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One of the Main Issues

It has been well documented in many disciplines 
that major gaps exist between what is know as 
effective practices (i.e., theory and science) and 
what is actually done (i.e., policy and practice).
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• Although MSM in US are disproportionately affected by 

HIV, relatively few MSM-specific EBIs have been 

identified.

• Out of 74 US-based EBIs, the Prevention Research 

Synthesis (PRS) Team identified as of May 2011 in the 

CDC’s Compendium of Evidence-Based Behavioral 

Interventions, only 14 EBIs were listed for MSM. Of these, 

only 8, or 11%, of 74 were specifically designed for MSM.

• Considering that MSM comprise the majority of new HIV 

cases, it is puzzling that only 11% of the PRS-identified 

EBIs have explicitly focused on this vulnerable population.



The Science-Practice Gaps – The Challenges and Barriers
• There is no systematic approach or infrastructure in Canada to support program 

science for HIV, blood borne infections (e.g., HCV, tuberculosis) and sexually 
transmitted infections (STIs).

What are the “solutions” Reducing the burden of these diseases 

requires cost-effective behavioural, biomedical, social and structural 
interventions that can be brought to scale, tailored to the populations’ complex 
needs, delivered in the context of service systems, and sustained over time. We 
need to know what people need, and how to provide these services in a cost-
effective way.

Despite significant investments in intervention research, interventions shown to 
be effective in controlled studies are often not sustainable in practice because of:

• the disconnect between researchers and program planners

• the focus on getting research into - rather than - out of practice

• fiscal realities and lack of system/organizational capacity.



So What Are the Gaps We Need to Address:

I. The Gaps in “Evidence”
• There is no systematic approach to the synthesis or appraisal of HIV, HCV 

and STI research evidence related to the social determinants of health, 
public health, and health services that can be adapted and applied in the 
Canadian context.

• While there are major, well-established provincial, national and international 
surveillance programs, cohort studies and administrative databases – our 
data systems and platforms are not well harmonized in Canada and they are 
focused only on people in care. As a result, we are not capturing information 
to monitor those not in care, the needs for prevention, and we lack key data 
for health economic and cost-effectiveness modeling.



What Are the Gaps We Need to Address:

II. The Gaps in “Efficacy”
• There is no systematic approach to the synthesis or grading of evidence-

based interventions that we need in our area of focus that work and are 
applicable in Canada.

• There is a misalignment between the focus of intervention research and 
population needs. For example, only a fraction of health care spending is 
devoted to prevention. Only 9.7% of CIHR-funded HIV research addresses 
needs of gay men although they account for 51% of the epidemic in Canada.

• Most interventions studies assess one intervention in isolation rather than 
identifying the program (package of interventions) that would have the 

greatest impact.



What Are the Gaps We Need to Address:

III. The Gaps in “Effectiveness” and the Application of 
them in the “Real World”
• Little research has been done in Canada to inform efforts to scale up 

efficacious interventions and assess their effectiveness.

• There is a shortage of the type of cost-effectiveness analyses health/system 
planners need to make strategic resource allocation and implementation 
decisions (who should be screened or treated? which treatment or 
combination of treatments should they receive?).

• Most interventions do not take into account the complex syndemics
populations most affected by HIV, HCV and STIs experience.

• Effective packages of interventions must reach beyond health to include 
social services, housing, immigration and correctional services. 



What Are the Gaps We Need to Address:

IV. The Gaps in “Sustainability”
• There is misalignment between intervention design and system readiness and 

capacity (e.g. “Cadillac” interventions that are unsustainable in practice, 
particularly in current fiscal environments; interventions designed to be 
delivered by health professionals rarely employed by HIV, HCV and STI 
services).

• Not enough attention is paid to organizational development and change 
management strategies to support new evidence-informed practices or to 
larger political, social and economic trends that can affect the sustainability of 
effective interventions.



Our Program Science Framework

Bringing Research and Practice Together
Program Science is the systematic application of theoretical and empirical 
scientific knowledge to improve the design, implementation and evaluation of 
public health programs.

“The goal is to reduce incidence of infections by optimizing the choice of 
the right strategy(ies) for the right populations at the appropriate time; by 
doing the right things the right way; and by ensuring appropriate scale and 
efficiency.”

