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bstract 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
ublic health professionals interested in effecting purpose-
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ul behavioral change among adolescents has been the tai-
oring of successful interventions to new settings [1–5].
dolescent behavioral change research has advanced sub-

tantially during the past two decades [6–10]. Central to the
aturation of this field of inquiry has been the acceptance of

everal standards of intervention design. Interventions
hould be theory based, developmentally and culturally ap-
ropriate, and relevant to the epidemiology of the target

opulation. Intervention evaluation should be outcomes-

rights reserved.
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ased assessed, ideally through a randomized, controlled
ormat, but at a minimum using a quasi-experimental design
6–12].

Adolescent prevention intervention research is therefore
xpensive. As a result, it is highly desirable to export and
eplicate interventions demonstrated to be effective in one
etting and/or target population to new settings and/or audi-
nces. This public health strategy has served as the basis for
ational and international replication efforts, including the
enter for Disease Control’s “Replicating Effective Programs”

13,14] and former “Programs that Work” [15,16], and many
ists of effective programs including “Program Archives on
exuality, Health, and Adolescence,” “Effective Curricula and
heir Common Characteristics,” “School Health Education
learinghouse,” and “UNAIDS: Best Practices Program” [17–
0]. These programs and lists are dedicated to identifying
uccessful interventions and increasing their availability
hroughout the nation and/or the world [13,21].

As important as such replication efforts are, they raise
oncerns regarding the importance of cultural, developmental,
nd epidemiological tailoring. Put simply, if an intervention
ad been designed in response to specific population charac-
eristics or a geographic niche, can this intervention remain
ffective with no or minor adjustments in a setting whose
rofile differs among one or more of these characteristics? For
xample, one adolescent prevention intervention, “Focus on
ids” (FOK) [22,23], was developed for and found to be

ffective among African-American youth living in and around
rban public housing in Baltimore, a city with among the
ighest rates of STDs and HIV in the country [24,25]. The
evelopment phase for this intervention program lasted for 2
ears and included extensive ethnographic “participant-obser-
ation” activities, individual and group interviews, cue-sorts,
nd a community-based cross-sectional survey regarding be-
aviors, perceptions, and knowledge [22,26]. The resultant
raft intervention was pilot-tested and revised before imple-
entation and evaluation [26].
Appearing on many lists of effective programs, FOK has

een replicated in settings throughout the United States.
onsistent with the replication training recommendations
y educational experts [23], but in marked contrast to the
xtensive developmental activities described above, the
ublished FOK curriculum recommends that potential new
sers of the curriculum “make minor adaptations to best suit
he needs of your targeted community” ([23], p. 7) . Left
nanswered in these efforts is whether extensive (and po-
entially expensive and time-consuming) cultural and devel-
pmental adaptations of interventions are necessary before
heir introduction among different populations in new geo-
raphic settings. Or, are minor adaptations (which presum-
bly require fewer resources and less time) sufficient after
n intervention has been shown to be effective? Accord-
ngly, in this trial we sought to determine whether an inter-

ention designed for and shown to be effective among urban r
frican-American youth aged 9 to 15 years residing in a
ow-income urban mid-Atlantic setting with high rates of
IV/STDS [24,25] would be effective among primarily Cau-

asian, Appalachian youth aged 12 to 16 years living in rural
ettings with low rates of HIV/STDs [25] after minor adapta-
ions only (“Original Focus on Kids” [OFOK]) and/or after
ignificant cultural and epidemiologic alterations (“West Vir-
inia Focus on Kids” [WVFOK]).

