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The Fan Letters of Ryan White: 
A Method to Promoting Prevention

C. Todd Cummings and Steve Gruenert

Abstract

	 The present study qualitatively examined the fan let-
ters of Ryan White, looking for themes to inform preven-
tion. Findings were triangulated by Jeanne White-Ginder, 
Mark Hoyle, and Shawn Decker.

	 It has been nearly 20 years since Ryan White died from 
complications related to AIDS. In celebration of Ryan’s 
bravery, The Children’s Museum of Indianapolis has in-
cluded Ryan’s bedroom and personal artifacts as part of 
its The Power of Children exhibit.  The installation time-
line’s Ryan’s life from his birth on December 6, 1971 in 
Kokomo, IN to his childhood being raised by his mother, 
Jeanne and growing up with his sister Andrea, to his di-
agnosis of hemophilia, and continues onto 1984, when 
just shy of this 13th birthday and before the beginning 
of his 8th grade year, Ryan discovered that he had AIDS. 
The exhibit showcases Ryan’s life as a hemophiliac, as a 
young person with AIDS, and his fight to attend a public 
school after the disclosure of his seriopositive status.

	 During Ryan’s court battle to attend school, he received 
national attention through popular magazine interviews, 
television appearances, and the film The Ryan White Sto-
ry. He began receiving letters from individuals all over 
the world. This paper will examine Ryan White’s extant 
fan letters, looking for themes that could inform preven-
tion efforts.

Methodology

	 After Ryan White died from AIDS in 1991, his mother 
donated all of the contents of Ryan’s bedroom and vari-
ous accoutrements to The Children’s Museum of India-
napolis. Jeanne White-Ginder’s donation was in prepara-
tion for an exhibit highlighting Ryan’s life and struggle to 
attend school. Among Ryan’s artifacts were eight boxes 
of fan mail, personal notes, and sympathy notes written to 
Jeanne White-Ginder after Ryan’s death. Prior to analy-
sis, the letters were separated into two categories: letters 
written to Ryan and letters written to his mother after his 
death. Personal notes and additional artifacts were set 
aside for the curatorial staff to preserve.

	 The eight boxes contained 4,427 letters. Jeanne White-
Ginder confirmed that she personally held letters that 

she would not be offering for analysis (J. White-Ginder, 
personal communication, April 12, 2006). Jeanne White-
Ginder did not indicate the method for deeming these 
letters important nor did she disclose their senders. She 
did confirm one letter was from President Ronald Rea-
gan. The researcher gathered this letter from the Reagan 
Library. It was used to confirm historical perspectives on 
both the Reagan administration’s statement on AIDS and 
its response to Ryan’s attempt to reenter school. The letter 
was not included in the data analysis.

	 Qualitative document research methods were used to 
look for causal patterns in data that might identify social 
change (Sewell, 1996; Strauss & Corbin, 1998). This 
work was completed in six iterations. The seventh itera-
tion was triangulation from external reviewers in order 
to confirm my findings which contributed to the conclu-
sions. This triangulation allowed for a greater confidence 
in the results (Jick, 1979). The external reviewers were 
Jeanne White-Ginder, Mark Hoyle, and Shawn Decker.

	 A chart for data collection was created by merging 
the works of several document analysis methods whose 
processes are explained as follows. Miles and Huberman 
(1994) described how to use matrices to collect data lo-
cated at a single site. Sayre (1939) catalogued and traced 
themes in early-radio fan mail using a chart listing city, 
census, and radio coverage. Sussmann (1956, 1959) ana-
lyzed Franklin Delano Roosevelt’s presidential fan letters 
using a chart that included a writer’s name, address, date, 
content, and notation of the sender’s disposition. The 
chart developed for Ryan’s and Jeanne’s letters included 
gender, state, theme, addressee, and recipient. 

	 To increase the confidence of my findings, I used these 
standard matrices (Miles & Huberman, 1994; Sayre, 
1939; Sussmann, 1956, 1959) and consistent coding and 
analyzing rules (Strauss & Corbin, 1990). Every letter 
was read and often reread (Perakyla, 2005). I am confi-
dent that the findings may be generalized for other set-
tings in which similar conditions to Ryan White’s may 
exist (Ritchie & Lewis, 2003).
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Themes Based on the Letters Sent to Ryan                                    
During His Lifetime

Using Fame to Educate

	 Ryan received letters written after his frequent televi-
sion appearances, interviews in popular magazines, and 
after the film The Ryan White Story was released as a 
made-for-television movie in 1989. Ryan’s fan letters 
highlighted the implications that his film had for his fans.

	 Letter-writing fans saw Ryan not as a student denied his 
right to an education, but as an idol who influenced and 
motivated them. Many of them wrote of being inspired 
by his media appearances to think or rethink their social 
action. They were inspired to help him as well as others 
with diseases, including HIV/AIDS. A male from Ontar-
io wrote about Ryan’s appearance on the Phil Donahue 
Show:

	 I admired your presentation on the Donahue show this 	
	 morning. Your evident faith and positive attitude could 	
	 only come from a personal relationship with God 		
	 through faith in Christ. I will continue to remember you                                                                                                                                              
    in my prayer. You taught us a lesson today.

A female from Illinois wrote concerning Ryan’s Time 
magazine (1989) articles:

	 I’ve been reading your articles in Time and have your 	
	 movie on tape. You’ve made a humongous influence on                                                                                                                                               
    m e. I think you’re a really great guy and I’d like to meet 		
	 you one day. My Mom’s friend is an AIDS researcher 	
	 in Chicago and that’s what I want to be when I get 		
	 older. I want to thank you for being such an influence 	
	 on me.

Referring to a People magazine article, a man from Wash-
ington State wrote: 

	 Dear Ryan,

	 As a fellow hemophiliac, and have been for 29 years 	
	 I’m really proud of how you’ve fought the AIDS dis-	
	 ease! I get a lot of strength and courage just reading 	
	 about the positive attitude toward life you and your 	
	 family has. Your story in the People magazine is a real 	
	 inspiration to me (the one in May ’88)

	 Confidentially, I’ve tested HIV+ about 4 years ago and 	
	 am in really good health. The hardest thing for me is 	
	 to deal with the unknown aspect of the disease. We 		
	 don’t know for sure that everyone with HIV+ will get 	
	 sick or not. I’m trying to focus more on living though 	
	 than dying.

	 I’m 29 years old and studying to be a Jesuit priest 		
	 (that’s Catholic for those unfamiliar). Actual, a 		

	 person doesn’t just study but also has to feel and know 	
	 the vocation is authentic. Anyway I cannot take 		
	 the same public stance toward AIDS that you have be	
	 cause it does not seem right for me at this time. I mean 	
	 I have not been kicked out of any colleges/universities 	
	 or high schools because of having HIV+, as you have. 	
	 Therefore, our situations are somewhat different but no                                                                                                                                               
    less serious.

People With AIDS and Their Families

	 PWAs and their families wrote about the implications 
The Ryan White Story had for them. A male from Indiana 
wrote:

	 Dear Ryan,

	 You are really an encouragement to everyone who 		
    has had incredible odds to overcome. It must have been 	
	 tough to face the discrimination, harassment, van-		
	 dalism and AIDS at 13. When I tell people that I have 	
	 AIDS; then I’m always compared to you-“Ryan White 	
	 is doing well and he’s had AIDS for four or five years.” 	
	 I want to thank you for making the public aware of 		
	 AIDS-and my life a little easier. I had just been diag-	
	 nosed and in the hospital when your movie aired.

A male from Louisiana wrote, “I just got diagnosed with 	
	 AIDS, and on the first night I was sitting in the hospi-	
	 tal with pneumonia, I saw your story on TV.” 

	 In a community not much different from Kokomo, and 
a child not much different from Ryan, Swansea, Mas-
sachusetts, had its own student with AIDS: Mark Hoyle 
(Hoyle, 1988). Mark was a little league baseball player 
who had hemophilia. He was from a lower-middle class, 
hard-working family, just like Ryan. However, just five 
weeks after J. O. Smith, Western’s Superintendent, told 
Ryan White that he could not attend school, Swansea 
Superintendent John McCarthy told Mark Hoyle and the 
town of Swansea that Mark could attend school (Hoyle). 
The decision did not come easy. There were angry, con-
fused community members who were frightened by 
‘casual contact’ and concerned about the safety of their 
children (Hoyle). Mark Hoyle and Ryan White shared 
hemophilia, G. I. Joes and AIDS. That is where the com-
monalities end in their stories. Today, the Mark Hoyle 
Elementary School stands as a testament to a community 
who came together around a middle school, hemophiliac 
boy who had contracted AIDS through Factor VIII. 

	 Jay Hoyle, the father of Mark Hoyle, wrote to Ryan 
after the airing of The Ryan White Story. He granted his 
permission (J. Hoyle, personal communication, Novem-
ber 1, 2007) to quote his letter: 
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	 I just had to write to you to let you know how moved 	
	 I was with your made-for-tv movie. I’m sure it will 	
	 help a lot of people understand the disease better. It 	
	 also was good too, for hemophilia. People really don’t 	
	 understand it either…Of course, Swansea has been 		
   very special since the beginning. That’s one of the 		
	 reasons why I wrote the book. But Mark wanted to 		
	 be famous, like you, and we never gave him the 		
	 chance. The book is my way of trying to make his 		
    wish come true…He felt very badly for you because 	
	 of the way Kokomo treated you. I’m glad Cicero has	
	 been so supportive.

HIV/AIDS and Transmission Issues

	 Ryan’s media appearances and movie exposed the need 
for information about HIV/AIDS and its transmission. 
People wrote to Ryan to confirm AIDS facts, gain specific 
information, and speak openly about the life of a PWA. 
A female from New York wrote, “You try and show the 
world that they should not be afraid of People with AIDS. 
You have helped me be aware of how I may contact [sic] 
AIDS.” Another female from New York wrote:

	 I really like the outlook you have about AIDS. Its like 	
	 you have it, but you don’t let it bother you. I’ll try not 	
	 to ask you the same questions. I can just imagine how bor-	
	 ing that must be. I was just wondering about something.                                                                                                                                       
    I read somewhere that if you kiss a person with AIDS 	
	 like French Kissing you could catch AIDS? Because 	
	 experts say that you have microscopic cuts on your 		
	 tongue from gum disease and braces. Is this true?

	 A female from Michigan wrote, “I was never scarred 
[sic] about AIDS. I mean it ain’t that easy to catch. You 
can’t catch it if someone sneezes on you. You know what 
I mean? It really rude and stupid for people to think they 
can catch it that easy.” 

	 As a spokesperson for PWAs, Ryan also fielded ques-
tions about the disease. A male from Tennessee asked, 
“What does it feel like to have AIDS?” A female from 
Maine wrote, “What’s AZT?”

Discussion

	 From the themes in this study, it is clear that The Ryan 
White Story can be used to decrease stigma (Cummings & 
Gruenert, 2009) and to educate PWAs and their families. 
The letters reflect that viewing The Ryan White Story is 
a mechanism to teach about transmission and prevention. 
Letter writers asked for clarification on AIDS and the ac-
quisition and transmission of the disease. In many cases, 
the film was simply viewed at home. The film was also 
often shown in school. No letters exist that demonstrate 
the students who watched it discussed it with teachers to 
deepen the experience. Simply viewing the film can teach 
about transmission and prevention.
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while incurring no cost to the user. In situations where re-
sources are scarce or in rural districts with limited access 
to prevention and transmission efforts, The Ryan White 
Story once again offers a robust, reliable mechanism for 
sharing information concerning the transmission and pre-
vention of HIV.
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Abstract

	 HIV continues to be an epidemic in the United States 
and worldwide. The best solution to combat HIV is 
through educational prevention interventions. Theory-
based HIV prevention interventions are the most effec-
tive approach to changing behaviors that result in HIV 
transmission. This article provides a summary of 25 ar-
ticles that evaluated theory-based interventions and were 
published since January 2000. The most frequently used 
theories were SCT, TRA, and TPB, and most interven-
tions focused on changing condom use behaviors and 
their determinants. Public health professionals should 
utilize appropriate constructs from theories to design 
HIV preventions interventions.

Introduction

	 Human Immunodeficiency Virus (HIV) remains a 
salient public health issue. Approximately 33.4 million 
people worldwide are currently infected with HIV, and 
two million people have died of Acquired Immunodefi-
ciency Syndrome (AIDS) through 2007 (WHO, 2009). In 
the US, each year approximately 56,300 people become 
infected with HIV and 14,000 die of AIDS (CDC, 2009).

	 In the last decade, populations at highest risk for con-
tracting HIV in the US have shifted (CDC, 2009). Men 
who have sex with men (MSM) and injection drug us-
ers (IDUs) have historically been the populations with 
the highest rates of new infection. However, women, 
young people, and people of color are at an increased 
risk of infection (National Information Prevention Net-
work [NIPN], 2010). According to Lyles and colleagues 
(2007), the populations of African Americans, Latinos, 
and other young people of color as well as people liv-
ing in rural areas have recently been hit hardest with 
the HIV/AIDS epidemic. Women accounted for 14% of 
people living with AIDS in 1992, and by 2004 they ac-
counted for 23% of people living with AIDS and 30% 
of new HIV infections. In addition, half of all new HIV 
infections in 2008 occurred among people under the age 
of 25 (CDC, 2009). 

	 People of color are also heavily impacted by HIV/
AIDS. African Americans make up about 13% of the 
U.S. population but account for approximately one half 
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of the country’s new HIV/AIDS diagnoses (NIPN, 2010). 
Similarly, Latinos make up approximately 14% of the na-
tion’s population yet account for 19% of people living 
with AIDS. African American youth are disproportion-
ately impacted by HIV as about half of all infections are 
among young African Americans (CDC, 2009; NIPN, 
2010). 

	 Although the overall rates of new HIV infections per 
year have remained stable, the population shifts in risk of 
infection may pose different challenges for addressing the 
epidemic. Given the difficulty and expense of HIV treat-
ment and the lack of an effective HIV vaccine (Lemckert, 
Goudsmit, & Barouch, 2004; Letvin, 2005), currently the 
best prevention mechanisms are behavioral prevention in-
terventions (Fishbein, 2000; Rural Center for AIDS/STD 
Prevention, 2007). In the US, behavioral HIV prevention 
initiatives have been successful in terms of slowing down 
the rates of new HIV infection (CDC, 2010); however, 
rates of new HIV infections are still high, making preven-
tion a priority (Fishbein, 2000). In fact, the CDC aims to 
reduce the number of new infections by 20,000 per year 
and focus on eliminating racial and ethnic disparities in 
new infection rates (CDC, 2009). To achieve this goal, the 
CDC emphasizes that the use of evidence-based HIV in-
terventions as behavioral interventions can be effective in 
increasing condom use and decreasing unprotected sex, 
thus reducing rates of HIV (Noar, 2008). 

	 The CDC recommends that state health departments 
and community-based organizations (CBOs) implement 
evidenced-based behavioral interventions to reduce trans-
mission of HIV (CDC, 2009, 2010). However, it may be 
difficult for public health professionals in health depart-
ments and CBOs to identify evidenced-based interven-
tions or interpret the quality of an intervention. Further-
more, it could be unrealistic to expect CBOs and health 
departments to interpret scientific literature to determine 
the most effective interventions for certain U.S. sub-pop-
ulations. Therefore, it may be helpful for researchers to 
identify and summarize effective interventions or aspects 
of interventions in order to make concise recommenda-
tions for health departments and CBOs to utilize in the 
development of new interventions. In order to develop 
recommendations, researchers have conducted system-
atic reviews of literature (Lyles et al., 2007) and meta-
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analyses (Albarracín et al., 2005) to determine effective 
interventions. Most summary articles do not specifically 
examine the effectiveness of theory-based interventions, 
and there are no recent systematic reviews of research 
across various populations aimed at identifying theory-
based HIV prevention interventions. In order to address 
this gap in the literature, this study reviewed articles pub-
lished between January 2000 and August 2010 that eval-
uated interventions aimed at preventing HIV transmis-
sion. Interventions reviewed in the current article were 
required to employ theory as a main component in their 
design and target HIV-negative individuals who could be 
at risk for contracting HIV. 

The Use of Theory in Behavior Change

	 The most effective interventions focus on behav-
ior modification, and modifying behavior is at the crux 
of health theory (Fishbein et al., 1992). Kelly and col-
leagues (1993) stated that the field of behavioral sci-
ence should utilize theory-based interventions to reduce 
“risky” behaviors and increase “healthy behaviors.” Re-
searchers and programmers have utilized an abundance 
of theories to develop interventions aimed at changing 
behaviors. When designing theory-based interventions, 
the constructs of the theory being applied will dictate the 
content included in the intervention and how the inter-
vention will impact behavior (Albarracín, Fishbein, & 
Middlestadt, 1998). Some theories contain overlapping 
constructs, whereas others possess entirely unique con-
structs. As a result, different theories may suggest differ-
ent intervention strategies in order to change behavior. 
These different intervention strategies will influence and 
determine how the intervention will be implemented. 
Since theories have unique components, occasionally it 
is useful to design interventions using constructs from 
multiple theories in order to address different aspects of 
behavior change.

	 Several theoretical models have been used to design 
HIV prevention interventions, and many researchers 
have recommended using theory to design interventions 
to reduce HIV. For example, Carey and colleagues (2000) 
recommended using a version of the Information-Motiva-
tion-Behavioral Skills (IMB) model to reduce HIV trans-
mission, and Norman (2003) found that interventions 
grounded in theory were important in terms of changing 
condom use behaviors. Li and colleagues (2004) stated 
that Social Cognitive Theory (SCT), including Protection 
Motivation Theory (PMT), may form a logical founda-
tion for the prevention of sexual risk-taking behaviors, 
such as sex without a condom or knowledge of HIV sta-
tus. Some of the most frequently seen theories used to 
construct HIV prevention interventions include SCT, the 
Theory of Reasoned Action/Planned Behavior (TRA/
TRB), the Theory of Gender and Power (TGP), and the 
IMB model. 

	 SCT developed as an outgrowth of learning theory and 
is based on the idea that people learn by watching other 
people take action and receive rewards (Santrock, 2008). 
SCT emerged to address the increasing role of cognitive 
concepts and to focus on self-efficacy when conceptu-
alizing behavior change (Bandura, 2001). Because SCT 
postulates that self-efficacy is a central determinant of 
behavior change, it assumes that engagement in a be-
havior is contingent upon people perceiving that they 
are capable of engaging in that behavior. Currently, SCT 
is one of the most utilized theories in health behavior, 
and due to its influence, self-efficacy has been added as 
a construct to several other theories. SCT has been used 
to develop HIV interventions where increasing self-effi-
cacy to use condoms and communicate intention to use 
condoms will promote behavior change and thus reduce 
transmission of HIV (Kinsler, Sneed, Morisky, & Ang, 
2004).

	 The IMB model is similar to SCT in that both theories 
assume that people are likely to perform a behavior when 
they have the adequate knowledge and behavioral skills 
and, thus, the confidence to do the behavior. The IMB 
model posits that health-related information, motivation, 
and behavioral skills are fundamental determinants that 
influence whether or not a person will perform a behav-
ior. IMB postulates that if a person is well-informed, mo-
tivated to act, and possesses the skills and confidence to 
take action, he/she is more likely to initiate engaging in 
and maintaining health-promoting behaviors that in turn 
produce positive health outcomes. (J. D. Fisher, Fisher, 
Bryan, & Misovich, 2002; J. Fisher, Amico, Fisher, & 
Harman, 2008). According to the IMB, health interven-
tions should focus on (a) dispersing relevant health in-
formation that addresses a specific health behavior in the 
target population, (b) increasing personal motivation and 
social support, and (c) skill-training aimed at increasing 
self-efficacy for performing a health behavior. In fact, 
the IMB model postulates that HIV interventions will 
not be successful unless they can increase participants’ 
behavioral skills regarding prevention actions such as 
putting on a condom. As such, a popular strategy for 
IMB model-based interventions calls for participants to 
practice putting on a condom or negotiating condom use. 
The IMB model has been used in various interventions, 
such as improving inner-city high school students’ skills 
at putting on a condom in order to increase their condom 
use behaviors (J. D. Fisher et al., 2002).

	 The TRA and TPB focus less on developing specific 
behavior skills and focus more on how to change indi-
vidual intention to perform a behavior. The TRA was de-
veloped within social psychology and as such identifies 
intention as the immediate determinant of behavior. It is 
best to use TRA when the behavior is well defined and 
under the control of the individual performing it. TPB is 
an extension of TRA and was developed to address situa-
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tions in which the behavior is not under the direct control 
of the individual performing it. TPB adds the construct 
of perceived behavioral control to take into account the 
perception of the behavior as being easy and under the 
control of the individual. Both TRA and TPB state that 
performing a behavior is contingent on positive attitudes 
about the behavior and on social norms favoring the be-
havior as these are the direct determinants of the indi-
viduals’ intention to perform the behavior (Ajzen, 1991; 
Fishbein & Ajzen, 2010). As a way to assess whether or 
not students will actually perform the behavior in order to 
decrease HIV transmission, TPB has been used in the de-
sign of interventions to address intention to use condoms 
and delay sexual initiation among high school students 
(Caron, Godin, Otis, & Lambert, 2004). 

