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Sexual health represents an important focus 
for national and regional governments, public 
health agencies, and community-based  
organizations. Consequently, it has been 
defined in a variety of ways. Generally speak-
ing, an individual definition will reflect the 
health priorities and prevalent social norms 
of the country or organization from which it 
arose (1, 2). Therefore, while many definitions 
share common elements, they often differ in 
how they frame responsibility for sexual health 
(on the individual or society as a whole) and 
on how they incorporate biomedical factors, 
reproductive health and individual well-being 
(1, 2).

In 1974, the World Health Organization 
(WHO) initiated as series of consultations on 
sexual health (1) with the most recent sessions 
taking place between 2007 and 2008 (3, 4). 
The definition of sexual health that emerged 
from this process encourages consideration 
of numerous interacting biomedical, social, 
and personal dimensions of sexual health. 
Beyond the biomedical status of an individual 
or population (e.g. presence of infection) or 
individual behaviours (e.g. condom use or 

Introduction
number of sexual partners), the WHO defini-
tion incorporates issues pertaining to pleasure 
and personal safety and encourages attention 
to the social determinants that shape sexual 
health, including income, social stigma, and 
the availability and accessibility of education 
and health services (3-6). In this way, WHO 
encourages sexual health promotion to strike 
a balance between focusing on the biomedical 
and social dimensions of sexual health, as well 
as between the responsibility and behaviours 
of individuals (e.g. using condoms) and that of 
societies in a broad sense (e.g. ensuring that 
condoms are available), while at the same time 
considering the social and economic condi-

Sexual Health (WHO Definition): 
 

“Sexual health is a state of physical, 
emotional, mental and social well-being 
in relation to sexuality; it is not merely 
the absence of disease, dysfunction or 
infirmity. Sexual health requires a positive 
and respectful approach to sexuality and 
sexual relationships, as well as the possibility 
of having pleasurable and safe sexual 
experiences, free of coercion, discrimination 
and violence. For sexual health to be attained 
and maintained, the sexual rights of all 
persons must be respected, protected and 
fulfilled.” (3, p5)
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tions that shape these factors (i.e. ideology 
pertaining to the use of condoms) (3, 4).

The inclusion of these topics is particularly 
relevant to the sexual health of populations 
considered to be at the greatest risk for expo-
sure to HIV/AIDS (HIV), sexually transmit-
ted infections (STIs), physical violence, and/
or sexual coercion (5). These populations are 
often identified as women, sex workers,  
lesbian, gay, bisexual, transgender and queer 
(LGBTQ) populations, men who have sex with 
men (MSM), and/or youth. In some instances, 
barriers presented by intersecting social deter-
minants impede the ability of these “vulner-
able” populations to secure positive sexual 
health outcomes (6, 7). As these forces are  
often beyond individual control (7), commu-
nity mobilization and public health interven-
tion are often necessary to circumvent the 
barriers they represent. 

While the combined responses of Canadian 
communities, public health agencies and 
health professionals have contributed to a  
decline in the diagnosis of new HIV infections 
(9), challenges and gaps persist. For example, 
the prevalence of syphilis and chlamydia has 
increased over the past ten years (10). Aborigi-
nal populations are proportionally over-repre-
sented among new cases of HIV (9, p2, 11). 
During 2012, 42% of new HIV cases among 
men were attributed to heterosexual con-
tact, while MSM contact accounted for 31% 
(9, p8). Despite evidence that heterosexual 
contact is becoming an increasingly common 
mode of HIV exposure for men (11, 12), this 
population is rarely targeted by prevention 
interventions, and their needs are often not  
reflected by healthcare and support services 
(12). It also remains unclear whether sexual 
health promotion interventions (SHPIs) regu-
larly address the social determinants of sexual 
health (SDSH) (7), or incorporate personal 
safety and pleasurable sexuality as dimensions 
of sexual health (13).

Target populations are most likely to inter-
act with interventions tailored to meet their 
unique sexual health promotion needs (5, 12, 
14). Therefore, it is important that interven-
tions align with these needs, and focusing on 
sexual well-being and SDSH may represent a 
means of doing so. For example, studies report 
that (some) individuals living with HIV, and 
(some) persons in “negotiated non-monoga-
mous” relationships diligently engage in “safer 
sex” practices such as the use of condoms 
(15, 16). Therefore, interventions that address 
the criminalization of HIV non-disclosure, the 

 

Sexual well-being: Issues pertaining to pleasure, 
the ability to make informed choices regarding 
sex and sexuality, one’s satisfaction with their 
expressed sexual orientation and gender identity 
(4), and the ability to access stigma-free, culturally 
appropriate services (5). Further, as healthy 
sexuality differs between individuals, populations 
and social contexts (4), this concept also 
encompasses the ‘tailoring’ of an intervention to 
suit the needs of a population, or a specific setting 
of delivery.  

Biomedical sexual health (BMSH): The 
presence, absence, and/or transmission of 
disease, and issues pertaining to pregnancy and 
sexual/reproductive organs (1, 2).
 
Social determinants of  sexual health (SDSH): 
The social, political and economic factors 
that influence the social contexts and lived 
experiences of individuals and populations (6), 
pertaining to sex and sexuality in particular (7, 8).

Sexual health promotion interventions (SHPI) 
seek to effect change in the behaviour, attitudes, 
knowledge and experiences of individuals and 
communities, and/or influence social, political and 
economic processes that shape the environments 
within which individuals live their lives and 
experience sexuality and sexual health (17, 18).

Dimensions of  sexual health
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social stigma associated with HIV status, or the 
attitudes of health professionals toward  
negotiated non-monogamous relationships 
may reflect the sexual health needs of these 
populations more accurately than one intend-
ed to encourage the use of condoms. 

Evaluating intervention processes and out-
comes has been identified as a critical compo-
nent of successful SHPIs (19, 20). Ensuring effi-
cacious SHPIs necessitates an understanding 
of not only “what parts work,” but also “why 
these parts work” (21). Therefore, it is neces-
sary to ensure that evaluative measures reflect 
the issue targeted by the intervention and per-
mit the identification of specific components 
that contribute to changes in these measures, 
or incongruences between intervention struc-
ture and the needs of target populations. For 
example, a workshop-based intervention that 
unintentionally incorporates binary definitions 
of gender or heteronormative assumptions 
may drive attrition among LGBTQ participants. 
If the proper evaluative procedures are not 

in place, detrimental components may go 
unidentified, thereby limiting the effectiveness 
of this program insofar as LGBTQ participants 
are concerned. 

This scoping review is intended to support the 
effective planning, implementation and evalua-
tion of SHPIs by:

• Identifying the dimensions of sexual health 
that have been targeted by SHPIs since 2010 

• Examining the ways in which sexual health 
promoters have incorporated these dimensions 
throughout development, implementation and 
evaluation of SHPIs

• Identifying the evaluative measures that are 
employed to monitor outcomes

Emphasis is placed on exploring how SHPIs 
address the dimensions of sexual health in 
relation to the sexual and gender diversity of 
their target population. This information will 

Self-identification is a critical component of 
sexual orientation and gender identity (22, 23). 
When sufficient information is provided in the 
reviewed articles (RA) distinction is drawn be-
tween gender and sexual orientation as defined 
by self-identification of individuals, social label-
ing, behaviour, and intervention protocols.

Sex: “Sex refers to a set of biological attributes 
in humans and animals. It is primarily associ-
ated with physical and physiological features 
including chromosomes, gene expression, 
hormone levels and function, and reproductive/
sexual anatomy. Sex is usually categorized 
as female or male but there is variation in the 
biological attributes that comprise sex and how 
those attributes are expressed.” (24)

Gender: “Gender refers to the socially con-
structed roles, behaviours, expressions and 

identities of girls, women, boys, men, and gender 
diverse people. It influences how people perceive 
themselves and each other, how they act and in-
teract, and the distribution of power and resources 
in society. Gender is usually conceptualized as a 
binary (girl/woman and boy/man) yet there is con-
siderable diversity in how individuals and groups 
understand, experience, and express it.” (24)

Intersex: Intersex individuals are “born with a 
reproductive or sexual anatomy that doesn’t seem 
to fit the typical definitions of female or male” (25).

