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Abstract

Keywords:

Purpose: To assess the effectiveness of a relatively unaltered version of a sexual risk reduction
intervention previously shown to be effective among urban youth, “Original Focus on Kids”
(OFOK), compared with a version modified for West Virginia (WVFOK) and a control condition
(training in environmental conservation), in altering protective sexual behaviors and perceptions
among rural, Appalachian youth.

Subjects: Nine hundred ninety-nine youth aged 12 to 16 years from 12 rural counties in West
Virginia.

Method: Randomized, controlled, longitudinal trial of a theory-based prevention intervention.
Outcomes were self-reported sexual behaviors and perceptions assessed at baseline, 3, 6, and 9
months postintervention.

Results: Both WVFOK and OFOK positively affected perceptions of abstinence but not behaviors.
OFOK significantly enhanced some perceptions of condom use compared with both control youth
and WVFOK youth, but again, not behaviors.

Conclusions: Overall, neither version was as effective as FOK had been in the original urban
setting. The less altered version (OFOK) was more effective, especially with regard to condom-use
perceptions, in this new population and cultural setting than the more culturally altered version
(WVFOK). In several of the implementation settings, neither version was delivered as intended by
the researchers because of logistic issues. Although many of these changes were seemingly minor,
such deviations may have significant impact on intervention effect. © 2005 Society for Adolescent
Medicine. All rights reserved.
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Among the more vexing issues facing researchers and
public health professionals interested in effecting purpose-
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ful behavioral change among adolescents has been the tai-
loring of successful interventions to new settings [1-5].
Adolescent behavioral change research has advanced sub-
stantially during the past two decades [6—10]. Central to the
maturation of this field of inquiry has been the acceptance of
several standards of intervention design. Interventions
should be theory based, developmentally and culturally ap-
propriate, and relevant to the epidemiology of the target
population. Intervention evaluation should be outcomes-

1054-139X/05/$ — see front matter © 2005 Society for Adolescent Medicine. All rights reserved.

doi:10.1016/j.jadohealth.2004.10.005



163.e18

based assessed, ideally through a randomized, controlled
format, but at a minimum using a quasi-experimental design
[6-12].

Adolescent prevention intervention research is therefore
expensive. As a result, it is highly desirable to export and
replicate interventions demonstrated to be effective in one
setting and/or target population to new settings and/or audi-
ences. This public health strategy has served as the basis for
national and international replication efforts, including the
Center for Disease Control’s “Replicating Effective Programs”
[13,14] and former “Programs that Work™ [15,16], and many
lists of effective programs including “Program Archives on
Sexuality, Health, and Adolescence,” “Effective Curricula and
Their Common Characteristics,” “School Health Education
Clearinghouse,” and “UNAIDS: Best Practices Program” [17—
20]. These programs and lists are dedicated to identifying
successful interventions and increasing their availability
throughout the nation and/or the world [13,21].

As important as such replication efforts are, they raise
concerns regarding the importance of cultural, developmental,
and epidemiological tailoring. Put simply, if an intervention
had been designed in response to specific population charac-
teristics or a geographic niche, can this intervention remain
effective with no or minor adjustments in a setting whose
profile differs among one or more of these characteristics? For
example, one adolescent prevention intervention, “Focus on
Kids” (FOK) [22,23], was developed for and found to be
effective among African-American youth living in and around
urban public housing in Baltimore, a city with among the
highest rates of STDs and HIV in the country [24,25]. The
development phase for this intervention program lasted for 2
years and included extensive ethnographic “participant-obser-
vation” activities, individual and group interviews, cue-sorts,
and a community-based cross-sectional survey regarding be-
haviors, perceptions, and knowledge [22,26]. The resultant
draft intervention was pilot-tested and revised before imple-
mentation and evaluation [26].

Appearing on many lists of effective programs, FOK has
been replicated in settings throughout the United States.
Consistent with the replication training recommendations
by educational experts [23], but in marked contrast to the
extensive developmental activities described above, the
published FOK curriculum recommends that potential new
users of the curriculum “make minor adaptations to best suit
the needs of your targeted community” ([23], p. 7) . Left
unanswered in these efforts is whether extensive (and po-
tentially expensive and time-consuming) cultural and devel-
opmental adaptations of interventions are necessary before
their introduction among different populations in new geo-
graphic settings. Or, are minor adaptations (which presum-
ably require fewer resources and less time) sufficient after
an intervention has been shown to be effective? Accord-
ingly, in this trial we sought to determine whether an inter-
vention designed for and shown to be effective among urban
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African-American youth aged 9 to 15 years residing in a
low-income urban mid-Atlantic setting with high rates of
HIV/STDS [24,25] would be effective among primarily Cau-
casian, Appalachian youth aged 12 to 16 years living in rural
settings with low rates of HIV/STDs [25] after minor adapta-
tions only (“Original Focus on Kids” [OFOK]) and/or after
significant cultural and epidemiologic alterations (“West Vir-
ginia Focus on Kids” [WVFOK]).