	 Unlike common health theories utilized in theory-based 
HIV prevention interventions, the TGP was developed to 
address the wider social and environmental issues spe-
cifically related to women, such as gender-based power 
imbalances. The TGP argues that women’s engagement 
in self-protective behaviors is often influenced by several 
factors: abusive partnerships, the socialization of women 
to be sexually passive and ignorant, and overarching eco-
nomic factors. The TGP incorporates the structure of gen-
der relations, societal definitions of masculinity and femi-
ninity, and economic power in the design of interventions 
for both women and men. It is often used in combination 
with other health theories in order to promote behavior 
change. In fact, the TGP was used with SCT to design 
an intervention to reduce HIV/STI transmission and un-
intended pregnancy among African American adolescent 
girls by enhancing HIV preventive behaviors, such as 
condom use and refusal of unprotected sex (DiClemente 
et al., 2004).

Current Study

	 In terms of changing behavioral determinants and 
eventually changing health behaviors, theory-based in-
terventions have been the most effective. This study ex-
amined and summarized various aspects of theory-based 
interventions so that public health professionals can make 
the best decisions regarding the design of their interven-
tions. The goals of the current study included:

	 1. Identifying the most frequently used theories within 	
	 the past decade in HIV prevention interventions for at 	
	 risk groups, excluding HIV-positive individuals 

	 2. Identifying common settings and priority popula-	
	 tions that have been targeted for implementing HIV 	
	 prevention interventions

	 3. Examining components and activities commonly 	
	 used in theory-based HIV prevention interventions

	 4. Examining the effectiveness of theory-based HIV                                                                                                                                              
    prevention interventions in terms of behavior and deter-	
	 minant change

Methods

Review and Inclusion Criteria	

	 The authors conducted a secondary data analysis of lit-
erature related to HIV prevention interventions that had 
been published between January 2000 and August 2010. 
To be included in this review, the study had to evaluate an 
HIV intervention that was specifically theory driven. The 
standards used to determine if a study was theory driven 
included (a) theory must be a major design component 
of the intervention, (b) the theory must promote behav-
ior change, and (c) intervention strategies (or aspects of 
the intervention) must be derived from specific constructs 
of the theory. The authors focused on theory-driven in-
terventions because research has shown that interven-
tions grounded in theory tend to be the most effective in 
promoting behavior change (Fishbein et al., 1992; Kelly 
et al., 1993). Additionally, this summary can act as an 
important tool for CBOs, health departments, and other 
health organizations to effectively evaluate interventions 
for implementation at their sites. Lastly, interventions in-
cluded in this review were required to focus on prevent-
ing contraction of HIV for people at risk of contraction 
and were HIV negative at the time of the intervention. 
For an article to have been included in this review, it was 
required to have met all of the above criteria.

Search Strategy: 

	 The authors developed a cumulative database of the-
ory-based HIV prevention intervention literature via a 
comprehensive, systematic search strategy. The authors 
conducted an automated search using the following 
electronic databases: (a) Web of Science, (b) Academic 
Search (EBSCO), and (c) PsycINFO. The search was 
limited to articles published between January 2000 and 
August 2010. Manual searches using the database from 
the authors’ institution identified articles that had not yet 
been indexed in the search engines. A final search was 
conducted using Google Scholar to ensure a comprehen-
sive search was administered. 

	 The following terms were used during the automated lit-
erature retrieval searches: HIV prevention, HIV interven-
tion, AIDS prevention, AIDS intervention, HIV program, 
AIDS programs, and theory. To ensure that interventions 
using the most common health theories were included in 
the review, the authors searched the behavioral health lit-
erature specifically for the most commonly cited theories: 
SCT, TPB, TRA, Health Belief Model (HMB), Transtheo-



retical Model (TTM), and IMB.

Data Analysis

	 The authors independently reviewed and coded articles, 
retrieving the following information: the characteristics 
of the participants, including age (mean and standard de-
viation), gender, and race. Also reported were the charac-
teristics of the intervention, including target population, 
behaviors or behavioral determinants the intervention 
focused on, setting, unit of delivery for the intervention, 
duration of intervention, and a description of the activi-
ties/strategies used in the intervention. The authors cat-
egorized the setting of the intervention into the following 
categories: clinical, school-based, CBO, community, and 
the Internet. The unit of delivery for the intervention was 
categorized into group, individual, and mixed (group and 
individual) interventions. Last, based on what was pro-
vided to participants during the intervention, components 
of the intervention were put into the following categories: 
providing information, condom use and communication-
skills training, role-playing, counseling, story-telling, 
distribution of materials, and discussion. The theory in-
corporated into the intervention was also reported as well 
as the overall effectiveness of the intervention in chang-
ing the behaviors and behavioral determinants it targeted.

Results

	 After completing a comprehensive search, the authors 
reached consensus on using 25 articles. Table 1 displays a 
description of the target populations toward which the in-
terventions were tailored. Most of the interventions were 
for minority groups or youth minority groups (n=13) and 
women (n=9). Interventions adapted for minority groups 
focused mainly on African Americans (n=10) and La-
tinos (n=4), and those tailored to youth populations fo-
cused mainly on middle and high school students (n=6). 
A few studies examined interventions implemented in 
other countries (n=5): Vietnam, Belize, Canada, South 
Africa, and the Bahamas. Although HIV awareness has 
been a growing public health issue in rural parts of the 
US, only two studies evaluated interventions adapted for 
rural communities. 

	 Table 2 highlights a number of the important interven-
tion characteristics assessed for this review, including the 
theory utilized, the setting of the intervention, and the 
specific components used in the intervention. Most of 
the interventions applied constructs from more than one 
theory in their design. Eight of the interventions utilized 
two theories. Seven used three theories. The SCT was by 
far the most frequently utilized theory either alone or in 
combination with another theory (n=16). The TRA (n=6), 
TPB (n=5), and IMB (n=4) were also commonly seen in 
intervention design. The SLT (n=3), TGP (n=3), PMT 
(n=2), and HBM (n=2) were used less frequently. Mo-
tivational intervention, cognitive behavioral motivation, 

TTM, and diffusion of innovation (DOI) were each only 
used once in studies collected during the time frame. 

	 Most of the intervention settings involved community 
locations in some manner. Community-based organiza-
tions (n=2), such as the Boys and Girls Club, community 
health clinics (n=2), and interventions implemented com-
munity wide (n=6) were the most common community-
related sites for interventions. Schools were another fre-
quently utilized setting for interventions. High schools 
(n=6) were the most frequently used school-based setting. 
School-based interventions also took place at the univer-
sity level (n=2) and at primary schools (n=1). Hospitals 
(n=4) and the Internet (n=3) were also employed as ven-
ues for HIV interventions, though less frequently.

	 Table 2 describes the specific activities that composed 
the various components of the interventions used in each 
study. Overall, every intervention focused on educating 
participants through a variety of facets. Almost all of the 
studies (n=23) provided participants with information on 
various topics related to HIV/AIDS, including general 
HIV/AIDS information, benefits and barriers to condom 
use for HIV prevention, statistics on HIV and STIs, modes 
of HIV transmission, and preventative strategies. The in-
terventions also employed educational activities that pro-
vided culturally appropriate information to the targeted 
population (n=5). Other intervention strategies included 
storytelling from participants as well as individuals who 
were HIV positive (n=6) and showing videos (n=2).  

	 Behavioral-skills training was another significant ele-
ment of interventions. Condom use training was the most 
frequent behavioral-skills activity (n=14). Condom-skills 
training generally consisted of demonstrations and the op-
portunity for participants to practice putting on condoms. 
The behavioral-skills-training aspect of interventions 
also focused on developing participants’ communication 
skills (n=9). Communication-skills training generally 
consisted of instruction in condom negotiation, initiating 
discussions about using a condom, refusing sex without 
a condom, parent–child communication about HIV/STI 
prevention, and conflict negotiation. Some interventions 
utilized role-playing (n=9) as a method to improve com-
munication skills and to allow participants an opportunity 
to practice talking to partners about getting tested for HIV. 
In some interventions, participants were also videotaped 
after being trained in order to get feedback from profes-
sionals on how to improve their condom use and commu-
nication skills.

	 Counseling was another main component of some in-
terventions (n=4). Participant counseling was often pro-
vided by trained professionals in individual, partnered or 
group sessions, or a combination depending on the dura-
tion of the counseling. Condom distributions (n=3) and 
participation in group activities (n=6) were other strate-

Page 28                                      THE HEALTH EDUCATION MONOGRAPH SERIES, Volume 28, Number 2, 2011                                    



THE HEALTH EDUCATION MONOGRAPH SERIES, Volume 28, Number 2, 2011                                                Page 29

A
ut

ho
r, 

Ye
ar

Ta
rg

et
 P

op
ul

at
io

n
In

te
rv

en
tio

n 
N

am
e

Sa
m

pl
e 

Si
ze

G
en
de
r, 
%
 

M
/F

M
ea

n 
A

ge
 

(R
an
ge
)

R
ac
e 
%

W
hi
te

A
fr

ic
an

 
A

m
er

ic
an

H
is

pa
ni

c
O

th
er

La
ub

y 
et

 a
l.,

  2
00

0
Lo

w
-in

co
m

e A
A

 w
om

en
 o

f 
ch

ild
be

ar
in

g 
ag

e
W
ID
P

37
22

0/
10

0
25
 (1
5-
34
)

N
R

73
N

R
27

C
ol

lin
s e

t a
l.,

 2
00

1
W
om

en
 w
ith
 m
en
ta
l i
lln
es
s

O
ur

se
lv

es
, O

ur
 B

od
-

ie
s, 

O
ur

 R
ea

lit
ie

s
35

0/
10

0
43

.8
 

51
31

11
6

Fi
sh
be
in
 e
t a
l.,
 2
00
1

H
IV

 n
eg

at
iv

e 
ad

ul
ts

 a
tte

nd
-

in
g 

ST
D

 c
lin

ic
s

Pr
oj
ec
t R

es
pe
ct

43
00

57
/4
3

N
R

N
R

N
R

N
R

N
R

St
. L

aw
re

nc
e 

et
 a

l.,
 

20
01

Lo
w

 in
co

m
e A

A
 a

t h
ig

h 
ris

k 
fo

r S
TD

/H
IV

W
IN

44
5

0/
10

0
32

.2
 

0
10

0
0

0

Fi
sh
er
 e
t a
l.,
 2
00
2

In
ne

r c
ity

 m
in

or
ity

 h
ig

h 
sc

ho
ol

 st
ud

en
ts

N
R

15
77

37
/6
3

14
.8
 (1
3-
19
)

11
61

28
0

To
ro

-A
lfo

ns
o 

et
 a

l.,
 

20
02

La
t G

ay
 M

SM
 in

 

Pu
er

to
 R

ic
o

N
/A

58
7

10
0/

0
N

R
N

/A
N

/A
N

/A
N

/A

K
on
ia
k-
G
rif
fin
 e
t a
l.,
 

20
03

Po
or

 L
at

 a
do

le
sc

en
t m

ot
h-

er
s

C
H

A
R

M
49
7

0/
10

0
16
.6
7 

1.
8

18
.2

77
.7

2.
3

C
ar

on
 e

t a
l.,

 2
00

4
C

an
ad

ia
n 

hi
gh

 sc
ho

ol
 

st
ud

en
ts

Pr
ot

ec
tio

n 
Ex

pr
es

s 
Pr
oj
ec
t

10
04

44
/5

6
15

N
/A

N
/A

N
/A

N
/A

D
iC

le
m

en
te

 e
t a

l.,
 

20
04

A
A

 a
do

le
sc

en
t g

irl
s

N
R

52
2

0/
10

0
16
 (1
4-
18
)

0
10

0
0

0

K
in
sl
er
 e
t a
l.,
 2
00
4

B
el

iz
ea

n 
ad

ol
es

ce
nt

s
Pr
oj
ec
t L

ig
ht

15
0

37
/6
3

15
.3
 (1
3-
17
)

N
/A

N
/A

N
/A

N
/A

Si
m

ba
yi

 e
t a

l.,
 2

00
4

So
ut

h 
A

fr
ic

an
 a

du
lts

 a
tte

nd
-

in
g 

ST
I c

lin
ic

N
R

22
8

66
/3

4
27
.5

N
/A

N
/A

N
/A

N
/A

El
-B

as
se

l e
t a

l.,
 2

00
5

Lo
w

-in
co

m
e A

A
 a

nd
 h

is
 

fe
m

al
e 

an
d 

m
al

e 
pa

rtn
er

s 
Pr
oj
ec
t C

on
ne
ct

21
7

0/
10

0
N
R
 (1
8-
55
)

N
R

N
R

N
R

N
R

Ta
bl

e 
1:

 S
tu

dy
 P

op
ul

at
io

n 
C

ha
ra

ct
er

is
tic

s o
f H

IV
 P

re
ve

nt
io

n 
In

te
rv

en
tio

ns
 (n

=2
5)

: 2
00

0-
20

10



Page 30				      THE HEALTH EDUCATION MONOGRAPH SERIES, Volume 28, Number 2, 2011                                                 

Je
m

m
ot

t e
t a

l.,
 2

00
5

Se
xu

al
ly

 e
xp

er
ie

nc
ed

 A
A

 
an

d 
La

t a
do

le
sc

en
t g

irl
s

N
/A

68
2

0/
10

0
15
.5
 (1
2-
19
)

0
68

32
0

K
al
je
e 
et
 a
l.,
 2
00
5

V
ie

tn
am

es
e 

ad
ol

es
ce

nt
s

V
ie
tn
am

es
e 
Fo
cu
s o

n 
K
id
s

48
0

50
/5

0
17
.1
 (1
5-
20
)

N
/A

N
/A

N
/A

N
/A

K
ie
ne
 e
t a
l.,
 2
00
6

C
ol

le
ge

 st
ud

en
ts

N
/A

15
7

29
/7
1

18
.8

81
4.

5
6.

4
8.

1

Je
m
m
ot
t e
t a
l.,
 2
00
7

A
A

 w
om

en
 in

 p
rim

ar
y 

ca
re

 
se

tti
ng

Si
st

er
 to

 S
is

te
r: 

Th
e 

B
la
ck
 W
om

en
’s
 

H
ea
lth
 P
ro
je
ct

56
4

0/
10

0
27
.2
 (1
8-
45
)

0
10

0
0

0

D
ilo

rio
 e

t a
l.,

 2
00

7
A

do
le

sc
en

t b
oy

s a
nd

 th
ei

r 
fa

th
er

s
Th

e 
R

ea
l M

en
27
7

10
0/

0
B
: 1
2.
8 
(1
1-
14
)

F:
 4
0.
1 
(1
8-
80
)

N
R

97
N

R
3

B
ow

en
 e

t a
l.,

 2
00

8
R

ur
al

 M
SM

W
R
A
PP

47
2

N
R

N
R
 (1
8-
80
)

77
.2

N
R

8.
8

N
R

K
on
ia
k-
G
rif
fin
 e
t a
l.,
 

20
08

La
t a

do
le

sc
en

t m
om

s a
nd

 
th

ei
r m

al
e 

pa
rtn

er
s

B
e 

Pr
ou

d!
 B

e 
R

e-
sp

on
si

bl
e!

98
50

/5
0

18
.4
 (1
4-
23
) 

2.
6

N
R

93
.4

4

Zi
m

m
er

m
an

 e
t a

l.,
 

20
08

Sc
ho

ol
-a

ge
 a

do
le

sc
en

ts
R

ed
uc

in
g 

th
e 

R
is

k
19
44

46
.9
/5
3.
1

14
.5
 (1
2-
19
)

51
.1

35
.5

5.
8

7.
6

Y
ze

r e
t a

l.,
 2

00
8

A
t-r

is
k 

H
IV

 c
om

m
un

iti
es

A
C

D
P

15
,2

05
46

/5
4

33
 

22
54

19
5

B
ul
l e
t a
l.,
 2
00
9

Yo
ut

h 
K
ee
p 
It 
R
ea
l

15
65

50
/5

0
22
 (1
8-
24
)

65
N

R
N

R
N

R

G
on
g 
et
 a
l.,
 2
00
9

B
ah

am
ia

n 
si

xt
h 

gr
ad

er
s

Fo
cu
s o

n 
Yo
ut
h 
in
 

C
ar

ib
be

an
13

60
47
/5
3

10
.4
 (1
0-
14
)

N
/A

N
/A

N
/A

N
/A

Je
m

m
ot

t e
t a

l.,
 2

01
0

A
A

 a
do

le
sc

en
ts

B
e 

Pr
ou

d!
 B

e 
R

e-
sp

on
si

bl
e!

17
07

43
.8

/5
6.

2
14
.8
 (1
3-
18
)

N
R

89
.9

N
R

N
R

Sa
le

s e
t a

l.,
 2

01
0

A
A

 a
do

le
sc

en
t f

em
al

es
 w

ith
 

de
pr

es
si

on
 

N
R

24
5

0/
10

0
16

0
10

0
0

0

N
ot
e:
 A
A
= 
A
fr
ic
an
 A
m
er
ic
an
; L

at
= 
La
tin
a/
o;
 H
is
= 
H
is
pa
ni
c;
 N
R
= 
N
o 
re
sp
on
se
; N

/A
= 
N
ot
 a
pp
lic
ab
le

Ta
bl

e 
1,

 c
on

t.



THE HEALTH EDUCATION MONOGRAPH SERIES, Volume 28, Number 2, 2011                                                Page 31	                  

A
ut

ho
r, 

Ye
ar

Ty
pe

 o
f S

et
tin

g
U

ni
t o

f 
D

el
iv

er
y

N
um

be
r o

f 
se

ss
io

ns
 

(T
ot
al
 m
in
s)

Th
eo

ry
 U

se
d

Ty
pe

s o
f A

ct
iv

iti
es

 / 
St

ra
te

gi
es

In
te

rv
en

tio
n 

Ef
fe

ct

La
ub

y 
et

 a
l.,

  2
00

0
C

om
m

un
ity

 
In

di
vi

du
al

/
G

ro
up

1
TT

M
, S

LT
, 

D
O

I
Pr

ov
id

in
g 

in
fo

rm
at

io
n,

 ro
le

- p
la

y-
in

g,
 c

on
do

m
 d

is
tri

bu
tio

n
↑A

tte
m
pt
s  t
o 
ge
t p
ar
tn
er
 to
 u
se
 c
on
do
m
; 

↓ 
ne
ve
r t
al
ki
ng
 a
bo
ut
 c
on
do
m
 w
ith
 

pa
rtn

er
C

ol
lin

s e
t a

l.,
 2

00
1

C
lin

ic
al

G
ro

up
10

 
SC

T
Pr

ov
id

in
g 

in
fo

rm
at

io
n,

 ro
le

- p
la

y-
in

g,
 c

ou
ns

el
in

g,
 c

on
do

m
-u

se
 

tra
in

in
g

↑P
os
iti
ve
 a
tti
tu
de
 to
w
ar
ds
 fe
m
al
e 
co
nd
om

 
an
d 
us
in
g 
it;
 ↑
po
si
tiv
e 
at
tit
ud
e 
to
w
ar
ds
 

m
al

e 
co

nd
om

Fi
sh
be
in
 e
t a
l.,
 2
00
1

C
lin

ic
al

In
di

vi
du

al
/

G
ro

up
8 

TR
A

, S
C

T
Pr

ov
id

in
g 

in
fo

rm
at

io
n,

 c
ou

ns
el

-
in

g
↑ 
In
te
nt
io
n 
an
d 
co
nd
om

 u
se
, a
tti
tu
de
, a
nd
 

se
lf-
ef
fic
ac
y 
of
 c
on
do
m
 u
se

St
. L

aw
re

nc
e 

et
 a

l.,
 

20
01

C
om

m
un

ity
 

G
ro

up
6 
(5
40
-7
20
)

TG
P,

 S
LT

, 
C

B
M

Pr
ov

id
in

g 
in

fo
rm

at
io

n,
 c

on
do

m
- 

us
e 

tra
in

in
g

↑k
no
w
le
dg
e,
 p
er
ce
iv
ed
 ri
sk
, i
nt
en
tio
n 
to
 

us
e 

co
nd

om
, a

nd
 a

bi
lit

y 
to

 u
se

 c
on

do
m

Fi
sh
er
 e
t a
l.,
 2
00
2

Sc
ho

ol
G

ro
up

5
IM

B
Pr

ov
id

in
g 

in
fo

rm
at

io
n,

 v
id

eo
s, 

co
nd

om
-u

se
 tr

ai
ni

ng
, c

om
m

un
i-

ca
tio

n-
sk

ill
s t

ra
in

in
g

↑ 
K
no
w
le
dg
e 
an
d 
at
tit
ud
e 
of
 p
re
ve
nt
io
n;
 

↑ 
co
nd
om

 u
se

To
ro

-A
lfo

ns
o 

et
 a

l.,
 

20
02

C
om

m
un

ity
G

ro
up

4 
(1
5)

H
B

M
Pr

ov
id

in
g 

in
fo

rm
at

io
n,

 st
or

yt
el

l-
in

g,
 c

ul
tu

ra
l e

du
ca

tio
n

↑C
on
do
m
 u
se
; ↓
 o
ra
l s
w
al
lo
w
in
g 
of
 se

-
m

en

K
on
ia
k-
G
rif
fin
 e
t 

al
., 

20
03

Sc
ho

ol
, C

B
O

G
ro

up
4 
(5
60
)

SC
T,

 T
R

A
, 

TP
B

Pr
ov

id
in

g 
in

fo
rm

at
io

n,
 st

or
yt

el
l-

in
g,

 c
ul

tu
ra

l e
du

ca
tio

n
↑ 
A
ID
S 
kn
ow

le
dg
e,
 a
tti
tu
de
 to
w
ar
ds
 p
ro

-
te
ct
io
n 
an
d 
in
te
nt
io
n 
to
 u
se
 c
on
do
m
;

↓ 
se
x 
pa
rtn
er
s

C
ar

on
 e

t a
l.,

 2
00

4
Sc

ho
ol

G
ro

up
N

R
TP

B
, S

C
T

Pr
ov

id
in

g 
in

fo
rm

at
io

n,
 c

on
do

m
 

us
e 

tra
in

in
g

↑ 
C
on
do
m
 u
se

D
iC

le
m

en
te

 e
t a

l.,
 

20
04

C
B

O
G

ro
up

4  
(9
60
)

SC
T

C
on

do
m

-u
se

 tr
ai

ni
ng

, c
om

m
un

i-
ca

tio
n-

sk
ill

s t
ra

in
in

g,
 p

ro
vi

di
ng

 
in

fo
rm

at
io

n,
 c

ul
tu

ra
l e

du
ca

tio
n

↑ 
C
on
do
m
 sk

ill
s, 
co
nd
om

 u
se
; ↓
ne
w
 se
x 

pa
rtn

er
s

K
in
sl
er
 e
t a
l.,
 2
00
4

Sc
ho

ol
G

ro
up

7 
(8
40
)

TR
A

, S
C

T
C

on
do

m
-u

se
 tr

ai
ni

ng
, s

to
ry

te
ll-

in
g,

 ro
le

-p
la

yi
ng

, g
ro

up
 a

ct
iv

iti
es

↑A
tti
tu
de
, c
om

m
un
ic
at
io
n,
 in
te
nt
io
n 
to
 

us
e 

co
nd

om
 a

nd
 c

on
do

m
 u

se

Si
m

ba
yi

 e
t a

l.,
 2

00
4

C
lin

ic
al

In
di

vi
du

al
1 
(6
0)

IM
B

C
ou

ns
el

in
g,

 c
on

do
m

-u
se

 tr
ai

ni
ng

, 
pr

ov
id

in
g 

in
fo

rm
at

io
n

↑ 
R
is
k 
re
du
ct
io
n 
pr
ac
tic
es
, H

IV
 te
st
in
g;
 

↓ 
un
pr
ot
ec
te
d 
se
x

Ta
bl
e 
2:
 In
te
rv
en
tio
n 
C
ha
ra
ct
er
is
tic
s o

f H
IV
 P
re
ve
nt
io
n 
In
te
rv
en
tio
ns
 (n
=2
5)
: 2
00
0-
20
10



Ta
bl

e 
2,

 c
on

t.

