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Abstract
Efforts within the combination HIV prevention in the UK have not been su�ciently broad enough to address important aspects of behavioural issues to the end
of the HIV epidemic, while also neglecting the role of community-level interventions in developing a more sustainable approach. The restricted impact
presented in biomedical interventions calls for the redesign of a more comprehensive preventative protocol, where psychosocial and behavioural strategies
that target high-risk local communities are more strongly emphasised. A comprehensive review of empirical studies was undertaken to investigate the
reliability of community-based HIV prevention practices, which have targeted behavioural change in demographics and contexts similar to those presented in
London. Further recommendations were developed and directed at London’s HIV and sexual health leading actors. The �ndings of this review have reinforced
the argument for the need of community-based, culturally relevant programmes alongside and interweaving with biomedical approaches, and not solely
biomedical-focused HIV prevention.

Introduction
UNAIDS Fast Track Approach of ending AIDS by 2030 centres around globally achieving zero new HIV infections, zero AIDS-related deaths and zero
discrimination. London’s HIV and sexual health leaders and planners have embraced the UNAIDS (1) combination HIV prevention model of simultaneous
biomedical as well as structural and behavioural interventions to achieve the 2030 goal. Condom use is a representation of how the synergy of structural,
biomedical and behavioural preventative approaches can work together. Condoms as a biomedical tool can reduce HIV transmission (2). However, to increase
the effectiveness of condom use, structural (e.g., guaranteeing the availability of condoms while reducing stigma) and behavioural (e.g., increasing knowledge
and awareness through counselling and mass media campaigns) interventions at individual and community levels must be also encouraged to ensure long-
term success (3).

In the UK, combination HIV prevention efforts have been directed to condoms and PrEP use, HIV testing, and related to concepts such as Treatment as
Prevention (TasP) (4). Despite these major actions, HIV still remains a challenge in the city. For instance, despite a variety of interventions speci�c to promote
condom use, the London Gay Men’s Sexual Health Survey in 2016 showed an increase of 60% of condomless anal sex in Men who have Sex with Men (MSM;
5), compared to the 43% in 2000 (6). Furthermore, the Public Health England’s (PHE) report showed that 47% of young people did not use condoms when
having sex with a new partner, including 1 in 10 never ever using condoms (4). In addition to interventions to promote condom use, HIV testing has been
considered fundamental in reducing onward HIV transmission. In 2016, the British HIV Association (BHIVA, 7) treatment guidelines recommended early
treatment for all HIV-positive individuals. Prompt diagnosis speeds up the time between seroconversion and start of treatment, while increasing the proportion
of those diagnosed having an undetectable viral load. Despite this, some key barriers remain. Lack of testing among women is still an issue in London with
limited UK HIV prevention services tackling HIV rarely directed at this gender, highlighting overall lack of prevention and general poor mental health support
linked to living with HIV (8). A further exploratory study (9) showed that the above challenges were not limited to women and that psychological barriers such
as low perception of risk could potentially affect the acceptability of TasP among MSM and Black African and Minority Ethnic groups (BAME). In addition to
these treatments, the World Health Organisation (WHO) has recommended the use of oral Pre-Exposure Prophylaxis (PrEP) as a highly effective preventative
approach for HIV-negative individuals at risk before any potential HIV exposure (10 for a review). Despite the overall increase in PrEP knowledge and
accessibility in the UK, it has been showed to be of limited use especially among BAME and women (11). Speci�cally, barriers to PrEP intake have been
perceived due to different levels of stigma: individual (negative association with promiscuity); interpersonal (families as being judgmental); community
(automatically associated with being HIV+); and structural (judgment from service-providers) (12).

It is evident that even if the combination prevention’s efforts in the UK have gone a long way, some limitations are still contributing to render HIV a public
health concern in London. In fact, the signi�cant increment of condomless anal sex, gender disparities in HIV testing coverage, and the presence of barriers
affecting the acceptability of both PrEP and TasP seem to result from over-relying primarily on biomedical interventions, while neglecting the interplay of
behavioural and structural elements (13). This is concerning, considering the fundamental importance of understanding the role played by the cultural, social
and psychological elements presented within speci�c community settings.

