ]Possible script: PCVs have an important role to play in biomedical activities. You won’t be involved in distributing drugs or directly providing services, but a PCV can support communities to access prevention services like PMTCT or STI treatment. You can support the important behavioral elements of biomedical services (like adherence to treatment or VMMC follow-up). Volunteers can help in training community or health care workers on new approaches or technologies, and PCVs can support strong links between facilities and communities so individuals are fully supported to prevent HIV infection.   
[image: ] [SLIDE 6] 
[image: ]Possible script: PCVs can be involved in these kinds of behavioral activities. As we discussed earlier, PCVs mostly work at the community and individual level, so you’ll have unique opportunities for specifically interpersonal level (as opposed to mass media) communication that: 
Provides comprehensive sexuality education that is based on evidence and is age-appropriate
Promotes partner reduction, including reducing multiple and concurrent partnerships 
Promotes consistent, correct condom use
Increases uptake of HIV testing and counseling
Decreases alcohol use and risky sex
Promotes the reduction of high-risk behaviors, such as sharing needles 
Creates demand for HIV prevention services
Remind participants that they will have the opportunity to learn more about these activities later.
[bookmark: _Toc365013571][image: ] Post Adaptation: Please include details of when PCVs will cover subsequent sessions based on your post’s training plan.
 [SLIDE 7] 
[image: ]Possible script: Peace Corps Volunteers will be involved in these kinds of structural activities. We’ll discuss many of these later in the training package:
Address stigma and discrimination
Reduce alcohol abuse
Address gender norms
Advocate for legal/policy reform
Promote harm reduction approaches 
Employ right-based approaches
Reduce poverty
Improve education.
· Note: Many structural activities do not directly address HIV prevention, but rather impact elements that may make people more vulnerable to HIV infection, such as gender norms that encourage men to have multiple sexual partners.
[image: ]Possible script: Let’s use an example to see how these approaches might interact. Prevention of mother to child transmission, or PMTCT, has been shown to be a highly effective way to reduce the chance that an HIV-infected woman will transmit the virus to her child during pregnancy, delivery, or breastfeeding.” Note that PMTCT will have a specific session later in training.
 So PMTCT is a biomedical activity. Does anyone know how it works? 
[Answer: medication reduces the level of virus in the mother’s body, thereby reducing her infectiousness during pregnancy, delivery, and breastfeeding. Also, the baby receives medication, which works like post-exposure prophylaxis, stopping the virus from replicating or installing itself in the body, even if the baby is exposed to some virus during delivery.]. So that is the biomedical aspect. 
What are the behavioral aspects of PMTCT? In other words, what does a mother need to do to reduce transmission of HIV to her baby?
[Answers may include get an HIV test, enroll in PMTCT program, take the medicine as directed, have the baby in a health facility (not required, but recommended), or breastfeed according to guidelines.]
What structural aspects (i.e., policies, and/or broader social and cultural attitudes) might impact PMTCT? 
[Answers might include how leaders feel about pregnancy, pregnant women, and health services for pregnant women; the availability of PMTCT programs in a particular area of the country; distance/access/time taken to access care; quality of care; protocols that limit who can administer the PMTCT medication; levels of stigma for PLHA; attitudes toward breastfeeding; or who makes decisions to seek health care.] 
[image: ] [SLIDE 8] 
Possible script: We will now work together to introduce activities that are considered to be the anchors of combination prevention programs. According to studies, the activities listed here have evidence showing their significant preventative effect. They are: prevention of mother-to-child transmission (PMTCT) of HIV; antiretroviral treatment (ART) for people living with HIV (also known as treatment as prevention); voluntary medical male circumcision (VMMC) for HIV prevention; and HIV testing and counseling (HTC), condoms, and other evidence-based and appropriately-targeted prevention activities, such as needle exchange for people who inject drugs.
Divide participants into five “expert groups” to reflect on the core activities. 
[image: ] Post Adaptation: There may be, more or less, expert groups depending on your country context. Confer with the APCD, Health PM, or HIV coordinator to include all essential prevention activities, including those outlined in the PEPFAR Partnership Framework, for your country or region.
Explain that participants will have the chance to quickly learn a lot of information related to HIV/AIDS by reading about one activity in a small group and presenting information to others. Each group will be assigned an activity area.
Explain that each group will have some resource information [image: ] [Handout 1, Handout 2, Handout 3, Handout 4, Handout 5, Handout 6, Trainer Material 2] about its topic. Group members are to read the resource information and become “experts” on the subject. Note that they have to answer the same basic questions to the group (Trainer Material 2). 
 Post the [image: ]Trainer Material 2 questions in a central location for reference. 
Tell the groups that they will have 15 minutes to read and discuss their material and to prepare their information for presentation. They are free to use creative ways to share the information they’ve learned, such as a skit, song, or drawings. Invite participants to vote as a group to determine the most creative and effective sharing at the end. Remind them that they must be brief and try to avoid technical jargon as much as possible. 
[bookmark: _Toc364750615][bookmark: _Toc365013575][bookmark: _Toc371325689]Practice	[image: ] 60 min
[bookmark: _Toc364750616][bookmark: _Toc371325690] “Expert” Small Groups Creatively Share HIV Prevention Information 
Participants will review different HIV prevention strategies by studying the prevention area, epidemiological justification for the prevention area, core programmatic concepts, and strategies to implement. “Expert” groups will summarize the prevention information and respond to questions from participants.
1. [bookmark: _Toc365013576]Reconvene the larger group.
1. Ask each group to share the basic information with the other participants, being sure to answer the discussion questions from [image: ] Trainer Material 2. 
1. Each group gets 5 minutes to present, plus 5 minutes for Q&A (10 minutes total for each group. 
1. Conclude by thanking the “experts” for presenting a very brief summary of these activities. 
1. Poll participants to select the most creative and/or effective presentation. Celebrate the winning group with applause or in another appropriate way.
1. Assure participants that they will receive copies of all the handouts for their own review at the end of the session. 
[bookmark: _Toc365013577][image: ] Note: Learning Objective 1 is assessed here through the presentations that identify and accurately describe prevention activity.
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc371325691]Application	[image: ]  22 min
[bookmark: _Toc364750618][bookmark: _Toc371325692]Applying combination prevention approaches to priority prevention activities
Participants will determine which combination prevention approaches are best suited for priority prevention activities. Identify elements that impact the effectiveness prevention strategies. Review dynamics between behavioral, social, and cultural norms and how they affect HIV prevention. 
[bookmark: _Toc365013585] Possible script: We’re now going to look at how the different combination prevention approaches would apply to the activities we’ve learned about.
1. Show the large flip chart version of [image: ] Trainer Material 3. 
1. Ask for a volunteer to act as a scribe for this activity.
 Possible script: “These biomedical activities have important behaviors associated with them. Can you name some of the most important? [Answers: go to the clinic for services, take medicine as directed, follow protocols for taking medicine] 
1. Have the scribe record answers under the behavioral column on the flip chart. 
1. Ask volunteers to match the behavior with the biomedical service. Work with the scribe to draw lines connecting the behavior with the service.
[image: ] Note: Many behaviors will be the same for the biomedical services, so this chart will likely be very messy at the end. 
1. Ask: “And what are some of structural elements that could impact these biomedical activities? [Answers: stigma & discrimination can create fear of being identified as PLHA, policies about what kind of drugs are available and who can distribute them; how services are delivered]
[bookmark: _Toc365013586][image: ] Note: Learning Objective 2 is assessed by participant responses that detail interaction between biomedical, behavioral, and structural approaches.
1. As in Step 6, ask volunteers to match the structural element with the service. Work with the scribe to draw lines connecting the structural elements with the service
1. Conclude by saying that these activities have a lot of different elements that may impact the effectiveness of HIV prevention activities. PCVs should be aware of these different elements and, at the community entry phase, look for dynamics between behavior, available services, and cultural norms and reflect on how they might impact HIV prevention.
1.  Distribute [image: ]Handouts 1-6 to all participants. 
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc371325693]Assessment	
Learning Objective 1 is assessed through the answers given in the Information section through the discussion/results of the Practice section.
Learning Objective 2 is assessed through the answers given in the Application section.

