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Abstract 

Background: In 2010, the first comprehensive National HIV/AIDS Strategy for the United States was released and 
included three goals: (1) reducing the number of people who become infected with HIV, (2) increasing access to care 
and improving health outcomes for people living with HIV, and (3) reducing HIV-related health disparities and health 
inequities. In 2013, as part of its effort to help address the National HIV/AIDS Strategy, the National Institute on Drug 
Abuse (NIDA) funded a type 2 effectiveness-implementation hybrid trial titled the Substance Abuse Treatment to HIV 
Care (SAT2HIV) Project. Aim 1 of the SAT2HIV Project tests the effectiveness of a motivational interviewing-based brief 
intervention (MIBI) for substance use as an adjunct to usual care within AIDS Service Organizations (ASOs) as part of its 
MIBI Experiment. Aim 2 of the SAT2HIV Project tests the effectiveness of implementation and sustainment facilitation 
(ISF) as an adjunct to the Addiction Technology Transfer Center (ATTC) model for training staff in motivational inter-
viewing as part of its ISF Experiment. The current paper describes the study protocol for the ISF Experiment.

Methods: As part of a multisite randomized controlled trial, individuals with comorbid HIV/AIDS and problematic 
substance use are randomized to receive either the ASOs’ usual care (control condition) or usual care plus a MIBI for 
substance use (experimental condition) delivered by trained ASO case-management staff. Primary outcome meas-
ures are reductions in days of primary substance use, number of substance-related problems, times engaging in risky 
behaviors, days of non-adherence to HIV medications, and increases in substance use treatment. As part of this paper, 
we describe the trial protocol in accordance with the Standard Protocol Items: Recommendations for Interventional 
Trials guidelines.

Discussion: If successfully able to implement MIBI as an effective adjunct to usual care, the current trial may have a 
significant impact on increasing the capacity of ASOs to address problematic substance use among individuals living 
with HIV/AIDS. Reducing the prevalence of problematic substance use among individuals living with HIV/AIDS within 
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Background
Background and rationale
In 2010, the first comprehensive National HIV/AIDS 
Strategy for the United States was released and included 
three primary goals [1]. The first goal was reducing the 
number of people who become infected with HIV. This 
goal is paramount given estimates that there are approxi-
mately 50,000 new HIV infections each year within the 
United States [2] and that lifetime treatment costs of each 
new HIV infection are approximately $400,000 (in 2015 
dollars) [3], suggesting the overall lifetime treatment 
costs for HIV in the United States increases by approxi-
mately $20 billion a year. The second goal was increasing 
access to care and improving health outcomes for people 
living with HIV. This goal is important given estimates 
that 60% of the 1.2 million Americans infected with HIV 
are not engaged in HIV care and 63% are not prescribed 
antiretroviral therapy (ART) [4], when ART can signifi-
cantly reduce the risk of developing AIDS [5] and new 
HIV infections [1, 6]. The third goal was reducing HIV-
related health disparities and health inequities, which 
are significant in the United States [7]. For example, the 
overall rate of HIV infection for Blacks is eight times 
the overall rate for [7], and approximately 75% of HIV/
AIDS cases are among men [8]. Furthermore, a gender by 
race disparity exists; the HIV rate for Black men is seven 
times the rate for White men, and the HIV rate for Black 
women is 19 times the rate for White women [7].

In 2013, as part of its effort to help bolster the National 
HIV/AIDS Strategy, the National Institute on Drug Abuse 
(NIDA) released a multipronged expansion of HIV- and 
AIDS-related research that included a request for research 
on the integration of substance use services within HIV/
AIDS settings [9]. In 2014, NIDA awarded funding for two 
5-year projects. One, titled “Implementation to Motivate 
Physician Response to Opioid Dependence in HIV Set-
tings,” proposed a stepped wedge design to test the effec-
tiveness of a multifaceted implementation strategy in terms 
of increasing implementation of naloxone and buprenor-
phine/naloxone within HIV primary care organizations 
[10]. The second, titled “Substance Abuse Treatment to 
HIV Care” (SAT2HIV), proposed a type 2 effectiveness-
implementation hybrid trial design [11, 12]. As shown in 
Fig. 1, Aim 1 of the SAT2HIV Project tests the effective-
ness of a motivational interviewing-based brief interven-
tion (MIBI) for substance use as an adjunct to usual care 

within AIDS Service Organizations (ASOs) as part of its 
multisite MIBI Experiment. Aim 2 of the SAT2HIV Project 
tests the effectiveness of implementation and sustainment 
facilitation (ISF) as an adjunct to the Addiction Technol-
ogy Transfer Center’s (ATTC) model for training staff in 
motivational interviewing as part of its ISF Experiment. 
The current paper describes the study protocol for the 
MIBI Experiment, which has been written in accordance 
with the SPIRIT guidelines [13, 14] (see Additional file 1). 
The study protocol for the ISF Experiment, also written in 
accordance with the SPIRT guidelines, has been prepared 
separately [15]. With this background, we describe below 
the objective, design, and methods for the SAT2HIV Pro-
ject’s MIBI Experiment.

Overview of study objective and design
The SAT2HIV Project’s MIBI Experiment was conceptu-
alized in 2013, when research on brief interventions for 
drug use was regarded as needed [16] and promising [17–
19]. The primary objective of the MIBI Experiment was 
to test the effectiveness of MIBI as an adjunct to UC for 
substance use within ASOs (i.e., Aim 1 of the SAT2HIV 
Project). Consistent with the extant research [17, 20], we 
hypothesized that relative to the UC condition, the MIBI 
condition would result in significant reductions in pri-
mary substance use, substance-related problems, engage-
ment in risky behaviors, as well as in significant increases 
in receipt of substance use treatment, and ART medica-
tion adherence. In terms of design, the MIBI Experiment 
is a multisite randomized controlled two-group (UC vs. 
UC +  MIBI) effectiveness trial whose primary endpoint 
of interest is primary substance use during the 4-weeks 
following randomization. Randomization used a 1:1 allo-
cation ratio. An effectiveness trial was selected because 
our primary interest was whether MIBI would work when 
used within the real-world conditions of ASOs, which is 
a design that more directly informs those making deci-
sions about appropriate services to implement in prac-
tice settings [21]. Since the SAT2HIV Project was funded, 
research failing to support brief interventions for drug 
use within primary care settings has been reported [22, 
23], as has research supporting brief interventions for 
drug use within HIV primary care settings [24]. Building 
upon the extant research evidence base, the SAT2HIV 
Project’s MIBI Experiment will help advance research on 
brief interventions for drug use, especially in HIV service 

the United States may lead to significant improvements on key performance measures (i.e., the HIV Care Continuum 
and the 90-90-90 target).
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settings. Consistent with Aharonovich and colleagues’ 
explanation for their positive findings relative to the null 
findings of others [22, 23], we believe the potential for 
reducing substance use (alcohol and other drug use) may 
be greater in HIV service settings than in general pri-
mary care. To the extent that this is true, addressing sub-
stance use within HIV service settings has the potential to 
have several important public health impacts, including 
improvements in HIV quality of care [25, 26], medication 
adherence [27–30], and viral suppression [31–33].

Methods
Participants, interventions, and outcomes
Study setting
The MIBI Experiment is being conducted in community-
based ASOs (targeted N = 39) located across the United 
States. ASOs conduct HIV prevention efforts and pro-
vide medical case management services (e.g., retention 
in care, medication adherence, referral to social services 
and specialty treatment) to individuals living with HIV/
AIDS, including support services for their families and 
friends. ASOs are distinct from HIV primary care organi-
zations, which as defined by the Centers for Disease Con-
trol and Prevention, provide medical services including 
prescriptions for ART, CD4 T-lymphocyte testing, and/
or HIV viral load testing [34].

Eligibility criteria
Consistent with the intent of effectiveness trials [21], 
there were limited eligibility criteria beyond the clinical 
indication of interest (i.e., comorbid HIV/AIDS and sub-
stance use disorder). Specifically, the eligibility criteria 
for the study were: (1) living with HIV/AIDS, (2) being 
18+ years of age, and (3) acknowledging use of at least 
one substance within the past 28 days and endorsing two 
or more substance use disorder symptoms during the 
past 12  months. The only study exclusion criterion was 
not being able to speak English.

Interventions
Usual care. ASOs rarely systematically screen for or 
assess substance use as part of their UC process. It is even 
rarer for ASOs to have adequately trained staff to provide 
substance use services. Consequently, when individuals 
with comorbid HIV/AIDS and problematic substance 
use are identified, many ASOs are only able to offer these 
individuals a referral to a local substance use treatment 
organization. Thus, for the current experiment, UC con-
sisted of referral to formal addiction treatment, mutual-
help services, or both.

