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Foreword

et
Loyt
A

ne of the Centers for Disease Control and

Prevention’s top priorities is preventing HIV trans-

mission among people 25 and younger because this
group now accounts for half of all new HIV infections. Na-
tionwide, countless community-’based organizations (CBOs),
AIDS service organizations (ASOs), faith-based AIDS minis-
tries, HIV Prevention Community Planning Groups, state and
local health and education dep‘aytments, other federal agen-
cies, and national organizations shar'e this goal. Some are
already using various aspects of social marketing in HIV and
sexually transmitted disease (STD) prevention programs, drug
use prevention programs, and other public' health efforts.
Many HIV Prevention Community Planning Groups, in par-
ticular, have used key elements of social marketing in devel-
oping their plans. They“have used epidemiologic and demo-
graphic data — combined with in;formatvi‘on about possible
audiences gleaned through focus groups, individual inter-
views, and other means, t0'bd‘eﬁne‘pri0rity groups and their
needs and to guide decisions’a’bovu‘t interventions. What social
marketing offers these groups a,nd“others is a new perspective
and a systematicway-'tlo design, deliver, and evaluate preven-
tion programs. that are focused. o‘rf}‘b;‘e‘havioral goals.

This document is designed for a wide-ranging audience of
those responsible for H’I‘V:“preventionv programs for young
people. It was written to help organizations develop, deliver,
and evaluate interventions'hy:-i . -

1 increasing understanding’of the principles and processes
of social marketing to reinforce or change behaviors to
prevent HIV infection;
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B providing a framework for creating, carrying out, and
evaluating effective social marketing-based HIV preven-

tion programs in community settings; and

1 describing CDC’s Prevention Marketing Initiative (PMI)
and other interventions based on social marketing.

This document is divided into two parts. The first section
describes social marketing — its key elements, real-life
applications, benefits — and illustrates its principles with
sketches of successful programs.

The second section lays out community guidelines for imple-
menting social marketing-based HIV prevention programs.
The recommendations in this section were developed by
CDC and the Prevention Collaborative, an alliance of local,
state, regional, and national public- and private-sector orga-
nizations working to prevent HIV transmission. On March
3—4, 1994, the Prevention Collaborative met in Washington,
DC, to begin the process of developing these guidelines.
Young people, both staff and constituents of member organi-
zations, are an integral part of the Collaborative and of the
development of these guidelines. At the March 3-4 meeting,
attendees were asked to develop recommendations in five
key areas:

1 research and evaluation;

I linkage and integration with existing health, education,

and social services agencies;
1 coalition building;
B health communications; and
I community implementation.

Working groups were created to focus on each of these five
topics. Additionally, the young adults formed an ad hoc group
to discuss these five issues as well as other priorities, needs,
concerns, and questions for HIV prevention and education
focusing on young people.

2
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A complete list of current Prevention Collaborative members
is in Appendix A. Also included is a list of the Guidelines
Working Group, which was nominated by the whole Preven-
tion Collaborative to help develop this document, and the
Resource Working Group, a team of state and community
representatives involved with HIV Prevention Community
Planning, who assisted in assuring the applicability of these
guidelines in that setting. (For more information on applying
social marketing within the context of HIV Prevention Com-
munity Planning, see Appendix B.) These two groups met in
Washington, DC, on August 29, 1994, to refine a draft of this
document and to develop additional recommendations for
community-based social marketing programs.

This primer is one of the first steps in CDC’s efforts to pro-
vide information and guidance on social marketing to HIV
prevention program planners. More detailed technical assis-
tance will be available in 1995 and beyond. CDC is working
with the Prevention Collaborative and HIV Prevention Com-
munity Planning participants to define and develop that
technical assistance and will incorporate findings and in-
sights from the PMI local demonstration sites, five commu-
nity projects that are applying prevention marketing in real
life at the local level. (For more information on PMI and the
local demonstration projects, see Appendix C.)

Applying Prevention Marketing
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What Is the Prevention Marketing Initiative?

CDC’s Prevention Marketing Initiative is a multi-level program that includes national activities
(such as public service announcements and other television programming) and local activities
to help communities improve the effectiveness of their HIV prevention programs through social
marketing. In its first phase, begun in 1994, PMI focuses on preventing the sexual transmission
of HIV among young people 18-25.

PMI is based on social marketing. A program funded in 1987 by the U.S. Agency for Interna-
tional Development (USAID) called AIDSCOM (AIDS Public Health Communication Project)
demonstrated how social marketing can be used in HIV prevention. AIDSCOM contributed to
the field of social marketing by adding strong behavioral science to program planning. Behav-
ioral science examines people’s behaviors in depth — who’s doing what, with whom, where,
when, how, and how often. Most importantly, behavioral science tells us why people behave as
they do — what their knowledge is, what their skills are, what their beliefs are, what their
attitudes are, and what motivates them. Knowledge, skills, attitudes, and beliefs combine to
result in behavior, all of which is illaminated by behavioral science. AIDSCOM integrated
program planning, social marketing, and behavioral and social sciences. PMI has capitalized on
that experience.

. In addition to social marketing and behavioral science, prevention marketing relies on a third

critical component: community participation and action. Social marketing has always relied on
target audience input for program materials — through focus groups, surveys, and other means.
The community participation and action component is more than that. Prevention marketing
relies on broad community mobilization and action to design, develop, deliver, and evaluate
programs. It has as its foundation this belief: Communities are experts in what their needs are,
and, when equipped with supportive resources, are the best people to address those needs. Work-
ing with specialists in the sciences of behavior and communications, communities can best develop
their own HIV prevention programs.

Prevention marketing is CDC’s “brand” of social marketing. Prevention marketing adds impor-
tant qualities to social marketing with its emphasis on behavioral science and community
participation and action. A key part of community mobilization is issues management, which
systematically ensures that the media carry needed messages and information to audiences,
including gatekeepers and other influentials. Competing, conflicting, and misunderstood
messages can cripple community participation. Prevention marketing depends on constituents
understanding issues and acting on them.

Prevention marketing is not a short-term solution. It’s a long-term commitment — because
changing and sustaining people’s behavior is not accomplished overnight but over time.

For more information on PMI, see Appendix C.

Science Marketing
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A Rationale for New

Approaches

Information Is Not

Enough

ccurate information about AIDS is critical to halting

its spread. In the epidemic’s early days, most preven-

tion programs focused on
giving people the facts about AIDS
and HIV — what the disease is, how
it’s spread, what people can do to

keep themselves safe.

But, as many people knew all along,
information is not enough. Now,
almost everyone knows the basic
facts about HIV and its transmission.
People need more than facts — they
need support in changing behaviors

that put them at risk.

Approximately 80,000 new HIV
infections still occur every year
among men, women, and children in
the U.S. The CDC estimates that
about a million Americans are in-
fected with HIV, and many don’t
know they’re infected. The median

age of infection continues to decline,

AIDS cases in the U.S. population are
still on the rise among young adults

AIDS cases are increasing much more rapidly among Americans
born in 1960 or later.

5000 —— e Total
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as shown in the graph on the previous page. It is estimated
that, by 1991, one of every four newly infected people was
younger than 22 at the time he or she became infected. AIDS
is now the leading cause of death among 25-42 year olds.
Men who have sex with men account for approximately 43%
of people with AIDS in America. New HIV infections and
AIDS are increasingly reported among women and people
who are racial/ethnic minorities. As the epidemic spreads to
new populations, prevention programs must respond to new
needs and perceptions with new ways of communicating,
new messages, and new understanding.

6 Applying Prevention Marketing



Social Marketing
Focuses on the
Audience

Applying Proven Private-Sector
Marketing Techniques to Health

Social marketing uses many of the tools of private-sector
marketing — chiefly, intensive audience research — to guide
program development and delivery. But instead of selling a
product, like a car or detergent, a social marketing-based
program “sells” behaviors that benefit both the individual
and society. In the case of HIV prevention, behaviors could
include...

choosing not to engage in sexual activity,
abstaining from penetrative sex,
not using unclean needles, or
using condoms.

Over the past 40 years, social marketing interventions to
discourage smoking, promote seatbelt use, and prevent heart
disease have shown that tailored messages delivered through
credible channels and bolstered by appropriate support
services can change people’s health behaviors.

Social marketing’s successes are the result of much more than
just mass media, public service announcements, or advertising
campaigns. Social marketing has three key features:

1 thoroughly understanding how and why “consumer seg-
ments” (target audiences) behave as they do;

Social Marketing
in Action

0 Inthe U.S., the National Cancer
Institute used a social marketing
campaign focusing on African-
American women to increase early
detection of breast cancer. The
number of Black women who got
mammograms rose from 28% in
1987 to 62% in 1992.

0 The National Heart, Lung, and
Blood Institute has used social
marketing to guide a 22-year-long
multi-dimensional campaign to de-
crease unfreated high blood pres-
sure. As a result, more than 95%
of Americans have their blood pres-
sure checked at least yearly, an in-
crease of more than 40% since the
campaign began.

8 A social marketing program in
the Eastern Caribbean targeted
sexually active youth and their par-
ents with messages centered on
sexual responsibility and family
communication. The comprehen-
sive campaign reached more than
90% of the target audience. It re-
sulted in a significant increase in
the number of people who thought
parents and teens must talk about
sexual responsibility. The cam-
paign also triggered a sharp in-
crease in the number of people who
said they beligved their partners
wanted to use condoms and who
believed that their friends used con-
doms.

Applying Prevention Marketing 7



Social Marketing
in Action

N /nGhana, a comprehensive AIDS
prevention program was developed
using social marketing processes.
The intervention used television and
radio spots, comic books, key rings,
T-shirts, a school outreach program
including movies, discussions in
popular TV and radio series, and
articles in news media. A key mes-
sage was HIV's incubation period;
another was about safer sex. The
campaign had these results: More
than half of the hard-to-reach rural
male population was reached; the
number of people who understood
HIV's incubation period increased by
almost 20%, sexual activity de-
creased significantly among youth;
and sexually active men reduced
their number of sexual partners.

1 Inthe U.S., complete social mar-
keting programs have not been ex-
tensively applied ta HIV prevention
efforts. CDC's Prevention Market-
ing Initiative is based on social mar-
keting, and is posting some prom-
ising results in its first year. (For
more information on PMI, see page
4.) Community-based programs
that choose to use social market-
ing in their prevention efforts will
be at the cutting edge of applying
this tool to prevent HIV infection.

1 According to the World Health
Organization, vigorous AIDS aware-
ness and condom promotion cam-
paigns have been conducted in
Vanuatu, a republic comprising 82
Pacific islands between Fiji and New
Caledonia. Field workers hired by the
Department of Health ensured that
pharmacies, stores, markets, night-
clubs, bars, hotels, and other sites
had a ready supply of condoms. The
national AIDS program developed
billboard messages in Bislama, a
common language that is a form of
Pidgin. The estimated 150,000 in-
habitants of Vanuatu speak 115 dis-
tinct Melanesian languages.

B creating beneficial exchange relationships (exchanging an
unhealthy behavior for a healthy one to get some perceived
benefit) to influence those behaviors; and

0 sirategically managing prevention programs by continu-
ously monitoring and altering interventions as needed to
stay relevant to targeted audiences.

The Audience, The Audience,
The Audience

“What are the three most important things in selling a
house?” goes an old saying in real estate. The answer: “Lo-
cation, location, location.”

What’s the most important thing in a successful social market-
ing program? “The audience, the audience, the audience.”

Social marketing and behavioral science study what influences
and motivates certain behaviors among groups of people. Only
then are strategies to affect those behaviors — either to change

or sustain them over time — designed and implemented.

Virtually all program decisions are therefore based on audi-
ence research. Any behavior is viewed as a choice among
many competing options. The program planner’s task is to
know why a certain option is more compelling to people than
other options, and then to design prevention programs that
use the concept of beneficial exchange to increase the appeal
of the desired behavior or decrease the appeal of the undesir-
able behavior.

How Do We Get To Know An Audience?

Perhaps more than any health challenge of the last several
decades, preventing infection with HIV and other STDs

requires an understanding of some of the most complex and

8 Applying Prevention Marketing



intimate human behaviors. Social marketing places tremen-
dous emphasis on knowing as much as possible about tar-
geted audiences and their behaviors and what determines
those behaviors. It uses a variety of measures to get that
knowledge. This process is often called formative research,
because it forms the basis of the program plan. (For more
information on formative research, see page 42.)

People analyze various kinds of data as part of formative
research, including information in the following areas.

Epidemiology

Epidemiology — the science of disease patterns — gives
program planners information about the people affected by a
given health problem. In HIV prevention, epidemiology gives
us invaluable information about:

1 Seroprevalence: Who is infected with HIV? How did they
get infected? What does this tell us about prevention
objectives?

1 Incidence of HIV Infection and AIDS: What is the num-
ber of new infections or new diagnoses of AIDS in given
groups? What does this tell us about where we might
want to concentrate our prevention efforts?

1 Prevalence of AIDS: How many people within a given
group already have AIDS? What does this tell us about
how the disease has progressed in the past? How it might
progress in the future? What about the relative risk for
people within the group to continue to spread infection?

1 Surrogate Indicators: The incidence and prevalence of
STDs, teen pregnancies, drug use, etc., can reveal key
information about populations at risk for HIV infection.

Applying Prevention Marketing



Demographics
Demographic data give program planners information about
target audiences’ characteristics, including:

1 race/ethnicity 1 sexual orientation
B where they live 1 religion
B how old they are B marital status
I education level 1 income.
Spheres of Influence Psychographics
Psychographics adds to the picture by contributing informa-
tion about:

Social
hobbies caregivers

internet family work
Target \
' ports
school § A udience
peers
health
care faith

providers community

Networks

I  what the targeted audience’s hopes and fears are

I what they do for work and recreation — where they
spend their time, what’s fun to them

Systems 1 how they view themselves in the world

I who they associate with — their peers, people whose
opinions they value

I whether they are innovators — willing to try new prod-
ucts, roles, activities, ideas, etc.

I what their social norms are — what they and their peers
find valuable, believable, useful, worthwhile

I what their dreams are.

Psychographics gives program developers detailed informa-
tion about the spheres of influence that affect the target
audience and its behavior.

Media habits and other lifestyle factors

To begin narrowing the prospects for channels of communi-
cation, program planners gather information about the target
audience’s media habits and other lifestyle factors:

I what they watch
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I what they listen to

I what they read

I how often they watch, listen, or read

I how much and how long

1 where

I when

B other ways they get information

1 what their behaviors as consumers are.
KABBs or KAPs

Knowledge/skills, attitudes, beliefs, and behavior surveys (or

knowledge/skills, attitudes, and practice surveys) are at the

heart of knowing the target audience.

Knowledge/Skills: Program planners need to understand
without a doubt what a target audience knows about
program-specific topics. For example, what does the
target audience know about using latex condoms versus

natural membrane condoms to prevent transmission of

HIV and other STDs? Do they know whether precum (pre
ejaculate) is risky? What about double-bagging (using
two condoms at once)? And so on. Skills are also critical.
Can those in the target audience negotiate safer sex with
a new partner? With a long-time partner? Do they put
condoms on correctly? Can they correctly withdraw from
a partner after ejaculation?

Attitudes: For example, how does the target audience
feel about abstaining from or delaying sexual activity?
Does “holding out” indicate they don’t love their boy-
friend or girlfriend? Does being a virgin mean you’re
cool, or does it mean you’re a prude, or doesn’t it matter
one way or the other? If a girl has sex, is she “trashy”? If a
boy has sex, is he “just being a boy”?

Applying Prevention Marketing
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1 Beliefs: For example, what does the target audience
believe about condoms? That they have holes that let
sperm and HIV through? That nothing’s guaranteed
100%, so why bother? That condoms ruin the fun? That
they reduce pleasure and spontaneity? What do they
believe about sexual activity? That they are committing a
sin if they have sex before they marry? That having a
baby shows you’re a grownup? That “having sex” means
penetrative penile-vaginal intercourse, but doesn’t in-
clude other sexual activities?

I Behaviors: What behaviors result from the target
audience’s knowledge, skills, attitudes, and beliefs? How
many of them are already using condoms consistently and
correctly? How many have tried condoms? How many have
never used condoms? How many are abstaining from
sexual activity? How many practice serial monogamy?

Epidemiologic and demographic information are generally
available from the local or state health department — but you
should be prepared to gather data at the community level.
Much of the a\;ailable information may not be broken down
into small enough units — by block, or census track, or zip
code, for example — to really give you a detailed picture of
your target audience.

Information about a target audience’s psychographic profile,
media habits and other lifestyle factors, and their knowledge,
attitudes, beliefs, and behaviors can be found in databases
managed by Arbitron, The Roper Center/Institute for Social
Inquiry, Mediamark Research, Inc. (MRl), Simmons Market
Research Bureau (SMRB), and Yankelovich Partners, Inc.,
among others. These databases and other information are
available in many public and university library research
sections, through university marketing departments, and
through most advertising agencies. In addition, often the
major daily newspaper or radio and TV stations will have
detailed data on demographic and psychographic character-

12
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istics of the community, usually available through their
advertising department and supplied to potential advertisers.
Local and state governments and the U.S. Census Bureau and
Government Printing Office are other potential sources of
information. Program planners can enhance existing infor-
mation through surveys, focus groups, research studies, or
other means.

Four Models of Understanding
Human Behavior - Highlights

Prevention marketing is about understanding the target
audience’s behavior — what motivates it, changes it, and
sustains it, what the barriers and facilitators are to healthy
behaviors, and so on — and developing programs that influ-
ence those behaviors. Since the beginning of the AIDS epi-
demic, four behavioral models have been most often used to
discuss HIV-related behavior: the health belief model, social
learning theory, the theory of reasoned action, and the
transtheoretical model. These models have common ele-
ments, as you’ll see in the brief descriptions below. PMI is
based predominantly on social learning theory and the
transtheoretical model.

The Health Belief Model assumes that people’s health
behaviors are caused by four key health beliefs:

perceived personal susceptibility or vulnerability;
perceived severity of the condition;

perceived efficacy of the behavior in dealing with the
condition; and

perceived barriers to the behavior.

For example, a young woman, Kimba, might not perceive
herself to be at risk for HIV infection because she doesn’t

have penetrative intercourse and she and her friends, includ-

Applying Prevention Marketing
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ing her boyfriend, aren’t “the type” to be HIV positive. Kimba
feels AIDS is a terrible disease and would not want to have it.
She feels her behavior — not having penetrative intercourse
— is an effective strategy for preventing HIV infection. How-
ever, her boyfriend, Martin, is pressuring her to have penetra-
tive intercourse and indicates he may find another girlfriend if
she doesn’t, and, besides, many of her friends have said they
are sexually active and engage in penetrative intercourse.

These four beliefs, combined with other characteristics like
Kimba’s gender, age, culture, etc., together create a readiness
to act. In this case, the action she might take — without a
prevention program to intervene — might well be to have
unprotected penetrative intercourse with Martin. In develop-
ing an intervention, program planners would need to know
things such as which of the four factors has the most effect
on her behavior and which is most likely to change. For
example, programmers wouldn’t want to spend a lot of time
and energy seeking to convince Kimba that AIDS is a terrible
disease. She already believes that. They wouldn’t want to try
to convince her that avoiding penetrative intercourse isn’t
effective in preventing infection, because it is. Instead, they
might want to focus on addressing her perceptions of her
ability to talk to Martin about their risks in having penetra-
tive intercourse (perceived personal susceptibility or vulner-
ability).

Social Learning Theory asserts that two elements strongly
affect health behavior: outcome expectations and self-efficacy.
If a person believes that a behavior will lead to positive conse-
quences, and those positive consequences outweigh any
possible negative consequences, he or she is more likely to
adopt and sustain the behavior. Self-efficacy is the individual’s
belief that he or she can actually perform the behavior.

Using Kimba as an example, if she believes that persisting in
having only nonpenetrative sex will result in Martin leaving

14
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her, she may be unwilling to maintain that behavior. Even if
she is committed to it, she may not feel able to communicate
that effectively to him. An intervention might focus on peers
role-modeling communication about nonpenetrative inter-
course, having Kimba role-play the communication, and/or
attempting to reduce the perceived negative consequence of
Martin leaving. PMI used social learning theory in working
with Linda Ellerbee’s Lucky Duck Productions on “SMART
SEX.” The young people in the show role-model successful
HIV prevention behaviors (self-efficacy) and discuss the
outcomes. For example, one young woman says, “What do |
say to a guy who won’t use a condom? Goodbye!”

The Theory of Reasoned Action says that changing behav-
ior results from changing how people think about it. Because
behavior results from beliefs, attitudes, and intentions — all
thought processes — the task is to change those elements.
For example, Kimba’s behavior is a result of her intention
(“that is what I intend to do to keep safe”) her attitude (“I feel
good about this — it keeps me safe from HIV, STDs, and
pregnancy”), (“I am worried about this; it may mean that
Martin will leave me for someone else”) her fear, and a
perceived social factor (“my friends are all doing it”).

Underlying Kimba’s attitude toward her current behavior is a
set of beliefs about the outcomes of continuing and discontinu-
ing the behavior and how she feels about those outcomes. (For
example, “Martin will leave me if I insist on this. But I've seen
other people stick by their decisions. Sometimes their boy-
friend or girlfriend left, sometimes not. I could make it without
Martin. And besides, he’s going into the Army right after we
graduate. I might never see him again anyway.”)

Underlying the social factor is the set of perceptions Kimba
has about particular individuals or groups and how they feel
about the behavior (for example, “Martin wants to have ‘real
sex’ and he’s angry that [ keep saying no. Mom and Dad

Applying Prevention Marketing
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would be so disappointed if they knew [ was having sex
before I got married. My friends think I’m so old-fashioned.
Everybody’s doing it.” And so on).

An intervention based on the theory of reasoned action could
address Kimba’s attitudes or her perceptions of the norm,
depending on what was revealed about these elements
during formative research. It might seek to help her feel
more positive about her choice of nonpenetrative sex; it
might seek to reduce her perceptions of the negative conse-
quences of the behavior; it might seek to convince her that
everybody isn’t having penetrative sex; it might seek to
increase her desire to comply with her parents’ wishes.

The Transtheoretical Model draws from various other
models of behavior, thus its name. It is commonly called the
“Stages of Change Model,” because it assumes that behavior
change is a series of steps. People begin with no intention to
change (precontemplation); begin thinking about change
(contemplation); their intent to change strengthens (ready-
for-action); they try the behavior, usually inconsistently at
first, and assess the outcomes; and then move toward consis-
tency if the outcome is favorable (action). Finally, they adopt
the behavior as a routine part of their lives (maintenance or

sustained change).

Various factors influence a person’s movement through these
stages, including knowledge, attitudes, and beliefs. For
example, Kimba is contemplating changing her sexual be-
havior with Martin. Several things could move her forward or
backward on the continuum. For example, Martin could
continue to pressure her, and she could move to the
ready-for-action stage. She might even try penetrative inter-
course with him. If she found she did not like the conse-
quences of that action (for example, she felt unsafe or she
felt she let her parents down), she might return all the way to
the precontemplation stage, and have no intention to change.

16
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Interventions based on this model typically seek to move
people from one stage to the next. For example, an interven-
tion for people in the precontemplation stage might seek to
increase their awareness of HIV/AIDS, their sense of per-
sonal vulnerability, and their knowledge about effective
personal strategies for avoiding HIV infection. Unfortunately,
this is where many, many prevention programs (not just
about HIV) begin and end.

People in the contemplation stage might be moved to the
next stage by increasing their skills in communicating with
partners about sexual activities. Once in the ready-for-action
stage, an intervention might address perceived consequences
of asking a steady sexual partner to use a condom. An inter-
vention in the action stage might address barriers to consis-
tent condom use by ensuring that condoms are readily avail-
able to the target audience in the place(s) they might have
sex. And an intervention in the maintenance stage might
address the complex feelings of people who are HIV negative
whose partners are HIV positive and the difficulties in con-
tinuing to practice safer sex. As you can see, the stages of
change model is a framework that readily adapts to elements
from all the other models.

For more information about how prevention programs can
use behavioral theory, see “Structuring HIV Prevention
Service Delivery Systems on the Basis of Social Science
Theory,” by Valdiserri, West, Moore, Darrow, and Hinman in
the Journal of Community Health vol. 17(1992):259-69.
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Social Marketing Is A Series of
Steps

Social marketing programs can be divided into a series of
sequenced steps, each reinforcing and expanding the other.
Information gathered during one step can influence a previ-
ous step. For example, data gathered as you segment audi-
ences may cause you to revisit your definition of the prob-
lem, or you may change your marketplace assessment as you
determine gaps.

evaluate
and alter
deliver I
program

I —
determine : 2
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Definetheprob'emo.oooooooooooooooooooooocoo

At the heart of the HIV problem you will always find human E

behavior. Epidemiology helps pinpoint who’s at risk and what . —
they do that puts them at risk. But it isn’t the whole story. . P |n
Epidemiology doesn’t give program planners the necessary . 3
insight into a target audience’s perspectives on behaviors, . e § :
especially the causes or “determinants” of behaviors: external . & é 3
factors like poverty and isolation from services, and internal E .*if:}@ H

factors like perceptions of self-efficacy (the individual’s belief

that he or she can do the desired behavior), social norms,
barriers to performing lifesaving behaviors, and benefits of
adopting lifesaving behaviors. This information is critical to
understanding how an audience sees and reacts to a specific
behavior you want to promote. To get it, you need behavioral
science for insights into the target audience’s current knowl-
edge/skills, attitudes, beliefs, and behaviors, and marketing
data about consumers’ buying behaviors and the external and

internal forces that prompt them.

Assess the Marketplace Seecccccveesecescscsccnoene
[ ]
This stage is commonly called needs assessment. It includes

evaluate
and after

deliver |
program

“environmental scanning” to get a picture of the community

in which you will be working: its politics, ils consumers and

determine

their habits (what they buy, whal they do for fun, etc.), what

its media have reported on, and other characteristics. During

® 000000000 00
o

this step, program planners should:

Process Evaluation

1 identify and consult with relevant community groups;

I analyze what they know about the audience and what
they need to know to design an audience-centered pre-

vention program;

I assess local HIV prevention programs — Who do programs
serve? What are their services? What are the gaps in ser-

vice? What resources are available to address those gaps?

For more information on this step, see recommendations

from the Prevention Collaborative, pages 37-47.
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develop
and

pretest

secsssccccceccss Segment Audiences

[ ]

. Demographics are an obvious way to define groups — for

[ ]

o e example, along racial/ethnic lines, by sexual activity, or by

[ ]

. wostm I gender, or by age. Bul demographics don’t provide the whole
: " : picture of a given audience. Within communities, within age
L

[ ]

groups, within sexes, within socioeconomic rungs, different

. people share different values, are affected by different pres-

Process Evaluation

assess the|
market-

sures, and receive information through different channels.

Social marketing defines groups according to these various

define the
problem

lifestyle factors, and spotlights likenesses and dissimilarities
within and across groups. For example, even across race,
ethnicity, sexual orientation, and socioeconomic status,
research shows that young adults 18-25 are more alike than
they are dissimilar. It makes sense to create messages that

capitalize on that similarity.

But even people who share lifestyle factors may be at differ-
ent levels of readiness for new behaviors. In a single peer
group, one teenager might be committed Lo abstaining from
sex, another might be sexually active but willing to try con-
doms, another might reject the idea that he or she is at risk
for sexually transmitted diseases, including HIV infection.
Behavioral science helps program planners determine which
perceptions, attitudes, and beliels are important to specific

audiences.

For strategies on this step from the Prevention Collaborative,

see pages 37-47.

ssecsceccscsse Plan a Program With Specific Behavioral Goals

evaluate

and ater Armed with extensive audience research, social marketers

L ]

[ ]

[ ]

. l
deliver

L ] program

[ ]

L

L 4

define audience segments and set measurable, realistic, and

determine
marketing

prioritized goals for each segment. Proposed interventions

aim to influence specific beliels, increase specific skills and

knowledge, and to change or maintain specific behaviors.

Process Evaluation

The program plan should outline specific strategies and

methods for delivering messages and an evaluation plan that
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includes both process and outcome measures to monitor the

impact of your messages.

See pages 37-47 for more information.

evaluate
and alter

Develop and Pretest Strategies and MaterialS cccccccccccccee
Design and test strategies and materials for effectiveness — . S—

@ [marketing

delivery effectiveness, communication effectiveness, effec-
tiveness in influencing audience behaviors. Adapt strategies
and materials based on audience feedback. See pages 38-39

and 42 for more information.

deliver I
program

Process Evaluation

Behavioral Model

Social marketing focuses on the audience’s behavior and, just as important, the determinants ol
that behavior.

‘Behavioral Model -
External Internal Behavior Health
Determinants +  Determinants >  tobe salt

Outcomes

of Behavior of Behavior Influenced ‘

External determinants of behavior are forces outside the individual that affect his or her behav-
ior — for example, the availability of condoms or whether sexualily education programs are
required for all students in high school. Internal determinants of hehavior are the forces inside
the individual that affect his or her perception of a hehavior — for example, the perception that
only “loose” girls carry condoms or lhe beliel that condoms aren’t “cool.”

These lwo faclors vary in importance from one audience and behavior to another. The focus of
audience research is to identifty the targets of opportunity: the determinants that are both impor-
tant and possible to affect with available resources.

For example, community-based program planners may choose to concentrate on improving and
extending available services rather than on a broad social issue that influences individual
behavior, such as poverty; or on enhancing target audience members’ self-efficacy (the
individual’s beliel that he or she can do the desired behavior) ralher than seeking to change
broad social norms, such as American adulls’ nolions about adolescent sexuality. At the commu-
nity level, focused programs and messages to induce personal change — such as increasing
people’s skills in talking to partners about using condoms, thus enhancing their beliefs that they
can perform such behaviors — are more likely to be effective than diffused programs Lo engineer
social change, such as ending poverty.

External Determinants Internal Determinants

v Epidemiology v Policy 1 Knowledge 1 Perceived consequences
v Demographics v Culture v Perceived risk v Self-efficacy

1 Services 1 Consequences 1 Attitude 1 Perceived social norms

1 Intentions
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eeeeeee Determine the Marketing Mix

A program’s marketing mix — or the “4 Ps” of product,
price, promotion, and place — is central Lo its success.
These four elements balance the audience’s perceptions and
feelings about a given health behavior Lo create optimum
appeal. This is where formative research with the target
audience is invaluable, because that research reveals what
the audience believes about your product, what they are
willing to do (or not do) to get your product, how you can
best position the product to appeal to them, where they can
get the product and how, and so forth. For more information

on formative research, see page 42.

In commercial marketing, “product” usually means a thing
to sell to consumers — an item, a service, sometimes an
idea. In social marketing, the product is typically the
desired attitude or behavior that will be exchanged for
another attitude or behavior. To be successful, a product
musl offer a beneflit people want. For example, tartar
control cat food “offers” better pet breath. What does safer
sex “offer” that people want — and want enough to ex-

change unsafe sex for?

| Price_
The old saying, “Everything has its price,” couldn’t be
more true in social marketing. But the price usually isn’t
merely the actual monetary cost. In this context, the price
is the monetary, physical, and/or emotional cost to the
consumer to buy the product. The highest costs are often
social, psychological, or emotional. For example, research
with people at high risk for HIV infection often reveals they
fear losing their partner if they insist on using condoms — a

high, and seemingly unaffordable, cost to them.

Prevention program planners must understand and appre-
ciate the costs their targeted audiences will pay in ex-
changing behaviors. At the very least, it is essential to

know that changing behavior is seldom, if ever, easy. And




difficulties are increased monumentally when people’s
self-esteem, safety, comfort, and other central ego sup-
ports are involved. This is compounded when they don’t
get immediate benefits they care about after paying what
to them may be very high costs.

Appreciating how consumers perceive costs helps you
identify a desired behavior that has benefits that make the
costs worth it. Only then can you position the desired
behavior and its benefits and realistically ask people to
change.

It’s important to remember that messages may not center
on lowering the cost, but on increasing the value of the
product. For example, your audience might appreciate the
benefits of latex condom use (protection from HIV and
other STDs, peace of mind, greater staying power, etc.),
making the costs of using condoms (loss of skin-to-skin
contact, loss of sensation, or perceived lack of spontaneity,
etc.) seem reasonable and affordable. Or they might value
the benefits of complete abstinence (no need to worry
about diseases or pregnancy, feeling good about being an
individual and not going along with the crowd, knowing
your partner cares for you and not just for sex), making
the costs of abstaining (such as being perceived as a
prude, not being like your peers, forgoing pleasure, losing
love) seem less consequential.

Promotion is about messages and the channels that deliver
them. A comprehensive promotion plan takes into consid-
eration the full range of communications tools — such as
social advertising, public and media relations, media
advocacy, entertainment media, personal selling, commu-
nity-based programs, direct marketing, special events, and
live entertainment. Messages should be clear, break
through the clutter of other messages, be memorable,
persuasive, accurate, and widely recognized. Promotion is

Promotion Evolves

As prevention programs have be-
come more sophisticated in reach-
ing target audiences and as target
audiences’ attitudes have changed,
promotions have evolved.

1 The Stop AIDS program in San
Francisco works to change or sup-
port social norms with pre-exist-
ing groups (PEGS) such as athletic
leagues, service clubs, and choirs
to promote safer sex discussions.
This allows the PEGs project to
reach a large number of people with
aminimum of contacts and has the
benefit of encouraging group mem-
bers to support one another in safer
sex behaviors. Program coordina-
tors warn this approach can be
time-consuming and that it re-
quires gaining the buy-in of key
group members. Results, however,
are worth the extra effort. Stop
AIDS is a Prevention Collaborative
member. Telephone: 415/575-1545.

1 CDC’s Center for Prevention Ser-
vices’ AIDS Community Demon-
Stration Projects targeted members
of populations at high risk for HIV
infection, including injecting drug
users (IDUs) not in treatment, fe-
male sex partners of IDUs, women
who trade sex for money or drugs,
men who have sex with men
(MSM), and youth at high risk.
Demonstration site cities were Dal-
las, Denver, Long Beach, New York,
and Seattle. Among the interven-
tions used were small media role-
model stories on baseball cards, fly-
ers, and brochures. These featured
an authentic story about a person
in the targeted community, told in
the person’s own language, devel-
oped from interviews with commu-
nity members. These small media
interventions described the (cont.)
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person’s stimulus and/or motiva-
tion for initiating or considering a
behavior change, the type of behav-
jor begun, how barriers to change
were overcome, and the reinforc-
ing consequences of the change.
Message selection was guided by
data and information from the tar-
geted community and refined by
focus group research and evalua-
tion.

N Dismayed over Washington, DC,
transit ads disparaging condoms,
Whitman-Walker Clinic, AIDS Na-
tional Interfaith Network, National
Association of People With AIDS,
National Minority AIDS Council, and
Metro TeenAlDS used media advo-
cacy to advance their position. They
held a press conference and focused
on the irrefutable scientific evidence
that latex condoms are highly effec-
tive in preventing HIV infection.
Press coverage included all three
local network TV affiliates, the local
independent television station, ra-
dio, and the Washington Post, as
well as gay and ethnic print media
coverage in Florida, San Francisco,
and other towns across the coun-
try, all delivering the message: “Con-
doms work!”

1 AIDS educator Pedro Zamora
used an entertainment show on
MTV to promote safer sex. MTV
also carried “SMART SEX,” devel-
oped by producer Linda Ellerbee
with assistance from CDC, which
followed the lives of young people
in communities across the U.S.,
offering a behind-the-scenes look
at their sexual choices. “Reality
Bites,” a feature-length film about
Generation X, carried one of the
Prevention Marketing Initiative
PSAs on its video rental version.

designed to prompt a decision to practice the target behav-
ior. That decision is then acted on in various places.

