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This chapter provides the tools that providers need to design and implement programs that (1) fit into
San Francisco’s reinvigorated approach to HIV prevention, and (2) address HIV prevention needs at
multiple levels in accordance with the Spectrum of Prevention framework described in the first section

of the chapter.

There are four “tool boxes” to assist providers:

* Tool Box #1: Program design and implementation principles
e Tool Box #2: Behavioral theory
e Tool Box #3: Strategies and interventions

* Tool Box #4: Standards of practice and quality assurance

Providers are invited to use these tools creatively in different combinations to meet the larger goal of
establishing integrated, coordinated, and responsive HIV prevention programs for San Francisco’s at-risk
populations. It is indicated when there are mandates attached to specific tools (e.g., under many of the
strategies and interventions, implementation requirements are listed). Other information is offered as

guidance to programs and can be applied as relevant.

The information presented here attempts to summarize key points; thus, further research may be required
for more detailed information (references are provided where applicable). This chapter does not provide
guidance on the content or curricula for interventions. The types of prevention information, messages,
and mode of delivery should be dictated by the specific and current prevention needs of populations, as
identified by a needs assessment (see Chapter 3: Community Assessment for needs assessments with various
populations, pp. 45-136) or other scientifically sound methods. Curricula can also be borrowed and adapted
from other programs with demonstrated relevance and effectiveness. Two resources for program curricula

are:

* The CDC’s REP+: Replicating Effective Programs Plus Other Resources
(http:/ /www.cde.gov /hiv /projects /rep /default. htm), which includes the Compendium of HIV
Prevention Interventions with Evidence of Effectiveness, among other tools

* The CDC'’ Dittusion of Effective Behavioral Interventions for HIV Prevention (DEBI)
(http: / /www.effectiveinterventions.org/)

* The UCSF Center for AIDS Prevention Studies Prevention Tool Kit
(http: / /www.caps.ucsf-edu /projects /curricula. html)

Because this chapter reflects a new approach to HIV prevention, it is recommended that all readers review
Section I and II, which provide an overview of this new framework. In order to get a sense of the wide
range of theories, strategies, and interventions that can be used to build HIV prevention programs, readers
will find it useful to read the full chapter. Those seeking information about specific theories, strategies, or

interventions are invited to use the index at the back of this Plan to locate the appropriate pages.
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Terms and Definitions

Behavioral A model or framework, developed through multiple observations over time, that depicts
Theory and predicts how people behave and that shows how the different factors that influence
behavior are linked together.

CTR Counseling, testing, and referral

Intervention The type of service or prevention modality a program provides
(e.g., outreach, social marketing)

IRRC Individual risk reduction counseling

MSW Multiple session workshop

PCM Prevention case management

PCRS Partner counseling and referral services

PEP Post-exposure prevention

SSG Single session group

STD Sexually transmitted disease

Strategy A prevention approach that can be applied across a spectrum of possible

interventions (e.g., peer education
VBGO Venue-based group outreach

VBIO Venue-based (street and community) individual outreach

Chapter Outline

Section I: San Francisco’s New Approach to HIV Prevention
Outlines a framework for a comprehensive citywide approach to HIV prevention programs.

Section Il: Tool Box #1: San Francisco’s Principles of Program Design and Implementation
Describes the unique attributes of San Francisco’s approach to HIV prevention programs.

Section Ill: Tool Box #2: Behavioral Theory
Outlines several behavioral theories that can be used as foundations for the development of HIV
prevention programs.

Section IV: Tool Box #3: Strategies and Interventions
Outlines a range of HIV prevention activities that can be combined and adapted to create HIV
prevention programs tailored to the needs of specific populations.

Section V: Tool Box #4: Standards of Practice and Quality Assurance

Highlights the key administrative elements of HIV prevention programs that are needed to ensure
high-quality services.

Appendix 1: Update on Rapid Testing

Appendix 2: Update on Prevention Technologies Under Development
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SECTION |

San Francisco’s New Approach to HIV Prevention

Background

HIV prevention has seen many successes in San Francisco in recent decades, with new infections
decreasing dramatically since the 1980s. Despite these successes, recent increases in new HIV infections
among men who have sex with men (MSM) call for a reinvigorated approach to HIV prevention. This
new approach is described in detail in Chapter 1: Community Planning: The History and the Future
(pp- 1-10). Current and future HIV prevention programs need to be implemented in the spirit of this

new approach, which means focusing on the following three areas:

* Improving overall health and wellness, including physical, mental, emotional, and spiritual health.

* Ensuring that prevention reaches and is relevant for both HIV-negative and HIV-positive people.

* Strengthening linkages and coordination to ensure that the whole spectrum of community and
individual needs is met. This includes improved linkages to services for people living with HIV as well
as high-risk HIV-negative individuals and those who do not know their serostatus. Examples include
linkages to primary care, sexually transmitted disease (STD) detection and treatment, mental health
services, substance use prevention and treatment, housing, financial assistance, social support services,

and many others.
San Francisco’s Framework for Program Design and Implementation

To successfully make this shift in our approach, HIV prevention efforts must address the existing needs in
multiple ways and at multiple levels. Cohen & Swift’s (1999) Spectrum of Prevention framework (Exhibit 1),
which was originally designed for injury prevention, provides a solid model for doing just that. This
framework has been adopted by the Prevention Institute (http://wwi.preventioninstitute.org/), a well-
renowned national center dedicated to improving community health and well-being by building
momentum for effective prevention. Implementing interventions at all six levels in the framework
represents a recognition that HIV prevention is not just about the individual; it is also about the service,

community, and policy environment in which individuals live their lives.

Level 1 interventions are effective at changing behaviors for individuals, one at a time. If done well, they
prevent HIV infections and can be cost-effective (Holtgrave et al 2002). Examples of Level 1 interventions

are individual risk reduction counseling (IRRC) and single session groups (SSG).

However, the spread of HIV is a population-level phenomenon, and population-level trends cannot be
changed with individual-level approaches alone. That is why we also need interventions in Levels 2
through 6. Level 2 interventions are aimed at promoting health and wellness at the community level.
Level 3 interventions address provider training, and Level 4 interventions focus on coordination among
providers. Level 5 interventions address structural barriers to services, such as the lack of substance abuse
treatment slots, as well as structural and community-level practices or phenomena that aftect HIV risk
(e.g., discrimination, disenfranchisement). Level 6 interventions aim to change policies that may directly
or indirectly aftect HIV transmission, such as changing legislation that makes it challenging to implement
rapid testing in community settings. HIV prevention is far more likely to impact populations if strong
interventions are implemented at all these levels. It is not a requirement that each program address all

levels in the framework, although some programs might do this. It is the responsibility of the SFDPH to
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ensure that the programs selected for funding reflect the mix of approaches outlined in the Spectrum of
Prevention, and it is the responsibility of the HPPC and the SFDPH to identify gaps on an ongoing basis

and to make sure unmet needs get addressed.

Exhibit 2 gives an example of how this framework could be implemented.