Importance of community-based interventions in getting to zero HIV infections
As stated, individuals’ behavioural change remains a fundamental instrument in the support of HIV prevention. Consequently, clearer understanding of the role
of community-level involvement in getting to zero HIV infections is required. Community-based HIV prevention interventions aim at supporting individuals at
risk through health promotion services within de�ned-geographically communities. They provide education, counselling and mass media campaigning to help
their members reduce the risks of infection (14). The goal is to create a perception of community ownership where individuals become agents of change. By
providing the combination of multi-level components, such as structural-level with community-level interventions (15), community-based programmes
highlight the “importance of changing social norms by using community opinion leaders, role models, and peer educators as intervention specialists” (16,
p.62). Collins and colleagues (17) see the implementation of evidence-based behavioural strategies within community-level interventions as the opportunity to
bridge the gap between communities in need and HIV prevention intervention research. This would thus increase the effectiveness of a preventative
programme within high-risk environments. Previous systematic reviews and meta-analysis of community-based approaches have demonstrated their worth in
increasing HIV and Sexually Transmitted Infections (STI) testing in the community where needed (18). Furthermore, they have contributed to the expansion of
voluntary HIV testing and counselling in MSM, People Living with HIV (PLWHIV) and Female Sex Workers (SW) (19). Finally, their implementation has
improved antiretroviral adherence in PLWHIV (15) and increased condom use in MSM (20). It is evident from this that community-based organisations are
uniquely placed with an important role in getting to zero HIV infections.

Importance of behavioural interventions in getting to zero HIV infections
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Despite recent advances in biomedical interventions, HIV prevention researchers recognise the importance for these to be supported by behavioural
approaches (21). For the purpose of this current paper, behaviour change interventions are considered to range from individual-level interventions to reduce
condomless sex by promoting HIV testing and counselling (e.g., traditional counselling, peer education and testing); small group-level interventions among
groups most at risk (risk-reduction skills training and sexual education); and community-level interventions (community empowerment and mass media
campaigns to widespread change-belief about social norms) (20, 22, 23). According to Global HIV Prevention Working Group (24), behavioural HIV prevention
interventions aim to promote individual knowledge and skills needed to avoid and negotiate risky behaviour. They also aim to achieve results both at social
and structural levels, by decreasing any stigma attached to the individuals’ sexuality, while in�uencing gender roles and creating more supportive legal, policy
and environmental norms. In order to change behaviour, the intersection of vulnerability and risk must be addressed. Therefore, interventions need to be
evidence-informed, tailored to the speci�c target group, and scaled-up with su�cient coverage and enough intensity for a sustained period of time. Past
research has demonstrated the effectiveness of behavioural strategies such as counselling, individual and group programmes, peer mentoring (25, 20) and
couple-focused preventative counselling (26) in different population groups: BAME, MSM, PLWHIV, SW, Injecting Drug Users (IDU), Individuals Convicted of
Crime (ICC), Individuals of Transgender Experience (ITE) and young people (21, 24, 27). It is evident from the above the fundamental role of behavioural
interventions within the combination prevention model in getting to zero HIV infections.

The current paper
This paper is undertaken in collaboration with ??? ???, a consortium of three charities (???, ??? and ???). ??? provides community-based HIV and sexual
health prevention and support services in London to address sexual health inequalities of people from MSM, BAME, migrant communities and people of trans
experience. Throughout its 12-year history, ??? has delivered services including counselling, mentoring, health awareness, outreach, HIV testing and STI
screening, face to face support, group work and PrEP interventions. Moreover, ??? challenges norms and recognises intersectionality in London by modelling
and championing services. In recent years, due to new policy decisions, budgetary constraints and funders’ priorities, ???’s activities have focused mainly on
the biomedical aspects of combination prevention (HIV/STI testing and condom distribution). However, in keeping with the literature presented above, ??? has
always been of the opinion that without targeting tailored behavioural change, biomedical interventions will have limited effects within speci�c community
groups. This was con�rmed in data collated from ???’s previous counselling, peer support and mentoring services. Here, behavioural interventions for BAME
MSM showed signi�cant improvements in positive changes in attitudes and skills around maintaining safer sex and knowledge around HIV (28).

