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STRATEGIES TO REDUCE HIV/HCV AMONG
SEXUAL AND GENDER MINORITIES IN THE
CARIBBEAN

LEARNING OBJECTIVES
¡ Describe the epidemiology of HIV among Caribbean sexual and gender
¡
¡
¡
¡

minorities
Identify social vulnerabilities experienced by Caribbean sexual and gender
minorities
Identify biomedical advances for HIV prevention among sexual and gender
Minorities
Discuss the importance of providing risk reduction counseling within the
context of Caribbean sexual and gender minority health
Describe one of the three evidence-based behavioral risk-reduction
interventions for HIV prevention cited in this presentation

HIV/AIDS in the Caribbean Region

MAP OF THE CARIBBEAN

HIV AND AIDS IN THE CARIBBEAN
¡ HIV Prevalence as of 2017
o The HIV epidemic in the Caribbean has

been stable over the last decade with a
reported HIV prevalence of 1.3% and an
estimated 310,000 people living with the
disease at the end of 2016.
o Five countries in the Caribbean accounted
for the majority (92%) of the infections:
ü Haiti (48%)
ü Dominican Republic (22%)
ü Jamaica (10%)
ü Cuba (8)
ü Trinidad and Tobago (4%)
PEPFAR, 2017; USAID, 2017, USAID, 2017

HIV AND AIDS IN THE CARIBBEAN
¡ HIV incidence is 0.82 per 1,000

population with an estimated 17,000
new infections is 2016.
¡ The majority of new infections occurred
in Cuba, the Dominican Republic, Haiti,
and Jamaica.
¡ New infections in children (0-14 years)
decreased by 44% from 1,800 in 2010 to
below 1,000 in 2016.
¡

The largest decline was reported in the
Dominican Republic and Haiti of nearly 60%

¡ New infections doubled in Cuba from

1,600 in 2010 to 3,300 in 2016 and
decreased by nearly a quarter in Haiti
from 11,000 in 2011 to 7,900 in 2016

PEPFAR, 2017; USAID, 2017, USAID, 2017

HIV AND AIDS IN THE CARIBBEAN
¡ There has been moderate progress made on

both prevention and treatment in the
Caribbean

¡ The annual number of new HIV infections

among adults in the Caribbean declined by
18% between 2010 and 2017

¡ Deaths from AIDS-related illness fell by 23%.
¡ There was a large gap in awareness of HIV

status at the start of the HIV testing and
treatment cascade.

PEPFAR, 2017; USAID, 2017, USAID, 2017

HIV AND AIDS IN THE CARIBBEAN
¡ In 2018, 72% of people living with HIV in the Caribbean

were aware of their HIV status.

o Of those who were aware, 77% were accessing antiretroviral

treatment (ART). Of those on treatment, 74% were virally
suppressed

§ Nearly 90% of new infections in the Caribbean in 2017

occurred in four countries
o Cuba
o Dominican Republic
o Haiti
o Jamaica

¡ While 87% of deaths from AIDS-related illness occurred

in the Dominican Republic, Haiti and Jamaica. Haiti alone
accounts for nearly half of annual new HIV infections and
AIDS-related deaths.

PEPFAR, 2017; USAID, 2017, USAID, 2017

HIV INFECTIONS BY KEY POPULATIONS
HIV Prevalence Among MSM
¡ Persons at higher risk continue to be

disproportionately affected by HIV.

