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Abstract. In 1999, the United States Centers for Disease Control and Prevention requested that
the Institute of Medicine, National Academy of Sciences, convene a committee to review current
HIV-prevention efforts in the United States. The committee found that HIV -prevention effortsin
the United States must be improved. Thisimprovement will require a new way of thinking about
cost effectiveness as aguiding principle for HIV prevention. New leadership, accountability, and
coordination are also required because even the best prevention strategy cannot be fully effective
under conditions of poor leadership and inadequate political commitment. Interventions must be
provided for those who are HIV infected and for those women, youth, and racial and ethnic
minorities who are increasingly affected by the epidemic. Interventions that prevent HIV in
research settings must be more effectively trandated into activities that prevent HIV in
communities. Lastly, obstacles that impede the implementation of interventions that are known
to be effective must be removed.

Despite two decades of experience with the AIDS epidemic, the United States till does not have
a comprehensive strategy for preventing the spread of HIV. The need for anational strategy is
crucial. The great successes of medical treatments for HIV infection and AIDS have fostered a
growing sense of complacency about the importance of and continued need for prevention. This
complacency exists in many sectors of the government, the general public, some populations of
HIV-infected persons, and those at high risk of infection.

With thisin mind, the United States Centers for Disease Control and Prevention requested that
the Institute of Medicine, National Academy of Sciences, convene a committee to review current
HIV-prevention effortsin the United States. The committee was asked to (a) develop avisionary
framework for a national HIV-prevention strategy that could significantly reduce new HIV
infections and (b) suggest the roles that public and private-sector agencies should have within
this framework. The committee examined the available published evidence as well as
information from federal, state, and local agencies and from community-based organizations
involved in HIV-prevention research and program implementation.

On September 28, 2000, the committee released its findings in areport called "No Timeto Lose:
Getting More From HIV Prevention.” The following is a summary of their findings. The
complete report is available online at http://books.nap.edu/catal 0g/9964.html}



http://books.nap.edu/catalog/9964.html

Making prevention even mor e effective

As a starting point, the committee recommended that the nation adopt an explicit prevention
goal: to avert as many new HIV infections as possible with the resources available for HIV
prevention. Although this goal may seem obvious, the committee found that severa significant
barriers currently prevent the United States, as a nation, from meeting the goal of averting the
maximum number of infections possible and fully reaping the benefits of the many proven HIV-
prevention strategies.

Tracking the epidemic

The current epidemiological surveillance system used in the United Statesis based primarily on
AIDS case reporting and, more recently, on HIV case reporting in selected states. Although
useful for tracking AIDS preval ence, this system does not provide a complete or accurate picture
of HIV incidence because the time between initial HIV infection and aclinical AIDS diagnosisis
about 10 years without treatment. This lag time may be even longer given the successes of
today's potent antiretroviral therapiesin delaying HIV-related symptomatology. Furthermore,
this lag between initial infection and AIDS diagnosis is problematic because the epidemic has
shifted into new population groups. Women, youth, and racial and ethnic minorities now account
for agrowing proportion of new AIDS cases in the United States, and increasing numbers of
cases are emerging in rural and smaller urban areas (1). Although men who have sex with men
are still the largest exposure group, an increasing proportion of new AIDS cases are now being
linked to heterosexual exposure (1). Some of these groups, such asracial and ethnic minorities,
are at increased risk of infection and often do not have access to much-needed prevention
interventions and services.

By focusing primarily on AIDS cases, today's surveillance tracks where the epidemic has been
rather than where it is going. In doing so, it is difficult to appropriately plan and eval uate existing
HIV-prevention activities and allocate new resources for HIV prevention. Thus, the committee
recommended that the Centers for Disease Control and Prevention create a surveillance system
that could provide national-level, population-based estimates of HIV incidence. This surveillance
system would use blinded serosurveys of sentinel populations that are representative of the
groups at greatest risk of infection, such as drug users in treatment, people attending clinics for
sexually transmitted diseases, and women of reproductive age. These serosurveys would employ
advanced testing technologies, such as the detuned assay (2), that are capable of identifying
recent HIV infections (i.e., &1t;120 days old). Information on recent incidence is important
because it provides a clearer picture of where the newest infections are occurring and, therefore,
where HIV-prevention programs and services are most needed.