Blanchard JF, Aral SO. (2011) Program Science: an initiative to improve the planning, implementation, and 
evaluation of HIV/sexually transmitted infection prevention programs. Sex Transm Infect 87:2-3



Our Program Science Framework

Bringing Research and Practice Together – The Scope
“Program Science includes the design, optimal implementation and coverage 
(scale-up) of combination intervention packages (implementation science) as well 
as the development of complete programs, including issues of resource 
allocation, definition and prioritization of target populations, development and 
prioritization of intervention packages, and the identification of stopping rules to 
prevent indefinite implementation of interventions past their usefulness. The 
evidence base for Program Science includes mathematical modeling, complexity 
science, implementation science, health systems research and impact 
evaluation.”

Blanchard et al., 2011
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What are the solutions

Reducing the burden of these diseases requires cost-effective behavioural, 
biomedical, social and structural interventions that can be brought to scale, 
tailored to the populations’ complex needs, delivered in the context of service 
systems, and sustained over time. 

Despite significant investments in intervention research, interventions shown to 
be effective in controlled studies are often not sustainable in practice because 
of the disconnect between researchers and program planners, the focus on 
getting research into rather than out of practice, fiscal realities and lack of 
system/organizational capacity.



The Critical Issue – “Adequate knowledge has been developed; the challenge 

is in translating it to practice. The health impacts of this translation might be 
larger and more far-reaching than any additional laboratory discovery.”
(Woolf SH. The meaning of translational research and why it matters. JAMA. 2008;299:211–213)

OUR VISION:

REACH 2.0 will create an innovative, virtual, nation-wide laboratory for 
intervention research, participatory evaluation and applied program science in 
HIV, other STIs and hepatitis C (HCV).

Our Goals:

(1) Address the syndemic factors that contribute to risk, health inequities and 
poor health outcomes;

(2) Improve the accessibility, effectiveness and sustainability of evidence-based 
interventions; and

(3) Enhance the health of people living with and at risk of HIV, STIs and HCV.



Our Guiding Principles

REACH 2.0 is committed to both the greater and more meaningful 
involvement of people with or at risk of HIV (GIPA/MIPA), STIs and HCV. 
They are active members of the Centre, participating on steering and 
executive committees, as investigators, on research teams and as peer 
research associates.

All REACH work is conducted within a community-based research and 
participatory evaluation framework, engaging communities and populations 
in all aspects of research and evaluation: identifying priorities and 
questions, gathering data, analyzing findings and disseminating results.



Rationale for evolving beyond HIV to address STIs and HCV:

• Populations that have high rates of HIV also have high rates of co-infection with 
STIs and HCV. These diseases share modes of transmission and have synergistic 
effects, increasing the likelihood of acquisition or transmission of HIV. Co-
infection with other STIs, particularly syphilis, is common in MSM.

• Growing evidence of the sexual transmission of HCV among MSM. Co-infection 
with HCV is common among drug users with HIV - highlights the importance of 
public health interventions that address the synergies among HIV, STIs and HCV.

• Funders and health system planners are now putting HIV in the broader context 
of STIs and blood borne infections (including HCV) as a way to address the 
primary drivers of risk for these diseases.

• A major thrust of our work will be to build capacity and stronger inter-sectoral
teams to work effectively across these diseases.



To identify the main types of interventions being undertaken in high income 
countries where there is a low prevalence of HIV and hepatitis C to reduce 
transmission of STBBIs among key at-risk populations;

To summarize and assess evidence of the effectiveness of these interventions in 
contributing to the prevention of STBBI transmission within key at-risk 
populations (including an assessment of the quality of available evidence); 

To identify key players in synthesizing and assessing evidence of effectiveness of 
primary prevention interventions to address STBBIs, both in Canada and 
internationally, and;

To highlight areas where further work is needed to develop and/or assess the 
evidence base for determining the effectiveness of primary prevention 
interventions to address STBBIs within key at-risk populations.

OBJECTIVES OF REVIEW



Articles address primary prevention intervention(s) for sexually 
transmitted and blood-borne infection(s)

Publication language: English

Publication date: between 1998-2013

Study jurisdiction: High-income countries

WHAT WE INCLUDED

> STBBIs: 
HIV/AIDS, hepatitis B, hepatitis C, syphilis, 

gonorrhea, chlamydia, genital or anal warts 

(i.e. condylomata acuminata caused by 

human papillomavirus HPV), genital herpes, 

trichomoniasis, lymphogranuloma venereum

(LGV).

> Primary 

prevention: efforts to avoid 

infection in uninfected persons.