Motivational interviewing-based brief intervention. In 
addition to UC, all eligible and consenting client partici-
pants randomized to the UC +  MIBI condition receive 
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Fig. 1 Conceptual overview of the MIBI experiment within the context of the parent SAT2HIV Project. Note: MIBI = Motivational Interviewing-based 
Brief Intervention; ISF = Implementation and Sustainment Facilitation; bolded arrows represent hypothesized relationships. Dashed arrows repre-
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the project’s MIBI. MIBI is a single-session 20- to 30-min 
MIBI delivered by one of the ASO’s two trained case-
management staff, which we refer to hereafter as BI Staff. 
The intervention uses a step-by-step format (see Fig. 2).

  • Step 1 aims to have BI Staff engage clients and help 
them focus on a primary substance (i.e., one that 
caused them the most problems) and its relation to 
HIV. BI Staff try to understand clients’ motivation for 
stopping substance use and receiving HIV care.

  • Step 2 aims to build upon Step 1 by strategically 
evoking clients’ reasons for change (called change 
talk). Step 2 provides up to three opportunities (Steps 
2a–2c) for motivational enhancement. In Step 2a, BI 
Staff summarize clients’ arguments for and against 
change and then have the clients identify additional 
reasons from a checklist for quitting or cutting down 
substance use. BI Staff ask clients to elaborate on 
identified reasons and then ask a key question to 
determine their substance use goal. If clients com-
mit to quitting or cutting back on substance use, BI 
Staff proceed to Change Planning (Step 3). If clients 
remain ambivalent about changing substance use, BI 
Staff move to Step 2b. In Step 2b, BI Staff offer clients 
personalized feedback about how their use compares 
with that of others, the annual cost of their use, and 
how substance use typically affects Highly Active 
Antiretroviral Therapy (HAART) adherence, morbid-
ity, and mortality among people infected with HIV. 

BI Staff summarize and emphasize change talk. If 
clients remain noncommittal, BI Staff use additional 
motivational enhancement strategies (e.g., impor-
tance or confidence ruler technique) to evoke moti-
vation for change (Step 2c).

  • Step 3 involves developing a change plan to 
strengthen clients’ commitment to cut back or quit 
substance use. BI Staff cover the following elements: 
steps clients might take, identification of when each 
step will be used, review of available substance use 
treatment services, and identification of social sup-
ports and obstacles.

  • Step 4 summarizes the MIBI session. For clients who 
committed to change and developed a change plan, 
BI Staff use a contract with clients to summarize the 
change plan and fortify the clients’ commitment to it. 
For clients who remain unsure about changing their 
substance use, BI Staff seek to “keep the door open” 
by thanking clients for talking about their substance 
use and encouraging them to discuss it again at their 
next visit.

Training BI Staff in MIBI includes well-established 
methods: (1) an ATTC-developed online course on 
motivational interviewing (1  h per week for 5  weeks; 
A Tour of Motivational Interviewing at www.healthe-
knowledge.org); (2) an ATTC-run skill-based training 
workshop (2  days); and (3) ongoing ATTC-led perfor-
mance review, feedback, and coaching based on ratings 
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of audio recorded MIBI sessions with practice clients. All 
members of the training team are members of the Moti-
vational Interviewing Network of Trainers [35]. Before 
implementing MIBI with actual study participants, each 
BI Staff is required to demonstrate MIBI proficiency 
(i.e., a score of 4+ [out of 7] on half or more of 10 adher-
ence ratings and on half or more of 10 competence rat-
ings) with at least one practice client. All practice MIBIs 
are rated by one of the ATTC trainers, with MIBI integ-
rity measured in accordance with the Independent Tape 
Rater Scale [36].

Outcomes
Adapted from the Addiction Severity Index, 5th Edi-
tion, [37] primary outcome measures included: days of 
primary substance use, number of substance-related 
problems, times engaging in risky behaviors, days of 
substance use treatment, and ART medication adher-
ence (see Table 1). To be consistent with our team’s other 
research testing the MIBI protocol [38], the specific time 
point of interest was 28  days post-randomization, the 
method of aggregation for each condition was the group-
centered mean, and the participant-level analysis metric 
was the participant’s final value adjusted for the partici-
pant’s baseline value. Additionally, several secondary 
outcomes (e.g., urgency to change, intentions to change, 
commitment to change, self-efficacy to change) are meas-
ured and examined as mechanisms of change for the 
MIBI [12].

Participant timeline
Figure  3 depicts the standardized participant flow dia-
gram used by each of three cohorts of ASOs. A brief 
(1–5  min) substance use screener is utilized by trained 
staff (including but not limited to BI Staff) to identify eli-
gible client participants (see eligibility criteria section). 
Immediately following the completion of the substance 
use screener, staff read a standardized project introduc-
tion and ask potential participants if they are interested in 
learning more. Individuals with an expressed interest are 
then read the informed consent and given a copy. Within 
a week of completing the screening and written informed 
consent, one of the organization’s two BI Staff members 
administers the project’s 30-minute baseline assessment 
and participant locator form, schedules a 4-week follow-
up assessment appointment, and randomizes (see allo-
cation section) the participant to one of the two study 
conditions. Immediately following randomization, the BI 
Staff administers the organization’s usual care protocol 
(e.g., referral to local substance treatment organization) 
and, when applicable, the MIBI session. Participation 
concludes with the completion of a 30-minute, 4-week 
post-randomization follow-up assessment.

Sample size
Thirty-nine participating ASOs, each with 48 partici-
pants and an expected intraclass correlation coefficient 
of .05, would provide 80% power to detect a statistically 
significant (p  <  .05) difference for effect sizes of .20 or 
greater [39]. In anticipation of organizations recruiting 
75% of their target number of participants and in antici-
pation of an 80% follow-up completion rate, each organi-
zation targets 72 client participants. Thus, the sample 
size is anticipated to be between 1872 (39 × 48 = 1872) 
and 2592 participants (39 × 72 = 2808).

Recruitment
As part of the participant recruitment process, each 
trained ASO staff person utilizes a standardized partici-
pant recruitment packet that includes (1) a substance 
use screener, (2) a project introduction sheet, (3) the 
informed-consent form, and (4) the assurance of con-
sent. In addition to having ASOs incorporate the par-
ticipant screening and recruitment process into their 
regular workflow (e.g., new client intakes, client reevalu-
ations), ASOs also placed copies of the project’s stand-
ardized research project flyer on their bulletin boards 
and the bulletin boards of other locally relevant organi-
zations (e.g., department of public health). Each ASO 
seeks to recruit 12 client participants per month over a 
6-month recruitment period, and ASOs receive $50 per 
participant randomized. Additionally, starting in month 
4 of the recruitment period, individual BI Staff earn $20 
for their fourth participant randomized each month, $30 
for their fifth participant, and $50 for their sixth partici-
pant. To maintain staff awareness of the extent to which 
they are successfully achieving their monthly and overall 
participant recruitment goals, during the first week of 
each month, one of the project’s coordinators generates 
and distributes to each ASO a customized end-of-month 
report. This report details the ASOs’ prior-month and 
cumulative screening and recruitment progress.

Assignment of interventions
Allocation
Immediately after completing the baseline assessment 
and locator form, client participants are randomized 
to one of the project’s two conditions. A blocked rand-
omization sequence (blocking size of 6) generated via a 
blocked randomization program [40] determines condi-
tion assignment. Within each of the 39 ASOs, each of the 
two trained BI Staff has a lock box containing 36 sequen-
tially numbered tamper-evident security envelopes. 
Within each envelope is a randomization slip indicating 
the condition assignment. The randomization envelope 
is opened in front of the participant. Upon completion 
of the randomization process, BI Staff update a secure 
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Table 1 Instruments, instrument-related procedures, and primary outcome measures

a Screening and recruitment staff trained to complete; b brief intervention (BI) staff trained to complete; c condition blinded research staff trained to complete

Instruments (time; compensa-
tion)

Collection time-points and procedures Primary outcome measures

Enrollment (pre-baseline) Baseline (t = 0 weeks) Follow-up (t = 4 weeks)

Substance Use Screener 
(1–5 min; $0)

Xa,b

Project Introduction Script 
(1–2 min; $0)

Xa,b

Informed Consent (5–10 min; 
$0)

Xa,b

Assurance of Consent (1–2 min; 
$0)

Xa,b

Locator Form (5–10 min; $0) Xb

Baseline Assessment 
(20–40 min; $20)

Xb Baseline measurement of each 
primary outcome was com-
pleted as part of the baseline 
assessment, which was 
adapted from the Addiction 
Severity Index, 5th Edition. [37] 
Descriptions of the primary 
outcome measures are pro-
vided below

Follow-up Assessment 
(20–40 min; $20)

Xc Days of primary substance use
A continuous measure (ranges 

from 0 to28) of the number of 
days participants used their 
primary substance during the 
past 28 days

Number of substance-related 
problems

A continuous measure (ranges 
from 0 to 11) of the number of 
substance use disorder symp-
toms participants had during 
the past 28 days

Times engaging in risky behaviors
A continuous measure (no speci-

fied range) of the number of 
times participants engaged in 
unprotected sex, injection drug 
use, or needle sharing during 
the past 28 days

Days of substance use treatment
A continuous measure (ranges 

from 0 to 28) of the number 
of days participants attended 
residential treatment, outpa-
tient treatment, or self-help 
group meetings during the 
past 28 days

Antiretroviral therapy (ART) medi-
cation adherence

A continuous measure (ranges 
from 0 to 28) of the number 
of days participants missed 
at least one dose of their HIV 
medications during the past 
28 days
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centralized recruitment tracking log, which a project 
coordinator monitors multiple times per week.