[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc371325694] Trainer Notes for Future Improvement	
Date & Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]

[bookmark: _Toc371325695]Resources 
 AIDSTAR-One. Prevention Knowledge Base. Biomedical Intervention: Prevention of Mother to Child Transmission. Arlington VA: John Snow Inc. Accessed July 26, 2013. http://www.aidstar-one.com/focus_areas/prevention/pkb/biomedical_interventions/prevention_mother_to_child_transmission_hiv_pmtct
AIDSTAR-One. Prevention Knowledge Base. Biomedical Intervention: HIV Testing and Counseling as Prevention.  Arlington VA: John Snow Inc. Accessed July 26, 2013. www.aidstar-one.com/focus_areas/prevention/pkb/biomedical_interventions/hiv_testing_and_counseling_prevention

AIDSTAR-One. Prevention Knowledge Base. Behavioral Intervention: Comprehensive Condom Use Programs. Arlington VA: John Snow Inc. Accessed July 26, 2013. http://www.aidstar-one.com/focus_areas/prevention/pkb/behavioral_interventions/condom_use 

AIDSTAR-One. Prevention Knowledge Base. Biomedical Intervention: Voluntary Medical Male Circumcision. Arlington VA: John Snow Inc. Accessed July 26, 2013. http://www.aidstar-one.com/focus_areas/prevention/pkb/biomedical_interventions/voluntary_medical_male_circumcision

AIDSTAR-One. Prevention Knowledge Base. Biomedical Intervention: Diagnosis and Treatment of Sexually Transmitted Infections. Arlington VA: John Snow Inc. Accessed July 26, 2013. http://www.aidstar-one.com/focus_areas/prevention/pkb/biomedical_interventions/stis

Charlebois Edwin D., Moupali Das,Travis C. Porco, and Diane V. Havlir. “The Effect of Expanded Antiretroviral Treatment Strategies on the HIV Epidemic among Men Who Have Sex with Men in San Francisco (http://cid.oxfordjournals.org/content/52/8/1046.full)
Donnell, D et al Heterosexual HIV 1 transmission after initiation of antiretroviral therapy: a prospective cohort analysis. (http://www.thelancet.com/journals/lancet/article/PIIS01406736%2810%29607052/abstract)
 
International Treatment Preparedness Coalition. Treatment 2.0 The Facts For Community
Based Service Providers and Aids Advocates. Fact Sheet #2 Treatment as Prevention. New York, NY: ITPC. Accessed July 27, 2013. http://www.itpcglobal.org/atomic-documents/11057/20005/2-Treatment%20as%20Prevention%20Fact%20Sheet.pdf

Montaner Julio *, E. Wood, T. Kerr, B. Yip, V. Lima, K. Shannon, R. Harrigan, and R. Hogg. Association of Expanded HAART Coverage with a Decrease in New HIV Diagnoses, Particularly among Injection Drug Users in British Columbia, Canada (http://www.retroconference.org/2010/Abstracts/39866.htm) 

[bookmark: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644][bookmark: _Toc371325696][bookmark: H1] [image: ] Handout 1: Prevention of Mother-to-Child Transmission (PMTCT) 	
             I. Definition of the Prevention Area[footnoteRef:1] [1:  Adapted from AIDSTAR-One. Prevention Knowledge Base. Biomedical Intervention: Prevention of Mother to Child Transmission. Arlington VA: John Snow Inc. Accessed July 26, 2013. http://www.aidstar-one.com/focus_areas/prevention/pkb/biomedical_interventions/prevention_mother_to_child_transmission_hiv_pmtct] 

Prevention of mother-to-child transmission (PMTCT; also known as prevention of vertical transmission) refers to interventions to prevent transmission of HIV from a mother living with HIV to her infant during pregnancy, labor and delivery, or during breastfeeding. 

