6: MONITORING OUTCOMES OF HEALTH EDUCATION AND RISK REDUCTION
INDIVIDUAL- AND GROUP-LEVEL HIV PREVENTION INTERVENTIONS

OVERVIEW

Throughout this guidance document, there has been an emphasis on the importance of evaluation at
each step in the process of HIV prevention programming. This has included evaluation of the
community planning process, linkages between the plan and proposed interventions, the
comprehensiveness and integrity of intervention plans, and implementation of interventions. These
evaluation activities help build ahigh quality foundation for the most important goal of interventions:
reduced HIV risk behaviors. This foundation also allows the monitoring (and possible evaluation)
of programs outcomes (see Figure 6.1).

. Behavioral
HIV Prevention . .
. HIV Prevention Risk
Intervention . .
Program Implementation Reduction for
Plan .

HIV Prevention

Figure 6.1. Good intervention plans and implementation provide a foundation for prevention outcomes.

Purposes of the Chapter

Chapter 4 of this document (Monitoring and Evaluating the Implementation of HIV Prevention
Interventions) addressed the question of what serviceswere provided, to whom, and to what extent.
Thischapter describeswaysof monitoring the achievement of outcomeobjectivesfor each counseling
intervention undertaken with health department funds. Figure 6.2 illustratestherelationship between
process and outcome monitoring.
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Develop the Intervention Plan
) U

State the process objectives

State the outcome objectives

v v
Monitor Process Monitor Outcomes
v v
1. Count number of individuals participating in the intervention
v)
2. Determine risk and demographic characteristics of each individual served
v v

3. Keep arecord of each 3. Measure each participant’s
intervention protocol desired outcomes prior to the
component delivered intervention

y) y)

4. Keep a record of staffing and 4. Measure each participant’s
other relevant intervention desired outcomes following the
activities (see process intervention
monitoring variables)

v v

5. Compare process monitoring 5. Determine if there are
data to process objectives differences between clients
stated in the intervention plan completing both measures and

those completing only the pre-
intervention measure (because
of attrition)
v
6. Determine if the average
change among all clients is at
least at the level stated in the
outcome objective
v
7. Determine if there are
differences between clients for
whom the intervention worked
and those for whom it did not.

Figure 6.2: The relationships between process and outcome monitoring
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Dataderived frommonitoring intervention outcomes are needed to determine whether theprogram’'s
objectives are being met. For example, an agency might state an outcome objective as. “The
intervention will result in at least 20% increase in the frequency of condom use for each participant
receiving at least three of thefour sessions.” Outcome monitoring is necessary to determine whether
the intervention is meeting its own objectives. In contrast, the next chapter will address evaluation
methods that can be used to determine whether an intervention works better than another (or better
than doing nothing at all).

In particular, this chapter will discuss 1) the differences between outcome monitoring and outcome
evaluation, 2) the development of tools to collect outcome monitoring data, 3) when to collect
outcome data, and 4) issues in anayzing the data.

Distinguishing Outcome Monitoring And Outcome Evaluation

Prevention interventions are implemented with the expectation that they will reduce risk behaviors.
Therefore, it isimportant to examine whether intervention participants change their behavior. As
noted in the chapter on intervention plans, each intervention should have specific and measurable
outcomes. We will discuss two ways to assess the attainment of these objectives. outcome
monitoring (the focus of this chapter) and outcome evaluation (the focus of the next chapter). The
primary difference between the two is that a rigorous evaluation design is essential to outcome
evaluations.

Outcome Evaluation. Outcome evaluation entails the application of rigorous methods to assess
whether the prevention program has an effect on the predetermined set of goals; the use of rigorous
methods alows oneto rule out factorsthat might otherwise appear responsible for the changes seen.
Rigorous methods usually refer to experimental and quasi-experimental designs (e.g., see reference
to Cook and Campbell, 1979). An example of a“rigorous method” is a randomized experiment in
which some clients are randomly assigned to atreatment group receiving an intervention and others
are assigned to a control group receiving no intervention. The use of this or other rigorous designs
is the only way to make the claim that any changesin outcomesin the treatment group were due to
your intervention.

The application of these evaluation designsrequiresthe use of well-developed principles of scientific
inquiry to provide credible, defensible information on intervention effectiveness. For these reasons,
conducting an outcome evaluation is more complex and resource-intensive than smple outcome
monitoring.

OutcomeM onitoring. Inthisdocument, outcome monitoring refersto effortsto track the progress
of clients or a program based upon outcome measures set forth in program goas. These
measurements assess the effects of counseling interventions on client outcomes (i.e. knowledge,
attitudes, beliefs, and behavior).
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Outcome monitoring information should be collected from each participant in these interventions at
least once prior to the intervention and at least once following it. The purposes of outcome
monitoring are

C To understand clients progress toward behavioral goals and objectives,

C Tounderstand differential progresswithin subgroupsof clients(e.g., young clientsmakemore
progress than older ones), and

C To understand if particular aspects of implementation contribute to or hinder clients
progress.

Care must be taken when interpreting outcome monitoring findings. The monitoring described here
isintended for the accountability and improvement of aparticular intervention. With some exceptions
(seereference to Chen, 1990), monitoring is not intended to produce evidence that can be compared
with findingsrelated to another intervention. Thisisespecially true of comparing datafrom outcome
monitoring to data from outcome evaluations that provide more conclusive information about the
cause-and-effect relationship between the intervention and client outcomes.

As defined for this document, outcome monitoring requires the collection of outcome data at least
once before and once after theintervention. Intheevaluation literature, thisiscommonly called the
one-group pretest and posttest design (Campbell and Stanley, 1963; Cook and Campbell, 1979).
While this approach does not have adequate rigor to be used for outcome evaluation, it has three
particular benefits in the context of HIV prevention programming that strongly recommend it for
assessing clients' progress for program improvement.

First, the pretest/posttest approach can provide timely information about stakeholders immediate
concerns such as whether clients are generally moving in the right direction. 1f monitoring data
indicate that outcomes are not improving, this is sufficient information to suggest that program
managers need to modify or refine the intervention. There is no need to carry out a rigorous and
time-consuming outcome evaluation to verify anintervention’ sineffectiveness. However, if thedata
from monitoring are promising, then one might consider carrying out arigorous outcome evaluation
to verify the strength of the intervention so that it might be recommended to others.

Second, outcome monitoring is easier to carry out, less expensive, and less intrusive than outcome
evaluation. Monitoring outcomes before and after an intervention is much more feasible than
randomly assigning clientsinto various groups and ensuring that one group receives the intervention
and the other does not.
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Third, it takes time and experience for an organization to build evaluation capacity for conducting
rigorous outcome evaluations. However, outcome monitoring—the collection of pre- and post-
intervention data from the people receiving the intervention—is one of the crucial elements in
outcome evaluation. As will be discussed in the next chapter, the rigorous designs in outcome
evaluation usually build on or expand on the pretest and posttest design. Thus, one of the additiona
benefitsfor an organization engaging in outcome monitoring isthat it develops asolid foundation for
future outcome evaluations.

Typesof Prevention I nterventionsSuitablefor OutcomeM onitoring. Unlikeprocessevaluation,
which can be applied to every prevention intervention, outcome monitoring is not equally feasible
with al types of preventioninterventions. For example, street outreach interventions may encounter
a particular client only once, and it may be difficult (if not impossible) to do follow-up for many
clients. Under this condition, it is difficult to do outcome monitoring. Similarly, it is difficult to
obtain outcome data on public information campaigns.