Again, the consumer’s needs, lifestyle, and other factors
must take precedence. Just because board members,
program planners, or others may be personally influenced
by editorial coverage in newspapers and magazines
doesn’t mean that consumers will be. The targeted audi-
ence may not regularly read newspapers or magazines. Or
if they do, they may not find these sources of information
to be credible.

In commercial marketing, “place” refers to the location a
product is offered. The optimal place is the most conve-
nient outlet to consumers that is also the outlet that offers
the most emotional benefits. For example, a product
(perfume) with a high price ($65 an ounce) could be
placed in a variety of retail locations ranging from dis-
count stores to department stores. Discount stores would
likely be the most convenient place for potential consum-
ers. But would they offer consumers an emotional benefit?
Consumer research would probably show that people
would not expect to purchase expensive perfume in those
locations and would not want to think of themselves as
discount shoppers for this item. On the other hand, large
department stores might be less convenient to get to, but
shoppers would be more likely to expect to purchase a
high-ticket item in them and consumers would feel good
buying in such stores. In social marketing, when the
product is usually a behavior, the analysis of convenience
and emotional benefits is equally important, but the goals
are different. Analyzing place is really analyzing the
locational constraints on behavior. It takes into account
that people may have made a previous decision — for
example, to say no to sex or to always practice safer sex —
and then examines how a particular place, such as a har,
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might affect that previously made decision. The analysis
asks, “What can I do to make the place where people act
on their decisions more likely to prompt the target behav-
ior?”

A key question to ask in thinking about place is: What has
the audience told us about this? Where do the consumers
spend the majority of their time? Or, what various
“lifepoints” — school, stores, restaurants, shelters, public
restrooms, etc. — do they cross daily? Do you know how
these locations affect their behavior? Sometimes, there is
relatively little that can be done to make a place more likely
to elicit the desired behavior. But other times your creative
analysis of place will pinpoint some avenues for change.

Analyzing Place as a Catalyst for Behavior Change

The target behavior —) negotiating safer sex

Where do people —) bars, home, streets, etc.
act on the decision
to practice this

behavior?

Can I change where —) no — not likely to change
people act on the

decision?

What can I do to —> make negotiating safer sex more

make one or more convenient by having condoms free
of those places and available; increase emotional
more conducive to benefit by having safer sex posters

the target behavior? displayed, giving safer sex promotional

items (such as buttons, hats, etc.) to
bartenders and other staff, and holding
safer sex special events, so that patrons
know the location as a safer sex place
and think of themselves as safer sex
practicers because they go there.

Applying Prevention Marketing
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eeeseee Deliver the Program

. @ Put the program to work with the target audience. Distribute
materials and messages, and generate support. Ensure all
tinked agencies — community-based organizations, AIDS
service organizations, schools, etc. — work together to rein-

force the program and its behavioral goals.

For strategies, see pages 49-54.

Evaluate and Alter As Needed
Monitor the program. Change strategies, messages, materi-
als, and channels as necessary to meet evolving needs. Social

marketing programs are not unchanging, slatic programs.

defiver
program

. They change as audiences change — constantly!
R
pretest

Evaluate the total program. Use both process crileria and

outcome criteria. How many people did you reach? Who did

Process Evaluation

you reach? When? Where? How often? Who responded?

How? What changes occurred?

Based on what you learn, ask: “What do we need to change to

move closer to our program goals?”

For evaluation guidelines from the Prevention Collaborative.

see pages 37-47.

26 Applying Prevention Marketing



Community Action: An
Integrated Framework

Social marketing is most effective when it draws upon vari-
ous skills and resources — audience research, behavioral
science, creative media and message development, innova-
tive methods and places of delivery — to design and deliver
HIV prevention programs that offer meaningful benefits and
reduced barriers for the people the program aims to reach.
These technical tools and their strategic management are
best complemented by solid community mobilization and

services, as well as supportive state and national policies. Cornmunjty
Action

Even if a single organization is responsible for manag-

ing a social marketing program, success will depend ' Target '

on the combined resources, support, and participa- Audience,...,-"

tion of many groups, including the target audi-
Behavioral .~  Social

ence themselves. Support from the mass media

Science Marketing

can multiply the diffusion of messages many-
fold. Policymakers can focus public atten-
tion on program issues. Credible commu-
nity spokespeople, business and religious leaders, school
staff, and board members can sanction public discussion.

The community has a vital stake in HIV prevention. And
because HIV prevention is tied so directly to volatile emo-
tional issues — among them sexuality; sexual identity; drug
use; poverty; people’s religious, moral, and ethical beliefs
and behaviors — prevention program staff must take the
prevailing attitudes in the community into consideration.

Clearly, HIV prevention programs must be driven by science
— the sciences of epidemiology, human behavior, communi-
cations. But science alone will not guarantee success if large
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segments of the community oppose or don’t actively support

a program or an intervention.

Prevention messages work best when the target audience
gets them with the least amount of “noise” impeding their
reception. Think of it like static on the radio. Lack of com-
munity consensus can lead to opposition or confusion as well
as disintegrated and competing efforts — all of which will be
sources of static cluttering the airwaves. Early in planning,
prevention program developers must strive to integrate the
various voices in their community to make the prevention
message stronger and clearer and to reduce static that can
break up the message. If you see opposition on the horizon,
think strategically about what you can do to reduce it or at
least to minimize the “noise” it may generate. Strategies are
varied. For example, ask those who support you to put their
support into action at community meetings, to write letters of
support, to give positive interviews to local media, etc. Con-
sider the opposition’s vulnerabilities — do they lack knowl-
edge about your target audience’s risky behaviors and the
determinants of those behaviors? Do they have experience
with successful prevention programs? What are their con-
cerns — could they be valid? This kind of analysis is often
called “force field analysis,” because it examines the forces
that enhance or inhibit a course of action. Analyze the forces
in your community to determine where you need to concen-
trate your pre-intervention efforts to position your program
best.

Community action, coalition building, and collaboration are
essential to successful prevention programs. This is why
CDC’s brand of social marketing — prevention marketing —
includes community action as one of three equal elements.
For guidelines from the Prevention Collaborative on this
topic, see pages 55-62. For a list of questions to guide your
thinking about applying prevention marketing to community-

level interventions, see Appendix F.
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Guidelines for
Community-Based

Prevention Marketing

Programs

Overview of
Resources

his section features recommendations from the
Prevention Collaborative for prevention program

staff. It also includes resources for more information

and assistance. Included are guidelines in five key program

areas:

B research and evaluation (see pages 37-47);

§ linkage and integration with existing health, education,
and social services agencies (see pages 49-54);

I coalition building (see pages 55-62);

B health communications (see pages 63-73); and

I community implementation (see pages 75-80).

Clearly, these topics are not totally distinct from one another.

Linkages are part of successful coalition building; research

and evaluation are cornerstones of effective health commu-
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Program Examples

0 The Healthy Neighborhoods Coa-
lition in Hampton, Virginia, focuses
on building communities of care for
children and families. The project
works to gain a greater voice for
youth in the community in three key
ways: training youth and adults to
work together, placing youth in ad-
visory and decision-making roles
in local organizations, and provid-
ing opportunities for youth inputin
community decisions.

1 In San Francisco, the Mayor’s
Youth Forum brings young people
— most of them with at-risk back-
grounds — to participate in the city
government process. The young
people identify issues — such as
violence prevention, education re-
form, and women’s rights — and
work in community organizing and
advocacy projects. The program
is supported by the U.S. Depart-
ment of Health and Human Ser-
vices.

& The HIV Center for Clinical and
Behavioral Studies in New York
City sponsors weekly meetings
about topics in HIV prevention.
One month’s schedule included a
meeting on gender differences
among university students in pre-
venting risky sexual practices and
HIV-related risk behaviors; another
examined homelessness, chronic
mental illness, and HIV and
women. Contact graduate depart-
ments of anthropology, psychol-
ogy, public health, or social sci-
ences in your area to find out
about similar efforts or projects
that might relate to your HIV pre-
vention efforts.

nications. Topics overlap because prevention marketing is an
integrated approach to program design, delivery, and evalua-
tion. The guidelines can be viewed as the backdrop for
successfully implementing the prevention marketing steps
outlined in the previous section.

Several overarching themes emerged as the Prevention Col-
laborative, the Guidelines Working Group, and the Resource
Working Group worked to develop this document. These
common elements are highlighted here to emphasize their

importance to all prevention marketing efforts.

Involve the target audience in program
conception, research, design, decision-making,
implementation, and evaluation.

Involving the target audience helps shape each phase of any
intervention and gives program planners a realistic perspec-
tive on the issues relevant to the program’s consumers. This
is especially important since formative research funding may
be slim. A word of caution, however: Involving some mem-
bers of the target audience should not replace formative
research, because the information you get from that small
group may be biased and cannot be generalized to the larger
group. For more information, see the resources on page 42.

Design programs with cultural competence.

Cultural competence can be defined as cultural sensitivity
combined with the ability to intervene successfully in a spe-
cific population. Cultural components to weigh include char-
acteristics like race/ethnicity, gender, sexual orientation, age,
education level, religion, activities, and so on. Don’t stop at the
obvious. For example, among injecting drug users, the culture
of speed shooters is different from the culture of heroin users.
Ask yourself: “What is it that distinguishes this particular

group from others?” The answers you come up with are likely
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to be key cultural components to consider. Involving the target
audience is a sure-fire way to monitor the cultural compe-
tence of your intervention. Sometimes a target audience may
have a standard of behavior that is at odds with the program’s
desired behavior. For example, if the norm within a group of
young people is multiple sex partners, efforts to promote
abstinence or decrease sexual partners will run counter to the
prevailing norm and will likely be considered unacceptable, at
least initially. A short-term culturally competent approach
would seek to find an acceptable prevention alternative (such
as condom use) that does not restrict the prevailing behavior,
but does offer an acceptable degree of protection. Changing
the group’s norm may ultimately be accomplished more
quickly with this kind of approach than if you had attempted
to force a culturally unacceptable solution on the group.

Establish partnerships at the local, state,
and/or national level.

Partnerships have the potential to enhance the efforts of all
collaborating parties. Combining resources and expertise
allows for greater reach, broader understanding of diverse
constituencies, and more sustainable impact. Partnerships
for HIV prevention should go beyond the typical boundaries
to include alliances with varied organizations, among them
private enterprise, religious groups, sports and arts organiza-
tions, and others.

Share information about HIV prevention
programs and disseminate results of program
evaluations.

A common concern among prevention program staff is that,
as we move further into the second decade of the AIDS

epidemic, there is still confusion and lack of knowledge

about what works. Sharing information about program
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evaluations and the results of research is vital to take advan-
tage of lessons learned, to stop reinventing the wheel — and
to make prevention more effective and efficient. Local net-
working is strongly encouraged, and should be part of each
CBO’s approach to community intervention. CBOs should
make every effort to coordinate with their local HIV Preven-
tion Community Planning groups. One vehicle for sharing
information nationally is the Prevention Collaborative; for
more information, call 404/639-0956 or leave a message toll-
free, 24 hours a day by phoning 800/427-4784, then dialing
329-1659 to reach the Prevention Collaborative Liaison.
Another vehicle is CDC’s National AIDS Clearinghouse, a
storehouse of information. NAC’s toll-free number is 1-800-
458-5231.

Resources for Working with
Young Adults

Advocates for Youth has fact sheets and bibliographies on a
wide range of adolescent sexuality issues, information and a
curriculum on peer education (Teens for AIDS Prevention
[TAP], and a national clearinghouse on school-based condom
availability programs. For more information, contact Jennifer
Hincks Reynolds at 202/347-5700 (phone) or 202/347-2263
(fax); 1025 Vermont Ave., NW, Suite 200, Washington, DC
20005. Advocates for Youth is a Prevention Collaborative

member.

The Center for AIDS Education and Training, a Prevention
Collaborative member, offers custom-designed HIV preven-
tion programs, curricula, and training sessions for youth and
adults as well as technical assistance in planning and devel-
oping HIV prevention and education efforts for youth. Con-
tact Nancy Evans, 415/346-8316 (phone) and 415/928-1426
(fax); 1675 California St., San Francisco, CA 94109.
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Center for Sexual Health, Planned Parenthood Federation
of America, Inc., 810 Seventh Ave., New York 10019; 212/
261-4628 (phone) and 212/247-6269 (fax). Offers information
on HIV testing and counseling as well as sexual health for
adolescents and adults. PPFA is a Prevention Collaborative

member.

The Center for Youth Development and Policy Research.
Working with the University of Michigan, the Center is
conducting exploratory research in the fields of youth partici-
pation and neighborhood development. The project intends
to identify ways in which young people can participate more
actively in neighborhood development and to assess the
forces that promote or limit youth involvement. Call 202/884-
8267.

Community Partnerships with Youth, Inc. CPY is a national
training and development center for youth and youth profes-
sionals. CPY designs training curricula, offers specialized
training in trusteeship and governance, and provides techni-
cal assistance to youth-serving organizations and schools in
the areas of youth empowerment, community service, ser-
vice-learning, and adult-youth relationships. Call 219/422-
6495.

ETR and Associates provides educational publications,
training, and research services in HIV prevention, pregnancy
prevention, and health education programs. They have a
catalog of approximately 600 titles, including books, pam-
phlets, videos, and curricula, such as The HIV Challenge:
Prevention Education for Young People. Contact Julie Taylor,
408/438-4060 or 800/321-4207 (phone) or 408/438-3618 (fax),
P.O. Box 1830, Santa Cruz, CA 95061-18530.

Metro Teen AIDS has a how-to guide for youth and youth
advocates who want to recommend, improve, and evaluate
HIV counseling and testing services for adolescents. For
more information, call 202/543-9355. Metro Teen AIDS is a

Prevention Collaborative member.
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The National Advocacy Coalition on Youth and Sexual
Orientation provides information and expertise on local and
national public policy issues affecting gay, lesbian, bisexual,
and transgender youth. NACYSO is sponsored by New York’s
Hetrick-Martin Institute and is a Prevention Collaborative
member. For more information contact 202/783-4165 ext. 49
(phone) or 202/347-2263 (fax) or nacyso@aol.com (email);
1025 Vermont Ave. NW, Suite 200, Washington, DC 20005.

National Network for Runaway and Youth Services. The
National Network works to ensure that youth in high-risk
situations can be safe and grow up to lead healthy and pro-
ductive lives. The National Network actively engages in
public education efforts, promotes youth/adult partnerships,
and strives to strengthen staff and community-based organi-
zation capacity to provide effective programs and services to
youth in high-risk situations. Training and technical assis-
tance is provided in a variety of areas, including the profes-
sional development of youth workers, youth leadership, peer
education, HIV/AIDS and substance abuse prevention, grant
writing, and community and youth development. The Na-
tional Network is a membership organization that represents
over 1,200 constituents, primarily community-based youth-
serving agencies. The National Network is a Prevention
Collaborative member. Call 202/783-7949.

National Parent and Teacher Association, a Prevention
Collaborative member, has information on parents’ roles in
HIV prevention, resources for establishing community educa-
tion events, and how-to materials for discussing HIV/AIDS
with children and teens. How to Talk to Your Teens and
Children about AIDS is a brochure for parents that presents
HIV/AIDS facts, guidelines for discussion, and recommenda-
tions for further reading. Como Hablar con Sus Adolescentes y
Nirios Del VIH/SIDA is the Spanish-language version. HIV/
AIDS Education Planning Guide for PTA Leaders presents the
basic facts on HIV/AIDS and guidelines for the development
of community-based HIV/AIDS awareness programs; re-
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sources are included. Two more brochures, Talking to Your
Child About Sex and Talking to Your Teen About Sex, outline
the approach parents can take to have successful discussions
with children and young people. Contact Claudia Soldano,
HIV Prevention and Education Project Coordinator, or
Victoria Duran, Health and Welfare Program Manager, 312/
670-6782 (phone) or 312/670-6783 (fax).

National School Boards Association has information and
sample policies related to HIV/AIDS to support research and
program development for community-based HIV prevention
programs involving and/or affecting schools and school-aged
children and young people. Contact Brenda Z. Greene, 703/
838-6756 (phone), 707/683-7590 (fax), bgreene@tmn.com
(email); 1680 Duke St., Alexandria, VA 22314. NSBA is a

Prevention Collaborative member.

Youth As Resources. YAR is a Washington, DC-based pro-
gram that provides small grants to young people to design
and carry out projects to meet community needs. With sup-
port and funding from local businesses, foundations, and
social services agencies, a local board of youth and adults
solicits, reviews, and funds proposals written by youth with
adult assistance. Call the National Crime Prevention Council
at 202/466-6272.

Resources for Partnership

The National AIDS Fund (formerly the National Community
AIDS Partnership). The Fund was established by the Ford
Foundation in 1987 to support communities by developing
resources for HIV/AIDS prevention and care. The Fund has a
“challenge grant program” that matches local funds with
national dollars. Monies are distributed based on the decisions
of local partners. Located in Washington, DC, the Fund cur-
rently supports 38 communities in 33 states. Paula Van Ness,
the president of the Fund, describes the benefits of partnership
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as extending beyond money: “Our community partnerships
help shape and support the spectrum of HIV/AIDS care, ser-
vices, and prevention programs through grant-making, public
policy, and capacity-building efforts.” The Fund is a Prevention
Collaborative member. Call 202/408-4848.

The National Alliance of State and Territorial AIDS
Directors. NASTAD members — directors of state and
territorial AIDS prevention and service programs — can
offer help in coordinating with local HIV Prevention Com-
munity Planning Groups. Located in Washington, DC,
NASTAD is a Prevention Collaborative member. Call 202/
434-8090. (For a complete listing of state and territorial
AIDS directors, see pages 111-115.)

TIDES — Funders Concerned About AIDS is a New York-
based association of 1,200 individual grant-making execu-
tives from foundations and corporations across the United
States and in 12 other nations. FCAA was founded in 1987 to
mobilize philanthropic leadership and strategic resources to
eradicate the HIV/AIDS pandemic and to address its eco-
nomic and social consequences. Call 212/573-5533.
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Research and
Evaluation

Why Do Research and Evaluation?

Prevention Collaborative members note that research and
evaluation can be intimidating to prevention program de-
signers. This may be a result of negative experiences, a
perceived lack of expertise, a belief that behavior change is
difficult if not impossible to measure, or the notion that
research and evaluation are time-consuming, expensive, and

not cost-effective.

But research and evaluation are critical pieces of every
program — not just programs based on social marketing —
and are increasingly required by program funders from both
the public and private sectors.

Research and evaluation are the paths to and from your
target audience. Without them, you may well be far off the
mark, squandering precious time, resources, and energy.

Research and evaluation don’t have to be complex or compli-
cated. Follow the suggestions from the Prevention Collabora-
tive on the next few pages.
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Four Key Evaluation Types

Prevention marketing programs rely on research and evaluation at several stages to ensure
interventions are on target before widespread implementation, to identify elements that work
and those that don’t and need to be changed, and to pinpoint the changes that occurred in the
target audience (short-term and long-term) as a result of the intervention.

Four key types of research and evaluation can be applied to prevention marketing programs:
formative, process, outcome, and impact.

The purpose of formative research is to maximize the chances that your intervention will
succeed before you undertake any program activities. Formative research, including a needs
assessment and research into consumers’ knowledge, skills, attitudes, beliefs, and behaviors,
must be done before drafting any intervention. Later, it provides vital information on how to
refine program design and implementation strategies before programs are implemented. As
messages, materials, and strategies are proposed, they must be pretested with the target
audience to assess their effectiveness.

According to Making Health Communication Programs Work (See Appendix D), pretesting
helps fine-tune interventions by:

B Assessing Comprehension

1 Identifying Strong and VVeak Points

I Determining Personal Relevance

1 Gauging Sensitive or Controversial Elements.

Pretesting is often accomplished through self-administered questionnaires, phone and inter-
cept interviews (at malls, for example), focus groups, readability testing for written materials,
theatre testing for audio or video materials, and gatekeeper reviews. For more information
on formative research, see page 42.

As the program moves into the next stage — delivery — additional evaluation is needed.
Process evaluation answers such questions as:

What was done?

To whom?

By whom?

To how many?

How many times?
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1 For how long?
I How?

I When?

I Where?

Process evaluation tells you whether you are reaching the intended audience. It informs mid-
course decisions, allowing you to correct small problems before they become big ones. It tells
you about the most cost-effective and efficient way to implement your intervention.

Most prevention programs stop at process evaluation. But outcome and impact evaluation
answer the most important question of all:

What changes happened as a result of the program?

Outcome evaluation documents short-term results of your intervention. It describes short-
term quantitative results — for example, how many calls you received after a poster went up.
It also describes qualitative results — such as attitudinal changes (the number of people who
think delaying sexual activity with a new partner is a good idea); expressed behavioral inten-
tions (“the next time I have sex, I'll use a latex condom™); short-term behavior changes
(condom purchases go up); knowledge changes (the percentage change in the number of
people who know the effect of oil-based lubricants on latex condoms); and changes in social
systems (such as decriminalizing the possession of needles or syringes without a prescrip-
tion). Note that all these qualitative elements can be — and should be — expressed quantita-
tively. Based on formative research, program planners should be able to numerically de-
scribe percentage change, numbers of people expressing intentions, gains in knowledge, etc.

Evaluating outcomes is not easy. But it’s essential. Resources are available in most areas to
help. Universities and colleges may be helpful, especially if the data are of interest to gradu-
ate students searching for a dissertation topic or to professors who want to publish. Local and
state departments of health may also be able to help, or to steer you to consultants in your
area.

Impact evaluation is the long-range assessment of your efforts. It provides information
about changes in morbidity (disease) and mortality (death), long-term maintenance of the
desired behavior, rates of unsafe behaviors, productivity lost or gained, economic increases or
decreases, and so on. Impact evaluation involves long-term commitment. It can be costly.
And it requires an understanding of all the forces affecting individual behavior, such as
policies, government, and laws. For all these reasons, impact evaluation is typically not done
for specific interventions. Itis generally more comprehensive. Work with your local or state
health department to assess whether impact evaluation is possible for your program.

Applying Prevention Marketing 39



Epidemiologic
Definitions

Epidemiology is the study of health
and disease distribution in popula-
tions. Epidemiology is the science
that underlies the public health prac-
tice of disease prevention and con-
trol. Epidemiology defines disease
by:

1 who js affected; who is at great-
est risk

1 what the behaviors are that put
people at risk; what the trends are

1 when diseases occur
1 where diseases occur
1 why diseases occur

1 how diseases occur

Incidence is the number of new
cases of a disease or condition that
occur within a given time — for ex-
ample, the yearly incidence of HIV
infections or of AIDS diagnoses. In-
cidence numbers give us a picture
of current trends and suggest pos-
sibilities for future trends, if interven-
tions do not interrupt their course.

Prevalence is the number of people
living with a disease or condition
during a given time — for example,
the prevalence of AIDS cases or of
people who are HIV+. AIDS and HIV
prevalence numbers give us a pic-
ture of current and future health
care and social service needs and
populations where future HIV trans-
mission risk could remain high.

Incidence and prevalence rates
are the number of cases per a stan-
dard population size, usually ex-
pressed as cases per 100,000
population.

Surveillance is an ongoing process
of information collection, analysis,
interpretation, and dissemination to
monitor the occurrence of specific
health problems in populations.
Surveillance is used to guide and
evaluate public health policy and
programs.

Research and Evaluation Guidelines
from the Prevention Collaborative

Begin the process of ranking HIV prevention
program priorities with epidemiologic data.
Epidemiologic data are key to ordering HIV prevention
priorities. Using this science-based approach to planning is
essential to sound public health practice and to gaining
support for prevention programs. If these data are not
available, state how they will be developed. Work
collaboratively with state and local health departments and
fellow service providers. Epidemiologic data are the start-
ing point for programs, but not the final word. Combine
epidemiologic data with information from other sciences:
behavioral science and communications science. Develop a
portrait of risk in your community. Know where risks (and
their consequences) are now, where they have been, and
where they’re going. Ensure that epidemiologic data, com-
munications, and behavioral science are used to direct
scarce resources to those whose behavjor places them at
most risk and to those whose behavior you can affect. As

Readily Available HIV-Related Epidemiologic Data

Behavioral Risk

ALDS HIV-Relzjlted Factor/Youth
. Mortality Risk Behavior
Surveillance Data Data Surveillance

Systems

Surrogate Surrogate Marker
Marker Data: Data: Hepatitis B
STDs

Surrogate Marker Recipients of

Data: Measures of Counseling
Adolescent and Testing
Fertility Services
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one Prevention Collaborative partner put it, “Water needs to
be dumped where the fire is now burning and on the dry
grass around the fire to prevent it from spreading. A public
health approach demands that interventions that benefit the
greatest numbers be included alongside interventions
targeting those at highest risk. This balance is critical
regardless of funding.” For more information on formative
research in program planning, see page 42. Also see Appen-
dix B for information on epidemiology’s role in the HIV
Prevention Community Planning process.

Collaborate at the community level to
maximize limited resources and avoid
duplicating efforts.

Research dollars and expertise are often scarce commodities.
An important first step in designing research programs should
be a literature review and analysis. Published research may
answer key questions. Ideally, these “secondary data” as they
are known, are supplemented with “primary data” from
qualitative research you conduct, giving you insight into your
particular community. Depending on your budget, inexpensive
alternatives are focus groups and/or individual interviews.
Community organizations with limited resources should
combine efforts whenever possible, maximizing research
funds, efficiency, and reach. A common private-sector collabo-
rative effort is an omnibus survey, where various product
manufacturers or marketers combine resources to commis-

sion research about their common target audiences.

Find out as much as you can about the target
audience before you begin formal research.
Knowing as much as you can about the target audience —
who they are, where they live, what they value, how they can
be reached — is important to defining the scope of any formal

Project Action RFP

In Portland, Oregon, Population
Services International (PSl) ob-
tained reduced-cost services to
support the teen-oriented safer sex
promotion media campaign that is
one component of the Project Ac-
tion condom social marketing pro-
gram. PSl issued a request for pro-
posals, or RFP, to advertising firms
in Portland, asking for assistance
for the youth-oriented condom
campaign. They selected one firm
from among several responses.
The firm produced three 30-second
public service announcements for
television and designed a campaign
logo, posters, and letterhead. For
$435,000 of services and goods,
PS! paid only $100,000.

The relationship worked, according
to project director Julie Convisser,
because requirements and expecta-
tions from both sides were dis-
cussed thoroughly and frankly at the
outset, and because the agency was
dedicated to the issue and to mak-
ing a difference in its community.
For its part, Project Action made
Sure that the advertising agency re-
ceived ample public recognition and
credit for its efforts. Project Action
also benefitted from the contributed
services of a local market research
firm that.specializes in polling and
surveys. The company conducted a
survey of fast-food customers’ re-
actions to condom posters in res-
faurant bathrooms. The company
charged $3,000 for $8,000 worth of
services.

For more information, contact
Helen Crowley at 202/785-0072

~at Highest Risk -
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Formative Research

Formative research is conducted during the planning stages of program development.
It forms the basis for behavioral goals, interventions, and later evaluation. Formative
research can take many forms, including:

B analysis of epidemiologic data;
1 literature reviews;
B analysis of demographic and psychographic data;

B focus group discussions, town meetings, or surveys to identify key issues, opportuni-
ties, and barriers;

I analysis of marketing data;

1 pretesting concepts, messages, and channels of communication with consumers;
and

B pilot testing with a small group before implementing a strategy community-wide.

Formative research is critical to successful social marketing programs. It doesn’t have
to be expensive. Much of the information you need is likely available through state or
local health, education, or social services departments, at a local public or university
library, or from other service providers. And you may get pro bono (free) or reduced
cost help from a local market research firm, the research department of a large com-
pany, the advertising departments of local media (newspapers, radio, and TV), local
advertising and public relations firms, and communications or public health depart-
ments at nearby universities and colleges. Many times these firms donate services or
reduce costs because they believe in the cause or because they will get positive recogni-
tion. Some community groups put out RFPs (request for proposals) for pro bono work;
others simply seek assistance directly from sources they have cultivated over time. The
key, according to Prevention Collaborative partners, is: Don’t be afraid to ask! The
worst that can happen is that someone will say no. And the best is that you’ll tap into a
source of expertise for free. Also, remember that these nontraditional partners have
technical expertise, but you bring HIV/AIDS expertise. It will be very important to act

as the “client” and insist on technically correct messages.
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research, such as behavioral studies. Examining your pro-
posed consumers will probably pinpoint other groups you
need more information about. For example, school-based
studies don’t include out-of-school or working youth. A pre-
vention program for young people based solely on studies of
in-school youth would likely not be effective with out-of-
school youth.

Include interested parties in research design.

The target audience is certainly an interested party. But so
are representatives of organizations that serve the target
audience and policy- and decision-makers who can affect —
for good or bad — project implementation. Ask yourself,
“Who has a stake in this?” and then get them involved.

Make sure your research is culturally
competent.

Involving members of the community in developing research
questionnaires, crafting language, and in the interview
process will help avoid miscommunication that can derail or
invalidate research. Remember that culture can be defined by
various criteria: sexual orientation and/or practices, race/
ethnicity, gender, age, geography, religion, etc. Survey instru-
ments are available that can be used “as-is” or modified to fit
local needs. If you want to modify existing instruments, seek
assistance from experienced researchers in how the modifica-
tions may affect the survey’s credibility. Information about
survey development, cultural competence, results of surveys,
KABBs, and survey instruments is available through the CDC
National AIDS Clearinghouse’s Educational Materials Data-
base.

CDC National AIDS
Clearinghouse

0 Calling 800/458-5231 connects
you with reference staff and a
wealth of HIV/AIDS information,
from research and evaluation to
prevention materials in more than
20 languages, to information on
care, funding, and technical assis-
tance. The CDC National AIDS
Clearinghouse provides quick ac-
cess to its varied databases
through the reference staff or by
using the NAC ONLINE Bulletin
Board. A reference specialist can
give you a free, customized data-
base search on specific topics that
interest you. Standard searches
and specific bibliographies are im-
mediately available on a variety of
topics, such as abstinence pro-
grams, condom effectiveness and
use, and so on. You can get many
of the materials through the Clear-
inghouse, from publishers, or from
the organization that developed
them. For a minimal fee, NAC can
arrange for permission to repro-
duce printed materials through its
Document Delivery Service.
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Link research to needs and to interventions.

Research should be designed to answer a specific question
that relates to a prevention need (known or suspected) and
should be an integral part of all interventions subsequently
developed and delivered. Formative research will help define
the need (for example, how prevalent unprotected anal
intercourse is within a given population at high risk), help
define the factors that are creating the need (for example,
young men aren’t using condoms because the perceived
social norm doesn’t support condom use, condoms aren’t
available, condoms are perceived as decreasing sensation
and pleasure, condoms mean you don’t trust your partner),
and allow you to create explicit process and outcome objec-
tives (for example, peer-to-peer counseling will reach 100
members of the target population at least three times within
a three-month period; of those receiving counseling, 75%
will state a short-term intention to use condoms the next
time they have intercourse). Ongoing evaluation will help
assess how well the intervention is meeting its process and
outcome objectives (how many people are actually reached,

how many times, the behavioral results of those contacts, etc.).

Disseminate research results.

Sharing results with community members helps develop
trust and establish consensus around an issue (such as a
specific need or a specific intervention). Sharing results of
what works and doesn’t work also gives other groups ideas of
what they can do. An informed community is better able to
support HIV prevention efforts. Researchers and prevention
program developers working collaboratively with a targeted
audience have an obligation to share information — to work
with the group, not around or on it. Nationally, the need for
shared information grows as resources constrict, increasing
the need for rapid and open dissemination of results. A

competitive attitude about research results often defeats
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collaborative work. Channels for sharing information vary in
sophistication and availability, from scholarly journals and
colloquia to public-access electronic bulletin boards. At the
very least, all information should be made available to the
National AIDS Clearinghouse, for on-line alert and distribu-
tion, and to the Prevention Collaborative, for distribution to

participating organizations and their constituents.

Selected Readings on Research and
Evaluation
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Linkage and
Integration with
Existing Health,
Education, and Social
Services Agencies

How Does Linkage Fit
in Prevention Marketing?

Linking with local agencies is a key ingredient in all stages of
prevention marketing, from formative research to program
evaluation, and is essential to gaining community support for
and participation in the program. It is also essential to the
HIV Prevention Community Planning process. Linked organi-
zations can provide valuable information in the planning
stages about the target audience and their behaviors. Link-
ages can help agencies identify existing services and gaps in
services. Linkages help define who’s providing what service
to whom, where, and how. Linkages can help agencies iden-
tify or establish effective channels for delivering prevention
messages and assist in reaching audiences that are rarely
reached. Linked organizations can help monitor the
program’s effects and provide input for alterations. They
don’t have to be HIV-specific: family planning clinics, youth-
focused self-esteem programs, drug treatment clinics, STD
clinics, and others are all possible collaborators.

Applying Prevention Marketing 49



What Are the Benefits of Linkage
with Health, Education, and Social
Services Agencies?

In developing, delivering, and evaluating HIV prevention
programs, linkages with health, education, and social ser-
vices agencies are essential. The expertise and services these
particular organizations have are vital to:

I coordinate and improve individual and collective HIV

prevention services;
1 best serve individual and collective consumers;

B decrease duplication and increase tiered services to

ensure a continuum of care and services for clients; and

I make maximum use of limited resources.

Linkage Guidelines from the
Prevention Collaborative

Start with your HIV Prevention Community
Planning group.

If you are not currently part of an HIV Prevention Community
Planning effort, contact your state AIDS director to get infor-
mation on efforts in your community. These groups have
developed prevention plans with priorities for target audi-
ences and interventions. You need to know about and coordi-
nate with these plans. (A list of state AIDS directors is in
Appendix B.)

Develop a coordinated community program
approach.

To coordinate effectively with others, start with an organiza-
tion that is already a recognized leader in the community,
and one whose structure and resources allow it to take the
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lead. Most often, these agencies include the local public
health department; established CBOs and ASOs; educational
agencies, including public and private schools, colleges,
universities, and trade schools; and social services agencies.
Coordinating your approaches to HIV prevention and to
community involvement in your activities will build a base
from which to reach out to others, including nontraditional
partners.

If it doesn’t exist, develop an infrastructure
that fosters inclusive partnerships in the
community.

The limited resources of many community-based organiza-
tions preclude them from assuming leadership roles, but may
not completely prevent them from participating. It is critical
that leading organizations, like the ones mentioned above,
actively pursue partnerships with other community groups
and make every effort to build an infrastructure that fosters
inclusion, not exclusion. Community organizations including
religious groups, schools, correctional facilities, and others
should play a role. Include anyone who has a stake in the
well-being of the target audience. For more information on
broader coalition building, see the next section.

Share resources, including information,
technology, funds, program elements, and
staff.

Community linkages are ultimately successful to the degree
that they share resources to deliver the most effective pro-
grams possible. This kind of power-sharing requires tremen-
dous trust. Linked or collective program plans that transcend
the goals and objectives of any one agency are essential.
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Hold joint trainings.

To support a cohesive prevention program, training and
other skills-building resources must be available to all com-
munity partners. Current and accurate information on be-
havioral science, social marketing, HIV education, and
other program-specific topics are essential to individual and
collective success. Systems of communication, training, and
information-sharing should be jointly developed at the outset
to ensure that they are rapidly disseminated and that compe-

tencies are built effectively and efficiently.

Develop consistent, clear, accurate messages
about HIV prevention.

Linked organizations must develop a shared understanding
and common language about HIV prevention for their com-
munity. Linked agencies have access to the target audience
at different points — for example, in schools, clinics, or
through child welfare services. It is vital that all these differ-
ent contacts deliver the same message. (This concept is
critical to the success of any broader coalition that might
develop. See pages 61-62.) Because discussions about HIV
prevention can trigger intense emotional responses — par-
ticularly if the target audience is youth — it is critical that
linked organizations speak with one voice. Determine com-
mon ground and stick to it, so that all the consumers of your
messages — the target audience, the broader community, key
stakeholders such as the media, government, and others —

get the same message.
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Resources on Linkages

American Asssociation for World Health offers a resource
booklet and poster to help you increase community aware-
ness and understanding of HIV/AIDS issues — including
prevention — around World AIDS Day, December 1 every
year. AAWH is a Prevention Collaborative member. Richard
L. Wittenberg, Director, 1129 20th St., NW, Suite 400, Wash-
ington, DC 20036; 202/466-5883 (phone) and 202/466-5896
(fax); AAWHSTAFF@AOLCOM (email).