Materials and methods
General

Setting. This randomized, controlled, longitudinal trial was
conducted among 1131 youth recruited from community
(n = 422, 37%) and school (n = 709, 63%) settings in 12
counties from among West Virginia’s 55 counties. Youth
were randomized at the level of the recruitment group (n =
97 groups) to one of four conditions, including three ver-
sions of FOK (OFOK and WVFOK, which were delivered
in a face-to-face format and a version delivered by long-
distance television) and one control condition delivered in a
face-to-face format. A site (e.g., a school or a community
recreation center) typically hosted more than one recruit-
ment group (e.g., a classroom or recreation group) and thus
included more than one intervention assignment. So, for
example, in a single school, youth in one class might receive
OFOK, whereas youth in another class might receive
WYVFOK, etc. In a prior report [27], we demonstrated that
youth receiving one of the three versions of FOK (combined
to a single group), compared with youth receiving the con-
trol, expressed more protective perceptions of sexual risk
and protective behaviors. For the present analyses, we are
contrasting the specific FOK face-to-face versions against
each other and against the control. Therefore, the 132 youth
who were randomized to receive the interactive television
version have been removed from the dataset. Thus, the
analyses in this manuscript are restricted to the 999 youth
who were randomized to receive a face-to-face intervention
(e.g., 253 OFOK, 485 WVFOK, and 261 control youth).

To conduct the interventions and deliver the assessment
questionnaires to the dispersed settings located throughout
the highly mountainous terrain of West Virginia [28], 53
different interventionists and 21 different interviewers were
required. In each site, day-long training for the interven-
tionists and half-day training for the interviewers were con-
ducted by the central FOK research team. Central FOK staff
participated directly in intervention delivery and/or ques-
tionnaire collection in some sites and/or conducted spot
checks across other sites.

Participants. Youth were aged 12 to 16 years and were
identified by community facilitators through local commu-
nity organizations and/or through the school systems. After
receiving an explanation about the program, interested
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youth were given materials describing the project and assent
and consent forms for their parents. The research protocol
was approved by the Institutional Review Board at West
Virginia University.

Guiding model of behavioral change

Consistent with other effective adolescent risk prevention
programs [6,10], FOK is based on a guiding model of behav-
ioral change, Protection Motivation Theory (PMT) [29]. PMT
proposes that environmental and personal factors combine to
create a potential health threat that initiates two cognitive
pathways, the Threat-Appraisal pathway and the Coping-Ap-
praisal pathway. The perceived Intrinsic and Extrinsic Re-
wards associated with the risky behavior minus the perceived
Severity of and Vulnerability to the threat(s) associated with
the risky behavior are evaluated through the Threat-Appraisal
pathway. The perceived ability to avert the threatened danger
(including both Self Efficacy and Response Efficacy) balanced
against the Response Cost are evaluated through the Coping-
Appraisal pathway. Together the two appraisal pathways pro-
duce Protection Motivation, which, if high enough, may result
in protective action.

Description of intervention and control conditions

The FOK intervention, described in detail in several
publications [22,23,26], is an 8-session (each approximately
1.5 hours) risk reduction intervention that emphasizes deci-
sion-making, goal-setting, communication, negotiating,
consensual relationships, and information regarding absti-
nence and safer sex, drugs, alcohol, and drug selling. Inter-
vention format includes games, discussions, homework as-
signments, videos and a story about a hypothetical family
that appears in nearly all of the sessions to contextualize
decision-making and choices.

Cosmetic modifications were made by the West Virgin-
ian researchers to FOK to produce OFOK before the eth-
nographic work undertaken to produce WVFOK. Alter-
ations included changing the names of members of the story
family used to illustrate problem-solving and decision-mak-
ing and inserting West Virginia rates of STDs for the games
designed to demonstrate transmission of STDs. After these
initial modifications, additional changes were requested in
some communities (e.g., the condom-search homework as-
signment was rejected across all communities, the condom
demonstration was not permitted in two communities, and
the condom race was not permitted in six communities.)

The “culturally adapted” version, WVFOK, was devel-
oped specifically for West Virginia based on focus group
discussions and individual interviews conducted among
West Virginian youth, parents, teachers, and school and
community administrators, and data obtained from risk
prevalence studies conducted in West Virginia [28]. Con-
sistent themes emerging from these discussions were anxi-
ety about the limited economic opportunities available to
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youth and a preference for a stronger emphasis on absti-
nence. Among some parents and in some communities,
there was substantial concern regarding the display of con-
doms and discussion of protected sex. Accordingly, in ad-
dition to the changes made in FOK to produce OFOK,
further modifications made to produce WVFOK included
omission of the condom race, substantial changes in the
characters and the story line regarding the hypothetical
family, the addition of factual information regarding STDs,
more discussion of abstinence, and a specific emphasis on
the future, including the addition of two exercises regarding
goal setting and future planning.

Although the original FOK had been delivered in eight
weekly sessions, given the long distances and the lack of
transportation, for the community-based settings this ap-
proach was not feasible. Instead, the program was delivered
in one day-long session or two half-day sessions for com-
munity-based settings (n = 300 youth), but retained the
original eight-session format for most school-based settings
(n = 699 youth).

Youth assigned to the control condition (Control) received
an environmental health intervention adapted from the Council
for Environmental Health’s curriculum “Water Education for
Teachers” [30]. Of comparable length to FOK, this program
was selected for the attention control because it does not
include information on interpersonal decision-making, goal-
setting, communication, negotiating, or consensual relation-
ships and does not provide information regarding abstinence
and safer sex, drugs, alcohol, and drug selling. Length and
recruitment strategies were comparable with the FOK format
in any given site. All Control classes were delivered in a
face-to-face group format.