The above is a rare example of funded work within the UK combination HIV prevention, which has not been su�ciently broad enough to address important
aspects of behavioural issues, while also neglecting the role of community-level interventions in developing a more sustainable approach. The restricted
effects of the biomedical interventions observed in ???’s data, and supported by HIV literature, has led to the call for a more holistic HIV prevention approach in
which psychosocial and behavioural strategies targeting high-risk local communities are more strongly emphasised. As a result of their position on effective
HIV prevention, there has been a shift in the ???’s focus from mass, brief interventions to more intensive and interpersonal ones. The current paper represents
a collaboration between ??? and an external researcher. It underlines the assumption that further exploration is required in order to understand the
effectiveness of successful behavioural strategies at local levels of interventions. This community-research collaboration follows the rationale advocated in
the framework for community-university partnership. Here, the mutual desire in achieving social change (29) through the facilitating role of the catalytic
researcher partner (30), provides opportunities for the organisation to increase community-based behavioural interventions’ visibility through innovative
academic contribution. Accordingly, the outcomes of this review will create the foundation for more effective interventions and solutions, increase both
community capacity and sustainability, while reinforcing the value of community-based research.

In this respect, a comprehensive review of empirical studies was undertaken to investigate the reliability of community-based HIV prevention practices, which
have targeted behavioural change in demographics and contexts similar to those presented in London. The ultimate aim would be to develop
recommendations potentially directed at London’s HIV and sexual health leaders, researchers, practitioners and policy makers, about strategy implementation
in real-world settings.

Methods
A review was conducted utilising a combination of keywords while bearing in mind restricting inclusion criteria (language - English, geographic location –
Western world, and date – 2010 onwards). In order to include studies based in high-income contexts outside the USA, the search also comprised data from
European studies published since 2000. Other key elements for inclusion referred to target population, methods of intervention and outcome variables.
Interventions follow-up effects were limited to a maximum of 12 months. The strategy and eligibility criteria within the search process are shown in Figure 1.

Results
As a result, a �nal set of 22 community-based studies were included in the review. The interventions characteristics are described in Table I. All the behavioural
approaches identi�ed as part of community-based interventions considered within the analysis were implemented in urban geographical areas. Of these, 17
were from USA, 4 were based in Europe (31–34), and 1 was from Australia (35). There were 4 community-based behavioural interventions that speci�cally
combined with elements of structural levels of prevention. This involved stigma (36), public housing and unemployment (37–39). A further 9 behavioural
approaches based on community-level studies were combined with biomedical HIV-related preventative strategies such as PrEP uptake and knowledge (40–
42), HIV testing (35, 43–45), Antiretroviral Therapy (ART) adherence (46) and condom use (47).

Study Design, Target Group and Duration
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The designs of the 22 studies were a mix of randomised control trials and observational studies, comprising a total number of 6637 participants. The majority
targeted MSM (n = 11). The remainder were based on interventions conducted with BAME (n = 9; 36, 37, 39, 43, 45, 47-50), PLWHIV (n = 6; 36-38, 46, 50, 51),
heterosexuals (n = 2; 39, 48), women (n = 5; 32, 36, 45, 47, 49), sex workers (SW, 49), individuals convicted of crime (ICC, 52), and �nally individuals of
transgender experience (ITE, n = 2; 38, 41). The duration of the interventions varied. The majority (n = 14) were delivered in 3 to 6 sessions, with 3 separate
interventions delivered respectively through 1, 7 and 13 sessions. The total hours of intervention exposure ranged from 1 to 28. In 5 studies (31, 34, 35, 37, 49),
the total number of sessions was not reported, along with further 3 interventions not having the total exposure time being disclosed (38, 44, 46).

Study Content and Successful Outcomes

The majority of the interventions included skills building in areas such as HIV risk knowledge and understanding of sexual risk behaviours. Speci�cally, 11
interventions included personal skills building to reduce sexual risk behaviours using strategies such as couple-based preventative approach (52),
seronegative women (33), and a mixture of individual and group interventions. Among these, DeMarco and Chan (36) used four-week-based peer-led small
groups of expressing-writing workshops to share stories and emotions between PLWHIV. Furthermore, 5 interventions, 2 of which targeted a total of n = 169
women from BAME communities (47, 49), included components of culturally tailored HIV-related counselling where social or group support was encouraged.
Sexual risk reduction strategies, such as number of sexual partners, condom use and negotiation of condomless sex were tackled in 10 interventions. Of these,
1 involved ICC (52), 2 included MSM (31, 34), 3 had BAME as participants (39, 47, 48), and �nally 1 targeted PLWHIV (51). Furthermore, 7 interventions
involved the development of strategies to reduce substance use, with 5 speci�cally targeting the MSM population. Of these, 2 studies used peer-based
facilitators (42, 43). Finally, the 3 interventions that focussed on ART adherence targeted PLWHIV (46, 50) and PrEP users (41). These interventions also
included a sexual risk behavioural component within the delivery of both individual and group counselling approaches.