Therefore, thisguidance recommendsthat outcome monitoring be applied only October to programs
whose clients are accessible for a follow-up measure of program outcomes. Individual-level
counseling and group-level counseling are typical of interventions that meet this criterion.

Outcome monitoring is also feasible for prevention case management and counseling done in the
context of testing for HIV. PCM meets the basic requirements for outcome monitoring in that a
particular client is provided aknown set of servicesand isfollowed over time. Thisallowsan agency
to 1) know what intervention “package’ is being assessed for agiven client and 2) obtain both pre-
and post-PCM measures of the risk behaviors of interest for that client. Similarly, outcomes can be
assessed for clientswho receive counseling beforeand after testing to determinethe extent of changes
over that time period. Jurisdictions are encouraged to assess outcomes in as many other types of
interventions as they are capable of and find feasible.
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DEVELOPMENT OF TOOLS TO COLLECT OUTCOME MONITORING DATA

Asstated earlier, outcome monitoring isthe measurement of progressin achieving the goals set forth
in the intervention plan (as described in Chapter 3). The goals and measurable outcomes that have
been articulated in anintervention plan generally addressthe client outcomes or the expected changes
in the target group(s) as a result of participation in the intervention. To determine whether these
behavior change objectives have been achieved, some type of measurement must be made at at least
two pointsintime. Thissection of the chapter will help program planners and managers understand
the kinds of issues that need to be considered in designing or selecting an appropriate measurement
tool for monitoring client outcomes.*

Domains to Be Addressed in Outcome Monitoring

Generally, the types of client outcomes that need to be measured to assess the effects of individual
or group health education or risk-reductioninterventionsarein the domains of knowledge, attitudes,
beliefs, and behaviors (KABB). Most interventions involve activities that encourage reduction of
clients HIV risk behaviors. However, according to behavioral theorists, interventions may also
target the determinants of risk behaviors (Fishbein, Bandura, Triandis, Kanfer, Becker, and
Middlestadt, 1991). SuchdeterminantscanincludeHIV/AIDS-related knowledge, attitudes, beliefs,
and other domains.

Most importantly, the measurements must reflect the outcomes that are believed to result from the
intervention. These typically are stated asthe outcome objectives. For example, agroup counseling
intervention may focus on increasing clients self-efficacy (confidence) and skills in correctly and
consistently using condoms; the intervention’s outcome objectives would include statements about
the extent to which the intervention would increase clients' self-efficacy and skillsrelated to condom
use as well as increase the frequency with which clients use condoms consistently. In this example,
the domainsthat need to beincluded inatool for monitoring outcome objectives would be measures
of “self-efficacy,” “condom use skills,” and “consistent condom use.”

On the other hand, it would make little sense to measure behaviors or determinants that the
intervention does not attempt to modify. 1nthe example above, for instance, measuring knowledge
of HIV transmission routes would be irrelevant to the example above, since the intervention makes
no effort to modify knowledge. Measuring domains that are not addressed in the intervention and
itsoutcome objectives wastes the clients' time answering unnecessary questions and program staff’s
time analyzing and interpreting data that will not be used for program planning or management.

1 For further information, see references for Coyle, Boruch, and Turner (1989) and Mantell, DiVittis,

and Auerbach (1997).
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Tables 6.1, 6.2, and 6.3 show examples of some common behavioral domains and determinants that
have been proposed to be relevant to HIV prevention.

How to Collect the Data

Once program managers and evaluators have determined the domains that need to be addressed in
a measurement tool, they will need to identify how to best collect the pre- and post-test data.
Assessment of the selected domainsisoften conducted through administration of abrief survey before
and after the intervention. Surveys can be self-administered (e.g., a paper-and-pencil version) or
administered to an individual or group by a staff member.

There are advantages and disadvantages to each type of method. Self- and group-administered
surveysare inexpensive and generally quick to administer but are inappropriate for populationswho
have poor reading skills or are uncomfortable completing questionnaires. When personnel and funds
are adequate, the use of an interviewer can address those barriers; an interviewer can also probe and
clarify clients' responsesand identify subtletiesin responses that might not be detected in pencil-and-
paper inventories.

A draft set of questions has been developed by CDC staff that can be used or modified for use by an
interviewer for the client to self-administer. These questions were derived from the Core Items for
HIV/STD Behaviora Surveillance being developed at CDC (CDC, Nationa Center for HIV, STD
and TB Prevention, Behavioral Surveillance Workgroup). The questions can be found in Appendix
A at the end of thischapter. Inthisappendix, the reader canfind 1) aset of questionsthat deal with
condom use and sexual risk behaviors and 2) another set dealing with injection drug use and other
drug-use risks associated with HIV transmission. In the left-hand column of each set are the
guestions designed to be used prior to the start of an intervention. The right-hand column contains
the related question re-worded for use after the end of the intervention.

Evaluating CDC HIV Prevention Programs—Volume 2: Supplemental Handbook VI-7
Chapter 6: Monitoring Outcomes of HE/RR Interventions December 1999 Draft



Table 6.1

Specific Types of Outcomes
(From National Research Council, 1989)

I. Behavioral Outcomes
A. Primary prevention behaviors
1. Elimination of risk behaviors
a. Abstinence from all sexual contact
b. Abstinence fromall IV drug use
¢. Avoidance of anal and vaginal intercourse
d. Avoidance of unsterilized IV drug injection equipment
e. Avoidance of pregnancy by HIV-positive women

2. Reduction of risk behaviors

a. Monogamy
b. Avoidance of anonymous and extradomestic sex

c¢. Avoidance of “shooting galleries”
3. Protective Behaviors
a Use of condoms
b. Use of anti-HIV spermicides
c. Use of bleach for cleaning IV drug paraphernalia
d. Participation in needle-exchange program

B. Complementary prevention behaviors
1. HIV antibody counseling

2. HIV antibody testing

3. Enrolling in drug treatment

4. Determining HIV status of sex partners or drug-sharing partners
5. Providing names of contacts to public health agents

6. Using family planning services

7. Personal involvement in HIV prevention programs

[1. Psychological Outcomes
A. Awareness of HIV and AIDS

B. Knowledge of AIDS and HIV transmission modes

C. Non-stigmatization of persons with AIDS and HIV infection
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Table 6.2

Common Determinants of HIV-related Behavior
(from National Commission on AIDS, 1993)

Expected Outcomes

Belief that advantages of performing the desired behavior exceed the disadvantages

Intention

A strong, positive commitment to performing the desired behavior

Skills

The skills to perform the desired behavior

Self-efficacy

Belief in one’s ability to perform the desired behavior

Emotion

negative emotional response

Belief that performance of the desired behavior will more likely produce a positive than a

Self-standards

Belief that performance of the desired behavior is consistent with self-image

Perceived Social Norms

Perception of greater social pressure to perform the desired behavior than not to performit; also,
the perception that people like oneself perform the behavior themselves

Barriers

Few environmental constraints exist to constrain the performance of the desired behavior

Table 6.3

Stages of Behavioral Change
(From Prochaska and DiClemente, 1992)

Name of Stage

Characteristic Actions
at Each Stage

Typical Measurement
of Each Stage

Pre-contemplation

Characterized by some or all of the following:
C Nointention to change behavior

C Unaware of therisk of the behavior

C Denial of the consequences

No or weak intentions to change

Contemplation

Person is aware that a problem exists, is seriously
thinking about overcoming it, but has not yet made a
commitment to take action

Moderate intentions to change and no changes
in behavior. If there have been changesin
behavior, they have been inconsistent

Ready-for-Action
(Preparation)

Person has intentions to take action in the near
future and may have taken some inconsistent action
in the recent past

Strong intentions to change; probably some
inconsistent change in behavior. If behavior
change is consistent it has only changed recently
(e.g., inlast 30 days)

Action

Person has modified his’her behavior and engaged in
the desired behavior consistently in the recent past

Consistent changes in behavior in the recent
past (e.g., more than 30 days and less than 6
months)

Maintenance

Person has modified his’her behavior and engaged in
the desired behavior consistently for a“long” period
of time

Consistent changes in behavior for 6 months or
more
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Both self-administered surveys and interviewer-assisted questionnaires can be structured or
semi-structured. A structured survey or questionnaireincludes questionsthat are predetermined and
standardized. They include closed-ended responses that are easily quantifiable and typically pre-
coded to facilitate the transfer of datato the computer.