Blinding (masking)
The BI Staff and the client participants are not blinded 
to study condition. The follow-up assessment staff, who 
are RTI International employees, are blinded to study 
condition.

Data collection, management, and analysis
Data collection methods
Training for data collection staff. Beyond successfully 
completing RTI’s online human subject protection 
training [41], project staff must successfully complete 
all applicable project trainings before assisting with 
data collection. For staff administering the instruments 
during screening and recruitment (approximately 2–5 

staff per ASO), the 1-hour one-on-one training process 
consists of (1) confirming that the trainee fully read 
the training manual; (2) answering questions about the 
training manual; (3) demonstrating how to administer 
the screening and use recruitment-related instruments 
(see Table 1); (4) having the trainees practice the screen-
ing and using recruitment-related instruments with 
the trainer following a standardized answer script; and 
(5) reviewing the guidelines for storing, transmitting, 
and destroying data. Upon completion of this training, 
trainees receive a $25 gift card. For staff assisting with 
completion of the baseline assessment and locator form 
and participant randomization (the two BI staff at the 
ASO), the 1–hour one-on-one training process consists 
of (1) confirming that the trainee fully read the train-
ing manual; (2) answering questions about the training 
manual; (3) providing a standardized overview of the 

Completion of Follow-up Assessment
(t = 4 weeks)

Allocation to Usual Care (UC) 
Condition 

(t = 0 weeks)

Allocation to UC + Motivational 
Interviewing-based Brief 
Intervention Condition

(t = 0 weeks)
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Randomization

(t = 0 weeks)

Substance Use Screening

Recruitment and Consent

Follow-up Assessment Not Completed

Western Cohort 
of ASOs

(January 2016 – June 2017)

Central Cohort 
of ASOs

(January 2015 – June 2016)

Eastern Cohort 
of ASOs

(January 2017 – June 2018)

Completion of Follow-up Assessment
(t = 4 weeks)

Excluded:
eligibility criteria not met.

Excluded:
consent not obtained.

Fig. 3 Flow of participants
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baseline assessment, locator form, and participant ran-
domization process; (4) having the trainees practice the 
initial interview, locator form, and randomization pro-
cess with the trainer following a standardized answer 
script; and (5) reviewing the guidelines for storing, 
transmitting, and destroying data. Upon completion of 
this training, trainees receive a $25 gift card. For staff 
administering the follow-up assessment (approximately 
5 staff employed and compensated by RTI), a 2-hour 
group training process consists of (1) reviewing the 
project goals and design, (2) providing a standardized 
overview of the follow-up assessment, (3) practicing the 
follow-up assessment as a group with the trainer follow-
ing a standardized answer script, (4) reviewing the pro-
cedures for contacting and confirming the identify of 
project participants, and (5) reviewing the participant 
compensation process.

Instruments and instrument-related procedures for 
data collection. Table  1 lists the project’s instruments 
(e.g., substance use screener, informed consent, baseline 
assessment, locator form, follow-up assessment) and 
instrument-related procedures (e.g., participant time, 
participant compensation, administration staff, collection 
points).

Data management
Data management guidelines and procedures for ASOs. 
To ensure appropriate data management at each ASO, 
the following data storage, transmission, and destruc-
tion guidelines were created and approved by the govern-
ing Institutional Review Board (IRB): (1) hard copies of 
completed project documents will be temporarily stored 
in a secure location only accessible to project staff, (2) 
electronic copies of completed project documents and 
files will be stored in a secure electronic folder or on an 
encrypted thumb drive that is only accessible to pro-
ject staff and only long enough to allow the documents 
to be transmitted to RTI staff, (3) electronic copies of 
project documents will be transmitted to RTI staff only 
through RTI’s encrypted SharePoint website, (4) audio 
recordings of brief interventions will not contain any 
participant-identifying information, (5) audio record-
ings of brief interventions will be transmitted to RTI staff 
only through RTI’s secure website, (6) electronic copies 
of project documents and files will be destroyed imme-
diately after being transmitted to RTI staff, (7) hard cop-
ies of project documents will be shredded after RTI has 
confirmed receipt of the electronic copies, and (8) all 
applicable Health Insurance Portability and Accountabil-
ity Act procedures and guidelines [42] will be adhered 
to. RTI research staff helped each BI Staff develop a data 
storage, transmission, and destruction protocol, which 
had to be subsequently reviewed and approved by each 

ASO’s designated safety person before the BI Staff was 
allowed to assist with the project.

Data quality assurance procedures. Upon receipt of 
electronic copies of project documents, a member of the 
research staff at RTI reviews them. In addition to work-
ing with the respective ASO staff to resolve issues in real-
time, each ASO receives a monthly data quality feedback 
report that lists data quality issues identified during the 
previous calendar month and any necessary corrective 
actions.

Data entry procedures. After the data quality assurance 
procedures have been completed, RTI staff enter all study 
document data into a Voxco-based [43] data entry pro-
gram that resides on RTI’s enhanced security network. 
Although quality assurance checks are built into the data 
entry program, 10% of entered study documents are ran-
domly selected for additional quality assurance checks by 
a data entry supervisor.

Data storage procedures. All data from the research 
project are stored on RTI’s enhanced security net-
work, which adheres to the security standards of the 
Federal Information Processing Standards (FIPS) 
“moderate” level of security categorization [44], imple-
menting multiple security measures, including two-fac-
tor authentication.

Statistical methods
An intention-to-treat analysis approach (i.e., all partici-
pants analyzed as randomized) will be used. Though miss-
ing data is anticipated to be minimal (i.e., less than 5%), 
hot-deck imputation [45, 46] will be used. All analyses will 
be conducted with HLM software [47] for multilevel data 
(i.e., clients clustered within staff, clustered within organi-
zations). Multilevel regression analyses of primary and 
secondary outcomes will be adjusted for baseline depend-
ent measure of interest, age, race, gender, gender identity, 
sexual orientation, marital status, education level, engage-
ment in HIV medical care during the past 12  months, 
prescription of ART during the past 12  months, MIBI 
integrity, and study cohort. Additionally, we will examine 
the extent to which the relationship between client-level 
condition assignment and each client-level outcome dif-
fers by organization-level condition. Reporting of results 
will include the coefficient, standard error, corresponding 
95% confidence interval, p value, and effect size. The Bon-
ferroni method [48] will be used to adjust the overall level 
of significance for secondary outcomes.

Monitoring
Data monitoring
In addition to being conducted under the auspices of 
RTI’s IRB, an independent Data and Safety Monitoring 
Board (DSMB) (see Additional file 2) is used to help with 
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data monitoring. The principal investigator, however, 
assumes ultimate responsibility for the project’s data and 
safety monitoring.

Harms
At the follow-up assessment, participants are asked to 
report new adverse symptoms (i.e., unfavorable medical 
occurrences, symptoms, or diseases), with any adverse 
event being reported to the principal investigator within 
24 h. Adverse events will be reported to the IRB within 
2  weeks, while serious adverse events will be reported 
within 1  week. IRB actions (e.g., approvals, violations) 
will be reported to the project’s funder in annual progress 
reports. All adverse events will be reported to the DSMB 
as part of the annual DSMB report.

Auditing
Throughout the participant recruitment period, a pro-
ject coordinator conducts a weekly check-in with each 
participating ASO’s trained safety person. Additionally, 
throughout the follow-up period, a project coordinator 
conducts a weekly check-in with the follow-up supervi-
sor. Given the number of ASOs, the check-in process is 
initiated via email, with telephone follow-ups conducted 
as necessary.

Ethics and dissemination
Research ethics approval
The current study and its full study protocol have been 
reviewed and approved by RTI’s IRB (Federalwide Assur-
ance No. 3331). As of this writing, the expiration date of 
the IRB approval is January 7, 2018.

Protocol amendments
Any modification to the protocol that may affect the con-
duct of the study, potential benefit of the participants, or 
participant safety requires a formal amendment. Such 
amendments are submitted to RTI’s IRB for review and 
approval. All protocol amendments are communicated to 
the DSMB as part of the annual report.