¡ In many countries, prevalence among female

commercial sex workers (FCSW), men who
have sex with men (MSM), and transgender
women (TGW) are many times higher than
the general population.
¡ Significantly higher prevalence is noted

among the MSM populations when
compared to female commercial sex
workers.
PEPFAR, 2017; USAID, 2017, USAID, 2017; PANCAP, 2017

HIV INFECTIONS BY KEY POPULATIONS

PEPFAR, 2017; USAID, 2017, USAID, 2017; PANCAP, 2017

HIV INFECTIONS BY KEY POPULATIONS
HIV Prevalence Among Transgender Women

¡ Transgender women are highly affected by

HIV in the Caribbean
¡ HIV prevalence among this group is
thought to be 49 times higher than among
the general population.
¡ In countries where data is collected on
this key population, transgender women
experience have some of the highest HIV
prevalence.
¡ In the Caribbean, data on transgender
people is scarce: Guyana(8%), Jamaica
(45) and Cuba (20%).
PEPFAR, 2017; USAID, 2017, USAID, 2017; PANCAP, 2017

HIV INFECTIONS BY KEY POPULATIONS
HIV Prevalence Among Transgender Women

¡ Research has shown that between 44% and 70% of transgender women have felt the

need to leave, or were thrown out of their homes
¡ Transgender people in the region have fewer educational and social opportunities,
often resorting to sex work for an income
¡ Country-level data collected between 2011 and 2015 also shows much higher HIV
prevalence among transgender women sex workers compared to other sex workers
¡ According to the Observatory of Murdered Trans People, 2,016 transgender people
were reported as murdered between 2008 and 2015 across the world, 1,573 (78%) of
them were in Latin America and the Caribbean
o The highest number of these murders occurred in Brazil, where 938 were reported

¡ Such high levels of stigma and violence remain significant barriers to transgender

people accessing HIV services.

PEPFAR, 2017; USAID, 2017, USAID, 2017; PANCAP, 2017

Cultural Considerations to Consider among
Caribbean Sexual and Gender Minorities

CONTEMPORARY CONSTRUCTS OF CARIBBEAN
MASCULINITY
¡ Contemporary constructions of manhood in some Caribbean communities required

that many young boys assuming adult roles before the age of majority.
¡ Caribbean masculinities in the postcolonial era dictates a constant negotiation by men

who have transgressed from acceptable forms of hegemonic masculinity to be visible
as a ”man” but be invisible as a homosexual
¡ For the dominant class, the most important threat to hegemonic masculinity is

homosexuality and transgressive sexualities.
¡ Homosexuality is perceived as a threat to institutionalized heterosexuality, and as
such every aspect of that identity, specifically the behavior must be curtailed
ü Emphasis placed on criminalization
King, 2014

CONTEMPORARY CONSTRUCTS OF CARIBBEAN
MASCULINITY
¡ Gender and sexual minorities pay the price of rejecting heteronormative hegemony in

multiple different ways.

ü The price for not adhering to socially acceptable forms of hegemony range from the denial of access

to social institutions, social services, educational opportunities, and housing; all of which could result
in an unattainable ‘social and economic death’

¡ A famous Caribbean scholar argued that the institutionalization of heterosexuality is a result

of hegemony, wherein gender identity corresponds with roles for sexual reproduction

ü Hegemonic masculinity imposes upon gay and bisexual men to accept, adopt, and internalize the

dominant hegemonic values and norms and to likewise denounce their own identity and desires.

¡ As King noted:
¡ “The dangerousness and scandal of male homosexuality is not that men having sex with men—this
is understood as fairly commonplace—but rather it is the failure to perform the strict script of
masculinity…that idealized attributes, rights, and responsibilities of manhood”
Gayle Rubin, 1975; King, 2014

CULTURAL CONSIDERATIONS AMONG CARIBBEAN
SEXUAL AND GENDER MINORITIES
¡ When deconstructing Caribbean sexuality, as King puts it, we should deconstruct gender as a

part of that puzzle
¡ While much of public health research attempts to deconstruct sexuality and sexual behavior
separate and apart from gender, Caribbean MSM experiences necessitates a thorough
interrogation of all three of these concepts
ü Sexuality
ü Gender
ü Sexual Behavior

§ One of the challenges faced by Caribbean men who do not conformed to hegemonic

masculinity principles, specifically MSM, is their perception of HIV vulnerability.

ü For example, some more masculine appearing MSM engaged in multiple concurrent sexual relationships

and perceived themselves to be less likely to initiate condom use because they are the anal insertive
partner.

