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While advances in antiretroviral treatment have dramatically 
improved the quality and length of life for individuals in-
fected with HIV, similar improvements have not yet been 
achieved in HIV prevention; indeed, the annual number of 
new HIV infections in the United States has plateaued at 
approximately 50,000 for more than a decade (1). In ad-
dition, communities of color, men who have sex with men 
(MSM), and transgender women continue to be dispropor-
tionately affected by HIV, as well as other sexually-transmit-
ted infections (STIs) (1, 2). Recent, randomized, controlled 
trials demonstrating the benefits of treatment as prevention 
(TasP) (3) and pre-exposure prophylaxis (PrEP) (4, 5, 6, 7) 
have provided new tools for HIV prevention. While these 
strategies offer new hope, they also pose new questions, 
such as which strategies should be emphasized and how 
they should be implemented to achieve maximal preven-
tion benefit.

To help fill this gap, we describe here seven best prac-
tices for HIV prevention that have emerged from recent 
epidemiologic, behavioral, clinical, and intervention re-
search. These recommendations were distilled from pre-
sentations and discussions at a meeting of experts held 
at Fenway Health on September 27, 2013. Video se-
lections and slide sets from this meeting are available at 
www.lgbthealtheducation.org/training/online-courses/
bestpracticesinhivprevention and can also be accessed 
by clicking on the links interspersed throughout this docu-
ment. Information on receiving continuing education credits 
based on this material can also be found on the web link 
listed above.

We begin with a discussion of the populations most bur-
dened by HIV infection, as prevention interventions must 
reach these groups in order to have a significant public 
health impact. We then describe core interventions that 
can form the basis of prevention programs in clinical set-
tings. Our discussion is based on scientific evidence when-
ever possible. Where such evidence is lacking, we rely on 
expert opinion and the experiences of successful HIV pre-
vention programs. In many cases, a consensus about the 
optimal ways to implement evidence-based HIV prevention 
in clinical practice does not exist. We therefore suggest 
novel strategies which may facilitate uptake of prevention 
tools, but which need further testing to prove efficacy in 
real-world settings.

Focus HIV prevention efforts on high-risk, 
vulnerable populations.

Promote universal HIV testing, with 
periodic testing for individuals at highest 
risk of infection.

Target virologic suppression in all HIV-
infected individuals.

Offer pre-exposure prophylaxis (PrEP) to 
individuals at highest risk of infection.

Focus additional preventive efforts 
on patients presenting with sexually-
transmitted infections (STIs).

Augment prevention efforts with the 
optimal use of technology.

Develop and disseminate behavioral 
interventions that are scalable and that 
promote resilience.
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1
Focus HIV prevention efforts on 
high-risk, vulnerable populations.

Preventing new HIV infections in high-risk, 
vulnerable populations is crucial to decreas-
ing HIV incidence overall. black MSM; Latino 
MSM; gay, bisexual, and transgender youth; 
and transgender women all face a higher 
risk of HIV infection than the general pop-
ulation (1, 8). These overlapping groups, 
which constitute a small fraction of the Unit-
ed States population, accounted for at least 
28,500 (60%) of the 47,500 new HIV infec-
tions in 2010 (1). These populations also 
share challenges – unemployment, poverty, 
and discrimination – which concentrate and 
potentiate their risks of HIV infection and 
complicate prevention efforts. For individu-
als experiencing socioeconomic hardships, 
HIV prevention may not represent a high 
priority, and other concerns – food, shelter, 
work, and security – may take precedence.

MSM

MSM are uniquely biologically susceptible 
to HIV because of the efficiency of anal sex 
for HIV transmission and because of role 
versatility (in which an individual engages in 
both insertive and receptive anal sex roles) 
(9). Lack of acceptance by key individuals 
early in life (e.g. family, friends, and clergy) 
can lead to internalized homophobia, which 
in turn may manifest itself through depres-
sion and/or substance abuse (10). For some 
MSM, economic insecurity may potentiate 
the risks of HIV acquisition or transmission, 
while for others, substances use, as a form 
of self-medication for lack of self- or societal 
acceptance, may play an important role in 
increasing risk-taking behavior. In sum, HIV 
prevention strategies need to address struc-
tural, sociocultural, and biological determi-
nants of risk in order to be effective.

Black MSM

Despite the similarities among MSM, this de-
mographic group encompasses a heteroge-
neous array of subpopulations with diverse 
cultural experiences and unique challenges 
with regard to HIV prevention. Among MSM, 
black men bear a disproportionate burden of 
new HIV infections, accounting for approxi-
mately one-quarter of all new HIV infections 
in 2010 (1). Young, black MSM are the most 
severely affected and are the only demo-
graphic group to have a statistically significant 
increase in the number of new HIV infections 
in recent years (11).