II. Epidemiological Justification for the Prevention Area 

Approximately one-third of children born to mothers living with HIV will acquire HIV infection in the absence of preventive measures. Although only 14 percent of children who breastfeed up to two years will acquire the infection during breastfeeding, they account for 40 to 64 percent of children infected with the virus. The risk of transmission is particularly high if the mother herself acquires her HIV infection during pregnancy or breastfeeding because viral load tends to be highest during the early stages of infection. Mixed infant feeding in the first six months is also associated with an increased rate of mother-to-child transmission (MTCT). 
Under ideal conditions, comprehensive prevention programs can reduce MTCT rates to about 1 to 2 percent. Antiretroviral therapy (ART) given to medically eligible women living with HIV during pregnancy reduces transmission by at least 75 percent. Ensuring that treatment eligible women receive treatment is critical not only to prevent MTCT but to protect women’s own health and survival.
UNAIDS estimates that in 2011, 3.1 million children under 15 years of age were living with HIV, and 230,000 died from AIDS-related causes[footnoteRef:2]. The World Health Organization estimates that from 2005 to 2012, more than 800,000 infections among newborns have been prevented through a combination of PMTCT scale up and more effective ART regimens.[footnoteRef:3] [2:  World Health Organization Global Health Observatory. http://www.who.int/gho/hiv/epidemic_status/cases_adults_women_children_text/en/index.html Accessed August 28, 2013 ]  [3:  World Health Organization. 2013. Global Update on HIV Treatment 2013: Results, Impact and Opportunities. Geneva: WHO Press.] 

III. Core Programmatic Components 
The World Health Organization (WHO) recommends a four-pronged approach to a comprehensive PMTCT strategy:
1. Primary prevention of HIV infection among women of childbearing age
2. Preventing unintended pregnancies among women living with HIV
3. Preventing HIV transmission from women living with HIV to their infants
4. Providing appropriate treatment, care, and support to mothers living with HIV and their children and families
This resource describes the third strategy: preventing transmission in utero, during labor, and post-partum. Preventive interventions consist of a cascade of services, including HIV testing and counseling (including support to disclose HIV status); ARV prophylaxis or ART; safe delivery; safer infant feeding and postpartum interventions, such as cotrimoxazole prophylaxis; family planning ; early infant diagnosis for HIV-exposed infants; and links to treatment and care (notably ART adherence), as well as standard postpartum child survival interventions. To achieve maximum impact of PMTCT, acceptable levels of coverage, access, utilization, and in some cases, adherence must be attained across the entire continuum of care. 
In 2013, WHO revised its recommendations for PMTCT. Whereas previous guidance stipulated a CD4 count or presence of opportunistic infections to initiate ART, the new guidance recommends all HIV-positive pregnant and breastfeeding women initiate ART immediately and continue ART for the duration of the MTCT risk period. After this period, WHO recommends mothers (who are clinically eligible or where local conditions indicate) be placed lifelong ART for their health and the health of their children. Mothers known to be HIV-infected (and whose infants are not infected or whose status is unknown) should exclusively breastfeed their infants for the first six months of life, introducing appropriate complementary foods thereafter, and continue breastfeeding until the infant is at least a year old.[footnoteRef:4]  [4:  World Health Organization. April 2012. Use of antiretroviral drugs for treating pregnant women and preventing HIV infection in infants: Programmatic update. Geneva: WHO Press.] 

IV. Current Status of Implementation Experience
Launched in 2011, the Global Plan to Eliminate Mother to Child Transmission aims to reduce MTCT to below 5 percent of all new infections by 2015. Twenty-one African priority countries account for about 90 percent of all pregnant women living with HIV and new infections among children globally. In those countries, MTCT rates declined from 26 percent to 17 percent between 2009 and 2012; 65 percent of pregnant women living with HIV received ARV in 2012, compared with 49 percent in 2009. In 2012, around 60 percent of pregnant women living with HIV who are clinically eligible have been transitioned to lifelong ART [footnoteRef:5]  [5: World Health Organization. June 2013. Global update on HIV treatment 2013: results, impact and opportunities. Geneva: WHO Press] 

Eliminating pediatric HIV/AIDS is now regarded as achievable and PMTCT is considered an essential part of maternal, newborn, and child health care. PMTCT programs not only reduce transmission of HIV, but if well implemented as part of a full continuum of care, they can result in HIV-free survival, meaning that infants are protected from other causes of death as well. Along with the Global Plan, priority countries have drafted national EMTCT plans. 
[image: ] Post Adaptation: Include references to any country-specific plan and cite PMTCT priorities. They can be found at http://www.zero-hiv.org/ under “Participating Countries.”
While rates are increasing, 40 percent of women did not receive ART for PMTCT in 2012. And half of mothers and children did not receive ART during breastfeeding to prevent mother to child transmission. There is a decline in accessing services as women move through the PMTCT “cascade” of services, from testing to receiving results to integrating into prenatal and antenatal care. Stigma and discrimination play a significant part in this decline. Women report that fear of rejection by their families or by their communities, as well as the real threat of intimate partner violence, impede uptake of services.
With the advent of the new recommendations, adherence and retention in care must be prioritized for PMTCT clients who are new mothers – a role which carries its own stressors.