Consent
All participants must provide written consent to par-
ticipate in the project. As described previously, upon 
completion of the substance use screener, staff use a 
standardized script to introduce the project to potential 
participants. Eligible individuals that express interest 
are read the informed consent, provided a copy for their 
own records, and given an opportunity to ask questions. 
Individuals desiring to participate complete the assur-
ance of consent form, which documents (1) that the 
participant has read the informed consent, (2) that the 
participant has had the opportunity to ask questions, (3) 

that the study has been explained to their satisfaction, 
(4) that the participant has freely decided to participate, 
(5) that the participant is aware that they may choose 
to not participate or to withdraw from this study at any 
time without penalty or loss of benefits to which they 
are otherwise entitled, (6) the participant’s agreement to 
participate in the study, (7) the participant’s agreement to 
the use and disclosure of their information for research 
study purposes, (8) the participant’s printed name, (9) 
the participant’s signature, and (10) the date on which 
the participant provided consent. See Additional file 3 for 
the project’s introduction script, informed consent, and 
assurance of consent.

Confidentiality
As stated in the informed consent, information provided 
as part of the study is kept confidential and not shared 
with anyone outside of the study. The only exception is 
if participants plan to harm themselves or another spe-
cific person. Efforts to protect participant confidentiality 
were numerous and included (1) assignment of a unique 
study number only accessible to the ASO study staff and 
a limited number of RTI study staff; (2) secure storage 
(e.g., locked file cabinet located in secure building, folder 
located on password-protected servers located in secure 
building) of study documents (paper or electronic) that 
contain both the participant name and study number; (3) 
not including identifying participant information when 
study results are presented at meetings or published in 
journals; and (4) destroying all documents containing 
identifying information within 90 days of project comple-
tion with the exception of the project’s assurance of con-
sent, which must be stored for at least 3 years after study 
completion.

Declaration of interests
There are no competing interests or conflicts of interest 
to be declared.

Access to data
During the active data collection period, data access is 
restricted to the data coordinator, statistician, and statis-
tical programmer. Upon completion of data collection, 
full data access will be given to the principal investigator, 
statistician, and statistical programmer. Upon completion 
of the project, a public access dataset will be created and 
made available to the principal investigator upon request.

Ancillary and post‑trial care
As a strategy to prevent treatment contamination (i.e., 
participants randomized to the UC condition receiving 
the MIBI), the importance of strict adherence to protocol 
during the trial is discussed repeatedly with participating 
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staff. As part of these discussions, it is emphasized that 
upon completion of participation in the trial, ASOs and 
their staff are not only allowed, but strongly encouraged, 
to sustain implementation of the MIBI.

Dissemination policy
Irrespective of the magnitude or direction of effect, we 
will disseminate study findings. Dissemination efforts 
will include presentations at professional scientific con-
ferences and publication in peer-reviewed journals with 
the highest impact factor possible. Additionally, we will 
seek to ensure the project’s publications are open access 
(i.e., available online to readers without financial, legal, or 
technical barriers beyond those inseparable from gaining 
access to the internet).

Discussion
January 1, 2017, marked the halfway point for the 5-year 
SAT2HIV Project, a large-scale NIDA-funded type 2 
effectiveness-implementation hybrid trial that serves as 
the parent project for the MIBI Experiment. In this arti-
cle, the study protocol for the MIBI Experiment, a mul-
tisite randomized controlled trial on the effectiveness 
of MIBI for substance use as an adjunct to usual care in 
community-based ASOs (Aim 1 of the parent SAT2HIV 
Project), has been described in accordance with the 
SPIRIT guidelines [13, 14]. Below, we highlight and dis-
cuss trial-relevant events (both anticipated and unantici-
pated) that have occurred to date, trial-relevant events 
that remain to be completed, key strengths and weak-
nesses of the trial, and anticipated impacts of the trial.

Trial-relevant events that have occurred to date
Table  2 summarizes several anticipated and unantici-
pated discrete events that have occurred thus far and are 
helpful in illustrating the MIBI Experiment’s progres-
sion and changing outer context. Although not shown in 
Table 2, important non-discrete trial-relevant events have 
occurred as well. For example, consistent with our team’s 
prior research on staff turnover [49–52], some turno-
ver of BI Staff has occurred. This is unfortunate given 
that extensive resources (both time and financial) are 
required for BI Staff to demonstrate and maintain MIBI 
integrity using the ATTC training methods incorporated 
into this study [53, 54]. To minimize against the negative 
impact of BI Staff turnover, two BI staff from each ASO 
were trained in the MIBI. Ideally, more than two BI Staff 
would have been trained as a further protective meas-
ure, but we elected to forego this added protection given 
the additional resources it would have required and our 
need to maximize the number of participating ASOs, 
which is important to maximize statistical power for the 
SAT2HIV Project’s ISF Experiment (see Fig. 1).

Trial-relevant events that remain to be completed
The preparation process for the third cohort began 
March 2017 and will be completed at the end of June 
2017, with the effectiveness trial anticipated to begin 
July 2017 and be completed at the end of December 
2017. Upon completion of the final participant follow-
up assessments, our research team will initiate the data 
cleaning and analysis process and the product develop-
ment and dissemination process.

Key strengths and limitations of the MIBI Experiment
This SAT2HIV Project’s MIBI Experiment has several 
noteworthy strengths and limitations. Key weaknesses 
include (1) the participant sample being limited only to 
individuals 18  years of age or older who speak English 
and self-report recent (past 28 days) substance use with 
indication of a substance use disorder (during the past 
year) at or above the mild criteria [55], (2) reliance solely 
on self-reported primary substance use at follow-up as 
the primary outcome, and (3) a 4–week post-randomiza-
tion follow-up period. Nonetheless, these limitations are 
outweighed by the project’s many strengths.

Key strengths include (1) the randomized controlled 
trial design; (2) conducting the trial in ASOs; (3) the 
large number of ASOs; (4) the focus on alcohol and 
other substance use as opposed to a single substance 
type; (5) the clinical intervention (i.e., MIBI) being tested 
as an adjunct to usual care rather than as an alternative 
to usual care (i.e., usual care only vs. brief intervention 
only); (6) the high degree of internal validity (e.g., blind-
ing follow-up interviewers to condition assignment, 
extensive quality assurance procedures); and (7) the high 
degree of external validity (e.g., minimal exclusion crite-
ria, high level of geographic representativeness of ASOs 
within the United States, delivery of MIBI by ASO case 
managers).

Potential impacts of the MIBI Experiment
Panel A of Fig. 4 illustrates the present U.S. performance 
regarding the UNAIDS 90-90-90 targets [56] and the 
HIV Care Continuum performance measures [57, 58], as 
well as that problematic substance use among individuals 
living with HIV/AIDS reduces the extent to which ASOs 
and their key services are able to positively impact these 
key performance measures. Panel B of Fig.  4 illustrates 
the potential impact of providing support for MIBI as an 
effective adjunct to usual care within ASOs. More spe-
cifically, if MIBI is found to be effective, expanding ASOs’ 
service continuum to include MIBI for substance use has 
the potential to help reduce the prevalence of problem-
atic substance use among individuals living with HIV/
AIDS, which in turn may increase the extent to which 
ASOs positively impact key performance measures, such 
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as being linked to care, being engaged in care, being pre-
scribed ART, and achieving viral suppression. However, 
as indicated by the question marks above each perfor-
mance measure, future research will be needed to meas-
ure changes over time in these performance measures.

The anticipated positive impacts that may ideally stem 
from reducing problematic substance use among indi-
viduals living with HIV/AIDS are posited to stem from 
increasing ASOs’ ability to help individuals engage in 

HIV care, which is the most significant break point along 
the U.S. HIV Care Continuum [59] and has been found to 
be negatively impacted by substance use [60, 61].

Conclusion
Comorbid HIV/AIDS and substance use is an issue of 
great public health relevance given that substance use 
among people living with HIV/AIDS is associated with 
several issues including increased psychiatric problems 

Table 2 Key project-relevant events completed to date

Calendar year Calendar month Project year Project month Key project-relevant events

2014 July YEAR 1 MONTH 1 The targeted number of participating organizations and client participants was 
reduced because the grant received a $565,695 reduction in its total budget

August MONTH 2

September MONTH 3

October MONTH 4 The Joint United Nations Programme on HIV/AIDS (UNAIDS) released its 90-90-90 
treatment targets to help end the AIDS epidemic

November MONTH 5 The principal investigator (Dr. Garner) of the grant moved from Chestnut Health 
Systems to RTI International

The grant was relinquished back to the National Institute on Drug Abuse (NIDA)

December MONTH 6

2015 January MONTH 7

February MONTH 8 The grant award, minus the costs incurred during the first 5 months of the 
grant, was awarded to RTI International with Dr. Garner again as the principal 
investigator

March MONTH 9 The preparation process for the SAT2HIV Project’s first cohort of AIDS service 
organizations was initiated

April MONTH 10

May MONTH 11

June MONTH 12 The MIBI Experiment preparation process for the SAT2HIV Project’s first cohort of 
ASOs was completed

July YEAR 2 MONTH 13 The MIBI Experiment with the SAT2HIV Project’s first cohort was initiated
The updated United States National HIV/AIDS Strategy was released

