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Abstract

Objective—To evaluate the effectiveness of Safe Thinking and Affect Regulation (STAR), a 14-
session HIV-prevention program for adolescents at alternative/therapeutic schools. Because these
youth frequently have difficulties with emotions and cognitions, it was designed to improve
sexuality specific affect management and cognitive monitoring, as well as HIV-related knowledge
and attitudes. It was hypothesized that STAR would lead to a decrease in sexual risk and improved
HIV knowledge and attitudes.

Method—Fourteen schools were randomly assigned by year either to the STAR intervention or a
brief educational program. Schools received the alternate intervention the following year. 185
adolescents in 29 cohorts (groups) participated in the interventions. Assessment of sexual
behavior, knowledge and attitudes with audio computer-assisted self-interviews occurred at three,
six and nine months post intervention.

Results—Hierarchical Linear Model (HLM) analyses found that adolescents in the STAR
intervention reported a significantly greater decrease (p < .05) in the Sexual Risk Index than youth
in the control group over the six months post intervention and similar improvements in the HIV
Knowledge Scale and the Condom Use Self Efficacy Scale. There were no group differences
between six and nine months post intervention.

Conclusions—This STAR intervention for youth in alternative schools was associated with
decreased sexual risk for six months after the intervention. These data suggest that intervention
strategies that target cognitions and affect within a sexual context might be usefully applied to
improving sexual behavior but may need to be reinforced over time.

Keywords
sexual risk; adolescents; HIV prevention; alternative schools

© 2011 American Academy of Child & Adolescent Psychiatry. Published by Elsevier Inc. All rights reserved.

Correspondence to: Larry K. Brown, MD Professor of Psychiatry Rhode Island Hospital and Brown University Bradley/Hasbro
Research Center 1 Hoppin Street, Suite 204 Coro West Providence, Rl 02903 UNITED STATES 401-444-8539 FAX: 401-444-4645
Ikbrown@lifespan.org.

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

Disclosure: Drs. Brown, Nugent, Houck, Lescano, Whitely, Barker, and Zlotnick, and Ms. Viau report no biomedical financial
interests or potential conflicts of interest.

Clinical trial registration information -- HIV, Abuse, and Psychiatric Disorders Among Youth; NCT00603369; clinicaltrials.gov.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Brown et al.

Page 2

Each year, approximately half of all new sexually transmitted infections (STlIs), and one
third of new cases of Human Immunodeficiency Virus infection (HIV), occur in youth 13 to
29 years of age.13 These data underscore the fact that adolescents are at risk for HIV and
that effective prevention programs need to reach young people. Alternative or therapeutic
schools enroll those who function poorly in traditional academic settings, often due to
behavioral or emotional difficulties, and have specialized programs to address these needs.
Youth in these schools are at greater risk for HIV and other sexually transmitted diseases
than their peers and thus are a critical target for prevention. For example 86% of adolescents
in alternative high schools report having engaged in sexual intercourse, as compared with
48% of those attending regular schools. Importantly, less than half (47%) of youth attending
alternative schools reported using a condom at most recent sex.*

Effective programs to reduce sexual risk among youth exist and their impact has been
demonstrated in diverse groups such as African American community adolescents®®
homeless youth’8 and in traditional schools.-11 Four studies have reported on programs
specifically for youth in psychiatric treatment, a population that shares many similarities
with youth in alternative schools.12-16 All programs were acceptable to students and
appeared to improve attitudes for safer sex, consistent with effective programs in other
populations. However, none identified emotional or cognitive factors specific to these youth
as intervention targets. In addition, the projects were limited by small sample sizes and lack
of behavioral data following the intervention. Most effective programs have been based on
some variation of Social Learning Theory.18 Generally such programs increase personal
motivation to stay safe from HIV, improve social norms about sex and teach safer sex skills.

