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The HIV/AIDS pandemic has had a particu-
larly devastating effect on young people
throughout the world."! Those aged 15 to 24
years account for half of all new HIV infections.
Young people are also at high risk for other
STDs. In the United States, although youths aged
15 to 24 years constitute only 25% of the
sexually active population, they account for
about half of new STD cases.®

Controlled studies have identified develop-
mentally appropriate interventions that reduce
self-reported sexual-risk behavior*™ and rates
of biologically confirmed STDs""** among ado-
lescents. Less well-documented is whether effi-
cacious HIV/STD interventions retain their
ability to reduce sexual risks when implemented
under more realistic real-world circumstances.”
This has led to calls for evidence from different
types of studies—not studies of the efficacy of
HIV/STD risk-reduction interventions under
highly controlled circumstances, but studies of
their effectiveness in real-world settings.>°

We conducted a cluster-randomized con-
trolled trial testing the effectiveness of the
“Be Proud! Be Responsible!” HIV/STD risk-
reduction intervention'® when implemented by
community-based organizations (CBOs). Several
randomized controlled trials have demonstrated
this intervention’s efficacy. One reported that
African American adolescents who received the
intervention reported less sexual-risk behavior at
3-month follow-up than did the control group
and that the facilitators’ gender did not moderate
the intervention’s efficacy. " Another found that
African American adolescents who received
the intervention reported less sexual-risk behav-
ior at 6-month follow-up than did the control
group and that the intervention’s efficacy did not
vary by the facilitators’ race or gender, the
participants’ gender, or the gender composition
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Objectives. We evaluated the effectiveness of an HIV/STD risk-reduction
intervention when implemented by community-based organizations (CBOs).

Methods. In a cluster-randomized controlled trial, 86 CBOs that served African
American adolescents aged 13 to 18 years were randomized to implement either
an HIV/STD risk-reduction intervention whose efficacy has been demonstrated
or a health-promotion control intervention. CBOs agreed to implement 6
intervention groups, a random half of which completed 3-, 6-, and 12-month
follow-up assessments. The primary outcome was consistent condom use in
the 3 months prior to each follow-up assessment, averaged over the follow-up
assessments.

Results. Participants were 1707 adolescents, 863 in HIV/STD-intervention
CBOs and 844 in control-intervention CBOs. HIV/STD-intervention participants
were more likely to report consistent condom use (odds ratio [OR]=1.39; 95%
confidence interval [ClI]=1.06, 1.84) than were control-intervention participants.
HIV/STD-intervention participants also reported a greater proportion of condom-
protected intercourse (3=0.06; 95% Cl=0.00, 0.12) than did the control group.

Conclusions. This is the first large, randomized intervention trial to dem-
onstrate that CBOs can successfully implement an HIV/STD risk-reduction
intervention whose efficacy has been established. (Am J Public Health. 2010;

of the intervention groups. *® A randomized
controlled trial found that a culturally adapted
version of the intervention reduced sexual risk in
Latino adolescents, including monolingual Span-
ish speakers, at 12-month follow—up.19 Moreover,
the intervention was included in the Centers for
Disease Control and Prevention dissemination
initiative “Programs that Work” and distributed
to US schools and CBOs. An economic analysis
suggests that the intervention is cost-effective.”®
We employed a cluster design with CBOs as
the unit of randomization to allow us to draw
conclusions about effectiveness of implemen-
tation by CBOs. CBOs have played a central
role in the fight against HIV since the beginning

21-24 and are seen as an essential

of the epidemic
component of any multisectoral national strat-
egy to curtail the spread of HIV.? Although

previous research has examined factors that
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increase the likelihood that CBOs will adopt
evidence-based HIV risk-reduction strate-
gies,?*~2° no large, randomized, controlled trials
have tested the effectiveness of evidence-based
interventions when implemented by CBOs.