August MONTH 14

September MONTH 15

October MONTH 16

November MONTH 17

December MONTH 18

2016 January MONTH 19 The MIBI Experiment with the SAT2HIV Project’s first cohort was completed

February MONTH 20

March MONTH 21 The MIBI Experiment preparation process for the SAT2HIV Project’s second cohort 
of ASOs was initiated

April MONTH 22

May MONTH 23

June MONTH 24 The preparation process for the SAT2HIV Project’s second cohort of ASOs was 
completed

July YEAR 3 MONTH 25 The MIBI Experiment with the SAT2HIV Project’s second cohort was initiated

August MONTH 26

September MONTH 27

October MONTH 28

November MONTH 29

December MONTH 30 The MIBI Experiment with the SAT2HIV Project’s second cohort was completed
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[62], poorer HIV viral suppression [31–33], poorer HIV 
medication adherence [27–30], and increased likelihood 
of engaging in risk behaviors that result in infection 
transmission to others [63]. Thus, with an estimated 50% 
of adults receiving HIV care reporting substance use in 
the past 12 months [64], there is a major need to address 
substance use among people living with HIV/AIDS. The 
SAT2HIV Project’s MIBI Experiment represents the 
largest randomized controlled trial to date focused on 
identifying the best methods to improve ASOs’ ability to 
address comorbid HIV/AIDS and substance use. Should 
the effectiveness of MIBI as an adjunct to ASOs’ usual 
care be supported, our team will seek to support MIBI 
dissemination, implementation, and sustainment in as 
many ASOs as possible. Importantly, such efforts will be 
informed by the SAT2HIV Project’s ISF Experiment (see 
Fig.  1), which, as previously noted, is testing the effec-
tiveness of a multifaceted implementation strategy as an 
adjunct to the ATTCs’ current state-of-the-art training 
model. Consistent with the intent of effectiveness-imple-
mentation hybrid designs, our hope is that our design 
for the parent SAT2HIV Project (i.e., a type 2 effective-
ness-implementation hybrid trial) will minimize the 

research-to-practice lag that has been found to plague 
numerous areas of health [65–69].

Abbreviations
AIDS: acquired immune deficiency syndrome; ASO: AIDS Service Organiza-
tion; ATTC: Addiction Technology Transfer Center; ART: antiretroviral therapy; 
BI: brief intervention; DSMB: Data and Safety Monitoring Board; FIPS: Federal 
Information Processing Standards; HIV: human immunodeficiency virus; ISF: 
Implementation and Sustainment Facilitation; IRB: Institutional Review Board; 
MIBI: Motivational Interviewing-Based Brief Intervention; NIDA: National 
Institute on Drug Abuse; SAT2HIV: Substance Abuse Treatment to HIV; SPIRIT: 
Standard Protocol Items: Recommendations for Interventional Trials; UNAIDS: 
Joint United Nations Programme on HIV/AIDS; UC: usual care.

Authors’ contributions
Study conceptualization and design led by BRG. All authors were involved in 
developing and editing the manuscript and have given final approval of the 
submitted version. All authors read and approved the final manuscript.

Additional files

Additional file 1. Standard protocol items: recommendations for inter-
ventional trials (SPIRIT) checklist.

Additional file 2. Data and safety monitoring board (DSMB).

Additional file 3. Project’s introduction script, informed consent, and 
assurance of consent.

ASOs Key Services

Prevalence of problema�c 
substance use among 
individuals living with 

HIV/AIDS

+

–

Reduc�ons in the prevalence 
of problema�c substance 

use among individuals living 
with HIV/AIDS

+
+

Services for problema�c 
substance use are 

limited to nonexistent 

Mo�va�onal Interviewing-
based Brief Interven�on for 

Substance Use

Panel A: The prevalence of problema�c substance use among individuals living with HIV/AIDS reduces (i.e., nega�ve 
impact) the extent to which ASOs posi�vely impact key performance measures.

+

HIV Tes�ng
Medical case-management
Non-medical case-management

ASOs Key Services

Expanded Service of ASOs

HIV Tes�ng
Medical case-management
Non-medical case-management

Panel B: If MIBI is effec�ve, expanding ASOs service con�nuum to include MIBI for substance use may help reduce 
the prevalence of problema�c substance use among individuals living with HIV/AIDS, which may help increase 
(i.e., posi�ve impact) the extent to which ASOs posi�vely impact key performance measures.

Fig. 4 Potential impacts of the SAT2HIV Project’s MIBI Experiment

https://doi.org/10.1186/s13722-017-0095-8
https://doi.org/10.1186/s13722-017-0095-8
https://doi.org/10.1186/s13722-017-0095-8


Page 13 of 15Garner et al. Addict Sci Clin Pract  (2017) 12:31 

Author details
1 RTI International, P. O. Box 12194, 3040 E. Cornwallis Rd., Research Triangle 
Park, NC 27709-2194, USA. 2 School of Nursing and Health Studies, Univer-
sity of Missouri-Kansas City, 2464 Charlotte St, Kansas City, MO 64108, USA. 
3 University of Nebraska Public Policy Center, 215 Centennial Mall South, Suite 
401, Lincoln, NE 68588, USA. 4 Vandersloot Training and Consulting, 11845 NW 
Stone Mt. Lane, #108, Portland, OR 97229, USA. 5 Public Health and Preventive 
Medicine, Oregon Health and Science University, 3181 SW Sam Jackson Park 
Rd. CB669, Portland, OR 97239, USA. 6 National Development and Research 
Institutes, Inc, 71 West 23rd Street, New York, NY 10010, USA. 7 Department 
of Public Administration and Policy, Rockefeller College of Public Affairs 
and Policy, University at Albany, 1400 Washington Avenue, Milne 300E, Albany, 
NY 12222, USA. 8 Rockefeller Institute of Government, State University of New 
York, 1400 Washington Avenue, Milne 300E, Albany, NY 12222, USA. 9 Depart-
ment of Psychiatry, VA Connecticut Healthcare System, Yale University, 950 
Campbell Avenue (116B), West Haven, CT 06516, USA. 

Acknowledgements
Special thanks go to St. Louis Effort For AIDS (http://www.stlefa.org/) and its 
leadership staff (Ann Ritz, Cheryl Oliver) for their great help and support dur-
ing the initial development of the SAT2HIV Project. Special thanks also goes to 
Tracy Karvinen (http://www.karvinencounseling.com/) for helping connect Dr. 
Garner to St. Louis Effort For AIDS and its amazing staff. Finally, special thanks 
go to several of RTI International’s Research Operations Center staff for helping 
with the initial development of the SAT2HIV Project: Tamara Terry, Todd Prince, 
Adam Kaderabek, Lynda Tatum, and David Schultz.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
Upon reasonable request, which should be made to the corresponding 
author, study data or materials may be made available.

Consent for publication
Not applicable.

Ethics approval
The current study was conducted under the auspices of RTI International’s 
Institutional Review Board.

Funding
This work was supported by the National Institute on Drug Abuse (NIDA; 
R01DA038146; PI Garner). NIDA had no role in the design of this study-
and will not have any role during its execution, analyses, interpretation of 
thedata, or decision to submit results. The content is solely the responsibility 
of the authors and does not necessarily represent he official views of the 
government.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Received: 27 January 2017   Accepted: 11 September 2017

References
 1. White House Office of National AIDS Policy. National HIV/AIDS strategy 

for the United States. Updated to 2020. https://www.aids.gov/federal-
resources/national-hiv-aids-strategy/nhas-update.pdf (2015). Accessed 
28 Aug 2015.

 2. Centers for Disease Control and Prevention. New HIV infections in 
the United States. https://www.cdc.gov/nchhstp/newsroom/docs/
factsheets/new-hiv-infections-508.pdf (2016). Accessed 10 Jan 2017.

 3. Centers for Disease Control and Prevention. HIV cost-effectiveness. 
http://www.cdc.gov/hiv/prevention/ongoing/costeffectiveness/ (2013). 
Accessed 28 Aug 2015.

 4. Bradley H, Hall HI, Wolitski RJ, Van Handel MM, Stone AE, LaFlam M, 
Skarbinski J, Higa DH, Prejean J, Frazier EL, et al. Vital Signs: HIV diagnosis, 
care, and treatment among persons living with HIV–United States, 2011. 
MMWR Morb Mortal Wkly Rep. 2014;63(47):1113–7.

 5. Insight Start Study Group, Lundgren JD, Babiker AG, Gordin F, Emery S, 
Grund B, Sharma S, Avihingsanon A, Cooper DA, Fatkenheuer G, et al. 
Initiation of antiretroviral therapy in early asymptomatic HIV infec-
tion. N Engl J Med. 2015;373(9):795–807. https://doi.org/10.1056/
NEJMoa1506816.