EXHIBIT 1

The Spectrum of Prevention

Strengthening individual knowledge, skills, and ability to initiate and maintain behavior change

Promoting community education, skills building, and behavior change through reaching groups of people with
HIV prevention messages and resources to promote health and wellness

Educating providers to transmit skills and knowledge at Levels 1 and 2

Bringing together HIV prevention providers and their partners to reach broader goals and have a greater impact

Changing organizational and systems-level practices to meet the multiple needs of people living with or at risk for HIV
(e.g., substance use, mental health)

Developing strategies to change laws and policies to influence outcomes of HIV prevention efforts

Source: Adapted from Cohen and Swift (1999)
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EXHIBIT 2

Implementing the Spectrum of Prevention: Example

Providing HIV counseling, testing, and referral using standard or rapid testing

Conducting a social marketing campaign to promote HIV counseling, testing, and referral among high-risk groups

Providing training for HIV test counselors

Establishing a standard citywide protocol for HIV prevention programs to link their clients to HIV counseling,
testing, and referral services

Developing strategies to increase available mental health and substance use treatment resources to which
people can be linked after receiving an HIV test

Developing strategies to ensure that state and federal policies require that counseling and referral
always accompany HIV testing
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SECTION Il

Tool Box #1: San Francisco’s Principles of Program Design and Implementation

There are several principles that underlie the creation of effective programs for San Francisco populations.
The principles reflect the latest science as well as San Francisco’s core values about how HIV prevention
should be done in the local context. Both HIV prevention providers and the HIV Prevention Section play
a role in ensuring that these principles are adhered to throughout the HIV prevention network of
services. Providers must incorporate these elements into their programs, and the HIV Prevention Section
must take a leadership role in creating and supporting referral networks and coordination among providers

(especially between prevention and care services).

Because all of these principles are important, and because different HIV prevention providers might place
different levels of importance on each depending on their programs, they are listed alphabetically and not

in order of priority.
Community Focus
There are multiple ways that providers can bring a community focus to HIV prevention:

* All prevention programs should strive to stimulate community involvement through cultivation of
community trust over time (e.g., staff should be nonjudgmental, open, compassionate, trustworthy,
responsive).

» Community members should be invited to participate in the development and implementation of
programs when appropriate.

* Both the content and method of delivery of an intervention should be culturally appropriate for the
population. This requires an understanding of, respect for, and attention to how people from a cultural
group communicate and interact, as well as their values and beliefs. Cultural competency can be defined
in many ways and is not limited to race/ethnicity and language.

* Providing incentives such as food, food vouchers, transportation tokens, t-shirts, or condoms, can be
useful for recruiting some populations to participate in HIV prevention programs and can go a long
way toward building community trust. Likewise, attention to recruitment and retention of staff and
volunteers is critical for the continuity of programs, which contributes to agency credibility and helps

pI'OI’l’lOtC trust.
Cost Effectiveness

Cost-effectiveness of an intervention or program can determine whether it is cost-saving (i.e., the cost of
the intervention per HIV infection averted is less than the lifetime cost of caring for a person with HIV)
or cost-effective (i.e., the cost per HIV infection averted compares favorably with other preventive
services, such as smoking cessation) (CAPS Fact Sheet 2002, “Can cost-effectiveness analysis help in HIV
prevention?”) In San Francisco, programs should be as cost-effective as possible. Some studies suggest that
certain strategies and interventions are cost-effective, and this is indicated throughout this chapter. San
Francisco is currently working on a local model for cost-eftectiveness, which will help determine how
best to use limited HIV prevention resources. When the model is completed, the HPPC will provide
updates to the community. For more on cost-effectiveness in HIV prevention, see a report prepared by the
Rand Corporation, “Maximizing the Benefit: HIV Prevention Planning Based on Cost-Effectiveness,” at
http:/ /www.rand.org/publications/DRU/DRU3092. pdf.
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How a target population is defined can influence how effective a program is. As a general rule, the more
well-defined the population the more eftective and cost-eftective programs are. Populations can be
defined by behavioral risk, gender, age, sexual orientation, ethnic or cultural identity, other factors, or a
combination of these factors. However, providers might not define a population in the same way that the
individuals in that population might think of themselves. For example, a provider might define its
population to be reached as heterosexually identified African American MSM; however, to reach this
population, a program might need to reach out to sexually active African American men overall, because
individuals in this population do not self-identify as MSM. Regardless, interventions aimed at the general
population are not effective or cost-effective in this era of the HIV epidemic in which not everyone is

equally affected.

A harm reduction approach to prevention accepts that harmful behavior exists, and the main goal is to
reduce the negative effects of the behavior rather than ignore or pass judgment on the person or the
behavior. The term “harm reduction” is used most often in the context of drug use, but the approach can
be used with sexual risk behavior as well. A harm reduction approach encourages safer drug use or sexual
practices among those engaging in high-risk behaviors and acknowledges the social and environmental
factors that aftect drug use and high-risk sexual behaviors, such as poverty, racism, and stigma. (See also

the section on Harm Reduction, p. 201.)

HIV prevention in San Francisco is part of a larger system of health and social services. In order for HIV
prevention to be eftective, each HIV prevention program should have in place a system for linking clients
to appropriate resources within or outside the agency. The system must go beyond simply handing out a
card with a name and phone number; the referral process must include providing support to the client
to access the service he or she is being referred to, as well as tracking of referrals and referral follow-up.
For many, if not most, individuals at risk, as well as affected communities, HIV is not the main priority;
linkages are necessary because if a client’s basic health and social service needs are not being met, HIV
prevention is less likely to result in behavior change. Examples of appropriate referral resources include,
but are not limited to: services for people living with HIV, behavior change counseling/skills-building,
primary care, STD detection and treatment, mental health services, substance use prevention and
treatment, housing, financial assistance, social support services, immigration services, legal services, shelter
services, shelters for battered women and children, rape crisis counseling, child protective services, suicide
prevention, job training and placement, youth and runaway services, family planning, and services for
people with physical, emotional, and/or learning disabilities. The referral system should include policies
and procedures for following up after a referral is given. Referrals are one mechanism to ensure that
people receive needed services, and whoever delivers an intervention should be trained in community
resources and referral mechanisms. The development of referral relationships should consider both
individual needs (i.e., linking individuals with needed services) and community needs (i.e., creating

change at the systems level to link under-served communities with the service system).
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Prevention messages should be appropriate to the population, concise, and delivered with frequency over
an extended period of time for maximum effect. This is important regardless of where an intervention lies
on the Spectrum of Prevention, and providers serving similar populations should collaborate with each
other to ensure consistency in the messages. Attention to saturation is important, because hearing the same
message over and over can lead to what some call prevention fatigue. Needs assessments and formative
research can help determine when it is time to change a prevention message or give it a new look. For
example, a community survey or focus groups could solicit participants’ opinions about current social
marketing campaigns, which could reveal if and how the intended audience is responding to a particular

message.

HIV prevention programs should have a strong scientific foundation. Program designs should be based on
a needs assessment (i.e., a process that uses research methods to collect and analyze information to
determine the educational and service needs of a population). Needs assessments for many populations are
already provided in this Plan (see Chapter 3: Community Assessment, pp. 45-136). Providers may find it
necessary to conduct additional research with their specific populations to assess risk behaviors, identify
barriers to accessing services, and explore possible strategies and interventions. A needs assessment may
include primary data (e.g., interviews) and/or secondary data (e.g., literature review). Once a needs
assessment is completed, programs should be designed that include the following elements (HPPC 2001,
p. 124):

* A clearly defined population to be reached (e.g., defined by behavioral risk population [BRP],

subpopulation, race/ethnicity, gender, age)

Clearly defined overall goals and specific objectives
* Theory as the foundation
* A focus on reducing specific risk behaviors through practicing skills (for individual-level interventions)

* A realistic timeline for implementing activities and achieving objectives

Finally, program implementation and program effectiveness should be evaluated using scientific tools,

such as a survey. (For more on evaluation, see Chapter 6: Evaluation, pp. 231-251.)