Cisgender: Individuals who experience congru-
ence between their personal gender identity and 
that assigned to them at birth (26).

Transgender or Trans: Individuals who experi-
ence some degree of incongruence between their 
personal gender identity and that assigned to 
them at birth (26).

Sexual and gender diversity
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serve to inform future SHPIs not only of strate-
gies used to reflect the sexual health promo-
tion needs of diverse populations, but also 
how sexual health promotion can aid these 
populations in achieving positive sexual health 
outcomes across multiple dimensions of sexual 
health. 

Journal database searches were conducted 
through PubMed and CINAHL using MeSH 
terms and CINAHL headings. Search terms 
included “program evaluation,” “quality of 
health care,” “sexual health,” “reproductive 
health,” and “intervention studies.”1 Only 
English-language articles published between 
2010 and 2014 were included for review. 
Country of origin / intervention location were 

not exclusion criteria. 191 journal articles were 
returned after the initial database search. This 
was reduced to 87 following the review of 
titles and abstracts, and exclusion of dupli-
cates. Following full-text review, a further 46 
articles that did not meet the inclusion criteria 
were removed, while the remaining 41 were 
retained for review.

Throughout this document, references to 
reviewed articles are indicated by the abbrevia-
tion ‘RA’ to differentiate their use from that of 
general reference material.  An index of  
reviewed articles is included in an appendix.

Transvestite: “This is a medical term, 
partially reclaimed for some people who wear 
clothing not normally worn by people of their 
birth-assigned sex, whether for reasons of 
sexuality, comfort, or for some other reason.” 
(22) Considered an offensive term in some 
settings, and/or when applied to transgender 
individuals (23); included due to its use in 
reviewed articles.

Non-binary: Individuals who do not identify 
as strictly either male or female, or whose 
gender identity shifts across time and 
between contexts. This may include ‘gender 
fluid’ and ‘gender non-conforming’ (22).

Heterosexual: Individuals who experience 
sexual attraction to, and/or engage in sexual 
activity with individuals of “the other” gender 
(22).

Homosexual: Individuals who experience 
sexual attraction to, and/or engage in sexual 
activity with individuals of “the same” gender 

(22). Homosexual men and women are 
commonly referred to as gay and lesbian,  
respectively.

Bisexual: Individuals who experience sexual 
attraction to, and/or engage in sexual activity 
with individuals of more than one gender, often 
defined as “both men and women” (22).

Pansexual: Individuals who experience 
attraction to, and engage in sexual activity with 
individuals regardless of sex, gender or gender 
identity (22). Note that there is sometimes 
overlap between some individual expressions 
of bisexual and pansexual identity.

Men who have sex with men (MSM): Men 
who engage in sexual activity with other men 
regardless of how they publicly identify their 
sexual orientation (22).

LGBTQ: “Lesbian, gay, bisexual, transgender, 
queer, and/or questioning.” An umbrella term 
commonly used to describe individuals or 
populations who do not possess cisgender 
identity and/or heterosexual orientation.

Sexual and gender diversity (cont’d)

Methods

1 When the reviewed articles (RA) are referenced, they are indicated as 
(RA...) to differentiate their use from that of the ‘general’ reference 
material used to frame this review. An index of the reviewed articles 
can be found in the appendix to this review.
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Overall, the articles included in this review  
describe SHPIs that blended focus on BMSH, 
and the social, interpersonal and emotional 
dimensions of sexual well-being. The major-
ity of interventions (n=33) (RA 1-33) were initi-
ated with the primary goal of reducing the 
transmission of STIs/HIV among the target 
population. Of these 33 articles, four (RA 34-37) 
stated goals related to sexual well-being; most 
interventions (n=28) (RA 1-11, 13-20, 23-29, 31-33) 
either targeted issues pertaining to sexual 
well-being in addition to BMSH, or sought to 
address biomedical outcomes by acting upon 
specific issues related to sexual well-being. Two 
examples may serve to illustrate the integrated 
approaches: 

• A number of interventions consisted of 
community or classroom-based workshops, 
which were led by either health professionals 
or trained peer facilitators. The central goal 
of many of these interventions was to reduce 
the transmission of STIs/HIV among the target 
populations (often youth, sex workers or MSM) 
by helping participants develop the skills and/
or self-efficacy necessary to negotiate the use 
of contraception, or to avoid sexual activity all 
together (RA 16). Many of these interventions 
helped participants develop the communica-
tion skills required to promote effective discus-
sion of sex, sexuality and STI/HIV prevention 
with partners, families, and peer groups. 

• A combination of social events and work-
shop activities aimed at developing social net-
works and fostering community mobilization 
among sex workers (primarily in India) for the 
purpose of increasing their ability to negotiate 
payment, sexual services, and contraception 
use with clients, as well as increasing their 

awareness of transmission risk factors, the 
availability of sexual health services, and their 
ability to access these services. 

The examples illustrate that it is possible to 
meet BMSH-oriented goals through fostering 
sexual well-being. While these interventions 
did not universally incorporate or promote 
sexual pleasure (for example Graves et al. 
promoted abstinence over the use of contra-
ception), they did approach sexual behaviour 
as a social practice that occurs within a specific 
social context (27). Instead of promoting the 
use of condoms or the uptake of testing ser-
vices, these interventions sought to integrate 
condom use within the sexual networks and/
or practices of participants, or connect partici-
pants with sexual health services within their 
communities.

Twenty-two articles described objectives related 
to influencing at least one SDSH (RA 1, 3, 6, 8, 9, 

13, 16-18, 22, 24, 25, 27, 28, 32-34, 36, 38-41). The SDSH 
targeted most often by interventions included 
gender roles, social stigma / exclusion, and 
the quality of sexual health service delivery. 
While these factors were not always identified 
as SDSH, they were targeted based on their 
empirically observed relationship with sexual 
health outcomes. Linkages were frequently 
made between the SDSH and sexual well-being 
(particularly regarding the ability to negotiate 
condom usage and avoid exposure to sexual 
violence) and BMSH, insofar as these factors 
were seen as influencing conditions which sup-
port the transmission of STIs/HIV and limit the 
efficacy of interventions focused on individual 
behaviour change. 
 
Gender 
 
Twenty-two interventions sought to address 
issues pertaining to gender roles (RA 5, 6, 8, 9, 13, 

14, 16-18, 20, 21, 23-25, 27-29, 31, 34, 37, 40, 41). Inter-

Results

Social determinants of sexual health 

The integration of biomedical  
sexual health and sexual well-being
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ventions targeted either male or female popu-
lations exclusively, divided participants into 
homogeneous groups, or assigned participants 
to heterogeneous groups at random. Homo-
geneous groups were thought to encourage 
greater openness among participants, and 
facilitate meaningful interactions, while no 
explanation was provided regarding the use 
of heterogeneous groups. The most common 
activity among these interventions was facili-
tated workshops or discussion groups (RA 6, 

9, 13, 14, 16-18, 20, 21, 23-25, 27-29, 31, 37), eight of 
which were led (at least in part) by peer facili-
tators (RA 17, 21, 23-25, 27-29). These workshops 
focused on exploring the relationship between 
gender roles and sexual health outcomes. For 
example, some discussed how social pres-
sures for men (both heterosexual and MSM) to 
engage in sexual activity with numerous part-
ners could increase risk of exposure to STIs/HIV.

Three of these studies were the only instances 
where heterosexual men were the exclusive 
target population (RA 14, 25, 28). All three were 
conducted in the United States, and each was 
tailored to suit a specific racial population: 
one involved African-American men (RA 14), the 
other two Latino men (RA 25, 28). Each of these 
interventions employed workshop formats and 
two included peer-led education and recruit-
ment strategies (RA 25, 28). These interventions 
were primarily concerned with increasing 
the uptake of STI/HIV testing among partici-
pants, and sought to change this behaviour 
by outlining empirically established relation-
ships between culturally prevalent male gen-
der roles, BMSH, and sexual well-being. In all 
cases, intervention sessions were tailored to 
reflect the participants’ social contexts, and 
efforts were made to address specific concerns 
voiced by the participants. When compared 
to interventions that targeted both men and 
women, these three interventions reflected 
a higher expenditure of effort regarding the 
development of methods, materials and mea-

sures that specifically addressed the BMSH and 
sexual well-being needs of heterosexual men.