How many times have you had sexual intercourse without a condom in the past 2 weeks? (placean“X”
next to the item that best describes your answer)

a. | have not had sexual intercourse in the past 2 weeks
b. Otimes

c. 1or2times

d. 3to5times

€. 6 or moretimes

T

Semi-structured questionnaires combine structured gquestions with open-ended questions. Open-
ended questions are those in which client responses are not limited to a set of alternatives chosen by
the evaluators. Thisallows for standardized collection of a core set of variables and an opportunity
to examine client responses in greater depth.

How many times have you had sexual intercourse without a condom in the past 2 weeks?

times

Please describe the situations where you found it difficult to use a condom

Question Format. When designing instrumentsto monitor client outcomes, program managersand
evaluators need to consider not only methods that will be used to gather data and the domainsto be
investigated, but theresponseformat aswell. Thetypesof question structure and response categories
that are available on typical KABB instrumentsinclude 1) true-false,

2) multiple-choice, 3) fill in the blanks, 4) Likert-type scales, and 5) frequency indicators.

True-false items typically measure knowledge. | A true-false question concerning modes of HIV
They can be scored easily and lend themselvesto | transmission:
computer analysis. However, when the sameitem

. . ) . . “HIV can be transmitted by mosquitos.”
isused with aclient at different times (e.g., before

and after the intervention), it increases the
possibility that the client has learned the correct answers from the initial test.
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Multiple-choiceitems are those in which an incomplete statement, or itemroot, is presented and the
client selects from three or four responses that would best complete it. As with true-false items,
multiple-choice items are easily administered
and scored and areready for computer analysis.
There is difficulty in constructing good
are at high risk for HIV infection. responses, however. Each possible response
needs to appear equaly correct to an
uninformed client.

Multiple choice item

a. Injection drug users

Men who have unprotected anal sex

c. Babiesbornto HIV-infected mothers that do not
receive antiretroviral treatment

d. All of the above

o

Fill-in the blank items are ones where key words or phrases are missing and the client isrequired to
complete the statement correctly. The advantages of thisresponse format are the same as those for
true-false and multiple choice items. In

know what informationisreadily availableto

the client, because they must recall-not just Drug injection equipment should only be
recognize-the correct response. used time(s) to avoid risk of HIV
infection.

Likert-type scales are often used for many

A Likert-type scale item quantitative attitudinal or behavioral measures.

The next time | engage in sexual intercourse | FOI’ examp|e, the |ntent|0n |ten1 U%d in the bOX
intend to use, or have my partner use, a condom shown here uses a Likert-type scale for
(circle the number that best describes your answer) reﬁponding. A Likert-type scale has a set of
intervals assumed to be equal, with extremes
1 2 3 4 .
| | | | a_nchored by opposites (e.g., strongly
Strongly Strongly disagree/strongly agree).
Disagree Disagree  Agree Agree

Theuseof Likert-type scalesrequiresadecision
about the number of points—called
intervals—to include in the scale. In an odd-
interval scale (e.g., 1to 5) the center response category (inthiscase, “3”) isanoncommittal response
such as“unsure” or “don’t know.” Thisis often considered by researchersto be uselessinformation
because the client has not committed to either the positive or negative side of the scale. With even-
internal scales (e.g., 1to 4), the client isforced to choose one side of the scale. Even-interval scales
are sometimes referred to as forced-choice scales because clients are forced to choose either the
positive or negative end of the scale.
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There are advantages and limitations to using Likert-type scales. Generally they are 1) easy to
guantify and construct and 2) easily and inexpensively administered. However, the labels attached
to the response choices may be confusing to some clients. This can happen when a client has to
choose among multiple responses such as “strongly disagree, disagree, and somewhat disagree.”
Also, when a series of items uses a Likert-type scale, a client may fall into a pattern of responses
rather than reading each item and responding to it separately.

Freguency indicators are used to measure how often behaviors
occur. They can be in the form of frequency counts, Likert-
type scales, and proportional indicators. The usefulness of
frequency indicators depends on an intervention’s data needs

Frequency Indicators

C Frequency counts

and the “client’s capacity to respond to more sophisticated How many times have you
items. If frequency counts require long-term recall (e.g., engaged in vaginal sexual
activitiesthat occurred in the last 6 months), clientsmay not be intercourse in the last 30 days?

able to provide accurate counts. In addition, some clients may
have difficulty with the concept of “proportion” outside of
100% or 0%, which can lead to unreliable estimates of
frequency. C Likert-type scales

times

How often do you use condoms
during vaginal sexual

Other Measurement Issues to Consider for Outcome intercourse?
Monitoring 1. Everytime
2. Usualy
Good tools to measure client outcomes are based on clear 3. Sometimes
concepts to be measured and the construction of appropriate 4. Seldom
. 5. Never
items to measure these concepts. Such a tool ensures that
managers and evaluators can have confidence in the evaluation
results. C Proportional indicators
In addition to thetopicsthat have been addressed, several other What proportion of the time

did you use a condom during

issues need to be considered when developing or utilizing a vaginal sexual intercourse?

measurement instrument.  Theseinclude comprehensibility and

o - - 1. None of thetime
language, cultural sensitivity, specificity of measures, clarity, 2. 25% of the time
and content validity. 3. 50%
4. 75%
5. 100% of the time
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Monitoring tools need to include language-appropriate and culturally sensitive items that closely
match the reading level of the clients. Thisis an important consideration when deciding whether to
use previously developed KABB instruments. Such instruments may have been designed for target
groups of different racial, ethnic, and socioeconomic backgrounds as well as with different reading
considerations than clientsin the current intervention. Words and terms common to one group may
not be readily comprehended by others. For instance, terminology that is used in the gay male
community or among injection drug users and included on ameasurement tool may be inappropriate
for other audiences. The appropriateness of language may also vary from one part of the country
to another. For example, among gay men in New Y ork bars, informal termsfor sexual behaviorsare
more commonly used and clearer to them, while in Ohio, gay men are more comfortable with
clinically-oriented terms (Mantell, DiVittis, Kochems, and Ostfield, 1989).

Asageneral rule of thumb, KABB itemsthat are specific are better predictors of outcomesthan more
genera items. For example, if one predicts that partner communication positively affects condom
use, then the items should reflect communication related to condom use rather than generd
communication. Similarly, items related to condom use should specify the type of sexua activity
(e.g., vaginal intercourse with a condom, anal intercourse with a condom) rather than any sexua
activity in general.

