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Abstract

Introduction: According to UNAIDS, the world currently has an adequate collection of proven HIV prevention, treatment and
diagnostic tools, which, if scaled up, can lay the foundation for ending the AIDS epidemic. HIV operations research (OR) tests and
promotes the use of interventions that can increase the demand for and supply of these tools. However, current publications of
OR mainly focus on outcomes, leaving gaps in reporting of intervention characteristics, which are essential to address for the
utilization of OR findings. This has prompted WHO and other international public health agencies to issue reporting requirements
for OR studies. The objective of this commentary is to review experiences in HIV OR intervention design, implementation, process
data collection and publication in order to identify gaps, contribute to the body of knowledge and propose a way forward to
improve the focus on “implementation” in implementation research.

Discussion: Interventions in OR, like ordinary service delivery programmes, are subject to the programme cycle, which continually
uses insights from implementation and the local context to modify service delivery modalities. Given that some of these
modifications in the intervention may influence study outcomes, the documentation of process data becomes vital in OR. However,
a key challenge is that study resources tend to be skewed towards documentation and the reporting of study outcomes to the
detriment of process data, even though process data is vital for understanding factors influencing the outcomes.

Conclusions: Interventions in OR should be viewed using the lens of programme evaluation, which includes formative assessment
(to determine concept and design), followed by process evaluation (to monitor inputs and outputs) and effectiveness evaluation (to
assess outcomes and effectiveness). Study resources should be equitably used between process evaluation and outcome
measurement to facilitate inclusion of data about fidelity and dose in publications in order to enable explanation of the relationship
between dosing and study outcomes for purposes of scaling up and further refinement through research.
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Introduction

HIV operations research (OR) has been defined as a process of
identifying and solving programme problems with the goal of
increasing the efficiency, effectiveness, quality, availability,
accessibility and acceptability of services [1]. In 2008, The
Global Fund to Fight AIDS, Tuberculosis and Malaria, United
States Agency for International Development (USAID), World
Health Organization (WHO), Joint United Nations Programme
on HIV/AIDS (UNAIDS) and the World Bank published a
framework for HIV operations and implementation research
[2]. That publication states that OR represents implementation
research and is defined as any research producing practically
usable knowledge that can improve programme implementa-
tion regardless of the type of research design, methodology or
approach.

Building on this definition, PEPFAR’s implementation
science (IS) framework describes IS as the study of methods
to improve the uptake, implementation and translation of
research findings into routine and common practices [3]. Thus,

although terminology referring to implementation or OR
may vary depending on the context, the main intent is to
examine health systems management and sociocultural,
economic and behavioural factors that either exist as bottle-
necks or that could be tested to improve service delivery and
uptake [2].

According to UNAIDS, the world currently has a good
collection of proven HIV prevention, treatment and diagnostic
tools, which, if scaled up, can lay the foundation for ending the
AIDS epidemic [4]. The effectiveness of these tools is often
dependent on a number of operational issues on the demand
side (e.g., the health care-seeking behaviour of the target
audience and sociocultural and contextual barriers) and the
supply side (e.g., setting, providers and supplies) [5]. For
example, to ensure the efficient use of HIV-testing, operational
issues can be addressed by evaluating various HIV-testing
approaches, such as routine testing versus voluntary testing,
and the outcomes can vary according to purpose and target
population [6,7].


http://www.jiasociety.org/index.php/jias/article/view/20842
http://dx.doi.org/10.7448/IAS.19.5.20842

Kalibala S et al. Journal of the International AIDS Society 2016, 19(Suppl 4):20842

http://www.jiasociety.org/index.php/jias/article/view/20842 | http://dx.doi.org/10.7448/1AS.19.5.20842

Given the need to enhance effectiveness of a broad range of
tools in a variety of contexts, OR uses a wide range of
methodologies, often making it difficult to have uniform
reporting in publications. As a way of addressing this challenge,
the Bulletin of the World Health Organization established
guidelines for reporting on OR, which include intervention
frequency, duration and intensity [8]. Similarly, the UK Medical
Research Council recently published guidance on conducting
and reporting on studies testing public health interventions,
recommending that studies provide data on intervention
implementation, including provider training, fidelity, dose
and adaptation [9].