CDC funds national and regional minority organizations
(NRMOs) to provide technical assistance to community-based
organizations to help with linkages, coalition building, and
other activities. For a complete list, see page 118.

The National AIDS Fund (formerly the National Community
AIDS Partnership) has a “challenge grant program” that
matches local funds with national dollars. Monies are distrib-
uted based on the decisions of local partners. The Fund
currently supports 38 communities in 33 states. The Fund is a
Prevention Collaborative member. Telephone: 202/408-4848.

TIDES-Funders Concerned About AIDS (FCAA) links
funders who collaborate on HIV-related grants. The organi-
zation represents over 1,200 grant-making executives from
42 states. Over 70 grant-makers throughout the country serve
on committees that examine grants in different areas. The
organization’s objectives are to encourage funders to incor-
porate HIV/AIDS into their grant-making agenda; to produce
materials on strategic philanthropic opportunities, and to
involve grant-makers in efforts to improve public policy on
AIDS-related matters. Telephone: 212/573-5533.
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United Way. Local United Way organizations take leadership
and support roles in the creation of local coalitions and
partnerships to address community issues. Numerous United
Way organizations have embarked on HIV/AIDS partnership
initiatives as recipients of grants from The National AIDS
Fund (formally the National Community AIDS Partnership).
Because United Way organizations have proven track records
and raise funds on the local level from public, private, and
voluntary sectors, they are adept at pulling together players
from all different segments of society to help build stronger
communities. United Way of America, the national service
and training center that supports local United Way organiza-
tions, is a Prevention Collaborative member. Telephone: 703/
685-7835.
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Coalition Building

How Do Coalitions Fit Into
Prevention Marketing?

Broad community action is one of the three essential ele-
ments of a successful prevention marketing program and of
HIV Prevention Community Planning. Building coalitions
among varied organizations is one aspect of community
participation. Coalition building usually happens before or
during the program planning stage, but coalition member-
ship and focus may change over time, as broad planning
gives way to more targeted planning and then to intervention
and evaluation. Potential coalition members will become
apparent as your target audience is narrowed and defined.
Any group in your community that has a stake in the well-
being of your target audience — even if (perhaps especially if)
their opinion differs from yours — should be considered as a
potential member of the coalition. Diversity enriches the
coalition, makes it multi-dimensional, and enhances its
ability to serve the full spectrum of consumers.

Coalition building requires a commitment to shared deci-
sion-making, shared responsibility and accountability, and
shared resources to respond to mutually agreed-upon com-
munity needs. It requires a formal commitment to work
together, perhaps expressed as a common mission statement,
a common vision, or even a legal contract. It doesn’t require
that everybody agree on everything all the time.
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According to a Strategies newslet-
ter reader poll, these are the major
barriers coalitions face (other than
lack of funding) to planning and
implementing successful commu-
nity-level prevention programs.

lack of

comlmunity
involvement i
36% Ml

and control | other 24%”

25%

* other barriers (such as turf is-
sues, lack of parental involvement,
and community denial) 24%

Source: Strategies vol. 3 no.2
(Summer 1994) 6.

What Are the Benefits of a
Community Coalition?

A coalition that functions well offers many benefits, accord-
ing to the National Assembly of National Voluntary Health
and Social Welfare Associations (a Prevention Collaborative

member). A community coalition can:

1 identify gaps in current services (a key part of needs

assessment) and cooperate to fill those gaps;

I expand available services by cooperative programming

and joint fundraising;

I provide better services through interagency communica-

tion about referral programs;

I develop a greater understanding of community needs by
seeing the whole picture, not just a part of it;

1 identify similar concerns and, at the same time, be
strengthened by diverse perspectives that different mem-

bers from varied backgrounds bring to the joint effort;

I reduce interagency conflicts and tensions by squarely
addressing issues of competition and turf (especially

important in a time of reduced resources);

I mobilize community action to effect needed changes
through collective advocacy and the strength of individual

organizations’ constituents;

1 achieve enhanced visibility and credibility with decision-
and policy-makers, funders, the media, and the broader

community;

I enhance staff skills by sharing information and holding

joint training programs;

I conserve resources by avoiding duplication of services;

and

I decrease costs through collective resource-saving oppor-

tunities.
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Coalition Building Guidelines from
the Prevention Collaborative

Form alliances with nontraditional partners to
broaden the coalition’s reach.

Private- and public-sector institutions in your community
have a stake in HIV prevention — even those that don’t yet
know it! Cast your net as widely as possible to include
nonhealth partners. For example, actively recruit area busi-
nesses who will directly benefit from HIV prevention by
having a healthy workforce now and in the future, cutting
health care costs, and contributing to the community’s over-
all health and well-being.

Develop a shared vision and clear mission to
succeed in coalition building.

As you begin forming a coalition, give special attention to
developing common goals. It is essential to take the time to
explicitly lay out the coalition’s purpose, its vision, its mis-
sion, and how that mission will be achieved. As a group,
review your joint vision, the common mission, and your
collective progress regularly and make changes as needed to
address changes in community needs, coalition membership,
or other external or internal factors that can affect how the
group functions.

Define roles and responsibilities for each
participating organization.

All roles and responsibilities — as well as accountability —
must be defined and agreed upon at the beginning. Taking
the time to detail these elements will reduce conflict later. Be
aware, though, that roles and responsibilities can and will
change over the life of the coalition. Staff changes (burnout,

turnover, change in skills, etc.), changes in participating

Another Look at
Coalition Building

Most of us are accustomed to look-
ing at coalition building as linking
with groups. But coalition build-
ing is also about linking and mobi-
lizing individuals around an issue.
For example, the Latinas: Partners
for Health network has become a
catalyst for uniting thousands of
women around HIV/AIDS. Since
1990, more than 1,200 women na-
tionwide have given their time and
resources to HIV education and
prevention. Careful planning set in
motion a two-track strategy linking
community and national leaders to
share resources and strategies.
The project also generated sorely
needed resources: The Latina AIDS
Action Plan and Resource Guide,
Latinas: Partners for Health Part-
nership Directory, and Latinas:
Partners for Health HIV/AIDS Part-
nership Plan. For more informa-
tion about the network, contact HD/
Projects in Washington, DC, at 202/
452-3750.
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Stages of Coalition
Development

Ad]oummg

@‘

Forming. As a coalition comes fo-
gether, feelings can range from ex-
citement and enthusiasm to fear
and resistance. The overriding tone
is usually cordial.

Storming. After the formative
stage, issues and agendas begin to
surface. Slight to severe differences
in the perception of facts, goals,
methods, values, etc., are uncov-
ered. Responses can range from
withdrawing to overt fighting. The
atmosphere is often chaotic.

Norming. Members stop talking at
each other and start listening to
each other. Needs, benefits, and
limitations of collaboration are re-
alized. Roles and responsibilities
are determined, agreements are
made concerning ground rules and
group procedures. Constructive
compromises are found. The tone
is usually relieved and hopeful.

Performing. In this stage, the
group produces. Members honor
boundaries and agreements. Bal-
ance is maintained between content
and process. Tone is characterized
by appropriate participation, re-
spect, and commitment.

Adjourning. In the final stage, the
group disbands as its collaborative
mission is accomplished or
changes. Feelings can range from
pride and a sense of accomplish-
ment to relief or sadness that the
group is separating. Ifa core group
remains to address a new mission,
new members will be recruited and
the cycle will begin again.

organizations (for example, reduced or increased funding,
new or changed program focus), and external changes (such
as new school board members or other factors affecting the
targeted audience or the broader community) can change
participating organizations’ functions within the collabora-
tion. Take time to review roles and responsibilities periodi-

cally and modify as needed.

Educate each member organization’s
constituents about the coalition and its
purpose.

Ensure that stakeholders in each member organization —
board members, management, clients, funders, and so on —
understand the nature and purpose of the coalition, and their
organization’s role in the coalition. This can help avoid
conflicts that can arise when constituents don’t perceive
benefits to the coalition, perceive conflicts of interest among
member organizations, or have had past negative experi-
ences with other participating groups. Open or “under the
table” divisiveness can thwart the coalition’s success. Every
member organization’s constituents have a stake in the
coalition’s success, and every effort should be made to secure
their buy-in and support.

Obtain substantive input from the target
audience.

Clearly, the target audience is a special constituency for the
coalition and its members. If target audience members are
not part of the staff of member organizations, consider in-
cluding them in the coalition or as invited speakers or guests,
as appropriate, at coalition business meetings. The approach
will vary by community, but substantive consumer participa-
tion, through whatever channel, is vital to program success.
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Clearly lay out plans for resolving conflicts,
because disagreements are inevitable.

Lay out a process at the beginning to air grievances and
resolve conflicts. Plan for compromise. Your goal is to avoid
disintegration at the hour of greatest need, when members
must pull together and not apart. If necessary, seek media-
tion from an outside source; try to agree upon this source as
you form the coalition — don’t wait until you’re in the middle

of a conflict to come up with an objective facilitator.

Sources of Group Disputes
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Academy for Educational Development. Handbook for HIV Prevention Community
Planning. Page 3-6, April 1994.
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Arrange for consistent representation from
each coalition member.

Active participation in the coalition may require a dedicated
staff member or at least that a staff member’s job responsi-
bilities specifically include these duties. Member organiza-
tions should assess their ability to participate and adjust staff
workloads as needed. Discuss representation at the begin-
ning — as a group, determine the participation ground rules:
what is acceptable in terms of missed meetings, sending
substitutes, and so on.

Share information among member
organizations to strengthen coalitions.

Information is power. Successful coalitions function on trust
and shared power. Lack of trust, resulting in information
isolation and power imbalances, can be deadly to a coalition.
Lines of communication should be fluid and reflect the
unique nature of your coalition — some member organiza-
tions will naturally be in closer contact than others, but make
attempts to be inclusive. Sometimes, informal communica-
tion among the leadership will be enough. Other situations
may require more formal channels. Whatever the process, it
should be frank and open. Remember, though, that commu-
nication about specific clients will require their informed
consent. Lay out the ground rules for communication about
clients at the beginning.

Make sure the coalition is prepared to speak
as one voice.

It is vital that coalition members deliver the same message
and reiterate core messages over and over. The unified voice

of various organizations can reorder community thinking.
Conversely, if your members are delivering essentially the
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same message, but slightly differently, this can create the
impression that unity is lacking. And remember the impor-
tance of repetition — over time, many drops of water created
the Grand Canyon!

Selected Readings on Coalition
Building

General Readings

Ambherst H. Wilder Foundation. Collaboration Handbook:
Creating, Sustaining, and Enjoying the Journey. (Call 612/
642-4000.)

Community Anti-Drug Coalitions of America. Community
Coalitions: Developing a Public Relations Plan. CADCA
Strategizer No. 4. Alexandria, VA: CADCA, 1994. (A photocopy
of this material is available from the CDC National AIDS
Clearinghouse Document Delivery Service, 800/458-5231.)

Feighery, M.S. & Rogers, T. Building and Maintaining Effec-
tive Coalitions. Palo Alto, CA: Stanford Health Promotion
Resource Center, Stanford Center for Research in Disease
Prevention, Stanford University School of Medicine, 1990.

Kreitzmann, J.P. & McKnight, J.L. Building Communities from
the Inside Out: A Path Toward Finding and Mobilizing a
Community’s Assets. Chicago, IL: Center for Urban Affairs
and Policy Research, Northwestern University, 1993. A collec-
tion of case studies of successful interventions in troubled
communities nationwide. The theory of this book is that
individuals, associations, and institutions have unique assets
that can be used to better communities.

The National Assembly of National Voluntary Health and
Social Welfare Organizations. The Community Collaboration
Manual. Washington, DC: The National Assembly, 1993.
(Copies available for $10.95 + $3.00 shipping and handling
from the National Assembly, 202/347-2080.)
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The National Council of La Raza. Do’s and Don’ts For An
Inclusive HIV Prevention Community Planning Process: A Self-
Help Guide. Washington, DC: NCLR, 1994. (For more infor-
mation, call 202/785-1670.)

Strategies, a quarterly newsletter published by Join Together,
a national resource center for communities fighting sub-
stance abuse, Boston University School of Public Health; 421
Stuart St., 6th Floor, Boston, MA 02116; 617/437-1500. Al-
though this newsletter specifically focuses on substance
abuse programming, articles can apply to HIV prevention.
Articles include topics such as putting public policy issues on
coalition agendas, tools for social change, lessons from
MADD (Mothers Against Drunk Driving) on changing public
policy, case studies, and resources.

Special Topic: Conflict Resolution
Fisher, R. & Ury, W. Getting to Yes: Negotiating Agreement
Without Giving In. New York: Penguin Books, 1983.

Fisher, R. & Brown, S. Getting Together: Building Relation-
ships As We Negotiate. New York: Penguin Books, 1989.

Susskind, L. & Cruikshank, J. Breaking the Impasse: Consen-
sual Approaches to Resolving Public Disputes. New York: Basic
Books, Inc., 1987.

Weeks, D. The Eight Essential Steps to Conflict Resolution.
New York: G.P. Putnam & Sons, 1992.
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Health
Communications

Health communications is the portion of prevention market-
ing programs that deals with messages, their delivery, and
their evaluation. Because health communications is often the
most visible part of prevention marketing, the terms are
often used synonymously. But health communications mes-
sages and channels of delivery — street outreach, health
fairs, peer counseling, safer sex workshops, public service
announcements, and so forth — are not the only component,
or even the most important component, of an integrated
prevention marketing program. Each of these components is
the result of research with intended consumers and reflects a
thorough understanding and appreciation of the target
audience’s needs, beliefs, behaviors, lifestyle, demographics,
psychographics, and other characteristics.

Health Communications Guidelines
from the Prevention Collaborative

Include the target audience in message and
materials development, pretesting, pilot
testing, delivery, and evaluation.

Consider — and include — consumers in all stages of health
communication program design, especially in formative
research that influences message content and delivery chan-
nels. For example, youth can become involved through a
variety of sources, including collaborating educational, civic,
social, and governmental organizations and institutions. It is
critical to ensure that target audience members are ad-
equately prepared to participate meaningfully. Traditionally

disenfranchised and/or marginalized target audiences —
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including people who are young, economically disadvan-
taged, of color, gay, lesbian, bisexual, transgendered, drug-
using, homeless, jobless, etc. — may not have the back-
ground and experiences that coalition members have, may
not be prepared to operate in a group that runs on Robert’s
Rules of Order, or may not see the benefits to structuring
discussions in the way the coalition does. Coalition members
must consider the desired outcome/s of including the target
audience and then structure opportunities for involvement
that allow participating consumers to feel successful, useful
and not used, and valued. These opportunities should also
capitalize on target audience members’ existing skills, tal-
ents, and aptitudes, while offering them challenges to grow.
This is not easy. Coalition members may require education
and training in working “outside the box” and in perceiving
consumers as colleagues rather than as a group of people
simply to be targeted for interventions.

Create and deliver messages that are clear,
direct, and appropriate to the target audience.
To be effective, messages must speak to the target audience
in language and a context they will understand and appreci-
ate. The dialogue of a target audience — particularly young
people — can change quickly, so messages must be adapt-
able, without jeopardizing their credibility. Message pretest-
ing and pilot testing will shed light on the target audience’s
reaction before a program is delivered. As the program is
underway, ongoing evaluation will pinpoint language, con-
tent, channels of communication, or other aspects that need
to be adapted based on the current situation.

Look to consumer research to guide message content and
style. A general rule of thumb: Fear-based messages will prob-
ably not be effective. Based on target audience research, con-
sider embedding HIV prevention messages in a comprehen-
sive approach to health and well-being. Research may indicate

64

Applying Prevention Marketing



that the target audience will respond well to prevention mes-
sages incorporated into positive concepts that may include
self-esteem, self-respect, healthy mind/healthy body, sexuality
and sex, as well as other health-related topics such as nutri-
tion or exercise. Research will guide whether messages
should be direct and didactic (e.g., “Use latex condoms.”) or
less direct (perhaps a skill that is modeled by a peer, such as
talking with a partner about condoms). Research will reveal
the target audience’s practices, beliefs, attitudes, skills, and
knowledge. For example, it may indicate that abstinence, often
shunned by prevention program designers as unrealistic for
young people, is a desired option and is a prevention message
that should be included in your communications.

Use research to guide decisions about
messengers.

It is important to remember that the messenger is as impor-
tant as the message. Formative research with the target
audience will spotlight individuals and/or groups they find
credible and whose word they will act on. This investigation
is crucial, because it may reveal target audience values that
can surprise planners. For example, national research with
young adults (18 to 25) on HIV prevention messages has
shown that effective messengers need not mirror the target
audience in terms of race/ethnicity, gender, sexual orienta-
tion, or other traits program planners would often suspect.
Instead, the research showed that the single most important
characteristic for messenger credibility is age — young adult
target audience members want to see and hear people their
own age talking about HIV prevention. In your community, it
is possible that age may be an important characteristic, but
not the most important. Your research may show that another
characteristic — sexual orientation, gender, race/ethnicity,
etc. — may be more important to your chosen target audi-
ence. Let research with your target audience guide your
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choices of credible messengers, messages, channels of deliv-
ery, etc.

Programs should demonstrate their cultural competence by
clearly incorporating the target audience’s values into cam-
paign materials and activities. Target audience members can
provide insights into messages that are sensitive to culture,
race/ethnicity, gender, sexual identity, age, and other charac-
teristics.

Work with the target audience to ensure
linguistic accuracy.

Develop messages and materials for non-English speakers
and readers. Translations of English to other languages usu-
ally do not convey the desired messages and are often insensi-
tive, if not offensive. Other groups that have their own lan-

guage — for example, young people, drug users, sex workers,
etc. — should also be involved in message development.

Consider the various needs and behaviors of
the entire range of target audiences when
developing HIV prevention interventions.
Audience segmentation is a key principle of prevention
marketing. Broad segmentation — for example, along the
lines of age, gender, race/ethnicity, or sexual orientation —
will not capture the differing needs and perspectives of
subgroups within these categories or the cross-cutting per-
spectives that may be found in varied demographic groups.
Many consumers belong to more than one potential target
audience. For example, a well-known athletic gear marketer
segments according to innovaters (the first to try a new
product) and across demographic lines — young and old, of
varied races and ethnicities, of both genders. The salient
characteristic is whether the target audience member is
game for new things and can diffuse the innovation to others
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in his or her segment. In HIV prevention programs, bartend-
ers in gay and lesbian bars have been targeted because
patrons perceive them as opinion leaders/style setters. The
bartenders’ race/ethnicity, gender, age, socioeconomic sta-
tus, etc., are not the most important characteristics in their

ability to promote safer behaviors successfully.

Armed with formative research into varied target audiences
and weighing program resources and priorities, focused
communications should be developed as specifically as
possible for each consumer group. Only after research is
done can messages be focused. For example, research will
show whether a single message will suffice for all female
adolescents, or whether messages should be different for
those who are sexually active now, were sexually active in
the past but are not now, or will be sexually active; for those
who are straight, bisexual, lesbian, or questioning; for those
who use condoms consistently for vaginal intercourse (and/
or oral and/or anal intercourse), those who occasionally use
condoms for vaginal intercourse, or those who have never

used condonts for vaginal intercourse; and so on.

Work to develop community support for
prevention.

Communities may be reluctant to provide programming for
those most at risk because they and their behavior are con-
troversial — this may be especially true for young people
who are gay, bisexual, lesbian, or transgendered, or who
engage in other behaviors such as drug use outside the
mainstream of the broader population. The prevailing cli-
mate in a community will affect the community’s acceptance
of specific messages. But you should make every attempt to
ensure the climate does not deter the development of health
messages for any group. It is vital to have community support
for prevention messages and materials that may be viewed as

controversial. Careful and thorough community involvement
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through linkages, coalition building, seeking out stakehold-
ers and gatekeepers, and other preparatory work may ease
the way. Having a solid science base for your program — in
epidemiology, behavioral science, and communications
science, as demonstrated by formative research results —
will help ensure that public discussions (and debates) don’t
simply boil down to what one side feels or believes versus
what the other side feels or believes. For more information
on formative research, see page 42; for more information on

linkage and coalition building, see pages 55-62.

Pursue partnerships with a broad range of
community organizations.

Partnerships, coalitions, and cooperatives extend the reach of
prevention messages. Nontraditional partners, such as local
marketing firms, public relations and advertising agencies,
and even local media all bring valuable skills and expertise
to the collective table.

Large and sman Media

Traditional “mass” media channels such as network television and national consumer magazines
continue the recent trend of splintering into smaller and smaller niche markets. The big three
networks are now fighting for survival with other growing free and for-fee networks, giving
viewers hundreds of channels to choose among. Broadly defined publications such as Life, Time,
Reader’s Digest, and TV Guide once dominated the magazine industry. But a proliferation of
narrowly targeted titles such as Cooking Light, Organic Gardener, Soap Opera Digest, and Coun-
try Woman now share the shelf. Both TV and print media are being muscled by online communi-
cations offered to consumers through subscriber services such as America OnLine and Prodigy.
National programs like the Prevention Marketing Initiative make use of general mass media as
well as targeted mass media — for example, PMI public service announcements run on network
and affiliate TV channels; the show “SMART SEX” ran on MTV.

At the community level, focusing on “small” media channels has become an important strategy
for designing and delivering public health interventions. These so-called “personal” media will
likely be more effective on a local level than focusing on national, broad demographic audience
publications and shows. Small media can range from the obvious (local newspapers, community
newsletters, local radio) to the less conventional (posters, seminars and workshops, special
events, contests, booklets, brochures, door hangtags, “baseball” cards).

Conduct research with your target audience to determine the best channels through which to
reach them.
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Carefully select media and other channels of
distribution to most effectively reach
consumers.

What has your target audience told you about credible mes-
sages and messengers? About where, when, and how mes-
sages should be delivered? Any chosen health communica-
tions component should be thoroughly supported with re-
search with the target audience, not just the “gut feelings” of
coalition members or program staff. “/ think...” isn’t sufficient
to justify using scarce and precious resources.

In proposing possible channels of communication to the
target audience, think creatively. Prevention marketing
emphasizes using the most effective channel for reaching the
target audience, and that may not be PSAs. Television, radio,
and other mass media may not always be the best ways to
reach certain groups. Interactive video, peer educators,
street outreach, electronic bulletin boards or “talk” forums,
hotlines, improvisational theater, and other possibilities
should be considered. In particular, evaluate niche media,
like alternative newspapers and the so-called “’zines,” very
specialized publications that have small but extremely dedi-

cated markets.

Evaluate both the process and behavioral
outcomes of your health communications
efforts.

All prevention program elements should include both pro-
cess and outcome evaluation. Measurable results of suc-

cesses, near-misses, and failures should guide future activi-
ties.

Media Relations at the
Local Level

As print and electronic media cut
budgets and downsize, it's up to
community groups to provide re-
porter-ready information in the
form of facts, stories, and articles.
Even the television media will be
more interested in something you
prepare that's ready for broadcast.
This air-quality tape is called “B-
roll” (for background) and gener-
ally shows generic visuals relevant
to a story. For example, for a story
on preventing perinatal HIV trans-
mission, you might show pregnant
women with health care providers,
mothers and babies, and infants in
hospital isolettes. You might also
include brief comments from your
organization’s staff or clients.

Planning and research are the keys
to success in placing your story.
Find out what the media want, what
format they prefer, and the angles
they might cover. Make it as easy
as possible for reporters to use
your information. Materials should
get to the point quickly — consider
fact sheets, information kits with
relevant articles and photos or
other graphics, and posters. Per-
sonal follow up is extremely impor-
tant. Don’t send your ideas into a
void — call ahead to let reporters
know what’s coming and why they
need it and follow up to encourage
coverage. Use the information you
get from these interactions to fine-
tune your future efforts.

Many tools are available to help lo-
cal groups organize their media re-
lations effort. PMI recently pub-
lished two technical assistance
documents: Media Relations and
Issues Management, available
through the National AIDS Clearing-
house, 800-458-5231. And PMI
partner HDI Projects in Washington,
DC, has published HIV/AIDS Media
Action Guide: A Planning and Pro-
motions Guide for Community Lead-
ers; call 202/452-8750.
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Selected Readings on Health
Communications

Backer, T.E., Rogers, E.M., & Sopory, P. Designing Health
Communication Campaigns: What Works? Newbury Park,
CA: Sage Publications, Inc., 1991.

Backer, T.E. & Rogers, E.M., eds. Organizational Aspects of
Health Communications Campaigns: What Works? Newbury
Park, CA: Sage Publications, Inc., 1993.

Bracht, N., ed. Health Promotion at the Community Level.
Newbury Park, CA: Sage Publications, Inc., 1990.

Edgar, T., Fitzpatrick, M.A., & Freimuth, V.S., eds. AIDS: A
Communication Perspective. Hillsdale, NJ: Lawrence
Erlbaum Associates, 1992.

Freudenberg, N. & Zimmerman, M.A., eds. AIDS Prevention
in the Community: Lessons from the First Decade. American
Public Health Association, 1995. To order, call 202/789-5667.

Gross, G.M. Active Communities, Healthy Families. Madison,
WI: Center for Public Representation, 1987.

Kotler, P. & Roberto, E.L. Social Marketing: Strategies for
Changing Public Behavior. New York: The Free Press, 1989.

The Marin Institute for the Prevention of Alcohol and Other
Drug Problems. Advocating for Policy Change, a 16-page
workbook available free. Write to: 24 Belvedere St., San
Rafael, CA 94901.

Morris, L.L. & Fitz-Gibbon, C.T. How to Measure Program
Implementation. Newbury Park, CA: Sage Publications, Inc.
1978.

National Library Service for the Blind and Physically Handi-
capped. Reaching People. Washington, DC: Library of Con-
gress, 1980.

Peter Glenn Publications. National Radio Publicity Directory.
New York: Peter Glenn Publications, 1982.
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Rice, R.E. & Atkin, C.K., eds. Public Communication Campaigns,
2nd ed. Newbury Park, CA: Sage Publications, Inc., 1991.

Sage Publications, Inc. Media Advocacy and Public Health.
Explains the concepts of media advocacy through eight case
studies and gives practical advice on using media advocacy
to effect policy change. Available in hardback ($36) and
softcover ($16.95) from Sage Publications, Inc., 2455 Teller
Rd., Newbury Park, CA 91320-2218; 805/499-9742 (phone)
and 05/499-0871 (fax). There’s a $2 handling charge per

order.

Salmon, C.T., ed. Information Campaigns: Balancing Social
Values and Social Change. Sage Annual Review of Communi-
cation Research, Volume 18. Newbury Park, CA: Sage Publi-
cations, Inc., 1989.

Television Digest. Television Factbook. Washington, DC:
Television Digest, 1982.

TV Publicity Outlets. TV Publicity Outlets — Nationwide.
Washington Depot, CT: TV Publicity Outlets, 1982.

U.S. Department of Health and Human Services, Office of
Disease Prevention and Health Promotion, Health Informa-
tion Center. Working with the Print Media (for the Healthy
Older People Program), DHHS publication no. YO182. Wash-
ington, DC: U.S. Dept. of Health and Human Services, 1982.

U.S. Department of Health and Human Services, Public
Health Service, National Institutes of Health. Making Health
Communication Programs Work: A Planner’s Guide, NIH
Publication No. 92-1493. Washington, DC: U.S. Dept. of
Health and Human Services, 1992.

U.S. Department of Health and Human Services, Public
Health Service, National Institutes of Health, National Heart,
Lung, and Blood Institute. Churches as an Avenue to High
Blood Pressure Control, NIH publication no. 87-2725. Wash-
ington, DC: U.S. Dept. of Health and Human Services, 1987.
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U.S. Department of Health and Human Services, Public
Health Service, National Institutes of Health, National Heart,
Lung, and Blood Institute. Community Guide to High Blood
Pressure Control, NIH publication no. 82-2335. Washington,
DC: U.S. Dept. of Health and Human Services, 1982.

U.S. Department of Health and Human Services, Public
Health Service, National Institutes of Health, National Heart,
Lung, and Blood Institute. }#ith Every Beat of Your Heart: An
Ideabook for Community Heart Health Programs, NIH publi-
cation no. 87-2641. Washington, DC: U.S. Dept. of Health and
Human Services, 1987.

Health Communications Resources

Emerson-Tufts Program in Health Communication offers
information on effective health communications program-
ming, including written materials (Health Communication
Journal and AIDS: Effective Health Communication for the
90s, edited by Director Scott E. Ratzan, M.D.) and a World-
wide Web page. Contact 617/578-8745 (phone) or
617/578-8749 (fax).

National Organization of Black County Officials, NOBCO,
a Prevention Collaborative member, provides capacity build-
ing and programmatic technical assistance to increase the
level of knowledge and skills in HIV/STD prevention among
staff of CBOs, health and human services agencies, and
national programs targeting ethnic minority youth. Maria D.
Lopes, Executive Director, and Patricia Carter, Project Coor-
dinator; 420 First St., SW, Suite 500, Washington, DC 20001;
202/347-6953 (phone), 202/393-6596 (fax).

AIDS Foundation of Chicago maintains a prevention/
education committee of HIV health educators from through-
out the Chicago metropolitan area. Contact David Ernesto
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Munar, 512/922-2522 (phone); 312/922-2916 (fax); 11 S.
Wells, Suite 300, Chicago, IL 60607.

Cultural Competence Resources

A Prevention Collaborative partner, the Filipino Task Force
on AIDS, Daniel E. Toleran, Executive Director, offers
ethnic-specific HIV/AIDS education and care programs and
services. They also have a locally produced documentary
called “Celebrating Our Lives” about Filipinos living with
and affected by HIV/AIDS, and written materials on product
development and market testing for small print media (post-
ers, condom Kkits, and brochures). Call 415/703-9880; fax 415/
864-7482.

Cultural Awareness and Sensitivity: Resources for Health

Educators. From the Association for the Advancement of
Health Education (a Prevention Collaborative member),

Reston, VA. Call 703/476-3437; fax: 703/476-6638

La Guia, A Resource Guide for Guay, Lesbian and
Transgendered Latinas/os. Published by the National Latino/a
Lesbian and Gay Organization (LLEGO), a Prevention Col-
laborative partner, and the CDC National AIDS Clearing-
house, May 1995. Call 800/458-5231.

U.S. Conference of Mayors. Assessing the HIV Prevention
Needs of Gay and Bisexual Men of Color. June 1994. Call 202/
293-7330. Also HIV Prevention Community Planning Prafiles:
Assessing Year One. Fax request to 202/887-0652. USCM is a
Prevention Collaborative partner.

Wandering Star Productions. Training for Cultural Compe-
tence in the HIV Epidemic (video with booklet). University of
Hawaii-Manoa, Kapiolani Medical Center, AIDS Education
and Training Center, 1992. To order, call 808/737-0934.
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Community
Implementation

The Community Is Part of the 4 Ps

In prevention marketing, the community is one part of the
“place” that prevention program developers must consider in
selecting their marketing mix. (The four Ps are product,
price, promotion, and place. For more information on the
four Ps and the marketing mix, see pages 22-25.) Community
can mean a geographic location and a group of varied people
living and working in that location — a town or neighbor-
hood, for example. In the more focused sense, it may be a
specific target audience that considers itself a cohesive unit
— for example, a group of students who have decided to

remain virgins and promote that choice to others.

Community participation and action are crucial to the success
of your prevention effort. Prevention marketing relies on
broad community mobilization and action to design, develop,
deliver, and evaluate programs. Communities are experts in
what their needs are and, when equipped with supportive
resources, are the best people to address those needs. The
value for a community — in the broad or narrow sense — in
acknowledging and acting to address a problem or need
cannot be overstated. In far too many instances, public health
needs have worsened because the community was unable or
unwilling to acknowledge the problem and act to correct it.
Sometimes inaction is a result of inadequate resources —
human or fiscal — to address the problem. Sometimes it
results from other internal issues. In the social marketing
paradigm, these impediments are barriers to a behavior you
want the community to adopt. Work at understanding why the
barriers exist and how they can be minimized or eliminated.

A 5th P to Consider

Social marketing experts often talk
about a fifth P: politics or policy.
Clearly, community, state, and na-
tional policies can and do affect
prevention programming — and,
sometimes, the opposite is true.
Prevention programs can affect
policy. That is why a crucial element
of CDC’s prevention marketing
framework is community action. By
involving the broad community in
your efforts, you enhance the like-
lihood that the fifth P will be a fa-
cilitator and not a barrier to your
activities. Issues management is in-
tegral to successful community
mobilization. Issues management
(often called media advocacy)
works to assure that news and en-
tertainment media carry needed
messages and information to au-
diences, including policy makers.
Competing, conflicting, and misun-
derstood messages can cripple
community participation and sty-
mie policy change. Prevention mar-
keting depends on constituents
understanding issues and acting on
them.
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In addition, consider the community factors that support the

desired behavior and work to enhance them.

Failing to adequately consider the community as a factor in

program design and delivery can result in serious implemen-

tation difficulties, including:

Significant changes in an intervention because of
community resistance or rejection. For example, efforts
to reach the African-American gay community in the
early 1980s failed for one San Francisco AIDS service
organization because staff didn’t include the target audi-
ence in materials development. This resulted in a product
that community members perceived as lewd and offen-
sive — counter to their community norms and standards.
The well-intentioned material developers assumed that
all gay men would find sexually explicit materials desir-
able and, therefore, the materials would be effective.

They were wrong.

Barriers or restrictions placed on promotion efforts.
The community at large has a significant stake in mes-
sages and their delivery. This is most commonly seen in
schools, with barriers or limitations placed on who can
receive messages (age of consumers), the kinds of mes-
sages they can receive (such as abstinence only), where
they can receive them (only in certain classes), the chan-
nels of delivery (only by certain teachers or outside
speakers). PSAs and ads (electronic and print) also often
have time and location restrictions placed on them —
such as only after 10 p.m. and before 6 a.m., or only in
bars serving an over-21 crowd.

An unnecessarily high price for the product. Commu-
nity resistance to a desired behavior (product) may be so
strong that the price will be seen as too high. Consider
needle-exchange programs. Communities undoubtedly
want to reduce HIV infections. But they don’t want to

condone or encourage drug use, and many people believe
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needle-exchange programs encourage or at the very least
condone drug use. Although needle-exchange programs
may reduce HIV infections and are therefore perceived by
some as good, they are perceived by others as facilitating
drug use and therefore bad. These two opposing notions
of good and bad often result in impasse. In such an envi-
ronment, even if needle-exchange programs are estab-
lished, the cost to consumers can be too high for them to
afford (emotionally and psychologically).

Community Implementation
Guidelines from the Prevention
Collaborative

Collaborate with the HIV Prevention
Community Planning group in your area.

Many communities are now participating in CDC’s HIV
Prevention Community Planning process to design compre-
hensive HIV prevention plans. Make sure your efforts are
coordinated with this group. Contact your state or territorial
AIDS director for more information. (See Appendix B for
more information on HIV Prevention Community Planning
and contact lists.)

Conduct a situation analysis of your community.

Just as they would for the target audience, prevention pro-
gram planners should review what they know about the
larger community’s knowledge, attitudes, beliefs, and behav-
iors about sexuality, sexual orientation, drug and alcohol use,
and other prevention-related issues. Consider broad demo-
graphic data, such as cultural diversity, socioeconomic status,
gender, relationship status (single, married, divorced,
partnered but not married, etc.), religious affiliations, educa-
tion levels, and labor statistics. As with research conducted
with the target audience, these secondary data give you a
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broad-brush portrait of your community; you can then fill in
the details as needed with focus groups, community surveys,
and other information-gathering techniques. Evaluate poten-
tial barriers to and supports for prevention efforts. Devise
steps to address barriers and shore up supports in advance of
taking any action, including research with the target audi-
ence. Before you can begin that essential formative research,
you will need to influence stakeholders and gatekeepers who
control access to that population.