Studies addressing:

• PrEP (pre-exposure prophylaxis)

• PEP (post-exposure prophylaxis)

• Treatment as Prevention

• HIV/STI testing

• prevention of mother-to-child transmission

• microbicides

• male circumcision

• vaccination/immunization

WHAT WE EXCLUDED



Outcomes used to evaluate the effectiveness of 
primary prevention interventions

1. Decreased incidence or prevalence of an STBBI

2. Increased knowledge, improved attitude and/or 
change in beliefs

3. Decreased risk-behaviour (e.g. increased usage of 
condoms, less unprotected anal intercourse, increased 
abstinence, increased safer sex practices, etc).

THE OUTCOMES

MEASURES



INTERVENTIONS

> Intervention (definition): 
“A specific activity (or set of related activities) 

intended to change the knowledge, attitudes, 

beliefs, behaviors, or practices of individuals and 

populations, to reduce their health risk. An 

intervention has a distinct process, outcome 

objectives, and a protocol outlining the steps for 

implementation.”



US CDC classification of prevention interventions
10 types:
1. Health Education and Risk Reduction - Individual Level Intervention

2. Health Education and Risk Reduction - Group Level Intervention

3. Health Education and Risk Reduction - Community Level Intervention

4. Health Education and Risk Reduction - Outreach, including Internet Outreach

5. Health Communication/Public Information

6. Counseling, Testing & Referral Services, including Community Based Counseling & 
Testing

7. Partner Services

8. Comprehensive Risk Counseling and Services

9. Capacity Building

10. Social Networking Strategies

INTERVENTIONS



Longitudinal study without 
control group 

(n = 42)

Records identified through database searching:
(n=8688)

Additional records identified through other sources:
(Experts, grey literature, etc)

(n=316)

Records after duplicates removed
(n = 8743)

Titles and Abstracts 
screened

(n = 8743 )

Experimental studies included 
(n = 136)

Records excluded:
Does not address primary 
prevention intervention of 
STBBIs in one of the target 

populations in a high-income 
country

(n = 8287)

Did not meet inclusion 
criteria 

(n = 202)

Full-text articles assessed for 
eligibility
(n = 456)

Studies included for further 
full paper review

(n = 254)

Systematic review/ 
Metaanalysis/ 

Scoping review (n = 36)

Flow Diagram of Included 

Studies

Experimental studies 
(RCTs and non-

randomized) (n = 176)

Excluded (n=40):
Duplicate articles about the 
same study and data (n=21)

Authors did not respond with 
relevant data (n=14)
Authors could not be 

contacted (n=5)



I.

SYSTEMATIC REVIEWS, META-

ANALYSES, 

SCOPING REVIEWS



Meta-analyses
Systematic 

Reviews

Meta-analyses

Meta-analyses
Systematic 

Reviews

Meta-analyses
Scoping 
Reviews

Systematic 
Reviews

STUDY DESIGN

POPULATION

5 4

9

3

3

2

6

1

SYSTEMATIC REVIEWS, 

META-ANALYSES, 

SCOPING REVIEWS

SYSTEMATIC

REVIEWS, 

META-

ANALYSES, 

SCOPING

REVIEWS

Ethno-cultural 
minorities

Men who 
have sex 
with men

People living 
with 

HIV/AIDS 
and/or 

Hepatitis C

MixedAboriginal

9 15 20 7

32



II.

LONGITUDINAL STUDIES

WITHOUT CONTROL GROUP



Breakdown of the 42 longitudinal studies 
without control group:

• Total number of unique PICO combinations is 32.

• 42 longitudinal studies without control group 
addressed 83 effect sizes of these PICO combinations.

BREAKDOWN OF LONGITUDINAL

STUDIES WITHOUT CONTROL GROUP



Breakdown of the 136 experimental studies (RCTs and non-randomized trials) after 
data extraction:

• Total number of unique PICO combinations is 52.

• 136 experimental studies addressed 205 effect sizes of these  PICO combinations.