We hypothesized that adolescents in CBOs
randomly assigned to implement “Be Proud! Be
Responsible!” would be more likely to report
consistent condom use than those in CBOs
implementing a health-promotion control in-
tervention. A secondary hypothesis was that
the intervention’s effectiveness would increase
with increases in the amount of training the
CBOs received, which varied as follows: only
the intervention packet; the packet and 2 days
of training; or the packet, the training, a prac-
tice intervention-implementation session, and 2
days of additional training incorporating vid-
eotapes of trainees’ practice sessions.
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METHODS

We obtained a sample of New Jersey and
Philadelphia, Pennsylvania, CBOs by consul-
ting directories of service organizations and an
encyclopedia of organizations,?” accessing list-
ings of service organizations on the Internet, and
contacting organizations to determine their eli-
gibility. Organizations were eligible to participate
if in the prior year they: (1) were nonprofit, (2)
delivered services to the community, (3) served
at least 50 adolescents aged 13 to 18 years, (4)
served an adolescent population that was at least
50% African American, (5) had at least 1 full-
time service provider, (6) were willing to be
randomized, and (7) agreed to implement 6
intervention groups and cooperate with data
collection. We excluded government agencies,
religious organizations, schools, hospitals, and
organizations that exclusively served special
populations (e.g., mentally ill or homeless ado-
lescents). As compensation, the CBOs received
an average of $16572 each for personnel costs,
supplies, refreshments, and facilities fees for
recruiting and implementing 6 groups and pro-
viding space for data collection over an 18-month
period.

The study employed a cluster-randomized
controlled trial design. We ranked CBOs on
size (average rank of number of employees,
budget, and adolescents served in the previous
year), experience with HIV/STD prevention
programs, and facilitators’ gender and age, and
we stratified on categories created from this
ranking. Within each stratum, using variable
blocked (4 to 8 in size) computer-generated
random number sequences, we randomized
CBOs in a 2x 3 factorial design to the HIV/
STD risk-reduction intervention or the health-
promotion control intervention and to 1 of the
3 levels of facilitator training (manual only,
standard training, and enhanced training). New
Jersey and Philadelphia CBOs were random-
ized separately from each other. One re-
searcher conducted the computer-generated
random assignment, and others executed the
assignments.

Adolescents aged 13 to 18 years who read,
wrote, and spoke English and had written
parent or guardian consent in English or Span-
ish were eligible to participate. For adequate
statistical power, it was not necessary to follow
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all 6 groups each CBO implemented; we ran-
domly selected 3 for follow-up. This article
presents findings for that follow-up sample.
Facilitators selected by the CBOs recruited
adolescents using a common, standardized,
scripted recruitment procedure, irrespective of
intervention condition and whether the partic-
ipant would be in the follow-up sample. Facil-
itators told the adolescents that they might
receive an HIV/STD intervention or a health-
promotion intervention and that they might or
might not be asked to complete follow-up
surveys at 3, 6, and 12 months postintervention.

When recruiting, the facilitators were un-
aware of whether the participants were in the
follow-up sample. When participants arrived
for their initial intervention session, they were
informed of their assigned intervention and
were told whether they were in the follow-up
sample. Participants signed assent forms. They
received $20 for completing each assessment
(preintervention, postintervention, 3-month
follow-up, 6-month follow-up, and 12-month
follow-up).

Intervention Methods

Toreduce the likelihood that the effects of the
HIV/STD intervention could be attributed to its
nonspecific features,?® such as group
interaction and special attention, the interventions
were structurally similar. Both involved six 50-
minute modules of developmentally appropriate
interactive activities, films, small-group discus-
sions, experiential exercises, and role-play activi-
ties delivered in 2 sessions of 3 modules each.