El
-B

as
se

l e
t a

l.,
 

20
05

H
os

pi
ta

l
In

di
vi

du
al

/
G

ro
up

6 
(7
20
)

TR
A

, H
B

M
, 

SC
T

Pr
ov

id
in

g 
in

fo
rm

at
io

n,
 c

om
m

un
i-

ca
tio

n-
sk

ill
s t

ra
in

in
g

↓ 
U
np
ro
te
ct
ed
 se
x

Je
m

m
ot

t e
t a

l.,
 2

00
5

H
os

pi
ta

ls
G

ro
up

3 
(7
50
)

TP
B

, S
C

T
V

id
eo

, g
ro

up
 a

ct
iv

iti
es

, p
ro

vi
di

ng
 

in
fo

rm
at

io
n,

 c
on

do
m

 u
se

-tr
ai

n-
in

g,
 c

ul
tu

ra
l e

du
ca

tio
n

↓ 
U
np
ro
te
ct
ed
 se
x,
 le
ss
 li
ke
ly
 to
 te
st
 p
os
i-

tiv
e 
fo
r S

TI
s;
 ↓
 se
x 
pa
rtn
er
s

K
al
je
e 
et
 a
l.,
 

20
05

Sc
ho

ol
G

ro
up

10
 (1
20
0)

PM
T

Pr
ov

id
in

g 
in

fo
rm

at
io

n,
 c

on
do

m
 

us
e-

tra
in

in
g,

 ro
le

-p
la

yi
ng

↑K
no
w
le
dg
e,
 se
lf-
ef
fic
ac
y,
 in
te
nt
io
n 
to
 

us
e 

co
nd

om

K
ie
ne
 e
t a
l.,
 

20
06

U
ni

ve
rs

ity
In

di
vi

du
al

2
IM

B
, M

I
Pr

ov
id

in
g 

in
fo

rm
at

io
n,

 c
on

do
m

- 
us

e 
tra

in
in

g
↑R

is
k 
re
du
ct
io
n 
be
ha
vi
or
s;
 ↑
ke
ep
in
g 

co
nd
om

 a
va
ila
bl
e;
 ↑
co
nd
om

 k
no
w
le
dg
e 

an
d 

us
e

Je
m
m
ot
t e
t a
l.,
 2
00
7

C
lin

ic
al

In
di

vi
du

al
/

gr
ou

p
2 
(2
20
)

SC
T

C
on

do
m

-u
se

 tr
ai

ni
ng

, p
ro

vi
di

ng
 

in
fo

rm
at

io
n,

 g
ro

up
 a

ct
iv

iti
es

↓ 
ST

D
s;
 ↓
 u
np
ro
te
ct
ed
 se
x;
 ↑
 p
ro
te
ct
ed
 

se
x

D
ilo
rio
 e
t a
l.,
 2
00
7

B
oy

s/
G

irl
s C

lu
b

In
di

vi
du

al
/

gr
ou

p
7 
(8
40
)

SC
T

Pr
ov

id
in

g 
in

fo
rm

at
io

n,
 c

om
m

u-
ni

ca
tio

n-
sk

ill
s t

ra
in

in
g,

 ro
le

-
pl

ay
in

g

↑S
ex
ua
l a
bs
tin
en
ce
, c
on
do
m
 u
se
, a
nd
 

in
te
nt
io
n 
to
 d
el
ay
 se
xu
al
 in
iti
at
io
n;
 ↑
 

fa
th

er
-s

on
 c

om
m

un
ic

at
io

n
B

ow
en

 e
t a

l.,
 2

00
8

In
te

rn
et

In
di

vi
du

al
1 
(4
0)

IM
B

Pr
ov

id
in

g 
in

fo
rm

at
io

n,
 g

ro
up

 
ac

tiv
iti

es
↑ 
K
no
w
le
dg
e,
 se
lf-
ef
fic
ac
y,
 o
ut
co
m
e 

ex
pe
ct
an
ci
es
, a
nd
 m
ot
iv
at
io
n 
ab
ou
t H

IV
;

 ↓
 a
na
l s
ex
; ↑
 c
on
do
m
 u
se

K
on
ia
k-
G
rif
fin
 e
t 

al
., 

20
08

C
om

m
un

ity
G

ro
up

6 
(5
40
)

TG
P,

 T
R

A
, 

SC
T

St
or

yt
el

lin
g,

 c
ou

ns
el

in
g,

 c
on

do
m

-
us

e 
tra

in
in

g,
 c

om
m

un
ic

at
io

n-
sk

ill
s t

ra
in

in
g,

 p
ro

vi
di

ng
 in

fo
r-

m
at

io
n

↓ 
U
np
ro
te
ct
ed
 se
x;
 ↑
 in
te
nt
io
n 
to
 u
se
 

co
nd
om

; ↑
A
ID
S 
kn
ow

le
dg
e

Zi
m

m
er

m
an

 e
t a

l.,
 

20
08

Sc
ho

ol
G

ro
up

16
 (9
60
)

SL
T

Pr
ov

id
in

g 
in

fo
rm

at
io

n,
 c

on
do

m
 

di
st

rib
ut

io
n,

 g
ro

up
 a

ct
iv

iti
es

, 
ro

le
-p

la
yi

ng

Sh
or

t-t
er

m
 im

pr
ov

em
en

t i
n 

H
IV

 k
no

w
l-

ed
ge

Y
ze

r e
t a

l.,
 

20
08

C
om

m
un

ity
G

ro
up

N
R

H
B

M
, S

C
T,

 
TR

A
C

on
do

m
 d

is
tri

bu
tio

n,
 ro

le
-p

la
y-

in
g,

 st
or

yt
el

lin
g 

↑ 
K
no
w
le
dg
e 
of
 H
IV
; ↑
in
te
nt
io
n 
to
 u
se
 

co
nd
om

s a
nd
 se
lf-
ef
fic
ac
y 

B
ul
l e
t a
l.,
 2
00
9

In
te

rn
et

In
di

vi
du

al
1

SC
T,

 T
PB

St
or

yt
el

lin
g,

 ro
le

-p
la

yi
ng

, p
ro

vi
d-

in
g 

in
fo

rm
at

io
n,

 c
om

m
un

ic
at

io
n-

sk
ill

s t
ra

in
in

g

↑ 
C
on
do
m
 u
se

G
on
g 
et
 a
l.,
 2
00
9

Sc
ho

ol
G

ro
up

10
 (7
50
)

SC
T,

 P
M

T
Pr

ov
id

in
g 

in
fo

rm
at

io
n,

 g
ro

up
 

ac
tiv

iti
es

, c
om

m
un

ic
at

io
n-

sk
ill

s 
tra

in
in

g,
 c

on
do

m
-u

se
 tr

ai
ni

ng

↑ 
Se
xu
al
 p
er
ce
pt
io
n,
 H
IV
 k
no
w
le
dg
e 
an
d 

co
nd

om
 u

se

Page 32                                                THE HEALTH EDUCATION MONOGRAPH SERIES, Volume 28, Number 2, 2011                                                



Ta
bl

e 
2,

 c
on

t.

Je
m

m
ot

t e
t a

l.,
 2

01
0

C
B

O
G

ro
up

6 
(3
00
)

SC
T,

 T
R

A
, 

TP
B

Pr
ov

id
in

g 
in

fo
rm

at
io

n,
 c

on
do

m
- 

us
e 

tra
in

in
g

↑ 
C
on
si
st
en
t c
on
do
m
 u
se

Sa
le

s e
t a

l.,
 2

01
0

C
B

O
G

ro
up

4 
(9
60
)

SC
T,

 T
G

P
C

ul
tu

ra
l e

du
ca

tio
n,

 c
om

m
un

i-
ca

tio
n-

sk
ill

s t
ra

in
in

g,
 p

ro
vi

di
ng

 
in

fo
rm

at
io

n

↑ 
C
on
do
m
 u
se
, k
no
w
le
dg
e,
 a
tti
tu
de
, s
ki
lls
 

an
d 
se
lf-
ef
fic
ac
y

N
ot
e:
 T
he
or
y 
A
bb
re
vi
at
io
ns
: T
he
or
y 
of
 P
la
nn
ed
 B
eh
av
io
r (
TP

B
), 
So
ci
al
 C
og
ni
tiv
e 
Th
eo
ry
 (S

C
T)
, T
he
or
y 
of
 R
ea
so
ne
d 
A
ct
io
n 
(T
R
A
), 
D
iff
us
io
n 
of
 In
no
va
tio
n 

Th
eo
ry
 (D

O
I)
, T
he
or
y 
of
 G
en
de
r a
nd
 P
ow

er
 (T

G
P)
, P
ro
te
ct
io
n 
M
ot
iv
at
io
n 
Th
eo
ry
 (P

M
T)
, S
oc
ia
l L

ea
rn
in
g 
Th
eo
ry
 (S

LT
), 
C
og
ni
tiv
e 
B
eh
av
io
r M

od
ifi
ca
tio
n 
(C
B
M
), 

M
ot
iv
at
io
na
l I
nt
er
vi
ew

in
g 
(M

I)
, I
nf
or
m
at
io
n 
M
ot
iv
at
io
n 
B
eh
av
io
ra
l S
ki
lls
 M

od
el
 (I
M
B
)

gies employed by interventions. Group activities mainly 
included group discussions and playing games to educate 
individuals about HIV prevention. 

	 A summary of intervention effectiveness across all 25 
interventions can be found in Table 2. Intervention effec-
tiveness was categorized into three overarching groups 
that encompassed results across all 25 studies: (1) par-
ticipant engagement in less risky behavior, (2) HIV test-
ing, and (3) partner communication. The engagement in 
less risky behavior category was further subdivided into 
interventions that were effective in terms of decreasing 
participants’ engagement in unprotected sex (n=5) and 
factors related to increasing condom use (n=19). To re-
duce HIV transmission, these interventions focused on 
changing the determinants of the participants’ behav-
ior. Several interventions were effective in increasing 
the following determinants: intention to use a condom 
(n=7), participant knowledge about HIV (n=8), positive 
attitudes toward condoms and condom use (n=6), and 
self-efficacy in using a condom (n=6). Some interven-
tions were also effective in positively changing other de-
terminants of condom use, such as condom knowledge 
(n=4), condom-use skills (n=4), and condom availability 
(n=1). Interventions that were categorized as improving 
aspects of HIV testing were effective in decreasing the 
number of participants who tested positive for HIV (n=2) 
and increasing the number of participants who were get-
ting tested for HIV in general (n=1). Interventions that 
were categorized as addressing communication were ef-
fective in increasing partner communication (n=2) that in 
turn delayed sexual initiation (n=1) and led to a decrease 
in the rate of new partners among participants (n=4). Ad-
ditionally, one intervention found an increase in terms of 
parent–child communication about HIV prevention.

Discussion

	 HIV continues to be a growing health issue worldwide. 
Although transmission rates have decreased since the on-
set of the epidemic, rates of new infection remain high 
and have become stagnant in recent years (CDC, 2009). 
Behavioral science can play a role in combating the 
epidemic via prevention intervention efforts. In order to 
prevent HIV transmission, public health interventionists 
must change behaviors that lead to HIV transmission and 
contraction. Fishbein (2000) argues that effective inter-
ventions should focus on changing one behavior because 
each behavior has unique and different determinants. In 
order to most effectively change health behaviors, the-
ory should be used in the design of behavioral change 
prevention interventions (Fishbein, 2000). Albarracín 
and colleagues (2006) also suggest that interventions 
that utilize theory to change behavioral determinants are 
much more effective than other types of interventions. It 
is important to evaluate interventions in order to ensure 
that public health professionals are utilizing the most ef-
fective interventions. This article presents an analysis of 
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25 theory-based HIV/AIDS prevention interventions that 
were published between January 2000 and August 2010 
in order to identify the characteristics of effective theory-
based interventions in reducing HIV transmission.

Use of Theories in HIV Interventions

	 Consistent with previous research (Albarracín et al., 
2005), SCT was the most frequently used theory as 16 
out of the 25 interventions examined in this review uti-
lized SCT either alone or in combination with other theo-
ries. The main constructs of SCT are self-efficacy and 
behavioral skills. In terms of HIV prevention, these two 
constructs have been mostly used in improving condom-
use behaviors. Public health professionals have designed 
interventions that have had components to increase self-
efficacy in communication about condom use or in using 
a condom as well as components to improve confidence 
and skills in using a condom correctly. For instance, 
Gong et al. (2009) and Jemmott and colleagues (2005) 
designed interventions to provide skills training regard-
ing condom use, thus leading to increased condom use 
and decreased incidents of unprotected sexual encounters 
in both studies. In addition, SCT has been used in inter-
ventions to educate both adolescents and their parents 
about ways to reduce HIV transmission. Diolorio and 
colleagues (2007) also provided training for parents on 
how to better communicate with their adolescent children 
by using activities such as role-playing. 

	 TPB and TRA are also heavily applied in the design 
of HIV prevention. Eleven out of the 25 studies assessed 
in this review had used TPB or TRA. Both theories as-
sume intention is the immediate determinant of perform-
ing a behavior. For instance, Fishbein et al. (2001) used 
TRA to design Project RESPECT, an intervention during 
which facilitators provided information and counseling 
to improve attitudes toward and intention to use con-
doms. This intervention effectively increased condom 
use by improving attitudes towards condom use and in-
tention to use condoms (Fishbein et al., 2001). TPB ex-
pands on TRA to take into account when the behavior 
is not under the individual’s volitional control. For ex-
ample, condom use may not be entirely under a woman’s 
control when she is engaging in sexual intercourse. Bull 
and colleagues (2009) used TPB to provide information 
on HIV transmission and condom use. They also focused 
on communication-skills training aimed at helping par-
ticipants refuse condomless sex. This intervention led to 
increased condom use among participating individuals 
by helping them effectively deal with situations in which 
condom use was not entirely up to them. 

	 Other theories that were used less frequently by in-
terventions assessed in this review included: TGP, the 
Motivational Behavioral Skills Model, SLT, PMT, HBM, 
Motivational Interviewing, Cognitive Behavior Modifi-

cation, TTM, and DOI. Although these theories were seen 
less frequently, they contain unique constructs that com-
pliment the more commonly used theories and were often 
used in combination with the TPB/TRA, IMB, and SCT. 
For instance, the construct of perceived susceptibility 
from HBM has been used for populations that have had a 
higher risk of contracting HIV. In addition, TGP has been 
used in combination with SCT to increase condom use in 
situations where gender norms are unequal (Sales, Lang, 
Hardin, DiClemente, & Wingood, 2010). It is important 
to mention that 15 of the 25 articles used a combination 
of theories to design interventions, indicating that an ef-
fective intervention may require constructs from multiple 
theories.

Recommendations

	 Based on the current findings, the authors make the fol-
lowing recommendations to public health professionals 
for the design of HIV prevention interventions:

	 1. Target population: Since African American 		
	 women are disproportionately impacted by HIV, it is 		
	 appropriate, as it was found in this review, for most of 	
	 the interventions to focus on this population. However,                                                                                                                                         
    rural HIV transmission continues to increase; therefore, 	
	 interventions should be designed to address stigma as	
	 sociated with HIV-related issues and increase condom 	
	 use within this target population. Additionally, more 	
	 theory-based interventions should be designed to ad-	
	 dress HIV among international populations, especially 	
	 among those in Africa as this review discovered only 	
	 one theory-based intervention study implemented in 	
	 Africa. 

	 2. Use of Theory in Intervention: Public health profes-	
	 sionals should design interventions that utilize con-		
	 structs from more than one health behavior theory in 	
	 order to develop the most effective interventions rather                                                                                                                                           
  	 than using single theories exclusively. SCT and 		
	 TPB contain important constructs that can be used in 	
	 intervention design to effectively change behaviors that                                                                                                                                             
 	 will reduce HIV transmission. Self-efficacy and behav-	
  	 ioral skills from the SCT can improve self-confidence 	
	 and the ability to use condoms while TPB can improve                                                                                                                                          
   attitudes toward condom use, social norms regarding con-	
	 doms, and the ability to overcome barriers to condom 	
	 use. 

	 3. Settings: Public health professionals should continue                                                                                                                                         
    to design interventions geared toward community-based 	
	 settings and increase school-based interventions. As 	
	 public health professionals continue to expand using 	
	 the Internet as a venue for interventions, theory-based 	
	 HIV prevention interventions can target stigmatized or 	
	 hard-to-reach populations. Community settings can 	
	 help reach larger numbers of people and change the so-	
	 cial norms of a society. School-based interventions are 	
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	 useful because they can reach individuals at an earlier 	
	 age, prior to exposure to HIV, which is the best time to 	
	 teach preventative behaviors. With the advancement of                                                                                                                                               
    technology and the Internet’s popularity among chil-		
	 dren and young adults, the Internet can be a very ef	-	
	 fective way to reach individuals at an early age. 

	 4. Intervention Components: Public health profes-		
	 sionals should design interventions that have a wide-	
	 variety of activities and components, so they can pro-	
    vide information via different mechanisms to accom-	
	 modate a variety of learning styles. Based on the needs 	
	 of the target population, public health professionals 	
     should use culturally appropriate education in the design                                                                                                                                           
   of interventions and a mixture of components such as 	
	 story-telling, condom use training, communication-		
	 skills training, role-playing, conflict negotiation, coun-	
	 seling, and condom distribution. Consistent messages 	
	 coming in different formats can help reinforce behavior                                                                                                                                         
   change. 

	 5. Target Behaviors: Public health professionals should                                                                                                                                           
   	design interventions that promote getting tested for 		
    HIV, improving communication with sexual partners, 	
	 and in creasing communication between parents and	
 	 children in addition to focusing on increasing condom 	
	 use. A majority of the interventions focused exclusive	
	 ly on increasing either condom use itself or its behav-	
	 ioral determinants. Even though condom use is an im-	
	 portant behavior in terms of HIV transmission, focus	
	 ing on a range of behaviors related to HIV prevention 	
	 techniques can help raise the likelihood of condom use                                                                                                                                              
    as well as other behaviors that would result in a decrease 	
	 in HIV transmission rates.

	 6. Cultural Competency and Sensitivity: Given the    	
	 sensitive nature of and stigma attached to HIV trans-	
	 mission, it is important to design interventions that 		
    are culturally sensitive to the target population they 	
  	 are attempting to reach. In order to make them culturally 	
	 competent, it is also important to provide training		
	 for individuals who implement interventions and 		
	 who directly interact with others.

Limitations

	 This study is limited to the extent that only intervention 
evaluation studies published since 2000 were assessed. 
Additionally, to be included in this study, theory was re-
quired to be in the intervention design; therefore, other ef-
fective interventions may have been excluded. Interven-
tions included in this summary focused on the prevention 
of HIV transmission to non-infected people; therefore, in-
terventions targeting HIV-positive individuals were also 
excluded. The authors relied on information reported in 
other peer-reviewed scientific publications. At times, the 
information may have been unclear or incomplete; conse-
quently, the authors used their best judgment in drawing 

conclusions. Additionally, the authors did not attempt to 
rank the interventions in terms of effectiveness because 
the target population, setting, behaviors, and intervention 
components varied widely. 