However, the collection and reporting of process data may
sometimes be seen as being in conflict with or a duplication
of efforts to measure outcomes [9]. One approach that can
ensure that the focus owed to intervention implementation
is not lost is to view the study using the lens of programme
evaluation, which includes formative assessment (to deter-
mine concept and design), followed by process evaluation
(to monitor inputs and outputs) and effectiveness evaluation
(to assess outcomes and effectiveness) [10]. Indeed, if
researchers anticipate analyzing outcome data stratified by
intervention exposure, they should pay more attention
to how intervention process data is collected and reported
[11].

The objective of this commentary is to review experiences
in HIV OR intervention design, implementation, process data
collection and publication in order to identify gaps, con-
tribute to the body of knowledge and propose a way forward
for improving the focus on “implementation” in implementa-
tion research. The purpose is to emphasize the need to
devote as much time and resources to the intervention as are
given to outcome measurement.

Discussion
Formative research
Given the diversity of the context in which real-life public
health interventions are applied, it is important not to
transfer interventions from one setting to another without
adaptation based on formative research [12]. Formative
research is usually carried out using qualitative methodolo-
gies among potential service recipients, potential providers
and other stakeholders, as well as a review of retrospective
statistics and epidemiological and behavioural data.
Formative research enables understanding of the nature of
the problem and the programme responses to address it
[1,13,14] and determination of the priority target population
[15,16], as well as assessing their needs and perceptions
regarding the problem and the proposed intervention.
Formative research also fosters an understanding of how the
new intervention will be introduced into existing services
[6,17,18], the potential role of various actors in delivering
the intervention and additional elements required for the
intervention [19].

Piloting the intervention
Pilot testing is a key component of intervention design in HIV
OR because it enables the determination of the feasibility of

the intervention and its acceptability to providers and clients,
thus facilitating adaptation.

To start, a cross-section of providers and clients can be asked
to comment on the intervention materials. Next, the service
should be offered on a small scale to obtain provider and client
feedback [14]. There is also a need to be flexible and open-
minded to accommodate contextual issues, including resource
constraints while, at the same time, ensuring that the core
elements of the intervention are retained [17]. Although the
retention of core elements is vital to ensure that the
intervention can be replicated and scaled up in other settings
[20], there is always a tension between the need for
standardization of the intervention versus the need to be
flexible and adapt the intervention based on findings from
pilot testing [17].

Integration and training

When conducting OR, systematic efforts are required to
ensure that new interventions are tailored to the realities of
local settings [21] and ensure acceptance by existing providers
[22]. This process could involve meetings with government
authorities, managers, providers and other stakeholders to
create awareness and ownership of the planned OR, work
out operational issues and clarify roles among the providers
[3,23-25].

In addition, the integration of a new intervention must
involve training the existing providers in the delivery of the
intervention according to procedures and curricula devel-
oped or adapted using formative findings [21,26]. After the
study is completed, intervention training manuals, as well as
videos and other written materials, should be finalized and
made accessible to policy makers, programme developers
and researchers [27].

In a systematic review of integration of sexual and
reproductive health and HIV services, it was reported that
integration showed positive effects on HIV incidence, sexually
transmitted infections incidence, condom use, the uptake of
HIV testing and quality of services. Facilitating factors included
stakeholder involvement, capacity building and positive staff
attitudes. Inhibiting factors included lack of stakeholder
commitment and inadequate staff training, thus highlighting
gaps in stakeholder engagement and staff training [28].