Improved allocation of HI'V-prevention resour ces

Currently, there is no explicit strategy that guides the investment of federal funds for HIV
prevention. Allocation of HIV-prevention resources is influenced by many factors including
administrative and legidlative decisions shaped in response to available data, congressional
mandates and earmarks, constituency pressures, persona values, and the professional judgment
of program managers. The resource-allocation strategy that results from these decisions can best



be described as "proportionality,” meaning that funding is distributed to states in direct
proportion to the number of AIDS cases in those states. A strategy based on numbers of AIDS
cases is not appropriate for the purpose of preventing new infections. Current funding decisions
are too often made without evaluating whether they are cost effective. Furthermore, agencies that
fund prevention research often do not require or support assessments of whether these same
activities are cost effective. Better decisions about the overall investment of prevention resources
must be made to avert as many new infections as possible.

To illustrate this point, take the example of two different HIV-prevention interventions: the
screening of the nation's blood supply and needle-exchange programs. Since the devel opment of
the HIV antibody test in 1985, al blood donations in the United States are screened for HIV
infection. This screening has greatly reduced the number of new HIV infections related to blood
transfusions. However, screening is not 100% effective. Thereis a"window period" between the
time of infection and the time when HIV antibodies can be detected by the screening test. Blood
donated during this period may carry the AIDS virus. With the standard antibody test, the
window period is estimated at 22 days (3-5). The p24 antigen assay, used since 1996, has
reduced the window to about 16 days (4-6). Although the use of the p24 antigen test lowered the
number of infectious donations that entered the blood supply by about 27%, the absolute number
of infections prevented is low because the blood supply was already very safe. In all, an
estimated eight additional transfusion-related cases of HIV were prevented, producing a cost-
effectivenessratio of $7.5 million per HIV infection prevented.

In contrast, needle-exchange programs that enable injecting drug users (a group that may account
for an estimated 50% of new HIV infections)(7) to trade used needles and syringes for clean
equipment have proven valuable and cost effective in HIV prevention. Many published
evaluations of needle-exchange programs, including separate reviews by the National Research
Council, the Centers for Disease Control and Prevention, and the U.S. General Accounting
Office, have concluded that such programs reduce the spread of HIV without increasing the
incidence of drug abuse in the community (8, 9). Depending on the specific program model used,
the cost effectiveness of needle-exchange programs s estimated to range from $3000 to $50,000
per HIV infection prevented (10, 11).

Based on estimates of HIV incidence and the use of interventions that are cost effective, this new
strategy could prevent an estimated 20% to 30% more infections than does the current allocation

of HIV-prevention funds. Evaluation of the cost effectiveness of prevention interventions should

be amajor component of resource-allocation decision-making so that cost-effective interventions
would continue to be funded and those that are not cost effective would be discontinued.

I ntegrating prevention into clinical settings

The committee recommended that prevention services for HIV-infected persons become a
standard of carein all clinical settings, such as primary care centers, sexually transmitted
diseases clinics, drug treatment facilities, and mental health centers. For these servicesto be
appropriately delivered, health care providers should have adequate training, time, and resources
to conduct effective HIV-prevention counseling. To date, prevention efforts have not given
enough attention to those who are already HIV infected. Although there were sound reasons for



thisomission in the past (e.g., to avoid further stigmatization of an already stigmatized
population), the widespread use of potent antiretroviral regimens is contributing to a growing
population of infected persons who are living longer, healthier lives than anyone thought
possiblein theinitial years of the epidemic. In addition to treatment needs, these infected
individuals may still engage in risky behavior and, therefore, are al'so in need of prevention
Services.

According to recent data, most HIV-infected personsin the United States who know their
serostatus are in the treatment system (12) and may receive at least some information about
prevention. However, as many as one-third of infected persons may not know their HIV status
(13). The committee also believes that efforts should be made to increase the number of infected
individuals who are aware of their status. Because individuals at high risk for HIV infection
often come in contact with the health care system for services at avariety of different entry
points, each of these clinical settings provides valuable opportunities for delivering HIV -
prevention services.