 6. Cohen MS, Chen YQ, McCauley M, Gamble T, Hosseinipour MC, Kumar-
asamy N, Hakim JG, Kumwenda J, Grinsztejn B, Pilotto JH, et al. Preven-
tion of HIV-1 infection with early antiretroviral therapy. N Engl J Med. 
2011;365(6):493–505. https://doi.org/10.1056/NEJMoa1105243.

 7. Centers for Disease Control and Prevention. HIV Surveillance Report. 
Volume 25. http://www.cdc.gov/hiv/library/reports/surveillance/ (2013). 
Accessed 24 Aug 2016.

 8. Centers for Disease Control and Prevention. Diagnoses of HIV Infection in 
the United States and dependent areas, 2015. https://www.cdc.gov/hiv/
pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2015-vol-27.
pdf. Accessed 10 Jan 2017.

 9. U.S. Department of Health and Human Services. Part 1. Overview infor-
mation. https://grants.nih.gov/grants/guide/rfa-files/RFA-DA-14-011.html 
(n.d.). Accessed 10 Jan 2017.

 10. Rhode Island Hospital. Implementation to motivate physician response 
to opioid dependence in HIV setting In: NIH RePORTER [Internet]. 
Washington, DC: NIH RePORTER. https://projectreporter.nih.gov/pro-
ject_info_description.cfm?aid=8768926&icde=32527944&ddparam=&d
dvalue=&ddsub=&cr=17&csb=default&cs=ASC&pball=NLMIdentifier:1
R01DA038082-01. Accessed 10 Jan 2017.

 11. Curran GM, Bauer M, Mittman B, Pyne JM, Stetler C. Effectiveness-
implementation hybrid designs: combining elements of clinical 
effectiveness and implementation research to enhance public 
health impact. Med Care. 2012;50(3):217–26. https://doi.org/10.1097/
MLR.0b013e3182408812.

 12. Research Triangle Institute. Substance abuse treatment to HIV care 
(SAT2HIV) In: NIH RePORTER [Internet]. Washington, DC: NIH RePORTER. 
Available from: https://projectreporter.nih.gov/project_info_description.
cfm?aid=8883478&icde=32528000&ddparam=&ddvalue=&ddsub=&
cr=8&csb=default&cs=ASC&pball=NLMIdentifier:5R01DA038146-03. 
Accessed 10 Jan 2017.

 13. Chan AW, Tetzlaff JM, Altman DG, Laupacis A, Gotzsche PC, 
Krleza-Jeric K, Hrobjartsson A, Mann H, Dickersin K, Berlin JA, 
et al. SPIRIT 2013 statement: defining standard protocol items 
for clinical trials. Ann Intern Med. 2013;158(3):200–7. https://doi.
org/10.7326/0003-4819-158-3-201302050-00583.

 14. Chan AW, Tetzlaff JM, Gotzsche PC, Altman DG, Mann H, Berlin JA, 
Dickersin K, Hrobjartsson A, Schulz KF, Parulekar WR, et al. SPIRIT 2013 
explanation and elaboration: guidance for protocols of clinical trials. BMJ. 
2013;346:e7586. https://doi.org/10.1136/bmj.e7586.

 15. Garner BR, Zehner M, Roosa, MR, Martino, S, Gotham HJ, Ball, EL, et al. 
Testing the implementation and sustainment facilitation (ISF) strategy 
as an effective adjunct to the Addiction Technology Transfer Center 
(ATTC) strategy: study protocol for a cluster randomized trial. Addict 
Sci Clin Pract.  2017. https://doi.org/10.1186/s13722-017-0096-7.

 16. Saitz R, Alford DP, Bernstein J, Cheng DM, Samet J, Palfai T. Screening and 
brief intervention for unhealthy drug use in primary care settings: rand-
omized clinical trials are needed. J Addict Med. 2010;4(3):123–30. https://
doi.org/10.1097/ADM.0b013e3181db6b67.

 17. Madras BK, Compton WM, Avula D, Stegbauer T, Stein JB, Clark HW. 
Screening, brief interventions, referral to treatment (SBIRT) for illicit drug 
and alcohol use at multiple healthcare sites: comparison at intake and 
6 months later. Drug Alcohol Depend. 2009;99(1–3):280–95. https://doi.
org/10.1016/j.drugalcdep.2008.08.003.

 18. Humeniuk R, Ali R, Babor T, Souza-Formigoni ML, de Lacerda RB, Ling W, 
McRee B, Newcombe D, Pal H, Poznyak V, et al. A randomized con-
trolled trial of a brief intervention for illicit drugs linked to the Alcohol, 
Smoking and Substance Involvement Screening Test (ASSIST) in clients 
recruited from primary health-care settings in four countries. Addiction. 
2012;107(5):957–66. https://doi.org/10.1111/j.1360-0443.2011.03740.x.

 19. Aharonovich E, Greenstein E, O’Leary A, Johnston B, Seol SG, Hasin DS. 
HealthCall: technology-based extension of motivational interviewing 

http://www.stlefa.org/
http://www.karvinencounseling.com/
https://www.aids.gov/federal-resources/national-hiv-aids-strategy/nhas-update.pdf
https://www.aids.gov/federal-resources/national-hiv-aids-strategy/nhas-update.pdf
https://www.cdc.gov/nchhstp/newsroom/docs/factsheets/new-hiv-infections-508.pdf
https://www.cdc.gov/nchhstp/newsroom/docs/factsheets/new-hiv-infections-508.pdf
http://www.cdc.gov/hiv/prevention/ongoing/costeffectiveness/
https://doi.org/10.1056/NEJMoa1506816
https://doi.org/10.1056/NEJMoa1506816
https://doi.org/10.1056/NEJMoa1105243
http://www.cdc.gov/hiv/library/reports/surveillance/
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2015-vol-27.pdf
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2015-vol-27.pdf
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2015-vol-27.pdf
https://grants.nih.gov/grants/guide/rfa-files/RFA-DA-14-011.html
https://projectreporter.nih.gov/project_info_description.cfm%3faid%3d8768926%26icde%3d32527944%26ddparam%3d%26ddvalue%3d%26ddsub%3d%26cr%3d17%26csb%3ddefault%26cs%3dASC%26pball%3dNLMIdentifier:1R01DA038082-01
https://projectreporter.nih.gov/project_info_description.cfm%3faid%3d8768926%26icde%3d32527944%26ddparam%3d%26ddvalue%3d%26ddsub%3d%26cr%3d17%26csb%3ddefault%26cs%3dASC%26pball%3dNLMIdentifier:1R01DA038082-01
https://projectreporter.nih.gov/project_info_description.cfm%3faid%3d8768926%26icde%3d32527944%26ddparam%3d%26ddvalue%3d%26ddsub%3d%26cr%3d17%26csb%3ddefault%26cs%3dASC%26pball%3dNLMIdentifier:1R01DA038082-01
https://projectreporter.nih.gov/project_info_description.cfm%3faid%3d8768926%26icde%3d32527944%26ddparam%3d%26ddvalue%3d%26ddsub%3d%26cr%3d17%26csb%3ddefault%26cs%3dASC%26pball%3dNLMIdentifier:1R01DA038082-01
https://doi.org/10.1097/MLR.0b013e3182408812
https://doi.org/10.1097/MLR.0b013e3182408812
https://projectreporter.nih.gov/project_info_description.cfm%3faid%3d8883478%26icde%3d32528000%26ddparam%3d%26ddvalue%3d%26ddsub%3d%26cr%3d8%26csb%3ddefault%26cs%3dASC%26pball%3dNLMIdentifier:5R01DA038146-03
https://projectreporter.nih.gov/project_info_description.cfm%3faid%3d8883478%26icde%3d32528000%26ddparam%3d%26ddvalue%3d%26ddsub%3d%26cr%3d8%26csb%3ddefault%26cs%3dASC%26pball%3dNLMIdentifier:5R01DA038146-03
https://projectreporter.nih.gov/project_info_description.cfm%3faid%3d8883478%26icde%3d32528000%26ddparam%3d%26ddvalue%3d%26ddsub%3d%26cr%3d8%26csb%3ddefault%26cs%3dASC%26pball%3dNLMIdentifier:5R01DA038146-03
https://doi.org/10.7326/0003-4819-158-3-201302050-00583
https://doi.org/10.7326/0003-4819-158-3-201302050-00583
https://doi.org/10.1136/bmj.e7586
https://doi.org/10.1186/s13722-017-0096-7
https://doi.org/10.1097/ADM.0b013e3181db6b67
https://doi.org/10.1097/ADM.0b013e3181db6b67
https://doi.org/10.1016/j.drugalcdep.2008.08.003
https://doi.org/10.1016/j.drugalcdep.2008.08.003
https://doi.org/10.1111/j.1360-0443.2011.03740.x


Page 14 of 15Garner et al. Addict Sci Clin Pract  (2017) 12:31 

to reduce non-injection drug use in HIV primary care patients—a pilot 
study. AIDS Care. 2012;24(12):1461–9. https://doi.org/10.1080/09540121.2
012.663882.

