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Background on HIV & PrEP among Youth 
& Young Adults
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Diagnoses of HIV Infection among Adolescents and Young Adults Aged 13–24 years, by 
Race/Ethnicity,  2010–2017—United States and 6 Dependent Areas

a Hispanics/Latinos can be of any race.
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ATN 149: Optimizing Prevention 
Continuum for Youth in L.A. and NOLA
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Objective, Aim & Hypothesis
• Objective: Test efficacy of 3 “Disruptive Innovation” intervention 

modalities to support HIV prevention and related outcomes in a 4-arm 
factorial RCT:

• Automated text-Messaging and Monitoring (AMMI)
• Peer Support - on private social media space
• Coaching – strengths-based, telehealth delivered by near peers, no manuals  

• Aim: Evaluate independent and synergistic intervention effects: 
• Primary HIV prevention choices – PrEP, condoms, partners, PEP
• Secondary - mental health, substance use, housing/economic security

• Hypothesis: Combination of 3 interventions will have largest impacts
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Community-Based Recruitment L.A. & New Orleans
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Intersecting Challenges  

Sex Exchange–  
31% 

IPV –  
39% 

Suicide 
Attempt –  

36% 

11%

8%

5%8%

12%
12%

7%

Mental Health 
    Hospitalization–  

32% 

Incarceration –  
25% 

Homeless
ness –  

49% 

8%

18%

2%

1.0%

9%

8%

14%

*All percentages rounded to nearest integer.



Diverse & Inclusive Participant Sample
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No. Col %
Age categories
12-18 151 15
19-21 421 41
22-24 465 45
Sex assigned at birth
Male 969 93
Gender identity
Cis-gender 839 81
Transgender 124 12
Gender diverse/Non-
binary 72 7
Sexual orientation
Gay/Homosexual/Same
GenderLoving/Downe 572 55
Bisexual 287 28
Pansexual 76 7
Heterosexual 50 5
Queer 39 4
Asexual/Other 8 1
Unsure/questioning/DK 4 0

No. Col %
Race / Ethnicity
Black/African American 387 37
Latino 333 32
White 211 20
Asian/HPI/NA/AN/Other 106 10
Education level
Below high school 191 19
High school / equivalent 239 24
Some higher education 462 45
Completed Higher ed. 125 12
Employment status
Employed 488 48
Unemployed 240 24
Student 285 28
Insurance status
Insured 773 75
Uninsured 190 18
Unsure 71 7
Income <poverty level 692 67

No. Col %
HIV Prevention Program 
Experience 215 21

Consistent Condom Use 499 48
Lifetime PEP Use 61 6
Lifetime PrEP Use 190 18
Current PrEP Use 111 11
Lifetime Sex Exchange 257 25
Recent Sex Exchange 127 12
Lifetime sexual partners
No partners 81 8
1-2 partners 111 11
3-10 partners 374 36
 11 or more partners 465 45

Recent sexual partners
No partners 157 15

1-2 partners 406 39

3-10 partners 397 38
 11 or more partners 73 7
Condomless anal sex (12 m) 691 67
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ATN 149 Study Design

Gay, Bisexual, MSM, Transgender Female & Male, Non-binary Youth (n=1037)

AMMI
(n=313)

Peer Support + AMMI 
(n=205)

Coaching 
+ AMMI (n=196)

Coaching + Peer Support + 
AMMI (n=181)

Assessments
4 Months

8 Months

12 Months

16 Months

20 Months

24 Months

} Rapid HIV tests
Urine drug screens (UDS)
Self-reports

Annual rapid PCR for rectal STIs 
unless indicated by symptoms

Randomly assign and followed after baseline (n=895)



PrEP Barriers & Intervention Impacts
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Diverse & Inclusive Participants
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PrEP 
Initiation 
Barriers 
Over Time
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(N=531*)
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(N=599)

8-Month
(N=603)
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(N=559)
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(N=519)

24-Month
(N=517)

Proportion of Initiation Barriers Selected at Each Visit

"I don’t think I need it" Side effects Cost/Insurance Access difficulty

Schedule conflicts Discomfor t with  doctor Lack socia l support

‘I don’t think I need 
it’ most frequently 
reported barrier



Perceived Need for PrEP
• Reporting ‘I don’t think I need it’ more common among SGMY who were: 