aterials and methods

eneral

etting. This randomized, controlled, longitudinal trial was
onducted among 1131 youth recruited from community
n � 422, 37%) and school (n � 709, 63%) settings in 12
ounties from among West Virginia’s 55 counties. Youth
ere randomized at the level of the recruitment group (n �
7 groups) to one of four conditions, including three ver-
ions of FOK (OFOK and WVFOK, which were delivered
n a face-to-face format and a version delivered by long-
istance television) and one control condition delivered in a
ace-to-face format. A site (e.g., a school or a community
ecreation center) typically hosted more than one recruit-
ent group (e.g., a classroom or recreation group) and thus

ncluded more than one intervention assignment. So, for
xample, in a single school, youth in one class might receive
FOK, whereas youth in another class might receive
VFOK, etc. In a prior report [27], we demonstrated that

outh receiving one of the three versions of FOK (combined
o a single group), compared with youth receiving the con-
rol, expressed more protective perceptions of sexual risk
nd protective behaviors. For the present analyses, we are
ontrasting the specific FOK face-to-face versions against
ach other and against the control. Therefore, the 132 youth
ho were randomized to receive the interactive television
ersion have been removed from the dataset. Thus, the
nalyses in this manuscript are restricted to the 999 youth
ho 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

uestionnaires to the dispersed settings located throughout
he highly mountainous terrain of West Virginia [28], 53
ifferent interventionists and 21 different interviewers were
equired. In each site, day-long training for the interven-
ionists and half-day training for the interviewers were con-
ucted by the central FOK research team. Central FOK staff
articipated directly in intervention delivery and/or ques-
ionnaire collection in some sites and/or conducted spot
hecks across other sites.

articipants. Youth were aged 12 to 16 years and were
dentified by community facilitators through local commu-
ity organizations and/or through the school systems. After

eceiving an explanation about the program, interested
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outh were given materials describing the project and assent
nd consent forms for their parents. The research protocol
as approved by the Institutional Review Board at West
irginia University.

uiding model of behavioral change

Consistent with other effective adolescent risk prevention
rograms [6,10], FOK is based on a guiding model of behav-
oral change, Protection Motivation Theory (PMT) [29]. PMT
roposes that environmental and personal factors combine to
reate a potential health threat that initiates two cognitive
athways, the Threat-Appraisal pathway and the Coping-Ap-
raisal pathway. The perceived Intrinsic and Extrinsic Re-
ards associated with the risky behavior minus the perceived
everity of and Vulnerability to the threat(s) associated with

he risky behavior are evaluated through the Threat-Appraisal
athway. The perceived ability to avert the threatened danger
including both Self Efficacy and Response Efficacy) balanced
gainst the Response Cost are evaluated through the Coping-
ppraisal pathway. Together the two appraisal pathways pro-
uce Protection Motivation, which, if high enough, may result
n protective action.

escription of intervention and control conditions

The FOK intervention, described in detail in several
ublications [22,23,26], is an 8-session (each approximately
.5 hours) risk reduction intervention that emphasizes deci-
ion-making, goal-setting, communication, negotiating,
onsensual relationships, and information regarding absti-
ence and safer sex, drugs, alcohol, and drug selling. Inter-
ention format includes games, discussions, homework as-
ignments, videos and a story about a hypothetical family
hat appears in nearly all of the sessions to contextualize
ecision-making and choices.

Cosmetic modifications were made by the West Virgin-
an researchers to FOK to produce OFOK before the eth-
ographic work undertaken to produce WVFOK. Alter-
tions included changing the names of members of the story
amily used to illustrate problem-solving and decision-mak-
ng and inserting West Virginia rates of STDs for the games
esigned to demonstrate transmission of STDs. After these
nitial modifications, additional changes were requested in
ome communities (e.g., the condom-search homework as-
ignment was rejected across all communities, the condom
emonstration was not permitted in two communities, and
he condom race was not permitted in six communities.)

The “culturally adapted” version, WVFOK, was devel-
ped specifically for West Virginia based on focus group
iscussions and individual interviews conducted among
est Virginian youth, parents, teachers, and school and

ommunity administrators, and data obtained from risk
revalence studies conducted in West Virginia [28]. Con-
istent themes emerging from these discussions were anxi-

ty about the limited economic opportunities available to t
outh and a preference for a stronger emphasis on absti-
ence. Among some parents and in some communities,
here was substantial concern regarding the display of con-
oms and discussion of protected sex. Accordingly, in ad-
ition to the changes made in FOK to produce OFOK,
urther modifications made to produce WVFOK included
mission of the condom race, substantial changes in the
haracters and the story line regarding the hypothetical
amily, the addition of factual information regarding STDs,
ore discussion of abstinence, and a specific emphasis on

he future, including the addition of two exercises regarding
oal setting and future planning.