Harris, 2014; Plummer & Simpson, 2007

CULTURAL CONSIDERATIONS AMONG CARIBBEAN
SEXUAL AND GENDER MINORITIES
¡ The similarities between Caribbean heterosexual men and

Caribbean MSM must be further examined as one may
potentially provide insights into what constitutes as effective
HIV prevention methods for the other.
¡ Public health practitioners and clinicians in the region cannot
implement effective HIV prevention interventions with the
MSM community without
¡ A contextual, historical or cultural understanding of the influence of

sexual behaviors, gender and sexuality have on the identity of sexual
and gender minorities.

Harris, 2014; Plummer & Simpson, 2007

CASE STUDY #1
Marvin, a 19-year-old male presented to your clinic today complaining yellowish
discharge from the penis. He reported having sex with multiple partners in the past
three months. Initially, he had only reported having sex with women. However, on
further review, he hesitantly admitted to having sex with both men and women. Marvin
does not report consistent condom use. In fact, he reported not using them frequently
because he “hates the way they fell.” His primary concern during sex with his female
partners is to not get them pregnant because he is not ready for a family. Therefore, he
tries to use condoms most of the time with them. He does not see the need to use
condoms consistently with his male partners because “men can’t get pregnant.” He also
indicated that he is not worried about getting HIV because he is ”the man”
(top/insertive partner) whenever he was intimate with another man.
How would you approach his care? What education/resources are needed?

Biomedical Advances in HIV Prevention &
Treatment

BIOMEDICAL ADVANCES IN HIV TREATMENT:
POST-EXPOSURE PROPHYLAXIS
¡ Post-Exposure Prophylaxis
o PEP involves taking antiretroviral medication as soon as possible after

exposure to HIV to reduce the chance of becoming HIV positive

ü Health-care workers sometimes have accidental occupational exposures,

such as needle sticks or accidental exposure through the eyes, mouth, or
open skin to body fluids from patients with HIV

o PEP is also advised for nonoccupational exposures, such as from sexual

assault or during episodes of unprotected sex or needle sharing

o To be effective at reducing risk of HIV transmission, PEP must be given

within 72 hours of the exposure and continue for 28 days

o Health care providers should educate clients that PEP is not a

substitute for other proven HIV prevention methods, such as consistent,
correct use of condoms and use of sterile injection needles

BIOMEDICAL ADVANCES IN HIV PREVENTION &
TREATMENT – HPTN
¡ HIV Prevention Trials Network
o The HIV Prevention Trials Network is a worldwide collaborative clinical trials network that develops and

tests the safety and efficacy of interventions designed to prevent the transmission of HIV

o Strives to prevent HIV infection through the use of antiretroviral drugs, interventions for substance

abuse/misuse, behavioral risk reduction, and structural interventions

o Some of their projects include:
ü *HPTN 052 - A Randomized Trial to Evaluate the Effectiveness of Antiretroviral Therapy Plus HIV Primary Care

versus HIV Primary Care Alone to Prevent the Sexual Transmission of HIV-1 in Serodiscordant Couples – TasP

ü HPTN 067 - A Phase II, Randomized, Open-Label, Pharmacokinetic and Behavioral Study of the Use of Intermittent

Oral Emtricitabine/Tenofovir Disoproxil Fumarate
Pre-Exposure Prophylaxis (PrEP) – PrEP

ü *HPTN 083 - A Phase 2b/3 Double Blind Safety and Efficacy Study of Injectable Cabotegravir Compared to Daily

Oral Tenofovir Disoproxil Fumarate/Emtricitabine (TDF/FTC), for Pre-Exposure Prophylaxis in HIV-Uninfected
Cisgender Men and Transgender Women who have Sex with Men

