3.2 Intervention targeting Men who have Sex with Men (MSM):

MSM represent the largest category for HIV infection in many developed countries and
continue to be at great risk for HIV infection. Most of interventions study to reduce
risky sexual behaviors among MSM have been conducted within the arena of HIV
prevention, and have targeted diverse groups within MSM [ 42].

The effectiveness of HIV/STI preventive interventions targeted at MSM has been
assessed in various publications. Most recently, a systematic Cochrane review [42] to
reduce risk for sexual transmission of HIV among MSM. This review included 58
randomized controlled trials (RCT), of which almost three quarters were from the
United States (US). The review concluded that behavioral interventions reduced UAI by
27% compared to minimal or no HIV preventive intervention. A number of other
reviews have examined the effectiveness of HIV prevention interventions, and most of
these were specific to MSM. Further, the majority of reviews have neither used a
comprehensive search strategy nor clear inclusion criteria, and many of the reviews are
out of date, having been published before or shortly after the year 2000, highlighting the
need for a systematic review that incorporates explicit inclusion criteria and that updates
the current knowledge base about HIV/STI preventive interventions targeted at MSM in
Europe [42]

Prior to this, reviews of interventions to reduce risky sexual behavior and to prevent
HIV transmission have been conducted across a broad range of population at risk. One
of these reviews indicate that there is a paucity of research on interventions for MSM of
color, young MSM, and MSM who do not identify themselves as gay [ 43].
Furthermore, the reviews of the research indicated that critical intervention components
include information, motivation' and skills training, with successful interventions having
high attendance rates or including an extensive formative research component [42,43].
One review found diminishing effects of interventions as follow-up time increased from
1 month to 6 months. In parallel, another review indicated that community-level
interventions were effective to reach people who would not participate in facility-based
interventions and who may be actually be at higher risk compared to those who attend

enroll in small-group or facility-based interventions [42].
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However, there is a need to summarize and analyze the lessons learned in HIV
prevention for MSM. This is a brief outline of the Cochrane review [2] that summarizes
the behavioral effects of interventions designed to reduce risky sexual behaviors and
prevent HIV transmission among MSM in developed settings, including Europe, USA,

and Australia.

Summary of findings

This brief review examined controlled trials designed to reduce risky sexual behaviors
among MSM. The studies included in this review examined individual-level,
community-level and small-group interventions. The interventions were designed to
reduce unprotected sex and included individual counselling, and social behavioral
support such as peer education. Interventions that targeted communities and small
groups included group counselling, workshop, training community leaders.

Overall, the results for the effectiveness of interventions for MSM within the arena of
HIV prevention indicate that such interventions could reduce risky sexual behaviors,
subsequently reduce the risk of sexually transmitted infections.

The summary effect of these diverse interventions indicates that 23% fewer men
reported unprotected anal sex (one of the riskiest behaviors for transmission of HIV and
other sexually transmitted infections) after receiving intervention. It is of note to report
that the risk reduction observed across the trials occurred after relatively short
interventions. Findings suggest that community-level interventions reached and
influenced substantial proportions of the study population, whether through direct
exposure to the formal intervention mechanisms or by informal social diffusion, and
these interventions were at least as favorable as those of small-group and individual-
level interventions. The present analysis also confirmed that interventions that promote
personal skills yielded clearly favorable effects.

Policy considerations

Reduction in unprotected anal sex and sexually transmitted diseases can have an
important public health impact. Among interventions, community-level interventions,
those that served populations in their twenties (rather than their thirties) and those that
promoted interpersonal skills have yielded slightly more favorable results. The

reduction in risk would likely be even greater if intervention efforts could be guided
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towards the most effective strategies. There are a small number of rigorous controlled
trials for MSM, which are not compensated by a large number of study group
participants. Thus, more research is needed to ascertain the effects of specific
intervention components, population characteristics and methodological features and to
identify the best intervention strategies.

In Europe, there is still little behavioral HIV/STI prevention interventions have been
rigorously evaluated, and the paucity of controlled studies underscores the needs for
more research in this area. While there is no other reliable substitute for evaluating the
effect of interventions than controlled trials, other designs such as interrupted time
series designs can also be used. Researchers who are concerned about the ethics of
allocation to experimental groups can use waiting list controls whereby the control
group receives the potential beneficial intervention post data collection. The drawback
is the difficulty of establishing long-term effectiveness of the intervention. It also
remains important to integrate process assessment into the evaluation design in order to
learn about feasibility, acceptability, practical constraints, and related issues.
Implementation and adherence are typically difficult to measure in multi component
intervention programmes, but provide critical information. For example, Elford et al.
[43] process evaluation helped explain the likely reasons for lack of programme
effectiveness. Researchers and journal editors should strive to disseminate also null

findings and related issues in intervention research [44]

Sample of studies selected in the Cochrane review of behavioral intervention of MSM

[44
Authors Setting and study Study design Comparison | Program implementers
sample group
Herbst USA,* Puerto Rico, Individual, Theoretical basis
(2005) Canada, Mexico, group’ and Interpersonal-skills training

Skills training delivered by
[45] England, Scotland, community role plays or lectures
Multiple delivery methods
Greater intervention
Australia, Brazil, exposure complexity
(number of

sessions, duration and time

New Zealand, interventions

Russia, Bulgaria

span)

