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Abstract of Dissertation

A Hierarchical Generalized Linear Model of Condom Use among Latino MSM:
Constructs for HIV Counseling Interventions

There are approximately 1.2 million people in the United Stated living with

HIV/AIDS. At the end of 2012, 75.3% of persons living with HIV/AIDS (PLWHA)
were males, with the majority of those being men who have sex with men. The rate of
new HIV diagnoses among males is more than four times greater than the rate among
females. Of new HIV diagnoses in 2013, approximately 67% were among Black/African
American and Hispanic/Latino individuals. Though the total number of Black males
living with HIV is notably higher, a greater proportion of Latino men are infected
through sexual activity with other men. Unprotected anal intercourse (UAI) is the riskiest
sexual activity for contracting HIV. The present study utilized hierarchical generalized
linear modeling, with secondary data, to assess the multi-level effects of Latino cultural
sexual beliefs regarding condom use across sexual encounters. Results suggest that
Latino male sexual beliefs associated with sexual acquiescence moderated the influence
of arousal on the likelihood of unprotected insertive anal intercourse and moderated the
influence of relationship closeness on the likelihood of unprotected receptive anal
intercourse (URAI). The study findings suggest that beliefs associated with sexual
acquiescence also had a direct effect on the likelihood of URAI. The application of the
study findings for counseling professionals include: 1) the proposed creation of an HIV-
prevention counseling intervention that prioritizes the holistic sexuality of clients and 2)

judiciously incorporating sexuality coursework in the formal training of counselors.
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Chapter 1: Introduction

December 1% of every year, the White House displays a large red ribbon in the
front portico to recognize the 39 million people worldwide, including 658,000 in the
United States, that have died from complications associated an incurable disease (Centers
for Disease Control and Prevention [CDC], 2014b; United States Department of Health
and Human Services [USDHHS], 2015a; World AIDS Day, 2015). This disease, later
classified as Acquired Immunodeficiency Syndrome (AIDS) was first reported by the
CDC in 1981 (see CDC, 1981). Eventually, the cause of this epidemic was identified as a
small retrovirus, the Human Immunodeficiency Virus (HIV). HIV is a sexually
transmitted infection (STI); 9 out of 10 cases of HIV are contracted from sexual contact
(CDC, 2015a; USDHHS, 2015a). The current study seeks to add to the literature base
informing counseling interventions to reduce transmission of HIV via sexual contact.
The information gained from this study is anticipated to aid in the development of

counseling interventions for Latino men who have sex with men (MSM).
Summary of Problem

Approximately 1.2 million people in the United States are living with HIVV/AIDS,
with approximately 50,000 new cases each year (CDC, 2015b). In 2013, 57% of these
new cases were in individuals between the ages of 20 and 40. Approximately 67.5% of
new HIV diagnoses in 2013 were among Black/African American and Hispanic/Latino
individuals. The rate of new HIV diagnoses among males (29.5 per 100,000) is more
than four times greater than the rate among females (6.9 per 100,000). Of all people
living with HIV/AIDS (PLWHA) by the end of 2012, 75.3% were males (CDC, 2015b).
According to the CDC (2014a), MSM are “more severely affected by HIV than any other
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group” (para. 1) in the United States. The term MSM is a classification for men who,
regardless of their identified sexual orientation (e.g., homosexual, bisexual,
heterosexual), report having had sexual contact with other men (Doll et al., 1992). This
classification helps to capture men who are engaging in sexual activity with other men
yet may not identify as homosexual or bisexual, either due to cultural norms or being on
the “down low” (i.e., identifying as straight and hiding same-sex behavior; Martinez &
Hosek, 2005; Wolitski, Jones, Wasserman, & Smith, 2006). MSM comprise
approximately two thirds of new HIV cases each year and more than have of all PLWHA
(CDC, 2014a). In astudy of 8,153 MSM in 21 major metropolitan areas, 19% of
participants were HIV+ and 44% of those were unaware of their status (CDC, 2010).

Among MSM, race is associated with infection rates, with racial minority MSM
being disproportionally impacted by HIV (CDC, 2010, 2013c; Prejean et al., 2011). In
2013, there were 8,097 Latinos males diagnosed with HIV, a little more than half the
number of Black males diagnosed with HIV. However, of the cases with documented
known routes of transmission, 68.1% of the Latino males HIV were infected through
male-to-male sexual contact, while 57.9% of Black males were infected by male-to-male
sexual contact (CDC, 2015b). It is clear that continued inquiry into the facilitating
variables of the sexual transmission of HIVV among MSM, particularly Latino MSM, is
crucial.