 20. Bernstein J, Bernstein E, Tassiopoulos K, Heeren T, Levenson S, Hingson R. 
Brief motivational intervention at a clinic visit reduces cocaine and heroin 
use. Drug Alcohol Depend. 2005;77(1):49–59. https://doi.org/10.1016/j.
drugalcdep.2004.07.006.

 21. Zwarenstein M, Treweek S, Gagnier JJ, Altman DG, Tunis S, Haynes B, 
Oxman AD, Moher D, group C, Pragmatic Trials in Healthcare g. Improving 
the reporting of pragmatic trials: an extension of the CONSORT state-
ment. BMJ. 2008;337:2390. https://doi.org/10.1136/bmj.a2390.

 22. Roy-Byrne P, Bumgardner K, Krupski A, Dunn C, Ries R, Donovan D, 
West II, Maynard C, Atkins DC, Graves MC, et al. Brief intervention for 
problem drug use in safety-net primary care settings: a randomized 
clinical trial. JAMA. 2014;312(5):492–501. https://doi.org/10.1001/
jama.2014.7860.

 23. Saitz R, Palfai TP, Cheng DM, Alford DP, Bernstein JA, Lloyd-Travaglini CA, 
Meli SM, Chaisson CE, Samet JH. Screening and brief intervention for 
drug use in primary care: the ASPIRE randomized clinical trial. JAMA. 
2014;312(5):502–13. https://doi.org/10.1001/jama.2014.7862.

 24. Aharonovich E, Sarvet A, Stohl M, DesJarlais D, Tross S, Hurst T, Urbina 
A, Hasin D. Reducing non-injection drug use in HIV primary care: a 
randomized trial of brief motivational interviewing, with and without 
HealthCall, a technology-based enhancement. J Subst Abuse Treat. 
2017;74:71–9. https://doi.org/10.1016/j.jsat.2016.12.009.

 25. Korthuis PT, Fiellin DA, McGinnis KA, Skanderson M, Justice AC, Gordon 
AJ, Doebler DA, Asch SM, Fiellin LE, Bryant K, et al. Unhealthy alcohol 
and illicit drug use are associated with decreased quality of HIV care. J 
Acquir Immune Defic Syndr. 2012;61(2):171–8. https://doi.org/10.1097/
QAI.0b013e31826741aa.

 26. Korthuis PT, Saha S, Chander G, McCarty D, Moore RD, Cohn JA, Sharp 
VL, Beach MC. Substance use and the quality of patient-provider com-
munication in HIV clinics. AIDS Behav. 2011;15(4):832–41. https://doi.
org/10.1007/s10461-010-9779-8.

 27. Malta M, Strathdee SA, Magnanini MM, Bastos FI. Adherence to antiret-
roviral therapy for human immunodeficiency virus/acquired immune 
deficiency syndrome among drug users: a systematic review. Addiction. 
2008;103(8):1242–57. https://doi.org/10.1111/j.1360-0443.2008.02269.x.

 28. Friedman MS, Marshal MP, Stall R, Kidder DP, Henny KD, Courtenay-Quirk 
C, Wolitski RJ, Aidala A, Royal S, Holtgrave DR. Associations between 
substance use, sexual risk taking and HIV treatment adherence among 
homeless people living with HIV. AIDS Care. 2009;21(6):692–700. https://
doi.org/10.1080/09540120802513709.

 29. Hendershot CS, Stoner SA, Pantalone DW, Simoni JM. Alcohol use 
and antiretroviral adherence: review and meta-analysis. J Acquir 
Immune Defic Syndr. 2009;52(2):180–202. https://doi.org/10.1097/
QAI.0b013e3181b18b6e.

 30. Azar MM, Springer SA, Meyer JP, Altice FL. A systematic review of the 
impact of alcohol use disorders on HIV treatment outcomes, adherence 
to antiretroviral therapy and health care utilization. Drug Alcohol Depend. 
2010;112(3):178–93. https://doi.org/10.1016/j.drugalcdep.2010.06.014.

 31. Lucas GM, Cheever LW, Chaisson RE, Moore RD. Detrimental effects of 
continued illicit drug use on the treatment of HIV-1 infection. J Acquir 
Immune Defic Syndr. 2001;27(3):251–9.

 32. Arnsten JH, Demas PA, Grant RW, Gourevitch MN, Farzadegan H, Howard 
AA, Schoenbaum EE. Impact of active drug use on antiretroviral therapy 
adherence and viral suppression in HIV-infected drug users. J Gen Intern 
Med. 2002;17(5):377–81.

 33. King WD, Larkins S, Hucks-Ortiz C, Wang PC, Gorbach PM, Veniegas R, 
Shoptaw S. Factors associated with HIV viral load in a respondent driven 
sample in Los Angeles. AIDS Behav. 2009;13(1):145–53. https://doi.
org/10.1007/s10461-007-9337-1.

 34. Blair JM, McNaghten AD, Frazier EL, Skarbinski J, Huang P, Heffelfinger JD. 
Clinical and behavioral characteristics of adults receiving medical care for 
HIV infection—Medical Monitoring Project, United States, 2007. MMWR 
Surveill Summ. 2011;60(11):1–20.

 35. Motivational Interviewing Network of Trainers. Welcome to the moti-
vational interviewing page! http://www.motivationalinterviewing.org/ 
(2016). Accessed 10 Jan 2017.

 36. Martino S, Ball SA, Nich C, Frankforter TL, Carroll KM. Community program 
therapist adherence and competence in motivational enhancement 

therapy. Drug Alcohol Depend. 2008;96(1–2):37–48. https://doi.
org/10.1016/j.drugalcdep.2008.01.020.

 37. McLellan AT, Kushner H, Metzger D, Peters R, Smith I, Grissom G, Pettinati 
H, Argeriou M. The fifth edition of the addiction severity index. J Subst 
Abuse Treat. 1992;9(3):199–213.

 38. NIH Research Portfolio Online Reporting Tools (RePORT). Project 
start: screening to augment referral to treatment. (Project Number: 
1R01DA027194-01A2). https://projectreporter.nih.gov/project_info_
description.cfm?aid=8016963&icde=34207467 (2010). Accessed May 10 
2017.

 39. Raudenbush SW, et al. Optimal design software for multi-level and longi-
tudinal research (Version 3.01) [Software]. 2011.

 40. Sealed Envelope Ltd. Randomisation and online databases for clinical 
trials. https://www.sealedenvelope.com/ (2001-2017). Accessed 10 Jan 
2017.

 41. Research Triangle Institute. RTI International Office of Research Protec-
tion. Research with human subjects. Accessed 10 Jan 2017.

 42. U.S. House of Representatives. Health Insurance Portability and Account-
ability Act of 1996. In: Book Health Insurance Portability and Accountabil-
ity Act of 1996 (Editor ed.^eds.). pp. 1–349. City: U.S. Government Printing 
Office; 1996:1–349.

 43. Voxco. Voxco Survey Software. New York, NY: Voxco; 2016.
 44. National Institute of Standards and Technology, Information Technology 

Library. FIPS Publications (2007). Accessed 24 Jan 2017.
 45. Little RJA, Rubin DB. The analysis of social science data with missing 

values. Sociol Methods Res. 1989;18(2–3):292–326. https://doi.org/10.117
7/0049124189018002004.

 46. Figueredo AJ, McKnight PE, McKnight KM, Sidani S. Multivariate mod-
eling of missing data within and across assessment waves. Addiction. 
2000;95(Suppl 3):S361–80.

 47. Raudenbush SW, Bryk AS, Congdon R. HLM 7.01 for Windows [Computer 
software]. Stokie, IL: Scientific Software International, Inc.; 2013.

 48. Neyman J, Pearson ES. On the use and interpretation of certain test crite-
ria for purposes of statistical inference. Biometrika. 1928;20A:175–240.

 49. Garner BR, Hunter BD. Examining the temporal relationship between 
psychological climate, work attitude, and staff turnover. J Subst Abuse 
Treat. 2013;44(2):193–200. https://doi.org/10.1016/j.jsat.2012.05.002.

 50. Garner BR, Hunter BD, Godley SH, Godley MD. Training and retaining 
staff to competently deliver an evidence-based practice: the role of staff 
attributes and perceptions of organizational functioning. J Subst Abuse 
Treat. 2012;42(2):191–200. https://doi.org/10.1016/j.jsat.2011.10.016.

 51. Garner BR, Hunter BD, Modisette KC, Ihnes PC, Godley SH. Treatment 
staff turnover in organizations implementing evidence-based practices: 
turnover rates and their association with client outcomes. J Subst Abuse 
Treat. 2012;42(2):134–42. https://doi.org/10.1016/j.jsat.2011.10.015.

 52. Garner BR, Funk RR, Hunter BD. The relationship between clinician 
turnover and adolescent treatment outcomes: an examination from the 
client perspective. J Subst Abuse Treat. 2013;44(4):444–8. https://doi.
org/10.1016/j.jsat.2012.09.004.