What drives the HIV epidemic among black 
MSM, especially among the young?  Dif-
ferences in sexual behavior do not account 
for the gap in HIV incidence between black 
and White MSM (12). Instead, structural 
and socioeconomic factors appear to play 
key roles. black MSM encounter multiple, 
intersecting disadvantages from an early 
age that increase their risk of HIV; these in-
clude lower educational attainment, pover-
ty, higher rates of unemployment, housing 
instability, and higher rates of incarceration 
(12, 13, 14). These inequalities all contrib-
ute to limited health care access, which may 
account for the finding that Black MSM are 
less likely to be diagnosed with HIV at ear-
lier stages of infection. compared to White 
MSM, black MSM with HIV are 40% less like-
ly to be aware of their infections (15). Lower 
awareness of HIV infection means that black 
MSM are more likely to transmit HIV to their 
sexual partners, given that those who know 
they are HIV-infected tend to be less likely 
to engage in unprotected sex. Moreover, 
compared to MSM of other races, black 
MSM have higher rates of STIs, which may 
facilitate HIV transmission, and are less like-
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ly to be taking antiretroviral therapy and to 
be virologically suppressed if HIV-infected 
(12). Thus, because black MSM tend to have 
other black MSM as their sexual partners, 
they are more likely than MSM of other rac-
es to have contact with a partner with undi-
agnosed or untreated HIV infection in any 
given sexual encounter, facilitating transmis-
sion in these sexual networks (12). 

Despite the high HIV incidence among 
black MSM, there have only been a limited 
number of culturally-tailored, effective pre-
vention interventions developed for them. 
A recent systematic review identified only 
12 published HIV prevention interventions 
focused on black MSM, most of which were 
focused on reducing unprotected receptive 
anal intercourse, while not addressing oth-
er causes of vulnerability (16). A few recent 
studies have attempted to bolster interven-
tion efforts for black MSM. For instance, the 
HIV Prevention Trials network (HPTn) 061 
study assessed the feasibility of a multifac-
eted intervention among black MSM. The 
intervention consisted of HIV testing, eval-
uation for STIs, partner referral, and peer 
navigation to improve health care access. 
HIV, STIs, and poverty were common in the 
study; the annual incidence of new HIV in-
fections was 3.0%, and more than 20% had 
an STI at baseline (17, 18). Additional find-
ings from this study are being analyzed and 
should help to inform public policy. 

latino MSM

Latino men face many of the same vulner-
abilities as black MSM, including poverty, 
unemployment, and high rates of incarcer-
ation (19). At the same time, however, some 
Latino MSM may encounter additional barri-
ers to accessing preventive services, due to 
constraints imposed by limited proficiency 

in English, depression and substance use 
stemming from internalized homophobia, 
and immigration status. Of the nearly 11 
million unauthorized immigrants living in the 
United States, approximately 80% are Latino 
(20). Unauthorized immigrants are not eligi-
ble for any form of government-sponsored 
health insurance, and this will not change 
under the Affordable care Act (AcA). In ad-
dition, lawfully-present but un-naturalized 
immigrants who have been in the country 
for fewer than five years will also not be 
eligible for government-sponsored health 
insurance under the AcA (21). Frequently 
lacking health insurance, unauthorized, or 
lawful but recent, immigrants often seek 
care in emergency rooms, which have his-
torically been poorly equipped to offer pre-
ventive services for HIV or other conditions. 
Without additional health system reforms, 
many HIV prevention interventions will not 
be available to immigrant Latino MSM. 

“Interventions are going to have to take different shape; 
and if we’re truly going to talk structural interventions, 
we’re going to have to change structures.” 
Darrell Wheeler, PhD, MPH, Loyola University, chicago
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Gay, leSBian, and BiSexual youth

Although young MSM, especially those who 
are black, face high risks of HIV infection, 
some large HIV prevention studies among 
adults have not enrolled individuals young-
er than 18 years, particularly if experimental 
medications or vaccines were used. Thus, 
there is less evidence on optimal HIV pre-
vention among sexually-active adolescents 
than among adults. To help fill this knowl-
edge gap, additional prevention studies fo-
cused on youth are needed. 