Some populations, or subgroups within a population, can be very difficult to access. Providers should use
creative means to reach these groups. Groups that often get missed with conventional HIV prevention
efforts include people who are visually or hearing impaired, people with developmental disabilities, people
who do not read, people who speak English as a second language, and people who speak non-English
languages. Local Special Populations Action Teams (SPATS) can provide training, technical assistance,
advocacy, and support to ensure that HIV prevention education and services are accessible to persons in

these special populations (http://www.oc.ca.gov/hca/public/hiv/spat. htm).
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SECTION |11

Tool Box #2: Behavioral Theory

Introduction

Behavioral theory can be helpful for developing eftective HIV prevention programs. Both informal
theories, which providers develop through working with their specific populations, and formal theories,
which have been tested with many different populations, exist. Theories are important for HIV prevention
because interventions based on sound theoretical models are the most effective at encouraging behavior
change (Valdiserri et al 1992).

Although only formal theories are presented here, they are not the only existing theories. The Implicit
Theory Project of the University of California, San Francisco Center for AIDS Prevention Studies
(UCSF CAPS) (Freedman et al, under review) explored the informal theories that HIV prevention
providers use as the foundation for their programs. The researchers interviewed several Bay Area providers
about (1) what promotes risk behavior among their clients, and (2) how they think behavior change
happens. The interviews revealed a diversity of theories underlying various programs, but three themes

emerged across programs regarding their understanding of how to change clients’ risk behavior:

e Context. HIV prevention is usually not the client’s primary concern. Structural issues, such as racism,
homophobia, poverty, and violence, have a greater impact on clients’ daily lives and HIV prevention
must be integrated into a process in which these larger concerns are addressed (although there are
limitations to the extent to which providers are actually able to address these issues).

* Community. Building a sense of community and connectedness to others is an essential component
of HIV prevention, because it contributes to building self-esteem, which in turn helps clients to engage
in risk reduction practices.

e Change. Once the larger contextual issues are addressed and a sense of community is created, then

providers are able to directly focus on supporting clients to reduce their HIV risk behaviors.

These findings reflect San Francisco’s approach to HIV prevention — one in which addressing structural
issues, maintaining community-driven programs, and focusing on behavior change are three central
components. Providers are encouraged to develop programs based on either formal theories or implicit

theories that they know work for their populations, based on their experience.
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EXHIBIT 3

Diffusion of Innovations

COMPONENTS

Diffusion:

“The process by which an innovation is communicated
through certain channels over time among the mem-
bers of a social system.” This can refer to information
about how to prevent HIV, or information about avail-
able HIV prevention programs or services. When people
participate in HIV prevention activities, they tell others
about the activity as well as what they learned.

Innovation:
“An idea, practice, or object that is perceived as new
by an individual or other unit of adoption.”

Innovators, early adopters, early majority adopters,
late majority adopters, and laggards:

The five categories of “adopters” according to how
long it takes them to accept a new idea or implement
a new behavior.

Factors that influence the speed and extent of
diffusion:

Whether the innovation is better than the behavior or
condition it will replace; whether it fits with the
intended audience’s existing values, experiences, and
needs; and how much commitment it takes to adopt
the innovation.

(Oldenburg et al 1997)

Outreach or social marketing efforts help get the word out about new
developments in HIV prevention, such as the new condoms on the
market or a new HIV testing site.

In HIV prevention, this could be a new program or service, new prevention
materials (such as new types of condoms available), or a new harm
reduction approach to prevention that an agency is trying to promote.

Whatever the HIV prevention idea, practice, or object is that is being
promoted, it reaches people in different ways and at different rates. This
ranges from innovators (those who take on the new practice or idea right
away) to laggards (who never take on the new practice or idea).

To successfully promote an HIV prevention idea, practice, or object, it
must be promoted in way that is appropriate for the population an
agency is trying to reach. In a way, the innovation has to be “marketed”
or “spun” in whatever way will make it easier for the population to
accept it.
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EXHIBIT 4

Empowerment Education Theory/Popular Education

COMPONENTS

Popular Education:
Interventions based on this theory, developed by
Brazilian educator Paulo Freire, use a “problem-

posing” and participatory methodology of education

with a group of individuals from the community.

Dialogue:

In the dialogue process, everyone participates as “co-
learners.” People discuss and share their experiences

in a group.

Critical Consciousness:

Dialogue eventually leads to a process of critical
reflection in which people begin to see and
understand the social context for their personal
problems.

Praxis:

The ultimate goal is praxis, which is the continual
interplay of discussion, critical thinking, problem
solving, and action to promote individual and
community change.

(Freire 1970, Horton & Freire 1990)

Giving people the chance to participate in a collective effort to address
the cofactors that affect HIV risk (e.g., poverty, homelessness, drug use)
can influence both individuals and communities. In HIV prevention, this
method could be used in group interventions (e.g., single session groups
[SSGs], multiple session workshops [MSWs]) that focus on addressing a
specific issue or range of issues related to HIV prevention that the group
defines for itself.

In SSGs or MSWs, an HIV prevention agency could facilitate a dialogue
among participants about their life experiences and how they have
affected their risk for HIV.

Through such a discussion, participants might notice common themes
that contribute to HIV risk in their community. For some groups, a theme
might be how drug use relates to unsafe sex. For others, a theme might
be depression or mental health. Identifying the themes helps the group
understand the “bigger picture” of HIV and the multiple issues that play
into HIV risk.

Ongoing discussions like this can lead to people internalizing what they
have learned and begin to develop a sense of power in their own lives
and in their communities. Over time, this process might lead to
community organizing (see pp. 216-217) or changes in risk behaviors
at the community level.
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COMPONENT WveRGENIONBGWRE

Perceived Susceptibility: Someone who sees first-hand the effects of HIV on their social circle or
People are motivated to change behavior when they community might have a high perceived susceptibility because HIV is
believe that they are susceptible to the disease. “close to home.” Someone who does not know anyone with HIV and who

does not engage in high-risk behaviors might have a low perceived
susceptibility.

Perceived Severity: Someone who perceives HIV to be a “manageable chronic illness” might
People are motivated to change behavior when they have a lower level of perceived severity compared with someone who
believe that the disease generally has serious views HIV as a “fatal disease.”

consequences.

Perceived Benefits: People might be more willing to change their sexual or needle-sharing
People are motivated to change behavior when they behaviors if they believe that it will help them. A belief that condoms
believe that changing the behavior will reduce their protect against HIV would lead to high motivation to use them, but a
risk. belief that condoms do not protect against HIV might lead to low

motivation to use them.

Perceived Barriers: A belief that condoms reduce sensation during sex might be a perceived
People are motivated to change behavior when they barrier to condom use. A belief that condom use is difficult to negotiate
believe that there are few or no negative might be a perceived barrier to condom use.

consequences (e.g., expensive, dangerous, unpleasant,
inconvenient) of changing the behavior.

Cue to Action: Participating in an HIV prevention program might be just the thing a
A specific stimulus, such as a prevention intervention,  person needs to start a process of behavior change. Interventions such
is often required to trigger behavior change. as outreach, individual counseling, or group sessions can act as the
“cues to action” and give people the tools and support they need to

change their behavior. In addition, media messages and social
marketing campaigns can also act as cues to action.

(Strecher & Rosenstock 1997)
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COMPONENTS

Environment:
Factors external to the person may influence behavior.

Situation:
A person’s perception of their environment influences
behavior.

Behavioral Capability:
A person’s knowledge and skills to perform a behavior
influence whether a person engages in a behavior.

Outcome Expectations/Expectancies:

A person expects certain results from engaging in a
particular behavior and places a certain value on the
results, and these factors affect their behavior.

Self-efficacy:
A person’s confidence in performing the behavior
affects whether they will engage in the behavior.

