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1. Background
Description of the Condition

Globally, women and girls are exceptionally vulnerable to HIV infection. Although women
represent about half of all people living with HIV, in Sub-Saharan Africa where the
pandemic is concentrated, women comprise 59 percent of people living with HIV
infection (UNAIDS, 2008). Young women become susceptible to HIV at an early age —
in some areas the prevalence of infection among women between 15-24 years is more
than twice that of young men (Pettifor, Rees, et al., 2005; UNAIDS, 2008). Women living
in lower income countries are particularly at risk, as extreme poverty and other
structural factors such as gender inequities, lack of education, and violence reduce their
ability to control health outcomes or access HIV-related information and services
(Krishnan, et al., 2008).

HIV prevention efforts in women have been hampered by the generally disappointing
results of biomedical prevention trials. Candidate female-controlled biomedical
prevention strategies, such as cervical barriers and microbicides, have not yet shown
efficacy in randomized trials (Halpern, et al., 2008; Padian, et al., 2007; Peterson, et al.,
2007; Skoler-Karpoff, et al., 2008). Thus, prevention focuses mainly on male-controlled
prevention methods such as male circumcision and condoms. Male circumcision,
although highly effective at preventing female-to-male sexual transmission, has yet to
be shown to directly reduce women’s risk of infection (although reductions in HIV
prevalence will indirectly benefit women) (Turner, et al., 2007; M. Wawer, et al., 2008).
Male and female condoms are effective at preventing sexual transmission of HIV but
both require male partner knowledge and consent (French, et al., 2003; National
Institute of Allergy and Infectious Diseases, 2000). Finally, although improved diagnosis
and treatment of sexually transmitted infections (STI) may be an important strategy to
reduce HIV transmission and deleterious effects of other STIs (Grosskurth, et al., 1995),
women in the poorest parts of the world may not have access to or utilize sexual and
reproductive health services (Kiwanuka, et al., 2008). Thus, in the absence of an
effective vaccine or alternative female-controlled biomedical prevention method, HIV
prevention efforts for women currently focus on the mainstay of prevention strategies —
behavior change (Kalichman, 2008).

Description of the Intervention

Behavioral strategies to prevent the sexual transmission of HIV include programs that
aim to delay age of sexual debut, decrease the number of sexual partners and
concurrent partnerships, increase the proportion of protected sexual acts, increase
acceptance of voluntary counseling and testing (VCT), and improve adherence to
successful biomedical prevention strategies, such as condom use (Coates, Richter, &
Caceres, 2008). These interventions can focus on the individual, peer, couple, group,
family, institution, or the community. In addition, they vary widely in duration, intensity,
and delivery. In order to produce measureable population-level changes in HIV infection,
behavioral interventions need to produce change in enough people for a sufficient time
to impact transmission dynamics (Coates, et al., 2008). Behavioral interventions
targeting men who have sex with men (Herbst, et al., 2005), sexually transmitted
disease clinic patients (Crepaz, et al., 2007), heterosexual African Americans (Darbes,
Crepaz, lyles, Kennedy, & Rutherford, 2008), sexually experienced adolescents in the
United States (Mullen, Ramirez, Strouse, Hedges, & Sogolow, 2002), and people living
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with HIV (Crepaz, et al., 2006) are effective in reducing self-reported sexual risk
behaviors. In addition, meta-analytic reviews suggest that interventions that are
targeted to specific race or gender groups, include skills training, and that are based on
behavioral theory demonstrate efficacy, again, when measured by self-report (for review
of meta-analyses, see Noar 2008) (Noar, 2008).

Why Is It Important To Do This Review

Despite numerous behavior change interventions that have been evaluated since the
beginning of the HIV epidemic more than 25 years ago, there is a notable paucity of data
on the direct effect of such interventions on HIV incidence. Examining HIV infection as
the outcome in efficacy trials is critical for several reasons. Most obviously, because the
ultimate objective of such interventions is to prevent new HIV infections, evaluating the
effect on HIV incidence is the only way to measure program impact directly.
Furthermore, reported sexual behaviors can be subject to reporting and recall bias and
may be inconsistent with what is known about population-level HIV infection prevalence
(Lagarde, et al., 2001; Plummer, et al., 2004). Although greater resources are often
needed to conduct evaluation trials with HIV infection as the endpoint, they are generally
acceptable to study participants and have been utilized in several large randomized trails
of behavioral interventions (Cowan, et al., 2002; Kamali, et al., 2003; Kamb, et al.,
1998; Koblin, Chesney, & Coates, 2004).