It should be noted that many of these inter-
ventions did not explicitly distinguish sex 
(biological differences) from gender. Further, 
it was often unclear how the gender identity 
of participants was identified, or whether 
transgender individuals were included as par-
ticipants. Only four reports mentioned trans-
gender individuals: one intervention explicitly 
addressed the healthcare needs of transgender 
individuals (RA 39) while another included repre-
sentatives of this population during formative 
work (RA 20). One paper identified the number 
of transgender participants when reporting 
demographic data (RA 18), while another identi-
fied a number of participants as transvestites 
(RA 22). Other non-binary individuals, intersex 
individuals, and lesbian, bisexual and/or queer 
women were not explicitly targeted in any of 
the interventions. This is discussed again dur-
ing the summary of major findings.

Social stigma, exclusion  
and support networks 
 

Interventions that expressed goals pertain-
ing to the reduction of social stigma targeted 
female sex workers in India (RA 8, 24, 27, 34, 41) 
and Brazil (RA 22), and ‘newcomers’ to the prov-
ince of Ontario as well as HIV positive MSM (RA 

1). These interventions utilized facilitated work-
shop sessions to dispel myths pertaining to sex 
work and/or HIV, and/or social events intended 
to foster the development of personal and pro-
fessional ties between intervention participants 
and other community members. The Avahan 
Initiative interventions (RA 8, 24, 27, 34, 41) also 
sought to increase female sex workers’ ability 
to initiate community-level mobilization as a 
means of shaping their working environments, 
increasing legal literacy, initiating education 
and support services, and increasing the acces-
sibility of existing health care services. Further, 
sex work was not constructed as being inher-
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ently detrimental to positive outcomes, rather, 
as a specific context within which BMSH 
and sexual well-being take shape. Instead of 
encouraging participants to leave sex work, 
these interventions sought to reduce the social 
stigma and potential hazards (i.e. physical 
violence, STI/HIV exposure) associated with sex 
work. 

Thirteen interventions sought to develop social 
support networks among participants (RA 8, 13, 

17, 22, 24, 25, 28, 34, 41), help participants inte-
grate into new social circles (RA 1), or increase 
their ability to obtain support through existing 
social networks through the development of 
communication skills (RA 6, 16, 25, 28). Of these 
interventions, the ones which made the stron-
gest connections between sexual well-being 
and the SDSH were those which brought 
participants together through social events (RA 

8, 22, 34, 13, 17). Interventions intended to stimu-
late community mobilization among sex work-
ers also sought to strengthen social support 
networks among participants; these two goals 
were presented as being closely interrelated  
(RA 8, 22, 24, 34, 41). 

Development: formative evaluation,  
pilot studies and needs assessments 

Thirteen articles described pilot studies or 
needs-assessments that were conducted prior 
to the implementation of an intervention (RA 4, 

13, 14, 19, 20, 22, 23, 25, 26, 29, 30, 32, 40). Formative 
work was initiated to assess the viability of the 
intervention format and/or the receptivity of 
the target population. Three sought to adapt 
methods from previous interventions to suit 
the sexual well-being needs of a new target 
population (RA 13, 23, 25). Six of these interven-
tions included members of the target popula-
tion as partners throughout development: four 

included community advisory committees (RA 

4, 13, 20, 23), one was described as being com-
munity based (RA 29) and another indicated that 
connections between the intervention team 
and community members were developed dur-
ing the course of the intervention (RA 22). For 
evaluative purposes, participants took part in 
abbreviated intervention sessions run as tri-
als, or reviewed intervention protocols and/
or materials. Feedback was provided through 
focus group interviews or quantitative surveys. 
In both cases, questions pertained to partici-
pants’ perceptions of the program, enjoyment, 
and perceived usefulness and relevance of the 
material covered.

Process evaluation 

Seven articles explicitly identified an evaluative 
procedure that was embedded as a compo-
nent of the intervention itself (RA 4, 7, 13, 20, 23, 

24, 28). These embedded evaluations utilized 
survey (RA 7, 24, 28), and/or focus group or 
one-on-one interviews (RA 4, 13, 20, 23) to assess 
participants’ perceptions of the intervention 
(e.g., did they enjoy participating, did they 
find the material relevant, did they feel that 
they learned things that would help them 
protect sexual health), to identify where pro-
grammatic changes were necessary, and to 
determine how to implement these changes. 
Two of these reports also described the specific 
changes made on the basis of this feedback, 
although they did not provide data to identify 
whether these changes resulted in increased 
program efficacy (RA 13, 23).

Assessment of outcomes and evaluation 

Twenty-two articles did not specify their evalu-
ative approach, although in practice they 
resembled a summative evaluation with data 
being collected at discrete points during the 
intervention, or at the conclusion of the inter-
vention for the purpose of monitoring out-
comes and retrospectively assessing program 

Incorporation of dimensions of  
sexual health during evaluation
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components (28) (RA 2, 6, 11, 15-19, 21,22, 25, 27, 

29, 31, 33,34, 36-39, 40, 41). Another four articles 
explicitly identified summative or outcome 
evaluations (RA 1, 3-5, 9, 12). These interventions 
employed long-term follow-up measures to 
assess immediate effects on the knowledge, 
behaviour, attitudes and/or experience of 
participants, and the stability of these changes 
over time. While many interventions targeted 
issues pertaining to both BMSH and sexual 
well-being, the diversity of measures employed 
to assess outcomes tended to shift towards 
monitoring of BMSH-based outcomes through 
epidemiological statistics such as the incidence 
of STIs/HIV within a given area or population. 
Interventions aiming to achieve this effect 
through increased use of condoms often 
employed measures of self-reported condom 
use and perceived competency regarding the 
use of condoms. 

It is questionable whether self-reported  
measures of attitudes or behaviour pertaining 
to contraception are capable of accurately  
assessing the long-term improvement in sexual 
well-being. For example, knowing that a par-
ticipant uses condoms on a regular basis and 
feels competent in doing so does not provide 
insight into whether they are engaging in 
consensual, transactional or survival sex (29). 
Assessing long-term changes in sexual well-
being necessitates the utilization of a broad 
range of measures that elucidate the contexts 
within which behaviours occur or attitudes 
are displayed. Further, including measures of 
participants’ perceptions regarding their sexual 
activities is also important, as is ensuring that 
these measures reflect the preferences and 
needs of the population in question. Sexual 
well-being is both personally and contextually 
situated, and what works for one individual 
may be detrimental to another (4).

For example, Adams et al. (RA 1) and Graves et 
al (RA 16) both sought to bolster the social sup-
port networks of participants as a means of 

promoting sexual well-being. When measuring 
outcomes, Adams et al. employed psychomet-
ric measures of loneliness in addition to assess-
ing frequency of condom use during sexual 
activity. Graves et al. (RA 16) measured neither 
the frequency of sexual activity or condom use 
post-intervention, instead focusing on changes 
in the self-reported quality of communica-
tion between participants and their parents, 
and perceptions regarding social pressures to 
have sex. Both interventions included outcome 
measures capable of illustrating changes in the 
availability and quality of social support, which 
reflects the underlying goals of these two 
interventions. In the case of Graves et al, this 
was done without assessing changes in sexual 
behaviour, while in the case of Adams et al, 
this was done in addition to assessing behav-
iour change. In the former, increasing condom 
use was a stated goal, while in the latter it was 
not. 