 53. Olmstead T, Carroll KM, Canning-Ball M, Martino S. Cost and cost-
effectiveness of three strategies for training clinicians in motivational 
interviewing. Drug Alcohol Depend. 2011;116(1–3):195–202. https://doi.
org/10.1016/j.drugalcdep.2010.12.015.

 54. Martino S, Paris M Jr, Anez L, Nich C, Canning-Ball M, Hunkele K, Olmstead 
TA, Carroll KM. The effectiveness and cost of clinical supervision for moti-
vational interviewing: a randomized controlled trial. J Subst Abuse Treat. 
2016;68:11–23. https://doi.org/10.1016/j.jsat.2016.04.005.

 55. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders: DSM-5. Washington, DC: American Psychiatric Associa-
tion; 2013.

 56. UNAIDS. 90-90-90. An Ambitious treatment target to help end the AIDS 
epidemic. http://www.unaids.org/sites/default/files/media_asset/90-90-
90_en_0.pdf (2014). Accessed 24 Jan 2017.

 57. Gardner EM, McLees MP, Steiner JF, Del Rio C, Burman WJ. The spectrum 
of engagement in HIV care and its relevance to test-and-treat strate-
gies for prevention of HIV infection. Clin Infect Dis. 2011;52(6):793–800. 
https://doi.org/10.1093/cid/ciq243.

 58. Centers for Disease Control and Prevention. Understanding the HIV Care 
Continuim. http://www.cdc.gov/hiv/pdf/DHAP_Continuum.pdf (2016). 
Accessed 25 Jan 2017.

https://doi.org/10.1080/09540121.2012.663882
https://doi.org/10.1080/09540121.2012.663882
https://doi.org/10.1016/j.drugalcdep.2004.07.006
https://doi.org/10.1016/j.drugalcdep.2004.07.006
https://doi.org/10.1136/bmj.a2390
https://doi.org/10.1001/jama.2014.7860
https://doi.org/10.1001/jama.2014.7860
https://doi.org/10.1001/jama.2014.7862
https://doi.org/10.1016/j.jsat.2016.12.009
https://doi.org/10.1097/QAI.0b013e31826741aa
https://doi.org/10.1097/QAI.0b013e31826741aa
https://doi.org/10.1007/s10461-010-9779-8
https://doi.org/10.1007/s10461-010-9779-8
https://doi.org/10.1111/j.1360-0443.2008.02269.x
https://doi.org/10.1080/09540120802513709
https://doi.org/10.1080/09540120802513709
https://doi.org/10.1097/QAI.0b013e3181b18b6e
https://doi.org/10.1097/QAI.0b013e3181b18b6e
https://doi.org/10.1016/j.drugalcdep.2010.06.014
https://doi.org/10.1007/s10461-007-9337-1
https://doi.org/10.1007/s10461-007-9337-1
http://www.motivationalinterviewing.org/
https://doi.org/10.1016/j.drugalcdep.2008.01.020
https://doi.org/10.1016/j.drugalcdep.2008.01.020
https://projectreporter.nih.gov/project_info_description.cfm%3faid%3d8016963%26icde%3d34207467
https://projectreporter.nih.gov/project_info_description.cfm%3faid%3d8016963%26icde%3d34207467
https://www.sealedenvelope.com/
https://doi.org/10.1177/0049124189018002004
https://doi.org/10.1177/0049124189018002004
https://doi.org/10.1016/j.jsat.2012.05.002
https://doi.org/10.1016/j.jsat.2011.10.016
https://doi.org/10.1016/j.jsat.2011.10.015
https://doi.org/10.1016/j.jsat.2012.09.004
https://doi.org/10.1016/j.jsat.2012.09.004
https://doi.org/10.1016/j.drugalcdep.2010.12.015
https://doi.org/10.1016/j.drugalcdep.2010.12.015
https://doi.org/10.1016/j.jsat.2016.04.005
http://www.unaids.org/sites/default/files/media_asset/90-90-90_en_0.pdf
http://www.unaids.org/sites/default/files/media_asset/90-90-90_en_0.pdf
https://doi.org/10.1093/cid/ciq243
http://www.cdc.gov/hiv/pdf/DHAP_Continuum.pdf


Page 15 of 15Garner et al. Addict Sci Clin Pract  (2017) 12:31 

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

 59. AIDS.gov. HIV/AIDS Care Continuum. https://www.aids.gov/federal-
resources/policies/care-continuum/ (2015). Accessed 11 Jan 2017.

 60. Altice FL, Kamarulzaman A, Soriano VV, Schechter M, Friedland GH. Treat-
ment of medical, psychiatric, and substance-use comorbidities in people 
infected with HIV who use drugs. Lancet. 2010;376(9738):367–87. https://
doi.org/10.1016/s0140-6736(10)60829-x.

 61. Gwadz M, de Guzman R, Freeman R, Kutnick A, Silverman E, Leonard 
NR, Ritchie AS, Munoz-Plaza C, Salomon N, Wolfe H, et al. Exploring how 
substance use impedes engagement along the HIV care continuum: a 
qualitative study. Front Public Health. 2016;4:62. https://doi.org/10.3389/
fpubh.2016.00062.

 62. Gaynes BN, Pence BW, Eron JJ Jr, Miller WC. Prevalence and comorbidity 
of psychiatric diagnoses based on reference standard in an HIV+ patient 
population. Psychosom Med. 2008;70(4):505–11. https://doi.org/10.1097/
PSY.0b013e31816aa0cc.

 63. Palepu A, Tyndall M, Yip B, O’Shaughnessy MV, Hogg RS, Montaner JS. 
Impaired virologic response to highly active antiretroviral therapy associ-
ated with ongoing injection drug use. J Acquir Immune Defic Syndr. 
2003;32(5):522–6.

 64. Bing EG, Burnam A, Longshore D, Fleishman JA, Sherbourne CD, London 
AS, Turner BJ, Eggan F, Beckman R, Vitiello B, et al. Psychiatric disorders 
and drug use among human immunodeficiency virus-infected adults 

in the United States. Arch Gen Psychiatry. 2001;58(8):721–8. https://doi.
org/10.1001/archpsyc.58.8.721.

 65. Institute of Medicine. Bridging the gap between practice and research: 
forging partnerships with community-based drug and alcohol treatment. 
Washington, DC: National Academy Press; 1998.

 66. Institute of Medicine, Committee on Quality of Health Care in America. 
Crossing the Quality Chasm: A New Health System for the 21st Century. 
Washington, DC: National Academy Press; 2001.

 67. Hogan MF. The President’s New Freedom Commission: recommen-
dations to transform mental health care in America. Psychiatr Serv. 
2003;54(11):1467–74.

 68. Institute of Medicine. Improving the quality of health care for mental and 
substance-use conditions: quality chasm series. Washington, DC: National 
Academy Press; 2006.

 69. Garner BR. Research on the diffusion of evidence-based treatments 
within substance abuse treatment: a systematic review. J Subst Abuse 
Treat. 2009;36(4):376–99. https://doi.org/10.1016/j.jsat.2008.08.004.

https://www.aids.gov/federal-resources/policies/care-continuum/
https://www.aids.gov/federal-resources/policies/care-continuum/
https://doi.org/10.1016/s0140-6736(10)60829-x
https://doi.org/10.1016/s0140-6736(10)60829-x
https://doi.org/10.3389/fpubh.2016.00062
https://doi.org/10.3389/fpubh.2016.00062
https://doi.org/10.1097/PSY.0b013e31816aa0cc
https://doi.org/10.1097/PSY.0b013e31816aa0cc
https://doi.org/10.1001/archpsyc.58.8.721
https://doi.org/10.1001/archpsyc.58.8.721
https://doi.org/10.1016/j.jsat.2008.08.004

	Testing the effectiveness of a motivational interviewing-based brief intervention for substance use as an adjunct to usual care in community-based AIDS service organizations: study protocol for a multisite randomized controlled trial
	Abstract 
	Background: 
	Methods: 
	Discussion: 

	Background
	Background and rationale
	Overview of study objective and design

	Methods
	Participants, interventions, and outcomes
	Study setting
	Eligibility criteria
	Interventions
	Outcomes
	Participant timeline
	Sample size
	Recruitment

	Assignment of interventions
	Allocation
	Blinding (masking)

	Data collection, management, and analysis
	Data collection methods
	Data management
	Statistical methods

	Monitoring
	Data monitoring
	Harms
	Auditing

	Ethics and dissemination
	Research ethics approval
	Protocol amendments
	Consent
	Confidentiality
	Declaration of interests
	Access to data
	Ancillary and post-trial care
	Dissemination policy


	Discussion
	Trial-relevant events that have occurred to date
	Trial-relevant events that remain to be completed
	Key strengths and limitations of the MIBI Experiment
	Potential impacts of the MIBI Experiment

	Conclusion
	Authors’ contributions
	References