The majority of successful studies’ outcomes resulted from interventions that increased condom use (n = 12). These results remain constant in follow-ups
ranging between 6 weeks and 12 months. Two interventions targeted HIV transmission risks in PLWHIV. One signi�cantly achieved viral suppression using an
approach comprising of socio-structural elements such as stigma and housing (37). The other saw a reduction of the viral load through computer-based
counselling interventions (46). Other signi�cant intervention effects highlighted an increase in HIV knowledge in both MSM, by implementing multi-session
group work addressing emotions and knowledge (33); and BAME women via peer-mentoring support through house parties for members of the same social
network (49). Others showed improvements in HIV testing in MSM, while adopting on average 10-minute peer-led interventions targeting sexual health
promotion on a large-scale (n = 1484) such as in gay bars (31). Jamil and colleagues (35) demonstrated that similar improvements were seen at 12 months
follow-up resulting from interventions aimed at self-testing. Furthermore, reductions of both HIV transmission and STI were registered respectively at 12
months follow-up when using 5-session couple-based counselling (52), and 9 months follow-up after intensive integrated behavioural interventions such as
individual counselling and group sessions on knowledge sharing and skills building (50). Interestingly, 5 out of 6 interventions that successfully reduced the
number of sexual partners in their participants had HIV and STI testing as part of their outcome variables (42, 43, 45, 48, 52). This demonstrates that the
inclusion of community-based counselling as a preventative strategy along with testing could readily be perceived as a predictor of safer practices in sexual
behaviours.

Furthermore, 6 interventions demonstrated a reduction in risky behaviour within vulnerable populations. With respect to BAME, Sapiano et al. (45)
administered culturally relevant, gender speci�c 5-session of 2 hours within small group interventions. Fisher et al. (48), instead, implemented a 50-minute
video opportunity promoting condom education and safer sex, while emphasising condom negotiation skills. In relation to PLWHIV, Sikkema et al. (51)
adopted a 3-session brief risk reduction consisting of post-test counselling on sexual health information, disclosure decision making and risk reduction.
Finally, when working with MSM, Mimiaga and colleagues (44) successfully used a 13-session intervention integrating behavioural activation, sexual risk
reduction counselling and cognitive behavioural therapy to tackle substance abuse and depression. Similarly, interventions involving BAME women such as in
Sanchez et al.’s (47), identi�ed an increment on risk perception and intention for safe sex at 6 months follow-up, by using culturally tailored small group levels
within a 3-week period to increase cognitive (HIV knowledge, self-e�cacy through role playing and self sex negotiation) and behavioural (condom use)
attitudes. Additionally, 4 interventions for ICC (52), MSM (42, 44) and PLWHIV (51) targeted and successfully reduced alcohol and drug-related risk behaviours
as a result of peer intervention, individual counselling and couple-based HIV and STI preventative approaches.

Other signi�cant outcomes due to community-based behavioural interventions identi�ed an increased desire to use PrEP, its adherence and knowledge. For
instance, Desrosiers et al. (40) used a person-centred care coordination approach based on human motivation theory, wherein young Black MSM received
personalised comprehensive PrEP education, sexual risk reduction counselling, while also exploring perceived barriers in accessing PrEP. Similarly, Liu et al.
(41) adopted 15-minute individual-centred risk reduction and adherence counselling, where MSM/ITE participants discussed sexual activities, substance use,
barriers to PrEP pill-taking and strategies to promote adherence. Further interventions for heterosexual Black men (39) positively linked preventative
behavioural interventions on HIV risk reduction to structural risks of housing and employment, using 3 60-minute sessions including 1-2 brief 10-minute check-
in meetings in between. Gollub et al.’s intervention (32) increased knowledge about protection at a 5-week follow up, while implementing a weekly-based 5-
session group counselling and conscious raising to educate women from diverse cultural backgrounds about body empowerment and sex risk reduction.
Finally, Martinez and colleagues (38) increased participation of high-risk population groups such as PLWHIV and individuals of transgender experience
through peer-led 6-session stigma reduction hybrid individual- and group-based interventions. This comprised the use of cognitive behavioural techniques and
role playing to maintain health while reducing HIV/STI risks.