“Be Proud! Be Responsible!'® is based on
social cognitive theory,”® the theory of reasoned
action,>**! and the theory of planned behav-
ior.3? The intervention is designed to give
adolescents the knowledge, motivation, and
skills necessary to reduce their risk for STDs,
including HIV. It covers information about STDs,
including etiology, detection, transmission, pre-
vention, and the possibility of asymptomatic
infection. The intervention teaches that absti-
nence is the most effective way to prevent STDs,
but it emphasizes that if adolescents do have sex
they should use condoms. It addresses attitudes
toward condom use, skill and self-efficacy in
using condoms, beliefs about negative conse-
quences of condoms for sexual enjoyment, and
skill and self-efficacy in negotiating condom use.
It includes themes that encourage adolescents to

be proud of themselves, their family, and their
community; to behave responsibly for the sake of
themselves, their family, and their community;
and to consider their goals for the future and
how unhealthful behavior might hinder their
efforts to achieve those goals. The health-
promotion control intervention'®? focused on
reducing behaviors linked to risk for heart
disease, hypertension, lung disease, and cancer.
Minimum qualifications for facilitators were
a high school diploma; good oral communica-
tion skills; small-group experience; experience
working with African American adolescents;
a background in AIDS education, health edu-
cation, or skill-building education; and comfort
with teaching adolescents about sensitive, po-
tentially embarrassing health topics. Each CBO
could hire a new employee or select a current
employee with these qualifications.
Facilitators in the manual-only condition
received the intervention packet, including the
curriculum manual and supporting materials,
but no training—only the instruction to prepare
by studying the curriculum. Facilitators in the
standard-training condition received the inter-
vention packet and a 2-day training similar to
a national training-of-trainers for personnel
from state departments of education and health
and CBOs for use of the “Be Proud! Be Re-
sponsible!” curriculum, sponsored by the Cen-
ters for Disease Control and Prevention. Facil-
itators in the enhanced-training condition
received the intervention packet and the 2-day
standard training, and they practiced imple-
menting the intervention with a group of
adolescents. Facilitator trainers were on-site
during the practice session, monitored and
supervised the implementation, and met with
facilitators before and after it to discuss imple-
mentation issues. The practice session was
videotaped, and the videotapes were used in 2
additional days of training.

Data Collection and Outcome Measures
Participants completed confidential mea-
sures of sexual behaviors preintervention and
at 3, 6, and 12 months postintervention. Data

collectors were blind to the participants’ in-
tervention. The reliability and validity of the
measures had been established in previous
research.>*'7!® To increase the validity of self-
reports, we used strategies employed in previous
intervention trials that found that self-reported
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sexual behavior and changes in sexual behavior
were unrelated to a standard measure of social
desirability response bias.>***"'® For instance, to
facilitate participants’ ability to recall behaviors,
we asked them to report their behaviors over

a brief period (ie., the prior 3 months), wrote the
dates comprising the period on a chalkboard, and
gave them calendars clearly highlighting the
period. We stressed the importance of respond-
ing honestly, and we told them their responses
would be used to create programs for other
adolescents like themselves but we could do so
only if they responded honestly. We assured
participants that their responses would be kept
confidential and that code numbers, not names,
would be used on the questionnaires.

The primary outcome, self-reported consis-
tent condom use in the previous 3 months, was
a binary outcome coded 1 if participants did not
use a condom every time they had vaginal
intercourse and 2 if they used a condom every
time they had vaginal intercourse. Secondary
outcomes included a continuous variable for
proportion of condom-protected sexual inter-
course (number of days on which participants
had sexual intercourse using a condom divided
by number of days on which they had sexual
intercourse); a continuous variable for fre-
quency of condom use rated on a scale from
1=never to 5=always; a count variable for
frequency of sexual intercourse (number of
days on which participants had sexual inter-
course) in the prior 3 months; and a binary
variable for condom use at most recent sexual
intercourse.

Sample Size and Statistical Analyses

We estimated an intraclass correlation of
0.05 on the basis of school-based studies of
adolescents’ substance use and alcohol con-
sumption.>* We assumed that the 3 groups from
each CBO randomly selected for follow-up
would include about 20 participants and that
70% of participants (14) would complete the
trial. With an o of 0.05, 2-tailed z tests, and an
intraclass correlation of 0.05, we projected that
43 CBOs with 14 participants each completing
the trial in each intervention condition would
provide a power of 92% to detect a 0.25
standard deviation difference in self-reported
sexual behavior between the interventions,>>
properly accounting for the correlation caused
by clustering of participants within CBOs.