Conclusions

	 To reduce HIV transmission, theory-based interven-
tions have been successful in changing behaviors. This 
comprehensive, systematic review of theory-based in-
tervention literature can help public health professionals 
select the most effective interventions or components of 
interventions to implement among a target population in 
an effort to reduce HIV transmission. The above recom-
mendations can help public health professionals working 
in community settings or help governmental health agen-
cies develop effective interventions tailored to specific at-
risk populations.
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A Case Study
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Abstract

	 About one-half of new HIV infections in the U.S. are 
among young men who have sex with men (YMSM). Re-
search concerning HIV risk among YMSM, particularly 
in rural communities, is limited. This study utilized the 
theory of planned behavior to examine rural YMSM’s 
views of HIV/AIDS prevention. Five YMSM were re-
cruited from rural counties in southern Indiana and in-
terviewed. Several commonalities and key concepts 
emerged among them. HIV/AIDS was not prominent in 
their lives. Consistent condom use was a normative belief 
among their peers but was not always practiced. The In-
ternet provided a non-judgmental and comfortable forum 
for obtaining sexual health information. These young 
men’s stories demonstrate the need for comprehensive 
approaches to HIV prevention for YMSM in rural com-
munities.

Background

	 Research examining the sexual behaviors and risks of 
adolescent and college-aged individuals is of particular 
interest to health researchers and educators because that 
is the time in psychosocial development when young 
people typically become sexually active (Carver, Joyner, 
& Udry, 2004). During this period in sexual develop-
ment, young adults potentially increase their risk of STI 
and HIV infection by not educating themselves about 
STIs and HIV/AIDS as well as not consistently using 
condoms. It is estimated that roughly half of new HIV 
infections in the US are among young men who have sex 
with men (YMSM)—the young men being between the 
ages of 13 and 24 years (CDC, 2008). According to the 
CDC (2009), HIV/AIDS research focused specifically 
on YMSM has indicated a significant increase in HIV/
AIDS infection among this group that is greater than in 
any other cohort of men who have sex with men (MSM). 
Because of the stigma associated with YMSM, research 
focused primarily on this group is scarce in public health 
literature. In particular, few existing studies have concen-
trated on assessing the HIV/AIDS risk and prevention in 
rural communities of MSM where resources and access 
to HIV/AIDS education and care is limited (Lindberg, 
Sonfield, & Gemmill, 2008; Preston, D’Augelli, Cain, & 
Schulze, 2002).

	 Currently, innovative studies centered solely on re-
cruiting marginalized sexual minority groups have yield-
ed successful recruitment results by using the Internet, 
specifically social networking sites, likely already to be 
serving as a virtual community for isolated YMSM in 
rural areas (Agwu & Ellen, 2009; Bowen, Williams, & 
Horvath, 2004). The purpose of this study is to investi-
gate a population (i.e., rural YMSM) that is relatively un-
derstudied. This group is of particular interest because of 
its increasing rates of HIV/AIDS infection (CDC, 2009).  

	 This study utilized the theory of planned behavior 
(TPB; Ajzen, 1991) to investigate rural YMSM’s views 
of HIV/AIDS prevention. Existing literature using the 
TPB with both qualitative and quantitative methodolo-
gies has had success when evaluating the views of both 
adolescents and sexual minorities (Yarber & Sanders, 
1998; Agwu & Ellen, 2009).

Methods

Participants

	 Interview participants were recruited through online 
social networks, such as Facebook, as well as through or-
ganizations located in Indiana, including the Gay/Straight 
Alliance of Columbus, Spencer PRIDE, and other LGBT 
support agencies. An advertisement for the study was 
posted on Facebook, and another was sent via email 
through selected organizations. Eligibility criteria for the 
study included the following: being identified as male; 
between 18 and 21 years old; able to read and speak Eng-
lish; self-identified as being attracted to men or as being 
gay, queer, or bisexual or reporting having had sex with 
men; and residing in one of the following rural counties 
in Indiana: Owen, Monroe, Morgan, Greene, Orange, 
Lawrence, Jackson, or Washington. These communities 
were selected because they are rural communities within 
a close radius to Indiana University, Bloomington. 

Procedure

	 In an effort to maintain participant confidentiality and 
reach the targeted sample, an online screening question-
naire was created to recruit interview participants. It as-
sessed eligibility using demographics and sexual history. 
At the end of the questionnaire, the eligible participants 
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were asked to submit their preferred contact information 
to the investigators and were scheduled for an interview. 
Each interview was held at a location agreed upon by the 
participant and the researchers. The structure of these in-
terviews was modeled after a study by Yarber and Sand-
ers (1998) investigating rural adolescents in 4H clubs and 
their views on HIV/AIDS prevention and risk.

	 The purpose of the interviews was to explore the views 
of HIV/AIDS risk among YMSM living in rural com-
munities. The questions were structured on the theory of 
planned behavior (TPB). The three central components of 
the TPB are: attitude toward behavior, subjective norm, 
and perceived behavioral control (Ajzen, 1991). The in-
terview questions posed to participants are provided in 
the Appendix.

	 Interviews took from 20 minutes to 1 hour, and they 
were audio recorded. The recordings were transcribed 
and analyzed by the researchers. After transcription, the 
recorded sessions were deleted. The transcripts did not 
contain any identifying information about the partici-
pants.  

Methodology

	 A case study was most appropriate for this project 
considering the intent was to explore and to describe the 
perspectives of rural YMSM residing in Indiana regard-
ing HIV/AIDS risks and any prevention practices they 
have experienced. Further, this case study sought to il-
lustrate the views of this particular group and did not in-
tend to create a generalizable truth (Becker et al., 2005). 
Through the interviews, the participants shared their 
views and revealed their knowledge about HIV risks and 
prevention. In doing so, they illuminated both the suc-
cesses and failures of public health education efforts in 
disseminating appropriate and accurate information on 
risks for and prevention practices of HIV.   

Results

Case 1

	 The participant was an 18-year-old Caucasian male 
who self-identified as gay. When discussing HIV, the 
participant acknowledged that peers were fearful of HIV 
and HIV transmission and that this fear resulted in limit-
ing the frequency of engaging in sexual activities, par-
ticularly with multiple partners. In addition to HIV, other 
STIs warranted being exclusive with a sexual partner or 
abstaining from sexual relations altogether. Sex itself 
was viewed as normative and casual, and the participant 
described feeling pressure from peers to engage in sexual 
activity.

	 When asked to discuss topics related to condoms, the 
participant commented that the perception of someone 

who carries condoms is that this person is probably “slut-
ty or presumed to be more sexually active”; however, 
condoms were viewed as being effective at prevention 
of HIV. He noted that people, in general, wanted to use 
condoms and felt supported by peers in doing so; yet he 
described condoms being viewed mostly as a pregnancy 
tool, so they were “not as important for the gay commu-
nity.” The most dominant reason for non-use of condoms 
was physical pleasure being reduced. In a sexual scenar-
io, condom use was not necessarily negotiated but rather 
seen as happening if at least one partner wanted to use 
a condom. The participant believed accessing condoms 
was easy and that there was no embarrassment or stigma 
associated with obtaining condoms.  

	 Sexuality and sexual behavior were not heavily influ-
enced by parents, religious leaders, or teachers. Rather, 
it was peers and sexual partners who were most influen-
tial on decision making about sex, condoms, and related 
topics. Abstinence was not considered a viable option 
amongst peers, and a more common practice was sexual 
exclusivity, which was supported by peers and discussed 
with sexual partners. Although direct conversations were 
able to occur with sexual partners on the topic of sexual 
exclusivity, it was considered rare for individuals to dis-
cuss HIV or abstinence with sexual partners. In terms of 
HIV knowledge, the participant believed that the Internet 
allowed for easy access to HIV prevention information 
and that this was the primary source for obtaining related 
health facts.

Case 2

	 The participant was a 19-year-old Caucasian male who 
self-identified as gay. Overall, he described HIV/AIDS as 
not being the first thing to cross the minds of his peers. It 
was secondary to other things in their sexual lives. Based 
on his personal experience, he did not discuss HIV/AIDS 
with sexual partners because he believed “it is not an easy 
thing to bring up.” Discussions with sex partners about 
any topic related to sexual health were nearly non-ex-
istent, although it was believed that these conversations 
became easier over time (i.e., as relationship length in-
creased). 

	 Rather than having discussions, the participant tried to 
gauge potential risk based on the number of sexual part-
ners that someone had. For example, he stated, “If some-
one tells you they have only slept with 1 other person in 
the past year, you are going to assume that there is less 
risk than if they told you they had slept with 15 people.” 
When probed as to what the cutoff for more or less risk 
was, he believed that anyone who had more than 5 part-
ners should be considered higher risk and should then be 
asked if they had been tested for HIV.

	 Reasons for not talking about HIV included that hav-
ing such conversations would “scare them away” and that 
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people who were HIV+ would not want to talk about it. 
The participant believed the responsibility of discussions 
around HIV fell onto individuals who were HIV+, and 
they should be disclosing this information to a sexual 
partner. Further, the participant raised the possibility that 
discussions about HIV with a new person could be re-
garded as an assumption that sexual activity was auto-
matically going to occur, hence making it taboo.  

	 HIV/AIDS was never discussed with peers in an infor-
mal setting (e.g., a party or leisure activity) even though 
it was a personal concern for the participant. He stated:

	 I wouldn’t say I am scared of getting HIV/AIDS, but it 
is definitely something that I would not want to do. You 
definitely have to be careful because you just never know, 
but I would have to say I probably think about it more 
than other people, but I don’t really know since I don’t 
talk to them about it.

	 This participant was clear to distinguish types of sexual 
behavior as having increased risk and noted that he had 
not engaged in anal intercourse with partners, although 
he had engaged in oral sex. However, if a person was 
known to be HIV+, he would not personally have any 
type of sexual contact with that individual.

	 In terms of knowledge, the participant considered him-
self to have better general knowledge than most people as 
a result of school projects. However, he frequently used 
incorrect terminology when discussing HIV/AIDS. In ad-
dition to school projects, the participant described being 
able to get information, such as pamphlets and other ma-
terials, at physical locations like LGBT centers and health 
centers. While recognizing potential sources to get accu-
rate HIV information, the participant revealed an anxiety 
about doing this for fear that “if you saw someone you 
might associate them with having HIV or AIDS.”

	 Thinking about the current prevention strategies of his 
peer group, the participant stated that abstinence was con-
sidered outdated, was no longer being taught, and was not 
endorsed by peer groups. Similar to other participants, an 
accepted alternative to abstinence was sexual exclusiv-
ity; however, this was believed to be less common among 
teens and young adults.  

	 Condoms were commonplace and using a condom was 
believed to be absolutely necessary if sex was going to 
occur. While the participant himself had never purchased 
condoms, he believed that his peers did not have prob-
lems doing so and that, even if slight embarrassment oc-
curred with obtaining condoms, this embarrassment was 
outweighed by the desire to protect against STIs and HIV. 
In contrast to the participant’s beliefs that condoms were 
absolutely necessary, a double standard still existed about 
how an individual carrying condoms was perceived. The 
participant said: 

	 If you saw a person who you knew wasn’t in a re-
lationship and they always had condoms with them, it 
would be natural to think that they might be open to 
having sex with someone they just met, but if some-
one I knew was carrying one I wouldn’t think that 
much about it, unless I knew that they were slutty and 
then you would be thinking “they are carrying a con-
dom and they are known for hooking up with a lot of 
people.”

Case 3

	 The participant was a 20-year-old Caucasian male 
college student who self-identified as gay. He de-
scribed the risk of HIV as not being an exclusively 
gay issue but something acknowledged regardless of 
sexual orientation. This viewpoint was different from 
the one he had held during high school. Back then, 
his peers highly stigmatized homosexuals as being in-
fected with HIV and that “it couldn’t happen to them.” 

	 Regardless of using or not using protection, HIV 
transmission was not something that came up in con-
versation and was not something that was feared. The 
pressure to have sexual relationships was felt less 
among gay peers in comparison to those who were 
heterosexual. While the participant described having a 
relatively open dialogue with peers, including detailed 
discussions about sexual acts, there was little discus-
sion of HIV.  

	 The types of relationships experienced by peers var-
ied widely. Abstinence was viewed as unrealistic and 
“detrimental” by the participant; however, he noted 
that there was not a stigma amongst peers if someone 
decided to remain abstinent. Sexual monogamy was 
considered ideal, yet the participant acknowledged 
that some peers choose to engage with multiple “sex-
ual liaisons” and not have a single, exclusive sexual 
partner.  

	 The participant was adamant that both he and his 
peers shared the belief that a condom should be used 
every time. His peer group did not look down on an 
individual having condoms readily available, and, 
from his experience, if one sexual partner wanted to 
use a condom and the other did not, a condom was still 
used.  

	 Influence by other individuals on the sexual deci-
sion making of the participant and his peers depended 
on the quality of the relationship with these individu-
als. For example, this participant had a very close re-
lationship with his parents and felt comfortable hav-
ing conversations about safer sex with them, but he 
had peers who did not discuss such topics with their 
parents.  
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	 Finding health information related to HIV was con-
ducted mostly using the Internet and, specifically, gen-
eral medical sites such as WEBMD. While the awareness 
of health clinics was high, the participant indicated that 
“most people don’t go to the health center and talk to 
anyone about that because they are embarrassed, which 
is a shame that they are not utilizing that resource . . . 
it comes down to not feeling comfortable talking with a 
doctor about such topics (e.g., condoms).” The partici-
pant also expressed the lack of dialogue with health pro-
fessionals as being influenced by the fact that they could 
not talk openly about their sexual orientation, which sec-
ondarily prevented discussions about sexual behavior, 
HIV risk, and condom use.

Case 4

	 The participant was a 21-year-old Caucasian male col-
lege student who self-identified as gay. The general sense 
of HIV/AIDS was regarded as something that shifted 
over time in that he and his peers were first introduced 
to HIV through the Ryan White story, which resulted in 
them being extremely fearful of it. Now, with experience 
and education, he acknowledged being less fearful of the 
disease, but he still had an underlying fear of HIV associ-
ated with sex.  

	 Talking with sex partners about HIV was considered 
to be uncomfortable and awkward, but unlike other par-
ticipants, this individual and his peers did briefly have 
some dialogue about sex-related topics, such as regular 
condom use with other partners and frequency of HIV 
testing.

	 Condoms were something that, like HIV, had not been 
introduced in education during adolescence. Instead, they 
were discussed once the participant reached college age. 
Although there was the belief among his peers that con-
doms should be used every time, it was understood that 
this did not always happen. Use of condoms among peers 
was influenced by the level of education the person had, 
as pointed out by the participant when he was discussing 
condom use in his hometown: “Condoms are used less 
there [home] . . . small town, sex is taboo, let alone dis-
cussions about condoms, people are just less aware.”  

	 While condom awareness was influenced by knowl-
edge, condom use was also highly influenced by peers 
who encouraged safer sex. This level of peer influence 
was equally noted for not using condoms, such as in cas-
es when men encouraged friends not to use them because 
they decreased the physical sensation. As heard from oth-
er participants, a person carrying around condoms was 
associated with that person having a lot of sex or being 
promiscuous.  

	 In part because of perceived stigma, utilizing medical 
providers as a place to obtain HIV information was not 

common. The participant commented, “As a gay man I 
feel apprehensive about asking doctors or nurses about 
HIV. We are in southern Indiana and people are often 
not tolerant of being gay.” The participant believed the 
Internet was the only place that could provide any HIV 
information in his rural hometown. 

	 While abstinence was viewed as antiquated for gay 
men, sexual exclusivity was viewed as being difficult. 
This difficulty is shown in the personal views of the 
participant and his peers as he described the fear asso-
ciated with discussing sexual exclusivity with a part-
ner: 

	 I think that is just as hard if not harder than talk-
ing with a person about HIV. If I bring that conversa-
tion up people might think you are asking for a big-
ger commitment and it’s more than just are you being 
safe, but what does it mean if we aren’t exclusive 	
[emotionally].

	 As a result of not wanting to be abstinent and not 
feeling entirely comfortable with exclusivity, the 
participant described sexual relationships among his 
peers as being more casual and occurring with multi-
ple partners, which created a sense of pressure for him 
to fit within this model of sexual behavior. He said, 
“For gay men it’s harder to say no, if you are in that 
situation and you have gone on a date, it goes back to 
that pressure thing . . . it’s just normal to have sex on 
the first date.”

	 The participant recognized peers as the most influ-
ential group in making choices about sex and sexuality. 
It was suggested that if a strong and open relationship 
existed with parents, they too could be a reasonable 
influence on sexual decision making, which was not 
the case with religious leaders and teachers.

Case 5

	 The participant was an 18-year-old African Ameri-
can male who self-identified as gay. HIV was de-
scribed as a growing problem that warranted careful 
attention, particularly among young people and those 
who identified as gay. The participant suggested it was 
in fact a gay disease in that gay men had to be more 
vigilant about prevention because of all the other ob-
stacles associated with being a young gay man, includ-
ing bullying, stigma, and lack of understanding. While 
the participant had never directly known anyone with 
HIV, he did know of a friend’s brother who died from 
AIDS, which caused him to believe that HIV should 
be feared. He described a sense among his peers of 
being invincible and not thinking they could acquire 
HIV.  
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	 While there was not direct pressure to have sex, there 
was the belief that lots of people were having sex. It was 
often perceived difficult to refuse sex because it was plea-
surable and “people have the need to be validated by it, 
and their identity is tied to having sex.” This created an 
environment that was not conducive to abstinence promo-
tion. The participant said that anyone who would publicly 
declare abstinence would be laughed at. This was also the 
case with the notion of sexual exclusivity among men, 
and it was encouraged to brag about having a lot of sex 
partners, which made the concept of monogamy difficult 
to accept.  

	 Similar to stories shared by other participants, there 
was an attitude that no discussions existed with sex part-
ners on the topics of disease, condoms, or abstinence. 
This stemmed from not wanting to have any uncomfort-
able moments with a sexual partner and that these topics 
were taboo.  

	 Condoms specifically were not discussed because they 
were viewed as being necessary for pregnancy preven-
tion, which was not an issue for gay men. Condom use 
was similarly addressed by his peers: As they were not 
worried about pregnancy, they instead based condom use 
decisions on the number of sexual partners their partner 
has had. For this participant, more than 10 partners re-
quired condom use. Unlike other participants, when a sit-
uation arose that involved disagreement around condom 
use (i.e., one partner wanted to use one and one did not), 
it was not always the case that a condom was used.  

	 Overall, this participant strongly endorsed the belief 
that peers held the most influence over practicing safer 
sex. In his opinion, which he thought his peers shared, 
teachers, religious leaders, and parents had no influence 
on behavior. However, they did have the ability (if they 
wanted) to be a source of HIV prevention information.

Discussion

	 This study provides a small but detailed exploration 
of the attitudes, beliefs, and behaviors surrounding HIV/
AIDS among young MSM residing in rural areas of Indi-
ana. While the viewpoints of participants were individual-
ized, there were several commonalities and key concepts 
that emerged.  

	 First, HIV/AIDS, while being a topic of general con-
cern, was not prominent in the daily lives of these young 
men. All participants were aware of HIV/AIDS, yet it was 
a subject that was rarely discussed among peers and never 
discussed directly with sexual partners. The main reasons 
for the lack of open dialogue included stigma associated 
with the disease and the belief that talking about HIV/
AIDS could potentially dissuade romantic partners from 
being interested. While participants reported not asking 
about a sexual partner’s HIV status or testing history, they 

did employ other tactics as a means to assess potential 
risk and minimize exposure. Several of the young men 
described not engaging in sexual behaviors with men 
who in their opinion had “too many” partners. The 
number of partners that qualified as “too many” var-
ied. The willingness of these young men to ask part-
ners about their sexual history highlights the ability 
to talk about sensitive subjects with sexual partners. 
In addition to engaging in sexual behavior with those 
that had fewer lifetime partners, study participants 
also indicated opting to engage in oral sex behaviors 
more commonly than anal sex behaviors as a manner 
of decreasing their risk of HIV transmission. This find-
ing suggests that future HIV information and interven-
tions targeting rural YMSM should incorporate harm 
reduction approaches, as they are already being uti-
lized among this population.  

	 Second, the young men in this study were well in-
formed on the effectiveness of using condoms as a 
means of preventing HIV and STI transmission. These 
participants indicated that consistent condom use was 
the normative belief within their peer groups, yet they 
acknowledged that, while condom use was supported, 
it was not always practiced. Similar to findings from 
other studies of both young gay men and those that 
identify as heterosexual, condom use was frequently 
associated with pregnancy, which was not a concern 
for YMSM, while condom non-use was associated 
with increasing physical pleasure. While this study 
highlights that condom use during a given sexual 
event is highly contextual, it more importantly raises 
the issue of condom negotiation. These young men 
suggested that, in an incongruous dyadic sexual inter-
action (i.e., one partner wanted to use a condom and 
one partner did not), the ultimate decision fell with the 
individual who wanted to use a condom. In keeping 
with this belief, condom education for YMSM should 
emphasize regularly having condoms accessible rather 
than promoting tactics on how to say “no” if a partner 
insists on not using a condom.  

	 Last, sources of accurate HIV/AIDS information 
were limited for these participants, and there were 
very few with whom they discussed HIV/AIDS in ad-
dition to other aspects of sexuality. The Internet was 
the primary source of health information as these 
young men believed they could easily access informa-
tion that was appropriate for them while maintaining 
anonymity. In addition to being able to acquire infor-
mation online confidentially, obtaining sexual health 
materials via the Internet provided a forum that was 
non-judgmental and comfortable. The benefits of the 
Internet were often the same barriers associated with 
having discussions about sex, sexual behavior, and 
HIV/AIDS with other individuals, including teachers, 
religious leaders, and doctors. Unlike most adults who 
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were viewed as having no impact on the sexual practices 
of these young men, parents did in fact have the potential 
to be influential. These participants indicated that parents 
who both accepted their son’s sexual orientation and also 
allowed for honest information sharing about sexual top-
ics were better situated to promote healthy sexual behav-
ior for their sons.