Alternative schools are a unique setting comprised of high-risk youth who have not been
able to succeed in traditional school environments. Youth attending alternative school
settings evidence higher rates of psychiatric disorders, substance abuse, learning disorders,
and academic difficulties as well as more frequent histories of sexual abuse.1”18 Thus,
consistent with evidence that a range of psychiatric and behavioral concerns tend to cluster
with HIV-risk behaviors!®, youth attending alternative schools frequently experience
numerous concerns that place them at elevated risk for contracting HIV or other sexually
transmitted infections. Alternative and therapeutic schools have not been targeted for
prevention. It is possible that the factors associated with increased sex risk for certain youth,
such as academic, emotional and behavioral difficulties, may interfere with their ability to
benefit from programs based on traditional prevention models (such as basic education,
social learning, or social inoculation models)20-22, Although there are many merits to
universal prevention programs, efforts aimed at youth at greater risk, such as interventions in
alternative school settings, may be more successful than universal programs if they address
risk factors that are especially applicable for the at-risk adolescents.

Safe Thinking and Affect Regulation (STAR) is a 14-session HIVV-prevention intervention
that was tailored to provide a range of skills that influence successful engagement in safe-
sex behaviors specifically for youth attending alternative schools.2% The STAR intervention
was developed to address skills deficits, such as difficulties with affect regulation and poor
cognitive monitoring, that are associated with maladaptive behaviors among these at-risk
youth. As summarized in Table 1, the STAR intervention applied principles of Dialectical
Behavior Therapy (DBT)24 adapted to the unique developmental and learning needs of
youth attending alternative schools, to address these deficits specifically in the context of
sexual situations. Dysfunctional thinking was explained as “safe vs. unsafe” thoughts that
influence behavior and the examples and practice pertained to sex behaviors. Several
strategies improved affect management so that adolescents could use safer sex behaviors
effectively. For example youth practiced recognizing and labeling feelings, developed skills
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to quantify feelings, discussed the negative outcomes of poor affect management, and
practiced distress tolerance skills. The intervention also provided basic skills about
communication, abstinence and condom use as well as information about HIV/AIDS,
sexuality, and healthy relationships.

The present investigation is a randomized controlled longitudinal investigation of sex risk
behaviors in youth attending alternative schools, comparing the STAR intervention to a brief
educational control intervention. We hypothesized that youth participating in the STAR
intervention, compared to youth participating in the control intervention, would report
decreased sexual risk, improved HIV knowledge, and more positive attitudes about the use
of condoms. Since HIV prevention programs have not targeted alternative or therapeutic
schools, a brief educational comparison condition was chosen and was designed to deliver
factual HIV/AIDS information in an engaging format in order to ensure that all youth were
exposed to relevant facts. It was hypothesized that the positive impact would last for as long
as six months after the conclusion of the intervention, similar to other efficacious prevention
programs.>25-29 The impact of prevention programs among adolescents is not always
sustained3? so a 9 month post intervention assessment was designed to test the longer term
impact.

Randomization and Schedule of Activities

Fourteen schools were randomized to either the STAR intervention or control groups during
their initial school year of participation in the program. In subsequent school years, schools
received the alternate intervention. In this way, each school received both interventions,
controlling for potential school-related differences. In addition, administering only one
intervention condition during the school year minimized potential crosstalk between
classmates receiving alternate interventions since the average length of time for students in
the schools was one year. Typically, the first STAR intervention session began in September
of the first school year and was completed in December. Three, six and nine month post
intervention assessments then occurred the following March, June and September. The
alternate intervention was not begun in the second year until the final first year assessment
had been completed but few adolescents from the first year were still in the alternative
school during the second intervention year. The second year intervention was conducted
with new youth assessments at similar intervals.