Measures

Youth risk behaviors were assessed by youth self-report,
using a modified version of the Youth Health Risk Behavior
Inventory (YHRBI) [31]. As described elsewhere [27], the
YHRBI was modified for West Virginia (WV-YHRBI)
based on the findings from qualitative research [28]. The
WV-YHRBI assesses demographic characteristics of the
youth, and youth involvement in risk/protective behaviors,
including sexual intercourse/abstinence and, among sexu-
ally active youth, condom use/nonuse in the last sexual
encounter and in general, as well as other sexual risk and
protective behaviors. Dichotomous responses (0 = No, 1 =
Yes) were used for these items. Perceptions of risk and
protective behaviors according to the seven constructs of
PMT youth are assessed through a five-point Likert scale.
(See Table 1 for specific items included.) Consistent with
the PMT model, higher scores for perceptions of Vulnera-
bility and Severity of the adverse outcome(s) of the risk
behavior, and Response Efficacy and Self Efficacy of the
protective behavior indicate increased protection. By con-
trast, the reverse is true for perceived Extrinsic Rewards and
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Table 1
PMT constructs and items regarding abstinence and condom use among rural West Virginian youth

Constructs and items

Abstinence coping appraisal
Self-efficacy
If T am horny I can’t control what happens (1 = “strongly agree” to 5 = “strongly disagree”)
Even if all my friends were having sex, I would not feel I have to have sex (5 = “strongly agree” to 1 = “strongly disagree”)
I can say no to the person going out with me if I don’t want to have sex (5 = “strongly agree” to 1 = “strongly disagree”)
Sometimes sex just happens and you really can’t control it (1 = “strongly agree” to 5 = “strongly disagree”)
I can go with a person for a long time and not have sex with them (5 = “strongly agree” to 1 = “strongly disagree”)
Response efficacy
A guy and a girl can go together and not have sex (5 = “strongly agree” to 1 = “strongly disagree”)
Response cost
If a girl says she won’t have sex, a boy would say Okay (1 = “strongly agree” to 5 = “strongly disagree”)
A guy and a girl can go together and not have sex (1 = “strongly agree” to 5 = “strongly disagree”)
If a guy says no to having sex, a girl would say Okay (1 = “strongly agree” to 5 = “strongly disagree”)
Abstinence threat appraisal
Extrinsic rewards

I want kids my age to think I am having sex (5 = “strongly agree” to 1 = “strongly disagree”)
I want kids my age to think I am a virgin (1 = “strongly agree” to 5 = “strongly disagree”)
How many of your close friends have sex? (5 = “Most” 3 = “Some” 1 = “None”)

Intrinsic rewards
How you feel about having sex (5 = “very good” to 1 = “very bad”)
In the next 6 months, how likely is it that you will become pregnant (get a girl)? (1 = “very unlikely” to 5 = “very likely”)
Condom use coping appraisal
Self efficacy
I could get condoms (5 = “strongly agree” to 1 = “strongly disagree”)
I could put a condom on directly (5 = “strongly agree” to 1 = “strongly disagree”)
I could convince my sexual partner to use a condom (5 = “strongly agree” to 1 = “strongly disagree”)
I could ask for condoms in a store (5 = “strongly agree” to 1 = “strongly disagree”)
I could ask for condoms in a clinic (5 = “strongly agree” to 1 = “strongly disagree”)
I could ask my sex partner about her/his past sexual relationship (5 = “strongly agree” to 1 = “strongly disagree”)
I could refuse sex if the other person will not use a condom (5 = “strongly agree” to 1 = “strongly disagree”)
Response efficacy
Condoms are an important way to prevent a pregnancy (5 = “strongly agree” to 1 = “strongly disagree”)
Condoms prevent you from getting an STD (5 = “strongly agree” to 1 = “strongly disagree”)
Condoms break often (1 = “strongly agree” to 5 = “strongly disagree”)
Condoms prevent you from getting AIDS (5 = “strongly agree” to 1 = “strongly disagree”)
Response cost

Everyone will find out if I get a condom (5 = “strongly agree” to 1 = “strongly disagree”)
If a girl carries condoms, people think she is having sex (5 = “strongly agree” to 1 = “strongly disagree”)
Condoms make sex hurt for a girl (5 = “strongly agree” to 1 = “strongly disagree”)

Condoms take away the feeling a guy has during sex (5 = “strongly agree” to 1 = “strongly disagree”)
Kids don’t want other kids to think they are using condom (5 = “strongly agree” to 1 = “strongly disagree”)
If my mother knew I was carrying condoms, she would be upset (5 = “strongly agree” to 1 = “strongly disagree”)
If my father knew I was carrying condoms, he would be upset (5 = “strongly agree” to 1 = “strongly disagree”)
Condom use threat appraisal
Extrinsic rewards

Of the boys you know who have sex, how many of them use condoms? (1 = “Most” 3 = “Some” 5 = “None”)
Intrinsic rewards

Condoms make sex feel better (1 = “strongly agree” to 5 = “strongly disagree”)
Severity

If one member of a couple gets an STD, they would break up (5 = “strongly agree” to 1 = “strongly disagree”)
How would you feel about getting an HIV infection? (1 = “very good” to 5 = “very bad”)
How would you feel about getting an STD? (1 = “very good” to 5 = “very bad”)
How would you feel getting pregnant or getting a girl pregnant? (1 = “very good” to 5 = “very bad”)
Vulnerability
In the next 6 months, how likely is it that you will become infected with HIV? (1 = “very unlikely” to 5 = “very likely”)
In the next 6 months, how likely is it that you will get an STD? (1 = “very unlikely” to 5 = “very likely”)
In the next 6 months, how likely is it that you will become (get a girl) pregnant? (1 = “very unlikely” to 5 = “very likely”)
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Intrinsic Rewards of the risk behavior and Response Cost of
the protective behavior. As described in greater detail else-
where [27], the alpha value was below .69 for only one of
the construct sub-scales (Response Cost) for Abstinence and
for two construct sub-scales for Condom use (Response
Efficacy and Response Cost). Alpha values exceeded .90 for
two construct subscales. All perceptions are specific to ei-
ther abstinence (sexual intercourse) or condom use (unpro-
tected sex) except Severity and Vulnerability, which have
items that are common to both abstinence and condom use.