Gain local support and buy-in for prevention
activities.

As much as possible, the broader community should be
involved in prevention program development. Certainly, the
community should be kept informed. Withholding informa-
tion (deliberately or not) will breed wariness and skepticism
and undermine community support for your efforts. Research
findings and in-process lessons learned should be shared so
the entire community benefits, learns, understands. It is
important at the outset to educate the community about the
principles and process of prevention marketing, which will
be a new way of thinking about problems and problem-
solving for most.

Support and stimulate other grassroots efforts.

HIV prevention professionals should serve as resources for
grassroots organizations that are addressing other commu-
nity problems and populations. These same organizations
can serve as resources for HIV prevention groups. The work
each does — reaching “hard-to-reach” populations, gather-
ing data, conducting innovative interventions — can tran-
scend the specific issue each addresses. At first, collaborating
with nontraditional partners may not seem practical or worth

your time. It may be difficult. But networking throughout the
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Be sure to evaluate the success of your
implementation efforts.

Include both process (how many did we reach?) and outcome
(what was the behavioral impact?) measures. Modify your
intervention based on what you learn from this evaluation.
References on evaluation are listed in the section on Re-
search and Evaluation, pages 45-47.

Resources on Implementation

CDC funds national minority organizations (NMOs) and
regional minority organizations (RMOs) to provide technical
assistance to community groups, with the aim of strengthen-
ing and increasing the effectiveness of HIV/STD prevention
efforts for racial and ethnic groups at high risk, including
gay-identified, bisexual, and other men who have sex with
men; substance abusers; those with repeated STDs; women
in high-risk situations; youth in high-risk situations; sex
partners of those at high risk for HIV infection; and people
who live in areas with a high seroprevalence of HIV. NMOs
and RMOs offer technical assistance in three key areas:

I Capacity building and training in grant-writing; fiscal
management; board development and training; network-
ing and collaborating with local health departments, other
CBOs, and other local and state agencies and organiza-
tions; and staff and volunteer recruitment and retention.

I Programmatic technical assistance in planning, inte-
grating, implementing, and evaluating programs and
program components, including quality assurance.

I Identifying and disseminating information on preven-
tion technologies and successful/unsuccessful HIV/STD
interventions for racial and ethnic minorities through
case studies, workshops, and other channels.

See Appendix B for a list of RMOs and NMOs.
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community will create an interdependent web that pays off.
Area employers, informal social groups, civic organizations,
arts-related groups, activist organizations focusing on other
issues (for example, environmental racism), religious institu-
tions and groups, and other formal and informal structures

are all potential allies.

Address the complexity of changing behaviors
and develop interventions accordingly.

Behavior change doesn’t happen overnight. Be sure your
collaborative partners and the broader community under-
stand that HIV prevention is a long-term commitment. At the
same time, it’s important to see success in even small steps
toward an objective. Combined, small steps add up! Consider
the benefits of reaching a smaller audience with a sustained
and extensive intervention, as opposed to reaching a large
audience in a more superficial way. Local interventions offer
opportunities to address site-specific audiences that large-
scale national programs don’t have. Consider national pro-
grams directed at your target audience and how you can
enhance those locally.

Tap the expertise of community, state,
regional, and national organizations.

Larger and/or more established organizations can mentor

newer agencies in the areas of grant-writing, training,

technical assistance, funding, and other needs. Look beyond

your community to CBOs in other areas and contact state,
regional, and national groups as well. Collaboration will
help sustain your program over time, reduce competition
and in-fighting, increase community support, and, ulti-
mately, enhance client services. See the Resource listing on
page 61-62 for ideas.

Don’t Reinvent the
Wheel

When the Episcopal Church wanted
to develop an AIDS prevention cur-
riculum for its young people, it
turned to Prevention Collaborative
partner Advocates for Youth and its
already-developed guide, Teens for
AIDS Prevention (TAP). Working
with Advocates for Youth and the
AIDS Ministries Program of Con-
necticut, Inc., the Church
“Episcopalized” the TAP curriculum
by adding additional theological
information, resources, and com-
mentary. “One of the significant les-
sons of the age of AIDS is that re-
inventing the wheel is unnecessary,
unwise, and wasteful,” the Episco-
pal manual says. “Therefore, this
Episcopal Guide to TAP /s actually
a gathering and adapting of mod-
els and resources that have been
used successfully both within the
Church and beyond it.”
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Be sure to evaluate the success of your
implementation efforts.

Include both process (how many did we reach?) and outcome
(what was the behavioral impact?) measures. Modify your
intervention based on what you learn from this evaluation.
References on evaluation are listed in the section on Re-
search and Evaluation, pages 45-47.

Resources on Implementation

CDC funds national minority organizations (NMOs) and
regional minority organizations (RMOs) to provide technical
assistance to community groups, with the aim of strengthen-
ing and increasing the effectiveness of HIV/STD prevention
efforts for racial and ethnic groups at high risk, including
gay-identified, bisexual, and other men who have sex with
men; substance abusers; those with repeated STDs; women
in high-risk situations; youth in high-risk situations; sex
partners of those at high risk for HIV infection; and people
who live in areas with a high seroprevalence of HIV. NMOs
and RMOs offer technical assistance in three key areas:

I Capacity building and training in grant-writing; fiscal
management; board development and training; network-
ing and collaborating with local health departments, other
CBOs, and other local and state agencies and organiza-
tions; and staff and volunteer recruitment and retention.

1 Programmatic technical assistance in planning, inte-
grating, implementing, and evaluating programs and
program components, including quality assurance.

1 Identifying and disseminating information on preven-
tion technologies and successful/unsuccessful HIV/STD
interventions for racial and ethnic minorities through
case studies, workshops, and other channels.

See Appendix B for a list of RMOs and NMOs.
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Appendix A

Prevention Collaborative Partners

Arlene Marshall

Chief, Area Health Education
Branch

Aberdeen Area IHS

PHS Indian Hospital

3200 Canyon Lake Dr.

Rapid City, SD 57702

Phone: 605-348-1900 x272

Fax: 605-348-8833

Hank Wilson

ACT UP/Golden Gate

55 Mason St.

San Francisco, CA 94102
Phone: 415-421-4188

Edward Zold

ACT UP/Golden Gate

3865 18th St.

San Francisco, CA 94114
Phone: 415-864-3745

Fax: 415-626-0451; 252-9277

Benjamin Wright

Adolescent HIV Prevention
Project

600 S Commonwealth Ave.

6th Floor

Los Angeles, CA 90005

Phone: 213-351-8041

Fax: 213-738-0825

Donna FuttermanDirector

Adolescent AIDS Program at
Montefiore

111 East 210 St.

Bronx, NY 10467

Phone: 718-882-0322

Fax: 718-882-0432

Email: futterma@aecom.yu.edu

Jennifer Hincks-Reynolds
Advocates for Youth

1025 Vermont Ave., NW
Suite 210

Washington, DC 20005
Phone: 202-347-5700
Fax: 202-347-2263

Richard Sowell

AID Atlanta

1438 West Peachtree St., NW
Suite 100

Atlanta, GA 30309

Phone: 404-885-6800, x274
Fax: 404-885-6799

Lawrence J. Kessler
Executive Director
AIDS Action Committee
131 Clarendon St.
Boston, MA 02116
Phone: 617-450-1239
Fax: 617-437-6425

Tom McNaught

Director of Communications
AIDS Action Committee

131 Clarendon St.

Boston, MA 02116

Phone: 617-450-1230

Fax: 617-437-6425

Jay Coburn

AIDS Action Council

1875 Connecticut Ave., NW
Suite 700

Washington, DC 20009
Phone: 202-986-1300 ext. 21
Fax: 202-986-1345

Email: HN3384@handsnet.org

Mark Ishaug

AIDS Foundation of Chicago
411 S Wells

Suite 300

Chicago, IL 60607

Phone: 312-922-2322

Fax: 512-922-2916

Cesar Portillo

AIDS Healthcare Foundation
1800 N Argyle Ave.

3rd Floor

Los Angeles, CA 90028
Phone: 213-486-1359

Fax: 213-962-8513

Madeline Beery
AIDS Impact, Inc.
PO Box 9423

Seattle, WA 98109
Phone: 206-284-3865
Fax: 206-284-3879

Rev. Ken South

AIDS National Interfaith
Network

110 Maryland Ave., NE

Suite 504

Washington, DC 20002

Phone: 202-546-0807

Fax: 202-546-5103

David C. Harvey

Executive Director

AIDS Policy Center for Children,
Youth and Families

910 17th St., NW

Suite 422

Washington, DC 20006

Phone: 202-785-3564; 332-3237

Fax: 202-408-9520
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Judie Klapholz

AIDS Project Los Angeles
1313 N Vine St.

Los Angeles, CA 90028
Phone: 213-993-1525
Fax: 213-993-1598

Don Maison

President and CEO
AIDS Services of Dallas
PO Box 4338

Dallas, TX 75208-0338
Phone: 214-941-0523
Fax: 214-941-8142

Lisa Kaeser

The Alan Guttmacher Institute
1120 Connecticut Ave., NW
Suite 460

Washington, DC 20036

Phone: 202-296-4012

Fax: 202-223-5756

Vivian Echavarria

A-D-HP/DP

Alaska Area Native Health
Service

250 Gambell St.

Anchorage, AK 99501

Phone: 907-257-1319

Fax: 907-257-1835

Email: viviana.echavarria
@ochs.1aka@ihs

Cheri Lyon

Chief, Area Health Education
Branch

Albuquerque Area IHS

Suite 1502

505 Marquette NW

Albuquerque, NM 87102-2162

Phone: 505-766-9421

Fax: 505-766-2157

Laura Saul Edwards

Government Relations Repre-
sentative

American Academy of Family
Physicians

2021 Massachusetts Ave., NW

Washington, DC 20036

Phone: 202-232-9033

Fax: 202-232-9042

Elaine Holland

American Academy of Pediatrics
601 13th St., NW

Suite 400 N

Washington, DC 20005

Phone: 202-347-8600

Fax: 202-393-6137

Becky J. Smith

American Alliance for Health,
Physical Education,
Recreation, and Dance

Association for the Advance-
ment of Health Education

1900 Association Dr.

Reston, VA 22091

Phone: 703-476-3437

Fax: 703-476-6638

Ben Schatz

American Association of
Physicians for Human Rights

273 Church St.

San Francisco, CA 94114

Phone: 415-255-4547

Fax: 415-255-4784

Leslie Roberts

American Association of School
Administrators

1801 N Moore St.

Arlington, VA 22209

Phone: 703-875-0755

Fax: 703-807-1849

Darlene Pierce

American Association of School
Administrators

1801 N Moore Street

Arlington, VA 22209

Phone: 703-875-0736

Fax: 703-841-1543

Janet Chapin

American College of Obstetri-
cians and Gynecologists

409 12th St., SW

Washington, DC 20024

Phone: 202-863-2579

Fax: 202-488-0787

Trudy Snope

American College Health
Association

PO Box 28937

Baltimore, MD 21240-8937

Phone: 410-859-1500

Fax: 410-859-1510

Jordan Barab

American Federation of State
and City Medical Employees

1625 L St., NW

Washington, DC 20036

Phone: 202-429-1000

Fax: 202-429-1293

Constance Cordovilla

American Federation of
Teachers

555 New Jersey Ave., NW

Washington, DC 20001-2079

Phone: 202-879-4290

Fax: 202-879-4558

Rev. Margaret Reinfeld
Director, Social & Behavioral
Research

American Foundation for AIDS
. Research

733 3rd Ave.

12th Floor

New York, NY 10017

Phone: 212-682-7420

Fax: 212-682-9812

Jane Silver/Carol Vargo

American Foundation for AIDS
Research

1828 L St.,, NW

Suite 802

Washington, DC 20036

Phone: 202-331-8600

Fax: 202-351-8606

Jenie Hall

Director, Bridges Project

American Friends Service
Committee

1501 Cherry St.

Philadelphia, PA 19102-1429

Phone: 215-241-7133
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Director

American Indian Health Care
Association

1550 Larimer St.

Suite 225

Denver, CO 80202

Phone: 303-607-1048

John Henning

American Medical Association
515 N State St.

Chicago, 1L 60610

Phone: 312-464-4566

Fax: 312-464-5841

Damon Marquis

Department of Adolescent
Health

American Medical Association

515 North State St.

Chicago, IL 60610

Phone: 512-464-4609

Fax: 512-464-5842

Sarah Stanley

American Nurses Association
600 Maryland Ave., SW

Suite 100 West

Washington, DC 20024
Phone: 202-554-4242

Fax: 202-554-2262

Janet O’Keeffe

Assistant Director for Public
Interest Policy

American Psychological
Association

750 First St., NE

Washington, DC 20002-4242

Phone: 202-336-5934

Fax: 202-336-6063

Email: jeo.apa@email.apa.org

John Anderson

Director

AIDS Office

American Psychological
Association

750 First St., NE

Washington, DC 20002-4242

Phone: 202-336-5934

Fax: 202-336-6063

Email: ja.apa@email.apa.org

Ms. Jenerett Glass

AIDS Coordinator

American Public Health Asso-
ciation

1015 15th St.,, NW

Suite 300

Washington, DC 20005

Phone: 202-789-5622

Fax: 202-789-5661

Carolyn Branson
American Red Cross
8111 Gatehouse Road
6th Floor

Falls Church, VA 22042
Phone: 703-206-7429
Fax: 703-206-7765

Eileen Roy

American Red Cross
8111 Gatehouse Road
Falls Church, VA 22042
Phone: 703-206-7472
Fax: 703-206-7754

David Laubert

American School Health Asso-
ciation

7263 State Route 43

PO Box 708

Kent, OH 42240

Phone: 216-678-1601

Fax: 216-678-4526

Linda Alexander

American Social Health
Association

5300 Kingsbrook Dr.

Frederick, MD 21701

Phone: 301-831-4805

Fax: 301-698-1215

Email: d8314805@aol.com

Dick Wittenberg

American World Health
Association

1129 20th St., NW

Suite 400

Washington, DC 20036

Phone: 202-466-5883

Fax: 202-466-5896

W. Shepherd Smith

Americans for a Sound
AIDS/HIV Policy

PO Box 17433

Washington, DC 20041

Phone: 703-471-7350

Fax: 703-471-8409

Sharon Davis

Director, Department of
Research and Program
Services

The Arc

500 East Border

Suite 300

Arlington, TX 76010

Phone: 817-261-6003

Phone: 817-277-0553 (TDD)

Fax: 817-277-3491

Rudy Navarro

Arizona AIDS Foundation
2211 E Highland

Suite 115

Phoenix, AZ 85016
Phone: 602-912-0626
Fax: 602-912-0624

Jeannette Lazam

Asian/Pacific Islander American
Health Forum

116 New Montgomery

Suite 531

San Francisco, CA 94105

Phone: 415-541-0866

Fax: 415-541-0748

Maria Alvarez

Director

Multi-State Outreach Strategies
Training Program

Association for Drug Abuse
Prevention and Treatment

552 Southern Boulevard

Bronx, NY 10455

Phone: 718-665-5421

Fax: 718-665-0492
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Matthew Kauley

Association of American Indian
Physicians

1235 Sovereign Row

Suite C-7

Oklahoma City, OK 73108

Phone: 405-946-7072

Fax: 405-946-7651

Noel Brathwaite

Association of Black
Psychologists

PO Box 55999

Washington, DC 20040-5999

Phone: 202-722-0808

Fax: 202-722-0941

Dennis Barbour

President

Association of Reproductive
Health Professionals

2401 Pennsylvania Ave., NW

Suite 350

Washington, DC 20037-1718

Phone: 202-466-3825

Fax: 202-466-3826

Wayne Shields

Association of Reproductive
Health Professionals

2401 Pennsylvania Ave., NW

Suite 350

Washington, DC 20037-1718

Phone: 202-466-3825

Fax: 202-466-3826

Beth Porter

Association of Science-
Technology Centers

1025 Vermont Ave., NW

Suite 500

Washington, DC 20005-3516

Phone: 202-783-7200

Fax: 202-783-7207

Helen Fox Fields

HIV/AIDS Project Director

Association of State and
Territorial Health Officials

415 2nd St., NW

Suite 200

Washington, DC 20002

Phone: 202-546-5400

Rebecca Rohrer

Association of Teachers of
Preventive Medicine

1660 L St., NW

Suite 208

Washington, DC 20036

Phone: 202-463-0550

Fax: 202-463-0555

Pernessa Seele

CEO

The Balm in Gilead
PO Box 88

Lincoln Station

New York, NY 10037
Phone: 212-281-4887
Fax: 212-281-8102

Jim Neiss

Bay Area Young Positives
518 Waller St.

San Francisco, CA 94117
Phone: 415-487-1616
Fax: 415-487-1617

Arica Williams

Chief, Area Health Education
Branch

Bemidji Area THS

203 Federal Bldg.

Bemidji, MN 56601

Phone: 218-759-3428

Fax: 218-759-3512

Craig Wilkins

Acting Area Health Education
Officer

Billings Area IHS

PHS Indian Health Center

Fort Washakie, WY 82514

Phone: 507-332-9421

Fax: 507-332-3949

Debra Fraser-Howze

Black Leadership Commission
on AIDS

105 E 22nd St.

Suite 711

New York, NY 10010

Phone: 212-614-0025

Fax: 212-614-0057

Nancy Blanford

838 Greenwich St., #4C
New York, NY 10014
Phone: 212-242-5109

Judith Carter

Assistant National Director
Boys & Girls Clubs of America
1230 W Peachtree St., NW
Atlanta, GA 30309-3493
Phone: 404-815-5700

Fax: 404-815-5757

Tom Viola

Broadway Cares/Equity Fights
AIDS

165 W 46th St.

Suite 1300

New York, NY 10036

Phone: 212-840-0770

Fax: 212-840-0551

Joan Takehara

Chief, Area Health Education
Branch

California Area IHS

1825 Bell St.

Suite 20

Sacramento, CA 95825-1097

Phone: 916-978-4202 x184

Fax: 916-978-4989

Mark P. Fulop, MPH

California College Health 2000

San Diego State University

6363 Alvarado Court

Suite 226

San Diego, CA 92120

Phone: 619-594-2846

Fax: 619-594-8707

Email:
fulop_mark@mailgwsdsu.edu

Carla Dillard Smith

CAL-PEP

630 20th St.

Suite 305

Oakland, CA 94612

Phone: 510-874-7850

Fax: 510-839-6775

Email:
maurl02w@wonder.em.cds.gov
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Robert J. Vitello

Catholic Charities USA
1751 King St.

Suite 200

Alexandria, VA 22514
Phone: 703-549-1390 x31
Fax: 703-549-1656

Charlene Doria Ortiz
Executive Director
Center for Health Policy
Development
6905 Alamo Downs Pkwy.
San Antonio, TX 78238
Phone: 512-520-8020
Fax: 512-520-9522

Jack Stein

Center for HIV/Substance
Abuse Training

2800 Shirlington Rd.

Suite 503

Arlington, VA 22206

Phone: 703-998-0287

Fax: 703-998-0315

Edna Amparo Viruell

Research Associate

Center for Women Policy
Studies

2000 P St., N\W

Suite 508

Washington, DC 20036

Phone: 202-872-1770

Fax: 202-296-8962

Rabbi Joseph Edelheit

Chair, Joint Committee on AIDS

Central Conference of American
Rabbis

Union of American Hebrew
Congregations

Temple Israel

2324 Emerson Avenue S

Minneapolis, MN 55405

Phone: 612-377-8680

Galen Carpenter
Chapman University
2553 N Glen Canyon
Orange, CA 92668
Phone: 714-998-9229
Fax: 714-490-3115

Raymond V. Hall

Planning Coordinator

Chicago Department of Health

Division of HIV/AIDS Public
Policy and Programs

Youth in High Risk Situations
Project

Coalition on Adolescent Risk
Reduction

333 S State St.

2nd Floor

Chicago, IL 60604-3922

Phone: 512-747-9661

Fax: 312-747-9663

Email: jonomy®@aol.com

Lisa Merkel-Holguin

Child Welfare League of
America

420 First St., NW

Suite 310

Washington, DC 20001-2085

Phone: 202-942-0266

Fax: 202-658-4004

Email: CDC wonder

Carol Regan

Health Director
Children’s Defense Fund
25 E St., NW
Washington, DC 20001
Phone: 202-662-3549
Fax: 202-662-3560

William E. Milliken
President

Cities in Schools

401 Wythe St.

Suite 200

Alexandria, VA 22314-1963
Phone: 703-519-8999

Fax: 703-519-7213

Randy Rowel

Cities in Schools

401 Wythe St.

Suite 200

Alexandria, VA 22314-1963
Phone: 703-519-8999

Fax: 703-519-7213

Elizabeth Ann Kovacs, MAT

Deputy Director

Center for Applied Public Health

Columbia School of Public
Health

600 W 168th St.

7th Floor

New York, NY 10032

Phone: 212-305-3971

Fax: 212-305-6832

Email: eak.15@columbia.edu

Eliana T. Loveluck

Project Director-HIV

Coalition of Spanish Speaking
Mental Health Organizations

1501 16th St., NW

Washington, DC 20036

Phone: 202-387-5000

Fax: 202-797-4355

Larry Bye

Communication Science Group
140 2nd St.

Suite 600

San Francisco, CA 94105
Phone: 415-541-9551

Fax: 415-995-8196

Maribel Roca [no longer there]
Community Foundation of NJ
Knox Hill Rd.

Box 3517

Morristown, NJ 07963-0317
Phone: 201-267-5533

Fax: 201-267-2903

Gail Tanaka

Comprehensive Health Educa-
tion Foundation

22323 Pacific Hwy.

S King County

Seattle, WA 98198

Phone: 206-824-2907

Fax: 206-824-3072
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Karen L. Ray

Project Director

National Health Program

Congress of National Black
Churches

1225 Eye St., NW

Suite 750

Washington, DC 20005

Phone: 202-371-1091

Fax: 202-371-0908

Jane Kratovil

Council of Chief State School
Officers

1 Massachussetts Ave., NW

Suite 700

Washington, DC 20001

Phone: 202-336-7027

Fax: 202-408-8072

Email: janek@mail.ccsso.org

Mary N. Baker
Executive Director
Crittenton Services, Inc.
1308 8th Ave. N
Nashville, TN 37208
Phone: 615-255-2722
Fax: 615-726-2398

Margaret Bibum

Deputy Director

Deafpride, Inc.

1350 Potomac Ave., SE
Washington, DC 20003

Phone: 202-675-6700 (tty/voice)
Fax: 202-547-0547

Jon Lacey

Disciples of Christ AIDS
Ministry Network

PO Box 4188

East Lansing, MI 48826

Phone: 517-355-9324; 351-4780

Fax: 517-432-2662

Email:
jon_lacey.parti@ecunet.org
22698jal@msu.edu

Colevia Carter

DC Commission on Public
Health

Office of Maternal and Child
Health

1660 L St., NW

Room 907

Washington, DC 20036

Phone: 202-673-2172

Fax: 202-727-9021

Cheryl Vince-Whitman
Education Development Center
55 Chapel St.

Newton, MA 02160

Phone: 617-969-7100

Fax: 617-242-3436

Scott C. Ratzan, MD

Director

Emerson-Tufts Health
Communication Program

100 Beacon St.

Boston, MA 02116

Phone: 617-578-8745

Michael Poulson

Rollins School of Public Health
Emory University

1518 Clifton Rd.

Room 548

Atlanta, GA 30322

Phone: 404-727-5564

Fax: 404-727-1369

Email: poulson@sph.emory.edu

Stephen Thomas, PhD

Rollins School of Public Health
Emory University

1462 Clifton Rd.

Atlanta, GA 30322

Phone: 404-727-3942

Fax: 404-727-8742

Marsha Weil

ETR Associates

4 Carbonero Way
Scotts Valley, CA 95066
PO Box 1830

Santa Cruz, CA 95061
Phone: 408-438-4060
Fax: 408-438-4284

Ana Neris

Family Place, Inc.
3309 16th St., NW
Washington, DC 20011
Phone: 202-265-0149
Fax: 202-483-0650

Nigel Gragg

Foundation of Pharmacists and
Corporate America for AIDS
Education

1901 L St., NW

Suite 300

Washington, DC 20036

Phone: 202-452-9507

Sean Nhan

GAPA Community HIV Project
1841 Market St.

San Francisco, CA 94103
Phone: 415-575-3931

Fax: 415-575-3935

John Leonard

c¢/o0 AIDS Prevention Project
Gay MAP

2124 4th Ave.

4th Floor

Seattle, WA 98121

Phone: 206-269-4649

Fax: 206-296-4859

Colin Robinson

Managing Director

Gay Men of African Descent
666 Broadway

Suite 520

New York, NY 10012

Phone: 212-420-0775

Fax: 212-982-3321

Tracie Gardner

Gay Men’s Health Crisis
129 W 20th St.

New York, NY 10011
Phone: 212-337-3341
Fax: 212-337-1236
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Derek Hodel

Director of Federal Affairs
Gay Men’s Health Crisis
129 W 20th St.

New York, NY 10011
Phone: 212-337-3347

Fax: 212-337-1220

Michael Isbell

Gay Men’s Health Crisis
129 W 20th St.

New York, NY 10011
Phone: 212-337-3577
Fax: 212-337-1236

Rebecca Durkee

Gender Identity Support
Services for Transgenders

Beacon Hill Multi-Cultural
Psychological Association

14 Beacon St.

Suite 620

Boston, MA 02108

Phone: 617-742-5785; 720-3413

Fax: 617-720-3451

Brenda Moon

George Meany Center for Labor
Studies

815 16th St., NW

Room 302

Washington, DC 20006

Phone: 202-657-5331

Fax: 202-508-6978

Bernice Humphrey

Girls Incorporated

421 West Michigan St.
Indianapolis, IN 46202

Phone: 517-634-7546

Fax: 517-634-3024

Email: hn3580@connectinc.com

Jumba Steven Williams

Greater Brownsville Youth
Council

494 Dumont Ave.

Brooklyn, NY 11207

Phone: 718-346-5256

Fax: 718-346-6094

Shawniqua Jenkin
Twitchell Hall, Room 305
Hampton University
Hampton, VA 23668
Phone: 804-728-4053

Alison T. Lavin

Harvard School of Public Health

School Health Education Project

Department of Behavioral
Sciences

677 Huntington Ave.

Boston, MA 02115

Phone: 617-432-1135

Fax: 617-432-3755

Ann Prochilo

Director of Education
Health Crisis Network
5050 Biscayne

Miami, FL 351537
Phone: 305-751-5665
Fax: 305-756-7880

AnlJean Carter

Health Watch Information &
Promotion Service

3020 Glenwood Rd.

Brooklyn, NY 20210

Phone: 718-434-5411

Fax: 718-434-5412

Norma Goodwin

Health Watch Information &
Promotion Service

3020 Glenwood Rd.

Brooklyn, NY 11210

Phone: 718-434-5311

Fax: 718-434-5412

Irma Maldonado
Hispanic Designers, Inc.
1000 16th St., NW

Suite 603

Washington, DC 20036
Phone: 202-452-8750
Fax: 202-452-0086

Dr. Elena Rios

Hispanic Medical Association
1700 17th St., NW

Suite 405

Washington, DC 20009
Phone: 202-234-2351

Theresa McGovern
HIV Law Project

841 Broadway

Suite 608

New York, NY 10003
Phone: 212-674-7590
Fax: 212-674-7450

Chris DeChant

HIV Talk Radio

180 N Michigan Ave.
Suite 405

Chicago, IL 60601
Phone: 312-541-TALK
Fax: 312-541-8258

Rich Jennings

Hollywood Supports

8455 Beverly

Suite 305

Los Angeles, CA 90048
Phone: 213-655-7705

Fax: 213-655-0955

Email: hsupports@aol.com

Michael Mizwa

Director of Education
Houston AIDS Foundation
3202 Wesleyan Annex
Houston, TX 77027
Phone: 713-623-6796

Fax: 713-623-4029

Peggy Valentine

Howard University

National AIDS Minority
Information and Education
Program

2139 Georgia Ave., NW

Suite 3B

Washington, DC 20001

Phone: 202-865-3720

Fax: 202-865-3799

Judy Hagopian

HRSA, AIDS Program Office
5600 Fishers Lane

Room 14A-21

Rockville, MD 20857
Phone: 301-423-0866
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Gregory King

Director of Communications
Human Rights Campaign Fund
1012 14th St., NW

Suite 607

Washington, DC 20005

Phone: 202-628-4160

Fax: 202-347-5323

Laurie Schierer

[llinois Post-Secondary HIV
Prevention Project

College of Education

Illinois State University

Normal, I1. 61761-6901

Phone: 309-438-5409

Fax: 309-438-38153

Email: Ishierer@ilstu.edu

Michael Johnson
Immigrant Center
720 N King St.
Honolulu, HI 96817
Phone: 808-845-3918
Fax: 808-842-1962

Georgeline Sparks

Indian Health Service

Health Education, Room 6A38
5600 Fishers Ln.

Rockville, MD 20857

Phone: 501-423-1870

Fax: 301-594-6213

Bruce Bragg

Ingham County Health Dept.
PO Box 30161

Lansing, MI 48909

Phone: 517-887-4300

Fax: 517-887-4311

Greg Scolt

Institute for Gay & Lesbian
Strategic Studies

1420 N St., NW

Suite 414

Washington, DC 20005

Phone: 202-234-0666

Fax: 202-332-6302

Gene Copello

Public Policy Committee Chair

International Society for AIDS
Education

San Mateo County AIDS
Program

3700 Edison St.

San Mateo, CA 94203

Phone: 415-573-3955

Fax: 415-573-2875

John R. Lewis

Intertribal Council of Arizona
4205 North 7th Ave.

Suite 200

Phoenix, AZ 85013

Phone: 602-248-0071

Fax: 602-248-0080

Veronica Hartwell

Jackson State University Alumni

AIDS Prevention Project
PO Box 18890
Jackson, MS 39217-0154
Phone: 601-968-2519
Fax: 601-968-2499

Henry Masters

Jefferson Comprehensive Care
System, Inc.

1702 S Spring St.

Little Rock, AR 72206

Phone: 501-374-1702

Fax: 501-574-1135

Regina Gabrielle

Executive Director

Lavendar Youth Recreation and
Information Center

127 Collingwood

San Francisco, CA 94114

Phone: 415-703-6152

Fax: 415-703-6153

Loras Ojeda

Program Coordinator

Lavendar Youth Recreation and
Information Center

127 Collingwood

San Francisco, CA 94114

Phone: 415-703-6150

Fax: 415-703-6153

John Fisher

The Learning Partnership
394 Bedford Rd.
Pleasantville, NY 10570-0199
Phone: 914-769-0055

Fax: 914-769-5676

Ronald Merrick

Los Angeles County Department

of Health Services
Adolescent HIV Coalition
600 S Commonwealth Ave.
6th Floor
Los Angeles, CA 90005
Phone: 213-351-8103
Fax: 213-738-0825

Jon Imparato

Los Angeles Gay and Lesbian
Community Services Center

1625 N Schrader Blvd.

Los Angeles, CA 90028

Phone: 213-993-7453

Fax: 213-993-7479

Kenneth Mayer, MD

Memorial Hospital of Rhode
Island

111 Brewster St.

Pawtucket, RI 02860

Phone: 401-729-2776

Fax: 401-729-2795

Kevin Neil

Metro Teen AIDS

PO Box 15577
Washington, DC 20003
Phone: 202-543-9355
Fax: 202-543-3343

Randall Pope

Michigan Department of
Public Health

3500 M.L. King Jr. Blvd.

Lansing, MI 48909

Phone: 517-335-8371

Fax: 517-335-9611
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Monica Medina

Board Chair

Midwest Hispanic AIDS
Coalition

1753 N Damen Ave.

Chicago, IL 60647

Phone: 317-632-4918

José Arrom

Midwest Latino Health

1640 W Roosevelt

Suite 636

Chicago, IL 60608

Phone: 312-413-1836

Fax: 312-996-3212

Email:
arrol01@wonder.cdc.gov
HN3624@handsnet.org

Carol Lewis

Director

Minority Health Professions
Foundation

20 Executive Park, NE

Suite 2021

Atlanta, GA 30329

Phone: 404-634-1993

Fax: 404-634-1903

Mike Shriver

Executive Director
Mobilization Against AIDS
584-B Castro St.

San Francisco, CA 94114
Phone: 415-863-4676

Fax: 415-863-4740

Ivy Duneier
President

Mothers’ Voices

165 W 46th St.

Suite 1310

New York, NY 10036
Phone: 212-730-2777
Fax: 212-730-4378

Mildred Bond Roxborogh
National Association for the
Advancement of Colored

People
260 Fifth Ave.
6th Floor
New York, NY 10001-6408
Phone: 212-481-4100
Fax: 212-779-9277

Anthony Turney
Executive Director

The NAMES Project

310 Townsend St.

Suite 310

San Francisco, CA 94107
Phone: 415-882-5500
Fax: 415-882-6200

Mary Wachacha

Chief, Area Health Education
Branch

Nashville Area IHS

Cherokee Tribal Support Center

PO Box 429

Cherokee, NC 28719

Phone: 704-497-5030

Fax: 704-497-5104

Rea Carey

National Advocacy Coalition on
Youth and Sexual Orientation

1025 Vermont Ave., NW

Suite 200

Washington, DC 20005

Phone: 202-783-4165 x49

Fax: 202-347-2263

Patricia Mathews
National AIDS Fund
1400 Eye St., NW
Washington, DC 20005
Phone: 202-408-4848
Fax: 202-408-1818

Patsy Fleming

National AIDS Policy Office
750 17th St., NW

Suite 600

Washington, DC 20503
Phone: 202-632-1090

Fax: 202-632-1096

Jeff Levi

National AIDS Policy Office
7520 12th St., NW
Washington, DC 20012
Phone: 202-829-8252

Fax: 202-291-0276

Jason Hendrix

National Alliance of State and
Territorial AIDS Directors

424 N Capitol St., NW

Suite 706

Washington, DC 20001

Phone: 202-434-8090

Fax: 202-434-8092

Julie Scofield

Executive Director

National Alliance of State and
Territorial AIDS Directors

424 N Capitol St., NW

Suite 706

Washington, DC 20001

Phone: 202-434-8090

Fax: 202-434-8092

Gordon Raley

Executive Director

National Assembly/National
Collaboration for Youth

1319 F St., NW

Suite 601

Washington, DC 20004

Phone: 202-347-2080

Fax: 202-393-4517

Don LeBrecht

National Association of
Broadcasters

1771 N St.,, NW

Washington, DC 20036

Phone: 202-429-5330

Fax: 202-429-5406

Laura Feldman
National Association of
Children’s Hospitals

401 Wythe St.
Alexandria, VA 22314
Phone: 703-684-1355
Fax: 703-684-1589

Applying Prevention Marketing 89



Dave Cavenaugh

National Association of
Community Health Centers

1330 New Hampshire Ave., NW

Suite 122

Washington, DC 20036

Phone: 202-659-8008

Fax: 202-659-8519

Grace Gianturco

Director Personal Health
Programs and Policies

National Association of County
and City Health Officials

420 First St., NW

Suite 500

Washington, DC 20001

Phone: 202-783-5550

Fax: 202-783-1583

Mildred Freeman

National Association for
Equal Opportunity in
Higher Education

400 12th St., NE

2nd Floor

Washington, DC 20002

Phone: 202-543-9111

Fax: 202-543-9113

Michael Ralph

National Association for
Equal Opportunity in
Higher Education

400 12th St., NE

Washington, DC 20002

Phone: 202-543-9111

Fax: 202-543-91153

Troy Petenbrink

National Association of
People with AIDS

1413 K St., NW

8th Floor

Washington, DC 20005

Phone: 202-898-0414

Fax: 202-898-0435

Jim Brennan

National Association of
Social Workers

750 First St., NE

Suite 700

Washington, DC 20002

Phone: 202-336-8233

Fax: 202-336-8327

Brenda Wellborn

Executive Director

National Association of State
Boards of Education

1012 Cameron St.

Alexandria, VA 22314

Phone: 703-684-4000

Fax: 703-836-2313

Patricia Tompkins
Executive Director
National Black Nurses
Association
1511 K St., NW, Suite 415
Washington, DC 20005
Phone: 202-393-6870
Fax: 202-347-3808

Father Rod DeMartini
Executive Director

National Catholic AIDS Network
PO Box 422984

San Francisco, CA 94142-2984
Phone: 707-874-3031

Fax: 707-874-1433

Michelle Reich

National Center for Health
Education

72 Spring St., Suite 208

New York, NY 10012

Phone: 212-334-9470

Fax: 212-334-9845

Devon Davidson

National Coalition of Advocates
for Students

100 Boylston St.

Suite 737

Boston, MA 02116

Phone: 617-357-8507

Fax: 617-357-9549

Armando Gaitan

National Coalition of Advocates
for Students

100 Boylston St.

Suite 737

Boston, MA 02116

Phone: 617-357-8507

Fax: 617-357-9549

Tracey Hooker

National Conference of State
Legislatures

1560 Broadway

Suite 700

Denver, CO 80202

Phone: 303-830-2200

Fax: 303-863-8003

Kenyon C. Burke, Ed.D.