People living with HIV/AIDS can experience varied health effects as a result of
the disease or from opportunistic infections that take advantage of the body’s
compromised immune system (Adler, 2001; USDHHS, 2015a; Volberding et al., 2010).

The consequences of these effects can impact an individual’s mental health, physical



health, and neurological health (CDC, 2015a; USDHHS, 2015a; Volberding et al., 2010).
Approximately half of PLWHA have a diagnosed comorbid mood/anxiety or drug abuse
disorder (Gaynes, Pence, Eron Jr, & Miller, 2008; Pence, Miller, Whetten, Eron, &
Gaynes, 2006). This includes a prevalence rate of approximately 22% for depression,
nearly twice the rate than among the general population (Orlando et al., 2002). Examples
of common physical health effects for PLWHA include fatigue, diarrhea, difficulty
completing activities of daily living (ADLS), and body shape changes (Erlandson et al.,
2014; Persson, 2005; Smith & Vazquez, 2010; Sullivan & Dworkin, 2003; Tramarin et
al., 2004; United States Department of Veterans Affairs, 2015). Heaton et al. (2010), in a
sample of 1,555 PLWHA from across the country, reported that more than half displayed
symptoms of HIV-associated neurocognitive disorders (HAND). HAND includes
difficulties with learning, maintaining attention, and the retrieval of new information.
Neurocognitive impairments can also affect executive functioning, impairing an
individual’s ability to retrieve words or to plan, execute, or monitor behavior (American
Psychiatric Association, 2013; Ellis et al., 2009; Antinori et al., 2007).

Of all HIV infections in the United States, approximately 93% are transmitted by
sexual contact. The remaining infections are predominantly contracted via injection drug
use. Very few HIV infections, less than 1%, are transmitted through childbirth,
occupational exposure, and blood/organ/tissue transplants (CDC, 2015a; USDHHS,
2015a). Because of this, significant research has been done in HIV prevention targeting
sexual risky behaviors. The risk of transmission is not the same for all sexual activity;
some activities are riskier than others. Unprotected anal intercourse (UAI) is the riskiest

of all sexual activity. Unprotected receptive anal intercourse (URAI; i.e., individual’s



partner inserts penis into his anus) is riskier than unprotected insertive anal intercourse
(UIAL; i.e., individual inserts his penis into partner’s anus). This is because the mucous
membrane of the anus can be severely irritated during anal intercourse and has been
shown to be rich in t-cells, being more densely saturated with t-cells than semen and
blood. Therefore, if HIV-infected ejaculate contacts the irritated mucous membrane,
seroconversion is possible (CDC, 2015a; Li et al., 2010; Sheth & Thorndycraft, 2009;
USDHHS, 2015a; Zuckerman et al., 2004). Seroconversion of an insertive partner from
an infected receptive partner is also possible, however is considerably less likely. The
mucous membrane of the penile meatus is smaller (i.e., less surface area) and less likely
to become irritated during sexual activity (CDC, 2015a; Sheth & Thorndycraft, 2009;
USDHHS, 2015a).

The risk of transmission of HIV during anal intercourse is significantly lessened
with condom use (McKay, 2007). This is because condoms provide an “essentially
impermeable barrier to particles the size of STD pathogens” (CDC, 2013a, p. 1).
Consistent condom use is more than 70% effective at protecting against HIV during
receptive anal intercourse and insertive anal intercourse (Smith, Herbst, Zhang, and Rose,
2015). Put succinctly, condoms are “the single, most efficient, available technology to
reduce the sexual transmission of HIV and other sexually transmitted infections” (The
Joint United Nations Programme on HIV/AIDS, 2009, para. 2). Condom use during
risky sexual encounter can significantly reduce the chance of contracting an STI.
Accordingly, aligning to social cognitive theory and social action theory, condom use is
an example of a public health self-regulatory goal (Bandura, 2001; Ewart, 1991; Latkin &

