
Additional file 10 McMahon and Ward  Page 1 
 

Supplementary results: evidence synthesis and discussion 

‘Authenticity’ 

 

 

The evidence around ‘authenticity’ mechanisms  

Activity 

The evidence from the intervention studies strongly supported this mechanism. Thirty-seven 

interventions reported sound or moderate evidence indicating a strong role of this theorised 

mechanism in culturally appropriate HIV prevention with immigrants. This mechanism was found to 

be operationalised mainly through the use of peers, usually bicultural community educators in the 

design, delivery and dissemination of the intervention [1-31]. Several interventions refined this 

mechanism through matching staff in terms of the gender and/or sexuality [1-7, 10, 14, 19, 21, 22, 

24, 25, 27]. Indeed in some contexts using bicultural women as promotoras (outreach health 

educators) is a culturally recognised way in Latino communities to disseminate health information 

through families and social networks [7, 25].  

 

Adaptation 

Activity - 
bicultural 

staff 
delivering 

the 
intervention 

Mechanism - 
theorised  as 
’authenticity’ 

Response - 
immigrants 
are engaged  

in HIV 
prevention by 

peers – 
‘shared 

culture’ 

Resistance – 
heterogeneity of 

target group ( 
ethnicity/gender/
sexuality) leading 
to difficulties in 

matching 
peers/avoidance 
of peers in some 

contexts 

Context – primary rather than secondary HIV prevention  
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In contrast, sound or moderate evidence to support this mechanism was reported in only seven 

views studies indicating that this mechanism was not widely supported by immigrants themselves to 

enhance cultural appropriate HIV prevention [32-37]. There was partial evidence reported in seven 

studies for refining the match of bicultural peers in terms of gender or sexuality [38-44]. No 

intervention studies or view studies reported evidence to support engaging HIV-positive people as 

peer educators. The sole exception came from a sample of HIV-positive African-born heterosexual 

men and women in the UK who indicated a desire for peer support from other HIV-positive Africans 

[37]. Twenty-six of the views studies did not report any evidence to support the ‘authenticity’ 

mechanism in HIV prevention. 

 

Response and resistance 

The theorised response of immigrants to this mechanism is that they perceive the intervention is ‘for 

them’ as the staff delivering it are peers and, therefore, ‘like them’ in terms of a ‘shared culture’. In 

general intervention studies did not report on the feedback of program participants on this specific 

mechanism but there was positive feedback reported in two studies of an intervention with Latina 

immigrant women in the USA, [7, 25] in the evaluation of a national program to reach immigrants in 

Switzerland, [20] and in an intervention with Turkish and Moroccan immigrants in the Netherlands 

[22]. There were reports of general satisfaction or improved recruitment to intervention activities 

among participants in four studies that employed this mechanism [2, 5, 12, 18] though this was not 

attributed specifically to the use of bicultural peers. Sound evidence for the ‘authenticity’ 

mechanism was found in two views studies of HIV-positive people which reported on the merits of 

staff and peers from the same culture/ethnicity [34, 35]. 

 

There were few explicit reported resistances from intervention participants to this mechanism. 

Some resistance could be inferred from the heterogeneity – in terms of ethnicity and countries of 

origin – which was reported as a barrier to staffing interventions with African immigrants in Canada 
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and in the UK [12, 18]. In terms of gender, one intervention using this mechanism was unable to 

recruit female Iraqi participants [10] and one group intervention reported resistance to female peer 

promotoras as it was perceived that they would not be effective in disseminating prevention 

messages to either young or older men [7, 25]. This perception was also supported in a views study 

[45] where Latino male farm workers in the USA indicated the importance of using male peers to 

overcome the inherent sensitivities in HIV prevention [40]. Two interventions employing this 

mechanism reported a perception of limited appeal of the interventions to HIV-positive people [3, 

17] but the evidence is inconclusive as to whether the perceived lack of reach of programs to HIV-

positive people was related to this mechanism or other program issues. In view studies, HIV-positive 

immigrants overwhelmingly expressed a strong desire for anonymity, secrecy and confidentiality 

around their HIV status when accessing health services and especially avoiding people from the 

same ethnicity [46]. This suggests a resistance to peers (and this mechanism) from HIV-positive 

immigrants who also generally rated the staff of HIV services (who were never reported to be from 

the same ethnicity) and the care they received from these health services highly [47-52]. There was 

also some evidence of resistance to this mechanism from Latino gay men in the USA [38] who 

reported that peers might be a source of prejudice against Latino HIV-positive or Latino gay men. 