BIOMEDICAL ADVANCES IN HIV PREVENTION &
TREATMENT – HPTN
¡ In the early parts of 2000s, research evidence emerged (HPTN 052) that showed that

treatment of HIV-positive people could result in a 96% reduction in HIV acquisition in serodiscordant relationships
o Treatment as Prevention
ü HPTN 052 enrolled 1,763 HIV sero-discordant couples – where one person is HIV-infected and the other is not –

at 13 sites in nine countries. The majority of the couples were heterosexual (97%)

ü HIV-infected partners were assigned to start ART at the beginning of the study, called the “early” arm (CD4 count

at ART initiation 350-550 cells/mm3), or later in the study, called the “delayed” arm (CD4 count at ART initiation
350-550 cells/mm3). Those on the delayed arm started ART when their bodies’ immune systems were declining

ü In 2011, an interim review of the study data showed a 96% reduction of HIV transmission within the couples

assigned to early ART, which was considered a major breakthrough finding

ü As reported at IAS 2015, the final results showed a 93% reduction of HIV transmission within couples when

comparing the group in which the HIV-infected partner was assigned to early ART with the group in which the
HIV-infected partners was assigned to the delayed ART group

BIOMEDICAL ADVANCES IN HIV PREVENTION – PreExposure Prophylaxis (PrEP)
¡ Pre-Exposure Prophylaxis (PrEP)
o Taking antiretroviral medication is now seen as a major component

in the array of HIV prevention interventions

o In July 2012, the FDA approved a combination antiretroviral

medication for an HIV prevention method called PrEP

ü Emtricitibine (FTC) 200 mg + Tenofovir disoproxil fumarate (TDF) 300

mg, co-formulated pill once a day

o PrEP is designed for men and women who participate in high-risk

behaviors, such as having unprotected sex with people who have or
may have HIV and inject drugs
ü However, it is important to combine this pharmacologic prevention

approach with behavioral interventions that target the high-risk
behaviors

Grant et al., 2010; UCSF, 2015

Need ≥4 of 7 daily pills per week

Castillo-Mancilla. 2012 AIDS Res Hum Retroviruses (PMID 22935078)

TFV-DP
(fmol/punch)

Adherence
Interpretation

>1250

daily dosing

>700 to 1250

4-6 doses/wk

350 to 700

2-3 doses/wk

<350

< 2 doses/wk

BIOMEDICAL ADVANCES IN HIV PREVENTION &
TREATMENT – INJECTABLE PrEP
§ HPTN 083 - A Phase 2b/3 Double Blind Safety and Efficacy

Study of Injectable Cabotegravir Compared to Daily Oral
Tenofovir Disoproxil Fumarate/Emtricitabine (TDF/FTC), for
Pre-Exposure Prophylaxis in HIV-Uninfected Cisgender Men
and Transgender Women who have Sex with Men
ü HPTN 083 is a study being done to evaluate the efficacy of the long-acting

injectable agent, cabotegravir (CAB LA), for pre-exposure prophylaxis
(PrEP) in HIV-uninfected men and transgender women who have sex with
men (MSM and TGW)

ü HPTN 083 will enroll approximately 4500 HIV-uninfected MSM and TGW at

risk for acquiring HIV infection, ages 18 or older at sites in the Americas,
Asia and South Africa

§ Long-acting injectable agents have the potential to prevent HIV

acquisition without relying on adherence to a daily oral regimen

BIOMEDICAL ADVANCES IN HIV PREVENTION &
TREATMENT – INJECTABLE PrEP
¡ HIV Prevention Trials Network – HPTN 077, 083 (PrEP –

MSM/TW), 084 (At-risk women)

o Long-Acting Injectable Cabotegravir for PrEP
ü Results so far demonstrated that long-acting injectable cabotegravir (CAB LA) to

be well tolerated by men and women and support the dosing schedule currently
being used in a phase 3 HPTN study for HIV prevention

ü Analysis of HPTN 077 study data presented at the 9th IAS Conference on HIV

Science in Paris, France, supported further development of CAB LA for HIV
prevention in men and women using 600mg (3 mL) injections every eight weeks
with the first two injections given four weeks apart