In this same vein, asingleitem should measure asinglething. Itemsthat combine multiple termsare
ambiguous and are often referred to as“double-barreled.” Anexampleis, “ Do you believe that you
could enjoy sex using acondomwith your main partner or acasual partner?’ If aclient answers*“no”
it isunclear whether the response is indicating that he/she could not enjoy sex with a condom at all
or if enjoyment of sex with only one of those types of partners would be impaired.

A number of the issues that have already been reviewed in this section relate to the importance of
establishing the validity of the measurement instrument—that is, the degree to which it measures
what it is supposed to measure. In particular, content validity refers to the degree to which the
intended domains of the instrument are adequately covered. For example, take the case where the
outcome objectives of anintervention include self-efficacy and condomuse skillsaswell asconsistent
condom use. To establish the content validity, each of these factors (e.g., self-efficacy, sKills, etc.)
should be measured with items that closely relate to it, and with enough items to represent the full
range of the concept. For example, if “condom use skills” include both “how to correctly use a
condom” and “how and where to purchase condoms,” then both of these concepts should be
represented in items measuring the domain of “skills.”

Pretesting the M onitoring Tool. Animportant step in developing measurement toolsis pretesting
them before they are used. This involves administering the tool to a small number of clients who
represent the target group. Thisadministration is often followed by discussion groups or individual
interviews to obtain feedback on how clear the items were and the degree to which the instrument
retrievesinformationfromaparticular item. Thesestepsallow for immediate feedback about whether
the instrument needs to be revised.

Evaluating CDC HIV Prevention Programs—Volume 2: Supplemental Handbook VI-13
Chapter 6: Monitoring Outcomes of HE/RR Interventions December 1999 Draft



Human Subjects Issues. The measurement tools to assess client outcomes often include items
related to highly sensitive topics such as sexual behaviors, drug use, and HIV status. Thisrequires
that everyone engaged in the monitoring process take steps to protect the confidentiality of clients.
At minimum, the following steps are important (National AIDS Fund, 1995):

. Names, addresses, and other information that identify the clients should not be collected
unless the information is essential for re-contacting clients for follow-up purposes.

. If identifying informationis collected, no one other than project personnel should have access
to it.
. As soon as possible after data have been collected, identifying information should be

destroyed or removed from materialsthat contain client answersto sensitive questions. If the
identifying information must be retained, as in the case of follow-up, the surveys can be
assigned unique client identifier numbers. Thelist linking these numbersto client names and
addresses should be stored in alocked place with highly restricted access. Furthermore, the
surveys should be stored separately.

. All members of the assessment team should be carefully trained in the importance of
confidentiality and their responsibility to comply with the procedures that are in place for
clients' protection.

Borrowing From Instruments Used in the Field. Research projects evaluating the effectiveness
of HIV preventioninterventionsare good sources of questionnairesthat contain behavioral measures
that are typically administered at least once before and once after an intervention with a client.
Severa federal agencies have funded such projects; these include CDC, the National Institute on
Drug Abuse (NIDA), and the National Institute of Mental Health (NIMH). Examples of the
guestions used on some of the projects they have funded are shown on the following page (Hasin,
1994; Joe & Simpson, 1993; Metzger, 1995; NIDA, 1993). Appendix B contains information for
contacting the investigators for more information about these questionnaires.
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CONDOM USE WITH STEADY PARTNERS

Adapted from Hasin (1994) Behavior Correlates Survey

1. Do you have aregular sex partner (a person with whom
you have a committed relationship)? Y N

2. If you answered yes,

a. isthisperson adrug injector Y O ON__
b. isthis person agay or bisexual man Y O ON__
c. Hasyour regular sex partner been tested
for the AIDS virus Y O ON__
-If Yes, was (s)he Positive Negative Don't Know____

Inthe past [30 days], how often did you use condomswith your regular partner? (Check the one that best describes
your situation)

____l don't have aregular partner

____ | haven't had sex with regular partner in last 30 days
____ I never used condoms

____ | sometimes used condoms

____ | often used condoms

___ 1 usually used condoms

___ | dwaysused condoms

Adapted from TCU HIV/AIDS Risk Assessment

1. Inthe past 3 months, have you had a sex partner, such as a spouse, date,
boyfriend or girlfriend, or somebody that you live with
(“my old man,” or “ my girl”) whom you consider a steady, usual,
or most frequent sex partner Y N

2. If you answered yes,
a. Inthe past 30 days, how often did you have sex with your steady partner?
[Get specific number]

b. Inthe past 30 days, how often have you used a latex condom
when you had sex with your steady partner?
[Get specific number]
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CONDOM USE WITH CASUAL PARTNERS
OR WITH ANY PARTNERS

Adapted from TCU HIV/AIDS Risk Assessment

CONDOM USE WITH CASUAL PARTNERS

1. Inthe past 30 days, how often did you have unprotected sex [sex without a condom] with someone who
-you just met for the first time -hasthe AIDS virus
-shoots drugs with needles -was high on alcohol or drugs

[Get specific number]

CONDOM USE WITH ANY PARTNER
1. How many times did you have any kind of sex with a partner during the last 30 days
(including vaginal, anal, and oral. Do not include masturbation)?
[Get specific number]

2. And how many times did you have sex without using
alatex condom?
[Get specific number]

3. If you had sex at least once without a condom, how many times in the last month wasiit...
Number of times
in last month

with someone who is not your spouse or primary partner?

with someone who shoots drugs with needles?

with someone who sometimes smokes crack/cocaine?

while you or your partner were high on drugs or alcohol?

while trading (giving/getting) sex for drugs, money, or gifts?

involving vaginal sex (penisto vagina)?

involving oral sex (mouth to penis/vagina)?

involving anal sex (penisto anus)?

SQe "o o0 T
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Adapted from NIDA, National AIDS Research Project

Condom Use By Partner Type and Type of Intercourse
QUESTIONS FOR QUESTIONS FOR QUESTIONS FOR
MALES HAVING SEX WITH [[ MALES HAVING SEX WITH FEMALES HAVING SEX
FEMALES MALES WITH MALES
RECEPTIVE 1. How many timesin the last
VAGINAL 30 days when you had sex
INTERCOURSE did your partner put his
penisinto your vagina?
times
2. Of these times, how
many times did he use a
condom?
times
INSERTIVE 1. How many timesin the last
VAGINAL 30 days when you had sex
INTERCOURSE did you put your penisin
your partner’s vagina?
times
2. Of these times, how
many times did you use a
condom?
times
INSERTIVE 1. How many timesin the last 1. How many timesin the last
ANAL 30 days when you had sex 30 days when you had sex
INTERCOURSE did you put your penisin did you put your penisin
your partner’s anus? your partner’s anus
times times
2. Of these times, how 2. Of these times, how
many times did you use a many times did you use a
condom? condom?
times times
RECEPTIVE 1. How many timesin the last 1. How many timesin the last
ANAL 30 days when you had sex 30 days when you had sex
INTERCOURSE did your partner put his did your partner put his
penisinto your anus? penisinto your anus?
times times
2. Of these times, how 2. Of these times, how
many times did he use a many times did he use a
condom? condom?
times times
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CLEAN NEEDLE AND WORKS USE

Adapted from TCU HIV/AIDS Risk Assessment
1. Inthelast 30 days, how many times did you inject drugs with a needle? times
2. Of those times, how many times did you use needles or syringes

that were “dirty”--that is, that someone else had used and were not

sterilized or cleaned with bleach before you used them? times

3. How many of the times you injected in those 30 days did you
use the same cooker, cotton, or rinse water that someone else

had already used times
Adapted from Metzger
1. Inthe past [30 days], have you injected drugs? Y O ON__
2. Inthe past 30 days, have you shared needles or works? Y O ON__

3. Inthe past 30 days, how often have you used a needle after someone
(with or without cleaning)? times

4. Inthe past 30 days, how often have you used a needle after someone without cleaning it first

times
Adapted from NIDA, National AIDS Research Project
1. How many times (number of injections) did you inject drugs
in the last 30 days? times
2. During the last 30 days [48 hourg], did you shoot up with works
(needles/syringes) that someone else had used? Y O ON__
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Severa states and HIV prevention programs are conducting HIV prevention outcome monitoring
using instruments developed in the field. Two locales that have formally developed outcome
monitoring procedures are San Francisco and Colorado. The San Francisco project was part of a
5-year Strategic Evaluation Plan developed by the San Francisco HIV Prevention Planning Council
(HPPC). This plan outlines specific objectives for conducting a proficient Behavioral Risk
Assessment withintervention clients. The assessment instrument includes standard demographic and
risk behavior variables approved by the HPPC as well as site-specific variables.