Intervention dose
Using inputs from formative research, pilot testing and the
process of integration, the “dose” of the intervention, such as
the number of counselling sessions, may be developed or
refined. In addition, standard operating procedures (SOPs) of
service delivery are developed to ensure that the intervention
is delivered as planned [14,19,29]. Low-intervention exposure
has been proposed as one of the reasons for “flat” results in
intervention trials despite a strong theoretical basis for the
potential impact of an intervention [3,29,30]. Thus, it becomes
important that studies accurately report intervention expo-
sure. Owing to inconsistency in the reporting of intervention
doses, a group of authors have proposed a standardized
terminology for intervention dosing, including duration,
frequency and amount, that should be used for reporting [27].
In a meta-analytic review of 19 studies of highly active
antiretroviral therapy (HAART) adherence interventions, the
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number of intervention sessions and their durations varied
widely. However, even though overall the interventions were
effective in increasing adherence and reducing viral load, there
was no difference in outcome by dose [31]. A review of
24 antiretroviral therapy (ART) adherence studies of the
interventions also showed an overall positive effect on self-
reported adherence, but no variation by duration of exposure.
These reviewers were disappointed that the authors did not
publish sufficient information about intervention character-
istics to enable further exploration of factors beyond duration
of exposure [32].

A similar finding was observable in a meta-analysis evaluat-
ing the efficacy of HIV behavioural interventions among
African-American women, in which it was noted that the
efficacy did not differ by the number of sessions. The authors
suggested that the success of such interventions may depend
more on the intervention components and quality than on the
number of sessions [33]. However, in one study among
HIV-positive women, it was observed that women who
attended eight or more sessions of the intervention reported
higher ART adherence [34]. Thus, gaps in reporting of
intervention characteristics make it difficult to meaningfully
assess the role of the intervention dose and other factors in the
outcomes observed. Such an assessment requires detailed
process data because the intervention dose may be affected by
a multiplicity of aspects. This includes internal factors, such as
fidelity, as well as external factors in the target community and
beyond, among them an enabling environment and such issues
as the weather, politics or population migrations [35].

Uptake and coverage

Though the ultimate purpose of OR may be to determine the
outcome of the intervention, it is important that process data
is collected to determine the proportion of the targeted
population that used the intervention. If the study is measur-
ing outcomes of the intervention among clients receiving a
clinic service, the proportion of clients who partook of the
intervention among those who attended the clinic could serve
as a good measure of intervention uptake and reach [19].
However, if the study is interested in community-level impact,
coverage would be a more appropriate measure, and it could
be assessed against a denominator of the estimated size of the
target population, such as the number of drug users in a city
[36] or the number of HIV-positive pregnant women in a
district [6].

Fidelity
Fidelity is the extent to which the provider delivers the
intervention according to the set SOPs. Fidelity can be
measured using client interaction forms[31,32], observation
of selected client provider interaction sessions [14], inter-
views of providers and clients and the use of mystery clients.
In a behavioural programme targeting young people, fidelity
was measured using a telephone survey of providers.
The results showed varying levels of fidelity. Time constraints
were commonly cited as reasons for dropping core elements
[37]. In one study of a clinician-delivered HIV risk-reduction
intervention, fidelity was measured through clinician self-
reports and client exit interviews; it was observed that there
was a convergence of opinion between clinicians and patients

that only 73% of the intervention was delivered. Other
pressing medical priorities are the main explanation for the
failure to deliver 100% of the intervention. In spite of the less-
than-perfect fidelity, the intervention was effective in reducing
high-risk sexual behaviour [22].

In a systematic review of HIV-prevention interventions for
young people, most of which were delivered by either
teachers, peers or media, no positive effects of the interven-
tion were observed. This was attributed to implemen-
tation barriers, including disorganized school schedules and
the reluctance of teachers to discuss condoms. The authors
recommended devoting more effort to studying imple-
mentation difficulties and the determinants of exposure to
intervention [11].