• Black or White (compared to Latino): OR=2.048, 95% CI [1.137, 3.690]; OR=2.143, 95% CI 
[1.176, 3.903]

• Gender diverse or transgender male (compared to MSM): OR=2.247, 95% CI [1.035, 4.879]; 
OR=6.870, [2.241, 21.062]

• Incarcerated in lifetime: OR=3.618, 95% CI [1.786, 7.330]

• ‘I don’t think I need it’ less common (i.e., higher perceived PrEP need) among SGMY who: 
• Had lifetime suicide attempts: OR=0.502, 95% CI [0.301, 0.838]
• Lifetime PEP use: OR=0.066, 95% CI [0.008, 0.564]
• 3+ recent sexual partners (compared to none): OR=0.398, 95% CI [0.194, 0.816]
• Hazardous alcohol use: OR=0.571, 95% CI [0.360, 0.906]
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PrEP Daily Adherence: Not the Primary Challenge
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Intervention Effects on PrEP Use
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Secondary Outcomes
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How did we get here?  Interventions 
Deep Dive
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CHIPTS Family Tree of EBI for Youth
 Small group primary HIV prevention trials:

Ø 1988 - 1992 
Ø Runaway adolescents in NYC
Ø SGMY cohort NYC (no control)

Ø NIMH Multi-site Trial - 1991-1995
Ø Youth Trial
Ø Computer Light (Lightfoot)

street 
smart 
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CHIPTS Family Tree of EBI for Youth
 Secondary HIV prevention trials with YLH:

Ø 1993 - 1997 
Ø Small Group Format
Ø L.A., NYC, S.F., Miami

Ø 1998-2002
Ø One-on-One vs. Telephone
Ø L.A., NYC, S.F.
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CDC Replication & Diffusion
Adaptation with CBO / ASO Staff & Clients

Ø2002-2004

Ø2004-2006

Ø2005 – 2007
Ø Adaptation incorporated high-risk negatives
Ø Most “popular” DEBI, per CDC
Ø Trained 900+ providers in 300+ agencies 

since 2008, with 25+ agencies for 2015-2020

street 
smart 



Client is recruited

Client is screened 
(preliminary assessment by 

referral source) and 
introduced to CLEAR

Yes, Client is eligible

No, Client is not eligible

Core Skill Session 1:
Getting to Know Each 

Other
 (Assessment)

Core Skill Session 2:
Creating A Vision For 

The Future 
(Assessment)

Core Skill Session 3:
Stressors and SMART 

Problem-Solving 
(Assessment)

Core Skill Session 4:
Exploring Different 

Types of 
Communication 
(Assessment)

Core Skill Session 5:
Putting It All Together 

(Assessment & 
Prevention Plan)

Menu Sessions
Optional

(21 Sessions)

Sexual Risk
(6 Sessions)

Substance Use Risk
(5 Sessions)

Health Care & Self-Care
(3 Sessions)

Adherence
(3 Sessions)

Disclosure
(2 Sessions)

Stigma
(2 Sessions)

Final Session: Wrap Up!
How Do I Maintain The 
Changes I’ve Made?

Post 
Assessment

CLEAR Client Flow Chart



 
How will I ever master all 

these Manualized 
Evidence Supported 

Treatments??? 
 

If only I could  figure out 
the basic elements… I 
could apply them as 

needed 

Common Elements Approach 

 
Common Components of Evidence Base Practices 

 
 Richard P. Barth, PhD, MSW  

University of Maryland School of Social Work 
National Center for Evidence Based Practice in Child Welfare 

 
Presented at EUSARF 

Copenhagen, Denmark 
September 4, 2014 

 rbarth@ssw.umaryland.edu 



EBI share

COMMON
Theories,
Functions, 
Principles, 
Practices,
Elements…





Automated text-Messaging and 
Monitoring Intervention (AMMI)
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5 content streams 
Daily, 1 message from each: 