In Colorado, an evaluation project is assessing the impact of HIV prevention program delivery on
clients' risk behaviors and intentions to change risk behaviors. This project targets individuals who
utilized prevention services in the Denver metropolitan area and the more rural northeast quadrant
of Colorado as well as those who did not. In this circumstance, the assessment instrument is not
being used for pre- and post-intervention measurement. Instead, it will be used more asapopulation-
based survey to assess changes throughout these areas over a 4-year period.

For moreinformation onthese evaluation projectsand theinstruments used, please see Critical Issues
in HIV Prevention Evaluation (AED, September 1997).

WHEN TO MONITOR OUTCOMES

As noted earlier, determining whether outcomes have occurred requires at least one measure taken
before the intervention occurs and another taken after it. Assuming that the behavior of each person
receivingindividual or group counseling warrantssomeimprovement (that is, each personreally needs
the counseling), the pre-intervention measurement describes the behaviors, behavioral intentions,
knowledge, attitudes, and beliefs that need to be enhanced. This s the baseline or reference point
against which improvement can be measured. The post-intervention measurement is the source of
data about the extent to which the behaviors, intentions, etc., have changed since initial data
collection. The difference between the pre- and post-intervention measuresis the amount of change
that occurred during the intervention period.?

Please note that one cannot say that the changes identified through outcome monitoring are a result of
the intervention. There are many other factors that may have influenced any behavioral changes seen
during the intervention period. For instance, the client may have had someone close to her receive a
diagnosis of HIV or die of AIDS-related causes. Also, she may have been participating in one or
more interventions besides the one being monitored. Or she may have gotten into a new relationship
where it is easier or harder to practice safer sex. One of the benefits of conducting an outcome
evaluation is that a good research design will help to eliminate alternative explanations for the
outcomes of intervention participants. Thiswill be discussed in more detail in the next chapter.
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Pre-Intervention Measures

It is important that a pre-intervention measure reflects the client’s characteristics right before
receiving theintervention. Remember that the purpose of the pre-intervention measureisto establish
areference point for assessing behavior change that program staff believesisdueto the intervention
(see Footnote 2 for a caution concerning this interpretation). As the time between the pre-
intervention measurement and the intervention increases (e.g., asit getsto be 1 or 2 weeks), one can
have increasingly less confidence that the measurement accurately reflects the client’ s characteristics
when he or she began the intervention.

In practice, ensuring that pre-intervention data are current usually means collecting these data just
prior to thefirst or only session of the intervention. Depending on thetype of instrument and method
of administration chosen, this may take anywhere from 10 to 30 minutes before the intervention
begins. Inmany cases, clientswill not be available much before (or after) theintervention. Therefore,
at siteswhere thisis the case, outcome monitoring needs to be conducted while clients are on-site.

Follow-up Measures

One post-intervention measurement is a minimum expectation for outcome monitoring. However,
there are advantages to collecting data at two or more points following the intervention. Generally,
however, only one post-intervention measurement will be feasible. 1t isimportant to understand the
implications of single post-intervention measurements as well as the benefits of and barriers to
multiple measurements.

Single Post-intervention Measures. When single post-intervention measurements are used, the
timing of their administration determines 1) what change can be reasonably expected in that time
frame and 2) what interpretation can be made about the findings. In general, the less time between
the end of the intervention and the post-intervention measurement, the less opportunity there will be
for behavior changeto occur. Therefore, one must balancetheinterest in actual behavior changewith
thereality of clients availability to respond to questionnaires after the intervention and the ability of
the provider to locate clients.

For example, when the post-intervention measurement ismade at the end of aone-session counseling
intervention, thereis no opportunity for the client to have engaged in abehavior—safely or unsafely.
Therefore, it may be more reasonable to ask clients about their intentions to change their behavior.

However, if the counseling consisted of multiple sessions over a longer time period, it might be
reasonableto ask about behavior change. It isstill appropriateinthissituationto ask about intentions
as well as about actual behavior change.

The following timeline is an example of an intervention with single pre- and post-intervention
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measures administered on the same days as the intervention activity.

Single Post-intervention Measurement

Week 1 Week 2
Monday Wednesday Monday Wednesday
Pre-intervention
Measures
Counseling Counseling Counseling Counseling
Session 1 Session 2 Session 3 Session 4

Post-intervention
Measures

Multipleor Delayed Post-intervention M easurements. Thegoal of aninterventionischange, and
change often takestime, particularly when it involves overcoming well-developed habits. It may also
taketimeto observe abehavior change because the person may have limited opportunitiesto engage
inthetarget behavior. Also, the specific objectivesthat have been stated for a particular intervention
may be long-term objectivesthat are not expected to be achieved until 6 or more monthsafter theend
of theintervention. Therefore, acritical aspect of outcome monitoring isensuring that there hasbeen
an opportunity for behavior to occur before attempting to measure a change in it.

Therearetwo basic optionsfor capturing information about behavior occurring after theintervention.
The first is to administer multiple post-intervention measurements, the second is to administer a
single post-intervention measurement after some time has passed. If multiple measurements are
chosen, one of them is typically administered after the last session. The others (usually only one or
two additional measurements) can be implemented at varioustimes, depending onthe logistics of the
program and what information is sought. For instance, to know about the immediate or short-term
effects of the program, one may want to have a post-intervention measurement at 2 weeks after the
last session of the intervention. One option isto administer the next measurement after 1 month to
give more time for one or more instances of the behavior to occur. A 6-month measurement can
indicate whether the effects of the intervention last over time. These sametime frame considerations
hold true for delayed single post-intervention measurements.

The timelines on the following page give examples of some of these alternatives.
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Multiple Post-intervention Measurements

Week 1 Week 2 Week 4 Week 10
Monday Wednesday Monday Wednesday Wednesday Wednesday
Pre-
Intervention
Measures
Counseling Counseling Counseling Counseling
Session 1 Session 2 Session 3 Session 4
Post- Post- Post-
intervention intervention intervention
Measures | Measures Il Measures Il
Single Post-intervention Measurement after Some Time Has Passed
Week 1 Week 2 Week 4
Monday Wednesday Monday Wednesday Wednesday
Pre-
Intervention
Measures
Counseling Counseling Counseling Counseling
Session 1 Session 2 Session 3 Session 4
Post-
intervention
Measures
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MANAGING OUTCOME MONITORING DATA

For outcome monitoring datato be useful to program managers, it must be accessible and useful. As
with process data, this entails the development and maintenance of simple record-keeping systems.
Also, in Chapter 8, Evaluating Outcomes and Monitoring Impact of HIV Prevention Programs, the
importance of data systems becomes even more critical; development and implementation of basic
systems prior to contemplating full-scale outcome evaluations will facilitate response to this need.