Conclusion

	 YMSM, particularly those that live in rural areas, con-
tinue to be an understudied population that has a potential 
increased risk for acquiring HIV and other STIs. While 
these men demonstrate that HIV is still highly stigma-
tized and rarely discussed, they also provide insights into 
the positive approaches that rural YMSM implement 
as a means of reducing potential disease risk. Further, 
these men highlight both the strengths and weaknesses 
of current HIV prevention messages and interventions, 
and their stories demonstrate the importance of includ-
ing HIV as a component of a larger holistic sexual health 
framework.
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Appendix

Sample Interview Questions

1.	 What do you and/or your peers think about HIV/		
	 AIDS?

	 a. Are you/your peers afraid of getting HIV?

2.	 Tell me about any perceived pressure to have sex. 

	 a. Would YMSM in your community not have sex 	
	 if there were a chance of getting HIV?

3.	 Tell me about your peers’ ability to resist sex to 		
	 avoid HIV.

	 a. What are some reasons for why it may be easy or 	
	 difficult to say “no” to sex?

4.	 What do you/your peers think about sexual absti-		
	 nence as a way to avoid HIV?

	 a. Are your peers supportive of their friends who 		
	 practice abstinence?

5.	 How do you/your peers view sexual exclusivity?

	 a. Are your peers supportive of their friends who 		
	 are sexually exclusive?

6.	 Tell me about your/your peers’ ability to talk to a sex 	
	 partner about HIV prevention.

	 a. …about abstinence

	 b. …about sexual exclusivity

	 c. …about condom use
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7.	 What do you/your peers think about condom use?

	 a. Are friends supportive of using condoms?

	 b. Are sex partners cooperative if one of the partners 	
	 wants to use a condom?

	 c. Are you comfortable getting condoms?

	 d. Are you comfortable using condoms?

8.	 Why do some of your peers in your community not 	
	 use condoms to avoid HIV?

9.	 What do your peers in your community think about 	
	 someone who has condoms available for sex?

10.	 In your community, how much influence do your 	
	 peers have on each other to practice HIV prevention 	
	 methods?

	 a. How much influence do your peers have on each 	
	 other not to practice HIV prevention?

13.	 How much influence do teachers have?

14.	 Tell me about your/your peers’ ability to get health 	
	 information about HIV prevention from local health 	
	 clinics.

	 a. What about from schools or elsewhere?

	 b. How do you/your peers feel about accessing infor	
	 mation on HIV prevention?

	 c. Do you feel that the community health clinics are 	
	 supportive of MSM health issues?

11.	 How much influence do parents have on you/your 	
	 peers?

12.	 How much influence do religious leaders have?
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Rural and Non-Rural Indiana Residents’ Opinion                                                         
About Condoms for HIV/STD Prevention

William L. Yarber and Richard A. Crosby

Abstract

	 This study assessed rural residents’ opinions about 
male condoms and compared these opinions to non-ru-
ral residents. Indiana adults (N=509) completed a brief 
telephone survey of 19 condom-related items in October 
2008. Random digit dialing was used to contact 1,660 
eligible people. The cooperation rate was 30% of those 
established as eligible with a sampling error of about +/- 
4 percentage points at the 5% level. The rural residents’ 
(n=115) opinions about condoms for HIV/STD preven-
tion were generally strong to moderately supportive. The 
majority of rural residents believed that all teenagers need 
information about correct condom use and that teens us-
ing condoms are responsible. The vast majority of rural 
residents agreed that medically accurate information 
about condoms should be given. Other than political af-
filiation (Democrats being more supportive), few demo-
graphic variables had an association with the 19 items. 
Overall, there was little difference in public opinion about 
condoms between rural and non-rural residents (n=394).

Introduction

	 The latex condom remains the single best method of 
preventing the acquisition and transmission of sexually 
transmitted diseases (STDs) for people who have sex 
(Centers for Disease Control and Prevention [CDC], 
2010a; Holmes, Levine, & Weaver, 2004). The CDC 
(2010a) states that male latex condoms, when used con-
sistently and correctly, are highly effective in preventing 
the sexual transmission of HIV and reducing the risk of 
other STDs, including chlamydia, gonorrhea, and syphi-
lis. The CDC (2010a) also states that condom use miti-
gates risk for genital human papillomavirus (HPV) infec-
tion. 

	 Studies have indicated many youth are at risk for STDs 
and unintended pregnancy because of failure to use con-
doms consistently or correctly. For example, the 2009 
Youth Risk Behavior Survey found that among the 34.2% 
of currently sexually active secondary school students 
nationwide, only 61.1% reported that either they or their 
partner used a condom at last sexual intercourse (CDC, 
2010b). Further, research has shown an alarming high 
prevalence of condom use errors and problems among 
young adults, such as not using the condom for the entire 

coital event and condom breakage and slippage (Crosby, 
Yarber, Graham, & Sanders, 2010; Crosby, Sanders, Yar-
ber, Graham, & Dodge, 2002; Graham, Crosby, Sanders, 
& Yarber, 2005; Sanders, Yarber, Crosby, & Graham, 
2008; Yarber et al., 2007). 

	 Conflicting messages about condom use from the me-
dia, parents, faith communities and educational institu-
tions (e.g., public high schools) may lead to mixed public 
opinion about condom use, particularly among teenagers, 
and condom education in public schools. Public opinion 
can be a powerful determinate of public policy, especially 
for issues related to sexuality; however, limited research 
has focused on public opinion related to condoms (Yar-
ber, Milhausen, Crosby, & Torabi, 2005). A Kaiser Fam-
ily Foundation national study (2000) suggested public 
support for school sexuality education that provides in-
struction for correct condom use, yet another study found 
that only 38.5% of high schools nationally provided in-
struction on how to correctly use a condom (Kann, Tel-
ljohann, & Wooley, 2007). Another national survey found 
that about 50% of parents supported giving condoms to 
students in high schools (Kaiser Family Foundation & 
ABC Television, 1998). A study published in 2005 found 
that public opinion appeared to be supportive of condom 
use by young people and education about correct condom 
use in public high schools (Yarber et al., 2005).

	 No studies have been conducted to assess rural resi-
dents’ public opinion of condoms or to compare opinions 
between rural and non-rural residents. Given that STDs 
and HIV permeate rural America (Rural HIV/STD Pre-
vention Work Group, 2009), condom promotion is vital. 
Hence, determining public opinion of condoms among 
rural residents is warranted as it is one factor potentially 
impacting condom promotion and availability. To the ex-
tent that rural residents may be more conservative than 
their urban counterparts, rural residents may be less sup-
portive of condoms. Accordingly, this study assessed the 
rural residents’ opinions concerning education in Indiana 
public high schools on correct condom use for HIV/STD 
prevention and other condom instructional content, con-
dom availability in the schools, and issues related to con-
dom use, effectiveness, and problems. Further, this study 
compared the opinions of rural Indiana residents to non-
rural Indiana residents.
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Methods

Sample

	 We selected the state of Indiana because it has a large 
number of rural residents as well as non-rural residents. 
Data were generated by the October 2008 Indiana Poll, 
a statewide telephone survey of adult Indiana residents 
conducted by the Indiana University Center for Survey 
Research. A portion of the poll questionnaire focused on 
the current study.

	 Telephone dialing was used in conjunction with the 
Genesys method of generating phone numbers (Genesys 
Sampling System, 1994). The data was collected using 
the University of California Computer-Assisted Survey 
Methods software (CASES). For each number contacted, 
the only eligibility requirement was being an English-
speaking person 18 years of age or older who resided in 
the household. Only one person per household was en-
rolled. Random digit dialing was used to contact 1,660 
eligible people. Of these 1,660 people, 509 adults (115 
rural; 394 urban) consented for the study. The coopera-
tion rate was 30% of those established as eligible. The 
sampling error for this survey was about +/- 4 percentage 
points at the 5% level. 

	 The Institutional Review Board at Indiana University 
approved the study protocol. 

Measures

	 Table 1 displays the 19 items that were presented to In-
diana residents. These statements reflected opinions about 
condom availability, secondary school education on cor-
rect condom use and other condom instructional content, 
persons who use condoms, condom use promotion by the 
federal government and the media, and condom effective-
ness for HIV/STD prevention. The response choices for 
16 items were presented on an identical four-point Likert-
type scale, ranging from 1 (strongly agree) to 4 (strongly 
disagree). The item concerning the federal government’s 
message on condom effectiveness used a three-point Lik-
ert-type scale (1=none, 2=some, 3=all), and the two items 
about condom effectiveness were presented on a different 
four-point Likert-type scale (1=not effective, 2=not too 
effective, 3=somewhat effective, 4=very effective). 

	 Demographics assessed included age, gender, politi-
cal party, religious affiliation, and education. In addition, 
respondents were asked: “How would you describe the 
community where you live? Would you say it is a city, a 
suburban area, a small town, or a rural area?”

Data Analysis

	 Frequency distributions were generated to describe re-
sponses to the 19 items. We defined rural as self-report of 

living in a rural area as opposed to living in a large city, 
suburban area, or small town. We compared responses 
from rural residents to non-rural residents by dichoto-
mizing all items using the strongly agree (or all or very 
effective) response. The chi-square test of independence 
was used to determine significant differences between ru-
ral and non-rural resident opinions. Tests for moderation 
were conducted to determine if gender and age moderated 
any of the observed differences between rural and non-
rural residents’ opinions. Alpha was set as .05.

Results

Characteristics of the Sample

	 Average age of the entire sample was 55.0 years (SD 
= 16.4). The majority (93.6%) identified as White with 
5.2% identifying as Black or African American, and 
the remainder identified as members of other racial and 
ethnic backgrounds. The majority (65.9%) was female. 
About six of every ten participants (59.4%) were married, 
and roughly the same number (63.3%) had some post-
high school education. About half (51.9%) reported an 
annual household income of less than $50,000. Political 
party affiliation was 34.4 % Democrat and 27.1% Repub-
lican with the remainder (38.5%) being of other political 
parties.

Rural Public Opinion

	 For this analysis of rural resident opinions, we used the 
collapsed categories of agree (strongly agree and some-
what agree combined) and disagree (strongly disagree 
and somewhat disagree). The majority of the rural resi-
dents strongly or somewhat agreed to most of the items 
(see Table 2). As Table 2 illustrates, 80.2% of the rural 
residents agreed that all teenagers, regardless of whether 
they are sexually active, need information about how to 
use condoms correctly, and 78% agree that Indiana public 
high schools should educate teenagers on how to use con-
doms to prevent the spread of HIV. Over ninety percent 
(92.7%) agreed that only medically accurate information 
about condoms should be provided. Only 61% of rural 
residents agreed that classroom instruction should include 
condoms and only about one half (49.5%) agreed that 
classroom instruction should use an object to demonstrate 
correct condom use. Nearly two-thirds (62.7%) disagreed 
that promoting condom use is the same as promoting sex, 
and slightly over eight of ten (81.3%) disagreed that car-
rying a condom means that a person has a lot of casual 
sex. Almost three-quarters (72%) agreed that teenagers 
who use condoms are responsible. Finally, over 90% in-
dicated agreement (very effective and somewhat effective 
combined) that condoms are effective in preventing HIV 
(96.4%) and other STDs (90.0%).

	 Other than political affiliation, few demographic vari-
ables of the rural residents were associated with any of 
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Table 1.  Survey items used in statewide telephone survey assessing adult public opinion about condoms for 
HIV and other STD prevention, Indiana, 2008

•	 Condoms should be made available to teenagers in Indiana public high schools without parental permis-
sion.

•	 Condoms should be made available to high school students free of charge.

•	 Regardless of whether or not they are sexually active, all teenagers need information about how to cor-
rectly use condoms.

•	 Indiana public high schools should educate teenagers about how to use condoms to prevent the spread of 
HIV.

•	 The views of the majority of local parents should determine what information about condoms should be 
given to teenagers in Indiana public high schools.

•	 The views of the majority of local teenagers should determine what information about condoms should be 
given to teenagers in Indiana public high schools.

•	 If there were classroom instruction about condoms in Indiana public high schools, it should include con-
doms so students could see and touch them.

•	 Classroom instruction about condoms in Indiana public high schools should use an object, like a banana or 
cucumber, so students can learn to correctly put on a condom.

•	 Classroom instruction that tells high school students that condoms reduce the risk of AIDS and other sexu-
ally transmitted diseases is the same as telling them a lie.

•	 If information about the effectiveness of condoms is given to teenagers in Indiana public high schools, only 
medically accurate information should be given.

•	 Promoting condom use is the same as promoting sex.

•	 Teenagers who use condoms for sex are being responsible.

•	 For people who have sex, it is essential to use a condom with new sex partners until medical tests show 
that both partners are free from HIV.

•	 If a person carries a condom, it means that person has a lot of sex partners.

•	 As one way to help prevent the spread of HIV, the major television networks should air commercials for 
condoms.

•	 The federal government should promote condom use as a way to help prevent the spread of HIV.

•	 How much do you believe of what the federal government says about the effectiveness of condoms for 
HIV prevention?

•	 If used properly, how effective do you think condoms are in preventing the transmission of HIV?

•	 If used properly, how effective do you think condoms are in preventing the transmission of sexually trans-
mitted diseases other than HIV?

Note:  The response choices for all items were given on an identical four-point Likert-type scale (1=strongly 
disagree, 2=somewhat disagree, 3=somewhat agree, 4=strongly agree), except for the item about what the federal 
government says about condoms, which was given on a three-point Likert-type scale (1=none, 2=some, 3=all) and 
the two items about condoms effectiveness, which were given on a different four-point Likert-type scale (1=not at 
all effective, 2=not too effective, 3=somewhat effective, 4=very effective).
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the 19 items. Table 3 displays the findings comparing the 
strongly agree responses for Democrats, Republicans, 
and other political affiliations on the 8 items that achieved 
significance. 

	 Other significant associations are as follows. Of those 
not married, 40.6% strongly agreed that major television 
networks should air condom ads compared to 20.3% of 
those who are married (P=.027). For rural residents 55 
years old and younger, 0% strongly agreed that condom 
use means that the person has a lot of casual sex com-
pared to 7.8% of those 56 or older (P=.027). Also, among 
those 55 and younger, 56.7% strongly agreed that teen-
agers who use condoms are being responsible compared 
to 35.3% of those 56 or older (P=.025). Among those 55 
years and younger, 33.3% strongly agreed that condoms 
should be available in schools for free compared to 13.7% 
of those 56 or older (P=. 016). Among females, 37% indi-
cated that condoms are very effective in preventing HIV 
compared to 16.2% of males (P=.025). There were no sig-
nificant associations between those having a high school 
education or less and those having post-high school edu-
cation. Among those reporting a household income of less 
than $50,000, 57.4% agreed that local parents should de-
termine condom information given in schools compared 
to 36.2% of those reporting household income of more 
than $50,000.

Comparison of Rural vs. Non-Rural Opinion

	 Table 4 displays the comparisons of the strongly agree 
response choice for all 19 items between rural and non-
rural respondents. A few differences were found. One dif-
ference was that rural residents (45.6% strongly agree) 

were significantly more likely than their non-rural 
counterparts (33.7% strongly agree) to indicate local 
parents should determine what information about con-
doms should be provided to teenagers in Indiana pub-
lic high schools. In addition, rural residents (20.5% 
strongly agree) were significantly less likely than 
their non-rural counterparts (32.1% strongly agree) 
to agree that classroom instruction should use an ob-
ject to demonstrate condom application. Further, rural 
residents (30.0% strongly agree) were significantly 
less likely than their non-rural counterparts (42.2% 
strongly agree) to agree that condoms are effective in 
preventing HIV. Lastly, rural residents (24.5% strong-
ly agree) were significantly less likely than their non-
rural counterparts (35.7% strongly agree) to believe 
what the federal government says about condoms.

Discussion

	 We found that adult rural Indiana residents’ opin-
ions about condoms for HIV/STD prevention were 
generally strong to moderately supportive. The major-
ity of rural residents believed that all teenagers need 
information about correct condom use and that teens 
using condoms are responsible. The vast majority of 
rural residents agreed that medically accurate informa-
tion about condoms should be given. We found little 
difference in opinions relative to the demographic 
variables of gender, age, race/ethnicity, marital sta-
tus, educational level, and annual household income. 
However, several differences in opinion among rural 
residents were established by political affiliation. For 
nearly one half of the items, Democrats had more fa-
vorable opinions than Republicans and other political 

Table 3. Differences in “strongly agree” between Democrat, Republican, and other political affiliation among 
rural Indiana residents (n=115) for eight items showing significance.

							       % Democrat	 % Republican	 % other	      P			 
							       (n=36)		  (n=37)		  (n=42)	

Condoms should be available in schools without parent permision	 41.7		    0.8		  19.0	    .006	

Condoms should be made available to students for free		  42.9		  10.8		  20.5	    .005

All teenagers need information about correct condom use		  77.1		    5.1		  57.5	    .002

Schools should education about how to use condoms to prevent HIV	 85.7		  32.4		  42.9	    .001

Classroom instruction should include condoms			   60.0		  18.9		  27.5	    .001

It is essential to use condoms with new partners			   91.4		  45.9		  59.0	    .0001

Major TV networks should air condom ads			   42.9		  13.5		  23.1	    .016

The federal government should promote condom use		  68.6		  27.0		  35.9	    .001
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Table 4. Comparison of Indiana rural versus non-rural residents’ “strongly agree” responses to all items

Strongly agree that:	  % rural 	 %non-rural		  P	  	
	 (n=115)   	 (n=394)

Condoms should be available in schools without parental permission	 23.5	 24.9	 .76  

Condoms should be made available to students for free	 24.3	 30.6	 .20

All teenagers need information about correct condom use	 56.3	 60.1	 .47

Schools should educate about how to use condoms to prevent HIV	 52.6	 58.8	 .24

Local parents should determine condom information taught in high school	 45.6	 33.7	 .02a

Local teenagers should determine condom information taught in high school	 17.5	 18.5	 .82

Classroom instruction should include condoms 	 34.8	 41.5	 .20b

Classroom instruction should use an object to demonstrate correct condom use	 20.5	 32.1	 .019

Instruction saying condoms reduces AIDS/STD risk is a lie	 6.4	 7.4	 .72

Only medically accurate information about condoms should be given	 66.4	 74.0	 .12c

Promoting condoms is the same as promoting sex	 16.2	 10.1	 .08

Teens using condoms are being responsible	 46.8	 56.1	 .09d

It is essential to use condoms with new partners	 64.9	 71.0	 .22

Carrying condoms means a person has a lot of casual sex	 3.6	 7.4	 .16

Major TV networks should air condom ads	 26.1	 24.3	 .69

The federal government should promote condom use	 43.2	 47.3	 .45

I believe what the federal government says about condom effectiveness*	 14.5	 22.7	 .06e

Condoms are effective in preventing HIV**	 30.0	 42.2	 .02f

Condoms are effective in preventing STD other than HIV**	 24.5	 35.7	 .03g

*percent indicating “all”; **percent indicating “very effective”

aThis association was moderated by age: it was only significant for those 55 years of age and younger (40.0% rural vs. 25.9% non-rural, P=.05).

bThis association was moderated by gender: it was only significant for females (17.6% rural vs. 33.1% non-rural, P=.01). It was also moderated by age: 
only significant for those 55 years or younger (23.3% rural vs. 37.5% non-rural).

cThis association was moderated by age: it was only significant for those 55 years of age or younger (58.3% rural vs. 75.4% non-rural, P=.01).

dThis association was moderated by gender: it was only significant for females (47.3% rural vs. 60.3% non-rural, P=.47). It was also moderated by age: it 
was only significant for those 56 years of age or older (35.3% rural vs. 60.4% non-rural, P=.001).

eThis association was moderated by gender: it was only significant for females (12.3% vs. 23.7% non-rural, P=.04).

fThis association was moderated by gender: it was only significant for females (12.3% rural vs. 23.7% non-rural, P=.04). It was also moderated by age: it 
was only significant for those 55 years of age or younger (30.0% rural vs. 51.4% non-rural, P=.004).

gThis association was moderated by gender: it was only significant for males (21.6% rural vs. 36.0% non-rural, P=.5). It was also moderated by age: it 
was only significant for those 56 or older (31.7% rural vs. 40.4% non-rural, P=.037).
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affiliations. As noted below, little difference in opinion 
was found when comparing rural versus non-rural resi-
dents’ opinions. Hence, political affiliation—not whether 
the community was rural or non-rural—accounted for the 
differences in opinions by community type.   

	 Overall, there was little difference in public opinion 
about condoms between rural and non-rural Indiana resi-
dents. This may counter any prevailing view that rural 
residents are more conservative about condom use and 
classroom instruction on condoms. To the extent that 
public opinion is an important factor in determining 
classroom instruction on condoms, the findings support 
providing identical information to high school students 
regardless of community size. We found that more rural 
than non-rural residents had the opinion that local parents 
should determine the content of classroom condom in-
struction. Given that most rural residents supported pub-
lic high school condom education, educators could utilize 
this support to justify more comprehensive and medically 
accurate condom instruction. Finally, because rural resi-
dents did not as frequently endorse condoms as effective 
in preventing HIV or other STDs nor did they believe 
what the federal government states about condoms as 
much as non-rural residents, rural residents appear more 
skeptical about condom effectiveness. Thus, it is impor-
tant for educators and public health officials to provide 
accurate, evidence-based condom effectiveness informa-
tion to rural residents. 