• Healthcare 
• Wellness
• Medication/PrEP Adherence

• Thursdays to Saturdays: 
• Sexual Health 
• Substance Use

• ~100 unique messages per content stream
• Adapted libraries from Cathy Reback, HRSA, etc.
• Youth Advisory Boards, Co-Is, Staff vetted & adapted 
• Youth could opt-out at any time (<10% and many opted-in again)

AMMI – Daily Text-Message “Nudges”
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>70% report receiving and reading all or most text messages
- stable over time
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AMMI – Weekly Monitoring

7-item “check-in” survey by SMS 
or email:
• STI Symptoms 
• Acute HIV symptoms
• Depression
• Substance use
• Condomless sex
• Housing & food insecurity
• Medication/PrEP adherence
• $1 incentive per survey
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~50% respond to weekly surveys over time
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Peer Support – online, private community
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Peer Support – Private Online Spaces
• Private, anonymous, not on FaceBook, etc.
• $10 incentives to post 3x each week

• Up to 16 weeks
• Study Coaches – reduced role over time

• Moderate, blog content development
• YAB feedback to reduce presence -> Youth-led

8/21/23
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Peer Support 
Boards

• Peer norming is critical
• Coaches acting as peers, 

prompted conversations, 
answered questions, 
corrected misinformation, 
modeled best practices

Topic: How often do you get tested for 
STI/STD’s? (P1) 

It's been about a year since I've last 
tested, but I'm also in a monogamous 

relationship currently. (P2)

I try to get tested every 4 months 
or so. (Coach with pseudonym)

Every 3 months (P3)

That makes sense! (P1)

Peer Support Board Conversation: Testing
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Topic: My prep pills
I don't  know  wether i should take my prep pills or not because  my friends  tell  me that  its  not 
worth  taking  them because  of the side effects  and the  fact that  there  using  us as ginnie pigs  
so i dont know what  to do should  i take  them  i should  i stop. (P1)

Have you talked with your doctor about your concerns? I am planning on starting prep, but am 
waiting until I can get a reliable supply. But I am nervous about the side effects, and may stop 

taking it if they're too troublesome. (P2) 

I have multiple friends using PREP who have never experienced negative side-effects. This pill is 
not using people as a test subject, it's here to help prevent the spread of HIV. If you're having sex, 

I definitely recommend it! (P3)

No I haven't  talked  to a doctor (P1)

Talk to your doctor or someone at the LGBT Center! Prep is changing and saving lives in my 
opinion. I've never experienced any side affects, and I've been taking it for 3 years. (P4)

Peer Support Board Conversation: PrEP



Coaching – Strengths-based, telehealth, 
by near peers
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Coaching: A novel approach to “evidence-
based” intervention

• Strengths-based
– Assess and build on youths’ strengths, resilience

• Client-Centered – hierarchy of needs
– Housing, employment, relationships, mental health, substance use -> HIV

• Near-peer paraprofessionals
– Frontline HIV prevention workers
– Trained in Evidence-Based Practices

• Ongoing for 24-month follow-up period
– Address needs in developmental transitions, crises

• Designed for Diffusion
– Flexible for frontline workers roles, styles, language
– Telephone, text-message, in-person delivery
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Training on Common Elements
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Objectives:  
x to teach a method of problem solving that involves clearly defining the problem, generating 

possible solutions, examining the solutions, implementing a solution and evaluating its 
effectiveness 

 
 Steps:   

� Normalize problems x Discuss the fact that we all have problems, every day.  
x Note that solving them can make us feel good, and not solving them 

can make us feel bad.  
x Discuss with the child the types of problems that people in general 

experience daily, and more specifically, those problems that the child 
might be dealing with. Appropriate self-disclosure may be useful.  

x Ask the child to begin thinking about a particular problem he/she has 
experienced lately. 

� Teach 5 steps to problem 
solving  

1) Say what the problem is 
2) Think of solutions 
3) Examine each one (what good and bad things would happen if he/she 

tried this solution?) 
4) Pick one and try it out 
5) See if it worked. If so, great! If not, go back to the list of solutions and 

try another one. 
� Practice using the problem 

solving steps 
x Familiarize the child with this problem-solving process by starting with 

your own problem and allow the child to help you in working through 
the problem solving steps.  

x Keep your example brief (e.g., use only 2 or 3 possible solutions, and 
move through them quickly; the goal is to illustrate the process).   

x Use questioning to make sure he/she understands the steps. 
� Elicit personal example from 

child and practice 
After you have disclosed your problem, work with the child to identify a 
problem from his/her life that the two of you can work on using the problem 
solving steps. Do this in more detail than your example above. If the child is 
not ready to discuss his/her problems, use a story or a problem of someone 
the child is close to (i.e., a friend or family member).  