Johnson USA,* Australia, New | Individual, Community interventions
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(2002) Zealand, Canada group T and Targeting young
[46] community populations
interventions Interpersonal-skills training
Rees USA, UK* Complex Peer-led community based
(2004) interventions interventions had
[47] multiple implementation problems
techniques: (recruitment and retention
counselling, of
workshops, peer educators); indicative
peer of difficulty in transferring
involvement, an
and intervention from one
social context (USA) to another
marketing (UK)
Carballo- 141 Latino MSM in RCT wait list 8 sessions on themes of
Diéguez New York control oppression, transgression of
2005 rules, excuses (or
[48] rationalizations), substance
use, goal setting,
the role of pleasure, self-
efficacy and plans for the
future.
Dilley 2002 138 MSM, San RCT Individual standard
[49] Francisco, 1997-2000 counseling (ISC, one 1-hr
session) plus self-
justifications (SJ) session,
where the client reviewed
and challenged his own self-
justifications for a recent
occasion of unsafe sex,
AND diary of sexual
activity for 90 days
Dilley 2007 305 MSM attending RCT Control Individual personalized
[50] San Francisco HIV CT received cognitive counseling by a
clinic, 2002-04 usual CT paraprofessional along with
only usual CT
Explore 2004 | 3775 MSM in 6 US RCT Ten 1-on-1 counseling
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[51] cities 1999-2003 sessions followed by
maintenance sessions every
3mo. Risk assessment,
sexual communication,
knowledge of HIV
serostatus, alcohol and drug
use, triggers for unsafe sex,
motivational interviewing.
Total span up
to 48 months.

Healthy 936 HIV+ people in RCT Wait list Individual level. 15 90-

Living 2007 Los Angeles, minute sessions in

[52] Milwaukee, New York, 3modules: stress, coping,

and San Francisco. adjustment; safer behaviors;
57% were MSM and health behaviors

Harding 2004 | 19 MSM in London RCT Wait list SM sex: an introduction

[53] 2000 to the SM scene’. Sessions
address assumptions and
knowledge, practical tools
of SM sex,
risk taking, emotional
aspects, sexually transmitted
infections and HIV
transmission, rights and
responsibilities, legal
issues, the role of fantasy,
and limits and boundaries.
Up to 25 group members, 4
sessions of 7 hrs

Imrie 2001 252 gay men attending | RCT Standard Gay Men Project: standard

[54] a sexual health clinic management | mgt (1-to-1 counseling &

with acute STI or only referrals, 20 minutes) plus
unprotected sex in past 1-day small group workshop
year. London 1995-98

Kalichman 164 MSM with HIV (62% | RCT Support Support group to create

2001 of participants were group for sexual health and

[55] MSM, 74% Adtican health relationship plans, develop

Americans), Atlanta 1997
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maintenance.

Five 120-

min sessions

communication and
disclosure skills, learn
hazards of co-infection with
other STI. Five 120-min

sessions

Patterson USA RCT Three 90- Booster-enhanced social
2003 min sessions | cognitive intervention in 3
[56] on diet and domains (condom use,
exercise negotiation of safer sex,
disclosure of
HIV status). One 90-min
comprehensive session plus
two 90-min booster sessions
Read 2006 110 MSM age 18+ who | RCT Peer Individual level. Interactive
[57] receive HIV negative counseling video (IAV) with peer
test results at the only counseling vs peer
Hollywood gay service counseling alone.
center [year?]
Richardson 402 MSM patients at 6 | 2 clinics were | 2 attention- | Two clinics assigned to use
2004 HIV treatment clinics, | assigned to control a gain-framed approach (G)
[58] California 1999 each of 3 clinics were | (positive consequences of
conditions assigned to safer-sex). Prevention
gain frame medication counseling
(G), loss adherence from medical providers
frame (L) or intervention | supplemented with written
control information
Shoptaw 162 meth-dependent RCT CBT+CR: both treatments
2005 MSM in Los Angeles, simultaneously.
[59] 1998-2000
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Annex: Outline of selected surveys in the “report of the state of risky

sexual behavior in selected developed countries”

The Health Behavior in School-aged Children (HBSC) survey

The HBSC collects a range of data including sexual behavior information every four
years on 11, 13, and 15 year-old males and females. It was initiated since 1982, when
researchers from England, Finland and Norway agree to develop and implement a
common research protocol to survey school children. HBSC currently includes 43
countries and regions across Europe and North America. It is been adopted by the

Regional Office for Europe as a collaborative study since 1983.

The Youth Risk Behavior Surveillance System (YRBSS)

The YRBSS collects information on priority health-risk behaviors and the prevalence of
obesity and asthma among youth and young adults in the United States. The YRBSS
comprises a national school-based survey conducted by the CDC, and state, territorial,
and district surveys conducted by state, territorial, and local education and health
agencies and tribal governments. There are six health-risk behaviors considered as
priority and which includes: Behavior that contribute to unintentional injuries and
violence, sexual behavior that contribute to unintended pregnancy and sexually
transmitted diseases, alcohol and other drug use, tobacco use, unhealthy dietary

behaviors, and inadequate physical activity.

National Survey of Secondary Students and Sexual Health

This is the Australian National survey which was initiated since 1992, and survey
secondary students by collecting information on health status, knowledge related to
HIV and other sexually transmitted infection, and sexual behavior, beliefs and

perceptions.
Canadian Community Health Survey (CCHS)

The CCHS was conceived as a response to the issue and problems with the health

information system in Canada, and as a results of conjoined efforts from the Canadian
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Institute for Health Information (CHIH), Statistics Canada, and Health Canada. The
central objective of the CCHS is to gather health-related data at the sub-provincial
levels of geography.
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