722 | Research and Practice | Peer Reviewed | Jemmott et al.

| RESEARCH AND PRACTICE |

We used ¥ and ¢ tests to analyze attrition
and descriptive statistics to summarize the
participants at baseline for sociodemographic
and sexual behavior variables. We tested the
effectiveness of the HIV/STD risk-reduction
intervention averaged over the postinterven-
tion assessments by using a linear, logistic, or
Poisson generalized estimating equations re-
gression®® model, depending on the type of
outcome variable (continuous, binary, or count,
respectively). To account for clustering at the
participant and CBO levels, we specified an
unstructured working correlation matrix in both
the estimation of the model parameters and the
robust sandwich estimators of the standard
errors of these estimates. The models were fit
and contrast statements were specified to obtain
estimated mean differences and corresponding
95% confidence intervals (Cls) for continuous
measures, odds ratios (ORs) and corresponding
95% Cls for binary measures, and event rate
ratios and 95% Cls for counts to compare
outcomes across intervention conditions. The
models included time-independent covariates,
baseline measure of the criterion, intervention
condition, time (3 categories representing 3-, 6-,
and 12-month follow-up), gender, age group (13—
14 years, 15-16 years, and 17—18 years), and
race (Black/African American versus others).
Models assessing whether the efficacy of the
intervention differed among the 3 follow-ups
included the baseline measure of the criterion,
intervention condition, time, and the intervention
condition x time interaction.

In analyses of consistent condom use, pro-
portion of protected intercourse, frequency of
condom use, and condom use during most
recent intercourse, the sample was limited to
participants who were sexually experienced at
baseline. Models assessing the effects of the
intensity of moderator training included the
baseline measure of the criterion, intervention
condition, time, 2 intensity-of-training contrast-
coded variables (1 representing a linear trend
and the other a quadratic trend), the interven-
tion condition Xintensity of training linear and
quadratic interactions, gender, age group, and
race. In tests of intervention effects and
intervention condition Xintensity of training
interactions on condom use, no type I error
adjustment was made because these were
a priori hypotheses that the trial was designed
to test. On frequency of intercourse, the type I

error adjusted o was 0.025 (or 0.05/2). The
basis for considering race, gender, and age
group as moderators was weak; accordingly,

a type I error correction reflecting the 3 tests
performed was applied (=0.0167, or 0.05/3)
in tests of these potential moderators. Analyses
were performed using an intent-to-treat mode,
with participants analyzed on the basis of their
intervention assignment regardless of the num-
ber of intervention or data-collection sessions
attended. All analyses were completed using SAS
version 9 (SAS Institute, Cary, NC).

RESULTS

Recruitment and follow-up took place from
February 1998 to February 2002. A total of
122 organizations were eligible to participate,
and 86 enrolled. The following were among
the reasons CBOs cited for declining to partic-
ipate: 5 (13.9%) were too busy or understaffed,
5 (13.9%) said advocating condom use was
against their philosophy, 3 (8.3%) did not want
to be randomized to the health-promotion
control condition, and 2 (5.6%) said they were
implementing another HIV/STD curriculum.
Table 1 presents characteristics of the CBOs
and participants by intervention condition. The
sample includes 22 CBOs from Philadelphia
and 64 from New Jersey. All the CBOs were
retained through the 12-month follow-up.

Figure 1 shows the flow of participants in the
study. A total of 3445 adolescents received
the interventions, and 1707 (863 in the HIV/
STD-intervention CBOs and 844 in the con-
trol-intervention CBOs) were included in the
intervention groups randomly selected for the
follow-up sample. The mean age of the follow-
up sample was 14.8 years (SE=0.4). About
95.4% of participants attended both sessions of
their assigned intervention, and 1558 (91.3%)
of participants attended at least 1 follow-up:
1377 (80.7%), 1335 (78.2%), and 1344
(78.7%) attended the 3-, 6-, and 12-month
follow-up sessions, respectively. The 2 inter-
ventions did not differ significantly in the
percentage of adolescents who attended the
follow-up sessions (P=.21). A greater percent-
age of Black (92.0%) adolescents returned for
follow-up compared with other adolescents
(87.7%; P=.02). Adolescents aged 17 to 18
years (84.4%) were less likely to return than
those aged 15 to 16 years (90.9%) or 13 to 14
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TABLE 1—-Sociodemographic Characteristics at Baseline of Participating Community-Based Organizations and Adolescents Randomly Selected
for Follow-Up, by Intervention Condition: Philadelphia, PA, and New Jersey, 1998-2002