Control groups and alternative sources  
of comparison data
 
Rather than use control groups, some interven-
tions that targeted a wide geographical area 
(such as the Avahan Initiative interventions: RA 

8, 22, 24, 34, 41) employed alternative methods of 
obtaining comparison data. In three reports, 
data was drawn from large-scale surveys and 
epidemiologic surveillance projects conducted 
by academic and government partners (RA 8, 

34, 41). Employing externally collected data in 
addition to program-specific data permitted a 
means of assessing program impact without 
including a control group. Surveillance data 
was used to compare the prevalence of  
STIs/HIV between members of the target popu-
lation living in regions covered by the interven-
tion, and those living in regions not covered 
by the intervention. The other two Avahan 
reports describe the use of intervention-specific 
surveys that contained questions pertaining 
to frequency of exposure to the intervention 
in question (i.e. number of interactions) and 
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familiarity with the intervention to assess ‘dos-
age-dependent’ intervention impact (RA 22, 24

WHO’s definition of sexual health was not 
directly referenced (3), nor were the prescribed 
indicators (4) of individual dimensions (BMSH, 
sexual well-being, SDSH). However, each of 
these dimensions was represented among the 
reviewed articles. Further, these dimensions 
were often addressed in combination. In many 
cases, the state of one dimension (BMSH) 
was influenced through activities targeting 
another dimension (sexual well-being and/or 
SDSH). For example, an intervention could seek 
to decrease the prevalence or transmission 
of STIs/HIV within a given region (BMSH) by 
conducting activities that increase participants’ 
confidence in the use of condoms (sexual well-
being), while also providing condoms free of 
charge in publicly accessible locations.

The high number of interventions targeting 
factors associated with BMSH is not surpris-
ing, as these issues constitute the traditional 
focus of SHPIs (30). However, the high level of 
attention to sexual well-being among these 
interventions indicates that many sexual health 
promoters are attending to the contextually 
situated nature of sexuality. Given that failure 
to consider the contextual and symbolic nature 
of sexuality has been identified as a limitation 
of SHPIs (27), this represents a development 
within the field. Further, many interventions 
also addressed the SDSH, which represents the 
amelioration of another acknowledged gap 
(7). 

More than half of the interventions addressed 
risks to BMSH or sexual well-being associ-
ated with culturally prevalent gender roles, 
either directly by engaging participants in an 
examination of how gender roles influence 
their experience, or indirectly by positioning 
gender roles as being components of a specific 
‘risk factor’ (e.g. female sex work, condom 
use/non-use). However, the majority of these 
reports did not indicate how participants were 
categorized as ‘male’ or ‘female.’ While par-
ticipants are likely to have been categorized 
based on self-presentation, there is insufficient 
information to determine whether or not this 
was so.

Reviewed reports rarely indicated whether 
individuals with transgender or non-binary 
identities were excluded from participation, or 
if included, how they were assigned to groups. 
Nor was it possible to determine whether this 
was done intentionally or as the result of an 
oversight. For example, rather than failing to 
consider these populations, an intervention 
may have included but not identified them in 
order to preserve confidentiality. Alternatively, 
transgender individuals may have been  
assigned based on self-presentation of gender 
or the interpretation of a facilitator. Another 
possibility is that transgender and/or non-
binary individuals did not seek to participate at 
all due to the wording of inclusion criteria on 
recruitment materials, and/or the perception 
that an intervention draws on binary defini-
tions of gender.

Given that gender is a key social determi-
nant of health (7, 8), sexual health promoters 
should take care to ensure that this concept 
is explicitly defined and that the inclusion/
exclusion and categorization of participants 
is described. Pragmatically speaking, gender 

Summary of  Main Findings

Many interventions target a  
combination of issues related 
to sexual well-being, BMSH  
and the SDSH

Many interventions do not explicitly 
outline their treatment of sex,  
gender and gender diversity
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identity represents an important methodologi-
cal consideration. Targeting specific popula-
tions for inclusion can promote effective use 
of limited resources. Ethically, requiring trans-
gender and non-binary individuals to disclose 
their identity may expose them to social stigma 
or violence (5). However, transgender individu-
als have unique sexual health needs across 
all three dimensions, as do other members of 
LGBTQ populations (31, 32). While some of 
these needs may be addressed by interventions 
that target populations based on self-presenta-
tion of male or female gender, many would not 
(26). 
 

Many articles did not specify the evaluative 
format (i.e. summative or process evaluation) 
employed to assess intervention outcomes. 
Instead, pre- and post-test designs were often 
used to assess immediate intervention impact, 
and longitudinal designs to assess the stability 
of these effects. These articles analyzed data 
only at discrete points, and did not indicate 
that changes were made based on findings. 
Many articles provided minimal description of 
how evaluative procedures were selected for 
a given intervention, or how they were inte-
grated into intervention procedures. This aligns 
with findings from previous reviews that have 
examined the evaluative components of sexual 
and public health promotion interventions (30, 
33). 

The reports describing process evaluations 
provided the most detailed description of 
evaluative procedures employed during the 
intervention. These reports discussed not only 
the methods used to collect and analyze data, 
but also the ways in which the evaluation 
facilitated adaptation of intervention activities, 
materials and theoretical frameworks. Given 
that the purpose of a process evaluation is to 

explore program components in action, iden-
tify potential barriers, and implement steps to 
address these barriers (21), it is not surprising 
that these reports provided extensive detail. 
Further, process data can be useful when 
interpreting results, as they serve to elucidate 
the context within which intervention activities 
occur (34, 21). As this information can be used 
to tailor interventions to the unique sexual 
health promotion needs of specific populations 
process evaluations may be particularly useful 
when targeting ‘at-risk’ populations such as 
LGBTQ youth, or populations that have been 
traditionally underserved by SHPIs, such as het-
erosexual men and transgender or non-binary 
individuals.

While many interventions demonstrated con-
siderable attention to sexual well-being and 
the SDSH in addition to BMSH, a number of 
interventions relied primarily on behavioural 
and epidemiological data to measure program 
outcomes rather than incorporating measures 
capable of illustrating changes in the subjec-
tive components of sexual well-being (27). 
Interventions that targeted the SDSH did not 
always include measures capable of illuminat-
ing higher-order social or political change, or 
effects that extended beyond the immediate 
experience of the participants. When data was 
provided to assess these changes, they often 
consisted of epidemiological data (again), or 
the uptake rates for STI/HIV testing and sexual 
health care services. 

For these reasons, it is difficult to compare the 
application of evaluative measures or effect 
sizes between interventions, or to examine 
outcomes associated with interventions tar-
geting different dimensions of sexual health. 

Interventions should be designed 
and implemented with integrated 
evaluation methods Interventions should incorporate 

outcome measures that permit  
observation of changes in sexual 
well-being and the SDSH
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For example, it is difficult to assess which 
intervention procedures were most effec-
tive at promoting the development of social 
support networks. While Adam et al. (RA 1) 
employed measures of self-reported loneliness 
and Graves et al. (RA 16) measured participants’ 
perceived quality of communication with par-
ents, these two measures are not necessarily 
comparable. Further, comparing the effects of 
these interventions with those of the Avahan 
interventions is not possible, as the Avahan 
reports included in this review did not provide 
measures related to the size of social networks.

In the future, it may be useful to include 
evaluation and outcome measures that permit 
observation of changes in sexual well-being 
and the subjective experience of participants 
(for example, ‘perceived exposure to stigma’). 
When assessing changes related to the SDSH, 
it may prove useful to draw on data from the 
social networks of participants. For example, 
collecting data from sexual partners of hetero-
sexual-identified men could help to determine 
the efficacy of interventions aimed at address-
ing the health impact of masculine gender 
roles, as these women may have unique 
insight into their partners’ sexual well-being, or 
be able to describe changes that impact their 
own sexual well-being.

Sexual health promotion initiatives have 
expanded in terms of complexity, diversity of 
methods, and scope of coverage (both geo-
graphically and in terms of populations). While 
progress has been made in some areas, and 
individual interventions report positive results, 
STI/HIV transmission remains a pressing con-
cern both within Canada and elsewhere in the 
world. 

