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This special issue of Public Health Reports focuses on
innovations and advances in human immunodeficiency
virus (HIV) prevention that more precisely deliver prevention information to specific populations by using
new communication channels or intervention venues.
Since HIV first appeared in the early 1980s in large
metropolitan areas of the United States, primarily on
the east and west coasts,1 we have gained a heightened
biological, epidemiologic, and social understanding of
the HIV and acquired immunodeficiency syndrome
(AIDS) epidemic. The population groups considered
“at risk” in the early days of the epidemic—homosexual
and bisexual males, injection drug users, sex workers, Haitian immigrants, hemophiliacs, and sexual
partners of these people1—are now joined by other
“at-risk” individuals or groups characterized only by
their engagement in behaviors that expose them to
body fluids with sufficient concentrations of HIV to
transmit the virus.
A recent analysis by the Centers for Disease Control
and Prevention (CDC) indicates that as of 2006, more
than one million people—an estimated 1,106,400
adults and adolescents—were living with HIV in the
U.S. This estimate also indicated that approximately
56,300 people were newly infected with HIV in the U.S.
in 2006 and that African Americans, Hispanic/Latino
individuals, and gay and bisexual men of all races/
ethnicities were the populations most heavily affected.
Within these groups, HIV disproportionately impacts
young, black gay and bisexual men, white gay and
bisexual men in their 30s and 40s, and black women.
Although the incidence estimates illustrate the challenges of fighting HIV, there is significant evidence
that prevention can—and does—work when we apply
what we know.2
Through aggressive public health messages, advocacy, and community activism, the American public is
recognizing that “AIDS is everybody’s problem” and
that “We all have AIDS if the earth has AIDS.”3 In
fact, recent CDC social marketing campaigns, such
as ACT Against AIDS, spread the message that every
9½ minutes, someone is infected with HIV in this
country.4 This message is a departure from the initial
belief that people outside of the identified “at-risk”
groups were largely exempt from contracting the virus
because of their disassociation with such groups. With

this increased awareness follows the social and moral
responsibility of individuals to engage in HIV/AIDS
educational efforts; practice HIV-prevention strategies;
learn their HIV serostatus and that of their sexual
partner; and work toward alleviating the burden of
HIV/AIDS-related stigma and discrimination, which
continues to serve as a barrier to HIV/AIDS prevention, treatment, and care.5–7
With the demographic shift in the rising incidence
of HIV/AIDS from white men who have sex with men
(MSM) to members of communities of color, examining the impact of the epidemic on a structural level
rather than an individual one has been recognized as
a critical strategy to adequately respond to the HIV/
AIDS crisis.8 While individual-level behaviors increase
risk for contracting HIV, an emphasis on the factors that
limit an individual’s ability to refuse sex, use condoms
or clean needles, and protect oneself from contracting
HIV has been missing from the public health prevention paradigm for some time.9,10 Realizing that racial
and ethnic disparities in HIV transmission have not
been elucidated,11 and that race and ethnicity alone
are not risk factors, CDC and other members of the
research community have begun to examine complex
factors influencing transmission.10–13
Current evidence-based interventions such as Sisters
Informing Sisters About Topics on AIDS (SISTA),
Many Men, Many Voices (3MV), Popular Opinion
Leader (POL), Healthy Relationships, and Women
Involved in Life Learning from Other Women (WiLLOW) have demonstrated their effectiveness within
high-risk populations such as African American women
and MSM. CDC also supports research to create new
interventions for other high-risk populations and to
better understand the barriers and opportunities for
more effectively reaching gay and bisexual men with
HIV-prevention efforts.2 Special emphasis is also being
placed on testing and diffusing interventions among
African American populations that have proven successful with other populations. Additionally, CDC funds
agencies through the Adopting and Demonstrating the
Adaptation of Prevention Techniques (ADAPT) project
to adapt and evaluate effective interventions for use in
communities of color.12
A key tenet of prevention is the need to “meet
people where they are.” Articles in this issue address
this need by showcasing prevention efforts that take
place where people are, ranging from church halls to
chat rooms to living rooms.
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Griffith et al. focus on the role of faith communities in HIV prevention.14 With pastors’ wives playing
a critical role in the process, YOUR Blessed Health is
designed to increase the capacity of faith communities
to address HIV prevention with adolescents. Lindley
et al. present findings from data collected as part of
Project F.A.I.T.H., a statewide demonstration project
sponsored by the South Carolina General Assembly.15
Findings from this study offer insight into the relationship between knowledge and stigma in predominantly
African American churches in the South.
As some people rely on Internet social networking
sites to contact potential sex partners, it is imperative
that we incorporate this form of communication in
our HIV-prevention efforts. Through the lens of an
intergenerational, social networking website for MSM,
Sowell and Phillips examined the contribution of sexseeking via the Internet to risky sexual behavior and
found that safe sex was not a priority for users of the site
studied.16 The article by Rhodes et al. reports results of
the implementation of a chat room-based intervention
by a community-based participatory research partnership.17 From their analysis of transcripts from chat-room
instant-message discussions, the authors identified
characteristics of chat-room participants, including
their HIV risks and prevention needs, and they offer
guidance for effective intervention delivery.
The role of parents in HIV prevention is often
underestimated. Miller et al. examined the Parents
Matter! Program and found that parents could play
a significant role in HIV prevention with pre-HIV-risk
young people (aged 9 to 12 years).18 The program
was found to be feasible and acceptable in HIV at-risk
communities.
Increasingly, prevention programs are breaking
out of their disease- or condition-specific focus and
moving toward integration of related prevention initiatives, including HIV prevention, sexually transmitted
infection (STI) prevention, and family planning. Tran
et al. offer an informative look at the addition of HIVprevention education, counseling, and testing services
to delivery sites for Title X-funded family planning services.19 Such program integration resulted in increased
HIV testing and referral of individuals testing positive
to appropriate care services.
Reaching HIV-positive people with interventions
to reduce new infections is critical. Collins et al. offer
perspectives on the challenges faced when implementing evidence-based HIV-prevention interventions for
HIV-positive individuals in clinic and community
settings.20 Baillargeon et al. examine the process of
obtaining clinical care after prison release and note
that intensive discharge-planning programs enhance

post-release outpatient care for former prisoners living with HIV.21
HIV-prevention interventions at the individual level
typically rely on equipping individuals with the requisite
knowledge and skills to make and implement choices
that keep them free from HIV. Smith et al. report on a
CDC consultation regarding a novel approach to HIV
prevention: the potential role of male circumcision in
preventing the transmission of HIV.22 It appears that
sufficient evidence exists to support the provision of
information about and access to circumcision to U.S.
adult and adolescent males. Circumcision, as a prevention tool, would present special challenges in the design
of appropriate public health messages.
The costs and cost-effectiveness of prevention efforts
can be difficult to establish. Ruger et al. developed a
micro-costing methodology to compare costs of three
arms of a randomized controlled trial among drugusing women in St. Louis, Missouri.23 A standardized
HIV-prevention intervention was compared with two
enhanced interventions in terms of real resources consumed. In a time of scarce resources, this information
is particularly informative for policy makers.
As the debate over health-care reform swirls around
us, investing in prevention is essential, and more work
is needed to accelerate support for HIV-prevention
efforts. Increased collaboration is needed among
researchers, health-care providers, community-based
organizations, and practitioners to advance HIVprevention efforts nationwide, especially those that
promote routine HIV testing. We hope that the information presented in this special issue will increase the
dialogue about innovative and alternative strategies for
HIV prevention and promote a collective response that
can advance the goal of HIV elimination.
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