Indeed, positive attitudes of providers are important to
ensure fidelity. In an evaluation of the factors affecting
fidelity in a school HIV education intervention, it was
observed that teachers’ comfort with the HIV curriculum
was the most important predictor of fidelity to the pro-
gramme [38]. When assessing the rollout of evidence-based
HIV prevention interventions, it was observed that the main
factors hindering fidelity were a lack of adequate funding,
staff and other resources [35,39]. In one study evaluating
antenatal care counselling, 203 counselling sessions were
observed, and it was reported that counselling sessions were
shorter and conveyed fewer messages than required in the
SOPs of the intervention [24], emphasizing the need to assess
what was delivered versus what was supposed to be
delivered [27].

Conclusions
Interventions in OR, like ordinary service delivery programmes,
are subject to the programme cycle, which continually uses
insights from implementation and from the local context to
modify service delivery modalities. Given that some of these
modifications in the intervention may influence study out-
comes, the documentation of process data becomes vital for
understanding factors influencing the outcomes. However, a
key issue is that study resources appear to be skewed towards
the measurement of baseline and end-line, often relying on
the use of routine service delivery statistics for process data
[17]. It is also a reality that service delivery in low-resourced
settings is plagued by the endemic lack of adequate funding,
staff and other resources [5,39,35], resulting in serious gaps in
routine data making the data difficult to use in research [40].
OR study protocols should include plans and budgets for
process data collection, in addition to baseline and end-line
surveys, and not rely only on service delivery statistics [16].
Since the purpose of OR is to test and roll out interventions
that enhance the efficient use of proven tools for HIV
prevention (e.g., condoms), treatment (e.g., ARVs) and
diagnosis (e.g., HIV tests), it is incumbent upon the research
team to document and publish the processes and materials
used in implementation. This will help answer the questions:
“If it worked, what worked?”” and “How can it be replicated?”
Intervention materials are an important legacy of a good OR
study. Mechanisms for accessing these materials, preferably
via the Internet, should be clearly stated in the outcome
publication of such a study.


http://www.jiasociety.org/index.php/jias/article/view/20842
http://dx.doi.org/10.7448/IAS.19.5.20842

Kalibala S et al. Journal of the International AIDS Society 2016, 19(Suppl 4):20842

http://www.jiasociety.org/index.php/jias/article/view/20842 | http://dx.doi.org/10.7448/1AS.19.5.20842

Authors’ affiliations

*HIVCore/Population Council, Washington, DC, USA; *Elizabeth Glaser Pediatric
AIDS Foundation, Washington, DC, USA; 3Depar‘tment of Global Health,
University of Washington, Seattle, WA, USA; “Retrak Ethiopia, Addis Ababa,
Ethiopia; Spalladium, Washington DC, USA

Competing interests

All the authors are investigators on various operations research and
programme evaluation studies under the USAID-funded HIVCore project. All
the authors declare interest in ensuring that operations research studies have
well-documented intervention development processes.

Authors’ contributions

SK wrote the first draft of the paper. The rest of the authors reviewed the
various drafts and gave inputs, and SK collated their inputs and produced
subsequent drafts of the paper. All authors have read and approved the final
version.

Acknowledgements

The following people are acknowledged for the role they played in reviewing
the study protocol and the paper: S. Sandison and G. Post from USAID; and
N. Rutenberg and W. Tun from the Population Council. We are also thankful to
S. Hutchinson of the Population Council, who had the unenviable task of
coordinating the comments of various reviewers and responses of the authors
throughout the various drafts of this paper.

Funding

This study was made possible through support provided by the President’s
Emergency Plan for AIDS Relief (PEPFAR) and USAID via HIVCore, a Task Order
funded by USAID under the Project SEARCH indefinite quantity contract
(Contract No. AID-OAA-TO-11-00060). The Task Order is led by the Population
Council in partnership with the Elizabeth Glaser Pediatric AIDS Foundation,
Palladium, and the University of Washington. The authors’ views expressed in
this manuscript do not necessarily reflect the views of USAID or the United
States Government.