Heterosexual men were represented in only 
three of the reviewed articles, although this is 
not surprising as this population has received 
little attention in research into HIV prevention 
or support services (12, 14) despite represent-
ing an increasing proportion of Canadians 
living with HIV (9). This knowledge gap has 
motivated national agencies to initiate tar-
geted research funding calls (35), and sexual 
health promoters to call for increased atten-
tion to this population (12, 13). None of the 
interventions included in this review explicitly 
targeted individuals with transgender or non-
binary identities, or lesbian, bisexual, queer, 
and/or questioning women. This is particularly 
concerning, as data suggest a lack of trans-
inclusive sexual healthcare services in some 
parts of Canada (26), knowledge gaps pertain-
ing to the needs of these populations, and a 
lack of targeted funding to promote research 
to address these gaps (36). Similarly, none of 
the reviews mentioned intersex individuals, 
although no data could be identified regarding 
the health status or service utilization of this 
population.

Despite the gaps idenitified, the methods 
and measures outlined in this scoping review 
represent a useful ‘tool box’ for sexual health 
promoters seeking to target these populations, 
while the challenges identified represent fac-
tors that should be taken into consideration. 
A lack of knowledge regarding the sexual 
health promotion needs of these populations 
underscores the value of needs assessments, 
pilot studies, and integrated formative and/or 
process evaluations of current interventions, as 
well as the direct, meaningful engagement of 
community members. Including these compo-
nents could provide insights into the key needs 
of the population in question, identify con-
textual factors that could limit or facilitate the 
attainment of intervention objectives, and sup-
port selection of measures that reflect these 
objectives and permit observation of interven-
tion impact over time. 

Conclusions



12

Addressing Dimensions of Sexual Health • April 2014

1. Edwards, W. M., Coleman, E. Defining sexual health: A 
descriptive overview. Arch Sex Behav [Internet]. 2004 June 
[Cited 2014 March 27]; 33(3):189-95. Available from 
PubMed: http://www.ncbi.nlm.nih.gov/pubmed/15129038

2. Sandfort, T. G. M., Ehrhardt, A. A. Sexual health: A useful 
public health paradigm or a moral imperative? Arch Sex Be-
hav [Internet]. 2004 June [Cited 2014 March 27]: 33(3):181-
7. Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/15129037

3. World Health Organization. Defining sexual health: Report 
of a technical consultation on sexual health, 28-31 January 
2002, Geneva. Geneva, Switzerland: WHO; [Internet]. 2006 
[cited 2014 March]. Available from http://www.who.int/
reproductivehealth/publications/sexual_health/defining_sexu-
al_health.pdf 

4. WHO. Measuring sexual health: Conceptual and practical 
considerations and related indicators. Geneva, Switzerland: 
WHO; [Internet]. 2010 [cited 2014 March]. Available from: 
http://whqlibdoc.who.int/hq/2010/who_rhr_10.12_eng.pdf

5. Mayer KH, Bradford JB, Makadon HJ, Stall R, Goldham-
mer H, Landers S. Sexual and gender minority health: What 
we know and what needs to be done. Am J Public Health 
[Internet]. 2008 [Cited 2014 March]; 98(6):989-95. Avail-

able from PMC: http://www.ncbi.nlm.nih.gov/pmc/articles/
PMC2377288/

6. Raphael D, editor. Social determinants of health. 2nd ed. 
Toronto, ON: Canadian Scholars’ Press Inc; 2009.

7. Malarcher S. Social determinants of sexual and reproductive 
health: Informing future research and programme imple-
mentation. Geneva, Switzerland: WHO [Internet]. 2010 [cited 
2014 March] Available from http://www.who.int /reproduc-
tivehealth/publications/social_science/9789241599528/en/

8. Dean HD, Fenton KA. Addressing social determinants of 
health in the prevention and control of HIV/AIDS, viral hepa-
titis, sexually transmitted infections, and tuberculosis. Public 
Health Rep. [Internet] 2005 [Cited 2014 March]: 125(supple-
ment 4):1-5. Available from PMC: http://www.ncbi.nlm.nih.
gov/pmc/articles/PMC2882967/?report=classic

9. Public Health Agency of Canada. Summary: Estimates of HIV 
prevalence and incidence in Canada, 2011. Ottawa, ON: 
PHAC [Internet]. 2012 [cited 2014 March 29]. Available from 
http://www.phac-aspc.gc.ca/aids-sida/publication/survreport/
assets/pdf/estimat2011-eng.pdf

10. Public Health Agency of Canada. Report on sexually transmit-
ted infections in Canada: 2010. Ottawa, ON: Center for com-
municable diseases and infection control, infectious disease 
prevention and control branch, PHAC [Internet]. 2012 [Cited 
2014 March 28]. Available from http://publications.gc.ca/col-
lections/collection_2013/aspc-phac/HP37-10-2010-eng.pdf

11. Public Health Agency of Canada. At a glance: HIV and AIDS 
in Canada: Surveillance report to December 31st, 2012. Ot-
tawa, ON: PHAC [Internet]; 2012 December 31 [cited 2014 
March] Available from http://www.phac-aspc.gc.ca/aids-sida/
publication/survreport/2012/dec/index-eng.php

12. Antoniou T, Loufty MR, Glazier RH, Strike C. ‘Waiting at the 
dinner table for scraps’: A qualitative study of the help-
seeking experiences of heterosexual men living with HIV 
infection. BMJ Open [Internet]. 2012 [Cited 2014 March] 2, 
e00697. Available from BMJ Open: http://bmjopen.bmj.com/
content/2/4/e000697.abstract

13. Gahagan J, Aube G, Condran B, Furlotte K. Sexually transmit-
ted infections research network (STIRN): Summary of the 
inaugural STIRN meeting. Halifax, NS: GAHPS Unit. In Press 
[cited 2014 March].

14. Jbilou J, Robertson SS, Jazebizadeh H, Gallang L, Robin-
son M, Pakzad S, Tremblay G. Men-centerd approaches for 
primary and secondary prevention of HIV/AIDS: A scoping 
review of effective interventions. J AIDS Clin Res [Internet]. 
2013 [Cited 2014 March]; 4(11):1000257. Available from 
http://omicsonline.org/mencentered-approaches-for-primary-
and-secondary-prevention-of-hiv-aids-a-scoping-review-of-
effective-interventions-2155-6113.1000257.php?aid=21040

15. Conley TD, Moors AC, Ziegler A, Karathanasis C. Unfaithful 
individuals are less likely to practice safer sex than openly 
nonmonogamous individuals. J Sex Med [Internet]. 2012 
[cited 2014 March]; 9:1559-65. Available from PubMed: 
http://www.ncbi.nlm.nih.gov/pubmed/22463058

References

Empowering communities (17, 18) and target-
ing risk environments (37) represent founda-
tional goals within the field of health promo-
tion. Many of the reviewed articles reflected 
these goals, although they were not always 
the central focus of the intervention. While it 
is beyond the scope of this review to comment 
on specific effect sizes associated with these 
trends, it remains that numerous procedural 
benefits were identified, including increased 
receptivity of participants, and effective utili-
zation of limited resources. Quantifying this 
relationship could provide valuable information 
pertaining to specific benefits of SDSH and 
sexual well-being oriented approaches. How-
ever, this would be difficult given the issues 
identified regarding outcome measures; this 
further highlights the need to develop inter-
ventions with integrated evaluation procedures 
and appropriate measures.