Administration of questionnaires

The questionnaires were administered by one of two
formats: either orally/visually by a talking Macintosh com-
puter (29%) or by a paper-and-pencil format (71%), depend-
ing on the desire of the local intervention site. The talking
computer methodology is described in greater detail else-
where [32]. For both options, adults were available to an-
swer any questions and confidentiality of responses was
assured. Youth completed questionnaires at baseline (before
randomization to intervention assignment), and 3, 6, and 9
months postintervention. The questionnaire required ap-
proximately 45 minutes to complete.

Analysis

We assessed baseline equivalence of demographic char-
acteristics using Chi square and Kruskal-Wallis tests among
intervention groups and by gender and age, and three po-
tentially confounding “intervention delivery factors,” in-
cluding the number of days over which the intervention was
delivered (1 or 2 vs. 4 or 8), method of data collection
(pencil-paper vs. computer) and field-level program content
(included/excluded the condom demonstration). To adjust
for the strategy of cluster (rather than individual) random-
ization, the intraclass correlation coefficient (ICC) was de-
termined for each behavior and construct subscale score
[33]. ICC values ranged from 0 to .097. Baseline differences
in behaviors and perceptions between OFOK and WVFOK
versus Control were assessed using the General Linear
Model (GLM). Adjusted Means (or Estimated Marginal
Means) for behaviors and perceptions were calculated at 3,
6 and 9 months, after controlling for age, gender, interven-
tion implementation factors, and corresponding variables at
baseline. All F tests and corresponding p values calculated
at 3, 6 and 9 months were adjusted for the ICC [34].

Intervention effects on behaviors and perceptions of ab-
staining/participating in sex (and, among sexually active
youth, use of condoms) at 3, 6, and 9 months postinterven-
tion were contrasted between WVFOK, OFOK, and Control
youth. Finally, analyses were conducted following an “in-
tention-to-treat” model; all youth who were randomized to
participate in the trial were included in impact analyses,
regardless of intervention attendance/completion.
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Results
General

Among the 999 youth randomized to the three condi-
tions, 825 (83%) were present at the 3-month follow-up,
848 (85%) at the 6-month follow-up, and 810 (81%) at the
9-month follow-up. Overall, 891 (89%) of the 999 youth
completed the intervention condition to which they had
been assigned; 223 (88%) of the 253 youth completed
OFOK, 439 (91%) of the 485 youth completed WVFOK,
and 229 (88%) of the 261 youth completed the Control
conditions.

As shown in Table 2, at baseline, youth assigned to the
Control, OFOK and WVFOK conditions differed on the
basis of gender, with WVFOK having significantly fewer
males (29%) than the Control group (44%), which in turn
had significantly fewer than OFOK (76%, p < .0001).
Although the Control and WVFOK groups were compara-
ble with respect to age (mean age 14.36 years), the mean
age of OFOK youth was 14.73 (p < .05).

As shown in Table 3, perceptions as measured by the
Abstinence and Condom Use PMT subscales differed at
baseline by gender and age. Females, compared with males,
generally subscribed to more protective views regarding
abstinence, with higher perceptions of Self Efficacy and
Response Efficacy (to remain abstinent) and lower percep-
tions of Intrinsic and Extrinsic Rewards (for engaging in
sex). Males perceived themselves as more vulnerable to
HIV/AIDS than did females.

Among the eight PMT perceptions from the Abstinence
and Condom Use subscales, which differed on the basis of
age, older youth (15 to 16 years at baseline) compared with
younger youth (12 to 14 years at baseline) held more pro-
tective views for five constructs. Youth, independent of age
and gender, perceived HIV, STDs and pregnancy to be
severe outcomes. Perceived Vulnerability was generally
low, although younger youth perceived themselves to be
more vulnerable than did older youth. After controlling for
gender, age, and intervention delivery factors, risk percep-
tions did not differ by intervention assignment at baseline.

Sexual behaviors also differed at baseline by age and gen-
der. Rates of abstinence in the last 6 months at baseline dif-
fered by intervention status, even after correcting for age,
gender and intervention implementation factors, whereas rates
of condom use were similar after controlling for these factors.

Intervention effect on perceptions

In Table 4, we display the intervention effect (after control-
ling for baseline perceptions, age and gender, and intervention
factors) on perceptions regarding abstinence and condom use.
Significant differences between pairs of groups (after adjusting
for the ICC) are presented. As shown in the left half of this
taber (pceptions concerned with abstinence), WVFOK youth
exhibited higher levels of Self Efficacy and Response Efficacy
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Table 2

Baseline demographic and intervention delivery factors among 999 West Virginian youth
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Intervention status