Limitations

	 Findings for this study are limited by the possibility of 
sample bias. Although typical for telephone-based prob-
ability sampling, the response rate of 30% means that it is 
plausible that those participating may have different opin-
ions from those refusing participation. The probability 
sample was limited to a single state (Indiana) and thus the 
findings cannot be generalized to the country as a whole. 
Research on public opinion about condoms in other states 
or regions of the country would be valuable.

Conclusion

	 A large majority of rural residents of Indiana had posi-
tive opinions about condoms and strongly supported con-
dom education in Indiana public high schools. Little dif-
ference in opinion was found between rural and non-rural 
residents. Particularly important among the supportive 
opinions was that a strong majority believed that all teen-
agers, whether or not they are sexually active, need infor-
mation about how to correctly use condoms and that only 
medically accurate information should be given. These 
findings should be made available for school officials 
and educators, community public health personnel, and 
funding agencies. Given the strong support found in this 
study by both rural and non-rural residents and that public 
opinion is one important factor than can influence school 

policy, public high schools no matter the community size 
should consider educating all youth about correct con-
dom use. Officials should be cognizant that support may 
be greater in communities with more persons identifying 
as Democrat than Republican or another political affili-
ation. Hopefully, the more complete instruction on con-
dom use will contribute to the reduction of HIV/STD risk 
and prevalence among young people.
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Figure 1. The Information-Motivation-Behavior Skills Model

Project Positive Power: A Telephone-Administered Sexual 
Risk-Reduction Intervention for HIV-Seropositive Rural Persons

David Cosio and Timothy G. Heckman

Introduction

	 The number of HIV/AIDS cases in rural communi-
ties in the United States continues to increase and has 
practically doubled over the past year (from 6% to 11%; 
CDC, 2010). Past research portends that as many as 50% 
of HIV-infected rural persons who are sexually active 
engage in high HIV transmission risk practices (Ander-
son, Wilson, Doll, Jones, & Barker, 1999; Beltrami et 
al., 1999; Heckman et al., 1999; Heckman, Silverthorn, 
Waltje, Meyers, & Yarber, 2003). In response to this 
growing concern, the Centers for Disease Control and 
Prevention released its “Prevention for Positives” initia-
tive (Olufs, 2001), which called for the development of 
secondary prevention interventions designed specifically 
for sexually active persons living with HIV/AIDS. At the 
same time, a growing amount of research conducted with 
HIV-seronegative samples showed that many contempo-
rary HIV sexual risk-reduction interventions produced 
significant decreases in rates of risky behavior (Crepaz 
et al., 2006; Holtgrave & Curran, 2006; Smoak, Scott-
Sheldon, Johnson, & Carey, 2006). A subsequent line of 
research examined if these sexual risk-reduction inter-
ventions, effective with HIV-seronegative persons, could 
be adapted for use with HIV-seropositive persons.

	 The Information-Motivation-Behavioral Skills (IMB) 
model has served as the theoretical framework for many 
of the above-referenced interventions that had reduced 
unprotected sex in HIV-seronegative persons. The IMB 
model posits that information that is directly relevant to 
safer sex, motivation to engage in risk-reduction prac-
tices, and effective behavioral skills are requisite for be-
havior change (see Figure 1). Interventions that increase 
information, motivation, and behavioral skills have de-
creased risky sexual behaviors in HIV-seropositive and 
persons at elevated risk for HIV-infection (Anderson et 
al., 2006; Carey et al., 2000; Fisher et al., 2006; Singh, 
2003; Smoak et al., 2006).  

	 Prior studies have addressed the motivation component 
of the IMB model using motivational interviewing (Mill-
er & Rollnick, 1991; Miller & Rollnick, 2002). Motiva-
tional interviewing (MI) is a directive counseling method 
used to increase one’s risk-reduction motivation through 
the exploration and resolution of ambivalence about be-
havior change. The practice of MI is best represented in 
two phases: building motivation for change and strength-
ening commitment to change. 
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	 Many HIV-infected rural persons confront geographic, 
psychological, physical, and economic barriers that pre-
vent them from accessing traditional HIV risk-reduction 
services (e.g., support groups and individual therapy). 
Telephone-administered interventions constitute a poten-
tially cost-effective and confidential way to reach large 
numbers of HIV-infected persons who may otherwise 
lack access to sexual risk-reduction services (Roffman 
et al., 1997; Picciano, Roffman, Kalichman, Rutledge, & 
Berghuis, 2001; Picciano, Roffman, Kalichman, & Walk-
er, 2007). 

	 This paper describes Project Positive Power, a two-
session, individualized sexual risk-reduction interven-
tion administered over the telephone. The intervention 
combined MI with skills-building, was based on the IMB 
model, and was contextualized for HIV-seropositive ru-
ral residents (Fisher & Fisher, 1992). The intervention 
was compared to a two-session, telephone-administered 
skills-building only condition. It was hypothesized that 
the IMB intervention would produce greater reductions 
in risky sexual behavior compared to the skills-building 
only intervention.

Description of the Program

	 This intervention was developed and evaluated to pro-
vide “front-line” prevention specialists in rural areas with 
an empirically validated intervention to reduce sexual 
risk behaviors in HIV-infected rural persons who have 
difficulty refraining from risky sexual behavior. This 
telephone-administered intervention can provide rural-
based individuals and organizations with a brief and cost-
effective intervention that is capable of reaching large 
numbers of HIV-infected. 

	 The IMB intervention was a two-session, one-on-one, 
telephone-administered sexual risk-reduction interven-
tion. During the first telephone session, therapists opened 
the initial interview by stating the amount of time avail-
able for each session, explained the therapist’s role and 
goals, described the expectations of the client, and ad-
dressed intervention-related logistical issues (i.e., confi-
dentiality, refraining from using call waiting, etc.). Partic-
ipants and interventionists then reviewed the participant’s 
“Personal Feedback Form” (PFF), which was a summary 
of the participant’s self-reported risky sexual behaviors 
based on a questionnaire that he/she completed prior to 
participating in the intervention (see Cosio et al., 2010). 
The pre-intervention questionnaire included the Health 
& Relationships Scale, the Motivation to Perform AIDS 
Preventive Behavior Questionnaire, the Behavioral Skills 
Measures, and the AIDS Preventive Behaviors subscales 
(Misovich, Fisher, & Fisher, 1998). The interventionist 
then provided the participant with feedback across twelve 
different areas related to his/her sexual activities and fac-
tors related to risky sex. The twelve areas discussed by 

the participant and interventionist included (1) level of 
HIV prevention knowledge, (2) overall attitude towards 
preventive behaviors, (3) perceptions of others’ wishes, 
(4) intentions to perform preventive behaviors, (5) per-
ceived difficulty in performing preventative behaviors, 
(6) perceived effectiveness in performing preventative 
behaviors, (7) level of HIV-prevention discussion, (8) 
condom accessibility, (9) condom use, (10) STD test-
ing, (11) frequency of unsafe sexual behavior, and (12) 
frequency of substance abuse. Table 1 outlines the mean 
scores for these twelve areas for the entire sample used in 
the pilot clinical trial of the efficacy of the intervention 
described here (Cosio et al., 2010). The range of scores 
from each area was broken down into three groups: low, 
medium, or high level of skills.

	 After the twelve areas were reviewed, the intervention-
ist then asked the participant if he/she was concerned 
about any issue that arose during the discussion of the 
twelve areas and if they would like to talk at greater length 
about any specific issue(s). The interventionist then elic-
ited self-motivational statements from the participant by 
asking open-ended questions, such as “What worries you 
about your sexual behavior?”; “What difficulties have 
you had in relation to your sexual behavior?”; “What 
makes you think you may need to do something about 
your sexual behavior?”; and “What makes you think that 
you would be able to change your sexual behavior if you 
decided to?” During these questions, interventionists 
utilized standard MI strategies to increase intrinsic mo-
tivation to change by (1) affirming; (2) elaborating (e.g., 
asking “What else?” or “Can you give me an example?”); 
(3) using reflections (restating, rephrasing, expressing an 
implied thought, or expressing an implied emotion); (4) 
summarizing; and (5) avoiding traps (question-answer 
and/or confrontation-denial formats, taking an expert 
role, labeling, focusing prematurely, and blaming). Elicit-
ing self-motivational statements can be accomplished by 
exploring the decisional balance (asking “What are some 
good things about your sexual behavior?” and then “What 
are some of the not-so-good things about your sexual be-
havior?”), elaborating upon the motivational topic, using 
extremes, having participants remember times before the 
emergence of the problem, encouraging participants to 
describe hopes for the future, exploring goals, and using 
inconsistencies through the use of a double-sided sum-
mary. An example of a double-sided summary might be 
“On the one hand, there are some good things about your 
sexual behavior. At the same time, you’ve also found that 
. . .” (which restates negatives about the sexual behavior). 
In another telephone contact, it is important that interven-
tionists follow-up with the self-motivational statements 
that the participants had initially shared.  

	 During the second telephone intervention session, the 
interventionist’s goal was to strengthen the participant’s 
commitment to change. When strengthening commit-
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ment to change, the interventionist sought to eliminate 
ambivalence, make sure that the participant didn’t make 
too many changes at once, and decipher whether the cli-
ent had a clear direction. The interventionist recognized 
the participant’s readiness to change, provided informa-
tion and advice (while also offering clusters of options), 
negotiated a plan, elicited a commitment to change, and 
helped participants modify their behavior in order to 
overcome their problem. This was accomplished when 
the interventionist began the skills-building component 
of the intervention. During this component, intervention-
ists provided risk-reduction education and skills using 
Kelly’s (1995) Changing HIV Risk Behavior: Practical 
Strategies treatment manual and other resources. By do-
ing this, the intervention did not simply motivate partici-
pants to reduce their risky sexual behaviors but, instead, 
also provided skills and information participants needed 
to act upon their now heightened levels of risk-reduction 
motivation. 

	 Fifteen different topics were available for discussion, 
including: (1) assertive communication (pp. 104-1061); 
(2) buying/keeping condoms (pp. 83-85); (3) cleaning 
needles (pp. 55-57); (4) condom negotiation (pp. 113-
116); (5) condom use (pp. 55-57, 84-86); (6) disclosure 
of HIV (Kimberly, Serovich, & Greene, 1995); (7) dis-
sociating high-risk sex from substance abuse (pp.88-90); 
(8) harm reduction alternatives (HealthCentral Network); 
(9) identifying risky behaviors (pp. 8-12); (10) identify-
ing triggers related to unsafe sex (pp. 52-54); (11) mis-
conceptions about HIV risky behavior (pp. 74-77); (12) 

Table 1. Mean Scores of Participants on Topic Areas of 

Personal Feedback Forms 

Topic Area N Minimum Maximum Mean Std. Deviation Skill Level
HIV Knowledge 79 23 43 33.23 4.917 High
Overall Attitude 79 33 103 57.42 15.135 High
Social Norms 79 9 40 19.71 7.437 Low
Intentions 79 8 40 21.24 7.850 Medium
Perceived Dif-

ficulty

79 16 60 44.52 10.274 Low

Effectiveness 79 24 114 54.80 22.137 High
HIV Discussion 79 0 3 1.37 1.028 Medium
Condom Access 79 2 9 4.85 2.184 Medium
Condom Use 79 1 15 6.20 4.533 Medium
STD Testing 78 0 3 1.49 .908 Medium
Substance Abuse 79 0 8 2.25 2.145 Medium

negative attributions about safer sex (pp. 98-100); (13) 
risk vulnerability related to mood (pp. 93-95); (14) self-
efficacy related to condom use (pp. 96-98); and (15) STD 
testing (HealthCentral Network). A greater amount of 
time was devoted to topics on which the participant dem-
onstrated inadequate knowledge or skills deficits. Table 
2 outlines the number of times and percentage of par-
ticipants that chose the fifteen areas of the manual and 
resources used in the pilot study (Cosio et al., 2010).

	 The intervention described in this paper was tested 
through a small-scale randomized clinical trial. Between 
March and November 2007, 83 HIV-infected rural per-
sons were recruited through AIDS service organizations 
in 27 U.S. states, including participants from states in the 
Northeast (n = 29), the South (n = 19), the Midwest (n = 
26), and the West (n = 9; Cosio et al., 2010). The average 
participant was 44 years of age (min = 22; max = 64) and 
had been living with HIV/AIDS for an average of 11.6 
years, and 76% reported engaging in one or more occa-
sions of unprotected oral, anal, or vaginal penetrative sex 
in the prior 60 days. Most participants were Caucasian 
(67%), self-identified gay males (56%) who had complet-
ed some formal college education (58%), and reported an 
annual income less than the federal poverty line (46%) 
[The percentages in this sentence are confusing as to what 
they correspond to. Are 58% Caucasian self-identified 
gay males with some formal education? Or is 58% only 
the number of those with a formal education?]. Most par-
ticipants were in a “partnered” relationship (44%) with 
someone identified as being HIV-seronegative (49%), 
had been prescribed HAART (73%), and had progressed 

1From Kelly’s (1995) book
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Table 2. Number of Participants that Chose Manual/Resources’ Topic Areas 

Topic Area N %
Harm Reduction Alterna-
tives

19 23.75

Assertive Communication 13 16.25
Condom Negotiation 8 10.00
Buying/Keeping Condoms 7 8.75
Negative Attributions 7 8.75
Identifying Risky Behav-
iors

6 7.50

Disclosure of HIV 5 6.25
STD Testing 5 6.25
Condom Use 3 3.75
Dissociating High-Risk 
Sex

2 2.50

Identifying Triggers 2 2.50
Risk Vulnerability 2 2.50
Self-Efficacy 1 1.25
Misconceptions About 
HIV

0 0.00

Cleaning Needles 0 0.00

to AIDS (51%) [This sentence is also confusing. Do all 
the percentages apply to the participants in a “partnered” 
relationship or just “most” participants?]. The average 
participant lived more than 79.8 miles away from a ma-
jor metropolitan area and in a community with less than 
20,000 residents (60%). A large proportion of the par-
ticipants (48%) reported clinically significant levels of 
psychiatric distress (RCI >1.96), and many reported use 
of alcohol (70%), marijuana (60%), cocaine (36%), and 
prescription medications (36%).

Evaluation Results

	 Cosio and colleagues (2010) compared the two-ses-
sion, telephone-administered IMB intervention (i.e., MI 
plus skills-building) to the skills-building only interven-
tion to determine whether the intervention enabled HIV-
seropositive rural participants to report greater increases 
in (1) motivation to avoid risky sexual behaviors, (2) 
risk-reduction behavioral skills, and (3) the proportion 
of intercourse occasions that were condom-protected 
compared to an attention-equivalent skills-building 
only intervention. Repeated measures ANOVA found 
that the IMB intervention produced greater increases 
in risk-reduction motivation to reduce risky sex and 
greater increases in the proportion of participants who 
reported using condoms “all the time” with their vaginal 
and oral sex partners compared to the time-equivalent 

skills-building only intervention. Findings from 
this study were consistent with those from pre-
vious research showing that telephone-delivered 
interventions can reduce risky sexual behavior 
in persons living with or at-risk for HIV infec-
tion (Anderson et al., 2006; Carey et al., 2000; 
Singh, 2003; Smoak et al., 2006).

Recommendation for Adaptation

Before an intervention of this genre can be wide-
ly disseminated through AIDS-service and rural-
based health care organizations, more large-
scale and scientifically rigorous evaluations of 
this intervention approach are needed. Future in-
vestigations of this intervention approach should 
include larger and more geographically diverse 
samples, additional assessment periods, and 
more objective outcome measures (e.g., STD 
testing and/or chart review data). There are also 
practical issues that interventionists should con-
sider when administering this telephone-based 
intervention (e.g., the lack of visual cues, etc.). 
One practical adaptation made during the pilot 
study was to increase the use of “verbal check-
ins” during intervention sessions. For example, 

if a participant was silent for several seconds, the in-
terventionist might ask “How do you feel about what I 
just said?” or “Is there something you are thinking about 
right now?” “Verbal check-ins” were used to better en-
gage participants in the session and ensure they were not 
distracted by persons or events in their environment. As 
HIV incidence and prevalence rates continue to increase 
in rural areas of the United States, sexual risk-reduction 
interventions that can reach large numbers of HIV-infect-
ed rural persons who have difficulty obtaining secondary 
prevention services are urgently needed.
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IMsexEd                                                                                                                                            
Using Contemporary Social Networking Technology to 

Reach Men Who Have Sex With Men
Paul Jacobs

Introduction 

	 Beyond natural forces and the luck of the draw, our 
personal choices and behaviors are largely responsible 
for the physical and psychological predicaments we find 
ourselves in. The broad field of health education, there-
fore, is unavoidably tethered to behavior modification. 
The educator’s challenges are, first, to help his or her 
clients recognize the value of improved or maintained 
health and, second, to provide his or her clients with the 
knowledge and tools to successfully modify personal be-
haviors. 

	 A variety of forces work against the educator’s efforts, 
often limiting the extent or duration of success. Addic-
tions, for example, may range from unyielding habits to 
chronic chemical dependency. Desperation is another ex-
ample, often resulting in poor decision-making and risky 
behaviors. Humans, like the rest of the animal kingdom, 
when deprived of food, shelter, or even affection will put 
themselves in harm’s way to acquire these basic needs. 
These examples underscore the reality that educators 
may need to take a comprehensive approach, addressing 
a variety of needs and obstacles that might impede behav-
ior change. 

	 In addition to recognizing the dynamics playing within 
the individual, the educator must develop programming 
that reflects the ever-changing social and cultural envi-
ronment. For example, for men who have sex with men 
(MSM), the shock and scare tactics of the late ‘80s and 
early ‘90s are not effective with the generations of youth 
who “grew up in a world of HIV/AIDS” and related 
treatments. And the new social networking technologies, 
which are an integral part of life today (and arguably 
linked to HIV and STD transmissions), did not exist just 
one short decade ago. The extensive use of these newer 
networking technologies, including the risks associated 
with MSM internet “hook-up” sites, suggests that a com-
prehensive effort to reach MSM and modify their be-
haviors MUST integrate prevention programs with these 
contemporary technologies.

Program Description 

	 IMsexEd is a social networking technology-orient-
ed MSM outreach program created by HIV prevention 

workers at the AIDS Resource Center of Wisconsin. The 
program was originally designed to reach internet users 
and, more specifically, MSM in gay chatrooms and (sex-
ual) “hook-up” sites, such as GAY.COM and ADAM4A-
DAM. The program has since expanded to encompass ad-
ditional internet sites and support phone/text interactions. 
The IMsexEd program addresses the need for prevention 
efforts to keep pace with emerging technology. It is also 
a cost-effective way to reach higher-risk, rural communi-
ties.

	 “IMsexEd” is short for “Instant Message Sex Educa-
tion”, and is the profile name used in the chatrooms and in 
other social networking venues. IMsexEd has also been 
given a visual identity, a condom-like caricature, which 
appears as part of IMsexEd’s profile in venues that sup-
port photos –like most of the chatrooms. Also included as 
part of the profile is a description of IMsexEd’s function, 
as a provider of sexual health-related information and 
referrals. Like the acronym “IM” (instant message), the 
language used by IMsexEd is characterized by common 
internet lingo, acronyms and text abbreviations. This is 
done to assimilate IMsexEd into the culture of contem-
porary internet and phone-text users. Anecdotal evidence 
suggests that IMsexEd has indeed been warmly embraced 
by many who surf the gay chatrooms. Chatters frequently 
and affectionately refer to IMsexEd as “sexEd” or just 
“Ed”.

	 Nearly a year of planning went into the development 
of the IMsexEd protocols prior to its introduction. The 
protocols were exhaustively scrutinized during the plan-
ning process and include specific information regarding 
Internet Service Provider (ISP) negotiations/permissions, 
message content, resource/referral lists, internet termi-
nology, internet etiquette, and program documentation/
evaluation techniques. IMsexEd made its debut in 2006 
as a pilot program in the GAY.COM chatrooms. With a 
little tweaking along the way, IMsexEd has become a 
strong and solid intervention tool, filling an important 
niche among the full spectrum of prevention services of-
fered by the AIDS Resource Center of Wisconsin.

	 A typical internet outreach session begins with a 
trained staff person or volunteer logging onto the GAY.
COM website using the prearranged IMsexEd name and 
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profile. There are several staff and volunteers using the 
same IMsexEd profile, so each outreach worker (OW) 
is assigned a number (i.e., IMsexED1, IMsexED2, etc.). 
Upon entering the public chatroom, the OW posts a “pro-
active message” either introducing himself as sexEd or 
sharing some important men’s health information. A list 
of these proactive messages is attached (see ATTACH-
MENT #1). The list standardizes the messages that are 
related to some of the most common issues and also al-
lows for quick copying and pasting instead of typing out 
each message. OWs are also permitted to create their own 
messages.

	 OWs are trained to understand and respect the fact 
that the primary function of these chatrooms is social 
networking. SexEd is a guest with other motives and, as 
such, needs to be cautious not to wear out his welcome. 
Proactive messages are brief and posted to the public cha-
troom sparingly: no more than one every 15 minutes or 
so. Most of the public messages encourage chatters to IM 
(instant message) sexEd if they want more detailed in-
formation or have additional questions. This removes the 
“more personal” dialogs out of the public arena, allowing 
for increased confidentiality and extended conversation 
between the inquiring mind and the OW.