Although the original FOK had been delivered in eight
eekly sessions, given the long distances and the lack of

ransportation, for the community-based settings this ap-
roach was not feasible. Instead, the program was delivered
n one day-long session or two half-day sessions for com-
unity-based settings (n � 300 youth), but retained the

riginal eight-session format for most school-based settings
n � 699 youth).

Youth assigned to the control condition (Control) received
n environmental health intervention adapted from the Council
or Environmental Health’s curriculum “Water Education for
eachers” [30]. Of comparable length to FOK, this program
as selected for the attention control because it does not

nclude information on interpersonal decision-making, goal-
etting, communication, negotiating, or consensual relation-
hips and does not provide information regarding abstinence
nd safer sex, drugs, alcohol, and drug selling. Length and
ecruitment strategies were comparable with the FOK format
n any given site. All Control classes were delivered in a
ace-to-face group format.

easures

Youth risk behaviors were assessed by youth self-report,
sing a modified version of the Youth Health Risk Behavior
nventory (YHRBI) [31]. As described elsewhere [27], the
HRBI was modified for West Virginia (WV-YHRBI)
ased on the findings from qualitative research [28]. The
V-YHRBI assesses demographic characteristics of the

outh, and youth involvement in risk/protective behaviors,
ncluding sexual intercourse/abstinence and, among sexu-
lly active youth, condom use/nonuse in the last sexual
ncounter and in general, as well as other sexual risk and
rotective behaviors. Dichotomous responses (0 � No, 1 �
es) were used for these items. Perceptions of risk and
rotective behaviors according to the seven constructs of
MT youth are assessed through a five-point Likert scale.
See Table 1 for specific items included.) Consistent with
he PMT model, higher scores for perceptions of Vulnera-
ility and Severity of the adverse outcome(s) of the risk
ehavior, and Response Efficacy and Self Efficacy of the
rotective behavior indicate increased protection. By con-

rast, the reverse is true for perceived Extrinsic Rewards and
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able 1
MT constructs and items regarding abstinence and condom use among rural West Virginian youth

Constructs and items

Abstinence coping appraisal
Self-efficacy

If I 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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ntrinsic Rewards of the risk behavior and Response Cost of
he protective behavior. As described in greater detail else-
here [27], the alpha value was below .69 for only one of

he construct sub-scales (Response Cost) for Abstinence and
or two construct sub-scales for Condom use (Response
fficacy and Response Cost). Alpha values exceeded .90 for

wo construct subscales. All perceptions are specific to ei-
her abstinence (sexual intercourse) or condom use (unpro-
ected sex) except Severity and Vulnerability, which have
tems that are common to both abstinence and condom use.

dministration of questionnaires

The questionnaires were administered by one of two
ormats: either orally/visually by a talking Macintosh com-
uter (29%) or by a paper-and-pencil format (71%), depend-
ng on the desire of the local intervention site. The talking
omputer methodology is described in greater detail else-
here [32]. For both options, adults were available to an-

wer any questions and confidentiality of responses was
ssured. Youth completed questionnaires at baseline (before
andomization to intervention assignment), and 3, 6, and 9
onths postintervention. The questionnaire required ap-

roximately 45 minutes to complete.

nalysis

We assessed baseline equivalence of demographic char-
cteristics using Chi square and Kruskal-Wallis tests among
ntervention groups and by gender and age, and three po-
entially confounding “intervention delivery factors,” in-
luding the number of days over which the intervention was
elivered (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
or the strategy of cluster (rather than individual) random-
zation, the intraclass correlation coefficient (ICC) was de-
ermined for each behavior and construct subscale score
33]. ICC values ranged from 0 to .097. Baseline differences
n behaviors and perceptions between OFOK and WVFOK
ersus Control were assessed using the General Linear
odel (GLM). Adjusted Means (or Estimated Marginal
eans) for behaviors and perceptions were calculated at 3,
and 9 months, after controlling for age, gender, interven-

ion implementation factors, and corresponding variables at
aseline. All F tests and corresponding p values calculated
t 3, 6 and 9 months were adjusted for the ICC [34].