Unit Director, Associate General
Secy. Justice Unit

National Council of Churches

28 Burr Rd.

Maplewood, NJ 07040

Phone: 201-762-6725

Fax: 201-762-7842

Gabriel Rendén

National Council of La Raza
810 First St., NE

Suite 300

Washington, DC 20002
Phone: 202-289-1380

Fax: 202-289-8173

Eleanor Hinton-Hoytt

National Council of Negro
Women

1001 G St., NW

Suite 800

Washington, DC 20001

Phone: 202-628-0015, x 20

Fax: 202-628-0235

Cynthia Hodge

National Dental Association
1915 Charlotte Ave.

Suite 210

Nashville, TN 37203

Phone: 615-327-2334
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Paul Sathrum

National Education Association
1201 16th St., NW

Washington, DC 20036

Phone: 202-822-7570

Fax: 202-822-7775

Email: neahin1@aol.com

Ted Karpf

Executive Director

National Episcopal AIDS
Coalition

2025 Pennsylvania Ave., NW

Suite 509

Washington, DC 20006

Phone: 202-628-6628

Fax: 202-628-1127

Deborah Horan

Director of Government
Relations

National Family Planning and
Reproductive Health
Association

122 C St., NW

Suite 380

Washington, DC 20001

Phone: 202-628-3535

Fax: 202-737-2690

Robin Cain

National Gay and Lesbian
Task Force

1734 14th St., NW

Washington, DC 20009

Phone: 202-332-6483

Fax: 202-332-0207

Christopher J. Portelli

Executive Director

National Lesbian and Gay
Health Association

1407 S St., NW

Washington, DC 20009

Phone: 202-797-3536

Fax: 202-797-3504

Beth Ungar

Division of AIDS, NIAID
National Institutes of Health
Solar 2A41

60035 Executive Blvd.
Rockville, MD 20892

Fhone: 301-496-6177

Fax: 301-402-1505

Martin Ornelas-Quintero

Director, AIDS Program

National Latino/a Lesbian and
Gay Organization

703 G St., SE

Washington, DC 20003

Phone: 202-542-0092

Fax: 202-542-2228

Jeff Monford

National Leadership Coalition
on AIDS

1730 M St., NW

Suite 905

Washington, DC 20036

Phone: 202-429-0950

Fax: 202-872-1977

Tracy Walton, MD

National Medical Association
1012 10th St.,, NW
Washington, DC 20001-4292
Phone: 202-347-1895
Voicemail: 202-842-3293

Paul Kawata

Executive Director

National Minority AIDS Council
300 Eye St., NE

Suite 400

Washington, DC 20002-4389
Phone: 202-542-1076

Fax: 202-542-0378

Email: NMAC1@aol.com

Miguelina Maldonado

National Minority AIDS Council
300 Eye St., NE

Suite 400

Washington, DC 20002-4389
Phone: 202-542-1076

Fax: 202-542-0378

Email: NMAC1@aol.com

Leroy Robinson
Executive Director
National Minority Health
Association
PO Box 11876
Harrisburg, PA 17108
Phone: 717-763-1323
Fax: 717-761-6213

Andrea Green Rush

National Native American AIDS
Prevention Center

3515 Grand Ave.

Suite 100

Oakland, CA 94610

Phone: 510-424-2051

Fax: 510-424-1593

Email: andreaGR@aol.com

Gretchen Noll

Safe Choices Project Director

National Network of Runaway
and Youth Services, Inc.

1319 F St., NW

Suite 401

Washington, DC 20004

Phone: 202-783-7949

Fax: 202-783-7955

Maria D. Lopes

Executive Director

National Organization of Black
County Officials

420 First St., NW

Suite 500

Washington, DC 20001

Phone: 202-347-6955

Fax: 202-393-6596

Maletta Veasley Larry

NOBCO Main Project

84 Walton St., NW

5th Floor

Atlanta, GA 30303

Phone: 404-657-8174; 730-6578
Fax: 404-657-8190
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Victoria Duran, LCSW

Health & Welfare Program
Manager

National Parent Teacher
Association

330 N Wabash Ave.

Suite 2100

Chicago, IL 60611-3690

Phone: 312-670-6782

Fax: 312-670-6783

Ginny Markell

National Parent Teacher
Association

330 N Wabash Ave.

Suite 2100

Chicago, IL 60611-3690

Phone: 312-670-6782

Fax: 312-670-6783

Karen Geney

National Pediatric and Family
HIV Resource Center

910 17th St., NW

Suite 422

Washington, DC 20006

Phone: 202-785-3509

Fax: 202-785-3545

Connie Revell

President

National Public Health
Information Coalition

Oregon Health Division

Office of the Administrator

800 NE Oregon St.

Suite 21

Portland, OR 97232-2162

Phone: 503-731-4000

Brenda Z. Greene
National School Boards
Association
1680 Duke St.
Alexandria, VA 22314
Phone: 703-838-6756
Fax: 703-548-5516
PCWonder: _gree120w

Karen VanLandeghem
National School Health
Education Coalition

1400 Eye St., NW
Suite 520

Washington, DC 20005
Phone: 202-638-3556
Fax: 202-638-3559

Randy Miller

Executive Director

National Task Force on AIDS
Prevention

942 Market St.

Suite 210

San Francisco, CA 94102

Phone: 415-403-3800

Fax: 415-403-3809

Wendy Petties

National Urban League, Inc.
500 E 62nd Street

New York, NY 10021

Phone: 212-310-9234

Fax: 212-593-8250

Philene Herrera

Program Director

Navajo Health Education
Program

PO Box 1390

Window Rock, AZ 86515

Phone: 602-871-6258

Fax: 602-871-6255

Thelma Williams

New York City Department of
Health

311 Broadway

4th Floor

New York, NY 10007

Phone: 212-240-4059

Fax: 212-240-6850

Martin Weiss

New York Hall of Science
47-01 111th St.

Corona, NY 11368

Phone: 718-625-5036

Aaron Keppel

New York Peer AIDS Education
Coalition

145 Attorney St., #2C

New York, NY 10002

Phone: 212-529-4358

Mackie H. Norris
1529 Summit Hills Dr. NE
Albuquerque, NM 87110

Carmen Carrington

North American Union Against
STDs and HIV

5600 Edson Lane

Rockville, MD 20852

Phone: 301-230-2762

Fax: 301-230-2498

Valerie Eastwood

Northern Virginia Citizens
Against Censorship

PO Box 3451

Alexandria, VA 22302

Phone: 703-642-4696

Goli Mojdehi

The Northern Virginia HIV
Consortium

Northern Virginia Planning
District Commission

7535 Little River Tpk.

Suite 100

Annandale, VA 22003

Phone: 703-642-0700

Fax: 703-642-5077

Liz Smith

Public Policy and
Communications Director

Northwest AIDS Foundation

127 Broadway E

Seattle, WA 98102

Phone: 206-329-6923; 860-6293

Fax: 206-325-2689

Doni Wilder

Northwest Portland Area Indian
Health

520 SW Harrison

Suite 335

Portland, OR 97201

Phone: 503-228-4185

Fax: 503-228-8182
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Francess Page

Office of National AIDS Policy

200 Independence Ave., SW

Suite 728F

Washington, DC 20201

Phone: 202-690-5560

Fax: 202-690-7560

Email:
fpage@oash.ssw.dhhs.gov

Joel Quine

Office of the Surgeon General
200 Independence Ave., SW
Room 736E

Washington, DC 20201
Phone: 202-690-6467

Fax: 202-690-6498

Lisa Young

Director, Division of Health
Education/Health Promotion

Oklahoma City Area THS

3625 NW 56th St.

Five Corporation Plaza

Oklahoma City, OK 73112

Phone: 405-945-6842

Fax: 405-945-6916

Maria Elena Hawkins

Executive Director

Oregon Council for Hispanic
Advancement

917 Southwest Oak

Suite 405

Portland, OR 97205

Phone: 503-228-4131

Fax: 503-228-0710

Email: ocha@aol.com

Daphne Kwok

Executive Director

Organization of Chinese
Americans

1001 Connecticut Ave., NW

Suite 707

Washington, DC 20036

Phone: 202-223-5500

Fax: 202-296-0540

Email: oca@his.com

Sandra McDonald
President

Outreach, Inc.

3030 Cambellton Rd., SW
Atlanta, GA 30311

Phone: 404-346-3922
Fax: 404-346-3036

Martha Roper

Parkway South High School
801 Hanna Rd.
Manchester, MO 63021
Phone: 514-394-8512

Fax: 314-394-8383

Email: mrr@oui.com

Mary Jean Collins

National Field Director
People for the American Way
2000 M St., N\W

Suite 400

Washington, DC 20036
Phone: 202-467-4999

Fax: 202-293-2672

Jeff Sakuma

Board President

People of Color Against AIDS
Network

1200 S Jackson

Suite 25

Seattle, WA 98142

Phone: 206-322-7061

Micheal Kenneally

Chief, Area Health Education
Branch

Phoenix Area THS

3738 North 16th St.

Suite A

Phoenix, AZ 85016-5981

Phone: 602-640-2198

Fax: 602-640-2557

Michael McGee

Planned Parenthood Federation
of America

810 Seventh Ave.

New York, NY 10019

Phone: 212-261-4627

Fax: 212-247-6269

Frank Grayshield

Chief, Area Health Education
Branch

Portland Area IHS

1220 SW Third Ave.

Room 476

Portland, OR 97204

Phone: 503-326-2017

Fax: 503-326-7280

Phil Jamison

Presbyterian AIDS Network
105 Monitor Ave., #1
Pittsburgh, PA 15202
Phone: 412-766-7761 (h)
Phone: 412-359-8052 (w)
Fax: 412-322-0950

Heriberto Sanchez-Soto
PROCEED

815 Elizabeth Ave.
Elizabeth, NJ 07201
Phone: 908-351-7727
Fax: 908-353-5185

Chris Hall

Director of Public Policy
Project AHEAD

1242 Market St.

3rd Floor

San Francisco, CA 94102
Phone: 415-487-5777
Fax: 415-487-5771

Amanda Broun

Public Education Fund Network
601 13th St., NW

Suite 290 North

Washington, DC 20005-3808
Phone: 202-628-7460

Fax: 202-628-1893

Renato A. Linsangan

Director

Public Information, Communi-
cation, and Education

Filipino Task Force on AIDS

1540 Market Street

Suite 325

San Francisco, CA 94102

Phone: 415-703-9880

Fax: 415-864-7482
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Fern Goodhart

Rutgers University

Health Education Department

Hurtado H.C., 2nd Floor

11 Bishop Place

New Brunswick, NJ 08903

Phone: 908-9352-7710

Fax: 908-932-1525

Email:
goodhart@gandalf.rutgers.edu

Jackie Sadler

7529 Morningside Dr., NW
Washington, DC 20012-1554
Phone: 202-726-7851

Fax: 202-829-2486

Donald Babb-Maldonado
Salud, Inc.

1824 Biltmore St., NW
Washington, DC 20009
Phone: 202-483-6806
Fax: 202-387-5239

Mark Weber

Acting Associate Administrator

SAMHSA Communications
Office

Parklawn Bldg

5600 Fishers Ln.

Room 13C05

Rockville, MD 20857

Phone: 301-423-8956

Phone: 301-423-7034 (direct)

Fax: 501-423-8645

Joseph Fera

San Francisco AIDS Foundation
PO Box 426182

San Francisco, CA 94142-6182
Phone: 415-487-3053

Fax: 415-487-3098

Elliot Ramos

San Francisco AIDS Foundation
1170 Market St.

6th Floor

San Francisco, CA 94102
Phone: 415-487-3045

Fax: 415-487-3098

Sharen Trammell

San Francisco Black Coalition
on AIDS

1042 Divisadero

San Francisco, CA 94610

Phone: 415-346-2364

Phone: 510-272-0286 (home)

Fax: 415-246-6037

Marilu Camarena

Service Employees International
Union

1313 L St., NW

Washington, DC 20005

Phone: 202-898-3423

Fax: 202-898-3491

Timothy William Rieger

Sexual Minority Youth
Assistance League

333-1/2 Pennsylvania Ave., NW

3rd Floor

Washington, DC 20003-1148

Phone: 202-546-5940

Fax: 202-542-1306

Carolyn Patierno

Director, Program Services

Sexuality Information and
Education Council of the U.S.

130 W 42nd St.

Suite 2500

New York, NY 10036

Phone: 212-819-9770

Fax: 212-819-9776

Daniel Daley

Sexuality Information and
Education Council of the U.S.

PO Box 53174

Washington, DC 20009

Phone: 202-265-2405

Fax: 202-462-2340

Harlan Rotblatt

STD Program

2615 S Grand Ave.
Room 500

Los Angeles, CA 90007
Phone: 213-742-5903
Fax: 213-749-9606

Margaret Anderson

AIDS Program Manager

Society for the Advancement of
Women’s Health Research

1920 L St., NW

Suite 510

Washington, DC 20036

Phone: 202-223-8224

Fax: 202-833-3472

Steve Furney

Southwest Texas State Univer-
sity

Department of Health/Physical
Education

Jowers Center

San Marcos, TX 78666

Phone: 512-245-2561

Fax: 512-245-3819

Rachelle McClendon
Spelman College
182 Webster Street
Atlanta, GA 30314
Phone: 404-753-4755
Fax: 404-223-1490

Cheryl Wyatt
Spelman College
182 Webster St.
Atlanta, GA 30314

Joe Wright

Stop AIDS Project

201 Sanchez St.

San Francisco, CA 94114
Phone: 415-621-7177, x249
Phone: 415-648-9384 (home)
Fax: 415-252-5352

Michael Thurnherr

Test Positive Aware Network
1340 W Irving Pard Rd.

Suite 259

Chicago, IL, 60613

Phone: 312-404-8726

Fax: 312-404-1040
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Richard Turner

TIDES-Funders Concerned
About AIDS

310 Madison Ave.

Suite 1630

New York, NY 10019

Phone: 212-573-5533

Fax: 212-949-1672

Ms. Jerald Scott

General Board of Church and
Society

United Methodist Church

100 Maryland Ave., NE

Washington, DC 20002

Phone: 202-488-5653

Fax: 202-488-5663

Mary Ann Borman

United Migrant Opportunity
Services

929 West Mitchell St.

Milwaukee, WI 53204

Phone: 414-671-5700

Fax: 414-671-4833

Paula Jones

U.S. Conference of Mayors
1620 Eye St.,, NW
Washington, DC 20006
Phone: 202-293-7330

Fax: 202-293-2352

Richard C. Johnson

U.S. Conference of Mayors
1620 Eye St., NW
Washington, DC 20006
Phone: 202-293-7330

Fax: 202-293-2352

Guadalupe Olivas

President

U.S. Congress of Local Health
Officials

CDC/PHPPO (E20)

Phone: 404-639-1960

Rebeca Ramos

U.S.-Mexico Border Health
Association

6006 North Mesa

El Paso, TX 79912

Phone: 915-581-6645

Fax: 915-833-4768

Jim Morrison

Community Problem Solving
and Fund Distribution

United Way of America

701 North Fairfax St.

Alexandria, VA 22314-2045

Phone: 703-683-7887

Fax:  703-549-9152

Rebecca Jacobs

United Way of Middle
Tennessee

PO Box 24667

Nashville, TN 37202

Phone: 615-780-2429

Fax: 615-780-2432

Peter Simpson

Project Director

United Way Regional AIDS
Planning and Coordination
Committee/Sacramento Area

8912 Volunteer Lane

Suite 200

Sacramento, CA 95826-3221

Phone: 916-368-3000

Fax: 916-368-3060

Kristin Weeks

United Way Regional AIDS
Planning and Coordination
Committee/Sacramento Area

8912 Volunteer Lane

Suite 200

Sacramento, CA 95826-3221

Phone: 916-368-3064

Fax: 916-368-3060

Tom Coates

University of California-
San Francisco

Center for AIDS Prevention
Studies

74 New Montgomery St.

Suite 600

San Francisco, CA 94105

Phone: 415-597-9235

Fax: 415-598-9235

Olga Grinstead

University of California-
San Francisco

Center for AIDS Prevention
Studies

74 New Montgomery St.

Suite 600

San Francisco, CA 94105

Phone: 415-597-9168

Fax: 415-597-9213

Email: olga_grinstead.psg@
quickmail.ucsf.edu

Patricia E. Franks

University of California-
San Francisco

Institute for Health Policy
Studies

School of Medicine

1388 Sutter St.

11th Floor

San Francisco, CA 94109

Phone: 415-476-8263

Fax: 415-476-0705

Susan Kurdak

HECAP

University of Central Florida
College of Education, Room 220
Orlando, FL. 32816

Phone: 407-823-6031

Fax: 407-823-0052

Gail West

University of Central Florida
College of Education, Room 220
Orlando, FL 32816

Phone: 407-823-5695

Fax: 407-823-0052

Richard Jimenez

School of Public Health
University of Texas

PO Box 20186 (RAS-E345)
Houston, TX 77225
Phone: 713-794-4075

Fax: 713-792-5292
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Roger Roffman
University of Washington
School of Social Work
4101 15th Ave., NE
Seattle, WA 98195

Phone: 206-543-2312
Fax: 206-685-8739

Tom Valverde

1319 S 28th St.
Kansas City, KS 66106
Phone: 816-274-5035

Donna Sizemore
WAVE, Inc.

501 School St.

Suite 600

Washington, DC 20024
Phone: 202-484-0103
Fax: 202-488-7595

Rick Mosher
Whitman-Walker Clinic
1407 S St., NW
Washington, DC 20009
Phone: 202-797-3590
Fax: 202-797-3504

Yvonne Chambers

Women and AIDS Resource
Network

30 Third Ave.

Brooklyn, NY 11217

Phone: 718-596-6007

Fax: 718-596-6041

Eileen Hansen

President, Board of Directors
Women’s AIDS Network

114 Sansome St.

Suite 1129

San Francisco, CA 94104
Phone: 415-291-5454

Fax: 415-291-5833

Soon Bak Chang, RN, CNM, PhD
134 Shinchon Suhdaemoon Ku
CPO Box 8042

College of Nursing

Yonsei University

Seoul, Korea 120-752

Fax: 02-392-5420

Adam Tenner

YouthCare

1020 Virginia St.

Seattle, WA 98101

Phone: 206-622-9907
Vmail: 206-282-9907 x321
Fax: 206-

Youth & HIV Public Policy
Coordinator

Youth Empowerment Services
Center

1242 Market St.

San Francisco, CA 94102

Phone: 415-487-5777

Fax: 415-487-5771

Nancy Evans

Youth HIV Prevention Project

The Center for AIDS Education
and Training

1675 California St.

San Francisco, CA 94114

Phone: 415-346-8316

Fax: 415-928-1426
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National Minority AIDS Council

American Public Health Association

National Advocacy Coalition on Youth and Sexual Orientation
Montefiore Adolescent AIDS Program

AIDS Action Council

California College Health 2000

Midwest Hispanic AIDS Coalition

National School Board Association

Community AIDS Foundation of New Jersey

Los Angeles Gay and Lesbian Community Services Center
Whitman-Walker Clinic

Disciples AIDS Ministry Network

National Association of People with AIDS

National AIDS Fund

Planned Parenthood Federation of America

Maricopa County Community AIDS Partnerships
Sexuality Information and Education Council of the US
NASTAD/Michigan Department of Health

San Francisco AIDS Foundation

COSSMHO

National Education Association

National Indian AIDS Media Consortium

Columbia School of Public Health

New Hampshire Division of Public Health
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Texas Department of Health

Stop AIDS Project

Los Angeles Gay and Lesbian Community Services Center
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Appendix B

Prevention Marketing and
Community Planning Are
Complementary

Many HIV Prevention Community Planning Groups use
elements similar to social marketing in developing their
plans. They use epidemiologic and demographic data and
information about possible audiences gleaned through focus
groups and other means to help better define priority groups
and their needs and to guide decisions about interventions.
What social marketing offers is a systematic way to design,
deliver, and evaluate prevention programs that are focused
on behavioral goals.

Some Background on HIV Prevention
Community Planning

The widespread adoption of participatory community plan-
ning marks an important change in the way HIV prevention
programs are being developed in states and localities across
the country. Beginning in January 1994 — at the same time
CDC’s Prevention Marketing Initiative was launched — state,
local, and territorial health departments that receive HIV
prevention funding from CDC were asked to seek significant
and meaningful involvement of their communities in devel-

oping comprehensive HIV prevention plans.

CDC has advocated community input in past HIV prevention
funding cycles, and many project areas have involved com-
munity participants in various aspects of program planning
and delivery. Previous CDC funding guidelines have also
specified the kinds of interventions to be undertaken — such
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as counseling and testing — and the relative allocation of
resources to each program activity. The new HIV Prevention
Community Planning initiative provides more flexibility as
well as specific guidance and support to project areas to
establish a participatory process in identifying appropriate

program priorities for each area.

HIV Prevention Community Planning is an ongoing process
by which public health agencies (grantees) share responsi-
bility with other state/local agencies, nongovernmental
organizations, and community representatives for identifying
needs, determining priorities, and developing comprehen-
sive HIV prevention plans. Participatory community planning
recognizes that, although grantees are responsible for and
accountable for public health in their jurisdictions, they may
be limited in their scope and ability to solve on their own
complex health, social, economic, and environmental prob-
lems. HIV prevention programs developed without commu-
nity participation and a sound scientific basis are unlikely to
be successful in preventing the spread of HIV infection or in
garnering the necessary public support.

Community Planning and Prevention Marketing
Share Essential Elements

CDC’s brand of social marketing — prevention marketing —
relies on three key elements: social marketing, behavioral
science, and community action. Throughout this document,
these building blocks and the components that create them
have been described.

Many aspects of prevention marketing are also components
of the HIV Prevention Community Planning process — infor-
mation about epidemiology and behavior, individual and
community-wide interventions, research and evaluation,
community participation and action, coalition building,
power sharing.
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In the example format for a comprehensive HIV prevention
plan (mailed to all HIV Prevention Project Directors/Coordi-
nators and HIV Prevention Community Planning Co-Chairs
on August 10, 1994), CDC suggested that a typical compre-
hensive HIV prevention plan would include these sections —
note the similarities with information used for prevention

marketing programs

I. Introduction and Overview of the Community
Planning Process

This section would include information about the struc-
ture of the community planning process, such as criteria
for nomination, recruitment, and selection of Community
Planning Group (CPG) members, including specific
collaboration with governmental and nongovernmental
organizations and affected communities. The process for
obtaining community input to ensure participation in the
process for all interested parties and the process of con-
ducting CPG meetings (dispute resolution, meetings held,
etc.) would also be included.

The activities required to complete this section are also
required for a community-level prevention marketing
program. Like CPGs, program planners using the preven-
tion marketing framework need to think about who should
be involved in program design, delivery, and evaluation
and how the target audience will be included. They need to
be clear about the extent of inter-agency collaboration,
how disagreements will be decided, who is responsible for
what and why, skills that are needed by program planners,
etc. See “Define the Problem” and “Assess the Marketplace,”
page 19, and Prevention Collaborative partners’ recom-
mendations for linkage and integration with existing
agencies on pages 49-54.

il. An Epidemiologic Profile
The extent, distribution, and impact of HIV/AIDS should

be described by county, groups of counties, census tracts
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or zip code areas. The basic components are: reported
and projected AIDS cases in defined populations; reported
and projected HIV infections; HIV serosurveillance data;
HIV-related mortality data; data on HIV risk behaviors;
data on recipients of testing and counseling services;
estimated HIV incidence; surrogate indicators; and, based
on this information, the specific target populations for

interventions.

Formative research like this is vital to the success of any
prevention marketing program. See “Define the Problem,”
page 19 and “Segment Audiences,” page 20. Also see pages
37-47 for recommendations.

Area Needs Assessment and Prioritization

This section would include an HIV prevention resource
inventory describing the number and type of HIV/AIDS
service providers, the scope of their activities, service
area, clients (current, projected, potential), fiscal and
personnel resources, client profiles, and program refer-
rals and linkages. It would also profile target populations
with information on their risk behaviors, values, and
norms; barriers to prevention services; and attitudes and
preferences for services. Finally, this section would de-
scribe and prioritize unmet/well-met HIV prevention
needs for each target audience.

Formative research should include information about
what’s currently available because services are one of the
key external determinants of behavior. See “Assess the
Marketplace,” page 19, “Segment Audiences,” page 20, and
“Plan a Program with Specific Behavioral Goals,” page
20-21 for more information. For suggested strategies from
the Prevention Collaborative, see pages 37—47.

IV. Intervention Assessment and Prioritization

This section would detail and rank potential interventions

for each priority unmet need, including information on
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potential impact/outcome effectiveness; cost effective-
ness; availability of other, related resources; the theoreti-
cal basis of each intervention (such as social marketing);
and the interventions’ responsiveness to the target

audience’s values, norms, and preferences.

This section corresponds to the prevention marketing step
“Plan a Program with Specific Behavioral Goals.” Addition-
ally, CPGs that choose to implement prevention activities or
that choose to review proposals submitted by potential
grantees should be familiar with the steps that follow plan-
ning: “Develop and Pretest Materials and Strategies,” “De-
termine the Marketing Miz,” “Deliver the Program,” and
“Evaluate and Alter.” See pages 20-25. See also recommen-

dations from the Prevention Collaborative, pages 63-73.

Recommendations and Conclusions

The final section would include HIV prevention goals and
measurable objectives for each target population, along
with priority strategies and interventions. It would also
include recommendations for linkages and collaboration
among community agencies; recommendations regarding
epidemiologic and behavioral surveillance, program
evaluation, and assistance needs of community-based
providers (such as grant-writing or formative research);

and an evaluation of the planning process itself.

Developing the prevention plan is the first step. Then the
plan has to be put into action. Most CPGs are not imple-
menting activities themselves nor reviewing the activities of
Junded organizations. Their role is strategic planning.
However, CPGs might be interested in what follows plan-
ning. For information on prevention marketing-based
intervention delivery, evaluation, and alteration, see

pages 37-47.
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Special Considerations for
Community Planning Groups

Using the Prevention Marketing Framework

No matter what planning stage a CPG is in — for example,
determining target populations, researching needs, picking
interventions, making recommendations for ongoing behav-
ioral surveillance or service linkages — it can use prevention
marketing as a framework to guide its efforts. The examples
below show how a CPG that chose to use this tool could apply
prevention marketing to problem-solving.

B A CPG that is determining priority populations might
apply the initial prevention marketing step — Define the
Problem — to begin the process of sifting through avail-
able information and gathering needed information. For
example, epidemiologic and demographic information
might be readily available. Some marketing information
about consumers in the community might be available.
But the CPG might need to know more about populations
to make the best decisions about where to target inter-
ventions. See page 19.

B To get that needed information, the CPG would Assess
the Marketplace, a step similar to HIV Prevention Com-
munity Planning area needs assessment. During its target
population prioritization process, the CPG would begin to
Segment Audiences based on lifestyle factors and
behaviors. See pages 19 and 20.

For example, the CPG might know from epidemiologic data
that HIV infection rates are rising among women. In its own
community, a review of the past five years might show that
African American women, who represent 4% of the
community’s total population and 15% of the total female
population, account for 55% of the reported AIDS cases in
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women and 45% of the newly reported HIV infections in
women. In reviewing the data, the group learns that, over the
past five years, heterosexual transmission has surpassed
injecting drug use as the most common mode of HIV infec-
tion among Black women in the community. Unprotected sex
with a male partner who is an IDU, who has sex with other
men, who has full-blown AIDS, or whose HIV status is un-
known to his partner accounts for 55% of these women’s
infections. Injection drug use accounts for another 30%.
About 15% of the women report no known risk factors; the
CPG suspects this figure is inflated due to the way questions
are asked and confusion on the part of the women respond-
ing. From its provider survey, the CPG knows about the HIV
prevention services offered to women at the community
health clinic, where many black women receive their pri-
mary health care. They also know that many private physi-
cians do not routinely counsel their female patients about
HIV prevention. From CPG members who are representatives
of local CBOs, the group knows about other services aimed at
black women, for example, a breast cancer awareness
project, a Mothers of Murdered Children chapter, and a
Mother 2 Mother program that matches older women with
teen moms. The CPG knows that two community churches
have afterschool programs for children and the Muslim
temple has a tutoring and GED program. The mean educa-
tion level for all women in the community is one year of
college; there is no further breakdown along racial/ethnic
lines. The average income for the community is $32,000 for a
family of four; no further information is available. The CPG
has information gaps it needs to fill. It still needs to —

1 identify and consult with CBOs, ASOs, and other commu-
nity organizations, to get a better idea of the breadth and
depth of services for women and for African American
women in particular;
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assess local HIV prevention programs to learn about who
they serve, what their services are, where the gaps in
services are, and what resources are available to fill the
gaps; and

analyze what it knows and what it needs to know about
the audience of African American women to design an
audience-centered prevention program. For example, the
CPG knows that not all black women are at risk; their
race and gender do not automatically equate with risk.
But the group doesn’t know which black women are at
risk because of specific behaviors. It needs more informa-
tion about surrogate indicators of HIV risk (STDs, teen
pregnancies, etc.); about black women’s education level
and socioeconomic status within the larger community;
about the average age of infection and of the women as a
whole; about where their community’s African American
women work, what they do for leisure and recreation,
how they view themselves in the world, their dreams and
fears; about their media habits and lifestyles (in particu-
lar, are there obvious similarities or dissimilarities in
lifestyle among the community’s African American
women?); about the social networks and social systems
that influence them and how; and about their knowledge
and skills, attitudes, beliefs, and behaviors related to HIV
prevention. All this information will combine to segment
the broad potential audience of African American women
into appropriate segments for prevention programming.
See page 21 and the Research and Evaluation section
beginning on page 39 for more information on these
steps.

After the CPG has a detailed definition of the problem, has
assessed the marketplace, and has segmented audiences, the

group is ready to conduct its intervention assessment and

prioritization. To do this, the CPG might use the fourth pre-

vention marketing step, Plan Behavioral Goals. For each
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market segment, the CPG will set measurable, realistic, and
prioritized goals. For example, if the broad target population
was injecting drug users, the CPG might segment users by
drug of choice and their social network, by location/s where
users congregate and inject, and/or by related risk factors
(such as users who turn tricks to get money for drugs).
Audiences are segmented based on their unique characteris-
tics as revealed by formative research. For each audience
segment, the group would set goals based on knowledge,
skills, attitudes, beliefs, and/or behaviors:

I By [DATE], 90% of the heroin injectors who regularly
inject at the abandoned warehouse on Third Avenue and
Pine will correctly demonstrate the skill of cleaning
works on three successive occasions with no prompting
from the outreach worker. (Knowledge/Skills)

1 By [DATE], 80% of the sex workers who work along Pine
Street from First to Fifth Avenues will ascribe personal
value to using latex condoms with clients, coupled with
short-term intention to do so. (Attitudes)

I By [DATE], 90% of teen mothers will express the belief
that they can negotiate condom use with their partners.
(Beliefs)

1 By [DATE], 85% of the MSM who patronize [NAME OF SEX
CLUB] will use latex condoms during anal intercourse.
(Behaviors) For more information, see pages 20-21.

If a CPG chooses to design interventions, it might Develop
and Pretest Materials with targeted audiences and Deter-
mine the Marketing Mix to correctly balance the four Ps:
product, price, promotion, and place. CPGs that are not
designing interventions, but choose to review proposals,
might want to look for these prevention marketing steps to
be detailed in program plans. For more information, see
pages 22-25 and guidelines on pages 29-36, 37-47, 63-75.
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I  When implementers Deliver the Program, process
indicators should track program success. Along with
process indicators, behavioral outcomes should be
assessed as implementers Evaluate and Alter As
Needed. CPGs that choose to review proposals might
want to look for these prevention marketing steps to be
spelled out in program plans. See pages 45-47 for
resources on program evaluation.

Resources on HIV Prevention
Community Planning

Training and technical assistance are currently available to
CPGs in six areas:

1 parity, inclusion, and representation;

1 conflict of interest and dispute resolution;

1 surveillance and uses of epidemiologic data;
1 community planning processes and models;

I evaluation of effective and cost-effective HIV prevention
efforts; and

1 access to behavioral, social science, and prevention

marketing expertise.

CPGs wanting technical assistance in any aspect of commu-
nity planning should contact their health department co-
chair or CDC project officer. Lists of state AIDS directors and
CDC project officers follow.

Written Resources

Guidance and Supplemental Information, Non-Competing
Continuation of Cooperative Agreements for Human Immuno-
deficiency Virus (HIV) Prevention Projects, Announcement
Number 300, FY 1995, dated June 15, 1994.