Study Procedures

The hospital institutional review board approved all study protocols. Informed consent was
obtained from all participants 18 years or older and assent from youth less than 18 and
consent from minors’ parents or guardians. Potentially eligible youth between 12 and 19
years of age were identified by school staff who contacted youth or their families, as
appropriate, for permission to provide contact information to study staff. Two hundred
eighty-nine families (approximately 85% of the youth in available classes) with children in
the eligible age range agreed to initial contact with researchers to learn about the project. Of
those 289 families, 203 families (70%) were eligible and were consented for participation
(resulting in approximately 60% of youth in the classes enrolled). Many were excluded
because of an anticipated discharge or transfer. See Figure 1 for the Consolidated Standards
of Reporting Trials (CONSORT)3! flowchart of the numbers of cohorts (groups), participant
consent, randomization, and retention throughout the study.
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As shown in Figure 1, 29 cohorts of adolescents from the fourteen schools participated in
the interventions, with each school receiving both interventions but in different years and
with different youth. 203 adolescents were consented for the study and 18 did not
participate, primarily because they left the school prior to the start of the interventions. The
185 participants consisted of 185 youth ages 12-19 recruited from 2004 to 2008. Exclusion
criteria included current pregnancy, recent childbirth, self-reported HIV infection, cognitive
limitation preventing group participation or assessment, history of sexual aggression, or
likelihood of being discharged prior to the conclusion of the intervention period. Participants
were primarily female (61%) and White (57%), similar to the majority of youth in the
participating schools. The STAR intervention condition was comprised of 97 students in 14
cohorts and control participants were 88 youth in 15 cohorts. All cohorts were followed up
to 9 months after the intervention.

Assessments—Audio computer-assisted self-interviews (ACASI) were administered on
laptop computers to ensure privacy to students at baseline and at follow-up assessments that
occurred at 3 months, 6 months, and 9 months after the final intervention session.
Participants were asked about the previous 90 days and were provided a standard script
instructing them to consider significant events of the last three months to assist in recall.
Trained research staff supervised completion of the measures and answered participant
questions as they arose; school staff did not participate in study procedures. Adolescents
were compensated ($20) at each time point for their time related to completing
questionnaires.

STAR Intervention—Participants in the intervention condition participated in 14 sessions
(45 minutes each) conducted during the school day. The first 13 sessions were conducted
weekly, followed by a booster session one month later. The theoretical framework was
based on Social Learning Theory and Dialectical Behavior Therapy. A more complete
rationale for the intervention elements of Project STAR have been described elsewhere.23:32
Table 1 provides a summary of each session. Briefly, the scripted intervention sessions
employed an interactive psycho-educational format using didactic instruction, games, role
plays, and group discussion. Sessions focused on basic skills relevant to communication,
abstinence and condom use, as well as information about HIV/AIDS, sexuality, and healthy
relationships. Affect management skills (e.g., identifying and labeling emotions) and distress
tolerance skills (e.g., breathing, imagery) were taught to reduce distress that might occur
during sexual situations. To enhance cognitivemonitoring skills, youth were taught to
challenge dysfunctional thinking related to sexual behaviors and to replace these thoughts
with more healthy cognitions. Finally, youth practiced affect management and cognitive
monitoring skills while learning sex-specific skills (e.g., condom application) and while
role-playing key sex-related communication scenarios (e.g., condom negotiation, sexual
refusal).

Control Intervention—Since HIV prevention programs have not targeted alternative or
therapeutic schools, a brief educational comparison condition was chosen. It delivered recent
factual HIVV/AIDS information in an engaging format in order to ensure that all youth were
exposed to relevant facts and to be compatible with state guidelines for HIV/AIDS
education. The educational content related information about HIVV/AIDS, including sexual
anatomy, sexually transmitted diseases, and methods of transmission (see Table 1).