Several unique prevention opportunities are 
possible in this population. For instance, 
adolescents tend to be avid users of text 
messaging, chatlines, and social media and 
thus may be particularly amenable to HIV 
prevention interventions delivered through 
these technologies. HIV prevention efforts 
could also be bundled with primary health 
services that may be routinely offered to 
large numbers of young people, such as hu-
man papillomavirus vaccination and school-
based health screenings. As more adoles-
cents openly discuss their sexuality with 
their parents, parents should be educated 
so they can communicate and reinforce 
HIV prevention messages. Finally, as with 
other high-risk groups, HIV prevention may 
alone not be of sufficient interest to attract 
young people’s interest; a more effective 
strategy may be to combine HIV prevention 
programs with resources offering entertain-
ment, meals, shelter, and employment assis-
tance in order to reach this population.

tranSGender woMen

Transgender women constitute one of the 
highest risk groups for HIV infection. Esti-
mates of HIV incidence among transgender 
individuals are lacking, but the prevalence 
of HIV infection among transgender women 
in the United States is approximately 28% 
overall and 56% among black transgender 
women (8). While more research is needed 
on the best HIV preventive strategies for 
all high-risk populations, the lack of data 
is most significant for transgender women. 
Large-scale, population-based studies are 
crucial in order to reduce invisibility and 
better understand the HIV epidemic among 
transgender women. 

Although the causes of the high rates of in-
fection among transgender women are not 
fully understood, they likely stem from wide-
spread discrimination that creates multiple, 
intersecting vulnerabilities – including de-
pression; substance abuse; harassment and 
violence; lack of access to knowledgeable, 
sensitive, affordable health care; and limited 
employment and housing opportunities. In 
addition, due to adverse economic circum-
stances, some transgender women engage 
in commercial sex work, which places them 
at higher risk of HIV infection if clients in-
centivize them to engage in unprotected 
sex (22). As in other high-risk populations, 
targeting these underlying structural and 
socioeconomic factors may help curb the 
HIV epidemic in this group. While many 
of these factors may be difficult to modify 
by individual clinicians and health centers, 
engagement in care can be improved for 
transgender patients by training clinicians 
in transgender-sensitive care and by foster-
ing a welcoming and inclusive environment. 
Tools through which to accomplish this in-
clude displaying posters and brochures 
that reflect transgender people and their 
health needs, using appropriate names and 
pronouns for transgender persons, and in-
cluding transgender status on intake forms. 
In addition, the majority of transgender in-
dividuals seek care for cross-sex hormone 
therapy (23); these visits provide an oppor-
tunity to perform HIV testing, prevention 

http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23garofalo
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23garofalo
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23garofalo
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23garofalo
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counseling, education, and other interven-
tions. However, with any intervention in this 
marginalized population, it is crucial for 
public health workers and clinicians to part-
ner with transgender women in order to un-
derstand their priorities – for example, they 
may value employment and housing over 
HIV prevention – and to build trust. Large 
scale HIV prevention interventions must also 
attend to gender minority stressors in order 
be relevant to this population.

2

Promote universal HIV testing, with 
periodic testing for individuals at the 
highest risk of infection.

HIV testing has long been a core prevention 
strategy since the tests were first developed. 
Since 2006, the cDc has recommended 
universal HIV testing for all patients ages 13 
to 64 years in health care settings; annual 
testing is recommended for those at great-
est risk of infection, defined as individuals 
with multiple sexual partners or whose sex-
ual partners have HIV, those who exchange 
sex for goods or services, and injection drug 
users (24). The United States Preventive Ser-
vices Task Force issued a similar recommen-
dation in 2013 (25). The preventive benefits 
of HIV testing stem from individuals’ reduc-
tion in risk behavior following an HIV diag-
nosis (26) as well as from the identification of 
those who might be candidates for medica-
tions that can reduce transmission risk.

nevertheless, universal HIV testing has not 
yet been realized. Approximately half of 
Americans report never having been tested 
for HIV (27), and an estimated 18% of indi-
viduals with HIV infection have not yet been 
diagnosed (28). A 2013 Inspector General’s 
Report found that only 20% of health cen-
ter sites funded by the Health Resources 
and Services Administration (HRSA) report-
ed offering HIV testing to all patients (29). 
Moreover, testing is often performed late 
in the course of the disease; approximately 
one-third of individuals with HIV are diag-
nosed with the acquired immunodeficiency 
syndrome (AIDS) within one year of their HIV 
diagnosis (30).

Several factors contribute to suboptimal 
rates of HIV testing in the United States. In 
many cases, testing may not be available or 
offered in the settings in which patients typi-
cally seek medical care. Although a majority 
of general internists in one study perceived 
routine, universal HIV testing to be bene-

http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23reisner
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23reisner
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23reisner
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/#reisner
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ficial for their patients’ health, 39% did not 
offer testing regardless of risk (31). commonly 
identified barriers to testing included the per-
ception that it would detract from addressing 
patients’ other health needs, lack of time, and 
patients’ reluctance to be tested (31). In ad-
dition, while emergency rooms serve as the 
primary point of contact to the health care sys-
tem for many patients, they often do not offer 
HIV testing; testing was possible in only half 
of emergency rooms in one recent study (32).