2. Objectives

To date, no reviews have been conducted that summarize the effect of behavioral
interventions for HIV prevention in women and girls in the developing world. Recently,
the results of several large randomized trials of the effect of behavioral interventions on
HIV incidence have been published, the data from which now permit a more focused
review of these trials for HIV prevention in women (Gregson, et al., 2007; Jewkes, et al.,
2008; Pronyk, et al., 2006). Given the increased risk of HIV incidence among women
and girls (Krishnan, et al., 2008; Pettifor, Rees, et al., 2005; UNAIDS, 2008) our
objective is to systematically review and summarize behavioral change interventions to
prevent the sexual transmission of HIV among women and girls living in low- and
middle-income countries.

3. Methods
3.1 Criteria for considering studies for this review
Types of Studies
Eligible studies are those:
1) Published in 1990 or after;
2) Using randomized controlled designs (individual or community) or quasi-
experimental prospective designs with a control group;

3) Evaluating behavioral interventions focusing on sexual transmission of HIV;
4) Conducted in low- and middle-income countries as defined by the World Bank;



5)

6)

Conducted either entirely in women or reporting gender-stratified effect estimates
(either in the manuscript or shared by study authors); and

Reporting HIV incidence or cumulative risk in the intervention and comparison
arms or an overall relative measure of effect (e.g., incidence rate ratios (IRR),
risk ratios (RR)). Although effect estimates adjusted for confounders are
preferred, studies with only unadjusted (“crude”) estimates are eligible for
inclusion.

Trials will be excluded if they are:

1)
2)
3)
4)
5)

Conducted in men;

Conducted in high-income countries;

Pertain to intravenous transmission;

Pertain to prevention of mother-to-child transmission; or

Are inappropriate article types such as a reviews or commentaries.

There will be no language restrictions to the search. For example, three eligible studies

are:

1)

2)

3)

Jewkes R, Nduna M, Levin J, et al. Impact of stepping stones on incidence of HIV
and HSV-2 and sexual behaviour in rural South Africa: cluster randomised
controlled trial. Bmj. 2008;337:a506. This study evaluated the effect of the
Stepping Stones participatory learning approach on HIV prevention in South
Africa. There was no effect of the program on HIV incidence.

Pronyk PM, Hargreaves JR, Kim JC, et al. Effect of a structural intervention for the
prevention of intimate-partner violence and HIV in rural South Africa: a cluster
randomised trial. Lancet. Dec 2 2006;368(9551):1973-1983. This study, known
as “IMAGE”, evaluated the effect of a microfinance program combined with the
Sisters for Life (SFL) gender and HIV training program on HIV incidence. The
authors found no effect of the program on reducing HIV incidence in program
communities.

Patterson TL, Mausbach B, Lozada R, et al. Efficacy of a brief behavioral
intervention to promote condom use among female sex workers in Tijuana and
Ciudad Juarez, Mexico. Am J Public Health. Nov 2008;98(11):2051-2057. This
study evaluated the effect of Mujer Segura, an individual counseling program for
sex workers in Mexico to improve condom use. The authors found no effect on
HIV incidence.

Although qualitative research is critically important in the development, monitoring, and
evaluation of behavioral interventions to prevent HIV infection, we will not include
qualitative studies in our review.

Types of Participants

Studies must focus on women or girls living in low- and middle-income countries as
defined by the World Bank.

Types of Interventions

Studies must evaluate behavioral interventions to prevent the sexual transmission of
HIV. Behavioral strategies to prevent the sexual transmission of HIV include programs



that aim to delay age of sexual debut, decrease the number of sexual partners and
concurrent partnerships, increase the proportion of protected sexual acts, increase
acceptance of voluntary counseling and testing (VCT), and improve adherence to
successful biomedical prevention strategies, such as condom use (Coates, Richter, &
Caceres, 2008). These interventions can focus on the individual, peer, couple, group,
family, institution, or the community.

Types of Outcome Measures

Primary outcome. Eligible studies must report HIV incidence or cumulative risk in the
intervention and comparison arms or an overall relative measure of effect (e.g.,
incidence rate ratios (IRR), risk ratios (RR)). Although effect estimates adjusted for
confounders are preferred, studies with only unadjusted (“crude”) estimates are eligible
for inclusion.