Knowlton, 2005). For this reason, it is important within the field of HIV prevention to



continue research attempting to identify predictors of condom use and of non-condom use
(i.e., UAI). This knowledge can be translated into counseling interventions by
identifying viable constructs to be targeted in said interventions. von Sadovszky et al.
(2014) suggested tailoring such interventions to the participants’ culture to improve its
effectiveness. Additionally, Warren et al. (2008) highlighted the need for rigorous
attention to the cultural correlates of UAI among MSM and aligned this with a call for
culturally sensitive interventions. Rhodes et al. (2011), through focus group
methodology, suggested that Latino cultural norms may be associated with UAI. In the
aggregate, this literature suggests that culture is an important construct to include in
research hoping to contribute to the development of interventions designed to prevent

UAI. Readers can find a more detailed literature review in Chapter 2.

Knowledge Gaps

Despite the sizable body of literature regarding Latino MSM, UAL, and
counseling interventions, there remain significant gaps in the knowledge base. These are
briefly outlined below.

1) Knowledge Base of Counselors: Despite the general density of information
within the literature regarding culture and condom use, no research was located that
assessed the degree to which professional counselors (e.g., LPC, LMHC) are aware of
this information and/or are incorporating this information into their work with Latino
MSM. If counselors are unfamiliar with and/or not incorporating the information, this
may indicate a strong need for the development of an intervention that includes Latino
cultural beliefs among its constructs.

2) Latino Cultural Norms: There is presently, as mentioned above, emerging
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evidence that Latino cultural beliefs are associated with UAI. What remain unknown are
the specific norms within Latino culture that predict UAL.

3) Measuring UAI: Challenges in data collection and population availability
confound some measures of UAI. Assessing condom use at last sexual contact, for
example, is an inelegant measure because it is insensitive to behavior patterns (i.e.,
condom use or non-use at the most recent sexual contact could be the exception and not
the rule). Multilevel analyses, with sexual encounter nested within individual, can
address this.

4) Latino Cultural Norms Moderating Effects: The current literature largely
investigates the direct effect of Latino cultural beliefs on condom use. There is a need to
assess whether and to what extent Latino cultural norms influence decision-making in
varying environmental contexts via moderating effects.

5) Effectiveness and Efficacy of Culturally Sensitive Interventions: Aligning with
recommendation #2 above, interventions deigned to promote counseling as prevention
will need to be rigorously tested and eventually validated. At present, there is still a need
to complete the first step in this process of identifying viable constructs to include in

eventual interventions.

Theoretical Framework

Because the research questions posed in the current study involve personal
characteristics that are hypothesized to influence decision-making processes during a
particular sexual encounter, the theoretical framework guiding this study needs to be able
to account for multilevel interactions between person and environment. Social cognitive

theory (Bandura, 1986) is able to account for this interaction through its concept of
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reciprocal determinism. Reciprocal determinism is the process by which an individual’s
behavior, an individual’s personal characteristics, and environmental influences
simultaneously affect each other (Bandura, 1986; 2012). This theory suggests, therefore,
that an individual’s personal characteristics and environmental influence cooperatively
interact to determine one’s behavior.

An individual’s personal characteristics can shape behavior via the individual’s
beliefs towards the behavior (Ajzen, 1985, 1991). Research has shown this to be true
regarding condom use among MSM (Franssens, Hospers, & Kok, 2009; Kok, Hospers,
Harterink, & De Zwart, 2007). Calabrese, Reisen, Zea, Poppen, and Bianchi (2012), for
example, reported that Latino men who believed that wearing a condom resulted in a loss
of sexual pleasure were significantly more likely to engage in UAI. The beliefs
associated with a particular behavior can be derived from varying sources and influences
(Ajzen, 1985; Bandura, 1986; 2012); this can include one’s culture (Bandura, 2002).
Cultural beliefs toward behavior can influence the execution or non-execution of that
behavior. Moreover, congruent with reciprocal determinism, these cultural beliefs can
and do interact with environmental influences to guide behavior (Bandura, 1986; 2002;
2012).

Environmental influences provide the context for behavior (Bandura, 2012).
Social action theory (Ewart, 1991) highlights the effect of context on health-behavior
decision-making, noting the importance of “social-contextual influences that constrain or
enhance self-regulatory mechanisms” (p. 932). Results reported by Zea et al. (2009)
supported this, showing that contextual factors present within a particular sexual

encounter (i.e., relationship closeness, seroconcordance) were associated with UAL.