More importantly, clinic-based testing may 
not reach individuals who cannot or will not 
access health care. In one study, one-third 
of young, black MSM ages 18 to 30 years 
reported that they lacked a usual place of 
care; this group was, at the same time, more 
likely to acquire HIV than older individuals 
(17). To reach these populations, testing 
can be incorporated into non-traditional, 
non-medical settings. 

One successful HIV testing program, The 
bronx Knows, implemented HIV testing in 
such non-clinical areas as part of a multi-
pronged approach to test all bronx resi-
dents for HIV infection (33). The program 
increased the availability of HIV testing by 
partnering not only with hospitals and com-
munity health centers but also with venues 
not previously associated with health care, 
such as hair salons and farmers’ markets. 
To facilitate testing in medical settings, the 
bronx Knows team engaged front-line staff 
members in the planning phase of the proj-

ect in order to understand work flow and 
overcome barriers to testing. The program 
developed an approach to HIV counseling 
and testing, called AcTS – standing for ad-
vise, consent, test, and support – to help 
streamline testing, and they created elec-
tronic medical record reminders to foster 
routine testing. Simultaneously, demand 
for HIV testing was created through an ex-
tensive social marketing campaign, and 
HIV testing was integrated into community 
events and health screenings in order to de-
crease the stigma associated with the test. 
Three years into the campaign, more than 
600,000 bronx residents had been tested for 
HIV, and at least 1,700 new HIV diagnoses 
had been made (33). Multifaceted testing 
strategies engaging medical and non-med-
ical settings, such as the bronx Knows, will 
likely be necessary to realize universal HIV 
screening. The uptake of testing in diverse 

clinical and non-clinical settings may also 
be facilitated by eliminating the imperative 
to offer prevention counseling with testing 
(34); indeed, one recent, large, randomized, 
controlled trial showed no benefit of coun-
seling in the context of routine HIV screen-
ing (35).

“Just like we knew early on that you can’t tell who is HIV 
positive by looking at them, you also can’t tell who is at risk 
by looking at them.”
Donna Futterman, MD, Albert Einstein college of Medicine

http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23univhivtest
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23univhivtest
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23univhivtest
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Target virologic suppression in all 
HIV-infected individuals.

One of the major preventive benefits of HIV 
testing is the identification of individuals 
who are infected and thus candidates for 
antiretroviral therapy (ART). In the United 
States, clinicians are now advised to con-
sider offering ART to everyone with HIV, re-
gardless of cD4 count, because it may slow 
the progression of disease and because it 
reduces the likelihood of HIV transmission 
by lowering viral load in blood and ano-
genital secretions, thus rendering HIV-in-
fected individuals less infectious (36). This 
latter rationale is based primarily on HPTn 
052, a recent, randomized, controlled trial 
of sero-discordant, primarily heterosexual 
couples in which ART reduced by 96% the 
risk of transmission from an infected to an 
uninfected partner (3). Some observational 
studies have also supported the efficacy of 
TasP on a population level (37, 38). Achiev-
ing virologic suppression for all HIV-infected 
individuals in the United States is thus both 
a desired clinical and public health target.  

However, fewer than 1 out of 3 HIV-infected 
individuals in the United States are virologi-
cally suppressed on ART due to breakdowns 
in multiple steps of the HIV “care cascade” 
(39). Failure to diagnosis all HIV-infected 
individuals is only the first of these break-
downs; there are also significant lapses in the 
linkage of infected individuals to HIV care, 
retention in care, and the use of ART (39). 
Models suggest that improving any one of 
these lapses, in isolation, will not significant-
ly improve the proportion of HIV-infected in-
dividuals who are virologically suppressed. 
Only by diagnosing, linking, and engaging 
90% of HIV patients will significant increase 
in this proportion be achieved (39).

The causes of attenuation in the care cas-
cade, and thus the barriers to realizing the 
preventive benefit of TasP, are not primari-
ly biomedical; they are instead social, eco-
nomic, and structural. In order to achieve 
virologic suppression, HIV-infected patients 
must have access to health care and an-
tiretroviral medications. In addition, sub-
stance abuse and mental illness, both of 
which can impair patients’ ability to enter 
into and remain in care, must be addressed. 
Difficulty navigating the complex and frag-
mented health care system also precludes 
successful HIV treatment for many patients, 
particularly those who belong to vulnera-
ble populations. Several interventions have 
been shown to improve linkage to and/or 
retention in HIV care. Use of a time-limited, 
strengths-based case management inter-
vention increased linkage-to-care among 
newly diagnosed individuals from 60% to 
78% in one randomized trial of poor adults 
in 4 large United States cities (40). Similar-
ly, retention in care has been improved with 
patient navigation services, increasing rates 
of retention from 64% at baseline to 87% 
and 79% at six and twelve months, respec-
tively, among disadvantaged persons with 
HIV infection (41). Lower-intensity efforts 
have also proven effective at improving re-
tention; an inexpensive intervention consist-
ing of brochures and posters combined with 
brief messages from clinic staff led to a 7% 
relative increase in retention at 6 HIV spe-
cialty clinics (42). Multiple studies are cur-
rently underway to test innovative strategies 
to improve engagement in care, including 
contingency management and a dedicated 
“retention clinic” incorporating patient nav-
igation and substance abuse treatment. 