Secondary outcomes. T o examine the effect of interventions across the causal chain, we
also will examine the effect of the interventions on incident STIs as well as the effect of
the interventions on HIV-related risk behavior such as number of partners and condom
use.

3.2 Search Methods for Identification of Studies
Electronic Searches
The following electronic databases will be searched for published data:
PubMed/MEDLINE
Psyclnfo

The Cochrane Library including the Cochrane Central Register of Controlled Trials
(CENTRAL)

Web of Science

Sociological Abstracts

National Library of Medicine Gateway

African Index Medicus

Regional Index for Latin America and the Caribbean (Virtual Health Library)

IndMed (the regional database for Indian biomedical journals)

Reference Lists

We will conduct a cited reference search with key articles and review scanned reference
lists of eligible articles and reviews.



Hand-searching journals

We will not hand-search journals for this review.

Grey Literature

Unpublished data will be located by searching the following sources:
Current Controlled Trials Register
The International Clinical Trials Registry Platform Search Portal
clinicaltrials.gov
Computer Retrieval of Information on Scientific Projects (CRISP)
Conference on Retroviruses and Opportunistic Infections Abstracts
International Society for Sexually Transmitted Disease Research Annual Meetings
International AIDS Society Annual Meetings

We will consult will HIV prevention experts to ensure that we have not missed any
relevant articles. We will also contact study authors for additional information about
potentially eligible trials (including effect estimates among women) (Gregson, et al.,
2007; Kamali, et al., 2003).

We will develop a customized search strategy for each database relying on the
database’s controlled vocabulary or index (e.g., medical subject headings (MeSH)) or
free text terms. In most cases, search strategies will combine terms for (1) HIV
infection, (2) behavior or counseling, (3) prevention, and (4) study design restrictions
(randomized controlled designs or quasi-experimental). In PubMed/MEDLINE, we will
search for clinical trials using an adapted version of Cochrane’s “Highly Sensitive Search
Strategy” for identifying randomized controlled trials (The Cochrane Collaboration,
2008). A detailed description of the search strategy, including keywords, is presented in
the Appendix.

Relevance decisions will be made on an iterative basis. For example, titles will first be
sorted to eliminate obviously ineligible studies, such as those conducted entirely in men.
A second filtering process will involve reviewing abstracts of the remaining reports, with
special attention placed on identifying the design of the study, country(s) of
implementation, and biological outcomes. Abstracts will be specifically searched for
mention of a behavioral intervention tested against a control intervention with biological
outcomes. Report of any sexually transmitted disease outcome in the abstract such as
incident gonorrhea or Chlamydia infections will automatically warrant a full length review
of the article to determine if HIV testing was conducted. We will conduct a detailed
manual review of full length articles © determine eligibility. Repeated cross-sectional
studies (Pettifor, Kleinschmidt, et al., 2005) or studies only reporting prevalence are not
considered eligible (The Voluntary HIV-1 Counseling and Testing Efficacy Study Group,
2000).



3.3 Data Collection and Analysis
Selection of Studies

This systematic review will include studies that report the effect of behavioral change
interventions to prevent the sexual transmission of HIV among women and girls living in
low- and middle-income countries. Only randomized controlled trials (individual or
community) or quasi-experimental designs are eligible for inclusion. Studies that use
random allocation of treatment minimize selection bias and reduce confounding by
creating a comparison group similar to the treatment group except for the treatment of
interest (the “counterfactual” group). In the case of HIV prevention trials, some trials
randomly allocate individuals (Patterson, et al., 2006) and others randomly allocate
communities or other clusters (Pronyk, et al., 2006). Although both studies measure HIV
incidence as an outcome, cluster randomized trials are often measuring HIV incidence in
the community at large, rather than among participants in a particular program.

Quasi-experimental designs are also eligible for inclusion. These study designs (such as
difference-in-difference, regression discontinuity, or propensity score matching) attempt
to simulate a counterfactual group through analysis techniques. Prospective cohort
designs with a comparison group are eligible, although the treatment is not randomly
allocated. Given the potential for variability in trial design, we will pay special attention
to methodological quality in the data abstraction and analysis phase to ensure
comparability of results across studies.

The measurement of HIV incidence is an inclusion criterion. Eligible reports must report
HIV incidence or cumulative risk in the intervention and comparison arms or an overall
relative measure of effect (e.g., incidence rate ratios (IRR), risk ratios (RR)). Although
effect estimates adjusted for confounders are preferred, studies with only unadjusted
(“crude”) estimates are eligible for inclusion given the small number of expected studies.