 

Context 

 

The evidence to support this adaptive mechanism came primarily from intervention studies with the 

evidence from views studies largely pointing in the opposite direction. This mixed evidence may be 

explained in part by the differences between the intervention studies which were mainly concerned 

with primary prevention of HIV – and consequently aiming to reach uninfected immigrants in the 

‘general’ community or among sub-groups who were not HIV-positive – and the views studies – 

almost half of which were studies made up entirely of immigrants who were HIV-positive. Viewed in 

this way, the evidence around ‘authenticity’ mechanisms points towards its importance in contexts 
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where primary HIV prevention with immigrants is being carried out and away from its utility in  

prevention interventions which are seeking to engage people living with HIV. The evidence to 

support this mechanism from intervention and views studies was largely consistent with how 

‘authenticity’ had originally been theorised. However, the evidence deepened the insights into how 

‘authenticity’ is potentially enacted, and resisted, in real-world interventions.  

 

Discussion of ‘authenticity’ mechanisms  

 

A central premise of ‘authenticity’ mechanisms is that ‘closeness’ between what Durantini et al call 

the “agents of change” [53(p. 212)] (those implementing the intervention) and the intervention 

participants will positively influence the intervention goals in terms of HIV prevention. The strengths 

of this peer-based approach are widely cited in the literature in HIV prevention with immigrants [53-

60]. However, this central premise of ‘closeness’ in peer-based approaches has rarely been 

empirically tested to determine if it contributes to the effectiveness of HIV interventions.  Where it 

has, the results have been uneven. Some reviews have found that matching staff demographically 

(e.g., ethnicity) or behaviourally (e.g., drug use) in HIV prevention to be limited but, nonetheless, 

important in contributing to behaviour change [53]. However, the premise of ‘closeness’ also forms 

a central part of broader theoretical approaches to HIV prevention such as the diffusion model of 

change which emphasises the benefits of homophily as an important basis for trust and credibility 

among intervention participants [61].  Others have stressed the effectiveness of using peers in HIV 

prevention especially in high-risk populations who are often alienated from service providers 

including sex workers, male transport workers and high school students [62]. 

 

An important dilemma that arises in the use of ‘authenticity’ in HIV prevention with immigrants is to 

assess which ‘culture’ of the participants should be used in ‘matching’. For example, should an 
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intervention with Puerto Rican injecting drug users match intervention staff primarily along the lines 

of the ‘ethnic culture’ or the ‘drug culture’ of participants? [55] In most cases it would appear that 

for HIV prevention with immigrants ‘culture’ is often synonymous with ‘ethnic culture’ [60]. In 

contexts where the approach is to match staff along ‘ethnic culture’ lines, the heterogeneity in terms 

of ethnicity of populations can present another dilemma to the utility of ‘authenticity’ mechanisms. 