3
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Public health information exchanges are 
another innovative approach to improving 
linkage to and retention in HIV care (43). In 
these exchanges, cD4 count and HIV viral 
load data are gathered by governmental 
public health departments from regional 
clinical laboratories. These data are stored 
on a secure information exchange server 
which interfaces with the electronic medical 
records (EMR) of clinics and hospitals. The 
use of the EMR in any patient encounter au-
tomatically triggers a search of the public 
health database for that patient; if the pa-
tient is found in the database of HIV-infect-
ed individuals and a cD4 count or HIV viral 
load has not been obtained in a pre-speci-
fied period of time, such as 6 months or one 
year, a computerized alert is sent in real time 
to the clinician using the EMR, with prompts 
to assist the clinician with re-engaging the 
patient in HIV care. Preliminary data from a 
public health information exchange in Lou-
isiana suggest that such systems can suc-
cessfully identify and re-engage individuals 
who have fallen out of care (44).

4

Offer pre-exposure prophylaxis 
(PrEP) to individuals at highest risk of 
HIV infection.

Although TasP has been shown in a ran-
domized trial to be highly efficacious, in 
isolation, it is unlikely to curb the epidem-
ic of new HIV infections. In addition to the 
breakdowns at multiple stages of the HIV 
care cascade which prevent individuals from 
achieving virologic suppression, transmis-
sion from acutely infected individuals also 
threatens the benefits of TasP, as acutely in-
fected individuals are highly infectious and 
unlikely to be taking antiretroviral therapy 
(45). The effectiveness of TasP among high-
risk MSM is also incompletely understood, 
as nearly all individuals in HPTn 052 were in 
heterosexual partnerships. Moreover, pop-
ulation-based, observational studies of the 
effect of TasP on HIV incidence have pro-
duced mixed results; increasing antiretrovi-
ral treatment had no effect on HIV incidence 
in MSM in England and Wales (46) but was 
associated with a decreased number of new 
HIV infections in San Francisco and Kwa-Zu-
lu natal (37, 38). 

Given the limitations in TasP, other preven-
tive interventions are needed for at-risk, 
HIV-uninfected persons. Recent random-
ized, controlled clinical trials have demon-
strated the efficacy of tenofovir-emtric-
itabine for pre-exposure prophylaxis of 
sexually-acquired HIV infection among high-
risk individuals, with relative risk reductions 
for infection ranging from 42% to 75% (4, 
5, 6). A recent study conducted among Thai 
injection drug users also demonstrated the 
benefit of tenofovir prophylaxis in decreas-
ing HIV transmission (7). However two PrEP 
studies, both performed among women in 
Africa, failed to show a benefit, though the 
lack of efficacy in these studies appeared to 
be primarily due to poor medication adher-
ence (47, 48). Indeed, data from the Part-
ners PrEP, iPrEX, and Thai injection drug use 

http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23settingthestage
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23settingthestage
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23settingthestage
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/#settingthestage
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studies showed that adherence constituted 
a major driver of PrEP efficacy. In a Partners 
PrEP sub-study, PrEP was 100% effective at 
preventing HIV infection in those with the 
high (>90%) adherence (49).

Medication non-adherence is but one barri-
er to realizing the potential benefits of PrEP. 
Like TasP, the effectiveness of PrEP depends 
on a sequence of complex, inter-related 
steps. Individuals at high risk of HIV infec-
tion must be recognized as such, either by 
themselves or by their health care providers. 
This step exposes a key challenge for PrEP 
scale-up, as providers may be uncomfort-
able discussing sexual risk behavior with pa-
tients. Regardless, if patients are identified 
as PrEP candidates, they must be willing to 
take PrEP, and their providers must be com-
fortable prescribing the medication. As the 
out-of-pocket expense of tenofovir-emtricit-
abine places it out of reach for many high-
risk patients, the cost must often be covered 
by health insurance or a drug-assistance pro-
gram. Patients must then adhere to the med-
ical regimen and comply with regular visits for 
HIV and STI testing and counseling to help 
them avoid an increase in sexual risk behavior 
that may counteract the protective benefit of 
PrEP. That many PrEP candidates belong to 
marginalized groups with limited health care 
access only serves to make this intervention all 
the more challenging to implement.

nevertheless, multiple projects are under-
way throughout the country to demonstrate 
the use of PrEP in vulnerable populations, 
including black MSM, transgender women, 
and adolescent MSM. Several of these proj-
ects feature prominent counseling interven-
tions centered on behavioral risk reduction, 
enhancement of medication adherence, and 
other strategies to ensure that pill-taking 
and clinical follow-up become routine. The 
lessons learned from these demonstration 

projects may help facilitate the implementa-
tion of PrEP in the real-world health care set-
tings where high-risk individuals seek care.