ü The HPTN 077 study tested the safety, tolerability, acceptability, and

pharmacokinetics of the long-acting injectable integrase inhibitor cabotegravir
• The primary analysis was performed at 41 weeks after enrollment into the study in

both groups

• The 600 mg dose every 8 weeks consistently showed appropriate levels in the blood

stream in both men and women, and was well tolerated

Other Biomedical Advances in HIV
Prevention

OTHER BIOMEDICAL ADVANCES IN HIV PREVENTION
¡ Some recent biomedical advances in HIV prevention use approaches other than

prophylactic use of antiretroviral medications and expansion of options for testing
¡ These developments are in areas of:
o Male circumcision
o Development of vaginal and anal microbicides
o Research on an HIV vaccine, and
o Prevention of mother-to-child transmission (MTCT)

¡ The wide array (or menu of options) of prevention approaches available allows for a

combination approach to HIV prevention

BIOMEDICAL ADVANCES IN HIV PREVENTION:
MALE CIRCUMCISIONS
¡ Male circumcisions
o As of August 2013, the CDC has not yet issued recommendations about male circumcision but

continues to study the practice as an HIV prevention approach

o The WHO reports that there exists compelling evidence that male circumcision reduces the risk of

heterosexual (penis/vagina) HIV transmission by approximately 60%

o The WHO and UNAIDS recommend that male circumcision by trained health professionals be used

as an HIV prevention strategy in countries and regions with high HIV prevalence, low circumcision
rates, and primarily heterosexual transmissions

ü Male circumcision programs should include HIV testing and counseling services, instruction on correct and

consistent use of male and female condoms, promotion of safer sex practices, and testing and treatment for
other sexually transmitted diseases

o There are no guidelines about male circumcision as a method of risk reduction for HIV transmission

through anal sex

OTHER BIOMEDICAL ADVANCES IN HIV PREVENTION
¡ Microbicides
o Microbicides are gels, foams, or suppositories that are used to kill bacteria and viruses
o Researchers are studying the effectiveness of vaginal and rectal (anal) microbicides containing

tenofovir or other antiretroviral formulations in reducing the transmission of HIV in serodiscordant
couples

o Although studies are not yet conclusive, microbicides appear to be a new, safe, cost-effective method

for reduction of HIV risk

o Some argue that they are an even more valuable tool in HIV prevention than condoms because they

are easier to use than condoms, and they allow for safer sex without the need for a woman to
negotiate for condom use

o Microbicides appear to be an exciting strategy for HIV prevention
Vittinghoff et al., 1999; Straube, 2011

BIOMEDICAL ADVANCES IN HIV PREVENTION:
VACCINE RESEARCH
¡ Vaccine Research (HVTN)
o Although there are several promising lines of research

toward development of an HIV vaccine for testing in
humans, there remains no vaccine available

o Using condoms correctly and taking pre-exposure

prophylaxis (PrEP) can help prevent HIV transmission.
But researchers believe a preventive HIV vaccine will be
the most effective way to completely end new HIV
infections

BIOMEDICAL ADVANCES IN HIV PREVENTION:
ENDING MOTHER-TO-CHILD-TRANSMISSION
¡ Mother-to-Child Transmission
o Transmission of HIV from a mother to her baby during pregnancy, delivery, or breastfeeding is known as

perinatal, or mother-to-child, transmission

o When women are aware they have HIV while they are pregnant, they can take antiretroviral medications,

which reduce the chance of transmission to the baby to 1%

o Because of routine HIV testing of pregnant women in the United States, the rate of mother-to-child

transmissions since the 1990s has decreased by exponentially

o This dramatic reduction in mother-to-child transmissions is heralded as a great public-health achievement
o Worldwide, however, prevention of mother-to-child transmission remains a serious need
ü It has been called the most effective route to achieving the goal of an AIDS-free generation
ü The WHO certified that Anguilla, Antigua and Barbuda, Bermuda, Cayman Islands, Montserrat and Saint Kitts and