[bookmark: _Toc371325697][bookmark: H2][image: ] Handout 2: HIV Testing and Counseling	
I. Definition of the Prevention Area [footnoteRef:6] [6:  Adapted from AIDSTAR-One. Prevention Knowledge Base. Biomedical Intervention: HIV Testing and Counseling as Prevention.  Arlington VA: John Snow Inc. Accessed July 26, 2013. www.aidstar-one.com/focus_areas/prevention/pkb/biomedical_interventions/hiv_testing_and_counseling_prevention] 

As a stand-alone intervention, HIV testing and counseling (HTC) contributes to prevention of HIV transmission by identifying and informing individuals, partners and couples, and families of their HIV status and counseling them to develop appropriate sexual, injection, or other risk-reduction measures. These measures differ according to the serostatus of the individual or of couples, be they seroconcordant (both partners test either HIV-positive or HIV-negative) or serodiscordant (one partner tests HIV-positive and the other tests HIV-negative).
HTC is also a prerequisite to accessing such services as antiretroviral therapy, prevention of mother-to-child transmission, and voluntary medical male circumcision. Successful linkages to clinical and community-based prevention, care and support, and treatment services are important for any effective HTC program.
II. Epidemiological Justification for the Prevention Area
The evidence on whether HTC directly affects HIV incidence is mixed. However, studies show that HTC may have the greatest effect on sexual transmission of HIV for two population groups in particular: adult individuals who test HIV-positive and serodiscordant couples. In addition, some studies show a reduction in sexual risk behaviors for HIV-negative concordant partners who are tested together using couples HTC. Other studies suggest reductions in risk behaviors after HTC (e.g., reduction of unprotected sex or in number of sexual partners).
Studies on HTC among people who inject drugs are usually conducted in the context of other services—such as detoxification or drug treatment centers, and needle and syringe exchange—and reveal mixed results. Findings suggest that safer injection practices following HTC may occur when HTC is available in the context of other harm reduction services. Serosorting, when HIV-positive persons seek sexual partners who are HIV-positive, is another demonstrated behavior following HIV testing. The literature is strongest among men who have sex with men, but recent discussions suggest that individuals in generalized epidemics may also use this strategy.
III. Core Programmatic Components
HTC is available through a wide variety of delivery models. HTC can be initiated  through providers or can be requested by clients. Provider-initiated HTC (PITC) uses “opt-out” testing, which is when all adults, caregivers, and adolescents (with or without symptoms) are tested for HIV as part of their overall health care unless the patient declines. Informed consent is stressed prior to testing. Client-initiated HTC (often referred to as voluntary counseling or testing or VCT) is when an individual wants to get tested and searches for the best HTC center for him or her. This could include a stand-alone voluntary counseling and testing site, generalist of specialist health facility, or a community-based HTC site such as a mobile or workplace HTC.
HTC should be specific to the type of epidemic, population, and level of risk. In concentrated epidemics, offering HTC at specific sites, such as outreach centers or mobile facilities, may be the most effective way to reach hard-to-reach populations. The World Health Organization (WHO) states that provider-initiated HTC should be considered for sexually transmitted infection and tuberculosis clinics, for services for most-at-risk populations, and for childbirth, antenatal care, and postpartum services for concentrated and low-level epidemics. In generalized epidemics, WHO recommends providing provider-initiated HTC at all clinical settings, including services for sexually transmitted infections, tuberculosis, and antenatal care, as well as in- and outpatient services. Offering stand-alone, mobile, and home-based testing for harder-to-reach populations—such as rural or higher-risk groups—in generalized epidemics has also demonstrated increased uptake of HTC. For mixed epidemics, HTC programming can use a range of these options based on the epidemiological and social context of the country.
HTC minimum standards follow international guidance and include pre- and post-test counseling or information, as well as referral and linkage to HIV prevention, care, support, and treatment services. The type of test (e.g., rapid testing with same-day results) also affects how successful HTC is in delivering high-quality test results and services. WHO guidelines recommend that post-test counseling be provided regardless of test result and should include an explanation of the test result, advice on risk reduction, and the provision of condoms and referrals. For those testing HIV-positive, counseling should also include emotional support, discussion of the patient’s safe disclosure to others of his or her HIV status, and referral of the patient’s partners and children for testing.
IV. Current Status of Implementation Experience 
To resolve questions about the impact of community- versus clinic-based HTC on the behavior of HIV-negative individuals, the U.S. National Institute of Mental Health sponsored Project Accept, the first randomized controlled study to determine whether behavioral changes encouraged by HTC reduce HIV incidence. The study was conducted in 14 communities in Thailand and 34 communities in sub-Saharan Africa. Each community was randomized to receive both community-based and clinic-based HTC or clinic-based HTC alone. Results from the study showed significant uptake of first-time testers is greater in the community- and clinic-based HTC sites compared to clinic-based HTC alone[footnoteRef:7][footnoteRef:8]. Project Accept saw a modest reduction in HIV incidence (14 percent) in the intervention communities, with greater HIV effects in those 25-32 years of age, particularly women. Reductions in sexual risk were seen and were greatest in HIV-infected men. Importantly, there was no increase in violence related to increased HIV testing.[footnoteRef:9] (Coates, et al. 2013) WHO coordinated the MATCH Study, a multi-country, mixed-methods study of HTC models evaluating a range of variables, including service quality, uptake, health behavior, and equity. Data from four sub-Saharan Africa countries (Burkina Faso, Kenya, Malawi, and Uganda) did not definitively show that one mode of counseling demonstrated better outcomes than another, but the results did demonstrate that PICT was able to maintain standards of quality and ethics. This finding allayed fears that provider-initiated testing would compromise quality of counseling and referrals and informed consent. “These results should provide some reassurance that the efforts to provide HIV testing in different countries through different approaches can help improve knowledge of HIV status and referral to appropriate care.”[footnoteRef:10] [7: By country, the results were Tanzania (37 percent vs. 9 percent), Zimbabwe (51 percent vs. 5 percent), and Thailand (69 percent vs. 23 percent) ]  [8:  Sweat, Michael D, et al. "Community-based intervention to increase HIV testing and case detection in people aged 16—32 years in Tanzania, Zimbabwe, and Thailand (NIMH Project Accept, HPTN 043): a randomised study." The Lancet Infectious Disease, July 2011: pp. 525-532.]  [9:  Coates, Tom, et al. "Findings on Estimates of Community-Level HIV Incidence in NIMH Project Accept (HPTN 043)." Conference on Retroviruses and Opportunistic Infections. Atlanta, GA, 2013. Abstract 30.]  [10:  Obermeyer, Carla M, et al. "Associations between Mode of HIV Testing and Consent, Confidentiality, and Referral: A Comparative Analysis in Four African Countries." PLoS Med, 2012: 9(10): e1001329.
	] 