Tranglating resear ch into community-level action

Substantial evidence existsin the literature to demonstrate that prevention interventions are
efficacious, however, limited information is available on the performance and cost-effectiveness
of prevention programs implemented in community settings under nonexperimental conditions.
The effective trandation of prevention research to field settings also requires that the
interventions be adapted so that they are culturally sensitive and appropriate to the prevention
needs of community members. The committee recommended that federal agenciesinvest in
research on how best to adapt effective experimental programs for use in community-level
interventions and identify what constitutes effective technical assistance for optimal research-to-
community transfer of prevention programs. These efforts will require the participation and
collaboration of the funding agencies, researchers, service providers, and communities.

Furthermore, community-based organizations must have both the human and fiscal resources
necessary to ensure that interventions are being appropriately implemented and sustained.
Building thislevel of capacity often requires substantial technical assistance from agencies (such
as those at the federal level) and organizations (such as university research centers) that have the
expertise to solve problems of difficult situations, train workersin HIV prevention, and assist
with program evaluations. To this end, federal agencies funding HIV-prevention research and
interventions should also invest in strengthening local capacity to develop, evaluate, implement,
and support effective programs in communities.

Investing in the development of new toolsfor HIV prevention

Biotechnological advances, such as the development of an antibody test and the use of
antiretroviral drugs to prevent perinatal transmission of HIV, have contributed greatly to the
successes of HIV prevention. Given these achievements, investment in new tools and
technologiesis clearly warranted. Research and product advances in the areas of HIV vaccines,
antiretroviral and antimicrobial therapy, microbicides, and barrier methods (such as female
condoms) can significantly increase the effectiveness of existing HIV-prevention efforts.



However, the committee found significant barriers to devel opment, approval, and distribution of
technological innovations. These barriers include inadequate funding for new product research,
development, and testing, and disinterest in the private development of specific products.

To address these barriers, federal agencies should continue to invest in developing products and
technologies linked to HIV prevention and give high priority to the development of anti-HIV
microbicides and vaccines. Efforts should be accelerated to approve prevention technologies that
show promisein clinical trials and approve products (such as rapid testing assays) that are
aready being successfully used elsewhere in the world. Federal agencies should also seek to
develop stronger research collaborations with private industry and offer incentives to encourage
private industry investment.

Overcoming social barriers

The committee recommends that the United States strive to overcome socia barriers and remove
policy barriers that impede HIV-prevention efforts. Not only have social, economic, and cultural
forces shaped the progression and course of the AIDS epidemic, they have also influenced the
United States response to the epidemic. For example, poverty, racism, gender inequality, and the
stigma attached to HIV and AIDS continue to seriously impede HIV-prevention efforts.
Furthermore, societal attitudes surrounding sexual activity and drug use have fostered policies
that have created barriers to the implementation of proven HIV-prevention interventions and the
efficient use of prevention resources. Opportunities are missed to prevent new HIV infections,
funds are wasted, and lives lost. The committee believes that because federal leadership for the
nation's HIV-prevention efforts is sorely lacking, the United Statesis hindered in its ability to
capitalize on the unrealized opportunitiesin HIV prevention.

A new vision for HIV prevention

The committee firmly believes the HIV-prevention efforts in the United States must be
improved. Thisimprovement will require a new way of thinking about cost effectiveness as a
guiding principle for HIV prevention. It will require new leadership, accountability, and
coordination. The best prevention strategy cannot be fully implemented under conditions of poor
leadership and inadequate political commitment. It will require directing interventions to those
who are HIV infected and to those women, youth, and racial and ethnic minorities who are
increasingly affected by the epidemic. It will require more effective translation of interventions
that prevent HIV in research settings into activities that are effective in communities. And it will
require removing obstacles that impede the implementation of those interventions that are known
to be effective. The committee believes that as a nation, the United States can and should do
more to prevent HIV infection--and we have no time to lose.
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