Additionally, Zea et al. (2009) demonstrated the cross-level interactions between personal
characteristics and environmental influences. These effects were further demonstrated
by Cooper (2010) and support the use of social cognitive theory to address the research
questions of the present study. Readers can find a more detailed explanation of social

cognitive theory in chapter 2.

Research Questions and Hypotheses

The aim of the current analysis is to examine the relationship between Latino
cultural sexual beliefs and condom use decision-making with the hope of providing sound
recommendations for the development of culturally-congruent counseling interventions
for Latino MSM. More precisely, the study will seek to identify: 1) what specific cultural
beliefs are involved in this process and 2) whether they moderate factors that have
already been shown to be environmental influences on condom use decision-making in
this population. This will be achieved through the answering of four research questions
via statistical testing of 23 separate hypotheses. The first research question informs the
later ones and is congruent with results of Calabrese et al. (2006), wherein three factors
of the LSBS were identified: 1) Romance/Passion, 2) Relinquishment of Agency, and 3)
Hypersexuality. The first research question and corresponding hypothesis is:

RQL. Do the items presented in the Latino Sexual Beliefs Scale (LSBS) yield

psychometrically sound constructs?

Hi: The LSBS will yield three psychometrically sound constructs.

Assuming the null for Hy is rejected, there are 22 additional hypotheses being tested in
the study (11 for UIAI and 11 for URAI); the conceptual model of these hypotheses is

presented in Figure 1.1. These research questions and corresponding hypotheses are:
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Individual-Level

@Level 2) LSBS Construct 1

LSBS Construct 2 LSBS Construct 3

Closeness \\
hY

Sexual Encounter-
Level
(Level 1)

? Level 1 Main Effects

= == = = > [ evel 2 Main Effects

P Cross-Level Interaction Effects

Figure 1.1: This figure displays the hierarchical generalized linear model
that will simultaneously test all of the statistical hypotheses.

RQ2. Do any of these constructs predict condom use at the encounter level?

H2 — Ha: LSBS constructs 1; 2; and 3 will each predict higher odds of UIAI

Hs — H7: LSBS constructs 1; 2; and 3 will each predict higher odds of URAI

RQ3. Do closeness and sexual desire maintain their predictive relationship with
condom use at the encounter level?

Hgs — Ho: Closeness and sexual desire will predict higher odds of UIAI

H1o — Hi1: Closeness and sexual desire will predict higher odds of URAI

RQ4. Do any of the LSBS constructs moderate the relationships of closeness or

sexual desire on condom use at the sexual encounter level?
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Hi2 — Hia: LSBS constructs 1; 2; and 3 will each moderate closeness effect on
UIAI

His — Hi7: LSBS constructs 1; 2; and 3 will each moderate closeness effect on
URAI

His — H2o: LSBS constructs 1; 2; and 3 will each moderate sexual desire effect on
UIAI

H>1 — H23: LSBS constructs 1; 2; and 3 will each moderate sexual desire effect on

URAI

Implications of Study

The results of this study could offer significant contributions to the field of
HIV/AIDS prevention and counseling in at least three concrete ways. First the study can
help to elucidate the specific Latino cultural sexual beliefs involved in the situational
condom-use decision making of Latino MSM. This is the first known quantitative study
to do so. Understanding how an individual’s personality characteristics, including those
guided by cultural norms, influence health-related decision-making is a critical part of
public health prevention research (Ewart, 1991; Lindbladh & Lyttkens, 2002; Savage,
Dumas, & Stuart, 2013). This understanding can help to guide marketing campaigns,
program design, and counseling interventions. Additionally, the analysis can support the
validity of the LSBS by offering a rigorous factor analysis thereof, yielding
psychometrically validated scales of Latino cultural sexual beliefs for use in future
research.

Second, the current study can identify the role that these cultural beliefs have on

the effects of closeness and sexual desire in condom-use decision-making. Research has
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shown that these factors are significantly associated with UAI (Jarama et al., 2005;
Wilson, Diaz, Yoshikawa, & Shrout, 2009; Zea et al., 2009). The present analysis can
add to this knowledge by offering a clearer understanding of how Latino culture,
specifically sexual beliefs, may interact with these known associations. It is possible, for
example, that some Latino cultural sexual beliefs, enhance the effect of sexual desire on
UAI, thus identifying that belief as a target for further exploration and possible
intervention.