	
[bookmark: _Toc371325698][bookmark: h3][image: ] Handout 3: Comprehensive Condom Use	
I. Definition of the Prevention Area[footnoteRef:11] [11:  AIDSTAR-One. Prevention Knowledge Base. Behavioral Intervention: Comprehensive Condom Use Programs. Arlington VA: John Snow Inc. Accessed July 26, 2013. http://www.aidstar-one.com/focus_areas/prevention/pkb/behavioral_interventions/condom_use ] 

Unprotected sex is the leading cause of HIV transmission, accounting for more than 80 percent of the total number of infections. Male and female condoms, when worn correctly, serve as an impermeable barrier to the sexual exchange of secretions that carry HIV and a number of other sexually transmitted infections (STIs), providing protection against transmission.
In recent guidance on HIV prevention, the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) recommends programming that combines multiple, evidence-based approaches to increase availability, accessibility, acceptability, and use of condoms in targeted groups and in the general population. Comprehensive condom programming remains an essential component of combination prevention programs.
II. Epidemiological Justification for the Prevention Area
Condoms, both male and female versions, are the most effective barrier method currently available to sexually active individuals who require protection from HIV and other STIs and from unwanted pregnancies. Male condoms reduce the risk of HIV by 80 percent or more when used correctly and consistently. Modeling studies indicate female condoms can provide the same level of protection against HIV infection, although evidence is limited.
Consistent and correct use of male latex condoms is associated with lower rates of transmission among higher-risk groups, notably sex workers, men who have sex with men, and serodiscordant couples. In countries with concentrated epidemics (e.g., Thailand), programs promoting 100 percent condom use in the commercial sex industry have lowered overall prevalence levels. While the impact of condom use is unknown at the population level in mixed and generalized epidemics, condom programming remains an important aspect of the overall prevention portfolio.
III. Core Programmatic Components
Components of comprehensive condom programs are identified by the United Nations Population Fund, as well as by PEPFAR in its recent guidance on prevention:
· Create demand: Understanding the local environment and characteristics of specific client groups is necessary to target individuals at higher risk and the venues they frequent. Demand can be accelerated by promoting condoms along with treatment and prevention, particularly for serodiscordant (one partner is HIV-positive and one partner is HIV-negative) couples and for dual protection. Additionally, major myths around condom use should be addressed, as well as couple communication dynamics, which can influence demand and use.
· Increase supply and availability: This is important for both male and female condoms in low and middle income countries. Managing the pipeline is critical to maintaining a constant supply of condoms. Advocacy for female condoms at both the international and national levels will increase demand, reduce production costs, and increase supply. 
· Ensure high quality and low cost: Making both male latex condoms and nitrile female condoms available for free or at very low cost at key distribution points frequented by men and women (e.g., marketplaces, hair salons, workplaces) can increase use.
· Address acceptability: Confront prevailing cultural myths and inaccuracies using media campaigns and behavior change strategies—education and individual training—to target specific groups and communities, as well as larger audiences. Female condoms have unique advantages for women (greater control and dual protection) and men (increased sexual pleasure). Programs can capitalize on these features. 
· Conduct monitoring and evaluation.
IV. Current Status of Implementation Experience
Meta-analyses and well-designed evaluations have shown that when coupled with education and counseling, condom promotion programs can be effective in increasing male condom use among youth and among such marginalized groups as sex workers, men who have sex with men, and serodiscordant couples. Successful condom programs employ multiple strategies, such as ensuring high coverage in accessible venues, training people on how to use condoms, building negotiation skills and self-efficacy, and working within social networks.
Condom programs have been implemented using mass media campaigns, community-level initiatives, and interpersonal outreach. They have also targeted people in the general population who engage in higher-risk sex (e.g., multiple partners, concurrent partners, commercial sex) in high-prevalence settings. Although these initiatives have shown success, male condom use between longstanding sexual partners, such as married couples, does not persist over time.
Demand for condoms exceeds availability; only a quarter of the total number of male condoms needed is available. Female condoms are even less available, due primarily to high cost and policymaker bias. Greater international funding and support for both male and female condoms must be increased to reduce the current gap and meet future needs.