Overall Control OFOK WVFOK
n (%) 999 (100) 261 (26.13) 253 (25.33) 485 (48.55)
Demographic factors
Gender
Male 448 (44.85) 114 (43.68) 192 (76.19) 142 (29.34)%**
Age
12-14 years 449 (45.04) 126 (48.28) 94 (37.30) 229 (47.31)
15-16 years 548 (54.96) 135 (51.72) 158 (62.70) 255 (52.69)*
Intervention delivery factors
Sessions
1-2 days 300 (30.03) 100 (38.31) 52 (20.55) 148 (30.52)
4-8 days 699 (69.97) 161 (61.69) 201 (79.45) 337 (69.48)**
Condom demonstration
Included 92 (9.21) 26 (9.96) 15 (5.93) 51(10.52)
Excluded 907 (90.79) 235 (90.04) 238 (94.07) 434 (89.48)
Questionnaire Format
Computer 292 (29.26) 79 (30.27) 75 (29.64) 138 (28.51)
Paper and pencil 706 (70.74) 182 (69.73) 178 (70.36) 346 (71.49)

*p < .05; % p < .0001.

and lower levels of Response Cost compared with Control
youth with significant differences at 6 months. Abstinence-
related perceptions regarding the other constructs did not differ
between WVFOK and Control youth. OFOK youth also
showed higher perceptions of Response Efficacy and lower
perceptions of Response Cost compared with Control youth at
6 months. There were no differences between WVFOK and
OFOK youth.

Table 3

The right half of Table 4 displays perceptions regarding
Condom use. WVFOK youth did not differ compared with
Control youth regarding any PMT perception at any follow-up
period. By contrast, OFOK youth demonstrated significantly
higher perceptions of Self Efficacy compared with both Con-
trol and WVFOK at 3 and 6 months postintervention.

Perceptions of Severity were higher among OFOK youth
compared with WVFOK and Control youth at 3 and 6

PMT constructs and protected sex behaviors by age, gender and intervention status at baseline among 999 West Virginian youth

Gender” Age group® Intervention status®
PMT Constructs Overall* Male Female 12—-14 years 15-16 years Control OFOK WVFOK
Abstinence
Self efficacy 3.73 3.51 3.91%* 3.68 3.78* 3.70 3.73 3.66
Response efficacy 4.36 4.19 4.49%* 4.29 4.41* 4.36 435 435
Response cost 2.34 2.37 2.32 2.39 2.30% 2.21 2.28 227
Extrinsic rewards 2.48 2.65 2.34%* 2.23 2.67%* 2.44 241 241
Intrinsic rewards 2.63 291 2.40%%* 2.37 2.83%* 2.47 2.52 2.48
Condom use
Self efficacy 2.27 4.24 4.28 4.12 4.31* 4.18 4.01 4.06
Response efficacy 3.82 3.88 3.78 3.8 3.83 3.93 3.84 3.83
Response cost 2.83 2.75 2.89 2.82 2.83 2.88 2.79 2.98
Extrinsic rewards 2.09 2.00 2.15 2.31 1.97** 1.99 2.03 2.13
Intrinsic rewards 3.79 4.01 3.66%* 3.79 3.79 4.03 3.78 3.96
Severity and vulnerability
Severity 4.29 4.27 431 4.29 43 432 4.27 431
Vulnerability 1.45 1.51 1.40% 1.51 1.40%* 1.34 1.32 1.31
Protected sex behavior
Abstinent® 78 .81 75 .90 0% 75 .85 .82%
Condom use* .81 .82 19 .87 79 79 91 18

*p < .05; #* p < .0001.

# Adjusted mean, controlling for age, gender and intervention delivery factors.

" Abstinent in the last 6 months.
¢ At the last episode of sex.
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Table 4
PMT constructs controlled for age, gender, intervention implementation factors and baseline score at 3, 6, 9 months postintervention among
West Virginian youth
Intervention (adjusted means)
Abstinence Condom use
PMT constructs Control OFOK WVFOK Control OFOK WVFOK
Self efficacy
3 month 3.80 3.88 3.84 431 4.68 4.37%¢
6 month 3.64 3.75 3.80° 4.28 4.66 4.40™
9 month 3.74 3.68 3.73 4.44 4.60 4.57
Response efficacy
3 month 4.16 4.25 4.24 3.78 3.97 3.89
6 month 4.02 421 4200 3.63 3.75 3.68
9 month 4.10 4.07 4.11 3.74 391 3.82
Response cost
3 month 2.35 2.26 2.31 2.98 2.71 2.80
6 month 2.44 2.25 2.27*° 2.80 2.54 271
9 month 2.33 2.26 2.30 2.90 2.55 2.81
Extrinsic rewards
3 month 2.55 2.53 2.58 2.04 2.14 1.85
6 month 2.61 2.58 2.59 2.27 2.05 2.02
9 month 2.55 2.51 2.62 225 2.25 2.18
Intrinsic rewards
3 month 2.63 2.51 2.61 3.77 3.57 3.68
6 month 2.48 2.38 2.46 3.82 3.58 3.55
9 month 2.55 2.58 2.41 3.49 3.79 3.47
Severity and vulnerability scales are common
for both abstinence and condom use
Severity
3 month 4.18 4.38 4.24%¢
6 month 4.18 4.35 4.21%¢
9 month 4.19 4.05 4.22
Vulnerability
3 month 1.60 1.53 1.54
6 month 1.51 1.40 1.62%¢
9 month 1.57 1.68 1.57

# Control vs. OFOK, p < .05 (adjusted for ICC).
® Control vs. WVFOK, p < .05 (adjusted for ICC).
¢ OFOK vs. WVFOK, p < .05 (adjusted for ICC).

months. Perceptions of vulnerability were lower among
OFOK youth compared with both WVFOK and Control
youth at 6 months.