It may be hard to define which ethnicities to prioritise in terms of staffing, while staffing an 

intervention with multi-ethnic staff can contribute significant costs, which may be hard to justify – 

even if there were compelling evidence that this would generate positive program outcomes. Some 

interventions overcame this ‘multi-ethnic dilemma’ through employing staff from a diversity of 

ethnicities – often as volunteers or casual staff [11, 12, 20] and in some cases having prioritised the 

ethnicities using routine HIV surveillance data which indicated elevated risks of HIV [11]. Some key 

limitations in the implementation of this theorised mechanism come from a national program in 

Switzerland which reported a very high turnover of multi-ethnic staff (mainly due to migration) and a 

poorly defined professional role of these multi-ethnic bicultural community educators contributing 

to challenges in the consistent implementation of the intervention [20]. The evidence to refine 

‘authenticity’ further through gender was contradictory in this review which diverges from studies 

which suggest that employing ethnically-matched female immigrants to carry out interventions to 

reach female immigrants contributes to cultural appropriateness [59]. There was very little evidence 

to support refining this mechanism along sexuality or religious affiliation lines in the studies 

reviewed.  
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The evidence around ‘framing’ mechanisms 

‘Framing’ 

 

 

  

Activity  

  

The evidence around this mechanism was spread across the intervention studies between sound, 

moderate and partial evidence or no evidence. Eighteen studies reported sound or moderate 

evidence to support the importance of this mechanism while 23 studies reported partial or no 

evidence for the adaptation mechanism – a mechanism where the HIV prevention interventions are 

‘framed’ within the wider contexts and priorities of immigrants’ lives. This suggests a mixed role for 

this theorised mechanism in contributing to culturally appropriate behavioural HIV prevention. 

Among interventions which reported strong or moderate evidence of this mechanism it was found 

to be operationalised in diverse ways including: interventions being implemented and led by strong 

coalitions within immigrant communities [4, 5, 7, 12, 17, 18, 20, 25, 26, 63]; framing the HIV 

Adaptation 
Activity - 

partnering 
with  

immigrant 
communities
/agencies  in 

setting 
priorities for 

HIV 
prevention   

Mechanism - 
theorised  as 

’framing' 

Response - 
intervention 

matches 
immigrants 

expectations 
for HIV 

priorities and 
takes into 

account wider 
social 

contexts  -  
'shared vision'   

Resistance –   
rejection of 

priority accorded 
to HIV by 

immigrant 
communities/ 

agencies  

Context – HIV prevention is contextualised within wider social determinants of 
health  
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intervention within wider contexts such as racism and homophobia for Latino gay men [6] and 

gender roles for women at risk of domestic violence [26]; evidence of adjusting the program 

implementation or program evaluation protocols to address issues which immigrant participants had 

raised [5, 13, 14, 16, 22]; evidence of consideration of the competing priorities (other than HIV) 

faced by immigrants in high-income countries [12]; and evidence of the sequencing of priorities in 

the framing of HIV as a ‘general immigrant community’ problem in the first phase of a national 

program in Switzerland to avoid the potentially more difficult issues of homosexuality, injecting drug 

use and sex work until the partnership with immigrant communities was more established [20]. This 

intervention from Switzerland illustrates a partnership process with immigrant community 

institutions which is integral to this theorised mechanism. Similarly, Conner et al [5] describe the 

development of effective partnerships as a three-way process from “positive initial contacts, 

experiences (initially low-pressure ones) that develop the partnership, and sufficient time to develop 

a relationship before a serious challenge arises” (p. 373).  

 

In contrast there was overwhelming evidence to support this mechanism across the views studies 

with 32 studies reporting sound evidence and a further seven studies reporting moderate evidence 

indicating that ‘framing’ mechanisms were seen as crucial by immigrants themselves in terms of 

culturally appropriate HIV prevention. There were a range of interrelated themes in the views 

studies which pointed to broad commonalities across ethnicities, countries of origin, and 

experiences of migration which impacted on the ‘framing’ of interventions and the priority accorded 

to HIV prevention efforts in immigrants’ lives. These could be categorised under two broad themes: 

migration-related stressors and notions of individual responsibility. Firstly, the interrelated themes 

of migration-related stressors included migration goals – which generally involved some form of 