� Review problem solving 
technique  

Ensure that the child (a) knows when it might be helpful to use the steps, (b) 
understands how to use this strategy, and (c) knows each of the five steps. 

� Practice assignment Ask the child to practice the problem solving process on his/her own, and 
to record his/her steps (with caregiver, as needed), and bring the record 
back to the next session for discussion and review. 

 

Problem Solving 
 

 Use This When:                              

To provide children with 
a systematic way to 
negotiate problems and 
to consider alternative 
solutions to situations. 

 
 

Practitioner 
Guide 
 

For ChildFor Child

© 2010 PracticeWise, LLC 
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elements of evidence-based prevention programming for

youth ages 12 through 18 according to their primary target

outcome.

Results

Across all prevention programs in all program categories

(life skills, substance abuse, violence prevention, sexual
health, and mental health), problem solving (present in

76 % of all programs) emerged as the most common

practice element, followed in order by communication
skills (45 %) and assertiveness training (45 %) and insight

building (38 %). In addition to these most common ele-

ments, the following practice elements were present in all
program categories: cognitive coping, social skills training,

coping skills, goal setting, and support networking. Among

instructional elements, psychoeducation (62 %) emerged
as most common, followed by modeling (31 %) and role

play (21 %). Figure 1 illustrates the overlap in practice and

instructional elements across program categories.

Practice Elements by Program Category

The frequencies of practice elements across program cat-

egories varied such that some were common to all pro-
grams and others were unique to certain categories.

Problem solving was the most common practice element

overall, emerging as most prevalent in all categories except
for depression/anxiety programs where it came second

after cognitive coping. Insight building (64 %) and self-

efficacy (57 %) were common to life skills programs.
Cognitive coping was present in 75 % of anxiety/depres-

sion programs. Problem solving (75 %), communication

skills (67 %) and assertiveness skills (67 %) were common

to sexual health programs. Insight building and coping

skills (60 % each) were common to substance abuse pro-

grams. Finally, communication skills (78 %) and anger
management (67 %) were common to violence prevention

programs.

Certain elements were relatively unique to specific
program categories. For example, anger management was

frequent among violence prevention programs (67 %), but

was absent in depression/anxiety prevention and sexual
health programs and present in only a small number of life

skills (14 %) and substance abuse (13 %) programs. Cog-

nitive coping—though present in all of the program cate-
gories—was included in a majority of anxiety/depression

programs (75 %) but was less common among other pro-

grams (range: 8–33 %). Relatedly, some practice elements
were absent altogether from specific program categories.

Relaxation was absent from sexual health programs, self-

efficacy was absent from violence prevention programs,
civic responsibility was absent from depression/anxiety

prevention programs, self-monitoring was absent from

sexual health programs, and anger management was absent
from sexual health and depression/anxiety prevention

programs. A detailed overview and breakdown by program
category is provided in Fig. 1.

Discussion

Despite their distinct goals, prevention programs appear to
emphasize overlapping practice elements. Frequency

counts of practice elements across program categories

revealed problem solving, communication skills, insight
building, assertiveness training, and cognitive coping as the

most common elements. This predicted overlap in program

content likely reflects the corresponding overlap in
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Abstract A growing number of evidence-based youth
prevention programs are available, but challenges related

to dissemination and implementation limit their reach and

impact. The current review identifies common elements
across evidence-based prevention programs focused on the

promotion of health-related outcomes in adolescents. We

reviewed and coded descriptions of the programs for
common practice and instructional elements. Problem-

solving emerged as the most common practice element,

followed by communication skills, and insight building.
Psychoeducation, modeling, and role play emerged as the

most common instructional elements. In light of significant

comorbidity in poor outcomes for youth, and correspond-
ing overlap in their underlying skills deficits, we propose

that synthesizing the prevention literature using a common

elements approach has the potential to yield novel infor-
mation and inform prevention programming to minimize

burden and maximize reach and impact for youth.