	 Another noteworthy aspect of the program is the OW’s 
recognition of his own limitations. Though all OWs have 
basic HIV/STD knowledge and a book of supplemental 
resources at their fingertips, they are typically not trained 
or licensed in the medical or counseling fields. Therefore, 
OWs are instructed to NOT dispense advice or opinions 
beyond their level of expertise. Instead, all OWs possess 
a statewide resource and referral guide that can direct 
chatters to professionals in their area. As you might imag-
ine, the broad spectrum of chatters includes many with 
medical and psychological issues beyond the scope of the 
IMsexEd program.  

	 The most commonly requested information by chatters 
is in regard to free HIV testing locations. This is partly 
because many of the proactive messages encourage test-
ing for sexually active, gay men. A chatter might IM 
sexEd to ask where he can get a free HIV test. The OW 
(a.k.a. IMsexEd) would ask the client what large city he 
is near or what county he resides in. Equipped with that 
information, the OW can quickly determine the closest 
ARCW office, clinic, or county health department that 
provides HIV testing. The OW’s resource book includes 
agency names, phone numbers, addresses, and detailed 
information about hours of operation, costs of services, 
and medical insurance stipulations. Often the client can 
be provided with multiple options.

Evaluation Results

	 Because of the inherent anonymity of internet user-
names and the confidential nature of the IMsexEd pro-
gram, personal follow-ups with clients are not feasible. 
However, much anecdotal information can be gathered in 
the form of self-disclosure by clients who subsequently 
“check back in” with sexEd and verify follow-through.  
For example, one chatter IM’d sexEd and requested in-
formation on local HIV testing sites. The OW who re-
sponded worked at the recommended testing site in the 
city where the chat client lived. Without revealing his 
identity as sexEd, the OW gave the client the site’s phone 
number. Seconds later, the OW was scheduling a testing 
appointment over the phone for that same client while still 
online with him. After the appointment was made, the cli-
ent returned to the keyboard to inform sexEd that he had 
just scheduled an appointment of which the OW was well 
aware. I was that OW.

	 Other anecdotal evidence in the form of self-disclosure 
and non-solicited follow-ups is further indication sexEd 
has established a helpful relationship with chatters. Some 
chatters will “check back in” with sexEd to thank him for 
a useful referral or to provide an update on the situation 
that prompted the initial contact. And positive comments 
about IMsexEd are occasionally posted to the public cha-
trooms by appreciative chatters.

Recommendation For Adaptation

	 IMsexEd currently makes himself conspicuously avail-
able on GAY.COM, ADAM4ADAM, LIFEOUT.COM, 
BLACKGAYCHAT.COM, FACEBOOK, TWITTER, 
and YAHOO MESSENGER. And e-mails can be sent to 
IMsexEd@arcw.org. This omnipresence helps to capture 
the largest audience and maximizes sexEd’s familiarity. 
Regardless of which interface technology is utilized, the 
information provided is quite similar. A few examples of 
actual chatroom dialogs between sexEd and clients are at-
tached (see ATTACHMENT #2).

	 Depending on the limitations of each particular inter-
net site (or phone interface), sexEd’s outreach capabili-
ties will vary. As described earlier, on a site like GAY.
COM, sexEd is able to post information (in the form of 
bullet points) on the most common sexual-health-related 
topics. This might include risk factors, disease symp-
toms, HIV testing, clinic locations, breaking news/stud-
ies, links to helpful sites, statistics, etc. However, other 
MSM networking sites are less interactive than GAY.
COM. For instance, without the option to post to a public 
chatroom, sexEd may be restricted to a more reactive or 
passive role, waiting and hoping for a client to make first 
contact. This is why marketing the IMsexEd image/icon 
across different venues has played such an important role. 
Once sexEd’s image and purpose had gained notoriety, he 
was approached by clients without solicitation or prompt-
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Attachment #1: Examples of Proactive Messages for 
Posting in Public Chatrooms

IMsexEd Introductions

	 FYI...SexEd is not a bot. it is a free and confidential 
information and resource service provided to chatters. IM 
me with questions regarding men’s sexual health, HIV, 
STDs, testing, testing locations, risks, etc.  

	 FYI: those who provide health-related info using the 
SexEd profile r trained in HIV/STD, and have a book 
of statewide resources at their fingertips. there r several 
folks from around the state providing this service 2 chat-
ters, and we thank u 4 the opportunity.

HIV Prevalence, Transmission & Risk Reduction

	 FYI: an ‘undetectable viral load’ does NOT mean 
a person is no longer HIV+. it means the viral count is 
extremely low in the blood. HIV could exist in higher 
concentrations elsewhere in the body, like in semen, for 
instance.

	 FYI: many infected persons show no signs of HIV, 
and symptoms may not appear for many years. However, 
sometimes symptoms include rapid unexplained weight 
loss, recurring fever and/or drenching night sweats, diar-
rhea, swollen glands in the neck, armpits or groin, white 
spots or unusual sores on the tongue or mouth. IM me 4 
more info.

	 In response to an inquiry...in many countries, the inten-
tional or reckless infection of a person with HIV/AIDS is 
illegal. People who do so can be charged with Criminal 
Transmission of HIV, Murder, Manslaughter, Attempted 
Murder, or Assault. Here in the United States there are 
specific laws that criminalize HIV transmission.

	 Barebacking FYI: It is a myth that only the bottom 
partner can get infected with HIV or STDs during anal 
intercourse, and that it’s safe 2 bareback as the top part-
ner. In reality, the top partner is at risk, and the bottom 
partner is at even higher risk, so play safe. FYI: Here is 
great info on barebacking: http://www.thebody.com/sow-
adsky/barebacking.html

Availability of HIV Testing/HIV Testing Info

	 If u r wondering where 2 get a free HIV test in your 
area, or have questions about what’s risky and what isn’t, 
IM me.

	 FYI: the AIDS Resource Center of Wisconsin provides 
free HIV testing at their offices in Appleton, Eau Claire, 
Green Bay, Kenosha, La Crosse, Madison, Milwaukee, 
Superior & Wausau. IM me 4 contact info or addresses.

FYI: many Wisconsin county Health Depts charge very 
little for HIV tests. and these particular counties actually 
test 4 free: Bayfield, Douglas, EauClaire, FondDuLac, 
Grant, Iron, Jackson, Kenosha, Manitowoc, Oneida, 
Price, Racine, Sawyer, Sheboygan, Waupaca, Wood. 
PVT me for contact info or addresses.

FYI...Home HIV test kits are available at most Wal-
greens and CVS drugstores for about $45-$50. Results 
are 99.9% accurate and you don’t need to give your 
name. Tests are also available online at www.homeac-
cess.com

STD Information And Risk Reduction/Availability Of 
STD Testing

	 FYI: u can reduce your risk 4 HIV & STDs by using 
protection, knowing your partners’ status, limiting your 
number of partners, getting into a monogamous relation-
ship or having safer sex. 

	 FYI...many people who get an STD will show no signs 
or symptoms, but they can still be a carrier and pass that 
STD to someone else. IM me to find out where the STD 
testing clinics are in your area. Many clinics charge very 
little, based on your income.

	 FYI: if u have symptoms that might indicate an STD, 
check www.cdc.gov for comprehensive info on STDs, or 
call your local health dept, clinic or physician. IM me 4 
info on clinics in your area. 

	 FYI: An easy way to tell a sex partner that you have an 
STD is by using the anonymous INSPOT E-card. It’s a 
great service gaining popularity across the country. Wis-
consin recently signed on! Check it out and bookmark for 
future reference. www.inspot.org

	 FYI: The STD you get in Vegas won’t stay in Vegas. 
IM me to find a clinic in your area.

Signing Out

	 Signing out...Thanks to all who have IM’d with ques-
tions. FYI: i’m not a bot, all IM chats are confidential, 
and provided as a service to chatters. Check with SexEd 
anytime for info about HIV, STDs, testing locations, etc.
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Attachment #2:  Examples of Actual IM Conversations 
Between Client and sexED

	 {vvvv}i have been single for 2 years... but my Ex 
found out he is Poz

	 {vvvv}so.. is there still anonymous testing, and can 
you get fast results or do you still wait a week?

	 {ImSexEd7}there is still anonymous testing at many 
locations around the state, and many sites offer rapid test-
ing...15 minutes. What county or city are you in/near?

	 {vvvv}Green Bay, WI

	 {vvvv}15 mins?? Holy crap

	 {ImSexEd7}free, anonymous, rapid tests by appoint-
ment at ARCW, 445 S. Adams St. 437-7400…they test 
every day, and use the 15 minute test. and it’s anonymous.

	 {vvvv}omg.. THANK YOU!!!

--------------------------------------------------------------------

	 {wwww}I had gonnoreah went to the Dr. and took care 
of everything...but now the county doctors are calling 
me...what do you think they want?

	 {ImSexEd7}probably the ‘partner notification’ pro-
gram. with any communicable disease the county is re-
quired to get info about partners so they can be contacted, 
anonymously by the health dept…the way it works is like 
this...a county nurse will call these partners, or send them 
a letter that says something like this: ‘Someone you had 
sexual contact with tested positive for gonorrhea, so you 
should make plans to get tested too.’ The nurses don’t 
give out any names or clues about who tested positive...
its very anonymous.

	 {wwww}ok thanks for the info

--------------------------------------------------------------------

	 {xxxx}Is it true that 90% of hiv infections show up 
within a few weeks.....????

	 {ImSexEd7}the average person will be detectible in 
three weeks. the CDC recommends folks be tested three 
months after a potential exposure for a 99.9% accurate 
test.

	 {xxxx}I was told the other day that there are a lot of 
infected guys here on gay.com from the area....but that 
they don’t tell you.... have you heard that?

	 {ImSexEd7}yes, there are lots of poz individuals in the 
chatrooms.That’s why we provide this service.

--------------------------------------------------------------------

	 {yyyy}If an infected guy unloads in you.... what is the 
probablity of being infected? 

	 {ImSexEd7}i’m not aware of any probability stats. i 
usually compare it to walking into a room where some-
one has a cold. You may or may not catch a cold. It de-
pends on many factors....

	 {yyyy}ok.... so it is not for sure you become infected?

	 {ImSexEd7}that is correct. in fact, some persons seem 
to have a natural defense against HIV, or appear to be 
somewhat resistant to it. On the other hand, some folks 
get infected the first time they have sex with an infected 
partner… you should both get tested

	 {yyyy}I am definately being tested...going to appleton 
tomorrow at 8:30…already talked to them today

	 {ImSexEd7}great, you seem to be quite responsible 
about the matter… good luck

	 {yyyy}dunno why someone would go around infect-
ing people…Isn’t that a crime?????

	 {ImSexEd7}the intentional or reckless infection of a 
person with HIV/AIDS is a crime in many countries, in-
cluding the US.

	 {yyyy}that’s what I thought..... thanks!

	 {zzzz}i have met someone with hiv… hes a nice guy 
but havent had any sexual relations yet…what can i do 
for protection. i dont wnat to sound stupid you know

	 {ImSexEd7}The simple key is just to not let an in-
fected person’s body fluid enter your body through any 
orafice, or wound... There aren’t cases of person’s being 
infected through close, casual contact…we know that 
from family members and other care-givers who have all 
sorts of regular contact....

	 {zzzz}i thought so… i can still kiss him rite

	 {ImSexEd7}yes, kissing is not known to transmit HIV. 
But be careful of mouth sores…and some recommend 
not kissing  right after brushing or flossing, because there 
could be abrasions on the gums.

	 {zzzz}okay didnt know that 

	 {ImSexEd7}there are lots of affectionate things that 
can be done with a partner, just concentrate on not letting 
his body fluids enter your body… thebody.com is a great 
site for additional info

	 {zzzz}okay thats kewl thanks
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ing. When that started occurring, it was evident that the 
marketing of IMsexEd had been successful and that the 
whole program was working as planned. 

	 Now, four years into the IMsexEd program, ARCW 
prevention workers are confident that our vision, time, 
and effort have paid off. Our agency’s philosophy de-
mands that we stay on the frontier of new ideas, develop-
ments, and technologies. Only time will tell where sexEd 
might show his face in the months and years to come.

Contact Info:                                                                                                                                     
Paul D. Jacob, HIV Prevention Specialist 
AIDS Resource Center of Wisconsin, 445 
S. Adams Street, Green Bay, WI 54301 

                                      
920-437-7400; paul.jacob@arcw.org; www.arcw.org
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Comprehensive Risk Counseling Services (CRCS) at HIV             
Specialty Clinics in New Hampshire

Leslie O’Neill

Project Title

	 Comprehensive Risk Counseling Services (CRCS) at 
HIV Specialty Clinics in New Hampshire

Introduction 

	 As defined by the Centers for Disease Control and 
Prevention (CDC), CRCS is “intensive, individualized, 
client-centered counseling for adopting and maintain-
ing HIV risk-reduction behaviors. CRCS is designed 
for HIV-positive and HIV-negative individuals who are 
at high risk for acquiring or transmitting HIV and STDs 
and struggle with issues such as substance use and abuse, 
physical and mental health and social and cultural factors 
that affect HIV risk” (CDC, 2006, p. 8). In New Hamp-
shire, we have adapted CRCS to be performed in the 
context of psychotherapy by experienced mental health 
providers with varying areas of expertise at HIV specialty 
care clinics across the state.

Description of Program 

	 The NH State HIV/STD section in conjunction with 
CRCS staff have adapted the CDC Implementation Man-
ual for CRCS and created a statewide protocol for its de-
livery (NH CRCS Protocols, 2007). According to these 
protocols, 

CRCS is intensive, individualized client-centered 
counseling intended for individuals who may not be 
able to prioritize risk reduction for HIV infection or 
transmission when faced with problems perceived to 
be more important and immediate. CRCS addresses the 
interrelationships between HIV risk and mental health 
issues, psychosocial issues, substance abuse and cul-
tural factors. The goals of CRCS include: 1) to provide 
assistance to individuals with multiple life issues which 
impede or limit their ability to reduce their risk for HIV 
infection or transmission 2) to provide time-limited 
support for individuals in making behavior changes 
that will reduce their risk of acquiring or transmitting 
HIV and, 3) to identify and facilitate referral services 
for individual’s medical and psychosocial needs that 
impact his/her capacity to modify HIV-related risk-
behaviors (NH CRCS Protocols, 2007).

	 The target population for this HIV prevention interven-
tion is adults living with HIV and their sex and needle-
sharing partners. The program is administered by the 
Dartmouth-Hitchcock Medical Center, the largest provid-
er of HIV specialty care in New Hampshire and occurs 
at the HIV clinics in Lebanon, Manchester, and Nashua, 
NH. The program sets itself apart from others with its 
integration of prevention and psychosocial services into 
medical care, recognized as a priority by the CDC in the 
Advancing HIV Prevention initiative (CDC, 2003) and 
more recently emphasized in Prevention is Care (PIC), 
an August 2007 CDC campaign in which HIV health care 
providers are encouraged to screen HIV patients for risky 
transmission behaviors and deliver brief messages on the 
importance of protecting themselves and others by reduc-
ing these behaviors (CDC, 2007). In our program, this is 
considered a standard of care.

	 CRCS providers are members of a multi-disciplinary 
medical team and are often present when clinics occur. 
This has been proven to increase efficiency and remove 
barriers of stigma, logistics, and the inadequacy of care 
that may otherwise exist when referring a client for pre-
vention services. Clients may feel pathologized when 
referred to a psychologist or counselor, and introducing 
CRCS providers as team members whose services are 
offered as part of routine medical care reduces this bar-
rier. Many of our HIV patients are of lower socioeco-
nomic status. When CRCS and medical appointments are 
scheduled together, obstacles such as limited time and/
or transportation are ameliorated. Clients are also encour-
aged to participate when they learn that CRCS is a grant-
funded, free service. Two CRCS providers offer home 
visits statewide for patients who have difficulty accessing 
the intervention at one of the clinics. The close working 
relationship between medical and prevention provid-
ers benefits our clients in that multiple issues can be ad-
dressed collaboratively in one place and during one visit.                                                                                                                                           
                                                                                   		
	 Care and prevention providers working closely togeth-
er also foster a reciprocal learning environment. Medical 
providers receive training in current mental health and 
HIV prevention issues while also providing medical up-
dates to CRCS staff.
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Core Elements of CRCS

	 According to the CDC CRCS Implementation Manual, 
there are seven core elements of CRCS. These guide the 
CRCS performance in Dartmouth-Hitchcock clinics as 
follows:

	 1. Recruitment: For each clinic patient, HIV risk behav-
iors, mental health issues, and substance use are prelimi-	
narily assessed on intake and at subsequent visits by HIV 
specialty nurses and HIV physicians. For those patients 
and partners who report a complicated risk profile and/or 
risk behaviors with mental health and substance abuse co-
morbidities, a referral to CRCS is made. Having CRCS 
providers on the medical team and present in the clinic 
at the time of this determination appears to eliminate the 
aforementioned psychological and practical barriers and 
has led to extremely successful CRCS recruitment in the 
past. 

	 2. Assessment: Patients referred to CRCS receive an in-
depth HIV prevention and mental health assessment that 
can take up to three sessions. To be enrolled in CRCS 
during or following the assessment period, clients must 
demonstrate one of the following criteria: (a) Client is 
currently engaging in risk behavior, (b) Client expresses 
intent to engage in risk behavior, (c) Client has demon-
strated a recent history of risk behavior, or (d) Client 
demonstrates difficulty with HIV medication adherence. 
Informed consent is also obtained during the assessment 
period. 

	 3. Development of a Risk-Reduction Plan: As part of a 
written prevention plan, both short- and long-term goals 
are established by the client with the assistance of the 
CRCS provider. The plan identifies behavioral objectives 
that are time-phased, specific, and achievable to reduce 
the risk of acquiring or transmitting HIV or to adhere 
to HIV medication regimens. CRCS providers apply 
theory-based models in the development of such plans 
(i.e., harm-reduction, twelve-step, cognitive-behavioral, 
etc.). A brief summary of this plan is noted on Session 
Information Forms that are sent to the state office each 
month.	

	 4. Risk-Reduction Counseling: The basic model for 
CRCS sessions is client-centered prevention counsel-
ing. The CRCS providers have varying areas of expertise 
(substance abuse/dependence, gay-identity development, 
feminist/empowerment perspectives, refugee health and 
mental health, coping with chronic illnesses/health psy-
chology, etc.) and employ them as they apply to the pre-
vention plan. Prevention counseling may be structured, 
unstructured, or a combination of the two but is always 
tailored to the client’s circumstances. Commonly used 
techniques in HIV risk and behavior change counseling 
include psycho-education, brief homework assignments 
and behavioral practice, Motivational Interviewing (Mill-

er & Rollnick, 2002), in-session role-play and demon-
stration, emotional support and processing among oth-
ers. 		

	 The length of the CRCS intervention is 3 to 27 ses-
sions. Up to 3 sessions compose the assessment and en-
gagement period. The client then begins a cycle of up 
to 12 risk-reduction counseling sessions, at the end of 
which he/she must be re-evaluated by the CRCS provid-
er. If appropriate for re-enrollment, up to 12 additional 
sessions may be provided before discharge.     	
	

	 5. Referrals: CRCS clients have multiple, complex is-
sues and are likely to need referrals to services such as 
intensive mental health, substance abuse treatment, or 
case management. CRCS providers maintain up-to-date 
lists of service providers for outside referrals and sustain 
ongoing relationships with case managers at local AIDS 
Service Organizations. Referrals and their outcomes are 
documented in CRCS progress notes and on Session In-
formation Forms.

	 6. Monitoring and Re-assessment of Progress: CRCS 
providers maintain active progress notes for each client 
that reflect individual meetings and contacts. Progress 
notes keep track of session content, including new in-
formation and outcomes. Re-assessment is ongoing, and 
the risk-reduction plan may be altered should the client’s 
needs or circumstances change. Additional methods of 
monitoring progress include mandatory Program Evalu-
ation and Monitoring System (PEMS) reporting together 
with a notation of Prochaska and DiClemente’s (1983) 
Stage of Change for each visit (i.e., precontemplation, 
contemplation, preparation, action, maintenance) on a 
Session Information Form and self-report Mental Health 
Confidence Scales, which are described further below 
(Carpinello et al., 2000).                

	 7. Discharge: Clients are discharged when they attain 
and can maintain behavior change goals. Documentation 
of discharge is included in the client record and noted 
on the PEMS Session Information Form. Re-enrollment 
of clients who had achieved their goals but actively ex-
perienced relapse or unsafe behaviors and/or barriers to 
risk-reduction also occurs.		

	 CRCS providers are supervised by a doctoral-level 
clinical health psychologist who is also a provider of the 
intervention statewide.

			   Evaluation Results

	 Efficacy is evaluated through noting the client’s Stage 
of Change at each visit and also through self-report pre 
and post Mental Health Confidence Scales (MHCS; Car-
pinello et al., 2000). The MHCS is a 16-item scale origi-
nally designed to measure self-efficacy with three sub-
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scales for optimism, advocacy, and coping. We replaced 
two items with HIV prevention-related questions about 
disclosure and condom-use negotiation. The questions 
otherwise refer to a person’s global confidence in his/
her coping ability across a wide range of situations. The 
questions begin with the phrase “How confident are you 
right now that you can: . . .” Some examples of endings to 
the questions are “set goals for yourself” and “deal with 
feeling lonely.”            

	 For 45 CRCS clients over the last reported state fiscal 
year (7/1/09-6/30/10), the average Stage of Change (from 
1 to 5) at intake was 2.6 and at discharge was 3.7. For 
the Mental Health Confidence Scale, the average score 
on items related to self-efficacy at intake was 5.4 and at 
discharge 7.2 (on a 1-10 scale). Eighty-five percent of 
patients who completed the Mental Health Confidence 
Scale reported an increase in self-efficacy. For questions 
related to coping, the average at intake was 4.2 and at 
discharge 6.3. Of the patients who completed the scale, 
77% had scores that reflected an increase in coping.