For some populations, bundling PrEP with 
other prevention interventions may increase 
uptake and improve adherence. Human 
papillomavirus vaccination is currently rec-
ommended for all adolescents in the United 
States; completion of the vaccination series 
requires three health care visits at which 
PrEP could be discussed, offered, initiated, 
and monitored. PrEP could similarly be in-
corporated into the activities of clinics that 
offer non-occupational post-exposure pro-
phylaxis for HIV, STI evaluation and treat-
ment, or hormone therapy for transgender 
individuals.

Other strategies to improve PrEP adher-
ence are under investigation. Several cur-
rent studies are evaluating the use of al-
ternatives to daily tenofovir-emtricitabine, 
such as “on-demand” PrEP taken only in 
conjunction with condomless sex or, taking 
PrEP at fixed, less-than-daily intervals (e.g. 
before and after the weekend). Advances in 
drug technology may also permit the use of 
long-acting, injectable PrEP formulations; 
incorporation of PrEP into vaginal rings, po-
tentially co-formulated with contraceptives; 
and rectal microbicides. Several of these 
strategies are currently in clinical studies 
(50). The more these innovations increase 
the uptake, ease of use, and ultimately ad-
herence to PrEP among high-risk individu-
als, the greater their impact will be on curb-
ing the HIV epidemic.

http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23biomed
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23biomed
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23biomed
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/#biomed
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5
Focus additional preventive efforts 
on patients presenting with sexually-
transmitted infections (STIs).

STIs have long been epidemiologically 
linked to the HIV epidemic. While the pres-
ence of concurrent STIs has been theorized 
to foster HIV transmission by causing ulcer-
ations in the genital mucosa and recruiting 
immune cells to the genital tissue (51), con-
trol of STIs has not been shown to reduce 
HIV incidence (52). However, if STI treat-
ment cannot prevent HIV transmission, in-
creased HIV preventive services for patients 
with STIs may.

The presence of STIs is a marker of unsafe 
sex and thus an indicator for individuals at 
increased risk of HIV infection. The diagno-
sis of syphilis, in particular, has been asso-
ciated with a high risk of subsequent HIV 
acquisition. In one study, the annual inci-
dence of HIV infection following diagnosis 
of primary or secondary syphilis was 3.6% 
among men overall and 5.6% among MSM 
(53). These data suggest that patients with 
STIs, and particularly syphilis, are prime can-
didates for intensive HIV prevention efforts.

However, as with HIV testing, rates of STI 
testing are suboptimal, even among high-
risk groups. One study of HIV-infected MSM 
and their HIV primary care clinicians in Seat-
tle found that some patients were reluctant 
to pursue STI testing in primary care settings 
due to a desire for convenience and ano-
nymity; at the same time, many providers felt 
uncomfortable taking a sexual history and 
lacked knowledge of STI testing and treat-
ment recommendations (54). STI self-testing 
by patients, as well as improved clinician 
education about STIs, may help overcome 
these barriers. Moreover, many of the same 
interventions that aim to increase rates of 
HIV testing – such as using community orga-
nizations to encourage and/or offer testing 
– could also be employed to boost STI test-
ing. Other strategies include the innovative 
uses of technology, as described below, to 

remind patients to test and to guide them 
to a testing center (55).

When an HIV-uninfected MSM patient is di-
agnosed with an STI, particularly syphilis, it 
would ideally trigger a bundle of HIV pre-
vention interventions, such as HIV testing, 
safer sex counseling, and behavioral inter-
ventions. The barriers to incorporating these 
services into the activities of STI clinics are 
not only programmatic; reports indicate that 
some higher-risk STI patients do not consider 
themselves to be at risk and may be unwill-
ing to take PrEP (56). consequently, efforts to 
bundle HIV prevention interventions with STI 
services may also need to address patients’ 
self-perceptions of risk.

http://www.lgbthealtheducation.org/wp-content/uploads/Effective-Integration-of-STI-HIV-Prevention-Programs.pdf
http://www.lgbthealtheducation.org/wp-content/uploads/Effective-Integration-of-STI-HIV-Prevention-Programs.pdf
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Augment prevention efforts with the 
optimal use of technology.