[bookmark: _Toc371325699][bookmark: h4][image: ] Handout 4: Voluntary Medical Male Circumcision	
I. Definition of the Prevention Area[footnoteRef:12]

Voluntary medical male circumcision (VMMC) is the surgical complete removal of the foreskin of the penis. While conducted for a number of reasons, evidence from recent clinical trials has shown that medical male circumcision can significantly reduce (but not eliminate) men’s risk of acquiring HIV through heterosexual vaginal sex. The U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) supports VMMC performed by qualified and well-equipped professionals, and with the client’s informed consent. VMMC is part of a comprehensive HIV prevention strategy that is defined by the World Health Organization (WHO) to include screening and treatment of sexually transmitted infections (STIs), promotion of sexual partner reduction, correct and consistent male and female condom use, HIV testing and counseling, and active referral of HIV-positive clients to care and treatment. [12:  AIDSTAR-One. Prevention Knowledge Base. Biomedical Intervention: Voluntary Medical Male Circumcision. Arlington VA: John Snow Inc. Accessed July 26, 2013. http://www.aidstar-one.com/focus_areas/prevention/pkb/biomedical_interventions/voluntary_medical_male_circumcision
] 

II. Epidemiological Justification for the Prevention Area

The results of three randomized controlled clinical trials conducted from 2005 to 2007 in Kenya, South Africa, and Uganda confirmed that VMMC provided by well-trained health professionals in properly equipped settings is safe and has the potential to reduce men’s risk of acquiring HIV from their female partners. The combined data from the trials led WHO and the Joint UN Programme on HIV/AIDS (UNAIDS) to strongly recommend VMMC as a new HIV prevention tool with an estimated protective effect around 60 percent. Recent data from the long-term follow up of the Kenya and Uganda cohorts and a population-level impact evaluation done in South Africa show that the protective effect of VMMC is more than 60 percent and could be around 70 percent. Additional studies have demonstrated that circumcision also reduces men’s risk of infection with some STIs.
Scientists have demonstrated plausible biological connections between HIV infection and lack of circumcision. The tissue of the internal foreskin contains Langerhans and other cells that are targeted by HIV when the virus first enters the body. In addition, tears to the mucosal layer of the internal foreskin may increase vulnerability to HIV infection, as well as other STIs. Circumcision removes the internal foreskin, and the penis head develops extra layers of skin after the procedure, thereby eliminating the mucosal layer and reducing the number of Langerhans cells. Some studies also theorize that circumcision changes the bacterial environment of the penis in a way that reduces the risk of HIV infection.
Male circumcision has a direct and lifelong impact on health by reducing a circumcised man’s risk of being infected with HIV. Mathematical modeling hypothesizes that male circumcision has an additional indirect benefit to women because as more men are circumcised, fewer men acquire HIV. Estimates done by PEPFAR and UNAIDS have further shown that VMMC will have the highest impact on HIV when the majority of men are circumcised within the shortest possible time.
In areas with high HIV prevalence, it is estimated that scaling up VMMC to reach 80 percent coverage of men aged 15 to 49 years old in five years could avert up to 3.4 million new HIV infections in eastern and southern Africa, or 22 percent of all new infections in the region… Programs should target adolescent (10 to 14 years old) and adult (15 to 49 years old) men during this catch-up scale-up period as these age groups are at greatest risk of being infected through sexual transmission. Providing VMMC to prevent HIV among these [age groups] will have the greatest and most immediate impact on the spread of HIV.
As VMMC protects against HIV acquisition rather than HIV transmission, circumcision for HIV-infected men is not recommended. Furthermore, there is inconclusive data that circumcision provides protection against HIV infection for men who have sex with men and for men who practice unprotected anal intercourse.
III. Core Programmatic Components

VMMC must be integrated into a comprehensive HIV prevention program, because both circumcised and uncircumcised males remain at risk of HIV infection if they have unprotected sexual intercourse. The WHO’s minimum package of VMMC services includes HIV testing and counseling, STI screening and treatment, risk reduction counseling, and education that explains the procedure and obtains informed consent, promotion, and provision of male and female condoms, and surgical and clinical care that includes preoperative assessments and postoperative review and counseling. In addition, communication activities are key to generate demand; to educate clients, partners, and communities on the benefits and disadvantages of VMMC; and to promote safe healing and sustain safer sexual behaviors.
Historically, VMMC programs have tended to focus heavily on development and scale-up of clinical services, with demand creation activities carried out on a more informal basis. There is increasing acknowledgment that VMMC communication interventions should draw on lessons learned in sexual behavior change communication for other health behaviors, including use of proven processes to design, implement, and evaluate communication activities. Although efforts to date have focused heavily on interpersonal communication and small group community mobilization, mass media promotion may become increasingly important as services are scaled up and latent demand is fulfilled.
Because adult male circumcision is a one-time surgical procedure, rapid scale-up requires an intensive, short-term investment of human resources, logistical capacity, and funding. It also requires creative solutions to ensure the efficiency and quality of VMMC services. When scaling up VMMC, community engagement is critical to ensure that local leaders accept VMMC services and that clients receive correct information. Country experience has also demonstrated the importance of communication with women and girls, who may be the partners or caretakers of men who are circumcised.
IV. Current Status of Implementation Experience
WHO and UNAIDS have identified 13 eastern and southern African countries with high rates of HIV prevalence and low rates of male circumcision; it is in these 13 countries where VMMC should be taken to scale as quickly and as safely as possible. PEPFAR is also supporting the Gambela region of Ethiopia to promote VMMC. The priority countries reported a cumulative total of more than 1.4 million male circumcisions conducted between 2008 and 2011. The increase from 2010 to 2011 alone was more than 880,000 from 2010. 
Within these priority countries, governments and implementers have progressed at different paces to roll out VMMC. Most national governments have developed policies and guidelines to support and implement VMMC programming. 
At the end of 2011, Kenya had circumcised approximately 391,000 men (mainly in Nyanza province) using a combination of task shifting, innovative models for service delivery, and intensive communication efforts. The majority of the countries more than doubled the number of VMMCs performed compared with 2010, with the greatest increases reported in Rwanda, Malawi, and Tanzania. 
[image: ] Post Adaptation: Insert country-specific data here: Target number of circumcisions, progress against target, any campaigns of note.
As VMMC programs roll out in different contexts, programs must be sensitive and responsive to VMMC’s impact on traditional ideas of manhood and on perceptions of sexual pleasure. Programs must also monitor the possible negative impacts of VMMC on women, including their ability to negotiate safer sex.
In the long term, priority countries will transition from adult and adolescent circumcision to neonatal circumcision. New policies and guidelines will be needed to integrate neonatal circumcision into existing health programs.
	