Nevis have all eliminated mother-to-child-transmission of HIV. Cuba was the first country to have done so
worldwide

CDC, 2013; WHO, 2017; UNAIDS, 2018

HIV STATUS NEUTRAL PREVENTION AND TREATMENT
CYCLE

HIV PREVENTION & TREATMENT: HIV
TREATMENT CASCADE
¡ The HIV/AIDS Treatment Cascade
o This model is comprehensive by addressing responses from

diagnosis of HIV to:

ü Active linkage to care
ü Initiation of antiretroviral therapy
ü Retention in care
ü And eventual sustained viral suppression (meaning there is no

detectable HIV in the blood)

o It is important to identify disparities in the treatment

cascade for each of your individual jurisdictions. Some
examples of disparities in the cascade includes:
ü age, gender, and risk factors
ü Socioeconomic status
ü what other disparities can you identify in your own jurisdiction?

CDC, 2013; Office of National AIDS Policy, 2013

HIV PREVENTION & TREATMENT: U = U
CAMPAIGN
Ø Undetectable = Untransmittable
¡ All people living with HIV have a right to accurate and meaningful information about their social,

sexual, and reproductive health
¡ U = U signifies that individuals with HIV who receive antiretroviral therapy (ART) and have achieved

and maintained an undetectable viral load cannot sexually transmit the virus to others
o People who take ART daily as prescribed and achieve and maintain an undetectable viral load have effectively

no risk of sexually transmitting the virus to an HIV-negative partner
o “I don’t feel like I’m a threat anymore”

¡ This concept, based on strong scientific evidence, has broad implications for treatment of HIV

infection from a scientific and public health standpoint, for the self-esteem of individuals by reducing
the stigma associated with HIV, and for certain legal aspects of HIV criminalization
Eisinger, JAMA, 2019

BIOMEDICAL ADVANCES IN HIV PREVENTION &
TREATMENT
Ø Undetectable = Untransmittable
¡ Principles to Achieve and Maintain an Undetectable Viral Load
o For antiretroviral therapy (ART) to provide maximum benefit,

taking medication as prescribed is essential

o Achieving an undetectable viral load can take up to 6 months of

ART. Once achieved, continued adherence is required

o According to guidelines from the Department of Health and

Human Services, viral load testing should be performed every 3-4
months after the plasma HIV-1 RNA level reaches undetectable
(<200 copies/mL). If viral suppression and stable immunologic
status are maintained for >2 years, the viral load testing can be
extended to every 6 months thereafter

o Stopping therapy negates the validity of assuming that U = U

Barriers and Facilitators to HIV Prevention
and Treatment – Policy, Key Initiatives &
Advocacy

BARRIERS AND FACILITATORS: SOCIAL
VULNERABILITIES FUELING THE EPIDEMIC
¡ Despite substantial progress in eliminating mother-to-child transmission of
HIV, early initiation of antiretroviral therapy, and promotion of other
prevention efforts, the prevalence of HIV among sexual and gender
minorities have appeared to have remained high for the past two decades.

BARRIERS AND FACILITATORS: SOCIAL
VULNERABILITIES FUELING THE EPIDEMIC
¡ There are individual, community, and structural factors that

increases sexual and gender minority individuals’ vulnerability
to HIV, which in tern serves as barriers to accessing vital HIV
prevention and treatment services.

¡

Structural issues:
Low socioeconomic status
Engagement in transactional or survival sex work
HIV and sexuality-based stigma and discrimination
Laws criminalizing same-sex sexual behaviors
Denial of care or discrimination of health care providers and other support staff
ü Homelessness
ü Poverty
ü History of sexual and other forms of violence
ü
ü
ü
ü
ü

§ The combination of discriminatory laws, stigma and

discrimination and the relative lack of friendly services for
members of key populations drives people underground,
blocking them from HIV prevention and treatment services.