Intervention effects on behaviors and perceptions of ab-
taining/participating in sex (and, among sexually active
outh, use of condoms) at 3, 6, and 9 months postinterven-
ion were contrasted between WVFOK, OFOK, and Control
outh. Finally, analyses were conducted following an “in-
ention-to-treat” model; all youth who were randomized to
articipate in the trial were included in impact analyses,

egardless of intervention attendance/completion. e
esults

eneral

Among the 999 youth randomized to the three condi-
ions, 825 (83%) were present at the 3-month follow-up,
48 (85%) at the 6-month follow-up, and 810 (81%) at the
-month follow-up. Overall, 891 (89%) of the 999 youth
ompleted the intervention condition to which they had
een assigned; 223 (88%) of the 253 youth completed
FOK, 439 (91%) of the 485 youth completed WVFOK,

nd 229 (88%) of the 261 youth completed the Control
onditions.

As shown in Table 2, at baseline, youth assigned to the
ontrol, OFOK and WVFOK conditions differed on the
asis of gender, with WVFOK having significantly fewer
ales (29%) than the Control group (44%), which in turn

ad significantly fewer than OFOK (76%, p � .0001).
lthough the Control and WVFOK groups were compara-
le with respect to age (mean age 14.36 years), the mean
ge of OFOK youth was 14.73 (p � .05).

As shown in Table 3, perceptions as measured by the
bstinence and Condom Use PMT subscales differed at
aseline by gender and age. Females, compared with males,
enerally subscribed to more protective views regarding
bstinence, with higher perceptions of Self Efficacy and
esponse Efficacy (to remain abstinent) and lower percep-

ions of Intrinsic and Extrinsic Rewards (for engaging in
ex). Males perceived themselves as more vulnerable to
IV/AIDS than did females.
Among the eight PMT perceptions from the Abstinence

nd Condom Use subscales, which differed on the basis of
ge, older youth (15 to 16 years at baseline) compared with
ounger youth (12 to 14 years at baseline) held more pro-
ective views for five constructs. Youth, independent of age
nd gender, perceived HIV, STDs and pregnancy to be
evere outcomes. Perceived Vulnerability was generally
ow, although younger youth perceived themselves to be
ore vulnerable than did older youth. After controlling for

ender, age, and intervention delivery factors, risk percep-
ions did not differ by intervention assignment at baseline.

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

ntervention effect on perceptions

In Table 4, we display the intervention effect (after control-
ing for baseline perceptions, age and gender, and intervention
actors) on perceptions regarding abstinence and condom use.
ignificant differences between pairs of groups (after adjusting
or the ICC) are presented. As shown in the left half of this
aber (pceptions concerned with abstinence), WVFOK youth

xhibited higher levels of Self Efficacy and Response Efficacy
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nd lower levels of Response Cost compared with Control
outh with significant differences at 6 months. Abstinence-
elated perceptions regarding the other constructs did not differ
etween WVFOK and Control youth. OFOK youth also
howed higher perceptions of Response Efficacy and lower
erceptions of Response Cost compared with Control youth at
months. There were no differences between WVFOK and
FOK youth.

able 2
aseline demographic and intervention delivery factors among 999 West

Overall

(%) 999 (100)
emographic factors
Gender

Male 448 (44.85)
Age

12–14 years 449 (45.04)
15–16 years 548 (54.96)

ntervention delivery factors
Sessions

1–2 days 300 (30.03)
4–8 days 699 (69.97)

Condom demonstration
Included 92 (9.21)
Excluded 907 (90.79)

Questionnaire Format
Computer 292 (29.26)
Paper and pencil 706 (70.74)

* p � .05; ** p � .0001.