Observational Learning:
A person acquires new behaviors from watching the
actions of others and observing the results.

Reciprocal Determinism:

The interaction of the person, the behavior, and the
environment in which the behavior is performed
affects a person’s behavior.

(Baranowski et al 1997)

Social, economic, political, and a variety of other factors can affect a
person’s ability to engage in HIV protective behaviors. Examples are
cofactors such as poverty, limited access to services, policies that
prevent people from receiving treatment on demand for drugs or mental
health issues, and a host of others.

The amount of control someone feels over their life situation could
influence how they approach HIV risk reduction and whether they will
engage in safer behaviors.

The more knowledgeable someone is regarding a prevention strategy or
the more practice they have had, the better they will be at that behavior.
For example, knowing that condoms help protect against HIV, knowing
how to put them on, and having the skills to discuss condom use with a
partner represents behavioral capability.

If a person believes that using condoms during sex will protect their
partner from getting HIV, and it is very important to them to protect their
partner, they will be more likely to use condoms.

The more a person feels they are capable of engaging in a behavior, the
better they will be at it and the more likely they will be to do it — whether
it relates to negotiating condom use, being able to keep sterile needles
for injection on hand, or any other behavior.

Using drama or theater to deliver an HIV prevention message is an
example of observational learning. Actors can model behaviors such as

condom negotiation skills.

This overarching theme highlights how the environment can affect
behavior and how behavior can affect the environment. A person who
uses only sterile needles to inject drugs can support their friends to adopt
the same practice. This in turn creates a social circle that is supportive
of safer injection behaviors, which continues to motivate individuals in
that circle and possibly in other circles to maintain this practice.
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EXHIBIT 7

Social Networks/Social Support/Peer Support Theories

COMPONENTS

Social Networks:

“Social networks” refers to the density, complexity,
size, and other characteristics of a social group, and
they are related to health and well-being.

Social Support:

“Social support” refers to the positive emotional and
practical products that people derive from their social
networks, and it is related to health and well-being.

Peer Support:

“Peer support” refers to the social support received
from peers (people with whom a person identifies
because of similar age, race/ethnicity, culture, or other
aspects of identity), and it is related to health and
well-being.

How social networks are formed and how people relate to each other
within those networks can influence individual behavior — ranging from
drug and alcohol use, to sexual practices, to injection practices.

For someone who is trying to stop using drugs or alcohol or reduce their
use, because they notice that it has negative effects on their health,
support and encouragement from family and friends can be very helpful.

Someone trying to reduce or quit using alcohol or drugs would have a
harder time if all of their friends and peers use. However, someone with
friends or social situations in which alcohol and drugs are not present
might be better able to reduce their use or stop using.

(Wohlfeiler 1997)

EXHIBIT 8

Stages of Behavior Change Model

COMPONENTS

Precontemplation:
A person has no intention of changing a behavior
within the near future.

Contemplation:
A person intends to change a behavior within the near
future.

Preparation:
A person has begun to take a few steps toward
changing a behavior.

Action:
A person has made changes in a behavior.

Maintenance:
A person is able to continue the new behavior for an
extended period of time.

Pros and Cons:

For people to move from one stage to the next,
either the pros of changing the behavior must
increase and/or the cons of changing the behavior
must decrease.

Someone who has never used condoms and has not thought about
starting to use them is in the precontemplation stage.

A person who has thought about starting to use condoms, but has not
done it yet, is in the contemplation stage. They might have been prompted
to think about condom use because of something that happened in their
life, such as having a friend disclose his or her HIV-positive status.

Someone in this stage might purchase or find out where to get condoms
or begin to discuss condom use with partners.

Someone in the action stage has started to use condoms during sex at
least some of the time.

In the maintenance stage, a person has incorporated condom use and
discussions about condom use into their sexual encounters and this has
gone on for some time.

For someone to move from preparation to action in terms of condom use,
for example, the pros of condom use would have to increase (e.g., their

partner says they would feel more comfortable having sex if condoms were
used) and/or the cons would have to decrease (e.g., the person does not
have to pay for condoms because they found a place to get them for free).

(Prochaska et al 1997)
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EXHIBIT 9

Theory of Reasoned Action

COMPONENTS

Behavioral Intention:
Whether a person intends to perform a behavior is the
most important predictor of actual behavior.

Attitude:

A person’s beliefs and values about the behavior
determine his or her attitude about the behavior, and
attitude affects behavioral intention.

Subjective Norm:

A person’s perception of whether important individuals
(e.g., peers) approve or disapprove of the behavior and
whether he or she is motivated to act according to
those people’s opinions determine his or her subjective
norm, and subjective norm affects behavioral intention.

Someone who actually plans ahead of time not to use drugs or alcohol
during sex is more likely to succeed than someone who has no intention
of abstaining or has not thought about their plans.

Someone who thinks using drugs or alcohol during sex is fun and
exciting will have different behavioral intentions than someone who feels
nervous about this behavior because it might lead to unsafe sex.

If friends think using drugs or alcohol during sex is fun, a person may be
likely to believe that he or she should do the same.

(Montano et al 1997)

EXHIBIT 10

AIDS Risk Reduction Model

COMPONENTS

Labeling:

A person must consciously identify a sexual behavior
as high risk for contracting HIV before they will
consider any change.

Commitment:

A person must commit to reducing high-risk sexual
behavior and/or increase low-risk sexual behavior in
order to carry out that change.

Enactment:
Seeking and enacting strategies to achieve the
behavior change goals constitute enactment.

T L i ————

The more someone feels that anal sex can put them at risk for
contracting HIV, the more likely they are to consider changing that
behavior.

A person must make a commitment or agreement to not having anal sex
as often, or increasing condom use when they have anal sex, in order for
the behavior change to occur.

If this person purchased condoms or sought out partners willing to
engage in other types of sex besides anal sex, this would constitute
enactment.

(Catania et al 1990)
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EXHIBIT 11

IMB (Information, Motivation, Behavioral Skills) Model

COMPONENTS HIVPREVENTIONEXAMPLES

Information: People need to know that HIV can be transmitted through sexual or
People need information regarding HIV transmission blood-to-blood contact and that condom use and the use of sterile

and prevention in order to reduce their risk for HIV. injection equipment can prevent transmission.

Motivation: Someone who wants to start practicing safer sex is more likely to be able
How motivated a person is to change HIV risk to translate the idea that condoms can protect against HIV into actual

behaviors affects whether they act on the information behavior.
they receive.

Behavioral Skills: Having information and being motivated to change behavior will not be
The necessary skills to perform the behavior must be enough to result in behavior change unless a person knows how to talk
present in conjunction with information and to their partner about condom use, how to correctly put on and take off a
motivation for behavior change to occur. condom, etc.

(Fisher & Fisher 1992)
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SECTION |V

Tool Box #3: Strategies and Interventions

Introduction

There are numerous types of strategies and interventions for HIV prevention, and new ones are constantly
evolving. The main strategies and interventions used in San Francisco and other urban settings are
described here. (Two new prevention technologies still in development — microbicides and vaccines — are
reviewed in Appendix 2 because if they become available, they will have important implications for
prevention.) The strategies and interventions are organized into seven categories that reflect an expanded

emphasis on activities and approaches that go beyond health education and risk reduction:

* Counseling, testing, and referral (CTR)

* Partner counseling and referral services (PCRS)

* Prevention with positives

* Health education and risk reduction strategies and interventions

* Public information and community-level strategies and interventions
* Structural interventions

* Perinatal transmission prevention

Although the most obvious audiences for the HIV prevention strategies and interventions described here
are the populations at risk, providers may also consider designing programs for individuals or groups who
serve the population at risk, such as health care providers and other non-HIV prevention service
providers. Such programs may include cultural competency training, training on federal, state, or local
standards and guidelines (e.g., for CTR), or training on how to educate and counsel patients about HIV-
related issues (e.g., HIV training for STD providers). For more on provider training, see Section V:

Standards of Practice and Quality Assurance (pp. 224-225).