Discussion
The current paper underlined the assumption that real efforts in using community-based behavioural interventions as part of combination prevention in
London should be increased, while carefully considering the dynamic network of dimensions located both at the individual and contextual levels. Given that in
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this paper individuals’ behavioural change was considered to be the primary means of achieving the goal of getting London to zero infections, a review was
undertaken to explore the interventions that have previously been used to reduce HIV infections at community levels in similar contexts worldwide.

Evidence Supporting the E�cacy of Community-based Behavioural Interventions Focused on Combination HIV Prevention

The review highlights the overall effectiveness of behavioural strategies within community-based projects using counselling (individual and group levels), peer
support mentoring intervention and couple-focused approach, either face-to-face or remotely (video or computer-based). Successful approaches mostly
targeted at-risk population groups disproportionately affected by the epidemic and in need of effective preventative strategies. The use of behavioural
modi�cation training within local communities in enhancing safe sex was considered to be effective. Speci�cally, it improved HIV risk knowledge, limited the
number of sexual partners, and increased both condom use and the negotiation of unprotected sex. Furthermore, the review highlighted an increase in both
HIV testing and ART adherence. Moreover, it showed improvements in HIV viral suppression and reductions of both HIV and STIs. This demonstrates that
community-based approaches are successful in achieving early diagnoses and access to ART, leading to the reduction of HIV transmission.

Other promising �ndings shown throughout the review referred to the enhancement of PrEP desire, adherence and knowledge as a result of behavioural
interventions at community levels. These mirror the case studies’ outcomes referred to in the introduction, where effective London-based community-level
interventions (??? PrEP Champions Project, 11; ???’s PrEP exploratory research, 12) were shown to increase knowledge and accessibility of PrEP in vulnerable
groups. Speci�cally, the evidence resulting from both the review and the London-based interventions demonstrate how knowledge and accessibility are
complementary in tackling the problem of stigma as the major barrier to accessing PrEP. In fact, it is because of the stigma attached to PrEP use that people
fear being judged negatively by their community members. Other successful interventions designed to operate at community levels when targeting structural
elements such as stigma included opinion leaders. These showed to be powerful in changing social norms, and subsequently, in in�uencing individual
behaviours in relation to HIV prevention within a speci�c context. Here, counselling and peer support mentoring interventions have brought signi�cant
improvements in attitudes and skills in order to maintain safer sex.

This aspect thus reinforces the idea that individuals are able to gain autonomy over their sexual behaviours once becoming aware of risks and their own
choices. We argue here that in the absence of behavioural interventions that prevent stigma from hampering knowledge and awareness at community levels,
HIV prevention biomedical tools would have restricted impact. Therefore, for the widespread use of any HIV-related medication, it is important that individuals
at risk feel emotionally safe to be well informed about its bene�ts in order to make informed choices (24). The review found that increasing knowledge about
HIV transmission and its strategies for prevention helped the studies’ participants perceive their level of risk of infection. Here, HIV-related awareness
enhanced the reduction of risky behaviour and strengthened the knowledge necessary to enable individuals to protect themselves from potential transmission.
This is a very important aspect, since past research (9) has shown that lack of risk perception can limit acceptability of the concept of TasP. The idea that
incorporating skills-building behavioural interventions and stigma-related structural interventions within any community-based HIV preventative programme is
fundamental. As such, this paper agrees with Flowers and colleagues (13) when considering behavioural interventions to be supporters rather than
competitors of biomedical technologies.

With regard to the importance of providing the combination of multi-level interventions, the review also illustrated the importance of both structural and
community-based approaches in order to increase effectiveness within high-risk environments. This was particularly so in contexts where endangered
structural factors (homelessness and unemployment) could easily magnify the likelihood of infections. The above demonstrates that interventions should
always be contextually appropriate and speci�c to their audience’s values and needs when attempting to change behaviours. As a result, we argue that
communities should function as primary agents in any local prevention efforts, where community-based actors are identi�ed as intervention specialists (16).
In this respect, they should be actively involved in the development, implementation, and oversight of programme-interventions intended to change individuals’
behaviours. One of the rationales behind this is to understand that increasing knowledge of HIV in the community, while also respecting the human rights of
those targeted, is critical in reaching the marginalised groups with effective HIV prevention services. Community ownership would therefore enable open
discussions on community knowledge and perspectives of HIV and facilitate the engagement of those at risk, while increasing the chances for successful
interventions.