The use of the internet and smartphone 
technologies is widespread in the United 
States; 85% of American adults use the in-
ternet, and 56% own a smartphone. The 
corresponding proportions for persons 
ages 18 to 29 years are 98% and 80%. In 
addition, nearly one-quarter of adults use at 
least one social networking site (57). While 
the use of social media to meet sex partners 
has been identified as a contributor to the 
spread of STIs (58), these technologies also 
provide promising new opportunities for 
HIV prevention.

One distinct advantage of internet and 
smartphone technologies is their ability to 
scale-up efforts and disperse them over 
widespread geographic areas, reaching 
populations that would otherwise be dif-
ficult to access, such as rural MSM (59). In 
addition, these technologies easily support 
reminder functions, which can be used to 
prompt individuals to seek testing for HIV 
or STIs, as well as mapping functions, which 
can demonstrate where testing is available. 
Technological tools could also promote ad-
herence by reminding individuals to take an-
tiretroviral medications. Finally, internet and 
smartphones can be employed to provide 
algorithmic decision-making tools, such as 
assisting a user in deciding whether or not 
to seek post-exposure prophylaxis follow-
ing a sexual encounter, or to collect sexual 
behavior data or distribute HIV or STI test 
results.

The challenge in harnessing new technol-
ogies for HIV prevention lies not in devel-
oping programs that can perform these 
functions, but in enticing at-risk individu-
als to use them. HIV prevention alone may 
not provide enough value to maintain use; 
prevention features of mobile applications 
(“apps”) and websites must be combined 
with other features of primary interest to us-
ers. Ultimately, engaging at-risk individuals 
in the design and roll-out of these technolo-
gies may be key to their success.

6

http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23technology
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23technology
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23technology
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Develop and disseminate behavioral 
interventions that are scalable and 
that promote resilience.

In one sense, all HIV prevention interven-
tions are behavioral; they merely differ with 
regard to the individual and the behavior 
being targeted. The implementation of 
PrEP, for instance, depends on changing the 
behavior of health care providers (to appro-
priately prescribe and monitor PrEP) and pa-
tients (to adhere to the medication, comply 
with follow-up visits, and avoid increased 
sexual risk behavior). However, the term be-
havioral is often applied more narrowly to 
efforts that aim to change sexual risk behav-
iors. Several such behavioral interventions 
have been developed and tested, with dif-
ferent levels of focus (individual, group, or 
network) and with different structures (led 
by clinicians or peers) (60). but, in the new 
era of using antiretrovirals for HIV preven-
tion, better integration of biological strat-
egies and more comprehensive behavioral 
interventions are needed. 

Paradoxically, the more intense and individ-
ualized a behavioral intervention is (such as 
a mulit-session tailored approach) and thus 
the more efficacious it tends to be, the less 
feasible it is to bring to scale. HIV prevention 
programs may therefore elect to prioritize 
less efficacious but more “scalable” inter-
ventions over those that are more effica-
cious but also more resource-intensive. For 
example, brief, 3 to 5 minute clinician-led 
safer sex counseling at each clinic visit with 
HIV-infected patients has been shown to de-
crease unprotected anal or vaginal sex by 

38% in patients with multiple sexual part-
ners (61). Although the effect size of this 
intervention is relatively small, it is inexpen-
sive and easy to deliver at clinics around the 
country and thus may have a larger impact 
than other interventions that require more 
time or funding.

In addition, researchers have learned that 
behavioral interventions should be devel-
oped with the recognition that sexual risk 
does not occur in a vacuum, but rather 
within the context of multiple, intersecting 
issues, or “syndemics,” that afflict many 
MSM. “Syndemic” refers to the intertwin-
ing epidemics of depression, substance 
abuse, childhood sexual abuse, partner vi-
olence, and other psychosocial problems 
which interact with and amplify one anoth-
er, elevating HIV risk (10). Failure to address 
syndemic factors has likely played a role in 

the inability of evidenced-based behavioral 
interventions, although efficacious in small 
study populations, to control HIV in MSM 
over the course of the epidemic, and may 
limit the real-world effectiveness of novel 
interventions that combine behavioral and 
biomedical strategies. 

For many MSM, internalized homophobia 
constitutes a powerful factor both contrib-
uting to sexual risk behavior and impeding 
use of HIV prevention services; it has been 
highly associated with depression, sub-
stance use and other adverse behavioral 

7

“Prevention or changing adherence is not going to be a one-
time activity; it’s something that’s going to have to occur in 
an ongoing and sustained fashion.”
Richard Wolitski, PhD, cDc
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health conditions. For instance, higher lev-
els of internalized homophobia have been 
associated with greater numbers of sexual 
partners and decreased HIV testing rates 
(62). While black MSM may, as a group, ex-
perience more internalized homophobia than 
other groups, MSM of all racial and ethnic 
backgrounds can be affected (62). Longitu-
dinal analyses indicate that internalized ho-
mophobia decreases over the life course and 
that such decreases are associated with im-
proved health outcomes (63). These findings 
suggest that promoting resolution of internal-
ized homophobia may be an effective behav-
ioral HIV prevention intervention.