Sexual behavior (e.g., condom use) is an important outcome on the causal pathway and
we will abstract all data on behavior when it is available. It is expected that the types
and definitions of behavior change will vary widely from report to report and this will
limit comparison across studies. For example, some studies measure condom use at last
seXx, whereas others measure condom use over a time period with a Likert scale
(“always”, “sometimes”, “never”). For this reason, it is unlikely that we will be able to
compare behavioral change outcomes across studies in a quantitative fashion.

Similarly, sexually transmitted infections (STI) may be on the causal pathway between
behavior change and HIV acquisition (although rigorous randomized controlled trials
evaluating the effect of STI treatment for HIV prevention have had mixed results with
the majority showing no effect on HIV incidence (Celum, et al., 2008; Celum, et al.,
2009; Ghys, et al., 2001; Gregson, et al., 2007; Grosskurth, et al., 1995; Kamali, et al.,
2003; Kaul, et al., 2004; Watson-Jones, et al., 2008; M. J. Wawer, et al., 1999)).
Furthermore, modeling studies have suggested that behavioral strategies may have
different impacts on HIV and STIs — reducing the number of partners may be more
important for highly-infectious STIs such as gonorrhea, whereas condom use may be
more effective than reducing the number of partners at reducing HIV transmission risk
(Pinkerton, Layde, DiFranceisco, & Chesson, 2003). Nevertheless, STl outcomes are
often measured in addition to HIV outcomes, and for completeness, we will abstract STI
outcomes reported in any eligible report.



For both secondary outcomes (behavior change and STIs), it is important to note that
our review will not include all studies of behavioral interventions for women and girls in
lower income countries with these two outcomes — only those that measured the effect
on HIV incidence will be included. In other words, our review will have a biased sample
of studies that measure the effect of behavioral interventions on behavior and (non-HIV)
STIs. As we are selecting on the measurement of HIV incidence, attempting to estimate
a single effect estimate on behavior change and STIs would be inappropriate. Thus,
quantitative summary measure of effects will only be considered for HIV outcomes (see
Statistical Procedures and Conventions).

Data Abstraction and Management

Data Abstraction. For each eligible article or abstract, a single investigator (S.M.) will
abstract the most adjusted measure of effect on the primary outcome of HIV incidence
(e.g., IRR, RR). In cases where only the incidence rates in each study arm are
presented, we will compute IRRs and 95% confidence intervals using standard methods
(K. Rothman, 2002). Although the incidence rate ratio is the preferred measure of effect;
we are aware of at least one study which reports a RR (Doyle, et al., 2009; Pronyk, et
al., 2006), which we assume will approximate the IRR given the rarity of the outcome
and that the “exposure” to the intervention should only negligibly affect the person-time
at risk (K. J. Rothman & Greenland, 1998). Alternatively, if the exposure did affect the
average time at risk, we would expect the RR to be closer to the null than the IRR in
which case the RR would be more conservative (K. J. Rothman & Greenland, 1998).
Studies which only report HIV prevalence will not be included. Of course, the final
determination of which measures of effect to include will be made based on the studies
determined eligible for the review.

We also will examine the effect of the interventions on incident STIs as secondary
outcomes as well as the effect of the interventions on HIV-related risk behavior such as
number of partners and condom use. In cases where multiple behavioral measurements
were assessed in a single study over time, we will examine the effect with the longest
follow-up period. As mentioned above, although we consider behavior change and STls
to be secondary outcomes, we expect wide variability in terms of definitions,
measurement time periods, and which studies report this information (see Criteria for
Determination of Independent Findings, above).

We will also abstract data including trial year, location, and population as well as details
about the intervention (e.g., type, length, audience, behavioral theory (if specified), and
nature of the control group). A list of information to be abstracted is provided below:



Author - Whether control group received an
Publication year attenuated version of the main
Study years intervention (e.g. condom promotion)
Study type (e.g., individual RCT) - Allocation method

Study design - Participation rate

Study population - Retention rate

Population age - Whether study was powered for HIV
Location incidence

Follow-up period - HIV incidence in all study arms
Number of participants - Measure of effect

Number of women participants - 95% confidence intervals

Percent of women participants - Whether analysis was multivariable
Intervention details, including unit of | - Whether analysis was intent-to-treat
delivery (e.g. couples, families) - Effect on behavior (abstracted
Intervention duration information varies by study)
Behavioral theories guiding work - Effect on STIs (abstracted
Control group details information varies by study)

3.4 Assessment of Risk of Bias in Included Studies

We will assess trial quality using a “component approach” after completion of the
literature search; to prevent exclusion of potentially valid information study quality will
not be part of the inclusion criteria (Egger, Smith, & Altman, 2001). We will assess
dimensions of internal validity such as allocation method, type of control group,
participation rate, attrition bias, and type and appropriateness of statistical analyses
(e.g., intent to treat). We will also consider the role of selection bias for each study.