Characteristic

HIV/STD Intervention, Mean or No. (%)

Health-Promotion Control Intervention, Mean or No. (%)

Total, Mean or No. (%)

No.
Employees
Adolescent clients in past y

Median annual budget (x $100000)
Provided HIV/STD interventions in prior 5y

Intensity of facilitator training
Manual only
Standard training
Enhanced training
Facilitators
Age, y
Female
Black or African American
<Bachelor's degree
>Bachelor's degree or more

No.
Female
Black or African American®
Age, y
13-14
15-16
17-18
Sexually experienced®

Community-based organizations
43
48.3
836.8
123
32/43 (14.4)

14/43 (32.6)
14/43 (32.6)
15/43 (34.9)

36.6
31/43 (72.1)
34/43 (79.1)
16/43 (37.2)
27/43 (62.8)

Adolescents selected for follow-up
863
500/863 (57.9)
740/842 (87.9)

422/863 (48.9)
303/863 (35.1)
138/863 (16.0)
488/850 (57.4)

43
42.0
713.1
6.6
33/41 (80.5)

15/43 (34.9)
13/43 (30.2)
15/43 (34.9)

38.6
32/43 (74.4)
37/43 (86.0)
12/43 (27.9)
31/43 (72.1)
844

460/844 (54.5)
766/833 (92.0)

384/844 (45.5)
310/844 (36.7)
150/844 (17.8)
450/834 (54.0)

86
45.1
775.0
1.7
65/84 (77.4)

29/86 (33.7)
27/86 (31.4)
30/86 (34.9)

376
63/86 (73.3)
71/86 (82.6)
28/86 (32.6)
58/86 (67.4)

1707
960/1707 (56.2)
1506/1675 (89.9)

806/1707 (47.2)
613/1707 (35.9)
288/1707 (16.9)
938/1684 (55.7)

years (94.0%; P<.001). Those who returned
reported a lower proportion of condom-pro-
tected intercourse at baseline (mean=0.67)
than did those who did not return (mean=
0.81; P=.007).

Table 2 presents the descriptive statistics for
outcomes by intervention condition and time.
Table 3 presents significance tests for the
intervention effect over the follow-up period. A
significantly greater percentage of the partici-
pants in the CBOs that implemented “Be
Proud! Be Responsible!” reported consistent
condom use averaged over the 3 follow-up
assessments, compared with their counterparts
in the CBOs that implemented the heath-
promotion control intervention, controlling for
baseline, gender, age group, and race. Aver-
aged over the follow-ups, participants in the
HIV/STD intervention reported a greater pro-
portion of condom-protected intercourse acts
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during the follow-up period than did health-
promotion intervention participants. In addi-
tion, averaged over the follow-ups, the HIV/
STD intervention participants reported using
condoms more frequently when they had in-
tercourse and were more likely to report using
a condom during their most recent intercourse
episode compared with those in the health-
promotion control intervention. We observed
no significant differences between the inter-
ventions in frequency of intercourse. None of
the intervention conditionxtime interactions
were significant, which means the effectiveness
of the intervention did not vary among the

3 follow-up assessment periods.

There were no significant intervention con-
dition xintensity of training linear interactions
(P>.09), which means the effectiveness of the
intervention did not significantly increase with
more intensive facilitator training. Nor were

“Denominators are smaller than the sample size because not all participants answered the questions regarding their race or sexual experience.

there significant interactions between the in-
tervention and participants’ gender (P>.11) or
race (P>.21). However, the intervention x age
group interaction was significant (P=.003).
The intervention increased consistent condom
use significantly more in older adolescents,
those aged 17 to 18 years (OR=2.45; 95%
CI=1.40, 4.26; P=.002), than in those aged 13
to 14 years (OR=0.76; 95% CI=0.47, 1.23;
P=.27), with those aged 15 to 16 years falling
in the middle (OR=1.00; 95% CI=0.68, 1.48;
P=.99). The interactions on the other behav-
ioral outcomes did not reach the type I error
adjusted significance criterion (P>.0167).