References

1. Fisher AA, Foreit JR, Laing J, Stoeckel J, Townsend J. Designing HIV/AIDS
intervention studies: an operations research handbook. Washington, DC:
Population Council; 2002.

2. The Global Fund to Fight AIDS, Tuberculosis and Malaria, United States
Agency for International Development (USAID), World Health Organization
(WHO), Special Program for Research and Training in Tropical Diseases, Joint
United Nations Program on HIV/AIDS (UNAIDS), The World Bank. Framework
for operations and implementation research in health and disease control
programs. Geneva, Switzerland: The Global Fund to Fight Aids, Tuberculosis
and Malaria, 2008.

3. Padian NS, Holmes CB, McCoy SI, Lyerla R, Bouey PD, Goosby EP.
Implementation science for the US President’s Emergency Plan for AIDS Relief
(PEPFAR). J Acquir Immune Defic Syndr. 2011;56(3):199—-203.

4. UNAIDS report on the global AIDS epidemic 2013. Joint United Nations
Programme on HIV/AIDS (UNAIDS) Geneva, Switzerland; 2013.

5. Plotkin M, Besana GVR, Yuma S, Kim YM, Kulindwa Y, Kabole F, et al.
Integrating HIV testing into cervical cancer screening in Tanzania: an analysis of
routine service delivery statistics. BMC Women'’s Health. 2014;14:120.

6. Creek TL, Ntumy R, Seipone K, Smith M, Mogodi M, Smit M, et al. Successful
introduction of routine opt-out HIV testing in antenatal care in Botswana.
J Acquir Immune Defic Syndr. 2007;45(1):102—7.

7. Bakari JP, McKenna S, Myrick A, Mwinga K, Bhat JG, Allen S. Rapid voluntary
testing and counseling for HIV: acceptability and feasibility in Zambian
antenatal care clinics. Ann N Y Acad Sci. 2000;918:64—76.

8. Hales S, Lesher-Trevino A, Ford N, Maher D, Ramsay A, Tran N. Reporting
guidelines for implementation and operational research. Bull World Health
Organ. 2016;94:58—64.

9. Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process
evaluation of complex interventions: Medical Research Council guidance. BMJ
2015;350:h1258. doi: http://dx.doi.org/10.1136/bmj.h1258

10. Rehle T, Saidel T, Mills S, Magnani R, Rodgers AB. Evaluating programs for
HIV/AIDS prevention and care in developing countries. FHI: Family Health
International (FHI). Washington DC, USA; 2001.

11. Michielsen K, Chersicha MF, Luchtersa S, De Kokera P, Van Rossemb R,
Temmerman M. Effectiveness of HIV prevention for youth in sub-Saharan

Africa: systematic review and meta-analysis of randomized and nonrandomized
trials. AIDS. 2010;24:1193-202.

12. Wingood GM, DiClemente RJ. The ADAPT-ITT model: a novel method of
adapting evidence-based HIV interventions. J Acquir Immune Defic Syndr.
2008;47:540-6.

13. Jani N, Schenk K. Formative research to develop an intervention for
addressing mental health/psychosocial issues and HIV vulnerability of
marginalized adolescents in Addis Ababa, Ethiopia. HIVCore Formative Report.
Washington, DC: USAID | Project Search: HIVCore; 2014.

14. Baptiste D, Bhana A, Petersen |, McKay M, Voisin D, Bell C, et al.
Community collaborative youth-focused HIV/AIDS prevention in South Africa
and Trinidad: preliminary findings. J Pediatr Psychol. 2006;31(9):905—16.

15. Idoko J, Folayan MO, Dadem NY, Kolawole GO, Anenih J, Alhassan E.
“Why should | take drugs for your infection?”: outcomes of formative research
on the use of HIV pre-exposure prophylaxis in Nigeria. BMC Public Health.
2015;15:349.