Finally, the study findings can strengthen the clinical work of counselors working
with Latino MSM. The current study can aid these counselors by a) enhancing their
counseling acumen in the multicultural competency domains of 1) Attitudes and Beliefs
and 2) Knowledge (Association for Multicultural Counseling and Development [AMCD],
1996) and b) informing the creation of a culturally sensitive HIV risk reduction
counseling intervention for Latino MSM by identifying the possible constructs to target
within future interventions. By better understanding the cultural norms experienced and
expressed by Latino MSM, counselors working with this population prior to or after
seroconversion (i.e., becoming infected with HIV), can offer more culturally competent
support. This, as research as shown (Kurth et al., 2014; O’Donnell, Stueve, Joseph, &

Flores, 2014) can significantly reduce the community-level infection rates among MSM.

Summary of Methodology

The current study will use secondary data collected by a National Institutes of
Health (NIH) project (NIH, 2003); the principal investigator (PI) on the project was
Maria Cecelia Zea from George Washington University (see Zea et al., 2009). In all,
NIH (2003) included 482 participants, of which 146 (30.3%) were Brazilian, 169 (35.1%)
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were Colombian, and 167 (34.6%) were Dominican. The sample had a mean age of
36.37 (SD =9.54). All participants were male and reported sexual contact with a man in
the last 6 months. The NIH (2003) project was a multilevel design, with items being
asked at the person-level (i.e., the individual-level) and at the encounter-level. During
the four-year study, researchers were able to collect data on 1,777 sexual encounters
nested within 482 MSM (see Zea et al., 2009).

The individual-level variable of interest is Latino cultural sexual beliefs (LSBS).
The NIH (2003) data collection included a 13-item Latino Sexual Beliefs Scale (see
Calabrese et al., 2006; Lo, Reisen, Poppen, Bianchi, and Zea, 2011). The present
analysis will conduct a factor analysis of the LSBS congruent with the recommendations
of Anna and Osborne (2005) and Costello and Osborne (2005). The resulting factors will
be used in the present analysis as level-2 variables in a hierarchical generalized linear
model. In their piloting of a 10-item version of the LSBS, Calabrese et al. (2006)
identified the three aforementioned factors loading across eight of the items. H; of the
current study is congruent with this finding and informs the later hypotheses, as the
number of level-2 variables is correlated to the number of possible level-2 direct effects
and cross-level interactions (i.e., moderating effects).

For H>-Hz3 of the study, hierarchical generalized linear modeling (HGLM) will be
used. As mentioned above, the level-2 variables will be the resulting LSBS factors. The
two level-1 variables of interest (i.e., the encounter-level variables) will be sexual desire
and closeness. The direct effects of these level-1 variables on UAI can be tested using
the traditional multiple regression equation: n = S, + X1 + X, + R. To also

simultaneously test the direct effects of the level-2 variables on UAI and their moderating
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effects on the level-1 variables the following HGLM equation can be used (Raudenbush
& Bryk, 2002): 1 = (Yoo + Yo W1 + Vo2W2 + VosWs + ug) + (Y10 + viaWi +
Y1i2Wa + v1i3Ws + up)(Xy) + (Va0 + V21 Wi + V22 Wo + v23Ws + uy) (X3) + R. The

reader can find a full explanation of the study’s methodology in Chapter 3.

Key Definitions

Latino cultural sexual beliefs. Latino cultural sexual beliefs are culturally
normative values surrounding sex among Latinos. Calabrese at al. (2006), detailing the
role of these values in sexual decision-making, noted that “there is a particular set of
characteristics and expectations that is commonly presumed to apply to Latino men and
may hinder their enactment of sexual precautions” (para. 1). To test this, Calabrese et al.
piloted a 10-item Latino Sexual Beliefs Scale (LSBS); their factor analysis yielded three
scales incorporating eight of the items. Later, three additional items were added to
subsequent iterations of the LSBS. The study will conduct another factor analysis on the
full 13-item version in order to identify psychometrically sound constructs contained with
the LSBS.