‘escape’, or at the very least, a desire for ‘betterment’ – which were often thwarted in high-income 

countries through harsh living conditions – particularly in struggles for employment, housing and 

coping with social isolation [33, 35, 40, 44, 47, 48, 64, 65]. For HIV-positive immigrants the ‘escape’ 
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was also paradoxically a form of ‘imprisonment’ due to the potential difficulties of cross-border 

travel and the deeper anxiety associated with not being able to return ‘home’ to live with the 

support of family as at ‘home’ they might not be able to afford anti-retroviral treatments or access 

good HIV medical care [32, 34, 44, 48, 50-52]. Migration-related stressors were further exacerbated 

among those who were ‘undocumented’, who were seeking asylum or who did not have permanent 

residency in the high-income country [33-35, 40, 44, 47, 50, 51, 66]. The struggle to ‘get ahead’ was 

also compounded by the need to send remittances to countries of birth to support families [42, 43] 

and/or pay off people smugglers [33]. For some gay and bisexual male immigrants the ‘escape’ of 

migration offered hopes of living without the social stigma of homosexuality in their countries of 

birth [35, 37, 67] only to be confronted with racism and the impacts of class and poverty in the 

destination country [38, 39, 68-70]. Pre-migration trauma and post-migration mental health issues 

[33, 49, 71] were reported as another migration-related stressor in the destination country.  

 

A second broad theme was the importance of notions of collectivism as opposed to individualism for 

immigrants in framing HIV prevention. This collectivist framing of an immigrant’s identity was seen 

to impact on many areas of HIV prevention [44, 50, 72-76] and pointed to the limits of cognitive and 

individualistic notions of responsibility for immigrants who live within frames of collective 

responsibility [73]. Related to the notion of responsibility was the fatalism or lack of individual 

agency expressed in two studies of HIV-positive immigrants encapsulated in the term ‘la suerte’(or 

luck) by Latinos in the USA and ‘the will of God’ by Africans in the UK [41, 44]. In this world view 

people are powerless [44] and lack any agency against the “immutable, external force” (p. 349) of ‘la 

suerte’, “one either has or does not have good luck” (p. 349).  

 

Response and resistance 

The theorised response of immigrants to this mechanism is that the intervention matches the 

immigrant communities’ expectations for priorities in HIV prevention. As with many other 
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mechanisms, the intervention studies did not directly report the feedback of participants on the 

theorised ‘framing’ of the intervention though the overall effect of many interventions can be 

inferred, at least in part, to ‘framing’ where immigrants themselves influenced the planning, delivery 

and evaluation of the intervention and were thus able to contextualise HIV prevention within wider 

social determinants like migration-related stressors, racism and homophobia. Some resistances to 

the ‘framing’ mechanism were reported. These resistances defy easy categorisation and included: 

resistance to empowerment models of HIV prevention which participants saw as negating their 

resilience as immigrants [21]; resistance by participants in evaluation processes to HIV-related 

research [24]; resistance to HIV prevention efforts with regular sexual partners and abstinence 

messages [2, 22, 77]; and even resistances to the Centers for Disease Control and Prevention 

categories of HIV transmission risks [25].  

Context  

In a sense this mechanism is an extension of the ‘endorsement’ mechanism (reported below) to 

deepen the engagement of immigrants in sharing the power to plan, implement and evaluate 

behavioural HIV prevention interventions. This evidence deviated somewhat from the initial 

implementation ‘chain’ for ‘framing’. As originally hypothesised this adaptive mechanism was 

focused on the evaluation of interventions matching immigrant community expectations for 

effectiveness (see Additional file 3). The review of evidence suggested that we broaden this 

adaptation activity to include other aspects of decision making in interventions. This decision making 

can facilitate framing the intervention within the wider social determinants of health for immigrants 

and is more responsive to their priorities. The strongest evidence to support this mechanism came 

from the views studies which may be reflective of the predominance of qualitative research methods 

in the views studies included in the review – research methods which explicitly attempt to share 

power in allowing participants to frame insights relevant to HIV. Thus the review of evidence 
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clarified how ‘framing’ was enacted, and potentially resisted, in real-world HIV interventions with 

immigrants.  