The HIV Prevention Section must take a leadership role to ensure that the citywide mix of strategies and
interventions complement each other, are not duplicative, and are regionally coordinated. For example,
five late-night outreach programs for MSM who inject drugs in the Tenderloin may not be necessary.
However, if each program is designed to reach a specific subpopulation of MSM injectors, or if each
outreach program has a different goal, it may be appropriate to implement all programs, as long as they
are coordinated. Because the HIV Prevention Section is the organization with the most comprehensive
perspective in terms of citywide HIV prevention activities, it must be responsible for monitoring their

coordination.
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Overall Goal, 2004-2008

To promote early knowledge of HIV status (negative and positive) through HIV counseling,
testing, and referral that also provides information regarding transmission, prevention, and the

meaning of HIV test results.

BACKGROUND

Counseling, testing, and referral (CTR) is a key intervention for helping people learn their serostatus and
linking them to appropriate HIV prevention and care services. Succinct overviews of CTR for both

standard and rapid testing are given in Exhibits 12 and 13.

CTR is becoming an increasingly important component in combating the epidemic. To achieve the
overall goal for CTR listed above, providers need to develop strategies to motivate high-risk individuals to

get tested. Strategies with proven success at motivating people to seek testing include:

* On-the-street peer-based testing for adolescents (Johnson et al 2001)

* Availability of rapid testing for African Americans (Keenan & Keenan 2001), injection drug users
(IDUs), MSM, and STD clinic patients (Spielberg et al 2003)

* Videotaped educational programs for low-income women of color (Apanovitch et al 2003)

* Post-visit follow up in the clinical setting for adolescents (Beckmann et al 2002)

* Among women, concern for family and significant others (Riess et al 2001)

Providers also need to identity and reduce barriers to testing, which include:

* Lack of accessibility for high-risk populations (CTR should address this barrier by providing services to
high-risk populations in appropriate settings. For example, testing for drug users should be made
available in drug treatment facilities, needle exchange sites, and shelters [Strauss et al 2003].)

* Denial of HIV risk factors (Kellerman et al 2002)

» Fear of being HIV-positive (Kellerman et al 2002, Spielberg et al 2003)

* Fear of discrimination (Spielberg et al 2003)

» Fear of name being reported to public health officials (Spielberg et al 2003)

* Inability to afford treatment if HIV-positive (Spielberg et al 2003)

* Anxiety while waiting for results (Spielberg et al 2003)

* Dislike of counseling (Spielberg et al 2003)

* Dislike of blood draws (Spielberg et al 2003)
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There are two additional areas related to CTR that San Francisco will focus on in 2004 and beyond:

* Ensure that HIV-infected individuals are offered and provided support for accessing
medical care and other supportive services. CTR providers need to strengthen linkages with
primary care and other services for people living with HIV. Simply providing a list of resources to
clients is not sufficient. Follow-up contact (through outreach if necessary) and the development of
trusting relationships are critical for transitioning HIV-positive individuals into care settings, especially
for youth (Martinez et al 2003). High-risk HIV-negative individuals should be transitioned into
appropriate HIV prevention and social services in a similar manner.

* Expand the availability of rapid testing. See Appendix 1 (pp. 226-228) and Exhibit 13 (p. 177)
for more information on the implementation of rapid testing. Many of the barriers to CTR can be

addressed through rapid testing.

WHY DO HIV COUNSELING, TESTING, AND REFERRAL?

CTR is a highly effective intervention. It serves as a potential entry point to a multitude of services for
individuals who might never access any other HIV prevention service. The most effective CTR services
include cognitive-behavioral counseling (Dilley et al 2002) and referrals to services (Eichler et al 2002)
prevention services for high-risk HIV-negative individuals and care and prevention services for HIV-
positive individuals. CTR has been associated with reductions in sexual and drug use HIV risk behavior
and/or reduced HIV transmission among serodiscordant couples (Choi & Coates 1994), HIV-positive
IDUs (Colon et al 1996), and STD clinic patients (Elwy et al 2002). Post-test counseling that focuses on
how to disclose serostatus to partners as well as how to discuss safer sex may lead to increases in condom
use (Crepaz & Marks 2003). CTR is also an effective mechanism for transitioning HIV-positive
individuals into care (Eichler et al 2002, Martinez et al 2003). Finally, making CTR available to pregnant
women resulted in 93% of HIV-infected women in 25 states learning their HIV status before delivery
(MMWR 2002). CTR and PCRS may be very cost-effective interventions (Pinkerton et al 2001),
especially when targeted to high-risk populations, but it depends on a number of factors (e.g., HIV

prevalence, the likelihood of behavior change after receiving a test result).
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Strategy or Intervention?

Definition/Description

Implementation
Requirements

Resources

Strengths

Limitations

Intervention

CTR is a series of personalized, client-centered encounters in which individuals can learn
their serostatus as well as obtain tools to assess their own risk. CTR includes helping clients
initiate and sustain behavior changes that decrease risk for HIV and giving referrals and
information relevant to clients’ needs.

e Risk assessment (pre-test) and disclosure (post-test) counseling must always be provided
that addresses: (1) behavior change or maintenance, and (2) linkages to appropriate
services.

e Collect CTR data as indicated in their HIV Prevention Section contract.

e CTR providers must adhere to the following guidelines:

e CDC’s Revised Guidelines for Counseling, Testing, and Referral Standards and
Guidelines (MMWR 2001b), http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5019al.htm
e California Department of Health Services, Office of AIDS, HIV Counseling and
Testing Guidelines (1997)
e HIV Prevention Section, HIV Counseling, Testing and Referral Program Policies
and Procedures

e UCSF HIV Insite provides links to additional information and guidelines:
http://hivinsite.ucst.edu/InSite.jsp?page=kbr-07-01-04

e Suitable for all populations, although different groups may be reached through anonymous
versus confidential testing or through different CTR venues.

e Can be very inclusive when a provider offers anonymous, confidential, appointment-based,
and drop-in services.

e Can be provided in a variety of setting, including HIV/AIDS prevention providers, primary
care facilities, drug treatment facilities, and from a mobile CTR site.

® Having two visits (testing visit and disclosure visit) may (1) reinforce commitment to
reducing risk and seeking supportive services among some clients, and (2) may be a good
approach for clients who may be too anxious to take the test and receive results the same
day (as is done with rapid testing).

Confidential CTR services:
e Expand the possibilities for follow-up and case management of the client getting tested.

Anonymous CTR services:
e Serve the needs of clients who do not want their name or identifying information on record.

e May have fewer benefits for people who are isolated or lack social support or for people in
an early stage of recovery from substance abuse (although CTR can become part of the
recovery process).

e May not be appropriate for communities in which there is stigma attached to HIV if it is
offered at an HIV or AIDS service provider.
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Strategy or Intervention?

Definition/Description

Implementation
Requirements

Resources

Strengths

Limitations

Intervention

As of 2003, CTR using rapid testing involves a fingerstick to capture a drop of blood for HIV
antibody testing. Individuals receive their HIV test results the same day, in as little as 20
minutes. HIV-positive individuals receive a preliminary positive result the day of the test.
These clients then have a confirmatory test done using a standard test. They return for their
confirmatory test result in a week or two.