The Academy for Educational Development. Handbook for HIV
Prevention Community Planning. Washington: AED, April 1994.
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Centers for Disease Control and Prevention
List of Section Chiefs & STD/HIV and CBO Project

Officers by Region and State

Telephone: (404) 639-8317
Fax: (404) 639-8623

Alabama

Alaska
American Samoa
Arizona
Arkansas
California
Chicago
Colorado
Connecticut
Delaware
District of Columbia
Florida

Georgia

Guam

Hawaii

Houston

Idaho

Illinois

Indiana

Iowa

Kansas
Kentucky

Los Angeles
Louisiana

Maine

Northern Mariana Islands
Marshall Islands
Maryland
Massachusetts
Michigan

Fed. States of Micronesia
Minnesota

Cynthia Adams-Rivers
Chris Tullier

Bill Longdon

Kevin O’Connor
Karen Willis

Myron Wettrich

Bill Longdon

Phyllis Burnett

Mags Malone

Pom Sinnock

Cynthia Marshall
Cynthia Adams-Rivers
Cynthia Adams-Rivers
David Hale

Kevin O’Connor

Pom Sinnock

Walter Chow

Bill Longdon

Benita Harris

Kevin O’Connor
Kevin O’Connor
David Hale

Myron Wettrich
Karen Willis

Donna Graham

David Hale

Cynthia Adams-Rivers
Wendy Lyon

Walter Chow

Benita Harris

Cynthia Adams-Rivers
Benita Harris
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Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
New York City
North Carolina
North Dakota
Ohio
Oklahoma
Oregon

Palau
Pennsylvania
Philadelphia
Puerto Rico
Rhode Island
San Francisco
South Garolina
South Dakota
Tennessee
Texas

Utah

Vermont
Virgin Islands
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Cynthia Adams-Rivers

Kevin O’Connor
Phyllis Burnett
Kevin O’Connor
Tomas Rodriguez
Walter Chow
Donna Graham
Walter Chow
Rita Diaz-Kenney
Mags Malone
David Hale
Phyllis Burnett
Bill Longdon
Karen Willis
Chris Tullier
Benita Harris
Wendy Lyon
Wendy Lyon

Rita Diaz-Kenney
Mags Malone
Tomas Rodriguez
David Hale
Phyliis Burnett
David Hale

Pom Sinnock
Phyllis Burnett
Mags Malone
Rita Diaz-Kenney
Karen Willis
Chris Tullier
Wendy Lyon
Benita Harris
Phyllis Burnett
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NASTAD Directory

National Alliance of State and Territorial AIDS Directors

Julie M. Scofield, Executive Director

424 North Capitol Street, NW, Suite 617, Washington, DC 20001

(202) 434-8090 Fax (202) 434-8092

Alabama

Jane B. Cheeks, MPH

AIDS Director

Alabama Department of Public
Health

434 Monroe Street

Room 216

Montgomery, AL 36130-1701

(205) 613-5362

Fax: (205) 288-5021

Alaska

Wendy-S. Craytor
Coordinator

AIDS & STD Programs
State Section of Epidemiology
Division of Public Health
PO Box 240249

3601 C Street, Suite 576
Anchorage, AK 99524-0249
(907) 561-4206

Fax: (907) 562-7802

Arizona

Christopher Brown

Office of HIV/AIDS Services

Division of Disease Prevention

Arizona Department of Health
Services

3815 N Black Canyon Hwy.

Phoenix, AZ 85015

(602) 230-5819

Fax: (602) 230-5973

Arkansas

Arlene Rose

AIDS/STD Division Director
Arkansas Department of Health
4815 W Markham, Slot 33

Little Rock, AR 72205

(501) 661-2135

Fax: (501) 661-2082

California

Wayne Sauseda

AIDS Director

California Department of Health
Services

Office of AIDS

Box 942732

Sacramento, CA 94234

(916) 323-7415

Fax: (916) 323-4642

Colorado

Karen Ringen

Executive Director

Governor’s AIDS Council
Colorado Department of Health
4300 Cherry Creek Drive
DCEED-STD-AS

Denver, CO 80222-1530

(303) 692-2719

Fax: (303) 782-5393

Connecticut

Beth Weinstein, MPH

Chief, AIDS Section

Connecticut Department of
Health Services

150 Washington Street

Hartford, CT 06106

(203) 240-9122

Fax: (203) 566-1377

Delaware

James C. Welch, RN

State AIDS Activities Coordina-
tor

Delaware Health and Social
Services

Division of Public Health

PO Box 637

Dover, DE 19903

(302) 739-3032

Fax: (302) 739-6617

Florida

James E. Jackson

Chief

Department of Health and
Rehabilitative Services

1317 Winewood Boulevard

Tallahassee, FL 32399-0700

(904) 487-3684

Fax: (904) 487-1521

Georgia

Kathleen Toomey, MD

AIDS Director

Department of Human Re-
sources

Division of Public Health

878 Peachtree Street, NE

Room 210

Atlanta, GA 30309

(404) 657-2588

Fax: (404) 657-2586

Hawaii

Peter Whiticar

STD/AIDS Program Manager
Hawaii Department of Health
3627 Kilauea Avenue, Room 306
Honolulu, HI 96816-2399

(808) 733-9010

Fax: (808) 733-9015

Idaho

John Glaza

STD/AIDS Supervisor

Department of Health & Welfare

Bureau of Communicable
Disease Prevention

450 West State Street

Boise, ID 83720

(208) 334-6526

Fax: (208) 334-6581
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Hlinois

Chet Kelly

Administrator

AIDS Activity Section

Illinois Department of Public
Health

160 N Lasalle Street, 7th Floor

Chicago, 1L 60601

(312) 814-4846

Fax: (312) 814-4842

Indiana

Dennis L. Stover

Director

Indiana State Department of
Health

Division of Acquired Diseases

1330 W Michigan Street

Indianapolis, IN 46206-1964

(317) 633-0893

Fax: (317) 633-8477

lIowa

John Katz

STD/HIV Program Manager

Iowa Department of Public
Health

Lucas State Office Building

521 East 12th Street

Des Moines, 1A 50319

(515) 281-4936

Fax: (515) 242-6284

Kansas

Sally Finney Brazier, MEd

Kansas Department of Health
and Environment

Bureau of Disease Control

109 SW 9th, Suite 605

Topeka, KS 66612-1271

(913) 296-6175

Fax: (913) 296-4197

Kentucky

Theresa Glore

HIV/AIDS Program
Department for Health Services
275 E Main Street

Frankfort, KY 40621

(502) 564-7243

Fax: (502) 564-2556

Louisiana

Deborah Cohen, MD

Medical Director

HIV Program Office

Louisiana Department of Health
and Hospitals

1542 Tulane Avenue

New Orleans, LA 70112

(504) 568-7474

Fax: (504) 568-7042

Maine

Geoff Beckett, PA-C, MPH
Director

HIV/STD Programs

Maine Dept. of Human Services
Bureau of Health

State House Station #11
Augusta, ME 043353

(207) 287-3747

Fax: (207) 287-6865

Maryland

Joseph Horman, DVM, MPH

AIDS Administration

Maryland Department of Health
and Mental Hygiene

201 W Preston Street

Baltimore, MD 21201

(410) 225-5013

Fax: (410) 333-5954

Massachusetts

John Auerbach

AIDS Director

Department of Public Health
HIV/AIDS Branch

150 Tremont Street

Boston, MA 02111

(617) 727-0368

Fax: (617) 727-6943

Michigan

Randall Pope, Chief

HIV/AIDS Prevention & Inter-
vention

Department of Public Health

3423 N Logan/Martin Luther
King

PO Box 30195

Lansing, MI 48909

(517) 335-8371

Fax: (5617) 355-9611

Minnesota

Michael E. Moen, MPH

Director

Disease Prevention & Control

Minnesota Department of
Health

717 SE Delaware Street

PO Box 9421

Minneapolis, MN 55420

(612) 623-5363

Fax: (612) 625-5743

Mississippi

Craig W Thompson

Director

HIV/AIDS Prevention Program

Mississippi Department of
Health

PO Box 1700

Jackson, MS 39215-1700

(601) 960-7723

Fax: (601) 960-7909

Missouri

Beth Meyerson

Bureau of STD/HIV Prevention

Les Hancock, Chief

Bureau of Special Health Care
Needs

Missouri Department of Health

1730 East Elm Street

PO Box 570

Jefferson City, MO 65102

(314) 751-6141

Fax: (314) 751-6417

Montana

Bruce Desonia, MPA

AIDS/STD Program Manager

Montana Department of Health
and Environmental Control

PO Box 200901

Helena, MT 59620

(406) 424-2457

Fax: (406) 424-2606
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Nebraska

Christine Newlon

Director, Div. of Disease Control
Nebraska Department of Health
301 Centennial Mall, South

PO Box 95007

Lincoln, NE 68509

(402) 471-2937

Fax: (402) 471-0385

Nevada

John Yacenda, PhD, MPH

HIV/AIDS Program Manager

State Health Division

Bureau of Disease Control and
Intervention Services

HIV/AIDS Program Office

505 E King Street, Room 304

Carson City, NV 89710

(702) 687-4800

Fax: (702) 687-4988

New Hampshire

David Ayotte

Program Chief

Division of Public Health Services
STD/HIV Program

6 Hazen Drive

Concord, NH 03301

(603) 271-4576

Fax: (603) 271-3745

New Jersey

Douglas H. Morgan, MPA

Assistant Commissioner

Division of AIDS Prevention and
Control

50 East State Street, CN-363

Trenton, NJ 08625

(609) 984-5874

Fax: (609) 292-4242

New Mexico

Don Torres

Chief, HIV/AIDS/STD Bureau

New Mexico Health and Envi-
ronment Department

1190 St Francis Drive

Santa Fe, NM 87503

(505) 827-0090

Fax: (505) 827-2193

New York

Dennis P. Whalen

Executive Deputy Director
AIDS Institute

New York State Dept. of Health
Coming Tower, Room 342
Albany, NY 12237-0658

(518) 473-7542

Fax: (518) 486-1317

North Carolina

Carolyn Harley

Head, AIDS Care Branch

Evelyn Blankenship

HIV/STD Control Branch

NC Dept. of Environment,
Health

PO Box 27687

Raleigh, NC 27611-7687

(919) 753-7081

Fax: (919) 733-0488

North Dakota

Pam Vukelic

HIV/AIDS Program Manager

North Dakota State Health
Dept. and Consolidated Labs
Division of Disease Control

600 E Boulevard

Bismarck, ND 58505-0200

(701) 328-2378

Fax: (701) 328-4727

Ohio

Robert J. Campbell, PhD
AIDS Director

Ohio Department of Health
AIDS Activity Unit

PO Box 118

Columbus, OH 43266-0118
(614) 466-0295

Fax: (614) 642-1909

Oklahoma

Bill Pierson

Service Chief

HIV/STD Service

Oklahoma State Department of
Health

1000 NE Tenth & Stonewall

Oklahoma City, OK 75117-1299

(405) 271-4636

Fax: (405) 271-5149

Oregon

Robert O. McAlister, PhD

HIV Program Manager

Oregon Health Division

800 NE Oregon Street, Suite 745
Portland, OR 97232

(503) 731-4029

Fax: (503) 751-4082

Pennsylvania

Janice Kopelman, MSW, LSW
Bureau Director

Pennsylvania Health Department
Bureau of HIV/AIDS

PO Box 90, Room 913
Harrisburg, PA 17104

(717) 783-0479

Fax: (717) 783-3794

Rhode Island

Paul Loberti

Chief Administrator
Office of AIDS/STD

RI Department of Health
3 Capital Hill
Providence, RI 02908
(401) 277-2320

Fax: (401) 277-1272

South Carolina

Lynda Kettinger, MPH

Director, HIV/AIDS Division

Health and Environmental
Control

Robert Mills Complex

PO Box 101106

Columbia, SC 29211

(803) 737-4110

Fax: (803) 737-3979

South Dakota

Lalean Volmer

AIDS Director

Communicable Disease Prev.
and Control

South Dakota Department of
Health

425 East Capitol

Pierre, SD 57501

(605) 773-3364

Fax: (605) 773-5904
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Tennessee

Robert D. Burke

AIDS Program Director

Tennessee Department of
Health

AIDS Program

C2-221 Cordell Hull Building

Nashville, TN 37247

(615) 741-7500

Fax: (615) 532-2286

Texas

Casey Blass

Director, HIV Division
Texas Department of Health
1100 W 49th Street

Austin, TX 78756

(512) 458-7209

Fax: (512) 458-7434

Utah

Edie Sidle

AIDS Director

Utah Department of Health
Bureau of HIV/AIDS Prevention
PO Box 16660

Salt Lake City, UT 84116

(801) 538-6096

Fax: (801) 538-6036

Vermont

Terje Anderson

AIDS Program Chief

Vermont Department of Health
PO Box 70

Burlington, VT 05402

(802) 863-7245

Fax: (802) 863-7425

Virginia

Casey Riley

Director, Bureau of STD/AIDS
Virginia Department of Health
PO Box 2428, Room 112
Richmond, VA 23218

(804) 786-6267

Fax: (804) 225-3517

Washington

Mariella Cummings, RN, MS
Director

Division of HIV/AIDS & STD
Washington State Dept. of Health
Olympia, WA 98504-7842

(206) 586-8342

Fax: (206) 586-5525

West Virginia

Loretta Haddy

AIDS Program Director
1422 Washington Street, E
Charleston, WV 25301
(304) 558-5358

Fax: (504) 558-6335

Wisconsin

James M. Vergeront, MD
AIDS Director

Division of Health
AIDS/HIV Program

1414 E Washington Avenue
Madison, WI 53701

(608) 267-5287

Fax: (608) 266-2906

Wyoming

Terrance, Foley

Program Manager

Wyoming Department of Health
HIV/AIDS Prevention Program
Hathaway Building, 4th Floor
Cheyenne, WY 82002

(307) 777-5932

Fax: (507) 777-5402

District of Columbia

Valerie Mills

Acting Director Agency for HIV/AIDS
Department of Human Services
717 14th Street, NW, Suite 600
Washington, DC 20005

(202) 727-2500

Fax: (202) 727-8471

Puerto Rico

Elizabeth Pintado Diaz, MD,
MPH

Director

Central Office for AIDS Affairs
and Communicable Diseases

PO Box 71423

Commonwealth of Puerto Rico

San Juan, PR 00936-8523

(809) 721-2000

Fax: (809) 723-3565

American Samoa

Diane Tuinei

Department of Health

LBJ Tropical Center, Box F
Pago Pago, AS 96799
011-684-633-4071

Fax: 011-684-633-5379

Guam

Josie O’Mallan

Department of Public Health
and Social Services

Government of Guam

PO Box 2816

Agana, Guam 96910

011-671-734-7142

Fax: 011-671-734-5910

Marshall Islands

Justina R. Langidrik, MPH

Ass’t Secretary of Health
Republic of the Marshall Islands
PO Box 16

Marjuro, Marshall Islands 96960
011-692-625-3355

Fax: 011-692-625-3452

Micronesia

Ben Jesse

National AIDS Coordinator
Federated States of Micronesia
Department of Health

PO Box PS70

Palikir, Pohnpei, FM 96941
011-691-320-2619

Fax: 011-691-320-5263

114 Applying Prevention Marketing



N. Mariana Islands

Lorraine Cabrera

HIV/AIDS Program Manager
Commonwealth Health Center
Department of Public Health
PO Box 409 CK

Saipan, MP 96950
011-670-234-8950

Fax: 011-670-234-8930

Palau

Caleb Otto, MD

Bureau of Health Services
Republic of Palau

PO Box 100

Koror, Palau, PW 96940
011-680-488-1757

Fax: 011-680-488-1725

U.S. Virgin Islands
Sylvia Simmons
Director, STD/HIV/TB
VI Department of Health
48 Sugar Estate

St. Thomas, VI 00802
(809) 776-5466

Fax: (809) 777-4001
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National and Regional
Minority Organizations

Francis Miller

Interim Director

American Indian Health Care
Association

1999 Broadway, Suite 2530

Denver, CO 80202-5726

Phone: 303-295-3757

Fax: 303-295-3390

Ignatius Bau

Program Coordinator

Asian & Pacific American Indian
Health Forum

116 New Montgomery Street,
Suite 531

San Francisco, CA 94105

Phone: 415-541-0866

Fax: 415-541-0748

Noel Brathwaite, PhD

Project Director

Association of Black Psycholo-
gists (ABPsi)

PO Box 55999

Washington, DC 20040-5999

Phone: 202-722-0808

Fax: 202-722-5941

Maria Alvarez

Project Director

Association for Drug Abuse
Prevention & Treatment

552 Southern Blvd.

Bronx, NY 10455

Phone: 718-665-5421

Fax: 718-665-0492

Jane L. Delgado, PhD

President

National Coalition of Hispanic
Health & Human Services
Organizations (COSSMHO)

1501 16th Street, NW

Washington, DC 20036-1401

Phone: 202-387-5000

Fax: 202-797-4353

Charlene Doria-Ortiz

Executive Director

Center for Health Policy Devel-
opment, Inc.

6905 Alamo Downs Parkway

San Antonio, TX 78238

Phone: 512-520-8020

Fax: 512-520-9522

Norma J. Goodwin, MD

Executive Director

Health Watch Information and
Promotion Services

3020 Glenwood Road

Brooklyn, NY 11210

Phone: 718-434-5311

Fax: 718-434-5412

Peggy Valentine, EAD

Project Director

Howard University

National AIDS Minority Infor-
mation

2139 Georgia Avenue, NW

Suite 3-B

Washington, DC 20001

Phone: 202-865-3720

Fax: 202-745-3731

Phyllis Bigpond

Project Coordinator

InterTribal Council of Arizona,
Inc.

4205 North 7th Avenue

Suite 200

Phoenix, AZ 85013

Phone: 602-248-0071

Fax: 602-248-0080

Veronica Hartwell
Project Director
Jackson State University
PO Box 18890

Jackson, MS 39217-0154
Phone: 601-968-2519
Fax: 601-968-2499

Saulo Lopez

Health Educator

Midwest Hispanic AIDS
Coalition

PO Box 470859

Chicago, 1L 60647

Phone: 312-772-8195

Fax: 312-772-8484

Jillene Joseph

Director, HIV/STD Prevention
Project

NW Portland Area Indian Health
Board

520 SW Harrison, Suite 335

Portland, OR 97201

Phone: 503-228-4185

Fax: 503-228-8182

Mildred Freeman

Project Director

National Association for
Equal Opportunity in Higher
Education

400 12th Street, NE

Lovejoy Building

Washington, DC 20002

Phone: 202-543-9111

Fax: 202-543-91153

Dr. Henry Pacheco

Project Director of Health
Promotion Center

National Council of La Raza

1111 19th Street NW, 10th Floor

Washington, DC 20036

Phone: 202-785-1670

Fax: 202-785-0851

Valerie Rochester

Project Director

National Council of Negro
Women

1001 G Street, NW, Suite 800

Washington, DC 20001

Phone: 202-628-0015

Fax: 202-628-0233
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Martin Ornelas-Quintero

Director of AIDS Program

National Latino/a Lesbian and
Gay Organization

703 G Street, SE

Washington, DC 20003

Phone: 202-542-0092

Fax: 202-542-2228

Manuel Magaz

Director, Technical Assistance
National Minority AIDS Council
300 I Street, NE, Suite 400
Washington, DC 20002

Phone: 202-542-1076

Fax: 202-542-0378

Andrea Green Rush

Director of Prevention

National Native American AIDS
Prevention Center

2100 Lake Shore Avenue

Suite A

Oakland, CA 94606

Phone: 510-424-2051

Fax: 501-424-1593

Maria Lopes

Project Director

National Organization of Black
County Officials

420 First Street, NW

Suite 500

Washington, DC 20001

Phone: 202-347-6953

Fax: 202-393-6596

Gavin Morrow-Hall

Director, Technical Assistance &
Training

National Task Force on AIDS
Prevention

973 Market Street, Suite 600

San Francisco, CA 94103

Phone: 415-356-8130

Fax: 415-356-8138

Heriberto Sanchez-Soto

Executive Director

Puerto Rican Organization for
Community Education &
Economic Development, Inc.
(PROCEED)

815 Elizabeth Avenue

Elizabeth, NJ 07201

Phone: 908-351-7727

Fax: 908-353-5185

Mary Ann Borman

Project Director

United Migrant Opportunity
Services, Inc.

929 West Mitchell Street

Milwaukee, WI 53204

Phone: 414-671-5700

Fax: 414-671-4833

Rebeca Ramos

Project Director

U.S.-Mexico Border Health
Association

6006 North Mesa, Suite 600

El Paso, TX 78812

Phone: 915-581-6645

Fax: 915-833-4761
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502 Grantees

CDC funds programs in three key areas — health communications, health communications/

behavioral/social science evaluation, and technical assistance — in support of its prevention

marketing and health communications efforts. The following organizations are funded under

Program Announcement 502.

Rev. Ken South

AIDS National Interfaith
Network

110 Maryland Avenue, NE

Suite 504

Washington, DC 20002

Phone: 202-546-0807

Fax: 202-546-5103

Janeice Fogg

American Federation of State,
County, and Municipal
Employees

1625 L Street, NW

Washington, DC 20036-5687

Phone: 202-429-1000

Fax: 202-429-1293

Rose Marie Matulionis

Association of Teachers of
Preventive Medicine, Inc.

Georgetown University

1015 15th Street, NW, Suite 405

Washington, DC 20005

Phone: 202-463-0550

Fax: 202-463-0555

Stephen Thomas

The Rollins School of Public
Health

Emory University

1462 Clifton Road

Atlanta, GA 30322

Phone: 404-727-3942

Fax: 404-727-8742

In conjunction with The Rollins
School of Public Health

Rev. Yvette Flunder

City of Refuge Community
Church

2655 Van Ness Avenue

San Francisco, California 20005

Phone: 415-775-4284

Fax: 415-673-1557

In conjunction with The Rollins
School of Public Health

Rev. Pernessa Seele

The Balm in Gilead, Inc.

PO Box 86

Lincolnton Station

New York, NY 10057

Phone: 212-281-4887

Fax: 212-281-8102

Brenda Moon

George Meany Center for Labor
Studies, Inc. (AFL-CIO)

815 16th Street, NW

Washington, DC 20006

Phone: 202-637-5331

Fax: 202-508-6978

Elena Alvarado
Hispanic Designers, Inc.
1000 16th Street, NW
Suite 603

Washington, DC 20056
Phone: 202-452-8750
Fax: 202-452-0086

Chris DeChant

HIV Talk Radio Project

AWARE: Positive Health
Talk Radio

180 N Michigan Avenue

Suite 405

Chicago, IL 60601

Phone: 312-541-8255

Fax: 5312-541-8258

Dennis Stover

National AIDS Fund

1400 I Street, NW, Suite 1220
Washington, DC 20005-2208
Phone: 202-408-4848

Fax: 202-408-1818

Sean Bugg

National Alliance of State and
Territorial AIDS Directors

424 North Capitol Street, NW

Washington, DC 20002

Phone: 202-434-8090

Fax: 202-434-8092

Don LeBrecht, Rory Benson

National Association of Broad-
casters

Broadcast Industry Council

1771 N Street, NW

Washington, DC 20036

Phone: 202-429-5330

Fax: 202-775-2155

In conjunction with National
Association of Broadcasters

Fran Cooper

Communication Technologies

1460 Second Street, Suite 600

San Francisco, California 94105

Phone: 415-541-9551

Fax: 451-541-9958
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Bill Freeman, Raymond Lin

National Association of People
With AIDS

1413 K Street, NW, 7th Floor

Washington, DC 20005

Phone: 202-898-0414

Fax: 202-898-0435

Eleanor Hinton-Hoytt,

Valerie Rochester

National Council of Negro
Women

1001 G Street, NW, Suite 800

Washington, DC 20001

Phone: 202-628-0015

Fax: 202-628-0235

Rafael O. Rivera, Jim Williams
National Education Association
Health Information Network
1201 16th Street, NW
Washington, DC 20036

Phone: 202-822-7570

Fax: 202-822-7775

Martin Ornelas-Quintero

National Latino/a Lesbian and
Gay Organization

703 G Street, SE

Washington, DC 20003

Phone: 202-542-0092

Fax: 202-542-2228

Jeff Monford, B.J. Stiles, Nila
Vehar

National Leadership Coalition
on AIDS

1730 M Street, NW, Suite 905

Washington, DC 20036

Phone: 202-429-0930

Fax: 202-872-1977

Andrea Green Rush

National Native American AIDS
Prevention Center

3515 Grand Avenue, Suite 100

Oakland, CA 94610

Phone: 510-424-1593

Fax: 510-424-205

Marilu Camarena

Service Employees International
Union

1313 L Street, NW

Washington, DC 20005

Phone: 202-898-3423

Fax: 202-898-3491

Richard Turner

TIDES - Funders Concerned
About AIDS

510 Madison Avenue, Suite 1630

New York, NY 10017

Phone: 212-573-5333

Fax: 212-949-1672

Jim Morrison

United Way of America
701 North Fairfax Street
Alexandria, VA 22314-2045
Phone: 703-683-7887

Fax: 703-549-9152

Mimi Blum, Richard Grimes,

Richard Jimenez, Jose Luis
Martinez

University of Texas

School of Public Health

PO Box 20186

Houston, TX 77225

Phone: 713-794-4075

Fax: 713-792-5292

In conjunction with University
of Texas

Father Bob Vitillo

Catholic Charities of USA

1731 King Street, Suite 200

Alexandria, VA 22314

Phone: 703-549-1390

Fax: 703-549-1656
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Appendix C

The Prevention Marketing Initiative

CDC’s Prevention Marketing Initiative (PMI) is based on social marketing, behavioral sci-
ence, and a third critical component, community action. The first phase of PMI focuses on
young adults, age 18-25, and aims to reduce sexual transmission of HIV and other STDs.

PMTI’s mutually reinforcing program components focus on national leadership, changing
social norms, and supporting communities’ abilities to design, deliver, and evaluate effective
HIV prevention programs. There are four program components: National Health Communi-
cations, the Prevention Collaborative, L.ocal Demonstration Sites, and Collaboration with HIV
Prevention Community Planning.

National Health Communications

Public service announcements (PSAs), launched in January 1994, are one of the most visible
aspects of this component of PMI. The series of PSAs promote PMI’s behavioral objectives:
refraining from or delaying risky sexual activity and, for those who are sexually active, con-
sistently and correctly using latex condoms. Other activities include working with entertain-
ment media to affect social norms, model prevention behaviors, and build skills and self-
efficacy, and supportive issues management and media advocacy to clarify public debate
about condom effectiveness. Also through this component, CDC provided technical assis-
tance to Lucky Duck Productions during development of the groundbreaking TV show
“SMART SEX,” which premiered on MTV on September 27, 1994. “SMART SEX” role-modeled
healthy sexual behaviors to its target audience of 18- to 25-year-olds.

Prevention Collaborative

The Prevention Collaborative is a unique public-private partnership designed to make HIV
prevention activities at all levels — federal, regional, state, and local — more effective and
efficient. The Collaborative includes people infected and affected by HIV and AIDS, young
people, community-based organizations, AIDS service organizations, state and local health
and education departments, professional associations, religious groups, and others. Collabo-
rative members share expertise, technical assistance, materials, strategies, and technologies
to advance prevention efforts nationwide. This document is an example of the kind of techni-

cal assistance the Prevention Collaborative provides. CDC has provided other technical
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assistance, including documents and workshops on media relations, issues management,

coalition building, promoting abstinence, and condom effectiveness.

Local Demonstration Sites

PMI funds five community-based efforts to apply prevention marketing at the local level. The
five communities are: Sacramento, California; Phoenix, Arizona; Nashville, Tennessee;
Northern Virginia; and Newark, New Jersey. Interventions are being developed by the com-
munities with intensive, ongoing technical assistance from CDC. As the five sites move
through the prevention marketing process, the lessons they learn will be shared with the
Prevention Collaborative, HIV Prevention Community Planning groups; other local, state, and
national organizations; and the National AIDS Clearinghouse to facilitate the development
and/or enhancement of similar programs across the country.

Collaboration with Community Planning

HIV Prevention Community Planning is the process through which CDC provides funding for
state and local health departments. This document has been designed to complement that
process and to assist community planning groups in implementing prevention marketing
programs. CDC will provide technical assistance to community planning groups in preven-
tion marketing and its specifics, such as formative research components, marketing mix

selection, and intervention evaluation.
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Appendix D

Selected Annotated Bibliography

Andreasen, A. “Social Marketing: Its Definition and Domain.” Journal of Public Policy and
Marketing, vol. 13, no. 1 (1994):108-114.

In this article, Andreason, one of the pioneers of social marketing theory and still one of
the most respected authorities on its practice, raises concerns that the fundamentals of
the discipline have been ignored as it has evolved and that some earlier definitions need
to be revisited. The author proposes a new definition and a set of criteria for accurately
labeling a program a social marketing program.

Auerbach, J., Wypijewska, C. & Brodie, K., eds. AIDS and Behavior: An Integrated Approach.
Washington: National Academy Press, 1994.

This volume summarizes recent information about the behavioral and mental health
aspects of HIV and offers recommendations for research directions. A report of a 12-
person Institute of Medicine committee, the book covers the sexual and drug-use
behaviors that facilitate the spread of HIV, and reports on recent knowledge in how and
why risky behaviors occur.

Barbas, A. & Horn, B. Marketing Traffic Safety. Organization for Economic Co-Operation and
Development, 1993.

The authors are employed by a British government agency involved in promoting safety
in countries throughout the British Commonwealth. This article in the agency’s official
publication provides an overview of social marketing, gives examples of successful pro-
grams for a variety of safety-related topics throughout the Commonwealth, and urges
program planners to use social marketing disciplines to improve their safety campaigns.

Bayer, R. “AIDS Prevention and Cultural Sensitivity: Are They Compatible?” American Journal
of Public Health, vol. 84 (1994): 895-897.

The author is in the School of Public Health at Columbia University and with the HIV
Center for Clinical and Behavioral Studies, New York, NY. In this article, he challenges

some widely held assumptions about cultural sensitivity in program planning for HIV
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prevention. Concerned that some previous edicts based on cultural sensitivity are actually

counterproductive in preventing the spread of HIV, he proposes new ways of looking at
sensitive issues.

Brodie, K. “Opening Statement.” Public Briefing on AIDS and Behavior: An Integrated Ap-
proach. Washington: National Academy of Sciences, July 1994.

As Chairman of a congressionally-mandated study to assess the balance between bio-
medical and behavioral research among three government institutes, Brodie summarizes
the 20-month study in this statement. The committee concluded that the specific acts for
transmitting HIV were inadequately researched. His statement highlights some of the
most important findings of the research reviewed by the committee, for example, that
significant behavior change can be achieved in even the most “hard-to-reach” audiences.
The committee states that more research is needed to determine if behavior change can
be maintained over time.

Coyle, S. L., Boruch, R. F. & Turner, C. F., eds. Evaluating AIDS Prevention Programs. Wash-
ington: National Academy Press, 1991.

This 376-page book summarizes the report of a panel convened by the National Research
Council to evaluate AIDS prevention programs. The 18-person panel, comprised prima-
rily of university-based evaluation and statistics experts, examines in detail various meth-
odologies of measuring exposure to messages and behavior change. The volume provides
a technical view of statistical methods. It discusses inherent difficulties in evaluation of

AIDS programs, and offers a brief, concluding recommendation for improving evaluation
efforts.

Delong, W. “Condom Promotion: The Need for a Social Marketing Program in America’s
Inner Cities.” American Journal of Health Promotion, vol. 3, no. 4 (1989): 5-16.

The author, Director of Research at the Harvard School of Public Health Center for Health
Communication, identifies the need for condom social marketing programs to prevent
transmission of STDs and teen pregnancy in “poor minority communities.” He gives
examples of successful condom social marketing programs implemented around the
world for family planning purposes, even in countries in which religious and cultural
mores make conditions difficult. DeJong outlines how the “four Ps” apply in condom

social marketing, and outlines key elements in the process of creating a social marketing
program.
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Fine, S. Social Marketing: Promoting the Causes of Public and Nonprofit Agencies. Boston:
Allyn and Bacon, 1990.

In one of the more recent textbooks on social marketing, Fine, a marketing professor at
Rutgers University, updates the familiar process with recent case studies from around the
world. The book acknowledges the major role of “independent sector” organizations (i.e.,
non-government, nonprofit groups) as practitioners of social marketing, and examines
ethical issues in using marketing techniques to shape attitudes. The book gives practical
examples and guidance for implementing social marketing programs.

Flora, J., Schooler, C. & Pierson, R. Effective Health Promotion Among Communities of Color:
The Potential of Social Marketing. Washington: National Academy of Sciences, 1994: Section 4.

In this 40-page monograph prepared for the Institute of Medicine, the authors propose
social marketing as a way to close the widening gap in health status between Anglo
Americans and people of color. They provide a definition and history of social marketing,
filled with examples of successful and unsuccessful attempts to change health behaviors
through a variety of methodologies. The authors provide a step-by-step plan to use social
marketing to design programs for culturally diverse audience groups, with suggestions
for new ways to view the well-known process. For example, in a section on audience
segmentation, they discuss immigration status, family structure, degree of assimilation,
language use, religion, and educational aspirations as important factors.

Kotler, P. & Andreasen, A. Strategic Marketing for Nonprofit Organizations, 3rd edition.
Englewood Cliffs, NJ: Prentice-Hall, Inc., 1991.

First published in 1987 and most recently revised in 1991, this classic textbook urges
nonprofit organizations to do long-term, strategic planning to achieve their objectives. It
stresses the importance of developing a consumer orientation and a marketing mindset,
with entire chapters devoted to guiding organizations through the process of raising
funds and finding volunteers. The book offers extensive help in designing the marketing
mix, or the “four Ps” of product, price, place, and promotion.

Kotler, P. & Roberto, E. L. Social Marketing: Strategies for Changing Public Behavior. New
York: The Free Press, 1989.

Kotler (Distinguished Professor of Marketing at Northwestern, and one of the “founding
fathers” of social marketing) and Roberto (Professor of International Marketing at the
Asian Institute of Management in Manila) capture the last 20 years of evolving marketing

theory in this 390-page text. They discuss the many uses of social marketing, its role in
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changing public behavior in a larger context, and guide the program planner through the
planning process with many examples from “real world” programs, both domestic and
international. The book provides many analytical models as well as some practical guide-

lines for program development.

Maibach, E. and Parrtt-Louiselle, R., eds. Designing Health Messages: Approaches from Commu-

nication Theory and Public Health Practice. Newbury Park, CA: Sage Publications, Inc., 1985.

This book offers commentary on message design from both theoretical and practical
perspectives. The editors demonstrate the necessity of basing message design decisions

on theories of human behavior and communication effectiveness.

Manoff, R. “Developing the Social Marketing Plan.” Social Marketing: New Imperative for
Public Health: New York: Praeger, 1985: 99-142.

The author begins this chapter of his book with an admonition to social marketers to
bridge any gaps with community organizations and invite them to participate in program
planning. His emphasis on collaboration runs throughout the chapter. Manoff details a
step-by-step approach to the social marketing process, with a section on choosing and
working with an advertising agency. Inherent in the advertising discussion is a focus on
more traditional communications tactics of television, radio, and print advertisements.
The chapter closes with an explanation of the Pooled Rating Index for Social Marketing
(PRISM), a rating scale for evaluating programs.

McDermott, J. & Kitchen, H. Global HIV/AIDS: A Strategy for U.S. Leadership. Washington:
The Center for Strategic and International Studies (CSIS), 1994.

This consensus report was developed by CSIS with funding from foundations and private
sources to provide national policymakers with a view of HIV/AIDS as a global economic
and security issue as well as a health issue. The report examines worldwide statistics,
pointing out issues in discrimination and human rights. The committee, chaired by U.S.
Congressman McDermott and CSIS Director of African Studies Kitchen, presents six
recommendations for the United States to take a leadership position in slowing the spread
of HIV, and details seven “myths” about global HIV/AIDS.

Moorman, C. “The Effects of Stimulus and Consumer Characteristics on the Utilization of
Nutrition Information.” Journal of Consumer Research, vol. 17 (1990): 362-374.

The author, an assistant professor at the Graduate School of Business at University of
Wisconsin, developed a study to differentiate the various effects of two factors in in-

fluencing consumer decision-making about nutrition: the characteristics inherent to the
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consumer, and the characteristics inherent in the message delivery system. Study results
suggest that both factors are important, and the article highlights nuances of the study
findings.

Moorman, C. & Matulich, E. “A Model of Consumers’ Preventive Health Behaviors: The Role of
Health Motivation and Health Ability.” Journal of Consumer Research, vol. 20 (1993): 208-228.

The authors developed a model to test the effects of individual and combined factors on
various health-related behaviors, and this journal article summarizes their study, which
was conducted with 404 consumers. The article includes a chart summarizing health
models and an extensive listing of consumer characteristics as they relate to health be-
haviors across a variety of public health issues, such as smoking, physician use, nutrient
intake, and high blood pressure knowledge.

PHS Committee to Coordinate Environmental Health and Related Programs, and Subcommittee
on Risk Communication and Education. Recommendations to Improve Health Risk Communica-
tion. Washington: U.S. Department of Health and Human Services, October 1993.