able 3
MT constructs and protected sex behaviors by age, gender and intervent

MT Constructs Overalla

Gendera

Male Female

bstinence
Self efficacy 3.73 3.51 3.91**
Response efficacy 4.36 4.19 4.49**
Response cost 2.34 2.37 2.32
Extrinsic rewards 2.48 2.65 2.34**
Intrinsic rewards 2.63 2.91 2.40**

ondom use
Self efficacy 2.27 4.24 4.28
Response efficacy 3.82 3.88 3.78
Response cost 2.83 2.75 2.89
Extrinsic rewards 2.09 2.00 2.15
Intrinsic rewards 3.79 4.01 3.66**

everity and vulnerability
Severity 4.29 4.27 4.31
Vulnerability 1.45 1.51 1.40*

rotected sex behavior
Abstinentc .78 .81 .75
Condom used .81 .82 .79

* p � .05; ** p � .0001.
a Adjusted mean, controlling for age, gender and intervention delivery
b Abstinent in the last 6 months.

c At the last episode of sex.
The right half of Table 4 displays perceptions regarding
ondom use. WVFOK youth did not differ compared with
ontrol youth regarding any PMT perception at any follow-up
eriod. By contrast, OFOK youth demonstrated significantly
igher perceptions of Self Efficacy compared with both Con-
rol and WVFOK at 3 and 6 months postintervention.

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

an youth

tervention status

ntrol OFOK WVFOK

1 (26.13) 253 (25.33) 485 (48.55)

4 (43.68) 192 (76.19) 142 (29.34)**

6 (48.28) 94 (37.30) 229 (47.31)
5 (51.72) 158 (62.70) 255 (52.69)*

0 (38.31) 52 (20.55) 148 (30.52)
1 (61.69) 201 (79.45) 337 (69.48)**

6 (9.96) 15 (5.93) 51 (10.52)
5 (90.04) 238 (94.07) 434 (89.48)

9 (30.27) 75 (29.64) 138 (28.51)
2 (69.73) 178 (70.36) 346 (71.49)

us at baseline among 999 West Virginian youth

groupa Intervention statusb

4 years 15–16 years Control OFOK WVFOK

3.78* 3.70 3.73 3.66
4.41* 4.36 4.35 4.35
2.30* 2.21 2.28 2.27
2.67** 2.44 2.41 2.41
2.83** 2.47 2.52 2.48

4.31* 4.18 4.01 4.06
3.83 3.93 3.84 3.83
2.83 2.88 2.79 2.98
1.97** 1.99 2.03 2.13
3.79 4.03 3.78 3.96

4.3 4.32 4.27 4.31
1.40* 1.34 1.32 1.31

.70** .75 .85 .82*

.79 .79 .91 .78
Virgini

In

Co

26

11

12
13

10
16

2
23

7
18
ion stat

Age

12–1

3.68
4.29
2.39
2.23
2.37

4.12
3.8
2.82
2.31
3.79

4.29
1.51

.90

.87

factors.



m
O
y

I

e
m
t

D

G

i
d
T
i

s
c
n
c
f
p
w
a
O
p
n
r
e
v
[
(
a

T
P
W

P

S

R

R

E

I

S

163.e23B. Stanton et al. / Journal of Adolescent Health 37 (2005) 163.e17–163.e26
onths. Perceptions of vulnerability were lower among
FOK youth compared with both WVFOK and Control
outh at 6 months.

ntervention effect on behaviors

As shown in Table 5, there were no significant differ-
nces among behaviors at any of the three follow-up assess-
ents between the two intervention conditions and the Con-

rol condition among the full cohort.

iscussion

eneral

These data, although not strong, are intriguing in their
mplications that relatively subtle differences in risk re-
uction interventions can effect sexual risk perceptions.
he Baltimore version of Focus on Kids is a “safer sex”

able 4
MT constructs controlled for age, gender, intervention implementation f
est Virginian youth