	 Previous experience and patient evaluation tells us that 
clinic patients feel as though risk-reduction services are 
regularly integrated into their medical care. According 
to the most recent Dartmouth-Hitchcock HIV Program 
Patient Satisfaction Survey (2006), 94% said, “Providers 
talked to me about how to avoid passing on HIV and how 
to protect myself from re-infection” (vs. 89% in 2004). 
Eighty-seven percent felt that “providers or case man-
agers asked how I felt emotionally and made a mental 
health/counseling referral if needed” (vs. 83% in 2004). 
More than three-quarters (77%) said they “never or rare-
ly felt uncomfortable talking about personal issues with 
providers” (vs. 68% in 2004), indicating an openness to 
discussions about intimate, prevention-related topics. Fi-
nally, 87% of respondents said their “providers suggested 
ways to help me remember to take my HIV medications” 
(vs. 77% in 2004). Clinic consumers, as illustrated by the 
survey, believe that prevention is normalized and incor-
porated into medical care and are open to receiving such 
services.

Recommendations for Adaptation

	 Although it may increase the cost, given the complex 
presentations of the client population, CRCS services are 
enhanced when highly educated and experienced mental 
health professionals perform this intervention rather than 
case managers or prevention counselors. The CDC’s min-
imum requirement is that CRCS providers should have 
“training in pre- and post-test counseling” (CDC, 2006, 
p. 11). At the same time, the Implementation Manual sug-
gests that “CRCS counselors work with the highest risk 
clients on very difficult issues” and that “mental health 
and substance use are the most frequently reported chal-
lenges . . . thus the need for CRCS counselor expertise 

and referrals to services in these areas” (CDC, 2006, p. 
12). In a rural area where access to such outside services 
can be limited, ensuring that CRCS providers are trained 
in these areas of expertise and provide risk-reduction 
counseling in the context of psychotherapeutic treatment 
seems to be both effective and efficient.
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Native STAND (Students Together Against Negative Decisions):
Evaluating a School-Based Sexual Risk Reduction Intervention in

Indian Boarding Schools

Abstract

	 Native STAND is a 29-session curriculum that cov-
ers a range of sexual and reproductive health topics as 
well as important decision-making, communication, and 
peer-education skills. It is based on an intervention that 
was designed and evaluated among rural youth in the 
southern US and found to increase condom self efficacy, 
human immunodeficiency virus (HIV) infection risk 
behavior knowledge, frequency of conversations with 
peers about birth control and sexually transmitted in-
fections (STIs), and consistent condom use among par-
ticipating 10th-grade students. In 2008, Native STAND 
was adapted by a national group of American Indian 
and Alaska Native (AI/AN) partners, and activities were 
tested with small groups of youth from the target audi-
ence. 

	 To more fully evaluate the adapted curriculum in In-
dian Country, 80 students attending four residential Bu-
reau of Indian Education (BIE) boarding schools were 
selected by fellow students to be trained as peer educa-
tors using the Native STAND curriculum. The curricu-
lum was delivered in 1½-hour classes by two or three 
adult staff at each school who were trained to facilitate 
the Native STAND curriculum. A comprehensive pre- 
and post- computer-assisted self interview (CASI) sur-
vey was administered to participating students to assess 
changes in knowledge, attitudes, intentions, behaviors, 
and skills over time. At the end of the program, focus 
groups and key informant interviews were also carried 
out with separate groups of students, facilitators, and 
school staff not directly involved in the program to iden-
tify programmatic strengths and weaknesses and inform 
final program revisions. 

	 These analyses reveal that, to varying degrees, posi-
tive outcomes and impacts were experienced at all four 
schools. Recommendations also emerged from this pro-
cess that can guide future use of the program. Additional 
evaluation will be needed to determine to what extent 
the newly trained peer educators take on their roles as 
peer educators and what, if any, impact this has on the 
social norms surrounding sexual health among these stu-
dents and at these schools.

Introduction

	 An American Indian/Alaska Natives (AI/AN) exhibits 
both great strengths and issues of concern. Encultura-
tion, relationships that foster belonging (Framboise et al., 
2006; Whitbeck et al., 2002), respect for the wisdom of 
tribal elders, and positive role models are associated with 
AI/AN resiliency (Gilgun, 2002). In contrast, the AI/AN 
teen birth rate increased more than any other racial or eth-
nic population between 2005 and 2007, and one fifth of 
Native teen girls now give birth before age 20 (Hamilton 
et al., 2009). To date, no well-developed and rigorously 
evaluated sexual health programs targeting AI/AN youth 
have been reported. (A baseline analysis of a program 
designed for AI/AN middle school youth is available: 
Kaufman et al., 2010. 

Description of Program 

	 Native STAND is a 29-session curriculum designed 
to address healthy decision-making holistically and de-
velop skills associated with maintaining and promoting 
sexual health and becoming a peer educator. Session top-
ics included: culture and tradition; sexual diversity; self-
acceptance and body image; healthy relationships; repro-
ductive health; pregnancy and parenting; STI/HIV; birth 
control methods; personal goals and values; drugs and 
alcohol; negotiation and refusal skills; stages of change; 
and effective communication. All sessions employ active 
learning methods and are designed to be held once per 
week and last 1½ to 2 hours. Upon completion of the cur-
riculum, Native STAND peer educators engage in health-
promoting conversations with others. After training, each 
site forms a peer education club to continue learning and 
provide feedback.

	 Native STAND is based on an effective intervention that 
was designed for rural youth in the southern US (Smith 
& DiClemente, 2000). Both the STAND program and the 
adapted Native STAND are based on the Transtheoretical 
Model of Change (Prochaska & DiClemente, 1982, 1983, 
1992) and the Diffusion of Innovations Model (Rogers, 
2003). Native STAND was adapted for AI/AN youth by a 
working groupcommittee that included specialists in cur-
riculum development, HIV/STI prevention, and evalua-
tion as well as representatives of the National Coalition 
of STI Directors, Mercer University, the Indian Health 

Mike U. Smith, Stephanie Craig Rushing, and the Native STAND                                                                                                                        
Curriculum Development Group
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Table 1. Demographics and communication with peers and adults
Variable                                        n (%*)

Pre-survey

N=70

Post-survey

N=34
Pre-post Retention %

Age
     ≤15 27 (49.1) 4 (11.8)
     ≥16 28 (50.9%) 30 (88.2)
     Missing 15 0 (0)
Gender
     Male 22 (40.0) 12 (35.3)
     Female 33 (60.0) 22 (64.7)
    Transgender 0 (0) 0 (0)
     Missing 15 0 (0)
Sexual orientation
     Straight 44 (83.0) 28 (82.4)      
     Gay/lesbian 1 (1.9) 1 (2.9)      
     Bisexual 4 (7.6) 3 (8.8)      
     Not sure 2 (3.8) 1 (2.9)      
     Refuse 2 (3.8) 1 (2.9)       
School of attendance
     School #1 17 (24.3) 8 (23.5) 47.1%
     School #2 20 (28.6) 12 (35.3) 60.0%
     School #3 17 (24.3) 7 (20.6) 41.2%
     School #4 16 (22.9) 7 (20.6) 43.8%
Spoke with a peer about sexual health topic in past 3 months (no. of times)
     None 30 (56.6) 12 (48.0)
     One or more times 22 (41.5) 12 (48.0)
     Refuse 1 (1.9) 1 (4.0)
     Missing 17 9
Spoke with an adult about sexual health topic in past 3 months (no. of times)
     None 43 (79.6) 24 (88.9)
     One or more times 10 (18.5) 2 (7.4)
     Refuse 1 (1.9) 1 (3.7)
     Missing 16 7

* Among those who responded to the question (i.e., missing data excluded from denominator)
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Service/Centers for Disease Control and Prevention, and 
various AI/AN tribes and other partners. Feedback on se-
lected sessions was obtained from various groups of AI/
AN youth as those sessions were being developed. A final 
draft of all curriculum materials will be available on the 
internet.

Pilot Study

	 During the 2009-2010 school year, the Native STAND 
curriculum was piloted at a convenience sample of four 
residential Bureau of Indian Education (BIE) boarding 
schools located throughout the United States. At the end 
of the year before the program began, 20 ninth-graders 
were selected to participate using a self and peer nomina-
tion process that identified peer opinion leaders and pro-
vided coverage of the largest possible number of cliques. 
At each school, the program was facilitated by two or 
three staff members (teachers or counselors) who at-
tended 3½ days of training. Adult facilitators and project 
staff participated in monthly conference calls to answer 
questions, manage logistics, ensure fidelity, and maintain 
motivation and commitment.

Evaluation Results  

Quantitative Data 

	 To assess changes in student knowledge, attitudes, be-
liefs, intentions, behaviors, and skills, a computer-assist-
ed self interview (CASI) survey was administered at two 
timepoints. The survey included 20 multi-item measures 
(see Table 2). Wherever possible, the survey questions 
were drawn and/or adapted from existing measures that 
have been validated and shown to be reliable among 
youth (including De Hart & Birkimer, 1997; Fisher & 
Fisher, 2002; Jessor et al., 1990); Maynard et al., 2005; 
Smith, Dane, Archer, Devereaux, & Katner, 2000). (More 
detailed descriptions of the evaluation procedures are 
available from the authors.)

Youth Demographics

	 Seventy students completed the pre-training survey; 
34 completed the post-survey. Basic demographic infor-
mation describing the participants is provided in Table 
1. At the start of the program, about half of the students 
were 15 years old or younger, and more female students 
(65% of those completing the program) participated in 
the program than males.1  Over 80% of the students re-
ported their sexual orientation as straight (20% as gay or 
bisexual), and over 60% reported having had sex in their 
lifetime. 

Communication With Peers and Adults

	 On the pre-survey, 41.5% of students reported that they 
had talked with a peer about a sexual health topic in the 

past three months versus 48.0% on the post-survey, an 
absolute difference of 6.5%, Cohen’s d = 0.16 (data not 
reported in tables) (Cohen, 1988). Post-survey students 
reported an average of five instances of speaking with a 
peer about a sexual health topic in the past three months 
(range = 1 to 10). Students spoke very infrequently with 
adults about sexual topics in the same time frame (av-
erage < 1; Pre 18.5%, Post 7.4%; absolute difference 
-11.1%, Cohen’s d = -0.55).

Changes in Knowledge, Attitudes, and Behaviors

	 As shown in Table 2, large pre-survey to post-survey in-
creases of mean scores in STI/HIV prevention knowledge 
and reproductive health knowledge were observed with 
absolute increases of 19.2% and 17.7% from pre-survey, 
respectively. These increases were of large practical sig-
nificance (Cohen’s d = .78; Cohen’s d = .80, respectively). 
Similarly, the increase in knowledge of healthy relation-
ships was of moderate practical significance (Pre 65.1%; 
Post 77.9%; absolute difference 12.8%; Cohen’s d = .43) 
as were increases in mean scores for intention to use con-
doms to avoid pregnancy and STIs (Pre 93%; Post 73%; 
Cohen’s d = .45).  

	 Changes in two study attitude-related variables also 
achieved moderate practical significance, including con-
dom self efficacy (Cohen’s d = 0.38) and condom atti-
tudes as measured within motivation (Cohen’s d = .44). 
Condom attitudes measured by a second scale showed 
only small practical significance (Cohen’s d = 0.20). No 
other significant changes were noted in other variables in 
this domain.

	 No significant differences were observed in Native 
pride, perceived life chances (perceived likelihood of fu-
ture life success: Jessor et al., 1990), or self-esteem. Simi-
larly, there were no significant changes in motivation to 
be a role model or in self-efficacy for being a HIV peer 
educator.

	 As shown in Table 3, 65% of students at post-survey 
reported they had had some form of sexual intercourse 
(from 62.3% at pre-survey)—almost twice the 32% of 
ninth-graders among all races who reported ever having 
sex in the 2009 YRBS (CDC, 2010). Of these, almost all 
reported having vaginal sex; 27% reported having had 
anal sex; and 59% had ever given and/or received oral 
sex. The proportion who had ever been tested for HIV also 
increased (20% to 29%), but the percentage of students 
who reported having been tested for other STIs remained 
fairly constant (26% vs. 24%). One in five of the female 
students reported having ever been pregnant. No STI di-
agnoses were reported. Although Cohen’s d for change in 
TTM staging was only .02 (data not shown), the number 
of subjects on which we were able to obtain this value 
was quite small. There does appear to be a trend moving 
more Native-STAND students from lower to higher TTM 

1 Pre-survey demographic data were missing for 15 students due to internet connection difficulties.
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Table 3. Personal sexual behavior (selected measures) 

Variable                                                  n (%) 

            Pre-survey (N=70) Post-survey (N=34) 
Ever had sex   
     Yes 33 (62.3) 22 (64.7) 
     No 16 (30.2) 11 (32.4) 
     Refuse 4 (7.6) 1 (2.9) 
     Missing 17 -- 
Ever had vaginal sex*   
     Yes 29 (87.9) 21 (95.5) 
     No 2 (6.1) 1 (4.6) 
     Refuse 2 (6.1) 0 (0) 
     Missing  19 -- 
Ever had anal sex*   
     Yes 4 (13.8) 6 (27.3) 
     No 24 (82.8) 16 (72.7) 
     Refuse 1 (3.4) 0 (0) 
     Missing  21 -- 
Ever had oral sex*   
     Yes 19 (57.6) 13 (59.1) 
     No 13 (39.4) 9 (40.9) 
     Refuse 1 (3.0) 0 (0) 
     Missing  19 -- 
Ever been pregnant (female)*   
     Yes† 3 (17.7) 3 (20.0) 
     No 14 (82.4) 12 (80.0) 
     Missing 18 -- 
Ever gotten someone pregnant (male)*   
     Yes 0 (0) 1 (16.7) 
     No 11 (91.7) 3 (50.0) 
     Don’t know 1 (8.3) 1 (16.7) 
     Refuse 0 (0) 1 (16.7) 
     Missing 18 -- 
Current sexual behavior safety perception** 
     Very safe or safe 44 (81.5) 29 (85.3) 
     Not sure 5 (9.3) 1 (2.9) 
     Not very or not at all safe 3 (5.6) 2 (5.9) 
     Refuse 2 (3.7) 2 (5.9) 
     Missing 16 -- 
Ever been tested for HIV   
     Yes 11 (20.4) 10 (29.4) 
     No 42 (77.8) 23 (67.6) 
     Don’t know 0 (0) 0 (0) 
     Refuse 1 (1.9) 1 (2.9) 
     Missing 16 -- 
Ever been tested for STIs   
     Yes 14 (25.5) 8 (23.5) 
     No 40 (72.7) 25 (73.5) 
     Don’t know 1 (1.8) 0 (0) 
     Refuse 0 (0) 1 (2.9) 
     Missing 15 -- 
Ever been told you have STI   
     Yes 0 0 
     No 15 (100) 8 (100) 
*Denominator adjusted for skip patterns 
†Responses to “age at first pregnancy”: 14, 15, and “refuse” on pre-survey; 16, “refuse”, and missing on post 
** This section did not skip respondents with no personal sex history. 
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stages.

	 The lifetime use of cigarettes, alcohol, and marijuana 
was high among survey respondents at both time points 
(Table 4). Approximately 19% of pre-survey respondents 
reported having been bullied in the past year; this propor-
tion decreased to 9% at the time of the second assess-
ment. Twenty and 27% of pre- and post-survey respon-
dents, respectively, reported physical abuse by a parent, 
guardian, or intimate partner in the past year.

Evaluation Results

Qualitative Data 

	 At each school, Native STAND graduates and faculty/
staff not involved in the program participated in separate 
focus groups led by a project staff interviewer and a field 
note taker. A school administrator and each adult program 
facilitator were interviewed individually. Focus groups 
and interviews were conducted within two weeks of the 
completion of training and were audio-recorded and tran-
scribed. Adult program facilitators completed fidelity 
forms after each Native STAND session. Field notes and 
transcripts from the audio recordings of focus groups and 
interviews were submitted to content analysis.

	 As described previously, the study design included nu-
merous focus groups and personal interviews. Analysis 
of both these data and the fidelity forms will appear in a 
forthcoming report. A few quotations are provided below 
as evidence of the positive trends in these data:

	 “Oh, no, I never used to talk to my friends about their 
relationships. But now it’s …like (this guy) I’m always 
helping him out...” –Peer educator 

	 “I tell her, ‘You’re like a really young girl, you’re re-
ally nice. I know you got respect and trust and stuff like 
that. You shouldn’t be getting treated like that, you de-
serve a lot better.’” –Peer educator

	 “I really liked the fact that this was a program for Na-
tive American students, which we don’t find a lot of. That 
it was trying at least to work down their cultural road, and 
trying to help them through their own system that they 
have.” –Facilitator

Evaluation Results

Summary

	 Data collected here corroborate previous research find-
ings that reveal AI/AN youth are at increased risk in a 
range of variables—even the youth selected for this study 
as opinion leaders in sexual matters. At pre-survey, al-
most two thirds of this group of tenth-graders reported 
having had vaginal intercourse—almost twice the rate 
among similarly aged youth in a national sample. One in 
five had been tested for HIV, and one in five of the female 
students reported having ever been pregnant. More than 
80% ever used alcohol and marijuana; 33% ever used 
glue/paint/aerosols; 41% ever used prescription pills; and 
16% ever used cocaine. Approximately 90% reported 
being bullied/physically abused in the past year. Over-

Table 4. Alcohol and drug use, bullying, and abuse history (selected measures) 

Variable n (%) 

 Pre-survey (N=70) Post-survey (N=34) 
Alcohol and drug use   
Cigarettes, ever used 49 (87.5) 30 (88.2) 
Alcohol, ever used 46 (79.3) 29 (82.9) 
Marijuana, ever used 52 (85.2) 29 (85.3) 
Cocaine, ever used 9 (15.5) 6 (17.6) 
Glue/Paint/Aerosols, ever used 19 (32.8) 15 (44.1) 
Heroin, ever used 0 (0) 0 (0) 
Methamphetamines, ever used 3 (5.2) 4 (11.8) 
Ecstasy, ever used 6 (10.2) 1 (2.9) 
Needle to inject any illegal drug, ever used 0 (0) 1 (2.9) 
Hallucinogen, ever used 7 (11.9) 3 (8.8) 
Pills without a prescription, ever used 24 (40.7) 12 (35.3) 
Bullying and abuse history    
Been bullied, past year 11 (18.6) 3 (8.8) 
Physically abused, past year 12 (20.3) 9 (26.5) 
Sexually abused, ever 8 (12.9) 4 (12.1) 
*Denominator adjusted for skip patterns 
†Responses to “age at first pregnancy”: 14, 15, and “refuse” on pre-survey; 16, “refuse”, and missing on post 
** This section did not skip respondents with no personal sex history. 

 
 



THE HEALTH EDUCATION MONOGRAPH SERIES, Volume 28, Number 2, 2011                                     Page 73   

all, the qualitative data strongly suggest that the Native 
STAND intervention was well received at all four sites by 
students, facilitators, and school administrators who all 
recognized the program was addressing critical gaps in 
sexual health education on campus. Native STAND stu-
dents demonstrated practically significant improvements 
in knowledge, attitudes, skills, and behavioral intentions. 
Improvements of varying significance were noted in 
several areas.2  Increases of large practical significance 
were observed in AIDS risk behavior knowledge and re-
productive health knowledge as well as communication 
with adults about a sexual health topic. Improvements  of 
moderate practical significance were observed in knowl-
edge of healthy relationships, intentions to use condoms, 
attitudes toward condom use, and self efficacy in using 
condoms. Improvements of small practical significance 
(approximating d = 0.2) were obtained in communica-
tion with peers about a sexual health topic, peer educator 
self efficacy, and a second measure of attitudes toward 
condom use. (A summary of perceived limitations of the 
study is available from the authors.)

	 The impacts of the Native STAND program are just 
beginning to take root and should continue to grow as 
new students are trained and past graduates take on their 
new roles as student peer educators. The energy and en-
thusiasm of this first group of students is already enticing 
freshmen to join next year (even without advertising). 
More systematic changes in social norms and behavior 
should be expected after the program becomes fully im-
bedded at the school. Ideally, future studies will continue 
to evaluate the program to see how peer educators take 
what they learned and apply it at their individual schools.  

Recommendations for Adaptation

	 The following list of core strategies/elements was pro-
duced by the project staff to guide future implementation 
and adaptation. (An expanded list is available from the 
authors.) Native STAND:

	 • Promotes both sexual abstinence and risk reduction.

	 • Focuses on both pregnancy and STI/HIV prevention.

	 • Is teen-centered, focusing on empowerment and mu-	
	 tual support.

	 • Promotes skills development (e.g., communication, 	
	 negotiation, refusal, assertiveness, contraceptive use) 	
	 with practice and feedback.

	 • Teaches youth to initiate risk reduction conversations                                                                                                                                    
    with friends, family members, and other acquaintances.

2 Reports detailing changes at individual schools were prepared for internal use by each participating school.
 3 

3If a project is primarily interested in the impact on the actual peer educator—and not diffusion to the broader community—it 
may use a different selection process than the peer nomination one described.

	 • Uses active learning techniques.

	 • Selects peer educators through a peer nomination process. 3

	 Keys to success identified by pilot-study facilitators 
included using the clique analysis for selecting a truly 
effective and diverse group while using some adult input 
as well; having a consistent meeting time and location; 
widely providing information about the program within 
the school; providing adequate time for leaders to pre-
pare; and extensive training of facilitators.
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