Keeping the datain asimple, standardized format makesit easier to enter and use. The commercial
database and statistical software packages available make it very easy to create a computerized
database; most have tutorials that can quickly walk a person through the steps needed to create a
database for the minimal number of items expected for outcome monitoring. Also, having the data
in one of these computerized formats will make the smple data analysis needed quick and painless.

Preparing the Data

To do theanalysis, datawill need to be effectively entered into the database. To facilitate dataentry,
it isbest to precode the instrument used. Precoding means that a certain number or letter is printed
on the instrument near each response that clients can choose. Using an example shown earlier,
consider the following question:

How often do you use condoms during sexua
intercourse?

Every time
Usually
Sometimes
Seldom
Never

gkrowpdpE

Therearefive possibleresponses. The numbersnext to each verbal response arethe precodes. These
numbers allow for easy, accurate transfer of data from the instrument into the database.

Data cleaning is another important step that should be completed before data are entered into the
computer. This entails reviewing the completed instruments to determine the extent to which data
are missing, whether there is a response pattern, or if the responses are illegible. In the case of
missing data or illegibility of responses, there is a possibility that the client can be re-contacted to
complete a section of the instrument or clarify something that wasillegible. However, if thisis

not possible and there are extensive problems with the completed instrument, it may need to be
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thrown out.

After the data have been entered it is best to conduct a frequency analysis. The output from this
analysis will list each of the variables (i.e. each question asked) and the number of each response to
that variable. If there were 20 clients who responded to a 5-point Likert scale item, the frequency
distribution of their responses might look like this:

Response Number of Clients Giving That Response

- Strongly Disagree 2

- Disagree

1
2
3 - Naether Disagree Nor Agree
4

5 - Strongly Agree

6 (not avalid choice)

4
8
- Agree 3
1
1
1

9 (not avalid choice)

Total Number of Responses 20

This frequency distribution shows how many chose each of the possible choices on the scale. Note
also that, despite the fact that the only legitimate responses to the questionwere 1, 2, 3, 4, or 5, one
“6” and one “9” were entered for this question. This may mean that the respondents chose an
incorrect response or that the person responsible for data entry mis-entered the numbers. In either
case, thiswill need to be resolved before the data are analyzed.

Collection of Client Social and Demographic Data

It isnecessary to collect some social and demographic datainthe context of processmonitoring (e.g.,
age, gender, race/ethnicity); by doing so, these datawill be available for analysis in conjunction with
outcome monitoring datafor each client. For instance, typical social and demographic variablesthat
can help in the interpretation of outcome monitoring include marital status, number of children,
educational attainment, prior exposure to prevention services, and other related risk behaviors.
Linking clients' characteristics and outcome measures provides information that may help program
staff determine which subgroups are better served by particular interventions (e.g., younger clients
may be more motivated than older clients by an intervention based on social norms).
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ANALYZING OUTCOME MONITORING DATA

Once pre- and post-intervention data have been gathered on client outcomes and, perhaps, on the
determinants of these outcomes, these data will need to be analyzed. The results of data analysis
should alow program staff and program evauators to answer the question: “ Have we achieved our
outcome objectives?” There are three steps in the analysis of this question:

C Comparethecharacteristicsof thosewho completed the post-intervention measurewith thosewho
did not (assessing drop-out or attrition);

C Compare the combined pre-intervention scores for everyone receiving the intervention with the
combined post-intervention measuresto determineif, overal, theinterventionisreachingitsgoals;
and

C Determine whether particular characteristics of the clients or the program are associated with
different levels of outcomes (efficiency analysis).

Analysis of Drop-Outs

In the context of outcome monitoring analysis, the primary analyses will be conducted for those
people who have completed both pre- and post-intervention outcome measures. However, some
participantswill not complete the intervention, while others, for various reasons, might not complete
the post-intervention measure; this last group is the one to focus on first.

It iscritical that some assessment be made to determine if the group of clientsfor whomthere are at
least two outcome measures differsin any significant way from the group of clients who do not have
follow-up measures. If an agency reports on only those people from whom they have both pre- and
post-intervention measures, they may be misrepresenting the“true” effectiveness of the intervention.
For example, consider a four-session individual counseling intervention for female sex partners of
IDUs. After the second session, 25 of the 100 women decide that the risks they are taking by having
unprotected sex with their partners are worth it (to feel like their relationship isintimate and special,
to keep the man from leaving, etc.) and they stop participating in theintervention. Of the 75 women
who complete the intervention, 50 report significant changes in their behaviors. If data from only
those 75 women were analyzed, the intervention may seem very effective. However, if there were
datafromthe 25 who left after the second session, the analysis and interpretation of the data may be
very different (50 changed, 50 did not). If comparisons of the 25 and 75 were made using pre-
intervention data, they may show that the 25 who left had engaged in more high-risk behaviors than
those who stayed. Or, the comparison might suggest that the women who stayed with the
intervention had fewer children that their partner was helping support. Each of thesefindings suggest
ways to maximize retention rates.

Inthese cases, one might concludethat theintervention waseffectivefor somewomenwhose partners
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are IDUs and not others. Another conclusion may be the need to tailor the content to address the
drop-outs concerns or to identify strategies to retain them in the intervention as configured. This
information is very important to program managers and stakeholders, as well as to community
planning groups attempting to reduce the risk of HIV infection in their communities.

Analysis of Outcome Monitoring Data

The primary purpose of analyzing outcome monitoring datais for program staff and evaluators to
answer the question: * Do clients make progresstoward their goals and outcomes after receiving the
intervention?” This involves a comparison of the mean (i.e. average) pre-intervention scores for
everyone receiving the intervention to the mean post-intervention scores for that same group. This
comparison allows one to determine if, overall, the intervention is reaching its goals.

A smple data analysis for monitoring generally involves the following steps:

1) Select clientswho receive the intervention and complete the measurement instrument before
and after the intervention.

2) Calculate the mean scores for pre-intervention and the mean scores for post-intervention.

3) Conduct a paired (or matched) t-test to determine if the post-intervention scores are
significantly different (i.e. improved) after receiving the intervention. The paired t-test isa
simple statistical test that uses two scores from the same individual, as when collecting pre-
and post-intervention data in outcome monitoring.

If the data analysis showsthat there are no significant differences between pre- and post-intervention
scores, thisis sufficient information to suggest that the program needs some changes to improve its
effectiveness. There is no need to carry out a rigorous outcome evaluation to reconfirm the
ineffectiveness.

However, there is a problem in interpreting the results when this analysis shows that the post-
intervention mean scoreissignificantly greater thanthe pre-interventionscore. Thisisanencouraging
finding and its prudent use iswarranted, especially when the intervention hasastrong scientific basis
and experience and context supports its continued use. However, one cannot confidently attribute
the changes to the intervention without the use of a more rigorous design that controls for other
possible sources of improvement (e.g., participation in other interventions, maturation, etc.). This
issue will be discussed in greater detail in the next chapter.

Efficiency Analysis
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When demographic, social, and other contextual data are available, the analysis of outcome
monitoring datacan betakenone step further. Such dataalow aprogramto assesswhich sub-groups
receiving the intervention do better (or, conversely, which need special help in attaining the goals of
the intervention). An efficiency analysis would follow steps similar to those described below.