Intervention Dose—Ninety-one percent of control participants and 85% of treatment
participants attended at least 50% of the sessions (1 out of 2 sessions for control and 7 out of
14 sessions for treatment).
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Intervention Fidelity

Measures

Fidelity was enhanced by methods recommended for health change interventions to
standardize training, minimize “drift” in provider skills, and increase adherence to
intervention protocol33. Sessions were conducted using a scripted treatment manual. Groups
of four to eight students were led by two research staff facilitators, including a clinician with
at least a master's degree in psychology and a Bachelor-level research assistant. Training
consisted of role plays of each session in which research team members acted as
participants. Investigators observed facilitators delivering each session before they were
deemed competent. To ensure adherence to the scripted intervention and to reduce “drift,”
investigators observed at least 20% of intervention sessions. Adherence to protocol was
rated on a 5-point scale (1 = very well to 5 = not very well) that assessed each of the six to
seven major session activities (e.g. “Safe Thoughts Game”, “Living with AIDS™), 90% of
which were rated as having been done “very well.” Facilitators were also rated on general
performance (e.g. “Listened well,” “Had an active and engaging style™) across activities on
the same five point scale and over 90% of items were rated as “well” or “very well.”

Sexual behaviors—Sexual behaviors were assessed via ACASI using a skip pattern in
which respondents were first asked whether they had ever engaged in anal or vaginal
intercourse. Oral sex was not assessed since few adolescents report only oral without vaginal
or anal sex experience.34 Participants who endorsed having engaged in any penetrative
sexual activities were subsequently asked to indicate the number of times they had engaged
in vaginal or anal sex in the last 90 days, reporting separately on number of occasions of
protected and unprotected sex acts. To include the level of sexual risk of subjects who were
not sexually active or who had sex infrequently, an alternative to the count of unprotected
sex acts, which tends to be highly skewed at both ends of the distribution3°, was used. A
composite index of sexual risk was created (Sexual Risk Index), with participants reporting:
no lifetime history of sex assigned a risk score of 0, prior experience with sex but no sex
during the past 90 days assigned a score of 1, 100% condom use during sex over the last 90
days assigned 2, inconsistent condom use during sex over the last 90 days assigned 3, and no
condom use during sexual encounters in last 90 days assigned 4.

HIV Knowledge—This scale assessed adolescent knowledge of HIV/AIDS and condom
use behavior. Adolescents responded “true,” “false,” or “I don't know” (which was coded as
incorrect) to 20 statements, such as “A birth control pill will protect you against AIDS.”
Cronbach's alpha for the current sample was 69. Higher scores indicate greater knowledge.36

Condom Use Self-Efficacy—Adolescents completed 13 items measuring perceived
abilities to use condoms in specific contexts (e.g., “How sure are you that you could use a
condom when.... you are depressed ...your partner doesn't want to use one.”). Participants
responded on a 4-point scale (“very sure I could” to “very sure | couldn't”); alpha for the
sample was .94. Higher scores indicate greater self-efficacy.3’

Advantages of Condom Use—This 13-item scale measured adolescents’ perceived
benefits and drawbacks to condom use. Items such as “I would feel safer” or “My partner
would be angry” were rated on a 5-point scale (“not at all important” to “very important”).
Cronbach's alpha for the sample was .78. Higher scores indicate greater perceived advantage
to using condoms.3’

Negative Condom Use Expectations—Six items assessed adolescents’ expectations
around condom use (e.g., “Condoms ruin the mood”) on a 5-point scale (“strongly disagree”
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to “strongly agree”). Alpha for this sample was .79. Higher scores indicate more negative
expectations regarding the use of condoms.38

Symptoms of distress and a history of childhood trauma were assessed because these factors
have been shown to be associated with sexual risk.3° The Global Severity Index (GSI) of the
Brief Symptom Inventory-18 (BSI) is an abbreviated measure of distress including self-
reported symptoms of depression, anxiety, and somatization.*? It has been used previously
with adolescents#142, Participants endorse one of five Likert-type responses (ranging from 1
=not at all to 5 = extremely) to indicate the extent to which they have been “distressed or
bothered” by each symptom in the past 7 days. In this study, it demonstrated a Cronbach's o
=.91. The Childhood Trauma Questionnaire (CTQ) is a widely-used 28-item retrospective
self-report measure of trauma with subscales for sexual abuse, emotional abuse, physical
abuse, emotional neglect, and physical neglect.%3 Prior research supports the use of the
measure as a reliable and valid index of childhood traumatic experiences*4°. Internal
consistency of the subscale: Sexual abuse o = .93; Emotional abuse o = .87; Physical abuse
a =.92 ; Emotional neglect a = .85 ; and Physical neglect 0. = .79 .