 

Discussion of ‘framing’ mechanisms  

The mixed evidence to support the importance of this mechanism from intervention and views 

studies may in part be a reflection of the stage of development that HIV prevention interventions 

with immigrants have reached. Others have characterised early HIV prevention efforts in high-

income countries as being reliant on communication to change individual behaviour followed by a 

gradual evolution towards community-level interventions and sociopolitical interventions that can 

enhance and sustain behaviour change – so that the focus is less on communication to ‘persuade’ 

and more on environments that ‘enable’ people to change [78]. In this, ‘framing’ mechanisms can be 

situated within the central movement in public health which sees health promotion as enabling 

people and communities to take control of their health [79, 80]. In addition, ‘framing’ mechanisms 

are consistent with contemporary thinking on effective behavioural HIV prevention and the need to 

mobilise communities and build collective action [62, 81] and the need for shared decision-making in 

HIV prevention interventions with immigrants [58, 82-85].  

 

The views studies suggested a range of wider contexts that could be used to frame interventions 

under two broad themes of migration-related stressors and framing interventions within notions of 

collective identity and responsibility. Migration-related stressors could include issues of access to 

employment, education or housing, and coping with social isolation, which were further exacerbated 

among those who were not permanent residents. Diaz argues forcefully for understanding these 

stressors as immediate and current rather than distal stressors in terms of HIV prevention [6]. 

Similarly, notions of individual agency may be weaker in immigrant communities and HIV prevention 

may need to be framed within a notion of collective identity and responsibility. For example, in Mao 
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et al’s study of Asian gay men in Sydney, [86] aspects of a gay identity and an Asian identity were 

seen as being conflicted for the participants with much of the tension around the notion of 

collectivism, which participants strongly valued as a part of their Asian cultures, and individualism 

which was perceived to be strongly valued in gay Australian communities. This dovetails with 

critiques of choice-focused behaviour change models for being based on individualistic cultures and 

failing to address wider social determinants of health in HIV prevention [81]. 

 

The evidence around ‘endorsement’ mechanisms 

‘Endorsement’ 

 Activity  

The evidence for this mechanism from the intervention studies was weak with 24 interventions 

reporting no evidence and or only partial evidence for this adaptation in culturally appropriate HIV 

prevention. Against this, 17 interventions reported strong or moderate evidence for ‘endorsement’ 

by immigrant communities and leaders. Among these interventions the mechanism was found to be 

guided by principles of community participation and operationalised in diverse ways including: 

Adaptation 
Activity -  

consulting 
with 

immigrant 
communities 
and leaders     

Mechanism - 
theorised  as 

’endorsement’ 

Response - 
intervention  

is allowed and 
supported by 

immigrant 
communities 

– ‘shared 
consent'  

Resistance –   
denial by 

immigrant 
communites and 
leaders of HIV as 

a pertinent  
health issue  

Context – mitigate HIV-related stigma in what is seen as private and moral 
domains    
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interventions being implemented with the endorsement of community leaders, [7, 9, 12, 17, 18, 20, 

26] input by community members in formative evaluations of interventions, [4, 5, 63] or 

interventions developed by, and extensively focus-tested with, the target group [6, 8, 14, 21, 25] [9] 

Similarly, there was little evidence to support this mechanism across the views studies with 32 

studies reporting no evidence or only partial evidence indicating that ‘endorsement’ was seen as less 

important by immigrants themselves in terms of culturally appropriate behavioural HIV prevention. 

Only eight studies reported sound or moderate evidence to support this mechanism and this 

minority of studies stressed the potential for ‘endorsement’ mechanisms to mitigate some of the 

stigma associated with HIV with faith leaders singled out as having a strong role to play in some 

studies, [33, 41, 47, 49] while other studies stressed the potential role of ethnic community 

endorsement to promote social capital in ways that were conducive to HIV prevention, [64, 87, 88] 

and another study highlighted the opportunities for collaboration between HIV and immigrant 

community agencies to facilitate endorsement of interventions [36].  