STUDY BREAKDOWN

136 Studies by design: 136 Studies by jurisdiction: 136 Studies by STBBI addressed:

Randomized-controlled 
trial

(n = 109)

Non-randomized trial 
(n = 27)

USA
(n=127)

UK
(n=2)

Canada
(n=0)

Australia
(n=1)

Netherlands
(2)

Israel, Trinidad and 
Tobago, Bahamas, 
Puerto Rico (n=4)

(1 in each)

HIV
(n = 124)

STI (unspecified)
(n = 18)

Other than HIV (e.g. 
syphilis, HCV, etc) 

(n = 15)



STUDY BREAKDOWN

205 Effect sizes (PICO 
combinations) by population:

205 effect sizes by intervention: 205 effect sizes  by outcomes:

Gay and other men who 
have sex with men

(n = 41)

Aboriginal or indigenous 
peoples
(n = 0)

Health 
Communication/Publ

ic Information
(n = 13)

Counseling, Testing & 
Referral Services, 

including Community 
Based Counseling & 

Testing (n = 3)

Partner Services
(n = 0)

Comprehensive Risk 
Counseling and 

Services
(n = 27)

Capacity Building
(n = 0)

Other
(n = 0)

Ethnocultural minorities 
(n = 136)

People living with HIV 
and/or HCV

(n = 28)

Health Education and 
Risk Reduction -

Community Level 
Intervention

(n = 8)

Health Education & 
Risk Reduction -

Outreach, including 
Internet Outreach

(n = 2)

Health Education and 
Risk Reduction -
Individual Level 

Intervention
(n = 37)

Health Education and 
Risk Reduction -

Group Level 
Intervention

(n = 115)

1. Decreased 
incidence/prevalence of an 

STBBI (n = 30)

2. Increased knowledge, 
improved attitude and/or 

change in beliefs
(n = 35)

3. Decreased risk-
behaviour
(n = 140)



Increased 
knowledge, 
improved 

attitude and/or 
change in beliefs

GAY AND

OTHER MEN

WHO HAVE

SEX WITH MEN

Counseling, 
testing & 

referral services

Group level 
intervention

Comprehensive 
risk counseling 

and services

Decreased 
incidence/
prevalence 
of an STBBI

Health 
Communication

/Public 
Information

Group level 
intervention

Public health 
communication 

information

Individual level 
intervention

Individual level 
intervention

Decreased 
risk behavior

Health 
Education and 
Risk Reduction 

Outreach

Comprehensive 
Risk Counseling 

and Services

Counseling, 
testing & 

referral services

POPULATION

INTERVENTION

OUTCOME

41

6 4 31

3

1

2

2

2

7

12

1

2

1

8

NUMBER OF STUDIES

WITH EFFECT SIZES

FOR THE OUTCOMES

AND INTERVENTIONS



ABORIGINAL

AND

INDIGENOUS

PEOPLES

POPULATION

INTERVENTION

OUTCOME

No experimental studies assessed 

effectiveness of any STBBI 

prevention interventions for 

Indigenous and Aboriginal people 

and communities.



POPULATION

INTERVENTION

OUTCOME

Increased 
knowledge, 
improved 

attitude and/or 
change in beliefs

ETHNO-

CULTURAL

MINORITIES

Individual level 
intervention

Decreased 
incidence/
prevalence 
of an STBBI

Comprehensive 
Risk Counseling 

and Services

Public health 
Communication

Information

Group level 
intervention

Public health 
communication 

information

Individual level 
intervention

Comprehensive 
Risk Counseling 

and Services

Group level 
intervention

Decreased 
risk behavior

Health 
education and 
risk reduction: 

group level 
intervention

Health 
Education and 
Risk Reduction 

Outreach

Counseling, testing 
& referral services

Community 
level 

intervention

Individual level 
intervention

Public health 
Communication 

Information

Comprehensive 
Risk Counseling 

and Services

136

20 30 86

7

9

2

2

3

22

4

1

14

7

2

1

7

1

54

NUMBER OF STUDIES

WITH EFFECT SIZES

FOR THE OUTCOMES

AND INTERVENTIONS



Increased 
knowledge, 

improved attitude 
and/or change in 

beliefs

Decreased risk 
behavior

PEOPLE

LIVING WITH

HIV/AIDS 

AND/OR

HEPATITIS C

Group level 
intervention

Public health 
Communication 

Information

Group level 
intervention

Comprehensive 
Risk Counseling 

and Services

Group level 
intervention

Individual level 
intervention

POPULATION

INTERVENTION

OUTCOME

Comprehensive 
risk counseling 

and services

Decreased 
incidence/

prevalence of 
an STBBI

28

4 1 23

1

3

1

4

11

1

7

NUMBER OF STUDIES

WITH EFFECT SIZES

FOR THE OUTCOMES

AND INTERVENTIONS



HEALTH EDUCATION AND RISK REDUCTION

INDIVIDUAL LEVEL INTERVENTIONS CAN

DECREASE RISK BEHAVIOR AMONG MSM

Summary Effect

Participants in the intervention group are 1.67 times less likely 

to report engaging in risk behaviors.