Rapid testing CTR providers must adhere to the following guidelines:
e All those listed for Standard CTR (Exhibit 12)
e CDC’s Quality Assurance Guidelines for Testing Using the OraQuick® Rapid HIV-1
Antibody Test (2003): http.//www.cdc.gov/hiv/rapid_testing/materials/QA-Guide.htm
o (California Department of Health Services, Office of AIDS, Supplement to the HIV Counseling and
Testing Guidelines (1997) - OraQuick Rapid HIV Testing in Counseling and Testing Settings (2003)

e HIV Prevention Section: rapid testing policies and procedures manuals

o General Information: hitp.//www.cdc.gov/hiv/rapid_testing/

o CLIA regulations: http://www.cms.hhs.gov/clia/

e California Migden Bill AB 1557 information:
http://www.dhs.cahwnet.gov/ps/Is/Ifsb/html/Phlebotomy.htm

e Provides another CTR option for clients.

e May be more appropriate than standard testing for clients who are less likely to return for
results at a later date (e.g., homeless individuals, persons for whom there is stigma
attached to testing).

e QOffers same-day opportunities for linking people to appropriate care, prevention, or other
services, if they are offered on site.

e Uses a fingerstick instead of a blood draw (a blood draw or Orasure is required to confirm a
positive result).

e Can be done anonymously or confidentially.

e Can be challenging to implement in a non-medical community setting because of federal
and state regulations (see Appendix 1, pp. 226-228).

 Not yet well-known or understood by communities and providers in San Francisco.

e |f done anonymously, more difficult to follow up to give a confirmatory result for
HIV-positive clients.

e Can be an emotionally intense experience for counselors as well as clients and is therefore
not appropriate for inexperienced counselors.

Note: For an update on the implementation of rapid testing in San Francisco, see Appendix 1, pp. 226-228.
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Overall Goal, 2004-2008
Offer PCRS to all individuals who are HIV-positive.

BACKGROUND

The intent of partner counseling and referral services (PCRS) is to reduce HIV transmission by offering
the HIV-positive person options about informing their sexual or needle-sharing partners of possible
exposure to HIV and to provide CTR and other services to those partners referred (Exhibit 14). PCRS is
not just for use in the CTR setting among those testing positive for the first time. In San Francisco,
PCRS has a broader scope and can be integrated into any HIV prevention program that works with HIV-
positive people. In San Francisco, PCRS has been under-utilized. This may be due to negative community
perceptions of PCRS, particularly among gay men. In addition, due to a lack of clarity around what
PCRS should look like, effective training in PCRS methods has not occurred, limiting the ability of San

Francisco’s providers to maximize this intervention.

San Francisco’s PCRS model requires that all publicly funded CTR providers offer PCRS, and that all

clients who test positive will be offered more than one option for how their partners can be notified. San
Francisco also encourages the use of this model among Ryan White CARE Act-funded providers, private
medical providers, and non-CTR providers. There are at least three mechanisms for reaching the partners

of infected persons:

e Self referral. The provider supports the HIV-positive person to develop disclosure skills to tell their
own partner(s). This is the model on which San Francisco’s demonstration project is based (see below).

* Dual referral. The provider acts as facilitator between the HIV-positive person and their partner(s).

e Provider referral. The provider asks for the names and identifying information of the HIV-positive
individual’s partner(s). The partner(s) are then contacted and notified that they might have been
exposed to HIV. The infected individual’s name is not released to the partner(s). CTR is then oftered

to the referred partners.

The SFDPH was funded by CDC to implement a PCRS demonstration project, which will begin in
early 2004. This demonstration project will compare the effectiveness and community acceptability of two
types of referral. The first type of referral is a new and innovative model based on self referral (Method 1
above), which will be administered by the HIV Prevention Section through a new Partner Disclosure and
Assistance Program (PDAP). This approach will be compared with provider referral, implemented by City
Clinic (City Clinic will continue to offer all three options above). All referred partners will be oftered

rapid testing. Final results from the demonstration project are expected in late 2005.
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WHY OFFER PARTNER COUNSELING AND REFERRAL SERVICES?

PCRS is a potentially eftective intervention for reaching the approximately 20% of individuals in San
Francisco who do not know they are HIV-positive. In studies of PCRS for HIV, 8% to 39% of partners
tested were found to have previously undiagnosed HIV infection (Golden 2002). Further, a New York
City study suggests that individuals might be willing to use PCRS services; nearly all respondents reported
a willingness to notify their partners personally if they were HIV-positive, and 90% of heterosexuals and
80% of MSM reported they would be willing to provide partner contact information to their provider
(Carballo-Dieguez et al 2002). Finally partner notification was associated with higher condom use in one
study (Hoxworth et al 2003).

In San Francisco, it is key that a variety of PCRS options be available to clients because no one approach
will likely be acceptable to or effective for all populations. According to a review of the literature, provider
referral is more effective than self referral at getting partners to come in for HIV testing (Mathews et al
2002). In San Francisco, however, it remains to be seen which PCRS options will have the most success
and be the most widely accepted in the community. Finally, PCRS may be a very cost-effective
intervention (Varghese et al 1999), especially when targeted to high-risk populations, but it depends on a

number of factors (e.g., HIV prevalence, the likelihood of behavior change after receiving a test result).
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Strategy or Intervention?

Definition/Description

Implementation
Requirements

Resources

Strengths

Limitations

Intervention

PCRS assist individuals in learning that they may have been exposed to HIV, based on
information from an HIV-positive sexual or needle-sharing partner. PCRS can be provided in at
least three ways: (1) self referral, where the provider supports the HIV-positive person to
develop disclosure skills to tell their partner; (2) dual referral, where the provider acts as
facilitator between partners, or (3) provider referral, where the provider contacts and notifies
the partner. With method 3, PCRS is confidential; the infected individual’'s name is not
released to the partner. CTR is then offered to the referred partners.

All agencies providing PCRS must adhere to the following guidelines:

e CDC's HIV Partner Counseling and Referral Services Guidance (1998):
http://www.cdc.gov/hiv/pubs/pers.htm

e California Department of Health Services, Office of AIDS HIV Partner Counseling and
Referral Services Guidelines (2000)

All agencies providing PCRS must:

e Collect PCRS data as indicated in their HIV Prevention Section contract.

e GDC’s informational document on PCRS implementation:
http://www.cdc.gov/hiv/partners/Interim/partnercounsel.htm

e Can assist anyone wishing to inform partners of their HIV-positive status.

e Can be especially valuable for clients wishing to notify a partner who is not currently in
their life or who may have a violent or abusive reaction to hearing the news directly from
the client.

e May be the only means by which some people learn of their possible exposure to HIV.

o Offers options to clients for how to inform partners.

e PCRS is always provided in-person, allowing for on-the-spot counseling, testing,
and referrals.

e Can be used with rapid testing to reduce barriers for referred partners to get tested.

e When a self referral approach is used, it promotes discussion of sex and sexuality between
partners and affirms individual and community responsibility.

e |f the provider referral method is used, it can only reach those partners voluntarily
mentioned by the testing client who wish to use this service.

e Provider referral may discourage individuals from talking to their partners.

e May not be perceived favorably by all populations.
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Overall Goal, 2004-2008

Build the capacity of HIV prevention, care, and other providers to conduct prevention with positives.