 

Response and resistance 

  

The theorised response of immigrants to this mechanism is that they perceive the intervention is 

‘allowed’ and supported by community leaders. In general the interventions did not report on the 

specific feedback of program participants on this mechanism. In intervention studies that reported 

no evidence or only partial evidence it was difficult to infer any positive response or resistance to 

this mechanism. Even in interventions that reported sound or moderate evidence for this 

mechanism specific feedback was limited. One study reported that the endorsement of the soccer 

managers, players and captains as a key to an HIV/AIDS soccer tournament gaining acceptance 

among African-born communities in the UK [18] while another reported that community 

endorsement was critical to the establishment of a dedicated community-based HIV agency within 

existing multi-ethnic Asian and Pacific Islander community structures [9]. The sole resistance around 
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this mechanism was reported in the first implementation phase of a national program in Switzerland 

where there was widespread denial of HIV as being a pertinent health issue among community 

leaders [20]. This denial and stigma was widely reported in views studies which were concerned with 

the sexual transmission of HIV where there were a multiple potential resistances to ‘endorsement’ 

including widespread stigma towards HIV-positive immigrants [37].  

Context 

This mechanism was not widely found in intervention or views studies but where it was reported it 

was seen to offer overarching support around a notion of ‘shared consent’ for the intervention. At 

an individual and community level HIV can often perceived in terms of morality. The views studies 

indicated that the endorsement of community leaders – and in particular faith-based leaders – could 

help mitigate some of the stigma and denial around HIV. In practice, securing the endorsement of 

faith-based leaders who are often seen as sources of compassion and guardians of morality may be  

challenging. The partial evidence to support this mechanism from the intervention and views studies 

was largely consistent with how ‘endorsement’ had originally been theorised though the evidence 

clarified how this mechanism was enacted in real-world HIV interventions with immigrants.  

Discussion of ‘endorsement’ mechanisms  

While this mechanism was not widely found in intervention or views studies it does mirror the 

literature on effective health promotion with immigrants [56] and the literature on behavioural HIV 

prevention strategies which draw on influential leaders to endorse change [62]. In practice, securing 

the endorsement of immigrant community leaders in a HIV context can present some dilemmas. In 

particular, modern plural nation-states often strive to achieve a “society which is unitary in the 

public domain but which encourages diversity in what is thought of as private or communal matters” 

[89(p.208)]. Arguably, the behaviours which drive HIV transmission are intensely private and yet 

they form part of an important public health issue which can make immigrant community leaders 

reluctant to endorse what can be seen to be a contentious and stigmatised health issue. Faith-based 
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institutions may be the least likely of immigrant community institutions to endorse HIV interventions 

as a recent study of Asian and Pacific Islander institutions in New York City found [90, 91]. The study 

categorised faith-based institutions as “community sentinels” (p. 244) (the least progressive of the 

immigrant community institutions) and arts organisations categorised as “paradigm shifters” (p. 244) 

(the most progressive institutions in terms of willingness to support HIV interventions) [91]. Indeed 

the key resistance from the wider literature around this mechanism is the denial and reticence 

among immigrant community leaders to be associated with HIV interventions [90, 91]. Denial of HIV 

in immigrant communities was identified as a major factor underlying low rates of HIV testing among 

sub-Saharan African immigrants in Europe in a literature review to guide the development of 

interventions [92]. The reticence and denial may be in part due to community structures being more 

aligned with what are perceived to be conservative values  and which therefore might not seek to  

address issues perceived to be on the margins of the ethnic community, such as homophobic 

attitudes towards gay men [93]. It is therefore important in HIV prevention with immigrants to take 

a broad view of the term ‘community leader’ as there are marginalised groups, such as gay men, 

injecting drug users and sex workers, who may not be part of formal immigrant community 

structures. For example, ‘endorsement’ as theorised here can be through consultation with, and the 

endorsement of, ‘leaders’ drawn from networks of Latino injecting drug users.  
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