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Behavioral Interventions for Reducing Sexual Risk Behavior

A behavioral intervention is a specific collection of
prevention activities developed or implemented with a
clear aim to promote positive changes in behaviors, either
directly or indirectly, to reduce HIV transmission and
infection. Most behavioral interventions aim to change
risky sexual and drug use practices in efforts to reduce
transmission of HIV/AIDS. Such programs tend to oper-
ate at the individual, group, community, or structural level
(see Table 1). Individual, group, and community-level
behavioral interventions seek to directly change so-called
theoretical (behavioral) determinants of risky behaviors,
such as sexual and drug use knowledge, attitudes, beliefs,
perceptions of risk, barriers, social norms, motivation to
change, behavioral intentions, self-efficacy (confidence)
and a variety of skills (e.g., partner negotiation skills,
correct condom use skills) as a route to behavior change.
Structural interventions focus instead on increasing access
to HIV testing, condoms, medications, or other services
that indirectly affect risk behaviors. Finally, while medical
interventions are generally 7oz considered to be behavioral
interventions, they do often require the use of behavioral
strategies to promote their adoption and use.

Behavioral interventions have been a critical public
health tool since the beginning of the HIV/AIDS epidemic.
Given the lack of vaccine or cure for HIV, they will likely
remain important in the foreseeable future. The earliest
behavioral interventions were grassroots programs imple-
mented by gay men in San Francisco and New York as
well as activities undertaken by the Centers for Disease
Control and Prevention (CDC) in the early 1980s (CDC,
2006). Since those early efforts, a large scientific literature
on behavioral interventions has emerged, with literally
hundreds of evaluations of interventions with varying
target audiences being conducted (Albarracin et al., 2005;
Noar, in press).

Efficacy of Behavioral Interventions

Are behavioral interventions successful in reducing sexual
risk behavior? Recently, meta-analyses (reviews which
pool the results of many intervention studies) have been
conducted on behavioral interventions with a variety of
populations, including adolescents (Johnson et al., 2003;
Mullen et al., 2002), heterosexual adults (Logan et al.,

2002; Neumann et al., 2002), men who have sex with
men (MSM) (Herbst et al., 2005; Johnson et al., 2005),
Hispanics/Latinos (Albarracin et al., 2007; Herbst et al.,
2007), drug users (Copenhaver et al., 2006; Semaan et
al., 2002), people with severe mental illness (Johnson-
Massotti et al., 2003), STD clinic patients (Crepaz et al.,
2007; Ward et al., 2005), and HIV positive individuals
(Crepaz et al., 20006; Johnson et al., 2006). Most of these
reviews examine individual and group-level interventions,
while fewer include community and structural-level inter-
ventions. A recent study (Noar, in press) systematically
reviewed the evidence for behavioral interventions from
these meta-analytic studies and found the following:

* Behavioral interventions are effective in reducing
unprotected sex and increasing condom use among a
variety of at-risk populations. Strikingly, every meta-
analysis found significant results on at least one sexual
risk outcome, typically condom use or unprotected sex.

* Behavioral interventions were found to sometimes
be effective at reducing numbers of sexual partners,
although these effects were not as strong or consistent
as those for unprotected sex and condom use. Also,
fewer studies have examined this outcome as compared
to unprotected sex and condom use.

* Although fewer studies (and thus fewer meta-analyses)
have examined the impact of behavioral interventions
on the “ultimate outcome” of new STDs, evidence does
currently exist that changes in sexual risk behaviors
brought on by behavioral interventions translates into
reductions in new STD infections.

* Also, a number of factors have been found to increase
the likelihood of interventions being successful in
impacting risky sexual behaviors (Noar, in press).
Factors that appear to be the most important include:

< Targeted interventions—Interventions have been
more successful when they have focused on a
defined target population and additionally have
targeted particular gender or racial/ethnic groups.
This is likely the case because implementing
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Table 1. Five Levels of Intervention Programs for HIV Prevention.