This 61-page report prepared by an 18-person committee reviews programs managed by
various agencies within the Public Health Service. The committee measures each pro-
gram against the “seven cardinal rules” in risk communications put forth by the Environ-
mental Protection Agency, and deems seven programs effective and three programs less
effective. One HIV-related case, implemented by National Institutes of Mental Health, is
reviewed. The report concludes with recommendations to improve health risk communi-
cation, and presents several practical charts that can be used as program planning tools.

Ramah, M. & Cassidy, C.M. “Social Marketing and Prevention of AIDS.” AIDS Prevention
Through Education: A World View. New York: Oxford University Press (1992): 75-102.

In this book chapter, the authors provide a basic overview of the social marketing process
and how it can be used in HIV prevention programs. Included is a graphic of the Fishbein
Consumer Decision Model and Debus’ Behavior Change Continuum Model, among other
program planning tools. A case history of a successful AIDS social marketing project in
Mexico illustrates the social marketing process at work.

Rice, B. & Parsons, M. “Federal AIDS Research, Prevention Efforts Must Focus on Drug Use,
Sexual Behavior.” Washington: Institute of Medicine, July 1994.

In this news release from the Institute of Medicine (I0M) announcing the final report of
the committee mandated by Congress to assess various HIV/AIDS research efforts con-

ducted at three federal institutes, the authors reveal the commitee’s major recommenda-
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tions. Chief among them is the need for more behavioral research, specifically on sexual
behaviors. The IOM committee also praised needle exchange programs as promising, and
identified social science research as the most underfunded of all AIDS research activities.

The release outlines seven major recommendations of the committee.

Rudd, R. et al. Social Marketing and Adolescent Populations. Washington: Institute of Medi-
cine, National Academy of Science, (1994): Section 3.

In this 41-page report to the Institute of Medicine, the authors respond to serious health
concerns among youth. They provide an overview of current attempts to “market” health
behaviors to youth in a social marketing framework, and on societal structures that
influence this audience. They posit that programs may be more effective among adoles-
cents if they include family, community, school and worksite efforts as well as focusing on
individual behavior change.

Smith, W.A. et al., eds. A World Against AIDS: Communication for Behavior Change. Washing-
ton: Academy for Educational Development, 1993.

This book summarizes six years of experience of the AIDSCOM program funded by the
U.S. Agency for International Development to prevent the spread of HIV in developing
countries worldwide. The 284-page book introduces the Applied Behavior Change (ABC)
Framework and overviews of ten program examples. The book includes statistical data,
expressed graphically throughout, as well as illustrations and examples of program
materials. An extensive glossary of terms is included.

Sutton, S., Balch, G. & Lefebvre, C. Strategic Questions for Consumer-Based Health Communi-
cations. Sharyn M. Sutton, PhD, Building 31, Room 10A03, Office of Cancer Communications,
National Cancer Institute, National Institutes of Health, Bethesda, MD 20892.

The authors are program planners in cancer prevention. In this 15-page monograph they
present a consumer-based approach to crafting health messages, which they label
“consumer-based health communication” (CHC), carefully differentiating it from other
methods and terminology used in health promotion. The CHC process they outline relies
heavily on the “R.0.1.” process developed by William Wells of the advertising agency DDB/
Needham, which requires the planner to answer six key questions to develop an
appropriate strategy. The authors examine each of the six questions, using health
communication examples.
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Taylor, D. W., & Muller, T. Eco-literacy and Environmental Citizenship: A Social Marketing
Challenge for Public Sector Management. Canada: Ministry of Supply and Services, 1992.

Wayne Taylor, PhD, is Assistant Professor of Business, Public and Health Policy and
Thomas Muller, PhD, is Professor of Consumer Behavior and Market Research at
McMaster University in Canada. The authors implore the Canadian public sector to use
the principles of social marketing to change consumer consumption patterns to become
less detrimental to the environment. Citing examples of successful Canadian social
marketing programs addressing high-risk sexual behavior and smoking, they outline a
program to increase the “eco-literacy” of Canadians, leading to changing consumer
demands to influence the entire commercial sector.

U.S. Department of Health and Human Services, National Institutes for Health. Making
Health Communication Programs Work. NIH publication no. 92-1493. Washington: U.S. Dept.
of Health and Human Services, 1992.

This 130-page handbook, subtitled “A Planner’s Guide,” has been considered by many
program planners to be indispensable. In clear and simple terminology, it explains step-
by-step how to conduct each stage of the six-stage “marketing wheel.” Illustrated with
graphics, photos, and helpful “sidebars,” it covers such practical topics as “How to Make
Print Materials Easier to Read” and “Writing an Evaluation Report.”
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Appendix E

Glossary of Terms

Audience segmentation — subdividing an overall population into homogeneous subsets of
target audiences in order to better describe and understand a segment, predict behavior, and
formulate tailored messages and programs to meet specific needs.

Behavioral science — an area of social sciences research that examines individuals’ behav-
iors in depth; it explores what people do and why they do it.

Channels of communication — the ways in which individuals receive information; includes

large and small media, one-on-one communication, and live entertainment.

Communications science — systematic, informed creation, dissemination, and evaluation of
messages to affect knowledge, skills, attitudes, beliefs, behaviors, and, ultimately, health

outcomes.

Cultural competence — cultural sensitivity combined with the ability to successfully inter-
vene in a specific population.

Demographics — statistics relating to human populations, including size and density, race,
ethnicity, growth, distribution, migration, births, deaths, and their effects on social and
economic conditions.

Determinants of behavior — the external and internal factors that may determine or
influence individuals’ actions.

Epidemiology — the study of the patterns and determinants of health and disease in
populations.

Evaluation — a systematic process that records and analyzes what was done in a program or
intervention, to whom, and how (process), and what short- and long-term behavioral effects
(outcome) were experienced as a result.

External determinants of behavior — those forces outside the individual that affect his or

her behavior (e.g., availability of condoms; laws governing sexual activity).

Force field analysis — an analysis of the forces in a community that may inhibit, impede, or
assist a program or course of action.
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Formative research — systematic investigations during the development phase of a program
or intervention that deepens the planners’ understanding of the audience and the environ-
ment and that assists in subsequent planning and evaluation.

Gatekeepers — influential individuals who serve as access points to the target audience,

e.g., school teachers, doctors, or public service directors at local television stations.

Incidence — the number of new cases of a disease or condition that occur within a given

time, often one year.

Internal determinants of behavior — the forces inside the individual that affect his or her
perception of a behavior (e.g., the belief that condoms are not “cool”).

Key informants — individuals who are knowledgeable about and influential with particular

segments of the population.

Large media/mass media — media channels that reach large or nationwide audiences, such

as the three network television networks or national magazines.
Lifepoints — key places individuals visit in their daily lives, e.g., school, stores, restaurants.

Marketing mix — the balance of components in a marketing strategy that reflects the differ-
ent needs of a given audience; the “4 Ps”: product, price, promotion, and place.

Needs assessment — the process of obtaining and analyzing information from a variety of
sources in order to determine the needs of a particular population or community; similar to
“marketplace assessment.”

Niche media — media targeted to small, specialized audiences.

Outcome evaluation — a type of evaluation that determines whether a particular interven-
tion had a desired impact on the targeted population’s behavior; whether the intervention
provided made a difference in knowledge, skills, attitudes, beliefs, behaviors, and health

outcomes.

Prevalence — the number of individuals living with a disease or condition during a given
time.

Prevention marketing — CDC’s “brand” of social marketing, which incorporates behavioral

science and community participation into the principles and processes of social marketing.

Primary data — qualitative or quantitative data that are newly collected in the course of
research.
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Process evaluation — a descriptive assessment of the implementation of program activities;
what was done, to whom, and how, when, and where.

Psychographics — statistics relating to the spheres of influence on a target audience and
their behavior; includes information about target audience’s work and leisure activities,
associations with peers, willingness to try new things, social norms, and hopes, fears, and
dreams.

Secondary data — published, already available data.
Self-efficacy — an individual’s belief that he or she can do a desired behavior.

Seroprevalence — the percentage of individuals infected with HIV in a given population at a
specific point in time.

Situation analysis — review and analysis of the community’s current environment with
regard to HIV and HIV prevention, including support for and potential barriers to prevention
efforts; this information is used in making decisions about target audiences, behavioral

objectives, geographic area to cover, and players to involve.

Small media — often called “personal media”; media targeted to relatively small, specialized
audiences and interests, e.g., seminars and workshops, door hangtags.

Social marketing — the use of modern marketing principles and methodologies to increase
the use of a socially beneficial idea, product, or practice; key features include a thorough
understanding of the target audience, creation of beneficial exchange relationships to influ-
ence audience behaviors, and a management approach characterized by continuous moni-
toring and alteration of interventions as needed.

Social norms — perceived standards of behavior or attitude accepted as usual practice by
groups of people.

Stakeholders — those who have an interest in and can affect implementation of an interven-
tion or program; key players; influentials.

Surrogate indicators — data such as STD or hepatitis B rates, which do not directly measure
HIV infection, but that may indicate unsafe sexual behavior that can put people at risk of HIV
infection.

Surveillance — an ongoing process of information collection, analysis, interpretation, and
dissemination to monitor the occurrence of specific health programs in populations.

’zines — specialized publications that have small but extremely dedicated markets.
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Appendix F

Checklists and Worksheets
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Overview:
The PMI Design Process

Key Questions Communities Must Answer

This first worksheet provides an overview of questions communities need to think about
in order to plan, design, and monitor effective HIV Prevention Programs. The worksheets
that follow provide more detailed steps in these different processes.

How will the project be managed locally? What organizations and
individuals need to be involved in initial planning?

m Which organization is responsible and accountable for managing the project?
Who is the key contact person?

Who needs to be involved in the different phases of project planning?

What staff resources are available to contribute to project planning?

How will the planning process identify and include agencies serving the target popu-
lation? '

What processes will be used to determine priorities for segmenting
populations?

®m  What combination of criteria will be used to identify population segments to target
for intervention (e.g., potential number of people reached; current risk behavior
profile; demographics)?

m What services and prevention programs are currently targeting identified segments?

m Based on identified segments and current services provided, which segments remain
underserved?

m For underserved segments, what combination of resources, political climate, and
other programming considerations will determine resource allocation?

What is the current environment in each community with regard to
HIV prevention among the target audience?

m  What are the HIV prevention problems and issues among young people in each
community?

m What is the extent of the problem?

®m Who is affected?
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m What needs to be, or can be done, about the problems?

What programs are currently addressing these issues?

m What forces are working against solving these problems in the community? What
are the barriers and obstacles to implementing programs?

m What forces are working toward, or are available to, support programs? What
aspects of the community will help programs succeed?

m What are the community priorities with regard to HIV prevention among the
targeted population?

What are the identifiable channels or settings where the target
audience is currently accessible?
® What community social service agencies, clubs, or programs serve them?

m What institutions serve them (e.g., colleges, trade schools, youth detention centers,
military)?

® In what work sites can youth be found?
B What health services agencies serve them?

Within the identified channels or settings, what are the profiles of
the target audience in those settings?

®m  What are numbers of the target population served by each channel?

m What are the target audience demographics of those served by each channel?

m What are the risk behavior profiles of the target population in each channel (e.g.,
according to household survey data, local data, anecdotal/case study data)?

m What is the current health status by channel (e.g., STD rates, seroprevalence data,
pregnancy rates, injectable drug use)?

m  What other qualitative profiles might exist in your community to describe the target
population in each channel?

What target audience segments does each community want to
reach and what behaviors are to be influenced?

® Who matters most in solving the problems?

m Of those who matter most, can they be reached effectively, given available
resources?

What do we know about the target audience?

What is the target audience doing now and what is required to change their
behavior?

m  What do they like about what they are doing now?
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What aspects of what they are doing now bother them?
What kinds of things could they do to solve the problem?
What barriers would they meet in trying to change their current behavior?

What can communities do to facilitate change? To make the new behavior fun,
exciting, entertaining, rewarding (that is, to overcome perceived costs with per-
ceived benefits)?

How much does the target audience know, and what beliefs do they hold?

m What misconceptions do they have?
® What fears or barriers do they perceive?
What skills do they need to change their behavior?

What are the perceived social norms regarding the new behavior?

m How important is it to them to do what communities want them to do, compared
to other problems they face?

B Do they think that others they admire and respect want them to do something
useful?

Who influences the target audience? On subjects such as this, who do they look up
to, trust, and believe? What social systems and social networks need to be
engaged?

To what channels of communication do they pay attention, what services do they
use, to what groups do they belong?

What does the target audience do with free time — after school or work? Where
do they go?

How can representatives of the target audience be meaningfully involved in pro-
gram planning, implementation, and evaluation?

What strategies can the community employ to influence behavior
change in the target audience?

B  What products, services, or information are needed for the target audience to
change its behavior?

B Where and when can program products, information, and services be offered so they
will be easily accessible and appealing to the target audience?

m What barriers must be removed to make the products and services desirable to the
target audience?

m  What aspects of the products and services are perceived as benefits by the target
audience? Are these benefits important enough to the target audience for the audi-
ence to desire the products or services? How will these benefits be communicated?

m  What resources exist in the community to support these programs? Are additional
resources necessary?
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®m What community organizations will participate and support the programs and ser-
vices? What are appropriate roles for each?

What assessment and evaluation programs will guide the
development and monitor the ongoing implementation of
prevention marketing strategies?

m How will focus groups, key informant interviews, and other group processes be used
to ensure that the program progresses toward identified goals?

m How will risk behavior data be collected and used in the program planning process?

m What other data collection will be needed to ensure program success?
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Defining the Health Problem

Use epidemiologic, demographic, and behavioral information — and, if you have it,
information about population knowledge and beliefs — to define the problem you want
to address.

The definition will be based largely on secondary data — information already available
about HIV/AIDS and surrogate indicators like STDs, unintended pregnancies, and other
health-related issues in your area. You may gather some information to fill important
gaps. For example, you might conduct a service provider survey to learn more about
what services are available, what populations are served, what needs are not being met,
and so on.

Your initial description of the health problem will guide the more comprehensive for-
mative research that follows. This first phase is not as complete, for example, as the
audience profile drawn after formative research is done.

Follow five key steps in defining the problem:

B Determine what you know and need to know;

B Assess your resources (internal and external) and the task, develop a plan of attack;
B  Gather secondary data;
]

Determine what you still need to know, how you will find that information, and then
obtain the information;

®  Use all this information to define the health problem you want to address.

Step 1: Determine What You Know and Need to Know

A definition of the health problem should answer as many of the following questions as
possible. Much of this information is available from your state and local health depart-
ments.

m What are the morbidity and mortality levels associated with AIDS?
What are the trends in AIDS cases? HIV infections?

B Are there any recent changes in characteristics of people with AIDS? Among those
infected with HIV?

m Who is getting infected now?
Age?
Gender?
Sexual orientation?
Race/Ethnicity?
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Education level?
Socioeconomic status?
Geographic location?
Chief behavioral risk factors?
What other risk-related factors can be determined at this time?
Social?
Cultural?
Other?
m What is the current knowledge level of the at-risk groups regarding HIV transmission?

m What beliefs/attitudes can be identified that are barriers to new behaviors? That
facilitate the new behaviors?

Step 2: Assess Internal and External Resources and the Task

Remember that collaborating with other organizations can stretch your resources.

Person with overall responsibility:
Name:

Organization:

Phone:

Other participants:
Name:

Organization:

Phone:

Name:

Organization:

Phone:

Name:

Organization:

Phone:

Name:

Organization:

Phone:
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Financial resources available? [ ] yes $

[ ] no — Ideas for securing needed funds:

Should an outside consultant be hired to manage this?

[ ] yes — budget ceiling $ [ Ino

Are resources allocated for this step sufficient to gather primary data if necessary, or
should secondary data only be used?

[ ] secondary data only
[] can gather primary data if needed — budget ceiling $

Step 3: Gather Secondary Data

Check data available. Data should include epidemiologic, demographic, and behavioral
information and, as much as possible, information about beliefs and attitudes.

m AIDS Surveillance Data

[J]yes []no Source of data:
Name:

Organization:

Phone:

Note: Data about people with AIDS are the only HIV/AIDS data on a population-wide
basis in all states by sex, race/ethnicity, age, and mode of HIV exposure. AIDS case
reports represent people in the later states of HIV infection, and so they may not repre-
sent the characteristics of those who are becoming infected now. Over time, changes in
the characteristics of people infected with HIV are mirrored by changes in AIDS trends.

m  HIV/AIDS-Related Morbidity (Illnesses) Data

[lJyes []no Source of data:

Name:

Organization:

Phone:
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m HIV-Related Mortality Data

[lyes []no Source of data:

Name:

Organization:

Phone:

Note: Mortality data are independent of definitions used for AIDS reporting because
they represent deaths attributed to HIV infection. Mortality data do not provide informa-
tion on modes of HIV transmission. Also, mortality data underestimate the impact of HIV
in communities more recently affected by HIV.)

m HIV Seroprevalence Data

[]yes []no Source of data:

Name:

Organization:

Phone:

Note: These surveys measure the level of HIV infection among selected populations that
have been targeted for information. Virtually all states should have access to data on
HIV prevalence among childbearing women, military recruits, Job Corps applicants, and
blood donors. A number of Seroprevalence surveys have been conducted in clinic set-
tings. The Survey of Childbearing Women was the only population-based survey (it was
suspended in 1995). Almost all the others are based on “sentinel” populations. The
greatest power of these data is in documenting the extent and potential impact of HIV
that is not yet manifest as severe disease. Remember that all data will have limitations.
For example, military recruits and Job Corps applicants may not mirror the young adult
population as a whole, because of “self-selection” — that is, people who know they are
HIV+ or think they could be might not seek entry into these programs, knowing that
they will not be accepted if they test positive. Work with epidemiologists to understand
the strengths and weaknesses of the data you use.

m Behavioral Risk Factor Surveillance

[]vyes []no Source of data:

Name:

Organization:
Phone:

Note: The Behavioral Risk Factor Surveillance System (BRFSS) is a telephone-based
survey conducted by nearly all states. Questions about HIV focus on the respondent’s
understanding of how HIV is transmitted, how transmission can be prevented, and on
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self-perceived risk. The Youth Risk Behavior Surveillance System (YRBSS) includes
national, state, and local school-based surveys of adolescents. These surveys are aimed
at the general population and provide information about knowledge and behaviors.

m Surrogate Marker Data: STDs

[]ves [] no Source of data:

Name:

Organization:

Phone:

Note: Syphilis and gonorrhea are reportable diseases in all states; reporting require-
ments for other STDs vary. Reporting is likely to be most complete for those who
receive STD services in publicly funded clinics. While STD rates provide a measure of
unsafe sexual behaviors, they do not necessarily correlate with HIV risk, which depends
both on the level of unsafe sexual activity and the level of HIV infection among net-
works of sexually active people.

B Surrogate Marker Data: Hepatitis B

[Jyes []no Source of data:
Name:

Organization:
Phone:

Note: Hepatitis B is a reportable disease in nearly all states. Like HIV, hepatitis B is
transmitted by sexual contact, through exposure to blood, and perinatally. Hepatitis B
case reports may also provide information on exposure risks. Thus, trends in hepatitis B
cases may reflect changes in behavior associated with HIV risk.

m Recipients of Counseling and Testing Services

[]yes [] no Source of data:
Name:

Organization:

Phone:

Note: Information about people who receive HIV counseling and testing services,
including the number of positive tests, should be available from local counseling and
testing services; they may be centrally compiled by the health department. These data
can provide information on the number of HIV tests conducted, the characteristics of
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people who use these services, and the percentage of tests that are positive. Based on
interviews of people reported with AIDS cases, these sites account for less than a third
of HIV. Other sites include hospitals and private physicians’ offices.

m [Illicit Drug Use/Alcohol Use

[Jyes []no Source of data:

Name:

Organization:

Phone:

Note: Information on illicit drug and alcohol use may be available from state or local
alcohol and drug agencies. This may include estimates of the number of drug injectors,
the number of abusive drinkers, the number of treatment slots available (inpatient

and outpatient, drug and alcohol), the length of waiting lists, and patterns of drug

and alcohol use.

B Surrogate Marker Data: Measures of Adolescent Fertility
[Jyes []no Source of data:

Name:

Organization:

Phone:

Note: Measures of adolescent fertility (abortion and birth rates) can estimate the level
of unprotected intercourse among heterosexual teenagers. However, these measures do
not necessarily predict the risk of disease transmission.

® Other Data — Type:

[]yes []no Source of data:

Name:

Organization:

Phone:

Step 4: Determine What You Still Need to Know, How You Will Find
That Information, and Then Obtain the Information

B  Were multiple sources of quantitative data looked at?
[Tyes  []no
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m Has qualitative data been used to ask targeted questions of specific populations and

help fill gaps?
[lyes []no
Is additional information needed?

[] yes — type/s:
[1no

How can needed information be gathered?
Ideas:

Person with overall responsibility:

Name:

Organazation:

Phone:

Other-participants:

Name:

Organazation:

Phone:

Name:

Organazation:

Phone:

Name:

Organazation:

Phone:

Name:

Organazation:

Phone:

Plan for gathering needed information:

[ ] developed [ ] needs to be developed

Date:
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Step 5: Define the Health Problem You Want to Address

Use the information you have gathered to write a statement of the health problem you
want to address. Be as specific as possible about who is currently affected, who is most at

risk for future HIV infection, what the chief risk factors are, what your geographic bound-
aries will be, and other defining qualities.

Problem Statement:
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Conducting Formative Research

What is Formative Research

“Formative research” is research used to help develop or “form” the program. (See also
pages 20 and 44.) Formative research is sometimes called the “situational analysis.” It
may be called a “needs assessment” or “marketplace assessment.” And the research may
consist of several parts. This worksheet describes four kinds of research—

Audience Research,

Environmental Profile,

Community Resource Inventory, and
Condom Audit.

A formative research package need not include all of these. Your program should
decide what areas are research priorities. However, some research into audience
knowledge, attitudes, beliefs, and practices, and into the environmental context in
which the program will operate, is essential. This research is combined with informa-
tion already collected about the health problem to help segment the audience and to
define goals and strategies. It’s also important to note that much of this information
may already be available; you don’t have to reinvent the wheel. Be sure to check for
data before you begin research that may duplicate previously completed investigations.

Focus on the Goal of Your Research

The goal of formative research is to understand the causes (or determinants) of risky
behaviors among the target audience, and investigate what might influence them to
change. Every question asked should be aimed at answering these two basic questions.
Research also helps you understand how the population can be divided into different
groups, or segments, that tend to act or think similarly, or are affected by similar
influences. Program strategies should eventually address a carefully defined audience
segment.
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Determine the Scope of Your Work

Date formative research package must be available

Resources available (budget and human resources)

Types of research planned:
[] Audience Research
[] Environmental profile
[] Community Resource Inventory
[] Condom Audit

Audience Research

Audience research focuses on the knowledge, attitudes, beliefs, and practices or behaviors
of the target audience, in relation to the health problem. (Audience surveys are often
called KAP or KABB studies.) Audience research also looks at how the target group
receives information — the media that reach them, the people who influence their deci-
sions on important questions, and the spokespeople they consider credible.

Step 1: Managing the Audience Research

Who is responsible for managing the audience research?

What funds are available for the research?

What secondary data are already available?

What resources are needed/who will conduct the research?

(See also worksheet on Managing Research.)

What is the schedule for conducting the research?

Step 2: Outline the Information You Need and How You will Get It

Several different kinds of information about the target audience will be useful. The list

of possible questions below is provided just to give some ideas. As you create your own
list of priority research questions, check off the basic categories of information in your

package.

[] Knowledge about the Health Problem
How much do targeted segments know about the health problem?

What are their misconceptions?

How will we find out?
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[]

[]

[]

Attitudes/Beliefs About the Health Problem
What are the perceived social norms regarding the new behavior?

How important is it to them to do what communities want them to do, compared
to other problems they face?

Do they think that others they admire and respect want them to do something
useful?

How will we find out?

Behaviors/Practices

What are the current behaviors of the target audience in relation to this health
problem

What are the benefits to the target audience of these behaviors? (What do they
like about what they are doing now? What are the rewards they are receiving?)

What bothers them about their current behaviors?

Have they attempted the recommended behaviors? At what stage of “adoption”
are they? (haven’t considered change, have considered change, have tried to
change, are trying to maintain change)

What barriers do/would they run into in trying to change their current behavior?
How could these barriers be offset or lessened?

What facilitates the desired behavior? How could those facilitators be strength-
ened?

What benefits would they get from the recommended behavior that would be
important to them?

How could these benefits be increased?
Does the audience need new skills in order to change their behaviors?
What is the current skill level? How might this be improved/increased?

How will we find out?

Communication Channels and Influence
How could this audience be best reached with information?

Who influences the target audience? On subjects such as this, who do they look
up to, trust, and believe? What social systems and social networks need to be
engaged?

To what channels of communication do they pay attention?

What media are preferred/most powerful?
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What are the most popular times the audience listens or views this media?
What services do they use?

To what groups do they belong?

What does the target audience do with free time—after school or work?
Where do they go?

What/who do they find credible as a source of such information?

What type of words, phrases, can be most useful in communicating?

What is the literacy level of the audience? the preferred language?

What tone would be most effective?
How will we find out?

Community Participation/Involvement

How can representatives of the target audience be meaningfully enrolled in pro-

gram planning and implementation?
How will we find out?

Step 3: Select Research Methods

Methods for collecting information about the target audience will probably include collec-

tion of secondary information as well as collection of some new, or primary, data.

Research should be both quantitative and qualitative. (It should both measure how many
people know, believe, or do a certain thing, and it should probe in-depth the reasons for

these beliefs and behaviors.) Decide which methods your package will include.

B Quantitative Methods (to count or measure)

[]

Knowledge, attitudes, beliefs, practices surveys

B Qualitative Methods (to probe for the reasons)

[]
[]
[]
[]
[l

Focus groups

Ethnographies (in-depth case studies)

Behavioral observations

Intercept surveys (with in-depth/open-ended questionnaires)
Opinion leader/gatekeeper interviews
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Environmental Profile

The environmental profile provides information on the environment in which the target
audiences lives, works, and plays, and in which the program will operate. It helps fill out
the “picture” of the target audience.

Step 1: Managing the Environmental Profile

Who is responsible for creating the environmental profile?

What funds are available for the research?

What secondary data are already available?

What resources are needed/who will conduct the research?

(See also worksheet on Managing Research.)
What is the schedule for conducting the research?

Step 2: Outline the Information Needed

Information for an environmental profile can be divided into several broad areas.
Develop a guide with specific questions which you think will give you the most valuable
clues into how your target audience is affected by their surroundings. The list below will
provide some general ideas. As you develop a question guide, check off the categories
completed:

B Geographic Environment
[] BResidential and commercial areas?
[] Schools?
[1 Recreational areas? (including “hang out spots,” bars/nightclubs, parks, etc.)

B Social Environment
[] General social environment, recent trends of changes?
[] Local leaders’ beliefs toward issues related to youth and HIV prevention?
[] Policies related to condoms and condom distribution?
[] Policies related to sex and HIV education?
[] Local neighborhood leadership structure (politician, business person, etc.)
[] Organized groups or individuals who might oppose your program?

B Socioeconomic Environment
[] Average income?
[] Average educational attainment?
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[] Other household information?
[] Social services?

[] Housing assistance?

[] Other?

B Educational Environment
[] Number and types of schools?
[] School board issues?
[1 School policy regarding sex education and HIV/STD education?
[] In-school vs. out-of-school and drop-out rate?

B Media Environment

[] Number and positioning of articles and editorial with mentions of key words
(such as HIV/AIDS, adolescents, sexual behavior, condoms, etc.) in mainstream
and alternative press?

[] Number and type of advertisements and PSAs (including CDC spots)?
[] Any ongoing effort through local media monitoring?

Step 3: Select Methods, Outline Procedures

Much of the information for the environmental profile can be collected very simply from
available sources. Key informant interviews are conversations with community experts —
people who do not necessarily have academic degrees or hold public offices, but rather
are those you think can provide reliable information about some aspect of the environ-
ment. Interviews can be in person or over the phone, and would loosely follow a pre-
pared question guide.

Check those methods you will use to create the environmental profile:

B Secondary Data
[] Existing information from resource lists and databases?
[] Newspaper indices or clipping services?
[] Library or online databases?

[] Information supplied by local chamber of commerce, school systems, or real
estate firms?

[] Other sources?

B Primary data

[] Key informant interviews with community experts
[] Other methods?
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Community Resource Inventory

A community resource inventory provides information on relevant program-related ser-
vices available to the population in a given geographic area. The inventory provides an
idea of who is already being served and how. It pinpoints the gaps in services. It helps
identify potential partners for your program efforts. Designing a community resource
inventory can be a small or a large job, depending on the scope you decide will be useful
to your program.

Step 1: Managing the Resource Inventory

B Who is responsible for overseeing the resource inventory?
What funds are available for the research?
Are any similar or partial inventories already available?

What resources are needed/who will conduct the research?
(See also worksheet on Managing Research.)

What is the schedule for conducting the research?

Step 2: Outline the Research and Carry Out Steps

Information for the resource inventory is gathered by contacting representatives of identi-
Jied agencies. Check off these basic steps as you define the scope of your inventory; gather
the information; and produce the final product.

[] Define geographic area for inventory.
(Several block area? city? county? state?)

[] Define level of analysis for inventory.
Simple agency locator and key representative data?
More extensive profile:
Categories of target populations serviced?
Types of services provided?
Service capacity?
Client eligibility requirements?
Demographics of clients?
Languages spoken by clients and staff?
Availability of print/audiovisual materials?
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[] Determine categories of service provider agencies.
Local health department
Drug abuse treatment facilities?
Educational institutions?
Community based organizations?
Health care providers?
HIV counseling and testing sites?
STD clinics?
Youth organizations/facilities?
Service organizations for special populations?

[] Select specific service provider agencies for inventory.
[] Identify service provider representatives for survey.
[] Contact service providers and conduct inventory.

[] Compile and analyze inventory data.

[] Prepare summary report of information.

Condom Audit

Many HIV prevention programs focus on reducing risky sexual behaviors, and condoms
are an integral part of their overall prevention efforts. If you intend to focus on sexual
behaviors, consider the need for a “condom audit.”

Step I: Assess Whether a Condom Audit is Needed

Begin by asking these two questions:

B [s promotion of condoms likely to be a part of your program?

B Is condom availability, access, or price a problem for your target audience?

If you answer yes to both questions, then your program should consider conducting a
condom audit as part of the formative research package. Before conducting research on

condoms, see what information is already available and decide if you need to answer
additional questions. Only collect information you need.
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Step 2: Outline Research Needed

Decide which questions you need to answer. Ask only the questions which will be useful.
Probe further into these questions only if you think you can affect the situation. Useful
questions might include the following. Check which ones you want to investigate:

[]
[]
[]
[]
[]
[]
[]
[]
[l
[]

Is it difficult for those who are sexually active to get condoms?

What are the barriers? (both actual physical barriers and psychological barriers)
How does the target audience acquire condoms?

Do they buy them or get them free?

Does the target group find price to be a barrier?

Are they embarrassed to get condoms?

Are condoms placed behind counters in stores so customers must ask for them?
Are there restrictions on sales to those who are underage?

Are attitudes of condom providers a barrier?

What are attitudes of the target audience toward acquiring condoms?

List other major questions to investigate:

1.

2
3.
4

Step 3: Select Methods

Decide which methods will be useful for gathering information. These might include the
Jollowing. Check off which ones you want to use:

[]

[]

Survey a sample of stores (drug stores, markets, etc.) to observe condom brands,
price, and placement.

Explore free sources of condoms (community-based organizations? schools? clin-
ics?) Interview health workers and target audience members to assess possible
barriers.

Interview pharmacists, store clerks, or health providers to assess attitudes. Do
they see themselves as educators? Which brands are purchased the most?
Stolen the most? Who determines condom placement?
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[] Interview members of your target audience to see if they carry condoms, and if
they don’t have them, if they know where to get them. What attributes do youth
give to free condoms? To various brands for sale?

Other Methods?
1.

2.

3.

Step 4: Managing the Condom Audit

Who is responsible for overseeing the condom audit?

What funds are available for the research?

What resources are needed/who will conduct the research?

What is the schedule for conducting the research?

Will conducting this research in your community draw any attention or create any spe-
cial issues? What might be these problems, and what steps need to be taken to prepare
for or manage these?
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Segmenting the Audience

The Goal of Audience Segmentation

Audience segmentation is the process of dividing a large potential audience into smaller
groups, or segments, that have similar characteristics. The goal of this process is to devel-
op clear and specific pictures of your target audience members. Audience segmentation is
often done along obvious lines, like age or gender or sexual orientation or income.
Prevention marketing uses these demographic characteristics as well as lifestyle factors,
psychographic information, epidemiology, and information about knowledge, attitudes,
beliefs, and behaviors to draw a sharper picture of the target audience. (See also page 20.)

Defining the Primary Audience

The major purpose of audience segmentation is to define the primary audience — the
group whose behaviors you want to influence. Results of the formative research
should guide you in answering:

Who is at risk? What is their level of risk?
What behaviors put them at risk?

Who is responsive to changing their behaviors?
Who can be reached? How?

Defining the Secondary Audiences

In addition, audience segmentation identifies the secondary audience(s) — those who
can influence the audience and the effectiveness of the program. Your research should
guide you in answering:

m Who directly influences the primary audience?

® Who are potential allies in reaching program goals (decision-makers, community
leaders, etc.)?

m Who are potential critics of the program who should be “won over?”
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Step 1: Managing the Process, Reviewing the Research

Audience segmentation should be the result of open discussion and broad consensus in
your project. Keep in mind that your choice will have social implications in the communi-
ty. You should be able to document the reasons for choosing a target group, and should
also be able to document the process by which your program came to its decisions. Your
selection of a target audience should be firmly grounded in the results of your formative
research.

Who will be in the decision-making group for selecting the target audience?

What process will be used?

Small-group meeting with results shared and discussed/approved by full committee?
In-house workshop with full committee participation?

Workshop attended by members of the community?

Workshop facilitated by outside expert?

Other?

List the research that will form the basis of your decision-making:
1.

2
3.
4

Step 2: Decide Segmentation Criteria for Primary Audience

What are the best ways of defining your target audience? There are numerous ways to
segment target audiences for a public health program. Epidemiology and demographics
provide the foundation. However, your “picture” of the target audience should build
upon many other criteria, including behaviors, psychographics, attitudes, etc.

Note that your target segment should be a “target of opportunity” as well as a “target of
risk.” That is, in addition to considering the target audience’s level of risk, you must
also consider readiness to change, likelihood of being reached within your program’s
fiscal and staff constraints, and other factors. Check off the categories below that you
decide are most helpful for defining your primary target group. (The characteristics
listed here under each are just broad guidelines. Your research provides appropriate
factors.)
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[] Epidemiology
The group with the highest seroprevalence of HIV?
The group among which the incidence of HIV is rising fastest?

[] Demographics
A specific age?
Male or female?
A specific ethnic/racial group or groups?
A specific geographic area of residence?
A specific income level?
A specific educational level?

[] Behaviors
Those who are not yet sexually active?

Those who are sexually active but not at sexual risk (monogamous, always use
condoms)?

Those who are sexually active and at sexual risk (multiple partners, inconsistent or
no condom use)?

Heterosexuals (male and female)?
Men who have sex with men (gay-identified or not, bisexual)?
Women who have sex with women?

[] Stage of “Readiness” for behavior change
Those who are unaware their behaviors are risky?
Aware their behaviors are risky?
Knowledgeable of a solution/alternative behavior?
Contemplating trying the new behavior?
Intending to try the new behavior?
Trying the new behavior?
Committed to maintaining the behavior?

[] Benefits and barriers

Those whose behavior is influenced by a commonly perceived benefit (for example,
similar reasons for having sex with several partners)?

Those whose behavior is influenced by a commonly perceived barrier (for example,
those who don’t use condoms because they feel unable to negotiate this with their
partner)?