[bookmark: _Toc371325700][bookmark: h5][image: ] Handout 5: STI Diagnosis and Treatment	
I. Definition of the Prevention Area[footnoteRef:13] [13:  AIDSTAR-One. Prevention Knowledge Base. Biomedical Intervention: Diagnosis and Treatment of Sexually Transmitted Infections. Arlington VA: John Snow Inc. Accessed July 26, 2013. http://www.aidstar-one.com/focus_areas/prevention/pkb/biomedical_interventions/stis] 

Sexually transmitted infections (STIs) likely facilitate HIV transmission and acquisition. STI treatment efforts have been used as an HIV prevention approach with mixed outcomes. This prevention strategy may be most effective in settings with a high burden of STIs and when targeted to most-at-risk populations and their sexual partners. However, randomized trials have found STI treatment to have little to no effect on HIV incidence.
II. Epidemiological Justification for the Prevention Area 
The role of STIs in the transmission dynamics of HIV epidemics is paradoxical and complex. Population-based studies have found that both the prevalence and incidence of HIV were substantially higher in people with STIs. Both curable STIs and chronic infections such as herpes simplex virus type-2 (genital herpes) can increase vulnerability to HIV infection by disrupting skin and mucosal barriers and/or by causing inflammation that brings HIV-susceptible immune cells to the genital tract. STIs are biological markers for risky sexual behaviors, which are also risk factors for HIV acquisition.
In addition, a number of studies in HIV serodiscordant couples report that HIV-positive individuals with herpes or genital ulcer disease are significantly more likely to transmit HIV to their partners. Some STIs appear to increase the risk of HIV transmission by boosting viral shedding in the genital secretions of both men and women who are HIV-positive. Other studies of HIV-positive individuals on antiretroviral therapy suggest that STIs may increase the infectiousness of HIV, even when an individual has an undetectable viral load.
Despite these data, numerous clinical trials have not been able to demonstrate a decline in HIV incidence as a result of STI treatment. Some hypothesize that treated STIs may still cause inflammation and other changes in the genital mucosa even after the initial symptoms have disappeared. The ongoing inflammation and changes in the genital mucosa may be why STI treatment does not have an effect on HIV incidence. Epidemic stage, prevalence of viral versus bacterial STIs, and type of treatment may also be reasons that STI treatment does not lower HIV incidence.
III. Core Programmatic Components
While STI treatment does not seem to have a significant impact on HIV incidence, effective management of STIs is an essential public health activity and is particularly important for improved maternal and child health outcomes. Data linking the prevalence of STIs with increased risk of HIV transmission and acquisition underscore the importance of STI prevention, which can best be achieved through a comprehensive STI control program.
The U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) supports STI control for HIV prevention depending on epidemic type and population. In concentrated epidemics, the population focus should be on most-at-risk populations, individuals with symptomatic STIs, HIV-positive persons with high-risk behaviors, and other groups that may be at high risk for STI acquisition. In generalized epidemics, PEPFAR supports STI control programs for high-risk subpopulations, including most-at-risk populations, individuals with symptomatic STIs, HIV-positive persons, and sexually active adolescents. PEPFAR also supports HIV testing and counseling services for STI patients.
A 2009 review of STI control and HIV prevention in the Bulletin of the World Health Organization concluded that the core elements of a comprehensive STI control program should include:
· Reaching out to populations at greatest risk, particularly those who change partners frequently, potentially propelling transmission within the population
· Promoting safer sex through the provision of condoms and other prevention activities 
· Offering effective clinical interventions (including STI screening, treatment, and case management) 
· Initiating structural interventions to ensure an environment that supports safer sex behavior and care- and treatment-seeking behaviors 
· Collecting reliable data to monitor disease trends and the effectiveness of interventions. 
IV. Current Status of Implementation Experience
Research is ongoing to better understand how STIs modify HIV transmission. Development of improved screening strategies to detect some asymptomatic STIs in resource-limited settings remains a research priority. Currently, STI treatment as a stand-alone HIV prevention intervention in generalized epidemics is not supported by scientific data.
STI control for HIV prevention depends on the type of HIV epidemic and the populations at highest risk. A number of resource-limited countries, including Cambodia, Kenya, Senegal, Sri Lanka, and Thailand, have demonstrated that it is feasible for programs to expand STI control services. Several countries that have successfully controlled STIs have also reported stabilization or reversal of their HIV epidemics. For instance, in India, the Avahan Initiative reported a reduction in STI and HIV incidence after it included the improved delivery of STI management to most-at-risk groups as part of its comprehensive prevention interventions. Thailand’s 100% Condom Program appears to have contributed to both STI reduction and HIV prevention by requiring condom use in brothels. STI screening, management, and treatment are key components of the PEPFAR comprehensive package of services for most-at-risk populations.	
[bookmark: _Toc371325701][bookmark: h6][image: ] Handout 6: ART for People Living with HIV (aka Treatment as Prevention	
TREATMENT AS PREVENTION[footnoteRef:14] [14: International Treatment Preparedness Coalition. Treatment 2.0 The Facts For Community
Based Service Providers And Aids Advocates.  Fact Sheet #2 Treatment As Prevention. New York, NY: ITPC. Accessed July 27, 2013. http://www.itpcglobal.org/atomic-documents/11057/20005/2-Treatment%20as%20Prevention%20Fact%20Sheet.pdf] 

What is treatment as prevention?