Keywords Prevention ! Mental health promotion !
Common elements ! Core skills ! Adolescent mental

health ! School prevention

Introduction

Three decades of research show that prevention programs

for adolescents can build resilience, improve academic

performance, facilitate healthy choices and, in turn, mini-
mize risks for violence, substance abuse, and risky sexual

behavior (Durlak and Wells 1997, 1998; Durlak et al.

2011). Prevention programs can achieve positive outcomes
whether delivered during (Durlak et al. 2011; Wilson et al.

2001) or after (Eccles et al. 2003; Eccles and Templeton

2002; National Research Council and Institute of Medicine
2002) school; with more pronounced benefits for eco-

nomically disadvantaged youth (Durlak et al. 2010; Lauer

et al. 2006). The current review is informed by recent
efforts in children’s mental health to organize and manage

existing knowledge with a common elements approach to
service delivery in community settings.

Challenges to Dissemination and Implementation

Significant challenges in transporting evidence-based pro-

grams to community settings have been documented
extensively, most recently in the widely cited article by

Kazdin and Blase (2011). Often, evidence-based programs

developed under highly controlled conditions are neither
feasible for community providers nor sustainable with

community resources. These challenges are even more

pronounced in communities of poverty, where the potential
for impact is greatest and most urgent (Gager and Elias

1997). The majority of youth prevention programming has
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Mobile-Web Data Collection, Intervention, & 
Supervision

• Dimagi 
CommCare on 
mobiles, tablets, 
PCs

• Assessments, 
interactions, 
interventions, 
prompted & 
logged in real-
time
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Case Management Monitoring: Practice Elements
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“Content Areas”
Mobile-Web Case Management Monitoring



Frontline Workers Can Adapt to their 
Local Contexts & Individual Clients 

Foundation
al Skills

Content 
Tailoring

Local 
Adaptation

Cultural Tailoring
Ethnicity, Language,
Income, Education

Shared processes
Frame issue
Knowledge
Build skills
Remove barriers
Build social 
support

Domains  (e.g., Anxiety) 
Situations 

Entering a new school
Developmental 
challenges

Evidence-Based Practice Elements



Strengths Assessment: PrEP Barriers
• Strengths 

assessment captured 
baseline PrEP 
preferences, barriers, 
and experiences

• Context of HIV risk and 
PrEP opportunities 
also captured across 
multiple domains 
(healthcare, 
relationships, physical 
health, etc.)

[Participant] has heard of PrEP and wants to be on it but is 
worried that his medical information will be disclosed somehow to 
his mother since he is under her insurance and currently not out 
to her. [The participant said,] "I feel like if I get on PrEP there will 

be a way for her to find out. I don't know if it's super discreet." 
(PID: 110180030) 

[Participant] was on PrEP starting February 2019 and got off it 
once he started reading about potential side effects…now that 
he's in a monogamous relationship and they both got tested 

together he doesn't feel the need to be on it. (PID: 110660097)
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Strengths Assessment: Mental Health
• Strengths Assessment 

administered at first 
coaching session

• Descriptions, strengths, and 
challenges described for 6 
domains of functioning:
• Daily living, social 

relationships, physical health, 
healthcare, mental health, 
risks (sexual health and 
substance use)

• Strengths leveraged to reach 
health-related goals

“Realistically I have moments where I am down, but it has 
made me resilient and I’m able to bounce back.”  (Non-

Binary, pansexual participant, White, age 20, Los Angeles)

"Having my medication is a strength. But having it NOT work 
perfectly is also a strength because it has pushed me to 
develop tools for my mental being. If Zoloft was perfect, I 
wouldn't have discovered the techniques in managing my 

depression and anxiety. That alone also helps me help 
others in discovering their own techniques to manage their 
anxiety and depression." (Cisgender gay male, White, age 

20, Los Angeles)
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Goal Setting
• Participants set goals with coaches
• Coaches follow up on goal progress and problem-solve 
• 1 goal must be related to sexual health, others can be for other 

domains  

8/21/23 56

I did meet with [my coach] really consistently over the two years. My goal, my personal 
goals that we had set together basically were all having to do with securing very basic 
needs…[My coach] helped me navigate a lot of like youth services…(Youth Advisory 

Board Session 4)



Participants’ Goals: Diverse priorities

8/21/23 57

Healthcare

RelationshipsSchool

WorkFinancesHousing

Government Services

To reach out to friends at least 
once a week

To open a bank account and 
set-up direct deposit to save 

money

Apply to 10 job applications in 
the next two weeks and follow 

up.