CHALLENGING CARIBBEAN-BASED
DISCRIMINATORY LAWS IN THE COURTS
¡ In February 2009 in Guyana, seven transgender women were arrested by

police and charged with cross-dressing – they plead guilty and was ordered
to pay a fine
o In November 2018, the Caribbean Court of Justice, Guyana’s final court of

appeal ruled unanimously that the law violates the constitution of Guyana. The
president of the court wrote:
ü “No one should have his or her dignity trampled on, or human rights denied, merely on

account of a difference,”

¡ In August of 2016, Belize became the second independent Commonwealth

Caribbean country to decriminalize sex between men, and the first to do
so through the courts.

¡ In April of 2018, Trinidad and Tobago’s High Court ruled that sexual activity

between consenting adults should be criminalized

o This ruling was cited in the landmark Indian Supreme Court decision in 2018

decriminalizing gay sex.

HIV Risk Reduction and Safer Sex
Continuum

HIV RISK REDUCTION AND SAFER SEX
CONTINUUM
Ø HIV Risk Reduction Strategies
o HIV prevention work with individuals is characterized by an approach that includes risk screening and a harm reduction

approach.
o Because it is naive to believe that the old “ABC” (abstinence, be faithful, use condoms) message is appropriate or complete
§

New approaches aim to assess the level of sexual risk behaviors and help the client move toward safer sex behaviors on the sexual risk
continuum.

o The safer sex HIV risk continuum is as follows, for these unprotected (no condom) behaviors
o For high-risk individuals, a prevention case management model may be appropriate.
o Prevention case management combines risk-avoidance counseling with traditional case management.
o Components can include assessment for health-related risks other than HIV, such as
§

Hepatitis B and C;

§

Assessment for mental-health or substance-use treatment services;

§

Safety planning for people in abusive relationships;

§

Counseling regarding previous and current trauma;

§

Crisis intervention services;

§

And referral and linkage to and monitoring of related medical and supportive services

HHS.gov, 2019

HIV
Prevention
Toolkit

Evidence-Based Behavioral Risk-Reduction
Interventions

EVIDENCE-BASED BEHAVIORAL RISKREDUCTION INTERVENTIONS
Ø Evidence-Based Behavioral Interventions
o Evidence-based interventions are those that have proven to be effective through scientific evaluation

of outcomes

o The CDC has made a commitment through the creation of the High-Impact HIV/AIDS Prevention

Program in 2011 to make materials for evidence-based intervention models easily available to local
HIV prevention programs

o The program replaced the Diffusion of Behavioral Interventions Program, which was started in 1989

and is well known to HIV prevention program planners and researchers

o Currently, the CDC’s online Compendium of Effective HIV Prevention Interventions lists 74 risk-

reduction evidence-based interventions

o Effectiveinterventions.org is an easily accessible website that describes the components of each

successful evidence-based HIV prevention intervention

CDC, 2019

EVIDENCE-BASED BEHAVIORAL RISKREDUCTION INTERVENTIONS
Ø Sister to Sister
o Sister to Sister is an individual- and group-level HIV prevention

intervention designed for implementation at inner-city women’s
health clinics

o African American women are instructed one on one by an African

American nurse about how to effectively use condoms and
negotiate for their use

o Then, the women are gathered in groups of three to five to watch

instructional videos, engage in role play, practice with an
anatomical model, engage in group discussions, and brainstorm
about HIV prevention

CDC, 2019

EVIDENCE-BASED BEHAVIORAL RISKREDUCTION INTERVENTIONS
Ø ¡Cuídate!
o This program is named in Spanish to mean “take care of yourself”
o It is a group-level intervention that is culturally tailored for Latino

youth

o ¡Cuídate! consists of educational modules that are delivered to

groups of adolescent Latino girls and boys in locations such as
community centers

o The program teaches HIV/AIDS knowledge, condom negotiation,

refusal of sex, and correct condom use through interactive games,
role plays, discussions, videos, music, and minilectures