Within the review, there was found to be a paucity in terms of community-based studies from the UK in the past ten years. This means that evidence-based
community-based behavioural interventions have not been implemented, published or reported consistently. This should be perceived as a loss of opportunity
for the advocacy of community-based behavioural interventions in the UK context, particularly when considering the limiting effects of the over-reliance on
biomedical tools (13). As Collins and colleagues (17) have previously asserted, evidence-based behavioural strategies within community-level interventions
have the power to bridge the gap between communities at risk and HIV prevention intervention research. This concern cannot be overestimated when aiming
to end AIDS by 2030. Therefore, further efforts should be directed towards documenting and evaluating such interventions.

Finally, the majority of the studies used combination HIV prevention as part of their strategies of intervention. This means that the behavioural aspects were
combined with biological and structural elements of prevention. The current paper considers this to be a positive sign, while agreeing with Noar (21) when
highlighting the importance of behavioural approaches within community-based interventions in supporting recent advances of biomedical strategies. In order
to achieve optimal public health impact in the real-world context, simultaneous implementation of both HIV treatment and prevention plays a vital role when
used within the comprehensive behavioural, biomedical and structural combination of strategies adaptable to a speci�c setting. Unfortunately, from this point
of view it seems that the combination HIV prevention model in the UK still has a long way to go.

RECOMMENDATIONS

We argue that in the absence of community-based culturally tailored behaviour change interventions, HIV prevention relying on a solely biomedical approach
would have a restricted impact in helping London to get to zero new HIV infections. Consequently, after summarising the review and examining emerging
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issues, a number of recommendations are proposed at different levels, with the further need to expand a more robust collaboration between community-based
interventions and empirical research. Through this, it is hoped that the effectiveness of these behavioural interventions will increase respect within the
multidimensional combination of HIV prevention in London.

Recommendations at the Individual Level

Evidence from the UK context shows an increased practice of condomless anal sex in MSM and a scarcity of prevention interventions directed at women,
requiring additional effort to be placed on counselling and peer mentoring. The review has illustrated the positive aspects of using both video and peer-based
facilitators to promote safer sex and increase HIV knowledge in MSM. These strategies could be also replicated with MSM who are reluctant to test for HIV,
particularly as small group-level interventions in targeted familiar environments (e.g., bars or other LGBT+ venues). Pre- and post- peer-based counselling will
facilitate access to testing, while discussing with service users any potential barriers to the use of condoms. Peer mentoring becomes a valid alternative to
help create an empathic approach as this presents the ability to understand the emotional burdens that similar individuals face in relation to protection, HIV
testing, diagnosis and treatment.

Further recommendations should aim to reach out to women, particularly those from minority backgrounds. For example, evidence from the review has shown
that culturally tailored HIV-related counselling and group support are effective interventions in seronegative women from ethnic minority background.
Speci�cally, the review has demonstrated the effectiveness of adopting emotion-based writing workshops and computer-based counselling in combination
with structural elements such as stigma. Consequently, it is strongly believed that a community coaching model using groups in targeting stigma-related
issues could assist women at risk on how to best approach both self-sampling and self-testing without the risk of feeling discriminated. Community-level
distribution of test kits together with contextually tailored behavioural interventions, particularly for women from the Black African community is strongly
recommended. In this instance, community-based counselling through established support groups would help women to understand the importance of testing
or safer sex and receive both health and psychological back up. This method of intervention will be community-based in the sense that speci�c settings will be
targeted as spaces to facilitate the intervention: home-base networking, spiritual and religious sites, communal gathering venues such as hairdressers and
other familiar publicly frequented spaces. The goal of promoting a supportive and enabling environment for women will provide the opportunity to address
through community dialogue the underlying inequalities faced by this high-risk population group.