MT constructs

Intervention (adjus

Abstinence

Control O

elf efficacy
3 month 3.80 3
6 month 3.64 3
9 month 3.74 3

esponse efficacy
3 month 4.16 4
6 month 4.02 4
9 month 4.10 4

esponse cost
3 month 2.35 2
6 month 2.44 2
9 month 2.33 2

xtrinsic rewards
3 month 2.55 2
6 month 2.61 2
9 month 2.55 2

ntrinsic rewards
3 month 2.63 2
6 month 2.48 2
9 month 2.55 2

everity and vulnerability scales are common
for both abstinence and condom use

Severity
3 month 4.18 4
6 month 4.18 4
9 month 4.19 4

Vulnerability
3 month 1.60 1
6 month 1.51 1
9 month 1.57 1

a Control vs. OFOK, p � .05 (adjusted for ICC).
b Control vs. WVFOK, p � .05 (adjusted for ICC).
c OFOK vs. WVFOK, p � .05 (adjusted for ICC).
ntervention; although abstinence is discussed and s
trongly endorsed, training in appropriate and consistent
ondom use is also discussed. OFOK was intended to be
early identical with the Baltimore version. The WVFOK
ondition, in which the explicit condom-related exercises
rom FOK were omitted and generic discussions of the
otential adverse effects of pregnancy on a youth’s future
ere added, may have resulted in more emphasis on

bstinence than was present in OFOK. Both WVFOK and
FOK had an overall positive effect, albeit weak, on
erceptions of abstinence. OFOK, but not WVFOK, sig-
ificantly enhanced perceptions of self-was efficacy with
egard to condom use compared with Control youth and
ven with WVFOK youth. Thus, overall, although neither
ersion 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
nd cultural setting than the more culturally altered ver-

nd baseline score at 3, 6, 9 months postintervention among

ns)

Condom use

WVFOK Control OFOK WVFOK

3.84 4.31 4.68 4.37a,c

3.80b 4.28 4.66 4.40a,c

3.73 4.44 4.60 4.57

4.24 3.78 3.97 3.89
4.22a,b 3.63 3.75 3.68
4.11 3.74 3.91 3.82

2.31 2.98 2.71 2.80
2.27a,b 2.80 2.54 2.71
2.30 2.90 2.55 2.81

2.58 2.04 2.14 1.85
2.59 2.27 2.05 2.02
2.62 2.25 2.25 2.18

2.61 3.77 3.57 3.68
2.46 3.82 3.58 3.55
2.41 3.49 3.79 3.47

4.24a,c

4.21a,c

4.22

1.54
1.62a,c

1.57
actors a

ted mea

FOK

.88

.75

.68

.25

.21

.07

.26

.25

.26

.53

.58

.51

.51

.38

.58

.38

.35

.05

.53

.40

.68
ion (WVFOK), especially with regard to condom use.
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Consistent with the literature indicating that sexual
isk reduction interventions have not been shown to in-
rease risk behaviors [6], neither OFOK nor WVFOK
as associated with increased risk participation. More-
ver, in contrast to the multiple positive changes in
erceptions among both OFOK and WVFOK youth, sig-
ificant negative perceptions were limited to decreased
erceptions of Vulnerability among OFOK youth. How-
ver, it is unclear if decreased perceptions of vulnerabil-
ty in a population exhibiting low rates of sexual activity
nd STDs and high rates of condom use should be regarded as
failure or as a success of the intervention. Given the strong

mphasis on skills in OFOK and WVFOK, it is not surprising
hat OFOK had a relatively stronger effect on self-efficacy
egarding condom use and that both versions of FOK afforded
ome protection with regard to Response Efficacy and Re-
ponse Cost regarding sexual refusal.

otential limitations

The differences between the two intervention condi-
ions were less than what we might have originally an-
icipated. We encountered considerable resistance in
any of the communities to the inclusion of condom-

elated material and thus, despite our intent to include all
f the condom-related activities contained in the Balti-
ore version of Focus on Kids in OFOK, this was not