Level of Conducted Delivered By | Means of Examples
Intervention With Influence
Individual Individuals Peers, Directly influence | Voluntary HIV
(one-on-one) professionals, knowledge, attitudes, | counseling and
small media (e.g., behavior of testing; risk
video, pamphlet) individuals reduction counseling
in STD clinics
Group Couples, Peers, Directly influence Interventions for
small groups, professionals, knowledge, attitudes, | HIV-negative, at-risk
families small media (e.g., behavior of and serodiscordant
video, pamphlet) groups couples; parental
training programs;
group interventions
(e.g., condom use
skill-building work-
shops, video-based
interventions)
Community Communities Peers, Directly and Mass media/social
professionals, indirectly influence | marketing
mass media knowledge, campaigns;
attittudes, behavior | community mobi-
of communities lization; other
approaches that aim
to reach entire
communities
Structural Communities Local, state, Indirectly affect risk | Laws or policies
federal officials behavior by relevant to HIV/
changing laws, AIDS, such as those
structures, policies | regulating sexual
behavior, condom
use, HIV testing,
and/or drug use
behaviors or
practices
Medical All of the above Medical Directly and Rapid HIV testing;
providers; may indirectly affect risk | therapies to reduce
depend on above through scientific mother-to-child
strategies to encour- | advances transmission;
age individual to screening of the
adopt practices blood supply;
microbicides

Note: Adapted from CDC (2006)
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(Continued from page 1)

an intervention to a similar (i.e., homogenous)
group allows intervention content to be more
carefully tailored to that group (Resnicow et al.,
2008). Some interventions have also matched
the race/ethnicity of the facilitator to partici-
pants, which in some cases has led to greater
impact on safer sexual behaviors (Durantini et

al., 2000).

< Theory-based interventions—Interventions
have been more successful when they have used
behavioral theory as a guide. Such theories include
the Health Belief Model, Theory of Reasoned
Action, Theory of Planned Behavior, Social
Cognitive Theory, and the Transtheoretical
Model or Stages of Change Model (DiClemente
& Peterson, 1994; Fisher & Fisher, 2000; Noar,
2007).

< Providing skills-training—Interventions have
generally been more successful when they have
provided safer sex skills training to participants.
Skills training has varied by intervention, and
included personal skills (e.g., self-monitoring,
goal setting) interpersonal skills (e.g., how to
negotiate condom use with a partner), and technical
skills (e.g., how to correctly put on a condom)
(Edgar et al., 2008).

It is important to note that the results of these
meta-analytic studies do 7oz mean that every behavioral
intervention that was examined was effective. Rather,
they suggest that on average, behavioral interventions to
reduce sexual risk behavior have been effective. In addition,
the features listed above are those associated with the
more effective interventions, suggesting that interventions
that include these features are more likely to be successful
than those that do not.

Specific Interventions

Those interested in particular interventions that have
strong scientific evidence of success should refer to the
CDC’s ongoing efforts to compile such interventions.
The CDC’s original compendium identified 24 effective
interventions (out of 223 relevant studies reviewed)
across four risk groups: drug users, heterosexual adults,
MSM, and youth (see CDC, 2001). An update to this
project, examining newer studies published between
2000-2004, identified an additional 18 effective inter-
ventions (out of 100 relevant studies reviewed) across
the same four risk groups (Lyles et al., 2007). Given the
disproportionate impact of HIV/AIDS on minority com-
munities (CDC, 20006), this review also pointed to 7 of
these interventions as applicable to African-American or
Hispanic women, 2 as applicable to African-American
youth, and 3 as applicable to minority drug users. Also

identified were 4 interventions for people living with
HIV. Additional updates to this ongoing review project
are slated to be posted on CDC’s website over the coming
months and years (see CDC, 2007a). The CDC has also
been attempting to disseminate many of the evidence-
based interventions identified in these review projects to
community-based providers through two projects focusing on
translating research to practice: the Replicating Effective
Programs (REP) project (see CDC, 2007b) and the
Diffusion of Effective Behavioral Intervention (DEBI)
project (see CDC, 2007c).

Finally, as technology advances and offers additional
opportunities for computer technology and Internet-
based interventions, such interventions are being developed
and evaluated (Bull, 2008). Given that many of these
intervention programs are still in the early phases of
research, however, most have not yet been published in
the literature and thus have not yet been evaluated by CDC.
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