Data Analysis

Results

Data screening was conducted for all time-points. There were no significant concerns with
skewness or kurtosis and no significant outlying cases. Baseline demographics were
compared between the treatment and control group using t-tests for continuous variables and
2 tests for categorical variables. We also compared dropout rates between the treatment and
control groups. All data screening and baseline analyses were performed using SPSS 17.0
for Windows.

Three-level mixed models were used to account for the nested nature of these data.
Assessments were nested within participants who were nested within 29 groups ranging in
size from four to nine. To match group-level randomization procedures, intervention effects
were tested at the third- or group-level. Mixed models not only address nesting but also
address missing data through the application of full information maximum likelihood
estimation, an approach that tests an intent-to-treat model (e.g., includes all participants who
were randomized to a treatment condition) and produces less biased estimates than
approaches such as last observation carried forward“6. Tests of both initial intervention
effects and maintenance of effects were simultaneously conducted using piecewise mixed
effects modeling in HLM 6.08 software*’. To guard against misspecifications in the random
components of the model, Huber-corrected standard errors were used when testing the fixed
components of the model.8

Piecewise models were used to test the treatment effect from baseline through 6 months post
intervention, and the maintenance effect from six months to nine months post intervention.
The first segment of the model tested for the treatment effect and placed a linear constraint
on the pre-treatment, three month and six month post treatment assessments. The model
tested if the slope of the trajectory defined by these three time-points differed between
treatment conditions. The second segment of the model tested the maintenance effect by
testing treatment differences in the change from six months to nine months post
intervention. Both segments of the model were simultaneously estimated using HLM 6.08.

Table 2 lists the baseline demographics for both the treatment and the control conditions.
There was a significant difference for gender, with more females in the STAR intervention
group than in the control group and the STAR group reported greater emotional abuse
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(11.32 vs. 9.58, t (167) = 2.09, p < .05). There were no significant differences on age, race,
ethnicity, sexual risk score, global emotional distress, or other trauma history.

Each piecewise model intercept provides additional information regarding baseline
differences accounting for cohort. No intercept differences were found for sex risk, HIV
knowledge, condom use self-efficacy, or negative condom use expectations. However, there
was a significant baseline difference between treatment conditions for levels of condom use
advantages (t (27) = 2.21, p < .05), with STAR intervention participants reporting more
advantages to condom use than control participants.

Response to intervention

Piecewise models were fit to each outcome in order to simultaneously test the intervention
and maintenance effects of the treatment on that outcome. Unadjusted means for Sex Risk
Index at each assessment are presented in Table 3, as well as tests of group differences in
change of the outcomes observed in the mixed models. Relative to control participants,
participants in the STAR intervention showed a significant decrease in the Sex Risk Index
across the three and six month follow-up assessments (t (27) = -2.60, p < .05). They also
showed greater increases in HIV-related Knowledge scores (t (27) = 2.81, p < .05), and
greater increases in Condom Use Self-efficacy scores (t (27) = 2.28, p < .05). There were no
significant differences between treatment conditions for scores on Negative Condom Use
Expectations or Advantages of Condom Use.

Maintenance of intervention effects after 9 months

The second segments of the piecewise models were the maintenance of effects from six to
nine months post intervention. Table 4 presents unadjusted mean scores for both groups and
each outcome at the nine month assessment, as well as tests of group differences in
maintenance observed in the mixed models. Although the direction of most effects was
consistent with waning influence of intervention at nine months post intervention (see Table
4) none of these trends reached statistical significance.