3.5 Measures of Treatment Effect

The primary outcome of interest is HIV incidence which can be presented as an incidence
per trials arm a risk ratio (RR), or an incidence rate ratio (IRR). In cases where only the
incidence rates in each study arm are presented, we will compute IRRs and 95%
confidence intervals using standard methods (K. Rothman, 2002). Although the
incidence rate ratio is the preferred measure of effect; we are aware of at least one
study which reports a RR (Doyle, et al., 2009; Pronyk, et al., 2006), which we assume
will approximate the IRR (see above). Studies which only report HIV prevalence will not
be included. Of course, the final determination of which measures of effect to include will
be made based on the studies determined eligible for the review.

3.6 Unit of Analysis Issues

The unit of analysis may the individual, family, community, or other cluster. We will not
restrict the review to studies with a particular unit of analysis. Based on our preliminary
search of the literature, we expect many trials of behavioral interventions for HIV
prevention to be community randomized trials.




3.7 Dealing with Missing Data

Although we consider behavior change and STls to be secondary outcomes, we expect
wide variability in terms of definitions, measurement time periods, and which studies
report this information. We therefore expect there to be a lot of missing data for these
outcomes which will determine the level of quantitative synthesis we are able to do.

In terms of other pieces of information which we will collect (see list above), we do not
expect there to be significant amounts of missing information as these are standard
information to report in HIV prevention trials. If there are pieces missing, we will contact
study authors to for this information as well as secondary analysis reports using the
same dataset.

Our approach to handling missing data will be consistent with recommendations from
Cochrane which include:

Making explicit the assumptions of any methods used to cope with missing data:
for example, that the data are assumed missing at random, or that missing
values were assumed to have a particular value such as a poor outcome.

Performing sensitivity analyses to assess how sensitive results are to reasonable
changes in the assumptions that are made.

Addressing the potential impact of missing data on the findings of the review.

3.8 Data Synthesis

Data will be abstracted into a Microsoft Excel file. Subsequent data analysis will be
conducted in Excel and STATA software (StataCorp, College Station, TX, USA).

Based on substantive knowledge of the area, we anticipate that few studies will meet the
inclusion criteria and that the study populations and interventions will be substantially
variable. Studies must share a common quantitative footing for pooled measures to have
meaning, so our analysis strategy will be iterative based on aspects of our findings, such
as:

The number of studies meeting the inclusion criteria,

The types and variability of study populations (e.g., sex workers, adolescents),
Homogeneity of follow-up periods,

Intervention types,

Homogeneity of study quality, and

Study design types (e.g., individually randomized trials, longitudinal cohort
studies).

As mentioned above, quantitative analysis will only be considered for the primary
outcome of HIV incidence, as the review sample of reports with STl and behavioral
outcomes are only a subset of the universe of studies with STI and behavioral outcomes
(see Criteria for Determination of Independent Findings, above).

10



Subgroup Analysis and Investigation of Heterogeneity

If quantitative analysis is appropriate (based on qualitative assessment, substantive
knowledge, statistical tests for effect homogeneity with Cochran’s Q test statistic, and
the potential for publication bias), we will present incidence rate ratios of HIV infection in
a forest plot, along with the summary pooled incidence rate ratio. Other measures of
effect (for example, the relative risk) will be considered based on information available in
the reports. We will use random-effects models to weigh intervention effects across
studies or within each study design or analysis category, using stratified homogeneity
tests to examine the consistency of estimates within categories. Second, we will conduct
a series of univariable and multivariable random-effects meta-regression analyses, each
with the HIV incidence rate ratio as the dependent variable and study design or analysis
feature(s) as the independent variable(s).

If we choose not to proceed with a quantitative synthesis of results, we will adopt a
systematic approach to presentation of the results, discussing both significant and non-
significant results and presenting the same information from each study. We will present
descriptive information about each unique intervention as well as a forest plot of
measures of effect (without a pooled estimate).