HEALTH EDUCATION AND RISK REDUCTION

INDIVIDUAL LEVEL INTERVENTIONS CAN

DECREASE RISK BEHAVIOR AMONG MSM



The study
• The intervention was designed to be delivered to diverse Young MSM 

upon receiving an HIV negative text result, with the goal for them to 
‘‘Keep It Up’’ and stay negative. The intervention was compared to an 
online didactic HIV knowledge condition

• The intervention consisted of 7 modules, delivered in 3 separate 
sessions. Each module was based on a particular setting or situation 
relevant to the lives of Young MSM, with developmentally appropriate 
health behavior change content embedded within each of these settings
site

The sample and setting
• 102 sexually active Young MSM attending Community-Based 

Organizations in Chicago

ONLINE HIV PREVENTION PROGRAM FOR DIVERSE

YOUNG MEN WHO HAVE SEX WITH MEN: 

THE KEEP IT UP! INTERVENTION (MUSTANKI 2013)



The 7 Modules
1. Introduction to intervention using diverse peer videos discussing 

connections to family, community and romantic partners – peer norms

2. Used stylized animation to follow three young MSM chatting online with 
focus on identifying triggers for unprotected sex + focus on mood and 
risk-taking negotiating correct condom use and assertive communication

3. Scripted soap opera style video with diverse cast of YMSM highlighting 
risks in making assumptions about partner’s HIV status

4. Animated bar/club game within virtual reality environment – identified 
pros and cons of condom use, steps to correct, consequences of alc use

5. Used flash animation to explore power dynamics – young and old dating

6. Story about dating and how ways to get sexual, emotional and health 
needs met in relationships

7. Participants developed a realistic HIV and STI prevention plan

8. sit

ONLINE HIV PREVENTION PROGRAM FOR DIVERSE

YOUNG MEN WHO HAVE SEX WITH MEN: 

THE KEEP IT UP! INTERVENTION (MUSTANKI 2013)



The results
• Compared to the control condition, participants in the intervention arm 

had a 44 % lower rate of unprotected anal sex acts at the 3-month f/up

• This significant effect was produced by a small decrease in risk among 
those in the KIU! arm and an increase in risk among those who were in 
the control arm 

• The magnitude of this overall effect exceeds those reported in meta-
analyses of past behavioral interventions for MSM 

• The use of multiple modalities (e.g., video, animation, games) may have 
allowed for individuals with different learning styles to be impacted by 
the content. The goal setting module allowed participants to set their 
own goals and receive automated feedback about their success and how 
to overcome obstacles.

ONLINE HIV PREVENTION PROGRAM FOR DIVERSE

YOUNG MEN WHO HAVE SEX WITH MEN: 

THE KEEP IT UP! INTERVENTION (MUSTANKI 2013)



The study
• The intervention was a novel, brief, one-on-one intervention, based on 

informed decision-making and delivered by peer counselors, designed to 
address the limitations of serosorting (e.g., risk for HIV transmission)

• The intervention aimed at promoting informed decision-making that 
would be feasible for implementation in public health settings 

• The intervention was delivered in a brief, single session (approx. 40-min) 
and administered one-on-one by peer counselors who incorporated an 
innovative approach grounded in the conflict theory of decision-making

• The intervention was delivered in part through the use of a graphic 
novel, which allowed for counselors to provide information about 
serosorting in an interactive, informative, and nonintimidating manner

CREATING A TEACHABLE MOMENT

TO PROMOTE INFORMED SEXUAL DECISION-

MAKING (EATON 2011)



The sample and setting
• 149 at-risk men at a Community-Based Research Site in Atlanta, GA

Results
• Men in the serosorting intervention reported fewer sexual partners at 

the study follow-ups

• Although the relationship between number of partners and likelihood of 
HIV infection is nonlinear, having multiple partners is related to HIV 
infection

• A critical component of this intervention was the ability to recruit 
individuals from the population arguably at greatest risk of HIV infection 
in the United States, namely, Black MSM living in cities with high HIV 
prevalence rates

• Service providers could adapt this intervention to offer risk reduction for 
men in other contexts/settings

CREATING A TEACHABLE MOMENT

TO PROMOTE INFORMED SEXUAL

DECISION-MAKING (EATON 2011)



HEALTH EDUCATION AND RISK REDUCTION GROUP

LEVEL INTERVENTIONS DECREASE STI INCIDENCE

AMONG PEOPLE LIVING WITH HIV AND/OR HCV

Summary Effect

Higher 

incidence/prevalence 

of STBBI

Lower 

incidence/prevalence 

of STBBI

Participants in the intervention group are 3.9 times less likely 

to get infected by an STI.