1) Select socia demographic variables such as sex, ethnicity, and age that program staff or other
stakeholders are interested in.

2) Divide the intervention group participants into two or more groups based on social or
demographic variables (e.g., younger than 25, 26 to 34 years old, 35 years old and older).

3) Calculate mean pre-intervention and post-intervention outcome scores for each subgroup.

4) Use statistical techniques such asthet-test, F-test, or covariance analysis to analyze group
differences and determine whether the mean differences among groups are statistically
significant.

5) Examinethe difference between the mean score before and after theintervention to determine
whether the particular group is improving.
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Appendix A

CDC Draft Outcome Monitoring Questions

Condom Use and Sexual Behavior Risks

Injection Drug Use and Other Drug-Related Risks

—Demographic ltems—

—Pre- and Post-Intervention Questions—



Sample Demographic Itemsto Be Used with Outcome Monitoring Questions

. What isyour date of birth?

/

month

day year

. Do you consider yourself Black, White, American Indian or Alaska Native, or Asian/Pacific Ilander? (check only one)

[1] White

[2] Black or African-American

[3] American Indian or Alaska Native
[4] Asian/Pecific Islander

. Do you consider yourself Hispanic or Latino ?
[1] No
[2] Yes

. Do you consider yourself...
[1] Male
[2] Female
Transgender
[3] Male to female
[4] Female to male

. Which of the following best describes your sexual orientation?
[1] Bisexua man

[2] Bisexual woman

[3] Gay man

[4] Heterosexua

[5] Leshian

[9] Refused

. Areyou now... (choose one):
[1] Married

[2] Separated, not divorced
[3] Divorced

[4] Widowed

[5] Never married

[9] Refused




CDC DRAFT OUTCOME MONITORING QUESTIONS

Condom Use and Sexual Risk Behaviors

Initial outcome monitoring interview

Follow-up outcome monitoring interview

GENERAL SEXUAL ACTIVITY

1 During the past 12 months, have you had sex with anyone?
[1] Yes

[9] Refused

1 Since your last interview, have you had sex with anyone?
[1] Yes

[9] Refused

2. During the past 12 months, have you had sex with only males, only
females, or both?
[1] Only males
[2] Only females
[3] Both males and females
[9] Refused

2. Since your last interview, have you had sex with only males, only
females, or both?
[1] Only males
[2] Only females
[3] Both males and females
[9] Refused

SEX AND CONDOM USE WITH MAIN PARTNERS

3. During the past 12 months, have you had a main sex partner?

3. Since your last interview, have you had amain sex partner?

[1] Yes [1] Yes
[2] No oooooooooooooooooooo(SkiptoQ7) [2] No oooooooooooooooooooo(SkiptoQ7)
[9] Refused [9] Refused
4. Isyour main sex partner male or female? 4. Isyour main sex partner male or female?
[1] Male [1] Male
[2] Female [2] Female
[9] Refused [9] Refused

5. Thelast time you had sex with your main partner, what type of sex did
you have? (Check all that apply)
[1] Oral
[2] Vaginal
[3] Anal
[4] Other (Specify. )
[9] Refused

5. Thelast time you had sex with your main partner, what type of sex did
you have? (Check all that apply)
[1] Oral
[2] Vaginal
[3] Anal
[4] Other (Specify. )
[9] Refused

6. Thelast time you had sex with your main partner, did you or your partner
use acondom?
[1] Yes
[2] No
[8] Cannot Remember/Don’t Know
[9] Refused

6. Thelast time you had sex with your main partner, did you or your partner
use acondom?
[1] Yes
[2] No
[8] Cannot Remember/Don’t Know
[9] Refused

SEX AND CONDOM USE WITH NON-MAIN PARTNERS

7. During the past 12 months, have you had sex with someone who is not
your main partner or whom you did not consider your main partner at that
time?

[1] Yes

[9] Refused

7. Since your last interview, have you had sex with someone who is not your
main partner or whom you did not consider your main partner at that
time?

[1] Yes

[9] Refused

8. Thelast time you had sex with someone who is not your main partner,
what type of sex did you have? (Check all that apply)
[1] Oral
[2] Vaginal
[3] Anal
[4] Other (Specify. )
[9] Refused

8. Thelast time you had sex with someone who is not your main partner,
what type of sex did you have? (Check all that apply)
[1] Oral
[2] Vaginal
[3] Anal
[4] Other (Specify. )
[9] Refused

9. Thelast time you had sex with someone who is not your main partner, did
you or your partner use a condom?
[1] Yes
[2] No
[8] Cannot Remember/Don’t Know
[9] Refused

9. Thelast time you had sex with someone who is not your main partner, did
you or your partner use a condom?
[1] Yes
[2] No
[8] Cannot Remember/Don’t Know
[9] Refused

continued on next page

continued on next page

SEX PARTNER RISKS




Condom Use and Sexual Risk Behaviors

Initial outcome monitoring interview

Follow-up outcome monitoring interview

10. Haveyou ever had sex in exchange for money, drugs, or shelter? 10. Sinceyour last interview, have you had sex in exchange for money,
[1] Yes drugs, or shelter?
[2] No [1] Yes
[8] Cannot Remember/Don’t Know [2] No
[9] Refused [8] Cannot Remember/Don’t Know
[9] Refused
11. Haveyou ever had sex with someone whom you knew had or suspected 11.  Sinceyour last interview, have you had sex with someone whom you
of having HIV/AIDS? knew had or suspected of having HIV/AIDS?
[1] Yes [1] Yes
[2] No [2] No
[8] Don't Know [8] Don't Know
[9] Refused [9] Refused
12. Haveyou ever had sex with someone whom you knew was or suspected 12.  Sinceyour last interview, have you had sex with someone whom you
of being an injecting drug user? knew was or suspected of being an injecting drug user?
[1] Yes [1] Yes
[2] No [2] No
[8] Don't Know [8] Don't Know
[9] Refused [9] Refused
13. Thelast time you had sex, did you use an injected drug or alcohol? 13.  Thelast time you had sex, did you use an injected drug or alcohol?
[1] Yes [1] Yes
[2] No [2] No
[8] Cannot Remember [8] Cannot Remember
[9] Refused [9] Refused
14. Thelast time you had sex, did you use any non-injected drugsor alcohol? | 14.  Thelast time you had sex, did you use any non-injected drug or alcohol?
[1] Yes [1] Yes
[2] No [2] No
[8] Cannot Remember [8] Cannot Remember
[9] Refused [9] Refused
STD/HIV STATUS
15.  During the past 12 months, has anyone told you that you had a sexually 15.  Sinceyour last interview, has anyone told you that you had a sexually
transmitted disease, or STD, for example, herpes, gonorrhea, chlamydia, transmitted disease, or STD, for example, herpes, gonorrhea, chlamydia,
genital warts? genital warts?
[1] Yes [1] Yes
[2] No [2] No
[8] Cannot Remember/Don’t Know [8] Cannot Remember/Don’t Know
[9] Refused [9] Refused
16. Haveyou ever been told by adoctor or other health professional that you 16. Sinceyour last interview, have you been told by adoctor or other health

were infected with HIV or that you have AIDS?