Recommendations at the Community Level

Behavioural interventions also aim at building active connected communities through constructed dialogue. Giving voice to members of high-risk groups
create conditions for them to play a more active role in community life. The review has shown that interventions implementing group counselling and
awareness raising have been successful in empowering individuals from diverse cultural backgrounds, while enhancing sex risk reduction. However, these
interventions also have the ability to inform and educate, while providing communities with the relevant information tailored to the needs of their local
contexts. This includes information regarding the bene�ts of testing, how to access HIV testing services, the importance of testing as a communal responsible
act, and the bene�ts of knowing their own status. In cities with a richness of cultures and languages, such as London, particular attention must be given to
any non-English speaking subgroups. Here, culturally sensitive information needs to be translated appropriately while considering the meaning, nuances and
cultural speci�city of the messaging. The aim is to tackle the physical, social and legal realities within which unsafe attitudes take place, wherein group
counselling and peer mentoring activities are included in culturally appropriate interventions.

Recommendations at the Structural Level

HIV authorities in England should attempt to alter social norms by including policy interventions that produce behavioural change. Here, structural elements
such as inequality and stigma should always be considered. It is recommended that interventions should include a combination of policy actions and other
programmatic initiatives that would target gender, economic and social inequality. These should also include antidiscrimination laws that support human
rights. Further national strategies should see HIV prevention as a continuum. Here, the funding of comprehensive programmes should include a coordinated
system of technical support in developing an inclusive HIV-related national plan. Its objective is to increase awareness of STI and HIV prevention strategies
and treatment options, while also aiming at reducing levels of stigma within affected communities.

Recommendations for Improved Evaluation of Community-based Interventions

Finally, from the review it was evident that inconsistent implementation of evidence-informed interventions caused limitations in some of the studies when
transferred to a different context. It is strongly believed that community-based behavioural interventions are well suited to improve health, including HIV
prevention. However, the evidence of its effectiveness cannot be objectively evaluated without reliable outcome documentation. At present, most community-
based service-delivery in London has been documented through grey literature, with very little evaluation made through robust studies. Therefore, conducting
more robust evaluations in order to identify community-level best practices for health improvement is highly recommended.

A valid alternative would be to establish a framework for conceptualising community-academic partnerships around capacity building (53). This advocates
for community-based organisations to improve their evaluation-based capacity, fundamental in the collection, analysis and interpretation of own data in order
to make sense of their actions and improve results. This means that in order to maximise the accuracy of information about a speci�c intervention, service-
providers should receive training on how the data should be collected and evaluated. Quality of information through the provision of robust evaluation and
monitoring will be fundamental in assessing the effectiveness (including evaluation of costs) of a speci�c intervention. Through this, it could be possible to
identify key behaviours, context-related values and optimal delivery strategies, while giving greater emphasis to understanding the key trends of local
epidemics. This strengthened monitoring and evaluation capacity will allow for the impact and value of any HIV preventative programmes to be effectively
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assessed, while also informing decisions on further allocation of funding. The �nal goal would be a system that comprises use of intervention protocols,
technical assistance, training, and �delity assessment.

At present, the system appears to operate in a vicious cycle of budgetary constraints that national HIV prevention programmes have faced in these past years
(54). By not funding the provision of evidence, it is impossible for community-based behavioural interventions to show reliable empirical conclusions. At the
same time, the inability to establish the interventions’ effectiveness (including cost-effectiveness) limits the reliability of these approaches and therefore their
subsequent funding. This means that lack of community embedded evidence becomes a self-ful�lling prophecy. Increasing emphasis on evidence-based
community behavioural interventions will contribute to the efforts in understanding the key trends of local epidemics, and assess the overall feasibility of
successful behavioural programmes into the London context.

Limitations
Various limitations should be also considered when analysing this paper. Only studies from USA where found to be undertaken after the year 2010, wondering
whether these could be easily transferred to the UK context. Consequently, in order to have studies based in high-income contexts outside the USA, these were
further included by expanding the scope of publication back to 2000. The reviewed studies’ interventions follow-up effects were limited to a maximum of 12
months, despite previous research speci�cally showing that long-term (> 1 year) changes are di�cult to sustain (55). This is an issue requiring further
investigation. The reviewed studies over-relied mostly on self-reported or less robust assessment, rather than complementing with more objectively measured
behavioural interventions (e.g., randomised controlled trials). Finally, the lack of detailed interventions’ descriptions within the studies’ reports restricted the
objectivity in assessing the effectiveness of their interventions. A weakness that further community-based behavioural interventions research should consider
when reporting their outcomes in the future.