Intervention effect on behaviors

As shown in Table 5, there were no significant differ-
ences among behaviors at any of the three follow-up assess-
ments between the two intervention conditions and the Con-
trol condition among the full cohort.

Discussion
General

These data, although not strong, are intriguing in their
implications that relatively subtle differences in risk re-
duction interventions can effect sexual risk perceptions.
The Baltimore version of Focus on Kids is a “safer sex”
intervention; although abstinence is discussed and

strongly endorsed, training in appropriate and consistent
condom use is also discussed. OFOK was intended to be
nearly identical with the Baltimore version. The WVFOK
condition, in which the explicit condom-related exercises
from FOK were omitted and generic discussions of the
potential adverse effects of pregnancy on a youth’s future
were added, may have resulted in more emphasis on
abstinence than was present in OFOK. Both WVFOK and
OFOK had an overall positive effect, albeit weak, on
perceptions of abstinence. OFOK, but not WVFOK, sig-
nificantly enhanced perceptions of self-was efficacy with
regard to condom use compared with Control youth and
even with WVFOK youth. Thus, overall, although neither
version was as effective as FOK had been in Baltimore
[22], there is some evidence that the less altered version
(OFOK) might be more effective in this new population
and cultural setting than the more culturally altered ver-
sion (WVFOK), especially with regard to condom use.
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Consistent with the literature indicating that sexual
risk reduction interventions have not been shown to in-
crease risk behaviors [6], neither OFOK nor WVFOK
was associated with increased risk participation. More-
over, in contrast to the multiple positive changes in
perceptions among both OFOK and WVFOK youth, sig-
nificant negative perceptions were limited to decreased
perceptions of Vulnerability among OFOK youth. How-
ever, it is unclear if decreased perceptions of vulnerabil-
ity in a population exhibiting low rates of sexual activity
and STDs and high rates of condom use should be regarded as
a failure or as a success of the intervention. Given the strong
emphasis on skills in OFOK and WVFOK, it is not surprising
that OFOK had a relatively stronger effect on self-efficacy
regarding condom use and that both versions of FOK afforded
some protection with regard to Response Efficacy and Re-
sponse Cost regarding sexual refusal.

Potential limitations

The differences between the two intervention condi-
tions were less than what we might have originally an-
ticipated. We encountered considerable resistance in
many of the communities to the inclusion of condom-
related material and thus, despite our intent to include all
of the condom-related activities contained in the Balti-
more version of Focus on Kids in OFOK, this was not
possible in all cases. In some cases these omissions
occurred county-wide and were negotiated before inter-
vention implementation was initiated in these settings,
and in other instances interventionists became uncom-
fortable and omitted, substituted or modified the exer-
cises, thus effectively reducing the intended differences
between OFOK and WVFOK and our ability to control
for all intervention delivery deviations. Second, our ap-
proach to culturally adapting FOK to West Virginia in-
cluded the use of FOK as the basic template followed by
adjusting as necessary based on feedback from focus
group and individual interviews. However, in construct-
ing the original FOK in Baltimore, we did not begin with
any template but rather developed the overall approach
after considerable time with the youth in multiple set-
tings. Therefore, the “cultural adaptation” employed in
developing this reinvention of FOK was considerably
different from the “cultural exploration” employed in the
development of FOK. Thus, these data cannot be taken to
indicate that a culturally specific intervention developed
for West Virginia would be weaker than an intervention
developed in another setting. Third, as noted earlier in
this manuscript, because of logistical problems in this
widely dispersed setting, both versions of the interven-
tion (as well as the Control) often had to be delivered
over 1- or 2-day settings, rather than in the eight weekly
sessions as originally designed [26]. Evidence suggests
that intervention impact is weaker from this format
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[10,35] Fourth, several of the PMT construct subscales
had only one item or a low alpha valve and therefore may
or may not be accurately measure the intended domain.

Implications of the findings

In fact, we really were not able to assess our original
study question, which sought to contrast the utilization of an
intervention without cultural adaptation with one that was
significantly altered for the new setting. Perhaps naively, we
assumed that communities would be tolerant of ideas con-
sidered acceptable in other settings, forgetting that cultural
adaptation is not necessarily volitional, but is an intrinsic
form of implementation in new settings. Our premise that
implementers of “standard” interventions might in fact ad-
here to the recommendation of “minor alterations” [23] is
unfounded. Indeed, consistent with Diffusion Theory [36],
Galbraith [37] has found that among 34 agencies that
adopted Focus on Kids, all but one of the agencies made
some change to the curricula. Across the 34 agencies, the
mean number of activities that were changed or deleted was
24.1 (SD = 14.1) out of 53 activities. New activities were
added by 18 (53%) respondents. Of respondents who added
new activities, the mean number of activities added was
3.85 (SD = 5.87). Re-invention, by allowing customization
of the intervention to the communities needs, can be tre-
mendously beneficial to adopters. A national survey of
innovations in public school found that when educational
innovations were re-invented, institutionalization was more
likely to occur and schools were more likely to continue the
reinvented programs [38]. But, reinvention results in nu-
merous, unprogrammed curricular changes. To effectively
monitor and interpret the effects of such changes requires
more intensive process evaluation than might accompany
outcomes research in more controlled settings. As we have
shown in the present study, these field-based implementa-
tion changes do affect intervention impact.

Despite our inability to thoroughly assess the original
study question, this work is important, for it suggests that
interventions designed for very different settings can retain
some effectiveness in new settings, even if the impact is not
as strong as in the original community. Thus, OFOK re-
tained considerable effect on perceptions of condom use
overall and especially among males, consistent with the
original experience in Baltimore [22].