BACKGROUND

Until recently, little attention has been paid to the unique HIV prevention needs of HIV-positive
individuals. Although HIV-positive people have always been included in prevention interventions, the
interventions have not always addressed issues such as health maintenance, discussion of serostatus with
partners, how to cope with depression related to finding out one is HIV-positive, or other issues relevant
for HIV-positive people. A recent assessment of HIV prevention programs found that many agencies have
adjusted their HIV prevention programs to include messages or components relevant for HIV-positive
people, even if they do not have a formal prevention with positives program or intervention (DeMayo
2003). This assessment also revealed that formal prevention with positives programs address most or all of
eleven main content areas. These content areas are incorporated into the Implementation

Recommendations listed in Exhibit 15.

In 2003, the HPPC held a joint meeting with the HIV Health Services Planning Council (also known as
the CARE Council) to discuss collaboration around the design and implementation of prevention with

positives programs. The two Councils agreed on the following definition of prevention with positives:

Prevention with positives is any intervention that addresses the specific prevention needs
of HIV-positive persons. HIV-positive people should be involved in the planning and

implementation of all prevention with positives programs.
The main goals of prevention with positives are:

* To reduce the spread of HIV and STDs
* To help HIV-positive people achieve and maintain physical, emotional, sexual, and reproductive health
and well-being

* To assist those HIV-positive people who do not know they are positive in learning their HIV status

At the joint meeting, the Councils set the following priorities and recommendations for improving

prevention with positives:

Strengthen linkages from testing to care.

* Counseling must always accompany testing, because this is when referrals are given and behavior
change 1s discussed.

* A strong referral network must be in place that is recognized and utilized by all CTR sites.

* Barriers to utilizing care services must be addressed with the client, such as mental health issues,

substance use issues, and lack of transportation. The CTR program’s role in transitioning the person into
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services might extend beyond the session at which the individual learns his or her status. The goal is to
transition the client into primary care and other health and social services through appropriate means
identified by the CTR program (e.g., providing more than one post-disclosure visit, having the HIV

test counselor also serve as the client’s case manager).

Address information gaps.

* A stronger focus is needed on the ways in which drug use (both IDU and non-IDU) can affect sexual
risk behaviors.

* Clear and consistent messages need to be developed around issues such as: How does viral load aftect

infectiousness? What is superinfection?

Improve substance use and mental health services for HIV-positive persons.
» Improve access to substance use and mental health treatment for HIV-positive persons, through making
changes to systems and policies.

* Train mental health and substance use workers in HIV and HIV prevention.

Increase the use of PCRS.

* Increase the availability of voluntary, client-centered, confidential, and community-driven PCRS.

* Train providers in (1) appropriate methods for assisting clients in disclosing their HIV status to their
partners, and (2) dealing with the barriers to disclosing serostatus to partners (e.g., threat of domestic
violence, threat of being reported to Immigration and Naturalization Service [INS]), and (3) resources
available to support PCRS.

e For more on PCRS, see pp. 178-180.

Integrate HIV prevention into care services.

* Implement prevention with positives in the context of primary care, case management, and
social/emotional support groups for people living with HIV/AIDS (PLWHA).

* In the primary care setting, prevention with positives can be facilitated by a doctor, nurse, health

educator, or peer advocate.

Regarding the final priority, recent research shows that effective prevention in clinical settings is sorely
lacking (Fisher et al 2002, Morin 2002, Wilson & Kaplan 2000). In San Francisco as well as other places,
clinicians do not have a working understanding of prevention with positives, nor do clinicians generally
have any specific discussions with their HIV-positive patients about safer sex or needle sharing (Morin
2002). Because prevention with positives has the potential to be extremely eftective in the clinical setting,
working with the primary care providers of PLWHA is a top priority. The SFDPH and the two Councils
will provide leadership in this area over the next few years by outlining and implementing concrete

strategies for improving this aspect of HIV prevention work.
It is important that San Francisco HIV prevention providers have the capacity to conduct prevention with

positives, and capacity-building in this area is a top priority. The HIV Prevention Section will offer

training and provide technical assistance in this area beginning in 2004.
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WHY DO PREVENTION WITH POSITIVES?

Prevention with positives interventions have proven effectiveness at increasing harm reduction and

health promotion behaviors (Margolin et al 2003) and reducing risk behaviors (Grinstead et al 2001,
Rotheram-Borus et al 2001). Further studies support the efficacy of prevention case management (PCM),
an intervention commonly used with HIV-positive individuals (see section on PCM, pp. 188-189).

The number of research studies on the eftectiveness of HIV prevention interventions for HIV-positive

individuals has been steadily increasing over the last few years. Studies in progress at CAPS in

San Francisco include:

* The Unity Project (http://www.caps.ucsf-edu/unity /) (Principal Investigator: Morin)
* Prevention with Positives Evaluation Center (Principal Investigator: Morin)

* Seropositive Urban Men’s Intervention Trial (Principal Investigator: Gomez)

* VOICE: A Prevention Intervention for HIV Seropositive Injection Drug Users

(Principal Investigator: Gomez)

* Providing Prevention: An Intervention for HIV Medical Providers (Principal Investigator: Dawson Rose)
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Strategy or Intervention?

Definition/Description

Implementation
Recommendations

Resources

Strengths

Limitations

Strategy

Prevention with positives is any intervention that addresses the specific prevention needs of
HIV-positive persons. HIV-positive people should be involved in the planning and
implementation of all prevention with positives programs.

The main goals of prevention with positives are:

 To reduce the spread of HIV and STDs

e To help HIV-positive people achieve and maintain physical, emotional, sexual, and
reproductive health and well-being

e To assist those HIV-positive people who do not know they are positive in learning their HIV status

Prevention with positives programs should:

e Be designed for HIV-positive people (prevention with positives can still be done in mixed
serostatus groups, as long as the messages address the specific, unique needs of HIV-
positive individuals).

¢ Include multiple sessions, if it is an individual-level intervention, to promote long-term
health and wellness (prevention with positives can also be done at the community level,
e.g., social marketing).

e Discuss how HIV-positive individuals might potentially put others at risk.

¢ Include a comprehensive risk assessment (i.e., both behaviors and cofactors) and
incorporate a risk reduction conversation about responsibility in not infecting others without
promoting shame or stigma.

e Incorporate skills-building techniques on how to protect others, rather than focusing only on
how to protect oneself.

e Train staff in both HIV prevention and sensitivity to HIV-positive individuals.

e Include HIV-positive individuals in the design and delivery of programs.

e Provide linkages to appropriate health and social services, including primary care, mental
health, substance abuse, STD testing and treatment, HIV CTR, and other HIV prevention services.

¢ Address the impact of cofactors (e.g., substance use, mental health, homelessness,
domestic violence).

e |ncorporate harm reduction.

e Address disclosure issues.

e Empower individuals to make healthy choices.

e Be tailored to the individual.

¢ Help individuals cope with depression related to finding out one is HIV-positive.

e Be integrated into HIV care services.

e Be sensitive to who the best prevention messengers are for their particular population
(e.g., HIV-positive peers, professional case managers).

e Collins et al 2000: http://www.caps.ucst.edu/publications/pozmono.pdf

e “Incorporating HIV Prevention into the Medical Care of Persons Living with HIV" (MMWR
2003b): http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5212a1.htm

e AIDS Research Institute, AIDS Policy Research Center, links to prevention with positives
resources: http://ari.ucsf.edu/policy/pwp.htm

e |J.S. Conference on AIDS Institute, “Prevention with HIV Positive People: What Is [t? How To
Do It!” (2002): http://ari.ucst.edu/pdf/USCA.pdf

e (California Department of Health Services, Office of AIDS, “Prevention with Positives: A Guide
to Effective Programs” (2003): http://ari.ucst.edu/policy/Effective_PWP_Programs.doc

e |nvolves HIV-positive individuals in the prevention of HIV transmission.

e Can support links between prevention and care services.

e Has demonstrated effectiveness among many populations.

e Can be supported by both prevention and care funding sources, thus promoting
collaboration at the city and provider levels.

e Faces barriers to implementation, including legal (e.g., criminalization of non-disclosure of
HIV status) and environmental barriers (e.g., stigma) (Shriver et al 2000).
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Overall Goal, 2004-2008

Include health education and risk reduction activities as part of larger programs that link individuals to

HIV CTR and create community, structural, and policy change.