ossible in all cases. In some cases these omissions
ccurred county-wide and were negotiated before inter-
ention implementation was initiated in these settings,
nd in other instances interventionists became uncom-
ortable and omitted, substituted or modified the exer-
ises, thus effectively reducing the intended differences
etween OFOK and WVFOK and our ability to control
or all intervention delivery deviations. Second, our ap-
roach to culturally adapting FOK to West Virginia in-
luded the use of FOK as the basic template followed by
djusting as necessary based on feedback from focus
roup and individual interviews. However, in construct-
ng the original FOK in Baltimore, we did not begin with
ny template but rather developed the overall approach
fter considerable time with the youth in multiple set-
ings. Therefore, the “cultural adaptation” employed in
eveloping this reinvention of FOK was considerably
ifferent from the “cultural exploration” employed in the
evelopment of FOK. Thus, these data cannot be taken to
ndicate that a culturally specific intervention developed
or West Virginia would be weaker than an intervention
eveloped in another setting. Third, as noted earlier in
his manuscript, because of logistical problems in this
idely dispersed setting, both versions of the interven-

ion (as well as the Control) often had to be delivered
ver 1- or 2-day settings, rather than in the eight weekly
essions as originally designed [26]. Evidence suggests

hat intervention impact is weaker from this format t
10,35] Fourth, several of the PMT construct subscales
ad only one item or a low alpha valve and therefore may
r may not be accurately measure the intended domain.

mplications of the findings

In fact, we really were not able to assess our original
tudy question, which sought to contrast the utilization of an
ntervention without cultural adaptation with one that was
ignificantly altered for the new setting. Perhaps naively, we
ssumed that communities would be tolerant of ideas con-
idered acceptable in other settings, forgetting that cultural
daptation is not necessarily volitional, but is an intrinsic
orm of implementation in new settings. Our premise that
mplementers of “standard” interventions might in fact ad-
ere to the recommendation of “minor alterations” [23] is
nfounded. Indeed, consistent with Diffusion Theory [36],
albraith [37] has found that among 34 agencies that

dopted Focus on Kids, all but one of the agencies made
ome change to the curricula. Across the 34 agencies, the
ean number of activities that were changed or deleted was

4.1 (SD � 14.1) out of 53 activities. New activities were
dded by 18 (53%) respondents. Of respondents who added
ew activities, the mean number of activities added was
.85 (SD � 5.87). Re-invention, by allowing customization
f the intervention to the communities needs, can be tre-
endously beneficial to adopters. A national survey of

nnovations in public school found that when educational
nnovations were re-invented, institutionalization was more
ikely to occur and schools were more likely to continue the
einvented programs [38]. But, reinvention results in nu-
erous, unprogrammed curricular changes. To effectively
onitor and interpret the effects of such changes requires
ore intensive process evaluation than might accompany

utcomes research in more controlled settings. As we have
hown in the present study, these field-based implementa-
ion changes do affect intervention impact.

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

These findings also appear to suggest that seemingly
minor” alterations can produce significant changes in im-
act. Thus the removal of the Condom Race and the Con-
om Hunt (and in some settings the Condom demonstra-
ion), from WVFOK resulted in an intervention with
ignificantly less impact on condom-related perceptions. On
he one hand, a substantial experience with diffusion of new
nterventions provides evidence that if an innovation is
ontrary to prevailing norms, it will not be adapted and

herefore changes to render it more compatible will be
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ecessary for its utilization [36]. Contrarily, these data sug-
est that the omission of a few “critical” activities and
xercises (in this case related to condoms) are not in fact
inor but fundamental alterations in a curriculum. These
ere the only exercises in FOK in which condoms are
andled by the youth. Kelly [39] has suggested that inter-
entions contain “core elements,” which if changed will
undamentally disrupt the effectiveness of the intervention.
hese condom-related activities in which actual condoms

ather than pictures or a movie displaying condoms are used
ay represent such “core elements,” consistent with the
ndings by Robin and colleagues [10] that inclusion of
kills practice is critical to successful adolescent interven-
ion programs. The difficulty for individuals attempting to
eplicate successful interventions in new settings will be in
dentifying such “core elements” during intervention adap-
ation and successfully negotiating the at-times competing
emands resulting from their incongruence with prevailing
orms. Effective monitoring to prevent “drift” and/or to
ccount for further field-based changes will be essential to
urther our understanding of intervention adaptation.
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