HEALTH EDUCATION AND RISK REDUCTION

INDIVIDUAL LEVEL INTERVENTIONS CAN

DECREASE RISK BEHAVIOR AMONG MSM



The study
• The intervention was an intensive behavioral intervention aimed at 

reducing HIV transmission risks and cART adherence compared with an 
attention control condition 

• Based on a single model of decision-making skills, the intervention was a 
fully integrated and unified intervention for 2 targeted outcomes, both 
of which depend on effective decision making: improved medication 
adherence and reduced sexual transmission risk behavior

• Intervention consisted of a 45-min one-on-one orientation and goal-
setting session, five 2-hour group sessions, and a 1-hour post-group one-
on-one counseling session

The sample and setting
• 436 people living with HIV recruited from Community-Based AIDS Service 

Providers in Atlanta

INTEGRATED BEHAVIORAL INTERVENTION TO

IMPROVE HIV/AIDS TREATMENT ADHERENCE AND

REDUCE HIV TRANSMISSION (KALICHMAN, 2011)



The Interventions
• 1st individual session – set personal treatment/prevention goals for group

• 1st group – built cohesion and trust, and discussed how risk reduction and 
treatment goals are related. Included basics of HIV transmission, treatment 
resistance and viral load. Covered myths/facts about infectiousness in detail.

• 2nd group – focused on understanding HIV treatment, including when to start 
medication. Applied decisional balance exercises to treatment decisions and 
sexual relationships in contexts of detectable and undetectable HIV RNA.

• 3rd group – focused entirely on sexual decision making under various nuanced 
conditions of moods, substance use, HIV disclosure, Tx status and viral load

• 4th group – aimed to build treatment and safer sex skills in relation to 
substance use 

• 5th group – emphasized treatment adherence to improve health

• 2nd individual – personalized plan for Tx decisions, adherence and safer sex

INTEGRATED BEHAVIORAL INTERVENTION TO

IMPROVE HIV/AIDS TREATMENT ADHERENCE AND

REDUCE HIV TRANSMISSION (KALICHMAN, 2011)



INTEGRATED BEHAVIORAL INTERVENTION TO

IMPROVE HIV/AIDS TREATMENT ADHERENCE AND

REDUCE HIV TRANSMISSION (KALICHMAN, 2011)



The results
• The integrated intervention demonstrated increased cART adherence 

and less unprotected intercourse with non-seroconcordant partners at 3-
and 6-month follow-ups. It also demonstrated fewer new sexually 
transmitted infections diagnosed over the 9-month follow-up period

• The magnitude of effects parallel those reported by an intervention that 
aimed to reduce risks and increase adherence in separate modules

• Although adherence improvements were relatively stable over the 9-
month follow-up, the sexual risk reduction outcomes were shorter lived, 
dissipating before 9 months after the intervention

• A theory-based integrated behavioral intervention can improve HIV 
treatment adherence and reduce HIV transmission risks

• The authors suggest that HIV treatment as prevention should be bundled 
with behavioral interventions to maximize effectiveness

INTEGRATED BEHAVIORAL INTERVENTION TO

IMPROVE HIV/AIDS TREATMENT ADHERENCE AND

REDUCE HIV TRANSMISSION (KALICHMAN, 2011)



INTEGRATED BEHAVIORAL INTERVENTION TO

IMPROVE HIV/AIDS TREATMENT ADHERENCE AND

REDUCE HIV TRANSMISSION (KALICHMAN, 2011)



The study
• The intervention emphasized gender pride, maintaining current and 

identifying new network members, HIV transmission knowledge, 
communication and condom use skills, and healthy relationships

• The WiLLOW intervention consisted of four 4-hour interactive group 
sessions that were implemented over consecutive weeks

• Each session included 8 to 10 participants, was implemented by a 
trained female health educator, and was co-facilitated by an HIV-positive 
female peer educator.