These findings also appear to suggest that seemingly
“minor” alterations can produce significant changes in im-
pact. Thus the removal of the Condom Race and the Con-
dom Hunt (and in some settings the Condom demonstra-
tion), from WVFOK resulted in an intervention with
significantly less impact on condom-related perceptions. On
the one hand, a substantial experience with diffusion of new
interventions provides evidence that if an innovation is
contrary to prevailing norms, it will not be adapted and
therefore changes to render it more compatible will be
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Table 5

Protected sexual behaviors controlling for age, gender, intervention
delivery factors, ICC and baseline means at 3, 6, 9 months post
intervention among West Virginian youth

Intervention status
(adjusted mean)

Protected sex Overall
behaviors mean Control OFOK WVFOK
Abstinence®
Month 3 73 75 1 73
Month 6 .70 73 .70 .67
Month 9 .67 1 .63 .66
Condom use”®
Month 3 74 .59 .65 .54
Month 6 .70 .63 1 .52
Month 9 .70 75 .81 .62

# Abstinent during the last 6 months.
® Condom use at the last episode of sex.

necessary for its utilization [36]. Contrarily, these data sug-
gest that the omission of a few “critical” activities and
exercises (in this case related to condoms) are not in fact
minor but fundamental alterations in a curriculum. These
were the only exercises in FOK in which condoms are
handled by the youth. Kelly [39] has suggested that inter-
ventions contain “core elements,” which if changed will
fundamentally disrupt the effectiveness of the intervention.
These condom-related activities in which actual condoms
rather than pictures or a movie displaying condoms are used
may represent such “core elements,” consistent with the
findings by Robin and colleagues [10] that inclusion of
skills practice is critical to successful adolescent interven-
tion programs. The difficulty for individuals attempting to
replicate successful interventions in new settings will be in
identifying such “core elements” during intervention adap-
tation and successfully negotiating the at-times competing
demands resulting from their incongruence with prevailing
norms. Effective monitoring to prevent “drift” and/or to
account for further field-based changes will be essential to
further our understanding of intervention adaptation.

Acknowledgments

This research was funded by the National Institute of Men-
tal Health, Grant RO1-MH61761. We also thank Kay Perkins,
James Burns, Dawn D’ Alessandri, Van Yasek, Linda Kaljee,
Martha Phillips, the West Virginia Department of Education,
the West Virginia University Extension Agents, the West Vir-
ginia University Rural Health Initiative Program and the mul-
tiple community members, interviewers and interventionists
who made this work possible.

References

[1] Rotheram-Borus MJ, Rebchook GM, Kelly JA, et al. Bridging
research and practice: community-researcher partnerships for rep-

[2

—

[3]

[4]

[5]

[6]

[7]

[8

[t

[9]

[10]

(11]

[12]

[13]

[14]

[15]

[16

(17]

[18]

[19]

(20]

[21]

[22]

[23]

163.e25

licating effective interventions. AIDS Educ Prev 2000;12(Suppl
5):49-61.

Kelly JA, Somlai AM, DiFranceisco WJ, et al. Bridging the gap
between the science and service of HIV prevention: transferring
effective research-based HIV prevention interventions to community
AIDS service providers. Am J Public Health 2000;90(7):1082—-8.
Kelly JA, Sogolow ED, Neumann MS. Future directions and emerg-
ing issues in technology transfer between HIV prevention researchers
and community-based service providers. AIDS Educ Prev 2000;
12(Suppl 5):126—-41.

Interventions to prevent HIV risk behaviors. National Institutes of
Health Consensus Development Conference Statement February 11—
13, 1997. AIDS 2000;14(Suppl 2):S85-96.

DiClemente R. Future directions for HIV prevention research. In:
Peterson J, DiClemente R (eds). Handbook of HIV Prevention. New
York: Kluwer Academic/Plenum Publishers, 2000.

Kirby BD. Understanding what works and what doesn’t work in
reducing adolescent sexual risk-taking. Fam Plann Perspect 2001;33:
276-81.

Dore H. HIV programs for teenagers work. Perspect Sex Reprod
Health 2003;35:160.

Pedlow CT, Carey MP. HIV sexual risk-reduction interventions for
youth: a review and methodologic critique of randomized controlled
trials. Behav Modif 2003;27:135-90.

Lessons learned and programme recommendations. Adolesc Educ
Newsl 1998;1:14-5.

Robin L, Dittus P, Whitaker D, et al. Behavioral interventions to reduce
incidence of HIV, STD, and pregnancy among adolescents: a decade in
review. J Adolesc Health 2004;34:3-26.

Kim N, Stanton B, Li X, et al. Effectiveness of 40 adolescent AIDS-
risk reduction interventions: a quantitative review. J Adolesc Health
1997;20:204-15.

Gottfredson D, Gottfredson G, Skroban S. Can prevention work
where it is most needed? Eval Rev 2000;22:315-40.

Neumann MS, Sogolow ED. Replacing effective program: HIV/
AIDS prevention technology transfer. AIDS Educ Prev 2000;
12(Suppl 5):35-48.

Kegeles SM, Rebechook GM, Hays RB, et al. From science to
application: the development of an intervention package. AIDS Educ
Prev 2000;12(Suppl):62-74.

Collins J, Robin L, Wooley S, et al. Programs-that-work: CDC’s
guide to effective programs that reduce health-risk behavior of youth.
J Sch Health 2002;72(3):93-9.