HIV-positive people taking antiretroviral drugs can attain an undetectable viral load if they are taking their treatment correctly. We now have evidence that when the viral load is undetectable in blood, semen, and vaginal fluid, the risk of HIV transmission is significantly reduced. Evidence has also shown that when a high percentage of an HIV infected population is on ARV treatment in a city or a cohort (a public health term used to mean group of people), HIV infection rates drop significantly in that population. This suggests that ARV drugs could be a powerful prevention tool at the population level.

Treatment has been used as a prevention strategy since 2000 when we began treating pregnant women with ARVs to reduce the risk that the virus would be passed on to her child during labor, birth, and breastfeeding (prevention of vertical transmission). 

Will treatment take the place of other prevention strategies?
No. Treatment as prevention can only be effective if it is used in combination with other evidence-based prevention options, such as male and female condoms, male circumcision, and clean needles. 

Data on treatment as prevention
The results of the HPTN 052 clinical trial showed that among 1,763 couples in which one partner had HIV and one did not (serodiscordant couples), antiretroviral therapy use by the HIV infected partner was associated with a 96 percent reduction in risk of HIV transmission to their uninfected partner[footnoteRef:15]. In the Canadian city of Vancouver, the number of people on ARV treatment increased from 2,500 to 5,000 between 2004 and 2009, including to injecting drug users. During those same years, the rate of HIV infections among injecting drug users decreased by 50 percent. [footnoteRef:16] [15:  Cohen, Myron S, Ying Q Chen, Marybeth McCauley, and Theresa Gamble. "Prevention of HIV-1 Infection with Early Antiretroviral Therapy." New England Journal of Medicine, August 11, 2011: Vol. 365, No. 6.
Donnell, D et al Heterosexual HIV 1 transmission after initiation of antiretroviral therapy: a prospective cohort analysis', (http://www.thelancet.com/journals/lancet/article/PIIS01406736%2810%29607052/abstract) ]  [16:  Julio Montaner*, E Wood, T Kerr, B Yip, V Lima, K Shannon, R Harrigan, and R Hogg Association of Expanded HAART Coverage with a Decrease in New HIV Diagnoses, Particularly among Injection Drug Users in British Columbia, Canada (http://www.retroconference.org/2010/Abstracts/39866.htm) ] 


In the U.S. city of San Francisco, HIV prevalence among MSM is 24 percent. Public health experts recently used a mathematical model to show that if ARV access was expanded to reach all infected adults, and if MSM were tested annually and immediately put on treatment if they tested positive, new infections among MSM would decrease by 76 percent in five years.[footnoteRef:17] [17:  Charlebois, Edwin D., Moupali Das,Travis C. Porco, and Diane V. Havlir “The Effect of Expanded Antiretroviral Treatment Strategies on the HIV Epidemic among Men Who Have Sex with Men in San Francisco (http://cid.oxfordjournals.org/content/52/8/1046.full) 
] 


UNAIDS Treatment 2.0 agenda endorses a dramatic increase in ARV coverage not only to save lives and meet Universal Access goals, but as a strategy to significantly reduce new HIV infections. 

The prevention impact of treatment also provides opportunities to rethink how HIV prevention services are offered. As we increase scale up for treatment, an appropriate set of prevention interventions can be offered within treatment programs. These could include condom and clean needle distribution, behavioral change and psychosocial supports, access to circumcision, and microbicides. In this way, we can maximize the prevention impact of treatment scale-up. 

What are some of the challenges of realizing the prevention benefits of treatment?
HIV Testing:
UNAIDS estimates that only about 50 percent of people living with HIV/AIDS in low and middle income countries know their HIV status. Barriers to testing, including stigma and discrimination against key affected populations, must be addressed before treatment can be scaled up and the prevention benefits of treatment can be reaped. Equally important is to ensure good linkages between HIV testing and care, treatment, and prevention services.

Access to treatment:
The world is failing to meet its Universal Access targets. Currently, 9.35 million people are in need of, but have no access to, ARVs (under the new WHO guidelines). The promise of treatment as prevention cannot be realized unless all people who need it have access to treatment. Unless new infection rates are significantly reduced over the next few years, it will not be possible to ensure continued funding for treatment or prevention targets.
The advocacy and community-based service delivery work done by CBOs represent some of the most effective ways to address these testing and treatment challenges. 

The hope of treatment as prevention
The evidence now tells us that if we treat everyone with HIV, in addition to saving millions of lives, we possibly also prevent millions of new infections. Not only is this very encouraging news, it is a strong argument for holding the international community accountable to its funding commitments to achieve Universal Access. A massive investment in treatment now can be cost effective over the long term as fewer and fewer people become infected and require expensive, long-term treatment and care. 

[bookmark: _Toc371325702][bookmark: tm2][image: ] Trainer Material 2: Questions for “Expert” Groups	
 
Be prepared to provide the following information to such groups. 
· Identify the major steps/components of this activity. 
· How do we know this program works? (i.e., what does the evidence say about how this prevents HIV infection)
· What other prevention activities are connected to/associated with your activity? How?
· If this activity was going on in your community, what would be appropriate activities for Peace Corps Volunteers (Refer to Role of the Volunteer training)? What would be an inappropriate role? 

[bookmark: _Toc371325703][bookmark: tm3][image: ] Trainer Material 3: Applying Combination Approaches to Priority Prevention Activities	
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