BACKGROUND

In addition to a renewed focus on CTR, PCRS, and prevention with positives, San Francisco will
continue to support a broad range of individual-, group-, and community-level health education and risk
reduction activities. All of the activities in this section have proven eftectiveness at reducing sexual and/or
injection-related risk behaviors. To maximize their effectiveness, these strategies and interventions should
not function in a vacuum; they should be used in combination as appropriate, link individuals to CTR

and PCRS services, and take a prevention with positives approach as necessary.

The centerpiece of the health education and risk reduction activities is venue-based individual outreach
(VBIO).VBIO is a primary entry point for helping individuals access a broad range of HIV prevention
and other services. In addition, VBIO in itself can be a stand-alone intervention when its goal is to
provide risk reduction information or to distribute condoms. Using an outreach model to conduct other
types of interventions, such as CTR or individual risk reduction counseling (IRRC), can be very eftective
for reaching populations that may face barriers in showing up for appointments (e.g., homeless persons).
VBIO must be a high priority in order for HIV prevention to continue to reach high-risk populations in

San Francisco.

VBIO should be nested within a larger network of health education and risk reduction strategies and
interventions. Interventions can be individual-level (e.g., individual risk reduction counseling [IRRC],
prevention case management [PCM], group-level (e.g., single session groups [SSGs|, multiple session
workshops [MSWs]), or community-level interventions (e.g., social marketing, community organizing).

Strategies range from peer education to harm reduction to Internet-based approaches.

Providers must determine how best to combine the various health education and risk reduction strategies
and interventions to create the most appropriate and effective programs for their consumers, based on
scientific evidence as well as their experience. Regardless, at a citywide level, the whole spectrum of
prevention must be covered, from individual-level to community level to structural interventions, in order
for HIV prevention to be effective in this era of the epidemic. (See Exhibits 1 and 2 for more on the
Spectrum of Prevention, which shows how health education and risk reduction activities can be

incorporated into a program with a broader scope.)
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VENUE-BASED (STREET AND COMMUNITY) INDIVIDUAL OUTREACH
Venue-based individual outreach (VBIO) is highly effective for:

* Decreasing sexual risk behavior (Birkel et al 1993)

* Increasing condom use (Wendell et al 2003)

* Decreasing injection-related risk behavior (Buchanan et al 2003, Watters et al 1990, Weibel et al 1993)

* Reaching clients who might not otherwise be reached through traditional means and addressing their
multiple needs (Tinsman et al 2001)

* Linking difficult-to-reach HIV-positive populations (e.g., high-risk youth) into care services (Martinez
et al 2003)

* Providing access to HIV CTR and increasing HIV testing rates among high-risk youth, especially when
the outreach workers are peers and on-the-street CTR is offered (Gleghorn et al 1997, Johnson et al 2001)

Outreach can also be cost-effective, according to one assessment of the cost-eftectiveness of various
interventions (Pinkerton et al 2001). For example, to avert the greatest number of infections among IDU,

as much as possible of available funds needs to be spent on outreach (Wilson & Kahn 2003).

In San Francisco, there is a pressing need for late night and early morning outreach for MSM drug users
(non-IDU), sex workers, and other populations that HIV prevention might not otherwise reach (Pendo et
al 2003). Outreach at these times could not only help to decrease risk behaviors but would also link
individuals to needed services, such as drug treatment and HIV CTR. Such outreach must respect the fact
that people are out late at night to have fun and should recognize the times when people are most open
to intervention (e.g., before people hit the streets, when people are coming down from being high).

Exhibit 16 describes outreach and how and when to implement it.
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Strategy or Intervention?

Definition/Description

Implementation
Requirements

Implementation
Recommendations

Resources

Strengths

Limitations

Intervention

VBIO is a face-to-face interaction between an outreach worker (or a team of outreach workers)
and a client or a small group of clients that takes place on the street or in venues where the
population one is trying to reach may congregate* at appropriate times of the day, night,
week, and year. VBIO may be a one-time intervention or part of a long-term relationship
established by the outreach worker with clients in a particular community. It can be done as a
brief encounter or more extended encounter during which HIV prevention education and
referrals are given. It may also be used to recruit individuals into HIV prevention programs
but must always include HIV education and referrals.

All VBIO providers must:
e Collect Evaluating Local Interventions (ELI) data as indicated in their HIV Prevention
Section contract.

VBIO should:

¢ Include the following: (1) distribution and demonstration of prevention materials, such as
condoms and bleach kits, (2) assessment of client needs, (3) provision of health
education/risk reduction information, (4) dialogue about a client’s life issues that affect
HIV risk, and (5) referrals to appropriate health and social services, including primary care,
mental health, substance abuse, STD testing and treatment, and other HIV prevention services.

e Work with the HIV Prevention Section to develop a method for tracking referrals made to
other services to the extent possible.

e Be a known and trusted resource.

e Be used to engage client in other interventions, such as CTR, IRRC, or PCM when

appropriate.
e Be consistent and continuous and involve client follow-up when possible.

e Reach high-risk populations at appropriate times, including late night and early morning
hours, and at appropriate locations.

e Consider including distribution of injection equipment.

e Qutreach workers should participate in the Institute for Community Health Qutreach
outreach worker trainings, as well as ongoing harm reduction trainings and the outreach
providers meeting convened by the HIV Prevention Section.

e CDC’s Guidelines for Health Education and Risk Reduction Activities under Street and
Community Qutreach (1995): http://www.phppo.cdc.gov/cdcRecommends/showarticle.asp?
a_artid=P0000389&TopNum=50&CallPg=Adv

e Can reach large numbers of people.

e Can be implemented creatively, in combination with other interventions.

e Appropriate for nearly all populations, especially those who are marginalized, difficult to
reach, and not connected to the service system.

e Can link individuals to services.

e Can be implemented as a longer encounter (up to 20 minutes) or a brief encounter (5 minutes).

e May not be accepted or permitted in certain venues.

e Can draw negative attention from uninformed law enforcement.

e Cannot always meet clients’ needs for services if there is a lack of available referral
resources.

e |s challenging to conduct outcome evaluation, in terms of behavior change and
referral outcomes.

*Examples of venues are street corners, raves, schools, faith institutions, hospitals, sport leagues, gyms, the general assistance office, single room occupancy hotels (SROs),
halfway houses, Internet chat rooms, outdoor cruising spots, bookstores, sex clubs, public housing, laundromats, crack houses, street fairs and other community events, massage parlors,
porn theaters, bars, night clubs, community centers, and retail merchants.
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Prevention case management (PCM) has only emerged in the last five years as a common approach to
HIV prevention, and there are no published studies to date on its effectiveness. However, several studies

are in progress. Some examples are:

* The SFDPH AIDS Office’s PCM/Multiple Session Workshop (MSW) Outcome Study (Sebesta 2003)
» The New York City Department of Health’s HIV PCM Evaluation
(http:/ /www.hunter.cuny.edu/health /aidshp /prj.pcm. html)

Preliminary results from the SFDPH study indicate that PCM is eftective at decreasing the highest risk
sexual and injection behaviors (Sebesta