Go to office hours for math 
and English

Finding a doctor to update 
immunizations

Participant would like to "get 
off the streets." He would like 
to secure housing for himself 

and his dogs.

Obtain her certificate of 
naturalization

Goals were made 
across a variety of 
domains including: 

Physical Health

Mental Health

Begin working out at home 2x 
a week

The participant would like to 
build coping skills for anxieties 

he experiences for trusting 
other people

Sexual Health

Wants PrEP before 
transferring to University in 

September

Substance Use

Limiting alcohol to every 2 
weekends
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Youth Advisory Board
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“…I really needed someone to keep me 
accountable to myself at that time in my life 
and [my coach] was my rock those first two 
years of being homeless…that was really 

special in that time in my life, because I felt 
like everybody who was important to me 

disappeared.” (YAB Session 4) 

“…I weigh the chance of getting HIV is 
more dangerous than the potential side 
effects. And so, in my instance, I do take 
PrEP…I use also the reasoning [that] I 

would probably get in a more monogamous 
relationship eventually in the future…And 

so I figured that my time on PrEP would be 
limited.” (YAB Session 9)

Coaching Intervention 
Feedback PrEP Discussions
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“I like studies that involve trans men, 
because a lot of them don't, so when I can 
be there and show up for my community, 

especially my masculine-identified 
community, I want to do that so there can 
be more studies. I mean we need that so 
other people can…look at [it] and make 

that decision [about PrEP use], because I 
was able to be a part of that.” (YAB 

Session 4)

“…you all have been doing an excellent job 
with including the community and getting-  

gathering feedback, and I've definitely seen 
you all’s evolution with, you know, keeping 
us, keeping the population, and their voice 

kind of centered and being open to 
feedback…It's been great to watch this 

develop.” (YAB Session 11)

Inclusion of trans masculine 
and gender-diverse youth Community Inclusion
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Conclusions
• PrEP Use

• Modest increases is PrEP use with Coaching + Peer Support + AMMI
• New and continued use over 12 to 20 months, but is it enough to bend the curve?

• How do the interventions function? 
• Peer Support – social norming, sharing experiences, demystifying
• Coaching – goal setting (personal & sexual health), navigation, follow-up
• AMMI – nudges, reminders (little emphasis on PrEP use
• Results support hypothesized synergistic effects

• Services Utilization
• Coaching, with & without Peer Support, supports referral, linkage, navig.
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Conclusions

• Need to address youths’ diverse needs and priorities with 
complementary interventions to support HIV prevention

• Rapidly adaptable and implementable “disruptive innovation” 
interventions can be efficacious
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Next Steps in Progress
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• Cost-Effectiveness analyses
• As-treated / post-hoc analyses

• Who did intervention work for or not?  
• Other outcomes for sub-groups?  Mental health, substance use, 

condom use?

• Intervention Innovations
• Chatbots – interactive AMMI, coaching scalability & consistency
• Implementation with real-world navigators, peer counselors, 

outreach workers?  Or “Direct-to-youth” with centralized staff?



CHIPTS EHE Supplement for 
Implementation Preparation
Implementation research project for scale-up of ATN 149 interventions 
for youth at-risk for HIV in LA

• Phase 1: Mixed Methods Data Collection and Networking
• Phase 2: Intervention Package Update, Implementation Strategy 

Development, & Type 2 Hybrid Implementation-Effectiveness Trial 
Preparation

Partners: 
• Friends Research Institute and Community Center in Hollywood
• TruEvolution in Riverside
• Loma Linda University Health’s Institute for Community Partnerships 

Interested in collaborating? Contact us! 
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Thank you to our team, youth & 
many more



Thank you!  Questions?  Collaboration?

dswendeman@mednet.ucla.edu
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