13

Addressing Dimensions of Sexual Health • April 2014

16. Dombrowski JC, Harrington RD, Golden MR. Evidence for 
the long-term stability of HIV transmission-associated sexual 
behavior after HIV diagnosis. Sex Transm Dis. [Internet]. 2013 
January [Cited 2014 March]; 40(1):41-5. Available from 
PubMed: http://www.ncbi.nlm.nih.gov/pubmed/23254116

17. Rootman I, Goodstadt M. Potvin L. Springett J. A framework 
for health promotion evaluation. In: Rootman I, Goodstadt 
M. Hyndman B, McQueen DV, Potvin L, Springett J, Ziglio 
E, editor. Evaluation in health promotion: Principles and 
perspectives. Geneva, Switzerland: WHO; [Internet]. 2001 
[Cited 2014 March]. Available from http://www.euro.who.
int/__data/assets/pdf_file/0007/108934 /E73455.pdf

18. World Health Organization, Health and Welfare Canada, 
and Canadian Public Health Association. Ottawa charter for 
health promotion: An international conference on health 
promotion: The move towards a new public health. Geneva, 
Switzerland: WHO [Internet]. 1986 [cited 2014 March].  
Available from http://www.phac-aspc.gc.ca/ph-sp/docs/
charter-chartre/pdf/charter.pdf

19. Adamchak S, Bond K, MacLaren L, Magnani R, Nelson K, 
Seltzer J. A guide to monitoring and evaluating adolescent 
reproductive health programs. Washington, DC: FOCUS on 
Young Adults [Internet]. 2000 [Cited 2014 March] Available 
from http://citeseerx.ist.psu.edu/viewdoc/download;jsessionid
=52D9D3D7ACECF9929F831F4B598AED10?doi=10.1.1.17
4.562&rep=rep1&type=pdf

20. Stephenson JM, Imrie J, Bonell C. [Eds]. Effective sexual 
health interventions: Issues in experimental evaluation. Ox-
ford, NY: Oxford University Press. 2003 [Cited 2014 March]

21. Wight D, Obasi A. Unpacking the ‘black box’: The impor-
tance of process data to explain outcomes. In Stephenson, 
JM, Imrie J, Bonell C, editors. Effective sexual health interven-
tions: Issues in experimental evaluation. Oxford, NY: Oxford 
University Press; 2003. P.151-66.

22. Barker M, Richards C, Jones R, Bowes-Catton H, Plowman T,  
Yockney J, Morgan M. The bisexual report: Bisexual inclusion 
in LGBT equality and diversity. The Open University: Center 
for Citizenship, Identities and Governance and Faculty of 
Health and Social Care [Internet]. 2012 February [cited 2014 
March]. Available from http://www.open.ac.uk/ccig/files/ccig/
The%20BisexualityReport%20Feb.2012.pdf

23. Trans Pride Canada. Media reference guide – Best practices. 
Trans Pride Canada [Internet]. ND [Cited 2014 March]. Avail-
able from http://www.transpride.ca/trans-media-reference.
htm

24. Canadian Institutes of Health Research. Definitions of sex 
and gender. CIHR [Internet]. 2014 January 28 [Cited 2014 
March]. Available from http://www.cihr-irsc.gc.ca/e/47830.
html

25. Intersex Society of North America. What is Intersex? Intersex 
Society of North America [Internet]. No Date [Cited 2014 
March]. Available from http://www.isna.org/faq/what_is_in-
tersex

26. Bauer GR, Travers R, Scanlon K, Coleman TA. High heteroge-
neity of HIV-related sexual risk among transgender people 

in Ontario, Canada: A province-wide respondent-driven 
sampling survey. BMC Public Health [Internet]. 2012 [Cited 
March 2014]; 12(292). Available from http://www.biomed-
central.com/1471-2458/12/292

27. Kippax S. Sexual health interventions are unsuitable for 
experimental evaluation. In: Stephenson JM, Imrie J, Bonell C, 
editors. Effective sexual health interventions: Issues in experi-
mental evaluation. Oxford, NY: Oxford University Press; 2003, 
p. 17-34.

28. Dagley DL, Orso JK. Integrating summative, formative modes 
of evaluation. NASSP Bulletin [Internet]. 1991 [Cited 2014 
March]; 75(536):72-82. Available from Sage Journals: http://
bul.sagepub.com/content/75/536/72.refs

29. Covenant House. Homelessness, survival sex and human traf-
ficking: As experienced by the youth of Covenant House New 
York. New York, NY: Covenant House [Internet]. 2013 May 
[Cited 2014 March]. Available from: http://www.covenant-
house.org/sites/default/files/attachments/Covenant-House-
trafficking-study.pdf

30. Downing J, Jones L, Cook PA, Bellis MA. Prevention of sexu-
ally transmitted infections (STIs): A review of reviews into the 
effectiveness of non-clinical interventions: Evidence brief-
ing update [Internet]. Liverpool, UK: Liverpool John Moores 
University; 2006 [Cited 2014 March]. Available from: http://
www.nice .org.uk/media/ABC/87/STIEvidenceBriefingFinal.pdf

31. Boehmer U. Twenty years of public health research: Inclu-
sion of lesbian, gay, bisexual, and transgender populations. 
Am J Public Health [Internet]. 2002 [cited 2014 March]; 
92(7):1125-30. Available from PMC: http://www.ncbi.nlm.
nih.gov/pmc/articles/PMC1447202/

32. San Fransisco Human Rights Commission LGBTQ Advisory 
Committee. Bisexual invisibility: Impacts and recommenda-
tions [Internet]. San Francisco, CA: SFHRC; 2011 [Cited 2014 
March]. Available from from http://www.sf-hrc.org/modules/
showdocument.aspx?documentid=989

33. Stirman, SW, Kimberly, J, Cook, N, Calloway, A, Castro, F, 
Charns, M. The sustainability of new programs and innova-
tions: A review of the empirical literature and recommenda-
tions for future research. Implement Sci. [Internet]. 2012 
[Cited 2014 March];7(17). Available from PubMed: http://
www.ncbi.nlm.nih.gov/pubmed/22417162

34. Oakley A, Strange V, Bonell C, Allen E, Stepherson J, RIPPLE 
Study Team. Process evaluation in randomized controlled 
trials of complex interventions. BMJ [Internet]. 2006 Feb 18 
[Cited 2014 March]; 332: 413-6. Available from http://www.
ncbi.nlm.nih.gov/pubmed/16484270

35. Canadian Insitutes of Health Research. IGH launches funding 
initiative in boys’ and mens’ health. Ottawa, ON: CIHR. 2012 
January 10 [Cited 2014 March]. Available from http://www.
cihr-irsc.gc.ca/e/43216.html

36. Gahagan J, Gathering of our Spirits Collective. The national 
consensus statement: On women, trans people and girls 
and HIV research in Canada. Halifax, NS: GAHPS Unit; 2013 
[Cited 2014 March]. 



14

Addressing Dimensions of Sexual Health • April 2014

37. Rhodes T. The ‘risk environment’: a framework for under-
standing and reducing drug-related harm. International 
Journal of Drug Policy [Internet]. 2002 [Cited 2014 March]; 
13: 85-94. Available from http://www.journals.elsevierhealth.
com/periodicals/drupol/article/PIIS0955395902000075/ab-
stract

1. Adam BD, Betancourt G, Serrano-Sanchez A. Development of 
an HIV prevention and live skills program for Spanish-speak-
ing gay and bisexual newcomers to Canada. The Canadian 
Journal of Human Sexuality [Internet]. 2011 [Cited 2014 
February]; 20(1-2):11-7. Available from http://utpjournals.
metapress.com/content/122833

2. Baars JE, Boon BJF, Garretsen, HFL, Mheen D. The reach 
of a free hepatitis B vaccination programme: Results of a 
Dutch study among drug users. Int J Drug Policy [Internet]. 
2010 May [Cited 2014 February]; 21:247-50. Available from 
PubMed: http://www.ncbi.nlm.nih.gov/pubmed/19700297

3. Bachmann LH, Grimley DM, Gao, H, Aban I, Chen H, Raper 
JL, Saag MS, Rhodes SD, Hook EW. Impact of a computer-
assisted, provider-delivered intervention on sexual risk 
behaviors in HIV-positive men who have sex with men (MSM) 
in a primary care setting. AIDS Educ Prev. [Internet]. 2013 
April [Cited 2014 February]; 25(2): 87-101. Available from 
PubMed: http://www.ncbi.nlm.nih.gov/pubmed/23514077

4. Balaji M, Andrews T, Andrew G, Patel V. The acceptability, 
feasibility, and effectiveness of a population-based interven-
tion to promote youth health: An exploratory study in Gao, 
India. Journal of Adolescent Health [Internet]. 2011 [Cited 
2014 February]; 48: 453-60. Available from: http://www.
sangath.com/images/file/Yuva%20mitr_JAH_2011.pdf