INTERVENTION TO REDUCE HIV TRANSMISSION

RISK BEHAVIORS & SEXUALLY TRANSMITTED DISEASES

AMONG WOMEN LIVING WITH HIV (WINWOOD, 2004)



The WiLLOW Intervention – 4 Sessions
1. Emphasizes gender pride by discussing the joys and challenges of being a 

woman and by acknowledging the accomplishment of women in society; 
assist women in identifying people in their social network, and in 
recognizing the essential qualities of support network members

2. Discussed ways of maintaining supportive network members and 
encouraged women to seek new network members, and informed how to 
disengage from network members who were not supportive/helpful

3. Enhanced awareness of HIV transmission risk behaviours and debunked 
common myths regarding HIV prevention; also taught communication 
skills for negotiating safe sex and reinforced benefits of using condoms 
consistently

4. Taught women to distinguish between healthy and unhealthy 
relationships, discussed impact of abusive partners on safer sex

INTERVENTION TO REDUCE HIV TRANSMISSION

RISK BEHAVIORS & SEXUALLY TRANSMITTED DISEASES

AMONG WOMEN LIVING WITH HIV (WINWOOD, 2004)



The sample and setting
• 366 women living with HIV in Alabama, GA

The results
Over the 12-month follow-up, women in the WiLLOW intervention, reported:

• fewer episodes of unprotected vaginal intercourse

• were less likely to report never using condoms

• had a lower incidence of bacterial infections (Chlamydia and gonorrhea)

• reported greater HIV knowledge and condom use self-efficacy, more 
network members, fewer beliefs that condoms interfere with sex, and fewer 
partner-related barriers to condom use

• demonstrated greater skill in using condoms.

INTERVENTION TO REDUCE HIV TRANSMISSION

RISK BEHAVIORS & SEXUALLY TRANSMITTED

DISEASES AMONG WOMEN LIVING WITH HIV



INTERVENTION TO REDUCE HIV TRANSMISSION

RISK BEHAVIORS & SEXUALLY TRANSMITTED

DISEASES AMONG WOMEN LIVING WITH HIV



The results and implications
• The efficacy of the intervention may have resulted from the emphasis on 

psychosocial mediators derived from the social cognitive theory. The 
efficacy may also be partly attributable to the gender-tailored 
framework that addressed women’s limited social networks

• Building social support networks among women living with HIV is critical

• The authors conclude, that to be optimally effective, interventions for 
women should be gender tailored, theoretically derived, and benefit 
from the active and sustained involvement of women living with HIV in 
the design and implementation of the program.

INTERVENTION TO REDUCE HIV TRANSMISSION

RISK BEHAVIORS & SEXUALLY TRANSMITTED

DISEASES AMONG WOMEN LIVING WITH HIV



HEALTH EDUCATION AND RISK REDUCTION GROUP

LEVEL INTERVENTIONS DECREASE RISK BEHAVIOR

AMONG PEOPLE LIVING WITH HIV AND/OR HCV

Participants in the intervention group are 1.77 times less likely to 

report engaging in risk behavior.

Summary Effect



HEALTH EDUCATION AND RISK REDUCTION

INDIVIDUAL LEVEL INTERVENTIONS CAN

DECREASE RISK BEHAVIOR AMONG MSM



The study
• Intervention focused on reducing behaviors that can transmit HCV (i.e., 

distributive risk behaviors) among injection drug users

• The peer mentoring intervention delivered risk reduction information by 
training participants to mentor other injection drug users about reducing 
HCV transmission risks

• The intervention consisted of six 2-hour group-sessions, twice weekly

• The intervention was delivered through activities that covered 
information about HCV pathology, HCV-related health care encounters, 
skills useful in reducing distributive injection behaviors, and methods 
necessary to effectively communicate with other injection drug users 
about HCV. Content was delivered through demonstrations, games, 
discussions, and videos

PEER-MENTORING BEHAVIORAL INTERVENTION TO

REDUCE RISKY DISTRIBUTIVE INJECTION PRACTICES

AMONG IDUS WITH HCV INFECTION (LATKA, 2008)



The sample and setting
• 418 HCV-positive injection drug users aged 18 to 35 years in Baltimore, New 

York City and Seattle

The results
• Intervention-group participants were less likely to report distributive risk 

behaviors at 3 and 6 months, a 26% relative risk reduction, but were no 
more likely to cite their HCV-positive status as a reason for refraining 
from syringe lending. 

• Effects were strongest among intervention-group participants who had 
known their HCV-positive status for at least 6 months. 