[1] Yes

[2] No

[8] Cannot Remember/Don’t Know
[9] Refused

professional that you were infected with HIV or that you have AIDS?
[1] Yes

[2] No

[8] Cannot Remember/Don’t Know

[9] Refused




CDC DRAFT OUTCOME MONITORING QUESTIONS

Injection Drug Use and Other Drug-Related Risks

Initial outcome monitoring interview

Follow-up outcome monitoring interview

1. Haveyou ever, even once, used a needle to inject adrug 1/2. Sinceyour last interview, have you used a needle to inject a

that was not prescribed for you? drug that was not prescribed for you?

[1] Yes [1] Yes

[2] No ooooooooooooooooo(skiptoQll) [2] No oooooooooooooooo(skiptoQ11)
[8] Cannot Remember/Don’t Know [8] Cannot Remember/Don’t Know

2. Inthe past 12 months, have you ever used a needle to inject

adrug that was not prescribed for you?

[1] Yes

[2] No ooooooooooooooooo(skipto Q 11)
[8] Cannot Remember/Don’t Know

[9] Refugd:)ooooooooooooooo(skip to Q 11)

3. Thelast time you used a needle for injecting drugs, where 3. Thelast time you used a needle for injecting drugs, where

did you get the needle from? did you get the needle from?

[1] Pharmacy [1] Pharmacy

[2] Needle exchange [2] Needle exchange

[3] Street [3] Street

[4] Shooting gallery [4] Shooting gallery

[5] Friend [5] Friend

[6] Dedler [6] Dedler

[7] Other (Specify ) [7] Other (Specify )

4. Thelast time you used a needle for injecting drugs, wasita | 4.  Thelast time you used a needle for injecting drugs, wasit a
new and unused needle? (A needle in an unopened package new and unused needle? (A needle in an unopened package
or with an intact seal) or with an intact seal)

[1] Yes [1] Yes

[2] No [2] No

[8] Cannot Remember/Don’t Know [8] Cannot Remember/Don’t Know
[9] Refused [9] Refused

5. Thelast timeyou used a needle to inject drugs, what drug 5. Thelast timeyou used a needle to inject drugs, what drug

did you inject? did you inject?

[1] Heroin [1] Heroin

[2] Cocaine [2] Cocaine

[3] Speedball (heroin and cocaine together) [3] Speedball (heroin and cocaine together)
[4] Methamphetamine [4] Methamphetamine

6. Thelast timeyou used aneedle to inject drugs, did you 6. Thelast timeyou used aneedle to inject drugs, did you

know or suspect someone else had used it before? know or suspect someone else had used it before?
[1] Yes [1] Yes
[2] No [2] No
[8] Cannot Remember/Don’t Know [8] Cannot Remember/Don’t Know
[9] Refused [9] Refused
7.  Haveyou ever used a needle that you knew or suspected 7. Sinceyour last interview, have you used a needle that you

someone else had used before you?
[1] Yes

[2] No

[8] Cannot Remember/Don’t Know
[9] Refused

knew or suspected someone else had used before you?
[1] Yes

[2] No

[8] Cannot Remember/Don’t Know

[9] Refused

continued on next page

continued on next page

8.

Did you use bleach (or other solutions) to clean the needle before you
used it?

[1] Yes

[2] No

[8] Cannot Remember/Don’t Know

[9] Refused

8. Did you use bleach (or other solutions) to clean the needle before you
used it?
[1] Yes
[2] No
[8] Cannot Remember/Don’t Know
[9] Refused




Injection Drug Use and Other Drug-Related Risks

Initial outcome monitoring interview

Follow-up outcome monitoring interview

9. Thelast time you used a needle for injecting drugs, did someone else 9. Thelast time you used a needle for injecting drugs, did someone else
use the needle after you? use the needle after you?
[1] Yes [1] Yes
[2] No [2] No
[8] Cannot Remember/Don’t Know [8] Cannot Remember/Don’t Know
[9] Refused [9] Refused
10. Thelast time you used a needle for injecting drugs, did you have sex 10. Thelast time you used a needle for injecting drugs, did you have sex
with someone while you were high? with someone while you were high?
[1] Yes [1] Yes
[2] No [2] No
[8] Cannot Remember/Don’t Know [8] Cannot Remember/Don’t Know
[9] Refused [9] Refused
11.  Inthepast 12 months, have you smoked, sniffed, or taken drugs that 11.  Sinceyour last interview, have you smoked, sniffed, or taken drugs
you did not inject? that you did not inject?
[1] Yes [1] Yes
[2] No oooooooooooooooooooo(Stop) [2] No 0000000000000 000000O0 (Stop)
[8] Cannot Remember/Don't Know 9O OO0 OO0 (gqp) [8] Cannot Remember/Don’t Know OCOO0O0O0O0O0O0O (gop)
[9] Refused oooooooooooooooooooo(Stop) [9] Refused oooooooooooooooooooo(Stop)
12.  Thelast time you used drugs that you did not inject, what did you 12.  Thelast time you used drugs that you did not inject, what did you
use? (Check all that apply) use? (Check all that apply)
[1] Crack [1] Crack
[2] Cocaine [2] Cocaine
[3] Heroin [3] Heroin
[4] Amphetamine/Speed (pills) [4] Amphetamine/Speed (pills)
[5] Downers/Tranquilizers (Valium, etc.) [5] Downers/Tranquilizers (Valium, etc.)
[6] Ecstacy (methamphetamine) [6] Ecstacy (methamphetamine)
[7] Barbiturates [7] Barbiturates
[8] PCP (Angel dust) [8] PCP (Angel dust)
[9] Nitrites [9] Nitrites
[10] LSD [10] LSD
[11] Inhalants [11] Inhalants
[12] Alcohol [12] Alcohol
[13] Other (Specify ) [13] Other (Specify )
[99] Cannot Remember/Don’t Know [99] Cannot Remember/Don’t Know
13.  How did you use the drug? (Check all that apply) 13.  How did you use the drug? (Check all that apply)
[1] Snort [1] Snort
[2] Sniff [2] Sniff
[3] Inhale [3] Inhale
[4] Smoke [4] Smoke
14. Thelast time you used an non-injected drugs, did you have sex with 14. Thelast time you used an non-injected drugs, did you have sex with

someone while you were high?

[1] Yes

[2] No

[8] Cannot Remember/Don’t Know
[9] Refused

someone while you were high?

[1] Yes

[2] No

[8] Cannot Remember/Don’t Know
[9] Refused




Appendix B

Texas Christian University HIV/AIDS Risk Assessment

Joe, G. W., & Simpson, D. D. (1993). “ Needle use risks. Composite measures and comparisons.” In B.
S. Borwn, G. M. Beschner, & the National AIDS Research Consortium (Eds.), Handbook on risk of
AIDS: Injection drug users and sexual partners (pp. 137-154). Westport, CT: Greenwood Press.

For more information:

Dwayne Simpson, Ph.D.

Institute of Behavioral Research, Texas Christian University
http://www.ibr.tcu.edu/pubs/datacoll/AlDSRisk.html

NADR Risk Behavior Assessment Questionnaire

For more information:

Richard Needle, Ph.D.

Nationa AIDS Research Project
Nationa Institute on Drug Abuse
Community Research Branch

Behavior Correlates Survey

For more information:

Deborah S. Hasin

Associate Professor of Clinical Public Health (Epidemiology) in Psychiatry
NY SPI Unit #123

1051 Riverside Drive

NY, NY

dsh2@columbia.edu

Risk M easurement Assessment Questionnaire

For more information:

Dave Metzger, Ph.D.

Director of Opiates and AIDS Research Division
University of Pennsylvania Center for Studies of Addiction
Philadelphia, PA 19104

metzger @research.trc.upenn.edu