In either case, our final report will include a detailed narrative report about each trial
and intervention, its effect on HIV infection, trial quality, and effect on secondary
outcomes.

3.9 Plans for Updating the Review

The review will be updated after initial comments from internal and external review
(December 2009 — January 2010). We have also established automatic updates for the
review in PubMed/MEDLINE, so any new articles generated from our search string will be
automatically emailed to us weekly.

4. Timeframe

Searches for published and unpublished studies 2/2009 — 4/2009
Relevance assessments 3/2009 — 5/2009
Pilot testing of study codes and data collection 4/2009

Extraction of data from research reports 4/2009 — 6/2009

Presentation of initial findings at Impact Evaluation meeting in Cairo  3/2009 — 4/2009

Statistical Analysis 6/2009 — 7/2009
Preparation of report 6/2009—11/2009
Report revisions 11/2009—2/2010
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8. Appendix

PubMed/MEDLINE Search Strategy. In most cases, search strategies will combine terms
for (1) HIV infection, (2) behavior or counseling, (3) prevention, and (4) study design
restrictions (randomized controlled designs or quasi-experimental). In PubMed/MEDLINE,
we will search for clinical trials using an adapted version of Cochrane’s “Highly Sensitive
Search Strategy” for identifying randomized controlled trials (The Cochrane
Collaboration, 2008). The search will be conducted with advice from a reference librarian
at the University of California, Berkeley.

We will evaluate the following (MeSH) search terms for PubMed (in addition to other
keywords identified during the search):

Adolescent

Adult

HIV Infections/prevention & control
Incidence

Unsafe Sex/prevention & control*
Safe Sex

HIV Infections/psychology

Health education

Health Knowledge, Attitudes, Practice
HIV Infections/transmission
Risk-Taking

Sexual Behavior

Behavior Therapy/methods*

Sexually Transmitted Diseases/prevention & control*
Health Education/methods

Prospective Studies

We will consider the use of free text terms such as:
HIV Infections
HIV

Human Immunodeficiency Virus
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AIDS

Acquired Immune Deficiency Syndrome
Behavior

Counseling

Unsafe sex

Risk behavior

Prevention and control

Prevention

Primary prevention

Cohort study

We will use the Cochrane Collaboration’s Highly Sensitive Search Strategy for identifying
randomized controlled trials in PubMed/MEDLINE:

1. randomized controlled trial [pt]

2. controlled clinical trial [pt]

3. randomized [tiab]

4. placebo [tiab]

5. clinical trials as topic [mesh: noexp]

6. randomly [tiab]

7. trial [ti]

8. #1 or #2 or #3 or #4 or #5 or #6 or #7

9. animals [mh] not (humans [mh] and 10. animals [mh])
11. #8 not #9

Our search strategy will likely combine MeSH and free text terms for HIV infection (for
example, “HIV Infections OR HIV OR Human Immunodeficiency Virus OR AIDS or
Acquired Immune Deficiency Syndrome”), behavior or counseling interventions
(“Behavior OR health education OR Health knowledge, attitudes, practice OR Counseling
OR unsafe sex OR risk behavior”), prevention (“Prevention and control [sh] OR
prevention OR primary prevention”) and study design types. We will limit the search to
1990 or afterward.

Cochrane Central Register of Controlled Trials (CENT RAL) Search Strategy. We will use a
similar strategy to search CENTRAL. CENTRAL includes files that will be indexed by MeSH
terms (those studies also indexed in PUbMED) and studies that are only indexed by free
text terms (such as those indexed in EMBASE). Since all of the studies in CENTRAL are
clinical trials, we will not need to limit the search by study design.

As a starting place, we will employ the same search string as used in PubMed (for
example, combining terms HIV infection, behavior or counseling interventions, and
prevention). An example search strategy might be:
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1. HIV Infections OR HIV OR Human Immunodeficiency Virus OR AIDS or
Acquired Immune Deficiency Syndrome

2. Behavior OR health education OR Health knowledge, attitudes, practice OR
Counseling OR unsafe sex OR risk behavior

Prevention OR primary prevention
4. #1 AND #2 AND #3

w

We will also evaluate other terms for inclusion in the strategy, and examine the number
and quality of “hits” using individual search sequences listed above. The search strategy
for other databases will be constructed in a similar way and will be based either on the
database’s index system or on free text terms.
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