DISCUSSION

This study suggests that CBOs can achieve
success when implementing an evidence-based
HIV/STD risk-reduction intervention with
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1716 received
control intervention

844 randomized
to follow-up sample

[

787 completed
posttest

l

674 completed
3-month follow-up

l

651 completed
6-month follow-up

l

664 completed
12-month follow-up

l

763 completed
whole trial

872 not randomized
to follow-up sample

846 completed
posttest

3445 eligible

3445 randomized
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1729 received
HIV/STD intervention

863 randomized
to follow-up sample

[

866 not randomized
to follow-up sample

823 completed 809 completed
posttest posttest
703 completed

3-month follow-up

l

684 completed
6-month follow-up

I

680 completed
12-month follow-up

I

795 completed
whole trial

Jersey, 1998-2002.

adolescents. Consistent with the findings of

efficacy trials,'”'® adolescents in the CBOs that
implemented “Be Proud! Be Responsible!” were
more likely to report using condoms consistently

FIGURE 1—Progress of adolescent participants through the study: Philadelphia, PA, and New

(averaged over the 3-, 6-, and 12-month follow-
up assessments) than were those in the CBOs that
implemented the health-promotion control in-
tervention. The study also revealed significant

TABLE 2— Adolescents’ Self-Reported Sexual Behaviors by Intervention Condition and Time: Philadelphia, PA, and New Jersey, 1998-2002

effects on other indicators of condom use: pro-
portion of condom-protected sexual intercourse,
rated frequency of condom use, and condom
use at most recent sexual intercourse. Moreover,
the intervention’s effectiveness in increasing
condom use did not vary among the 3 follow-
up assessments.

Interestingly, the intervention did not reduce
frequency of sexual intercourse. This contrasts
with a randomized controlled trial that found
that the intervention reduced frequency of
sexual intercourse among African American
adolescents similar in age to our participants."”
The lack of an intervention effect on sexual
intercourse here may be because of selection bias
among CBOs enrolled in this trial. A commonly
cited reason for declining to participate was the
CBO’s philosophy that only abstinence should be
promoted as a way to reduce HIV/STD risk. If
more CBOs that strongly supported abstinence
had been included in the trial, perhaps the
intervention would have influenced sexual in-
tercourse.

We systematically varied the amount of
training the CBO facilitators received, but we
found no evidence that greater amounts of
training translated into greater intervention
effects. This suggests that it is not necessary to
give CBO facilitators more training than is
provided to facilitators in efficacy trials or in

Variable

Baseline, No. (%)
or Mean (SE)

3-Month Follow-Up,
No. (%) or Mean (SE)

6-Month Follow-Up,
No. (%) or Mean (SE)

12-Month Follow-Up,
No. (%) or Mean (SE)

Consistently used condoms in prior 90 days
Health-promotion control intervention
HIV/STD intervention

Health-promotion control intervention
HIV/STD intervention

Frequency of condom use in prior 90 d
Health-promotion control intervention
HIV/STD intervention

Used condom at last sexual intercourse
Health-promotion control intervention
HIV/STD intervention

Frequency of sexual intercourse in prior 90 d
Health-promotion control intervention
HIV/STD intervention

Proportion of condom-protected sexual intercourse in prior 90 d

205/340 (60.3)
210/369 (56.9)

137/260 (52.7)
168/288 (58.3)

0.76 (0.02) 0.69 (0.02)
0.72 (0.02) 0.76 (0.02)
3.92 (0.08) 3.66 (0.09)
3.81 (0.08) 3.85 (0.08)

330/446 (74.0)
340/484 (70.2)

225/331 (68.0)
262/363 (72.2)

3.15 (0.34)
2.78 (0.26)

2.96 (0.31)
2.62 (0.25)