16. Higgins D, O’Reilly K, Tashima N, Crain C, Beeker C, Galdbaum G, et al.
Using formative research to lay the foundation for community level HIV
prevention efforts: an example from the AIDS Community Demonstration
Projects. Public Health Rep. 1996;111(Suppl! 1):28-35.

17. Kim J, Gear J, Hargreaves J, Makhubele BM, Mashaba K, Morison L, et al.
Social interventions for HIV/AIDS intervention with microfinance for AIDS and
gender equity. IMAGE study monograph no. 2. Acornhoek, South Africa: Rural
AIDS and Development Action Research Program; 2002.

18. Rhodes SD, Malow R, Jolly C. Community-Based Participatory Research
(CBPR): a new and not-so-new approach to HIV/AIDS prevention, care, and
treatment. AIDS Educ Prev. 2010;22(3):173-83.

19. Bhana A, Mellins CA, Petersen |, Alicea S, Myeza N, Holst H, et al. The VUKA
family program: piloting a family-based psychosocial intervention to promote
health and mental health among HIV infected early adolescents in South
Africa. AIDS Care. 2014;26(1):1-11. doi: http://dx.doi.org/10.1080/09540121.
2013.806770

20. Kalichman SC, Hudd K, DiBerto G. Operational fidelity to an evidence-
based HIV prevention intervention for people living with HIV/AIDS. J Prim Prev.
2010;31(4):235-45.

21. Howard AA, El-Sadr WM. Integration of tuberculosis and HIV services in
sub-Saharan Africa: lessons learned. Clin Infect Dis. 2010;50(Suppl 3):5238—44.
22. Fisher D, Fisher WA, Cornman DH, Amico RK, Bryan A, Friedland GH.
Clinician-delivered intervention during routine clinical care reduces unpro-
tected sexual behavior among HIV-infected patients. J Acquir Immune Defic
Syndr. 2006;41(1):44-52.

23. Horwood C, Haskins L, Vermaak K, Phakathi S, Subbaye R, Doherty T.
Prevention of mother to child transmission of HIV (PMTCT) programme in
KwaZulu-Natal, South Africa: an evaluation of PMTCT implementation and
integration into routine maternal, child and women'’s health services. Trop Med
Int Health. 2010;15(9):992-9.

24. An SJ, George AS, LeFevre AE, Mpembeni R, Mosha |, Mohan D, et al.
Supply-side dimensions and dynamics of integrating HIV testing and counsel-
ling into routine antenatal care: a facility assessment from Morogoro Region,
Tanzania. BMC Health Serv Res. 2015;15:451.

25. Bindoria SV, Devkar R, Gupta |, Ranebennur V, Saggurti N, Ramesh S, et al.
Development and pilot testing of HIV screening program integration
within public/primary health centers providing antenatal care services in
Maharashtra, India. BMC Res Notes. 2014;7:177.

26. McCleary-Sills J, Douglas Z, Mabala R. Using participatory research and
action to address the HIV-related vulnerabilities of adolescent girls in Tanzania.
International Center for Research on Women (ICRW). Washington DC, USA;
2011.

27. Voils Cl, Chang YK, Crandell J, Leeman J, Sandelowski M, Maciejewski ML.
Informing the dosing of interventions in randomized trials. Contemp Clin Trials.
2012;33(6):1225-30.

28. Kennedy CE, Spaulding AB, Brickley DB, Almers L, Mirjahangir J, Packel L,
et al. Linking sexual and reproductive health and HIV interventions: a
systematic review. J Int AIDS Soc. 2010;13:26.

29. Rotheram-Borus MJ, Swendeman D, Chovnick G. The past, present, and
future of HIV prevention: integrating behavioral, biomedical, and structural
intervention strategies for the next generation of HIV prevention. Annu Rev
Clin Psychol. 2009;5:143-67.