• Peer mentoring and self-efficacy were significantly increased among 
intervention-group participants, and intervention effects were mediated 
through improved self-efficacy

PEER-MENTORING BEHAVIORAL INTERVENTION TO

REDUCE RISKY DISTRIBUTIVE INJECTION PRACTICES

AMONG IDUS WITH HCV INFECTION



SYNDEMICS AND HISTORY OF ABUSE AND IMPACT ON

HIV PREVALENCE



The study
• The HIV and trauma coping intervention included problem-focused 

strategies for changeable stressors (eg, problem solving, communication 
skills) and emotion-focused strategies for unchangeable stressors (eg, 
cognitive restructuring, relaxation techniques)

• Co-therapists delivered the intervention in a community health center 
over a course of 15 weekly 90-minute sessions

• An adaptive coping framework included problem-focused strategies for 
changeable stressors (eg, problem solving, communication skills) and 
emotion-focused strategies for unchangeable stressors (eg, cognitive 
restructuring, relaxation techniques)

• Other therapeutic activities included identification of individual triggers, 
selection of attainable goals, skill-building exercises, and exposure. 

COPING INTERVENTION ON TRANSMISSION RISK

BEHAVIOR AMONG PEOPLE LIVING WITH HIV AND A

HISTORY OF CHILDHOOD SEXUAL ABUSE

(SIKKEMA, 2008) – LIVING IN THE FACE OF TRAUMA



The sample and setting
• 247 HIV-positive people with histories of Childhood Sexual Abuse were 

recruited from ASOs and community health care clinics in New York City

The results
• Over a 12-month follow-up period, participants in the HIV and trauma 

coping group intervention had a greater reduction in frequency of 
unprotected intercourse with all partners, and with HIV-negative or 
serostatus and unknown partners

• At the 12-month follow-up assessment, the coping intervention group 
had reduced unprotected anal and vaginal sex with all partners (HIV-
positive, HIV-negative, and serostatus unknown) by an average of 54% 
compared with the support intervention group

• A group intervention can be effective in reducing transmission risk 
behavior among HIV-positive people with histories of sexual trauma

COPING INTERVENTION ON TRANSMISSION RISK

BEHAVIOR AMONG PEOPLE LIVING WITH HIV AND A

HISTORY OF CHILDHOOD SEXUAL ABUSE



COPING INTERVENTION ON TRANSMISSION RISK

BEHAVIOR AMONG PEOPLE LIVING WITH HIV AND A

HISTORY OF CHILDHOOD SEXUAL ABUSE



Selection Bias

• Random sequence generation: low risk when 
investigators describe a random component in the 
sequence generation process (e.g., using a 
computer random number generator)

• Allocation concealment: low risk when participants 
and investigators can not foresee group 
assignments (e.g., using an open random allocation 
schedule / list of random numbers, or unsealed 
opaque envelopes)

WE ARE DETERMINING THE QUALITY OF

EACH RCT: RISK OF BIAS ASSESSMENT

(1 OF 3)



Performance Bias

• Blinding of participants and personnel: low risk 
when both participants and investigators are 
blinded from knowledge of which intervention a 
participant received

Detection Bias

• Blinding of outcome assessment: low risk when 
outcome assessors are blinded from knowledge of 
which intervention a participant received

DETERMINE QUALITY OF EACH RCT: 

RISK OF BIAS ASSESSMENT (2 OF 3)



Attrition Bias
• Incomplete outcome data: low risk when no missing 

data; missing data balanced in numbers across 
intervention groups and for similar reasons; missing 
data imputed with appropriate methods 

Reporting Bias
• Selective reporting: low risk when study protocol is 

available and all the main outcomes are reported in a 
pre-specified way; convincing evidence that the paper 
reports all expected outcomes

DETERMINE QUALITY OF EACH RCT: 

RISK OF BIAS ASSESSMENT (3 OF 3)



Evidence of effectiveness will be determined 
using Grading of Recommendations Assessment, 
Development and Evaluation (GRADE)

NEXT STEPS:
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ASSESS THE QUALITY OF EVIDENCE

ACROSS STUDIES FOR EACH OUTCOME:



EVIDENCE PROFILE TABLE



EVIDENCE TO RECOMMENDATIONS TABLE



PROVIDE A RECOMMENDATION



Findings will inform the work of governments, 
public health practitioners and community-based 
organizations that develop, implement or fund 
primary STBBI prevention interventions 

FUTURE PLANS:
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