Centers for Disease Control. Research to Classroom Project. Atlanta,
GA: Division of Adolescent and School Health, 1997.

Solomon J, Card JJ. Making the List: Understanding, Selecting, and
Replicating Effective Teen Pregnancy Prevention Programs. Wash-
ington, DC: National Campaign to Prevent Teen Pregnancy, 2004.
Manlove J, Franzetta K, McKinney K, et al. A Good Time: After-school
Programs to Reduce Teen Pregnancy. Washington, DC: National Cam-
paign to Prevent Teen Pregnancy, 2003.

Sexuality Information Education Council for the United States. The
“School health Education Clearinghouse.” Available at: http://www.
siecus.org/school/sex_ed/sex_ed0006.html. Accessed July 25, 2004.
United Nations AIDS developed the “Best Practices Program.” Available at:
http://www.unaids.org/EN/other/functionalities/Search.asp, 2002.

Sogolow ED, Kay LS, Doll LS, et al. Strengthening HIV prevention:
application of a research-to-practice framework. AIDS Educ Prev
2000;12(Suppl 5):21-32.

Stanton B, Li X, Ricardo I, et al. A randomized controlled effective-
ness trial of an AIDS prevention program for low-income African-
American youth. Arch Pediatr Adolesc Med 1996;150:363-72.
University of Maryland and West Virginia University. Focus on Kids:
Adolescent HIV Risk Prevention. Santa Cruz, CA: ETR Associates,
1998.



http://www.siecus.org/school/sex_ed/sex_ed0006.html
http://www.siecus.org/school/sex_ed/sex_ed0006.html

163.e26

[24]

(25]

(26]

(27]

(28]

[29]

[30]

[31]

Maryland AIDS Administration. http://www.dhmbh.state.md.us/
AIDS/epictr.htm.

Centers for Disease Control Division of School Health. Youth Health
Risk Behavioral Surveillance. Available at: http://www.cdc.gov/
nccdphp/dash/yrbs. Accessed July 25, 2004.

Galbraith J, Ricardo I, Stanton B, et al. Challenges and rewards of
involving community in research: an overview of the “Focus on
Kids” AIDS-prevention program. Health Educ Q 1996;23(3):383-94.
Stanton B, Harris C, Cottrell L, et al. Trial of an urban adolescent
sexual risk-reduction for rural youth: A promising but imperfect fit. J
Adolesc Health (In press).

D’Alessandri D, Cottrell L, Pack RP, et al. Challenges and new
directions in the rural setting: implementation of the “Focus on Kids”
HIV risk reductions program. J HIV/AIDS Prev Educ Adolesc Child
2003;5(3/4):111-28.

Rogers RW. Cognitive and physiological processes in fear appeals
and attitude change: a revised theory of protection motivation. In:
Cacioppi T, Petty RE (eds). Social Psychology. New York: Guilford
Press, 1983;156-76.

Council for Environmental Health’s curriculum “Project WET
(Water Education for Teachers)”. Available at: http:/www.
projectwet.org, 2004.

Stanton B, Li X, Black M, et al. Development of a culturally, theoreti-
cally and developmentally based survey instrument for assessing risk
behaviors among inner city African American early adolescents. AIDS
Educ Prev 1995;7:160-77.

(32]

(33]

[34]

[35]

(36]

(371

(38]

[39]

B. Stanton et al. / Journal of Adolescent Health 37 (2005) 163.e17-163.e26

Romer D, Hornik R, Stanton B, et al. “Talking” computers: an
efficient and private method to conduct interviews on sensitive health
topics. J Sex Res 1997;34:3-9.

Wears RL. Advanced statistics: statistical methods for analyzing cluster
and cluster-randomized data. Acad Emerg Med 2002;9:330—41.
Smeeth L, Siu-Woon Ng E. Intraclass correlation coefficients for
cluster randomized trials in primary care: data from the MRC trial of
the assessment and management of older people in the community.
Control Clin Trials 2002;23:409-21.

Rotheram-Borus MJ, Gwadz M, Fernandez MI, et al. Timing of HIV
interventions on reductions in sexual risk among adolescents. Am J
Community Psychol 1998;26:73-96.

Rogers EM. Diffusion of Innovations (4th ed). New York: The Free
Press, 1995.

Galbraith J. An Examination of the Re-invention Process of a Health
Promotion Program: The Changes and Evolution of “Focus on Kids”
HIV Prevention Program. College Park, MD: University of Maryland,
2004.

Berman P, Pauley E. Federal Programs Supporting Education
Change: Vol. II: Factors Affecting Change Agent Projects. Santa
Monica, CA: Rand Corp, 1975.

Kelly JA, Heckman TG, Stevenson LY, et al. Transfer of research-
based HIV prevention interventions to community service provid-
ers: fidelity and adaptation. AIDS Educ Prev 2000;12(Suppl 5):
87-98.


http://www.cdc.gov/nccdphp/dash/yrbs
http://www.cdc.gov/nccdphp/dash/yrbs
http://www.projectwet.org
http://www.projectwet.org

	The complex business of adapting effective interventions to new populations: An urban to rural transfer
	Materials and methods
	General
	Setting
	Participants

	Guiding model of behavioral change
	Description of intervention and control conditions
	Measures
	Administration of questionnaires
	Analysis

	Results
	General
	Intervention effect on perceptions
	Intervention effect on behaviors

	Discussion
	General
	Potential limitations
	Implications of the findings

	Acknowledgments
	References