Traditional evidence-based behavioral pre-
vention interventions for HIV have focused 
on identifying risk factors for HIV and test-
ing interventions to modulate them, such as 
programs aimed at reducing unprotected 
receptive anal sex or decreasing substance 
abuse. However, these “deficit-based” 
strategies may be implicitly insulting to 
MSM. Moreover, focusing on the behavior 
of the highest-risk individuals may not res-
onate with lower risk, but still at-risk, MSM, 
leading to decreased uptake of interven-
tions and compromised effectiveness. In 
contrast, identifying the ways in which many 
MSM show resilience – through successfully 
resolving internalized homophobia, navigat-
ing substance use, building healthy relation-
ships, and remaining HIV-uninfected – and 
then using this knowledge to design resil-
ience-based programs, may enhance the 
effectiveness of HIV prevention interven-
tions. For example, Proyecto la Familia, an 
intervention focused on encouraging family 
and self-acceptance among Latino MSM in 
the San Francisco area, showed a significant 
decrease in sexual risk behaviors (64). Ad-
dressing internalized homophobia and pro-
moting resilience are thus integral parts of 
HIV prevention efforts among MSM.

http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23resilience
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23resilience
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23resilience
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23resilience
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23behavioral
http://www.lgbthealtheducation.org/training/online-courses/bestpracticesinhivprevention/%23behavioral
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The way forward

Focusing on effectiveness, rather than effi-
cacy alone, is crucial for the future of HIV 
prevention. In addition, speedy implemen-
tation is essential. HIV prevalence is rising 
as those with the disease live longer due 
to effective antiretroviral therapy, but in-
creased prevalence also poses the threat of 
feeding a “vicious cycle” of increased HIV 
incidence, since HIV-uninfected persons 
may have more chances of encountering an 
HIV-infected partner. In this setting, modest 
reductions in individual risk behavior may 
not appreciably decrease incidence.

Structural developments in the health care 
system, namely changes in Medicaid reim-
bursement and the implementation of the 
Affordable care Act (AcA), can be lever-
aged to facilitate HIV prevention. Medicaid 
now provides payment for provider-referred 
services, meaning that HIV-related counsel-
ing provided by allied health personnel or 
community-based organizations can be re-
imbursed.  Furthermore, by preventing in-
dividuals with pre-existing conditions such 
as HIV from being denied health insurance, 
expanding Medicaid, and investing in com-
munity health centers, the AcA is expected 
improve access to prevention and treatment 
services for HIV (65). In addition, in order to 
optimally reduce HIV incidence, prevention 
funding must match the epidemic; that is, 
the distribution of money for HIV prevention 
should mirror the distribution of HIV in the 
population, both geographically and demo-
graphically.

At the same time that novel biomedical in-
terventions are scaled up, basic messaging 
around sexual risk behaviors must be rein-
forced. The proportion of MSM reporting 
unprotected anal sex within the past 12 
months increased from 48% to 57% over 6 
years in a recent, nationwide study (66). This 
trend is concerning, given the high risk of 
HIV transmission via unprotected anal sex, 

and highlights that avoidance of unpro-
tected anal sex must be a clear, consistent, 
and widespread public health message. 
concurrently, however, messaging must 
relate to the real-world circumstances of 
sexual relationships. Once in a relationship, 
many couples cease using condoms. Thus, 
public health guidance addressing how or 
when couples may safely discontinue con-
dom use with each other, and how they can 
best negotiate safety in any sexual relation-
ships outside of their primary partnership, is 
needed.

no single HIV prevention intervention, 
behavioral or otherwise, can significantly 
reduce HIV incidence alone. The challenge 
for primary care and public health systems is 
thus how to best combine evidence-based 
interventions and deliver them to at-risk 
individuals. While the optimal package of 
interventions may vary according to local 
needs, the best practices described here – 
a focus on high-risk demographic groups 
and those with STIs, universal HIV testing, 
treatment as prevention, pre-exposure 
prophylaxis, optimal use of technology, 
and integration of impactful, resilience-
based behavioral interventions into other 
prevention efforts – provide a foundation on 
which to build HIV prevention programs. For 
too long, the number of new HIV infections 
in the United States has remained stable. 
Prevention continues to be a formidable 
challenge, but the opportunities to halt 
the epidemic have never been better. 

We now have more evidence-based 
HIV prevention tools available than 
ever before; it is the time to use them 
in order to bring about the dawn of the 
end of HIV in the United States. 
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