5. Brown KE, Hurst KM, Arden MA. Improving adolescent con-
traceptive use: Evaluation of a theory-driven classroom-based 
intervention. Psychology, Health & Medicine [Internet]. 201l 
November 30 [Cited 2014 February]; 16(2):141-55. Available 
from http://www.tandfonline.com/doi/abs/10.1080/1354850
6.2010.525791#.UzjDZ61dWEg

6. Campero L, Walker D, Rouvier M, Atienzo E. First steps 
toward succuessful communication about sexual health 
between adolescents and parents in Mexico. Qual 
Health res [Internet]. 2010 May 6 [Cited 2014 February]; 
20(8):1145-54. Available from http://www.ncbi.nlm.nih.gov/
pubmed/20448274

7. Cornelius JB, Dmochowski J, Boyer C, St. Lawrence J, Light-
foot M, Moore M. Text-messaging-enhanced HIV interven-
tion for African American adolescents: A feasibility study. J 
Assoc Nurses AIDS Care [Internet]. 2013 [Cited 2014 Febru-
ary]; 24:256-67. Available from PMC: http://www.ncbi.nlm.
nih.gov/pmc/articles/PMC3627821/

8. Deering KD, Boily MC, Lowndes CM, Shoveller J, Tyndall MW, 
Vickerman P, Bradley J, Gurav K, Pickles M, Moses S, Ramesh 
BM, Washington R, Rajaram S, Alary M. A dose-response 
relationship between exposure to a large-scale HIV preventive 
intervention and consistent condom use with different sexual 
partners of female sex workers in southern India. BMC Public 
Health [Internet]. 2011 [Cited 2014 February]; 11(Suppl 
6):s8. Available from http://www.biomedcentral.com/1471-
2458/11/S6/S8

9. Doyle AM, Ross, DA, Maganja, K, Baisley, K, Masesa, C, 
Andreasen A, Plummer, ML, Obasi AIN, Weiss HA, Kapiga 
S, Watson-Jones D, Changalucha J, Hayes RJ, MEMA kwa 
Vijana Trial Study Group. Long-term biological and behav-
ioural impact of an adolescent sexual health intervention in 
Tanzania: Follow-up survey of the community-based MEMA 
kwa Vijana trial. PLoS Med [Internet]. 2010 June 8 [Cited 
2014 February]; 7(6): e1000287. Available from http://www.
plosmedicine.org/article/info%3Adoi%2F10.1371%2Fjournal.
pmed.1000287

10. Tobin KE, Kuramoto SH, Davey-Rothwell MA, Latkin CA. The 
STEP into action study: a peer-based personal risk network-
focused HIV prevention intervention with injection drug users 
in Baltimore, Maryland. Addiction [Internet]. 2011 Feb [Cited 
2014 February]; 106(2):366-375. Available from Pub Med: 
http://www.ncbi.nlm.nih.gov/pubmed/21054614

11. Elliot L, Henderson M, Nizon C, Wight D. Has untargeted 
sexual health promotion for young people reached its 
limit? A quasi-experimental study. J Epidemiol Community 
Health [Internet]. 2013 February 20 [Cited 2014 February]; 
67:398-404. Available at: http://jech.bmj.com/content/
early/2013/02/19/jech-2012-201034.full

12. Espada JP, Orgiles M, Morales A, Ballester R, Huedo-Medina 
TB. Effectiveness of a school HIV/AIDS prevention program 
for Spanish adolescents. AIDS Education and Prevention 
[Internet]. 2012 Dec [Cited 2014 February]; 24(6):500-13. 
Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/23206200

13. Fasula AM, Fogel CI, Gelaude D, Carry M, Gaiter J, Parker S. 
Project power: Adapting an evidence-based HIV/STI preven-
tion intervention for incarcerated women. AIDS Educ Prev. 
[Internet]. 2013 June [Cited 2014 February]; 25(3):203-15. 
Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/23631715

14. Frye V, Bonner S, Williams K, Henny K, Bond K, Lucy D, Cupid 
M, Smith S, Koblin BA. Straight talk: HIV prevention for Af-
rican-American heterosexual men: Theoretical bases and in-
tervention design. AIDS Education and Prevention [Internet]. 
2012 October [Cited 2014 February]; 24(5):389-407. Avail-
able from http://www.ncbi.nlm.nih.gov/pubmed/23016501

15. Gao X, Wu Y, Zhang Y, Zhang N, Tang J, Qiu J, Lin X, 
Du Y. Effectiveness of school based education on HIV/
AIDS knowledge, attitudes and behavior among sec-
ondary school students in Wuhan, China. PLOS One 
[Internet]. 2012 September 7 [Cited 2014 February]; 
7(9):e44881. Available from http://www.plosone.org/article/
info%3Adoi%2F10.1371%2Fjournal.pone.0044881

Appendix: Index of   
Reviewed Articles (RA)



15

Addressing Dimensions of Sexual Health • April 2014

16. Graves KN, Sentner A, Workman J, Mackey W. Building 
positive life skills the smart girls way: Evaluation of a school-
based sexual responsibility program for adolescent girls. 
Health Promot Pract [Internet]. 2011 May [Cited 2014 Febru-
ary]; 12(3):463-71. Available from PubMed: http://www.ncbi.
nlm.nih.gov/pubmed/21051328

17. Hawk M. The girlfriends project: Results of a pilot study 
assessing feasibility of an HIV testing and risk reduction inter-
vention developed, implemented and evaluated in commu-
nity settings. AIDS Education and Prevention [Internet]. 2013 
[Cited 2014 February]; 25(6):519-34. Available from http://
guilfordjournals.com/doi/abs/10.1521/aeap.2013.25.6.519

18. Fisher HH, Patel-Larson A, Green K, Shapatava E, Uhl G, Ka-
layil EJ, Moore A, Williams W, Chen B. Evaluation of an HIV 
prevention intervention for African Americans and Hispanics: 
Findings from the Voices/Voices community-based organi-
zation behavioral outcomes project. AIDS Behav [Internet]. 
2011 [Cited 2014 February]; 15:1691-706.

19. Hong J, Fongkaew, W, Senaratana W, Tonmukaykul O. 
Development of a theory-based sexual and reproductive 
health promotion and HIV prevention program for Chinese 
early adolescents. Nursing & Health Sciences [Internet]. 
2010 September [Cited 2014 February]; 12:360-8. Available 
from http://onlinelibrary.wiley.com/doi/10.1111/j.1442-
2018.2010.00538.x/abstract

20. Hosek SG, Green KR, Siberry G, Lally M, Balthazar C, Serrano 
PA, Kapogiannis B, the Adolescent Medicine Trials Network 
for HIV/AIDS Interventions. Integrating behavioral HIV 
interventions into biomedical prevention trials with youth: 
Lessons from Chicago’s project prepare. HIV/AIDS & Social 
Services [Internet]. 2013 June 27 [Cited 2014 February]; 
12(3-4):333-48. Available from http://www.tandfonline.com/
doi/abs/10.1080/15381501.2013.773575#.UzjL8q1dWEg

21. Juneja S, Tirumalasetti VR, Mishra RM, Sethu S, Singh IR. 
Impact of an HIV prevention intervention on condom use 
among long distance truckers in India. AIDS Behav [In-
ternet]. 2013 March [Cited 2014 February]; 17:1040-51. 
Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/23008122

22. Lippman SA, Chinaglia M, Donini AA, Diaz J, Reingold A, 
Kerrigan DL. Findings from Encontros: A multilevel STI/HIV 
intervention to increase condom use, reduce STI, and change 
the social environment among sex workers in Brazil. Sex 
Transm Dis. [Internet]. 2012 March [Cited 2014 February]; 
39(3):209-216. Available from PubMed: http://www.ncbi.
nlm.nih.gov/pubmed/22337108

23. Mahoney M, Bien M, Comfort M. Adaptation of an evidence-
based HIV prevention intervention for women with incar-
cerated partners: Expanding to community settings. AIDS 
Educ Prev. [Internet]. 2013 February [Cited 2014 February]; 
25(1):1-13. Available from PubMed: http://www.ncbi.nlm.
nih.gov/pubmed/23387947

24. Mainkar MM, Pardeshi DB, Deshpande S, Khazi S, Gautam A, 
Goswami P, Adhikary R, Ramanathan S, George B, Paranjape 
RS. Targeted interventions of the Avahan program and their 
association with intermediate outcomes among female sex 
workers in Maharashtra, India. BMC Public Health [Internet]. 