30. Padian NS, Buvé N, Balkus J, Serwadda D, Cates W Jr. Biomedical
interventions to prevent HIV infection: evidence, challenges, and way forward.
Lancet. 2008;372(9638):585—-99. doi: http://dx.doi.org/10.1016/50140-6736(08)
60885-5


http://dx.doi.org/10.1136/bmj.h1258
http://dx.doi.org/10.1080/09540121.2013.806770
http://dx.doi.org/10.1080/09540121.2013.806770
http://dx.doi.org/10.1016/S0140-6736(08)60885-5
http://dx.doi.org/10.1016/S0140-6736(08)60885-5
http://dx.doi.org/10.1016/S0140-6736(08)60885-5
http://dx.doi.org/10.1016/S0140-6736(08)60885-5
http://www.jiasociety.org/index.php/jias/article/view/20842
http://dx.doi.org/10.7448/IAS.19.5.20842

Kalibala S et al. Journal of the International AIDS Society 2016, 19(Suppl 4):20842

http://www.jiasociety.org/index.php/jias/article/view/20842 | http://dx.doi.org/10.7448/1AS.19.5.20842

31. Simoni JM, Pearson CR, Pantalone DW, Marks G, Crepaz N. Efficacy of
interventions in improving highly active antiretroviral therapy adherence and
HIV-1 RNA viral load: a meta-analytic review of randomized controlled trials.
J Acquir Immune Defic Syndr. 2006;43(Suppl 1): S23-35.

32. Amico KR, Harman JJ, Johnson BT. Efficacy of antiretroviral therapy
adherence interventions: a research synthesis of trials, 1996 to 2004. J Acquir
Immune Defic Syndr. 2006;41(3):285-97.

33. Crepaz N, Marshall KJ, Aupont LW, Jacobs ED, Mizuno Y, Kay LS, et al. The
efficacy of HIV/STI behavioral interventions for African American females in the
United States: a meta-analysis. Am J Publ Health. 2009;99(11):2069—78.

34. Wyatt GE, Longshore D, Chin D, Carmona VJ, Loeb TB, Myers HF, et al. The
efficacy of an integrated risk reduction intervention for HIV-positive women
with child sexual abuse histories. AIDS Behav. 2004;8(4):453—62.

35. Kegeles SM, Rebchook G, Tebbetts S, Arnold E. Facilitators and barriers to
effective scale-up of an evidence-based multilevel HIV prevention intervention.
Implement Sci. 2015;10:50.

36. Khan AA, Khan A. Performance and coverage of HIV interventions for
injection drug users: insights from triangulation of programme, field and
surveillance data from Pakistan. Int J Drug Policy. 2011;22(3):219-25.

37. Galbraith JS, Stanton B, Boekeloo B, King W, Desmond S, Howard D, et al.
Exploring implementation and fidelity of evidence-based behavioral interven-
tions for HIV prevention: lessons learned from the focus on kids diffusion case
study. Health Educ Behav. 2009;36(3):532—-49.

38. Wang B, Deveaux L, Knowles V, Koci V, Rolle G, Lunn S, et al. Fidelity of
implementation of an evidence-based HIV prevention program among
Bahamian sixth grade students. Prev Sci. 2015;16:110—-21.

39. Cunningham SD, Card JJ. Realities of replication: implementation of
evidence-based interventions for HIV prevention in real-world settings.
Implement Sci. 2014;9:5.

40. HIVCore. Routine health care service statistics: low-hanging fruit for
program evaluation? [Internet]. 2014. [cited 2014 Jul]. Available from: http://
www.hivcore.org/Pubs/HIVCoreNL_JUL2014.pdf


http://www.hivcore.org/Pubs/HIVCoreNL_JUL2014.pdf
http://www.hivcore.org/Pubs/HIVCoreNL_JUL2014.pdf
http://www.jiasociety.org/index.php/jias/article/view/20842
http://dx.doi.org/10.7448/IAS.19.5.20842