Conclusions
The current paper outlines some guiding principles and considerations that policy makers in London must bear in mind when considering the effectiveness of
combination HIV prevention with the aim of reaching zero HIV infections by 2030 (Summary of the study outcomes, description and recommendations are
shown in Table II). To achieve this, it is fundamental that biomedical and structural elements of prevention are supported by evidence-based behavioural
interventions in partnership with community-based HIV prevention providers. This would direct the action of national stakeholders in implementing evidence-
based interventions, which should be in line with the epidemiological data of a speci�c context and supported by social and structural political commitment.
This continuum of prevention would then be rigorously evaluated, adapted and further implemented through the systematic analysis of research data. The
authors of this paper are aware that this entire process presents some challenges. However, it is also believed that these challenges are not insurmountable.
The encouragement of a participative ethos and of multilevel interventions, both at community and research levels, can only improve the health situation and
outlook of vulnerable communities affected by HIV in London. The �ndings of this review have reinforced our argument that we need community-based,
culturally relevant programmes alongside and interweaving with biomedical approaches, and not solely biomedical-focused HIV prevention.
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Table II

Summary of the study outcomes, description and recommendations

Study
Outcomes

Outcome Description Recommendations

Overall
Effectiveness

Behavioural strategies within community-based using counselling (individual and group
levels), peer support mentoring, couple-focused approaches, video or computer-based
interventions are effective in targeting vulnerable population groups: BAME, MSM, PLWHIV,
IDU, ICC, SW and ITE.

Such interventions are vital elements
within the combination HIV prevention
for high-risk communities.

Knowledge &
Accessibility

Behavioural strategies within community-based enhance safe sex and HIV risk knowledge,
limit the number of sexual partners, increase condom use and negotiation of unprotected
intercourse, increase HIV testing and ART adherence, improve HIV viral suppression while
reducing HIV and STIs infections, and �nally enhance PrEP desire, adherence and
knowledge. 

Knowledge and accessibility are
complementary in tackling the problem
of stigma as the major barrier to
accessing HIV prevention.

Combination of
Structural
Elements

Interventions designed to operate at community levels are successful when targeting
structural elements such as stigma. These are powerful in changing social norms and
in�uencing individual behaviours in relation to HIV prevention: Opinion leaders, counselling
and peer support mentoring interventions bring signi�cant improvements in attitudes and
skills in order to maintain safer sex.

In the absence of behavioural
interventions that prevent stigma from
hampering awareness, HIV prevention
biomedical tools would have restricted
impact.

HIH-related
Awareness

Increasing knowledge about HIV transmission and its strategies for prevention helps to
perceive individuals’ level of risk for infection. Here, HIV-related awareness enhances the
reduction of risky behaviour and strengthened the knowledge necessary to enable
individuals to protect themselves from potential transmission.

Individuals are able to control their own
sexual behavioural patterns mainly once
becoming aware of risks.

Multi-level
Intervention

Importance of both structural and community-based approaches in order to increase
effectiveness within high-risk environments, especially in contexts where endangered
structural factors (homelessness and unemployment) could easily magnify the likelihood
of infections. 

Interventions should always be
contextually appropriate, and that
community actors function as primary
agents in any local prevention efforts in
reaching the marginalised groups.

Lack of
Empirical
Evidence

There is a paucity in terms of community-based studies from the UK in the past ten years.
This means that evidence-based community-based behavioural interventions have not
been implemented, published nor reported consistently. 

Further efforts should be directed
towards documenting and evaluating
such interventions in understanding the
key trends of local epidemics.

Implementation
& Sustainability

Inconsistent implementation of evidence-informed interventions caused limitations in
some of the studies when transferred to a different context, and only few studies measured
the outcomes with follow-up periods up to 12 months.

Short-term follow-ups prevent service
providers from examining longer-term
e�cacy and sustainability of
intervention effects.

 

Figures
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Figure 1

Diagram representing the process of identi�cation, screening, eligibility and inclusion of the community-based behavioural interventions’ effectiveness for
�nal review.

 

* In order to include studies based in high-income contexts outside the USA, the search also comprised data from European studies published back to 2000.

** BAME = Black African and Minority Ethnic, MSM = Men who have Sex with Men, PLWHIV = People Living with HIV, IDU = Injecting Drug Users, ICC =
Individuals Convicted of Crime, SW = Sex Workers, ITE = Individual of Transgender Experience.
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