2011 December 29 [Cited 2014 February]; 11(Suppl 60):S2. 
Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/22375562

25. Martinez O, Roth AM, Kelle AM, Downs M, Rhodes SD. 
Adaptation and implementation of HoMBReS: A community-
level, evidence-based HIV behavioral intervention for het-
erosexual Latino men in the Midwestern United States. AIDS 
Educ Prev. [Internet]. 2014 February [Cited 2014 February]; 
26(1):68-80. Available from: http://guilfordjournals.com/doi/
abs/10.1521/aeap.2014.26.1.68

26. Parker L, Maman S, Pettifor A, Chalachala JL, Edmonds A, 
Golin CE, Moracco K, Behets F. Feasibility analysis of an 
evidence-based positive prevention intervention for youth 
living with HIV/AIDS in Kinshasa, Democratic Republic of the 
Congo. AIDS Educ Prev. [Internet]. 2013 [Cited 2014 Febru-
ary]; 25(2):135-50. Available from: http://guilfordjournals.
com/doi/abs/10.1521/aeap.2013.25.2.135

27. Ruchakulla HK, Kodavalla V, Rajkumar H, Prasad SPV, Kallam 
S, Goswami P, Dale J, Adhikary R, Paranjape R, Braham GNV. 
Condom use and prevalence of syphilis and HIV among 
female sex workers in Andhra Pradesh, India – Follow-
ing a large-scale HIV prevention intervention. BMC Public 
Health [Internet]. 2011 December 29 [Cited 2014 February]; 
11(Suppl 6):s1. Available from PubMed: http://www.ncbi.
nlm.nih.gov/pubmed/22376071

28. Rhodes SD, Daniel J, Alonzo J, Vissman AT, Duck S, Downs 
M, Gilbert PA. A snapshot of now Latino heterosexual men 
promote sexual health within their social networks: Process 
evaluation findings from an efficacious community-level 
intervention. AIDS Educ Prev. [Internet]. 2012 [Cited 2014 
February]; 24(6):514-26.

29. Sanchez J, De La Rosa M, Serna CA. Project Salud: Ef-
ficacy of a community-based HIV prevention intervention 
for Hispanic migrant workers in South Florida. AIDS Educ 
Prev. [Internet]. 2013 [Cited 2014 February]; 25(5):363-57. 
Available from: http://guilfordjournals.com/doi/abs/10.1521/
aeap.2013.25.5.363

30. Suffoletto B, Akers A, McGinnis KA, Calabria J, Wiesenfeld 
HC, Clark DB. A sex risk reduction text-message program for 
young adult females discharged from the emergency depart-
ment. Journal of Adolescent Health [Internet]. 2013 May 
24 [Cited 2014 February]; 53:378-93. Available from http://
www.jahonline.org/article/S1054-139X(13)00243-7/abstract

31. Takahashi LM, Tobin KE, To S, Ou S, Ma CH, Ao FKW, 
Candelario J. Chieh Mei Ching Yi: A randomized controlled 
trial of a culturally tailored HIV prevention intervention for 
Chinese massage parlor women in Los Angeles. AIDS Educ 
Prev. [Internet]. 2013 [Cited 2014 February]; 25(6):508-18. 
Available from: http://guilfordjournals.com/doi/abs/10.1521/
aeap.2013.25.6.508

32. Tan J, Cai R, Lu Z, Cheng J, de Vlas SJ, Richardus JH. Joint 
marketing as a framework for targeting men who have sex 
with men in China: A pilot intervention study. AIDS Educ 
Prev. [Internet]. 2013 April [Cited 2014 February]; 25(2):102-
11. Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/23514078



16

Addressing Dimensions of Sexual Health • April 2014

33. Ye S, Xiao Y, Jin C, Cassell H, Belvins M, Sun J, Vermund SH, 
Qian H. Effectiveness of integrated HIV prevention interven-
tions among Chinese men who have sex with men: Evalua-
tion of a 16-city public health program. PLoS ONE [Internet]. 
2012 December 31 [Cited 2014 February]; 7(12):e50873. 
Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/23300528

34. Gaikwad SS, Bhende A, Nidhi G, Saggurti N, Ranebennur V. 
How effective is community mobilization in HIV prevention 
among highly diverse sex workers in urban settings? The Aas-
tha intervention experience in Mumbai and Thane districts, 
India. J Epidemiol Community Health [Internet]. 2012 Octo-
ber [Cited 2014 February]; 66:i69-77. Available from http://
www.ncbi.nlm.nih.gov/pubmed/22760223

35. Jalloh C, McMillan B, Ormond M, Casey C, Wylie JL. Evalua-
tion of Harsh Reality: a sexual health print-based resource for 
street involved youth. Health Education Journal [Internet]. 
2013 May [Cited 2014 February]; 72(3): 337-44. Available 
from: http://hej.sagepub.com/content/72/3/337.short

36. Patchen L, LeTourneau K, Berggren E. Evaluation of an inte-
grated services program to prevent subsequent pregnancy 
and birth among urban teen mothers. Soc Work Health 
Care [Internet]. 2013 [Cited 2014 February]; 52(7):642-
55. Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/23947540

37. Williams JK, Glover DA, Wyatt GE, Kisler K, Liu H, Zhang M. A 
sexual risk and stress reduction intervention designed for HIV-
positive bisexual African-American men with childhood sexu-
al abuse histories. Am J Public Health [Internet]. 2013 August 
[Cited 2014 February]; 103(8):1476-1484. Available from 
PubMed: http://www.ncbi.nlm.nih.gov/pubmed/23763412

38. Bray L, Sanders C, McKenna J. Discussing sexual and rela-
tionship health with young people in a children’s hospital: 
Evaluation of a computer-based resource. Journal of Clini-
cal Nursing [Internet]. 2013 July 2 [Cited 2014 February]; 
22:3447-55. Available from http://onlinelibrary.wiley.com/
doi/10.1111/jocn.12350/abstract

39. Howard-Barr EM, Wiley D, Moore MJ, Lang D, Zipperer K. 
Addressing sexual health in Florida youth: Improving com-
munication, collaboration, and consensus building among 
providers. Health Promot Pract [Internet]. 2011 July [Cited 
2014 February]; 12(4):600-9. Available from PubMed: http://
www.ncbi.nlm.nih.gov/pubmed/20720097

40. MacDowall W, Parker R, Nanchahal K, Ford C, Lowbury R, 
Robinson A, Sherrard J, Martins H, Fasey N, Wellings K. ‘Talk-
ing of sex’: Developing and piloting a sexual health com-
munication tool for use in primary care. Patient Educ Couns. 
[Internet]. 2010 December [Cited 2014 February]; 81:332-
7. Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/21094013

41. Toller-Erausquin J, Biradavolu M, Reed E, Burroway R, 
Blankenship KM. Trends in condom use among female sex 
workers in Andhra Pradesh, India: The impact of a commu-
nity mobilization intervention. J Epidemiol Community Health 
[Internet]. 2012 October [Cited 2014 February]; 66:ii49-
54. Available from PubMed: http://www.ncbi.nlm.nih.gov/
pubmed/22495773

515 PORTAGE AVENUE, WINNIPEG, MB  R3B 2E9      

204.943.0051      

NCCID@ICID.COM       

WWW.NCCID.CA

NCCID Project No. 181

Production of this document has been made possible through a financial contribution from the Public Health Agency of Canada. 

The views expressed herein do not necessarily represent the views of the Public Health Agency of Canada.