Those who are influenced by similar social norms (for example, those who think all
of their peers are sexually active)?
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[]

[]

Psychographics

Those who are “innovators,” willing to take risks, engage in new behaviors?
Those who tend to “follow the crowd”?

Those who have similar hopes or images of themselves for the future?
Those who have similar fears or concerns about their lives?

Those who view themselves as part of a similar social group?

Lifestyle

Those who enjoy similar kinds of entertainment?

Those who get their information from similar channels?

Those who are in/out of school?

Those who use similar services (visit STD clinics, for example)?

Step 3: Ildentifying Behavioral Determinants

As you begin to get a picure of your target audience, it is important to identify what
makes them different from those you are not targetting. In other words, what are the
defining causal elements that lead one group to “do” or “accept” your target attitude,
beliefs, or behaviors, and anohter group not to do or accept them?

Determinants, or causes, of what makes a person a “doer” or “acceptor” of a particular
behavior can come from both external or internal sources:

Internal Determinants External Determinants
Knowledge Environment/Culture
Beliefs Access to key products
Concern, fear Access to key services
Motivation Social support or pressure
Skills Policy

Perceived self-efficacy (belief
that one can do what is required)
Perceived social norms

Describe any internal determinants the research has revealed are crucial to perfor-
mance of your selected behavior.
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m Describe any external determinants the research has revealed are important to per-
formance of your selected behavior.

Step 4: Refine Your Audience “Picture”

Review your preliminary audience “picture.” Is this a homogenous group? That is,
does it describe “one person” or does it really have important subgroups within it? Can
your program reach this entire target audience with a single message strategy, for
example, and with the same information channels or services? Or, will key segments of
your audience require unique program elements?

You may decide your program needs to address more than one distinct audience seg-
ment with separate or “overlapping” strategies.

If you decide to address more than one segment, describe the key difference between
the groups that requires separate strategies:

Step 5: Define Your Primary Audience Segment(s)

Now describe your primary audience segment(s) in as much detail as possible.

Segment 1:

(Segment 2:)
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Step 6: Define Your Secondary Audience(s)

Your audience research helps you determine what groups influence the primary target
audience you have selected.

Describe who directly influences the primary audience.

Will your program also target potential allies in reaching its goals (decision-makers,
community leaders, etc.)? If so, who are these groups?

Will your program also target potential critics of the program who should be “won
over?’ 1f so, who are these groups?
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Setting Behavioral Objectives

What Are Behavioral Objectives?

The overall goal of an HIV prevention program is to reduce the rate of infection in a
given population. Prevention marketing focuses on changing risky behaviors and rein-
Jorcing safer behaviors in a target audience to achieve this goal. Primary program objec-
tives are therefore the near-term or intermediate accomplishments having to do with tar-
get audience behaviors, which program planners select as the focus of the program and
the measure of its effectivness. Prevention marketing also relies on community mobiliza-
tion to promote safer behaviors. Consider secondary program objectives in light of atti-
tudes, beliefs, knowledge, skills, and behaviors of people who directly influence your tar-
get audience and their behaviors. (See also page 20.)

Effective behavioral objectives are:

m Specific: (Identifies who will change, what they will change — particular attitudes,
behaviors — and where the change will take place)

® Measurable: (Identifies how soon change will occur, and how many people will
change, and by how much)

m Reasonable: (Can be achieved within a specified time period using available
resources)

Step 1: Managing the Selection of Behavioral Objectives

Like the process of choosing the target audience, your selection of behavioral objectives
Jor the project should be the result of broad consensus. Your choice may have social impli-
cations in the community. Your selection of behavioral objectives should be firmly
grounded in the results of your formative research.

Who will be in the decision-making group for defining the behavioral objectives?
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What process will be used?

[] Small-group meeting with results shared and discussed/approved by full
cominittee?

[1 In-house workshop with full committee participation?
[] Workshop attended by members of the community?
[] Workshop facilitated by outside expert?

[] Other?

Step 2: Start with Broad Objectives

If your prevention efforts are focusing on sexual behavior, you might consider starting
with broad objective statements like the following.
Target audience members who are —

B not sexually active will continue to abstain.

m sexually active but are in a mutually faithful relationship with an uninfected
partner or use condoms consistently and correctly will maintain those behaviors.

B sexually active and not in a mutally faithful relationship with an uninfected
partner will

refrain from sexual activity, or
choose nonpenetrative sex, or
use condoms consistently and correctly.

Look at these broad objectives in relation to your program’s selected target audience
and refine them in terms that are specific, measurable, and reasonable.

Step 3: Narrow the Options

[] Identify options.

Given the audience segment you have chosen as a priority, which behaviors are
relevant?

Are there compelling data to focus on a single behavior?

[] Narrow these to a few priorities.
Using the criteria below, examine the potential impact and feasibility of each option.

[] Focus on a specific measurable behavior.

Can your target behavior be observed and measured? Do you need to define
intermediate behaviors that are linked to the target objectives, and that can be
measured?
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(Sexual behaviors are hard to observe and even harder to measure, for example —
“Target group uses condoms correctly and consistently.” Your program needs to
define behaviors it can measure, for example — “Target group respondents report
using a condom in their last sexual encounter.”)

Step 4: Criteria for Defining Objectives

In looking at options, consider the following criteria:

m Potential for Impact
How effective is this behavior at reducing risk?
What proportion of the audience is currently practicing the proposed behavior?
How much of this audience’s risk is eliminated if they adopt the proposed behavior?

® Operational feasibility

How possible is it to influence this behavior, among the selected target audience,
given available resources?

B Behavioral feasibility
Is the audience likely to make the change?
Does the audience consider the behavior acceptable and achievable?

How great are the costs of doing the proposed behavior (in terms of time, money,
emotions, social acceptance)?

How great are the costs of switching from the current risky behaviors to the pro-
posed, safer behavior?

How frequently must the proposed behavior be performed?
How complex does the audience consider the proposed behavior?
How compatible is the proposed behavior with current lifestyle and practices?

m Social feasibility
Will the community support the choice of audience?
Will the community support the choice of behavior?

Step 5: Write Your Statement of Objectives
Who (and how many)

will do what

by when

by how much
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Step 6: Review Your Objectives

Does your statement of behavioral objectives:

[]
[]
[]
[]
[]
[]
(]
[]
[l

Specify a single key result?

Specify a target date?

Use terms that are specific and quantitative?

Tell what and when (not why and how?)

Use words that are readily understood by those involved?
Describe something realistic, attainable, yet a challenge?
Provide limits to expenditures of time and effort?
Identify criteria to evaluating achievement?

Direct and focus program efforts?
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Marketing Strategy

What is the Marketing Mix?

The marketing miz is usually described as the four “Ps” of commercial marketing: prod-
uct, price, place, and promotion. Sometimes, a fifth P — politics or policy — is added. The
marketing mix provides the basis for your overall program strategy. The Ps are linked
together in a mutually reinforcing way. They are not individual “steps” in a program,
but rather together they define your program strategy. (See also page 22.)

Defining the Product

The product is whatever your program decides to offer the target audience. It is the
new information, beliefs, attitudes, or behaviors you would like them to accept.
However, your program cannot simply ask the audience to accept them. Your program
must also offer benefits that mean something to the target audience. It must offer
something positive in exchange for giving up old beliefs or behaviors and to off-set or
overcome the costs of the new ones. For example, people often cite the loss of sensation
as a cost of using condoms; this cost may be overcome by the assurance of protection
from HIV and other STDs. (Cost is discussed below under “Compensating for the
Price.”)

Your Primary Offering

m Describe what you are asking your audience to do. (Adopt specific new attitudes,
beliefs, behaviors, or accept new information?)

m  Describe the key benefit (or “positive consequence”) of the product/new behavior
that will have meaning to your target audience.
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® Outline a support statement (or “convincing explanation”) for the key benefit. (A
rationale/explanation? epidemiological data? experience of other credible individu-
als?) Ask yourself, “What would convince the target audience to ‘buy’ our product?”

Identifying Competing Products

Every product has “competition.” Your audience is currently engaged in a competing
belief or attitude or behavior. They are benefitting in some way from this current belief
or behavior.

m Describe the current competing behavior(s) of your target audience.

m Describe the key benefits to the target audience of their current behaviors. (The
benefits offered by your program must be equal to or greater than those offered to
the audience in their current situation.)

Identifying “Determinants”

Another way of thinking about what will help your audience accept the product is to look
at the behavioral “determinants” you discovered as part of your audience research and in
segmenting your audience. What are the chief differences between “doers” and “nondoers”
of the behavior — or those who accept the product, and those who do not? Some of the
behavioral “determinants” you discovered can be influenced, and some cannot.

m Describe any internal determinants the research has revealed are usually associated
with acceptance of your product (or performance of your target behavior.)
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m Describe how these might be influenced in your target audience. (For example, if
skills are lacking — in using condoms or in negotiating with partners — would
workshops be helpful?)

B Describe any external determinants the research has revealed are usually associated
with acceptance of your product (or performance of your target behavior).

m Describe how these might be influenced in your target audience. (For example, if
condoms are not accessible to your group, how could your program influence their
availability? If perceived social norms undermine monogamous relationships, could
you influence peer attitudes toward monogamy?)

NOTE: You now have the “seeds” of some promotional activities identified. You have
also begun to think about some “intermediate products” or behaviors for your target
audience that will help achieve your program’s overall behavioral objective. (These
intermediate products might be new skills, or workshops, or informational hotlines. )

Compensating for the Price

Price refers to all the major costs the audience might associate with the product. These
costs might be:

Monetary
Psychological
Social

Time

Every product has a price. And this price varies with the target audience. Your audi-
ence research should help you understand what costs are important enough that the
program needs to address them as part of its overall strategy.
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One way to think about price is in terms of the barriers and facilitators your audience
will encounter when they consider adopting the beliefs or behaviors your program has
identified. Barriers increase the price they must pay. On the other hand, facilitators
reduce the price.

B What are the chief obstacles or barriers to the audience’s acceptance of your prod-
uct? (Peer pressure to continue current practices? Psychological barriers to dis-
cussing condoms? Logistical and social costs of getting condoms at the local phar-
macy? Financial costs?)

m Describe what you can do to overcome any of the barriers or obstacles which are a
major problem for your audience. (Media messages using audience peers to influ-
ence what is “acceptable”? Programs with pharmacists to encourage more accessi-
ble condom displays? )

m  What would be the most effective facilitators to new behaviors for this target audi-
ence? What might encourage people to adopt new behaviors? What might help them
maintain safer behaviors? (Focusing on key opinion leaders? Perceived social
norms? Community support?)

NOTE: As you develop your promotional strategies, keep in mind that “intermediate
products” also have prices. For example, attending a counseling session may present
both time and psychological costs to the target audience. Many products or activities
also present costs to the service providers or trainers. All of these costs must be “rea-
sonable” in the mind of the person you want to engage in that new behavior or activity.

Defining the Place

Place refers to the locations where your target audience engages in behaviors you are try-
ing to influence. It takes into account that people may have made a decision elsewhere —
Jor example, not to engage in sex — and then examines how a given location, such as a
bar, might affect that previous decision. Your analysis of the effect of place is really an
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analysis of how locations affect the target audience’s action. Does the place encourage
safer behavior? risky behavior? The fundamental question is, “What can the program do
to make the place where people act on their decisions more likely to prompt the desired
behavior?”

Access points: Where do target audience members hang out? What effects do these
places have on their behaviors? What groups are they in contact with — gangs, church-
es or temples, sports teams, etc.? Can any of these access points be used for reaching
your target audience?

B Describe any “access point(s)” to your target audience that should be a priority for
your program activities.

Planning the Promotional Strategy

The promotional strategy to support your “product” with the target audience may actual-
ly consist of several sub-strategies, depending upon the needs of your audience and the
resources available to your program. Remember that a media strategy by itself is not like-
ly to change behavior, beliefs or attitudes. Media communication is only one piece of an
effective promotional strategys. Substrategies might include:

Service/support strategy
Training strategy
Message strategy

Media strategy

Launch strategy

Service/Support Strategy

m Describe the activities you plan in support of your program goals (peer-to-peer
counseling? workshops at schools or local organizations? activities for pharmacists
or other providers?)

Activity
Date(s)
Place

Person (group) in charge
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Activity
Date(s)
Place

Person (group) in charge

Training Strategy

m Describe the training needed in support of these activities.

Type of Training
Persons to be trained

Dates of training

Person/group in charge

Type of Training
Persons to be trained

Dates of training

Person/group in charge

Message Strategy

Your program should have a message strategy whether you decide the appropriate way
of conveying messages is through traditional media or through services or support
activities, or all of these. You will have a main message which captures the thematic
content of your program. In other words, it promotes your product and its benefit in
language tested with your target audience. You may also have various tactical mes-
sages (telling where and when) which direct the audience to services.

m Describe your Main Program Message
Content

Tone (emotional context)

Source of information (or spokesperson)

Your main message might be cast into several “phases” over a period of time. For exam-
ple, phase I would be promotion of awareness; phase 11 would be creation of demand or
motivation to act; phase III would be reinforcement of behaviors or a “reminder.”

B Describe the “phase(s)” of your main message. If you have one main message,
identify its “phase.”
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m List your tactical messages (telling where, when, how)
1.
2.
3.

Media Strategy

The media selected to deliver your message(s) should be chosen balancing several
factors:

Reach to the target audience

Frequency of message delivery

Credibility with target audience

Relative cost and your program’s resources

List your messages and the medium/media selected to deliver these.

Message Target Audience Medium Period of Delivery

AN A

Launch Strategy

The program “launch” is a special phase between planning and implementation. The
launch serves to give initial momentum to activities, energize everyone involved, and
inform the press and political figures, as appropriate. Decide whether your program
should have “launch” activities and what these will be.

[] Press briefings?

[] Press information Kkit?
[] Community briefings?
[] Community information Kkit?
[] Other media event?

[] Other events/materials?

Planned Date of “launch”

Person/group in charge
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Considering Policies and Politics

Policies and politics are sometimes crucial in the marketing miz. If policies do not provide
a supportive environment for your program, a “policy strategy” can be considered. What
written and unwritten policies support or undermine your program activities? Can these
policies be changed? How? Policy is often closely connected to another P — Politics. A sup-
portive political environment within the community is a necessary foundation for any
effective HIV prevention program.

B  What policy issues will be central to your program?

m What is your program’s strategy for dealing with these?

m  What political issues will be central to your program?

m What is your program’s strategy for dealing with these?
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Pretest

Project:

Manager:

Date of this planning session:

Checklist

Communication Objective/s:

Target Audience:

Behavioral Objectives:

Check all items that apply:

[ 1 Self-Administered Questionnaires

[]1 Instument

[ ] questionnaire developed

[ ] pilot tested (report attached)

date/s:

number of respondents:

[ Jrevised (copy attached)
date/s:

[]

[]

[]

needs to be developed

who:

by when:

needs to be pilot tested

who:

by when:

needs to be revised

who:

by when:
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[] location/s selected

where:

[ ] conducted
date:

Results:

[ ] complete (attach report)

[ 1 Readability Testing

[ ] complete (attach report)

results:

[] copy revised
date/s:

[ ] Gatekeeper Review
Interview Script

[ ] developed

[ ] pilot tested (attach report)
date/s:

number of respondents:

[]

[]

[

[

needs to be selected

who:

by when:

needs to be conducted

who:

by when:

needs to be completed

who:

by when:

needs to be done

who:

by when:

needs to be revised

who:

by when:

needs to be developed

who:

by when:

needs to be pilot tested

who:

by when:
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[ ] revised (attach) [

date/s:
Interviews
[ ] scheduled []
Results
[ ] complete (attach report) []

needs to be revised

who:

by when:

needs to be scheduled

who:

by when:

need to be completed

who:

by when:

[ 1 Central Location Intercept Interviews

Interview Script

[ ] developed []
[] pilot tested (attach report) []
date/s:

number of respondents:

[ ] revised (attach) [
date/s:

Interviews

[ ] scheduled []

needs to be developed

who:

by when:

needs to be pilot tested

who:

by when:

needs to be revised

who:

by when:

needs to be scheduled

who:

by when:
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Results
[ ] complete (attach report) [] need to be completed

who:

by when:

[ 1 Focus Groups

Moderator’s Guide

[ ] developed [] needs to be developed
who:
by when:
[ ] pilot tested (attach report) [] needs to be pilot tested
date/s: who:
number of respondents:___ by when:
[ ] revised (attach) [] needs to be revised
date/s: who:
by when:
[ ] participants recruited [] need to be recruited
who:
by when:
Discussions
[ ] location/s selected [] needs to be selected
where: who:
by when:
[ ] conducted [] need to be conducted
date/s: who:
by when:
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Results

[] complete (attach report) []

[ 1 Theater Testing

PSA or other video programming

[ ] developed []
[ ] pilot tested (attach report) [
date/s:

number of respondents:

[ ] revised (attach tape) []
date/s:

Moderator’s Script

[ ] developed []

[ ] pilot tested (attach report) [1
date/s:

number of respondents:

[ ] revised (attach) [
date/s:

need to be completed

who:

by when:

needs to be developed

who:

by when:

needs to be pilot tested

who:

by when:

needs to be revised

who:

by when:

needs to be developed

who:

by when:

needs to be pilot tested

who:

by when:

needs to be revised

who:

by when:
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Testing
[ ] location/s selected

where:

[ ] questionaire developed

[ ] pilot tested (attach report)
date/s:

number of respondents:

[ ] revised (copy attached)
date/s:

[ ] participants recruited

[ ] conducted

date/s:

Results

[ ] complete (attach report)

[]

[]

[]

[]

[]

need to be selected

who:

by when:

need to be developed

who:

by when:

needs to be pilot tested

who:

by when:

needs to be revised

who:

by when:

need to be recruited

who:

by when:

need to be conducted

who:

by when:

need to be completed

who:

by when:
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Conducting Process Evaluation

What is Process Evaluation?

Process evaluation (What did we do?) and outcome evaluation (Did we make a differ-
ence?) — as well as impact evaluation (What long-term change resulted?) — are designed
to measure progress toward meeting your program objectives.

Process evaluation measures task completion, quality, and efficiency. It should be
focused on answering three broad questions:

m What services and interventions were actually delivered?

m How were the interventions carried out?

m How many people were reached and who are they?

Process evaluation generally describes:

® Program implementation,

B Administrative and organizational structure,

m Procedures,

B Accomplishments.

Process evaluation measures progress in terms of explicitly stated objectives. The
results should be used to improve services and interventions. Research should:

m Identify differences between actual and planned services,

m Explore why differences occurred,

B Measure program quality in relation to standards and expectations,

®m Make recommendations for changes in delivery strategies or program objectives.

Step 1: Assess Resources and the Scope of Evaluation Needed

Some degree of process evaluation is essential in every program. It is important to decide
the scope of process evaluation before program activities begin, because some data might
be appropriate to collect at the beginning of the program, or at various points during
delivery, rather than only at the end. The program needs to decide how extensive the eval-
uation should be and what areas it should emphasize. Begin by asking these questions.
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Is the evaluation for internal program use only?
[Jyes []no

Are others outside the project interested in the results?

[lyes []no
What information do they want?

Is some aspect of the program new or untested?
[lyes []no

What resources are available for process evaluation?
® Financial?

B Human resources?

m In-kind?

Will an outcome evaluation also be conducted?
[lyes []no

(See the checklist on “Outcome Evaluation” for more information.)

Step 2: Outline Questions to be Addressed

Make a list of specific program-related questions that will help answer these broader
questions:

Programs and Activities

Who is delivering the intervention?

What media, if any, are delivering messages?
Are activities being carried out as planned?
8 If no, what was different?

Have intervention support activities been carried out as planned (training for

providers or researchers, for example)?

m What have been the constraints?
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Procedural Issues

m Is the program or intervention protocol being implemented correctly?
m If not, what have been the weak areas, and what have been the constraints to
appropriate implementation?
B Are these issues correctable?
m Have proposed systems been followed?
m Have needed records been kept?
® What are the gaps?
m Implications for program implementation or evaluation?
Audience
B Are planned activities (programs, messages) reaching the desired target groups?
® How do you know?
m Are the projected number of individuals being reached and served?
m How do you know?
m Is it possible to determine why certain groups have been reached more than others?
m How?
m How do clients feel about the program?
m Is the location and setting appropriate?
B Do clients feel comfortable in discussing the topic?
m Has the number of clients using your services increased since the implementa-
tion of the new prevention program?
m How do you know?
m How has the audience responded to messages?
B What is the level of message recall? Mark the continuum:
Low Medium High
B Are there differences among target audience segments (for example, by gender,
sexual orientation, age, socioeconomic status, etc.)?
B Are any unintended messages being conveyed?
m Can statements be made about any changes in knowledge?
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® About change in beliefs?
m About change in attitudes?

®m About change in intended behaviors?

Quality Questions

B Are providers sensitive to the target audience’s needs?

m Are their interactions effective?

B Are there barriers to optimal performance (e.g., lack of support and training, lack of
cultural sensitivity, homophobia among staff, lack of sufficient and/or types of staff,
staff stress and burnout)?

m Are these correctable?
® How will they be corrected? Who is responsible? By what date?

® Do products meet planned standards?

B What have been the weak links in the design, production, and
delivery processes?

m Are these correctable?

® How will they be corrected? Who is responsible? By what date?

Step 3: Set Up a Timetable for Evaluation

Decide whether data collection should be:

[] Post-intervention only?
Date/s:

[] A tracking/monitoring study? (data collection at specified intervals?)
Date/s:

[] A pre- and post-intervention study?
Date/s:

[] A combination (certain questions asked post-intervention only, others
asked at specified intervals)?
Date/s:
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Step 4: Designing a Research Package

For each category of information needed, select appropriate data collection method/s.
Common methods for process evaluation include the following. Check the ones you will
use.

[] Key person interviews to assess whether intervention protocols have been followed
and to investigate constraints;

[] Assessment of designated indicators (such as numbers of persons trained, use of
AIDS hotlines, use of HIV/STD testing sites, level of condom distribution and sales);

[1 Pre- and post tests (to assess knowledge or beliefs of clients served, providers
trained, etc.;

[] Audits of materials at representative distribution points;

[] Monitoring of broadcasts to ensure media messages are aired at the contracted
hours (through volunteer listeners, for example);

[] Central location intercepts at ask for recall or perception of media messages;

[] Regular visits (or spot checks) to distribution sites to check on availability of prod-
ucts or supplies;

[] Observations at service delivery points or training sessions using monitoring guides;

[] Focus group discussions to investigate the impact of messages and to detect possible
confusion;

[] Review of administrative record-keeping;

[] Other method/s we will use:

Step 5: Designate Roles

Most likely you will select a range of different methods to gather information on diverse
questions. Some data collection systems can be designed quite simply by in-house staff.
Others may require assistance from an evaluation expert. If the process evaluation
includes measurement of interim effects (on knowledge, attitudes, beliefs, or intended
behaviors), more complex questionnaire designs will be necessary. Determine how the
process evaluation will be managed.:

® Who will manage the overall process?

m How many individuals will be needed to manage each research task, and for what
period of time?

m  Will outside consultants be needed to assist with particular data collection methods?
[lyes  []no

(See the checklist on “Managing Research” for more information on selecting outside
researchers.)
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m Will any training of staff be necessary in order to carry out in-house portions of the
data collection?

(See the checklist on “Managing Research” for more information on selecting outside
researchers.)

m Will any types of data collection require volunteers (for example, listeners to moni-
tor broadcasts?) How will volunteers be
recruited?

m  Who will be responsible for producing the final report?

m How will the report be reviewed/approved before distribution?

m Who should receive the report?

Step 6: Using the Information

Process evaluation should be used to make improvements in the current and all subse-
quent programs. For example, if monitoring/tracking data has been collected, informa-
tion should be fed back immediately into the program so that materials, trainings, ser-
vices, or logistical systems can be refined as appropriate.

Discovering constraints to program effectiveness as well as discovering what works
should be disseminated so that future programs can benefit. Others can — and should
— benefit from what you learn about what worked and didn’t work in your program.
Ask these two key questions.

m How will we apply what we learned to our program/s?

m How will we inform others?
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Considering Outcome
Evaluation

What is Outcome Evaluation?

Outcome evaluation should show if a program had the intended effects on behavior and
health. Intended program effects might also include changes in knowledge, beliefs, and
attitudes, all of which affect behavior. Outcome evaluation focuses on the program’s stat-
ed behavioral objectives and should, as far as possible, demonstrate that the program —
and not anything else — caused a specific change. This is often very difficult, particularly
with media-based social marketing efforts, because so many other things may affect the
target audience: school programs, parents’ involvement, information target audience
members may get from the Internet, services available to them, and so on.

Outcome evaluation should answer these broad questions:
® What behavioral outcomes were observed?

B Does the intervention make a behavioral difference?

® Which variations work best?

More specifically, an outcome evaluation should answer these five questions:
m What changed as a result of the program?

m Why did it change?

® In what groups did it change?

m In what groups did it not change?

B What are the reasons for these differences?

These deceptively simple questions can require complex research designs, and for this
reason, many community-based groups decide to work with outside researchers.
Academic researchers are often willing to donate time and expertise, or reduce their
fees, if they will have the opportunity to investigate an issue and publish on it. (See
“Managing Research: In-House Skills or Outside Contract?” for more information about
working with outside researchers.)
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Special considerations for outcome evaluation:

Outcome evaluation measures change — over a period of time, and as a result of
specific activities. The decision to conduct outcome evaluation must be made long
before the launch of a program, so that the situation before the intervention can be
assessed, to compare with measurement afterwards.

True outcome evaluation can be expensive, especially because planners usually
need to know if any changes resulting from the intervention are statistically signifi-
cant, which means the sample size has to be large enough to make that determina-
tion.

In HIV prevention programs, intended outcomes (such as changes in behavior) can
be very difficult to measure. Very often, evaluation will measure “complementary
behaviors” that are presumed to be linked to certain “primary behaviors” (such as
buying condoms, which might be linked to using condoms).

For these reasons, although every project can and should include process evaluation,
outcome evaluation may be difficult. However, even very basic outcome evaluation is
vital. Too often, in the second decade of the AIDS epidemic, prevention programmers
are unable to answer the question, “What works?”

Step 1: Assess Needs and Available Resources

See “Managing Research: In-House Skills or Outside Contract,” for more information on
this step.

After assessing your evaluation needs and resources, you may consider alternatives to a
full study. Ask yourself these questions.

As an alternative to primary research, could outcome measures be assessed through
some other ongoing research (for example, through the BRFSS survey, which has an
AIDS module that can be used to track knowledge, attitudes, and beliefs in the gen-
eral population, or omnibus surveys about attitudes? [] yes [] no

If yes, who should you contact?

Research project:

Name:

Organization:

Phone:

Research project:

Name:

Organization:

Phone:
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m Can other measures be used as proxy information for primary behaviors (for exam-
ple health outcome data on STDs and pregnancy rates)? []yes []no

If yes, who should you contact?

Research project:

Name:

Organization:

Phone:

Research project:
Name:

Organization:

Phone:

m Can existing contacts with clients be used to collect limited additional information
(for example, short interviews with clients in health facilities)? []yes [] no

If yes, what is the next step?

m How large does the evaluation have to be in order to serve our purposes? (How large
a numerator, or survey sample?) #

m Can the evaluation be done with in-house staff? (skills are available, results will be
considered “trustworthy”) or is an outside, “independent” team essential?

[ ] in-house [ ] outside

If an outside contractor is needed, who will manage the contract — write requests
for bids, oversee the selection process, oversee the contract, and so forth?

Person with overall responsibility:
Name:

Organization:

Phone:

Other participants:
Name:

Organization:

Phone:

Name:

Organization:

Phone:
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Name:

Organization:

Phone:

Name:

Organization:

Phone:

What will be the cost of outcome evaluation? $

What time will be required?

Step 2: Managing an Outcome Evaluation

(See “Managing Research: In-House Skills or Outside Contract” checklist.)

To manage a contract for outcome evaluation, those responsible in-house should be
familiar with certain concepts and issues, and be able to ask the important questions of
their contractors.

m Which design is appropriate?

[] Comparative A/B designs compare baseline/intervention or “A/B” measurements
before and during or after the program.

[] Pre/post research designs compare target audiences before the program with the
target audiences after the program.

[] Post research/control group designs compare the target audiences after the program
with similar groups not exposed to the program.

[] Pre/post research/control group designs compare the target audiences before the
program with the target audiences after the program, and with similar groups not
exposed to the program.

m Have important assurances been made?

[] If the research needs to produce statistically significant results, the contractor
should assure that the sample size is appropriate.

[] The contractor should discuss study reliability — in other words, the measurement
procedure should yield the same number assignment every time.

[] The contractor should discuss validity — in other words, the measurement proce-
dure should assess the variable it is supposed to assess.

[] The study should assure “internal validity” — in other words, the evaluation should
examine and eliminate competing explanations for outcomes you would like to
ascribe to the intervention.
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[] The contractor should assure the confidentiality of study participants through appro-
priate letters.

[] The program should address concerns about interventions using “human subjects”
(in other words, if an intervention is once found to be effective, study participants
cannot be excluded from receiving services as part of the research design).

Step 3: Using the Information

Outcome evaluation identifies underlying causes and possible solutions. It helps pro-
gram planners find out if an intervention was more or less effective under varying cir-
cumstances — with different populations or in different sites. For this reason, the
insights provided by outcome research can be invaluable to others who are designing
programs. Results should be disseminated as widely as possible.

Discovering constraints to program effectiveness as well as discovering what works
should be disseminated so that future programs can benefit. Others can, and should,
benefit from what you learn about what worked and didn’t work in your program. Ask
these two key questions.

m How will we apply what we learned to our program/s?
m How will we inform others?

A Note about Impact Evaluation

Impact evaluation measures the long-term impact of a program on the health problem,
expressed in terms of morbidity and mortality. Such evaluations for HIV prevention pro-
grams are usually impossible for a variety of ethical, financial, and logistical reasons. It
is virtually impossible to measure the impact of a specific prevention program on HIV
morbidity and mortality rates.
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Managing Research: In-House
Skills or Outside Contract?

Assessing Resources and Research Tasks

Ask yourself the following questions to get a sense of your organization’s ability to design,
carry out, and evaluate formative research. You can also use this list to guide your discus-
sion with researchers you may work with.

What do you want to know?

Statement of research objective/s:

All important decisions regarding research design and implementation should support the
objective/s of that research. With those objectives in mind, answer these questions.

How complex does the research package have to be in order to answer required
questions?

How large must each research part be (number of respondents) to be reliable?

m What are the in-house resources for conducting and analyzing the research?
Are skills of in-house staff adequate for the task?

[lyes [}no

Would some additional training be adequate to help them manage the task?
[Iyes []no

Are staff available for sufficient time to meet the research schedule?
[Iyes []no

See Option A below for more “in-house” questions.
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® What needs to be considered in selecting an outside group?

® [s outside help necessary to assure “trustworthiness” or “independence” of the
research to funders or the public?

[1yes  []mo

m Is the budget adequate to hire an outside firm?
[] yes — budget ceiling: $ []no

m s pro bono assistance an option? []yes []no
See Option B below for more “outside researcher” questions.
For each research task decide whether—

® Research can be managed and conducted with in-house resources;

B Research can be managed/conducted in-house after some training in needed skills;

m Research will be conducted by an outside group after soliciting bids.

Option A: Organizing/Managing Research In-House

Step 1: Set up a Research Team

®m How many individuals are needed for the overall task?

For how long?

m Who is available and when?

Name:
From: To:
Name:
From: To:
Name:
From: To:
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B Are additional staff needed for field work? [ ] yes [] no
If yes, who? [ ] volunteers [ ] staff
Names:

m Who will ...
Manage the overall process?

Design the research?

Design the instruments?

Supervise the research in the field?

Train staff and/or volunteers for field work?

Conduct the research in the field?

Analyze the data?

Write the report?

B Are those involved fully trained or is additional training necessary?
[] fully trained [] need training
What kind of training is needed?

Who can conduct the training?

When?

What are the costs involved? $

Step 2: Set Up a Timetable/Carry Out Research

Set up a week-by-week timeline for the following activities.

® Overall Design and Recruitment

Date Activity
Propose research design.
Determine the number of individuals required for the sample.
Determine where they will be found and how they will be contacted.

Determine the number of individual/group interviews to be conducted
each day.

Determine the number of researchers/interviewers necessary and avail-
able. Always recruit more than the number you need!

Select the researchers; choose individuals you think are most appropriate
for the particular interview approach selected.
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m Design/Finalize Instruments

Date Activity
Draft questionnaire/focus group guide.
Pretest and revise instrument/s.

Reproduce the guide and questionnaires based on the number of
individuals in the sample.

Identify logistical needs (transportation, per diems, supplies).
Train the researchers in the application of the research instrument.
Write, obtain approval for client confidentiality form.

B Conduct and Analyze Research
Date Activity
Gather the information.
Analyze the data.
Prepare the draft report.
Make revisions.
Prepare final report.

Option B: Working with Outside Researchers

Step 1: Set Up a Management/Review Team

Using an outside research group (either a private firm or academic researchers) usually
implies a complex research task and a major investment of funds, if pro bono assistance
is not available. Knowledgeable oversight of the process is essential. In-house and local
experts in research should be charged with selecting the research group and oversee-
ing completion of their deliverables.

Who has overall in-house management responsibility?

Who are the in-house members of the research team?

Who are the local experts who can participate?

Step 2: Draw Up Initial Screening Criteria

The research management team should draw up initial selection criteria. Ask questions
such as these to get an idea of the group you want to work with.

® Does the group have expertise in conducting research on health topics?
[Iyes []no
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Have they conducted research similar to ours (similar audiences and methods)?
[lyes  []no

Are they available during our timeframe?
[yes  []no

Will they work within our budget?
[Iyes []no

Do they have a history of working well with clients (project references)?
[lyes  []no

Do they have the technical and computer capacity to do the analyses we need?
[yes  []no

Do they react positively to our information needs and corresponding choice of
research methods?

[lyes  []mo

Step 3: Write a Letter Soliciting Interest

Send out a letter to multiple organizations soliciting their interest and outlining the
screening criteria. The letter might also include the following information.

An introduction to the project,

Your definition of the health problem,

Decisions to be made on the basis of the research,

General questions to be investigated,

The methods proposed,

“Stop points” for review and requested interaction with the staff,
Proposed calendar.

Who will write the letter?

First draft (date):

Revisions (date)

Final version (date):

Mailed out (date):
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Step 4: Solicit Proposals

Screen initial applicants and request full proposals from those who meet initial criteria.
Give deadline for responses. The letter might request:

Description of firm’s experience in related subjects and methods,
Description of firm’s experience conducting research with this audience,
Detailed description of research design/process,

Problem statement,

Research purpose and objectives,

Research methodologies,

Research audiences,

Sampling plan(s),

Analysis plan,

Outline of research report,

Roles and responsibilities,

Proposed calendar,

Résumés of proposed individuals,

References,

Budget.

Who will write the RFP?
By (date):
Issued (date):
Proposals due back (date):

Step 5: Review Proposals and Select Research Group

Management committee meets and selects researchers according to determined crite-
ria. Proposals are usually reviewed with pre-established points for different areas such
as:

Technical quality,
Understanding of the project,
Relevant past experience,
Proposed personnel,

Budget (often considered as an issue separate from technical merit).

Date of selection meeting:

Group selected:
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Step 6: Writing and Managing the Contract

The contract should outline expectations and establish roles, responsibilities, and deliv-
erables. It should include “stop points” for review, as well as any requested interaction
with the staff. The time table should be detailed. Final report format should be clearly
outlined. The contract should include as an attachment the proposal submitted by the
selected firm.

“Stop points” in the research assure interaction with the in-house management team at
critical points. Sometimes funding is dispersed according to completion of these stop
points. Stop points might include:

Approval of the research design and sampling plan,
Approval of the questionnaires,

Completion of data collection,

Submission of draft report,

Submission of final, approved report.
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