114/227 (50.2)
152/286 (53.1)

126/252 (50.0)
156/278 (56.1)

0.75 (0.04) 0.69 (0.03)
0.79 (0.04) 0.73 (0.02)
3.59 (0.10) 3.57 (0.10)
3.76 (0.08) 3.60 (0.08)

218/301 (72.4)
249/334 (74.6)

224/316 (70.9)
250/348 (71.8)

2.64 (0.26)
3.15 (0.31)

4.25 (0.41)
3.68 (0.34)
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Note. Frequency of condom use was rated on a scale from 1 =never to 5=always. Frequency of sexual intercourse is the number of days on which the participant reported having sexual intercourse.
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Philadelphia, PA, and New Jersey, 1998-2002

TABLE 3—GEE Model-Based Significance Tests and Effect-Size Estimates for Intervention
Effect on Adolescents’ Self-Reported Sexual Behavior Over a 12-Month Follow-Up Period:
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Outcome Estimate P
Consistent condom use in prior 3 mo,” OR (95% Cl) 1.39 (1.06, 1.84) .02
Proportion of protected sexual intercourse, % (95% Cl) 0.06 (0.00, 0.12) .04
Rated frequency of condom use,> mean difference (95% Cl) 0.20 (0.02, 0.39) .03
Condom use at last sexual intercourse,” OR (95% Cl) 1.29 (1.00, 1.67) .05
Frequency of sexual intercourse, event rate ratio (95% Cl) 1.06 (0.88, 1.28) .56

20R for intervention versus health control.

train-the-trainer workshops. However, the op-
timal amount of training might depend on the
quality of the intervention materials. The “Be
Proud! Be Responsible!” manual contained
background material and explanations of
proper implementation that may have been
sufficient for CBO facilitators, obviating the
need for additional training. Although previous
research has shown that enhanced training
increases the adoption rate of evidence-based
HIV risk-reduction interventions,? this is the
first study to examine the effects of enhanced
training on the effectiveness of an intervention
implemented by CBOs.

This study has several important methodo-
logical strengths. CBOs were randomly
assigned to intervention and training condi-
tions; a large number of CBOs were employed,;
the CBOs, not the researchers, selected the
facilitators and recruited participants from
their usual populations; and facilitators re-
ceived levels of training they would normally
receive. These design features increase the
generalizability of our findings. Participants
were blind to the intervention condition be-
fore enrollment, reducing the likelihood of
differential self-selection bias. A health-pro-
motion attention-control intervention that
controlled for the amount of exposure to the
intervention the participants received was
employed, no CBOs withdrew from the study,
and intervention attendance rates were excellent,
strengthening internal validity. The data analysis
properly adjusted for clustering of participants
within CBOs assessed longitudinally.

However, this study also has limitations. It
focused on CBOs that served African American
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Note. Cl=confidence interval; GEE=generalized estimating equation.

PFrequency of condom use was rated on a scale from 1=never to 5=always.

adolescents; whether similar results would be
obtained in other adolescent populations is
unknown. The primary outcome, consistent
condom use, was measured with self-reports.
Although several studies, including prospective
studies of HIV-serodiscordant couples, suggest
that self-reports of consistent condom use are
valid,>”*° the fact that sexual behavior was self-
reported is a limitation.

In conclusion, this study provides the first
evidence from a large, randomized, controlled
trial that CBOs can achieve reductions in sexual-
risk behavior when implementing an interven-
tion with demonstrated efficacy. Moreover, it
suggests that the training of CBO facilitators
need not be extraordinarily extensive or expen-
sive to achieve the desired results. What makes
these findings exciting is that CBOs have played
such a critical role in the delivery of HIV-
prevention services throughout the world.?
Future research should explore the effectiveness
of CBOs with other populations of adolescents.
Such research should also focus on strategies to
equip CBOs to encourage abstinence, which may
be contextually appropriate for certain popula-
tions. Nevertheless, the present study suggests
that efficacious interventions retain their benefi-
cial effects when implemented by CBOs outside
of tightly controlled research settings. B
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