CDC, 2019

EVIDENCE-BASED BEHAVIORAL RISKREDUCTION INTERVENTIONS
Ø D-Up!: Defend Yourself:
o D-Up! is a community-level intervention developed

for and by young Black MSM that finds and enlists
popular opinion leaders in existing social networks.

o The young men are trained to change risky sexual

norms of their friends and acquaintances

o They are prepared with strengths-based messages

that counter sexual and racial biases against Black
MSM in society and encourage condom use for
self-preservation

CDC, 2019

Other Considerations

OTHER CONSIDERATIONS
¡ Caribbean sexual and gender minorities spend a majority of their developmental years combating

feelings of shame, neglect, school and community violence, and religious dogma that have been ingrained
from an early age
ü For some, their approach to life is somewhat fatalistic as the messages they have received throughout their adolescent years

reinforced the notion that their lives are less than, so protecting themselves from HIV and other sexually transmitted diseases is more
of a distal thought than proximal

¡ Reversing the trauma brought about by adverse childhood experiences (ACEs) require that health care

professionals recognize how these experiences impact the lives of all sexual minority groups
¡ Providing appropriate medical and psychological resources that are culturally appropriate to address
issues such as:
ü Sexual identity affirmation, family conflict resolution, ways to minimize the impact of substance abuse, and

promote access to HIV prevention and treatment

¡ In addition to providing psychological and medical , government and community partners serving the

needs of sexual and gender minorities must pull from the strengths within the community to mobilize
culturally appropriate/inclusive HIV prevention services

OTHER CONSIDERATIONS
¡ The HIV epidemic has disproportionately affected sexual and gender minorities in the

Caribbean

ü Interventions targeting this group should be inclusive and take into account the social and cultural context

that shape their lives

¡ Biomedical HIV prevention and treatment as prevention are not here to replace

condoms, but it can add to our HIV prevention and treatment arsenal, particularly for
those sexually active sexual and gender minorities who may not use condoms every
time they have sex

¡ Biomedical HIV prevention is one approach to get sexually active sexual and gender

minorities linked to care, services, and the medical monitoring that goes along with PrEP

¡ Provider should continue to screen and provide the best HIV prevention options for all

their clients in a culturally congruent manner.

¡ Adequate culturally congruent risk-reduction counseling should be offered as needed

CASE #2: THE SERO-DISCORDANT COUPLE
Ø Sasha, a 20-year-old transgender female, comes to see you in your primary

clinic today for a follow-up visit and HIV testing. Her male partner of four
weeks disclosed his status to her by revealing that he was seen three months
ago in the emergency department and was diagnosed with acute HIV infection.
Your medical records for Sasha noted that her last HIV test was three months
ago and the results were negative.

Ø She is “in love” with this young man and would like to continue the

relationship. Although they are not currently sexually active, Sasha revealed to
you that she does not use condoms consistently as she finds them to be
uncomfortable. She is in your office today to discuss possible options that may
prevent her from acquiring HIV. What are her options?

Thank You
Q &A

TEST YOUR KNOWLEDGE
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Test Your Knowledge
Question #1
Which of the following is not considered a new biomedical
advancement for HIV prevention?
A. Injectable PrEP
B.

Oral PrEP

C. Microbicides
D. Condoms
E.

HIV vaccine trials

Test Your Knowledge
Question #2
Caribbean islands that have removed their buggery law have seen a
reduction in HIV prevalence among sexual and gender minorities?
A. True
B. False

Test Your Knowledge
Question #3
Which of the following Caribbean Island has the lowest HIV prevalence
among Men who have sex with men?
A. Jamaica
B. Trinidad and Tobago
C. Dominica Republic
D. Bahamas
E. Guyana

Test Your Knowledge
Question #4
Behavioral risk-reduction counseling should not be included as part of a
comprehensive HIV treatment and prevention program?
A. True
B. False
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