Discussion

This project found that an intervention for youth in therapeutic and alternative schools that
was based on empirically supported HIV prevention techniques, and also included sexuality-
specific affect management and cognitive monitoring components, was associated with less
sexual risk over a six month follow-up period and improvements in HIV knowledge and self
efficacy for condom use after the intervention than a brief, knowledge-based comparison
condition. This study is the first HIV prevention intervention to document a decrease in
sexual risk by self-report over six months for adolescents in alternative schools. These
findings are significant since youth in alternative schools have greater rates of risk behavior
than their community peers and their ability to respond to standard HIV prevention
programs may be compromised due to the frequent occurrence of emotional, behavioral and
learning disorders. Importantly, the present study had good retention of a population that is
often transient. Furthermore, numerous methodological strengths enhance the study's
validity such as a highly scripted intervention, intensive facilitator training, monitoring of
the intervention's delivery, and confidential adolescent self-report via laptop computers.
Despite the potential for sexual risk to increase over time, the intervention was associated
with a decrease in risk for up to six months after the intervention.

Consistent with the design of the STAR intervention, improvement in HIV knowledge and
in self efficacy for condom use was associated with the intervention. After the STAR
intervention, adolescents knew more about HIV and felt more confident in their ability to
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use condoms. Although the perceived more advantages and negative outcomes to their use
(e.g., “condoms ruin the mood”) did not diminish. These findings might suggest that if
confidence is improved, then condoms are more likely to be used, even if the negative
perceptions of their use are not eliminated. Additionally, it is possible that the unique
elements of the intervention, such as the focus on sexuality-specific affect management and
cognitive monitoring, were crucial in providing the intervention's impact. Many of the items
assessing condom use self efficacy appear related to affect management (e.g. “I could use a
condom if | was upset”). Unfortunately, no specific and valid assessment occurred of the use
of affect management and cognitive monitoring, so mediational analyses are not possible.
Dismantling studies in the future will be able to address this issue.

There was not a statistically significant difference between groups in the change in sex risk,
HIV knowledge or attitudes between six and nine months after the intervention but both
groups appeared to experience an increase in risk and comparable decreases in knowledge
and attitudes. Perhaps due to continued influence of substantial psychosocial and contextual
risk factors, the intervention's impact did not increase over the final three months of the
study follow up. These data suggest the need for booster sessions to reinforce skills and
perhaps interventions that target other factors, such as family and peer networks, in order to
maintain safe health behaviors.

Despite its strengths, limitations to the study should be noted. In order to reduce the
potential for contamination between conditions, randomization was not done by subjects but
rather by the order of the delivery of the conditions in schools. Since all schools received
both interventions, site differences and potential for contamination between conditions were
minimized. Randomization by individual could provide more equivalent groups and a
stronger test of intervention efficacy. Maintaining the internal validity of research, while
balancing the logistical concerns of small organizations, is a challenge of such research.
Additionally, the only measure of sexual behavior was by self-report. Although assessments
were completed confidentially on laptop computers (a methodology that improves the report
of sensitive behaviors), larger samples are needed for collection of biological markers of
sexually transmitted infections to verify the efficacy of this intervention. Also, the
comparison condition provided sexual health information in an appealing format but was of
briefer duration than the STAR intervention. It is possible that the length of the STAR
intervention accounted for its impact, however several attention-matched health promotion
conditions have not been associated with improvement in sexual behavior>-7. Lastly,
enrollment occurred in alternative schools in one geographic location and, although there
was racial and ethnic diversity in the sample, the results may not generalize to other
locations. The youth were in facilities designed to improve their emotional and behavioral
health and the influence of such treatment on study outcomes was not examined in this
study, although each school participated in both conditions, reducing the potential confound
of school specific treatment programs on outcome.

This project tested a group intervention for adolescents in alternative schools but may have
broader clinical implications. This study found that an intervention that was based on
standard approaches to improve knowledge, attitudes and skills about safer sex, in
conjunction with skills to apply affect management and cognitive monitoring in sexual
situations, was associated with safer sexual behavior up to six months post intervention.
These data suggest that common clinical techniques and approaches that target impaired
cognitions and emotional dysregulation can be usefully applied to improving sexual
behavior among youth with emotional and behavioral difficulties. It is possible that
clinicians will be able to use these principles and techniques to target and enhance healthy
behaviors for youth with a wide range of emotional, behavioral, and learning difficulties and
within a range of settings.
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Three month follow-up completers
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Figure 1.

Participant consent, randomization, and retention (CONSORT flowchart) for Project STAR
(Safe Thinking and Affect Regulation).
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Table 1a

Topics in Project STAR (Safe Thinking and Affect Regulation)

Session 1. Problem Solving and
Sexuality

Introduction of discussion of sexuality in adolescence, introduction of STAR model, introduction of
good communication, and role-play.

Session 2. STD/AIDS and Birth
Control

Overview of reproductive systems, review of STD, review of common sex myths, and presentation of
basic concepts regarding protecting self and partner from STDs and pregnancy.

Session 3. HIV-Risk Evaluation

Provision of information related to HIVirus and AIDS, categorization of HIV risk-levels across a
variety of behaviors, and personalization of risk.

Session 4. Personal Vulnerability

Review of HIV/AIDS, game and video aimed at illustrating personal risks in unsafe sex, and video
promoting empathy and outlining challenges for individuals with HIV.

Session 5. Assertiveness |

Overview of assertive communication, particularly as related to negotiation of sex behaviors.

Session 6. Healthy Thinking

Dysfunctional thinking concepts pertaining to sex behaviors.

Session 7. Affect Management

Practice recognizing and labeling feelings, discussion of negative outcomes of poor affect
management, and education and practice related to distress tolerance skills.

Session 8. People with AIDS

Review of a video regarding life before and with HIV/AIDS.

Session 9. Assertiveness 11

Training in assertiveness skills and role-plays in assertive communication with video taping.

Session 10. Assertiveness 111

Applying assertive communication to discussion of sex-related behaviors, highlighting applications of
earlier skills (i.e., affect regulation, dysfunctional thinking).

Session 11. Condom Use

Discussion of feelings about condom use, condom use skills training and practice.

Session 12. Condom Negotiation
Skills and Substance Use

Assertiveness skills in sexual and drug contexts, discussion of factors that may make it difficult to
implement assertiveness skills (i.e., strong feelings, unsafe thoughts, and substance use).

Session 13. HIV Testing

Provision of information regarding HIV testing, challenge of myths about HIV testing.

Session 14. Review Session

Review of information and skills learned during initial sessions.
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Table 1b

Topics in Human Immunodeficiency Virus (HIV) Knowledge Comparison Condition

Session 1. STD/AIDS and Birth
Control

Overview of reproductive systems, review of STDs, review of common sex myths, and presentation of
basic concepts regarding protecting self and partner from STDs and pregnancy.

Session 2. HIV-Risk Evaluation

Provision of information related to HIV and AIDS, categorization of HIV risk-levels across a variety of
behaviors, and personalization of risk.

Note: AIDS = Acquired Immune Deficiency Syndrome; STDs = Sexually Transmitted Diseases;
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Table 4

Maintenance of Project STAR (Safe Thinking and Affect Regulation) Intervention Effects among 185
Adolescents in Therapeutic and Alternative Schools

Unadjusted Means Nine Month Post Intervention  Test of Intervention Effects

Control STAR test statistics from HLM®
Sexual Risk Index 1.37 1.38 t=0.22;p=0.83
HIV Knowledge 15.00 15.74 t=-1.71;p=10.20
Condom Use Self-Efficacy 44,94 45.79 t=-1.84;p=0.08
Advantages of Condom Use 50.94 54.34 t=0.25; p=0.82
Negative Condom Use Expectations  13.55 11.92 t=-152;p=0.14

Note: HIV = Human Immunodeficiency Virus.

a _— . . s . .
test statistics were derived from piecewise Hierarchical Linear Models (HLM).
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