Closeness. Closeness, as conceptualized in the current study, is defined as the
level of perceived intimacy present within the sexual encounter. Intimacy, as it pertains
to sexuality, is a non-physical, emotional, and perhaps spiritual closeness between people
(Zeglin & Mitchell, 2014). The present study will utilize a single-item measure of
closeness presented in NIH (2003). The item asked participants “How would you
describe your relationship with this person at the time of the sexual encounter” and was
scored on a 4-point Likert scale representing increasing levels of closeness.

Sexual desire. Sexual desire is the self-reported iteration of physiological arousal
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(Chivers, Seto, Lalumiere, Laan, & Grimbos, 2010). The study conceptualizes sexual
desire as the degree to which the participant was sexually aroused and wished to engage
in sexual intercourse. A single-item measure of sexual desire presented in NIH (2003)
will be used in the current study. The item asked participants “On this occasion, prior to
any physical contact, how much did you want to have sex” and was scored on a 4-point
Likert scale representing increasing levels of sexual desire.

Unprotected anal intercourse. Unprotected anal intercourse is, within the
present study, conceptualized as anal intercourse (i.e., a male inserts his penis into the
anus of his partner) without the use of a condom. Within a UAI encounter between two
men, there are two sex roles, receptive partner and insertive partner. The HIV
transmission risks for these two roles is notably different (CDC, 2015a; Wei & Raymond,
2011; Zeglin, 2015; USDHHS, 2015a). Because of this, the current analysis will
investigate the two roles separately, using items presented in NIH (2003) that asked about

sexual role and condom use during each sexual encounter.
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Chapter 2: Literature Review

This chapter, Chapter 2, will review the relevant extant literature regarding
HIV/AIDS statistics, HIV/AIDS infection risk factors, the health effects of HIV/AIDS,
the men who have sex with men (MSM) population, and the role of counseling in disease
prevention. This will include a discussion of the literature regarding Latino men who
have sex with men (MSM), a population with high HIV incidence rates. Chapter 2 will
also include a presentation of social cognitive theory, the theory-base to be used in the
present analysis, and a discussion of the necessary data structure for multilevel analyses.
Finally, this chapter will conclude with an outline of the remaining questions for future

academic inquiry and a presentation of the aim of the current study.

HIV

HIV statistics. There are approximately 1.2 million people living with Human
Immunodeficiency Virus (HIV) or Acquired Immunodeficiency Syndrome (AIDS) in the
United States (CDC, 2014b). Approximately 50,000 individuals are diagnosed with HIV
in the US annually. For every 100,000 individuals living in the US, 12-15 are diagnosed
with HIV each year and eight are diagnosed with AIDS each year (CDC, 2015b; Zeglin
& Stein, 2015). In 2013, 57% of new HIV diagnoses were in individuals between the
ages of 20 and 40. Meanwhile, 60% of all people living with HIV/AIDS (PLWHA) are
between the ages of 40 and 60 (CDC, 2015b). The rate of new HIV diagnoses in 2013 for
Black/African American PLWHA and Hispanic/Latino PLWHA was 8.5 and 2.8 times
that of White PLWHA respectively. Approximately 67.5% of new HIV diagnoses in
2013 were among Black/African American and Hispanic/Latino individuals. Similarly,

of all PLWHA, 62.9% are Black/African American and Hispanic/Latino. Approximately
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32.2% are White. The rate of new HIV diagnoses among males (29.5 per 100,000) is
more than four times greater than the rate among females (6.9 per 100,000). Of all
PLWHA by the end of 2012, 75.3% were males. (CDC, 2015b).

HIV/AIDS background. HIV is a retrovirus using the body’s white blood cells,
called t-cells or CD4 cells, to replicate/duplicate itself, destroying the host cell in the
process. HIV is found in the body wherever t-cells are found (e.g., blood, semen, pre-
ejaculate, breast-milk). HIV, unlike most other viruses, cannot be naturally cleared from
the body by the body’s immune system. Because of this, the amount of HIV in the
body’s system, referred to as the viral load, increases as the body’s supply of t-cells,
called the CD4 count, decreases. As this process advances, and the disease progresses in
damaging the immune system, the body’s ability to fight off infection becomes
increasingly compromised (CDC, 2015a; USDHHS, 2015a). This progression occurs
through three stages: 1) the acute infection stage, 2) the clinical latency stage, and 3)
AIDS.

AIDS is the third stage of the HIV infection, the end stage. It is diagnosed when
an individual has a CD4 count of less than 200 t-cells/mm? of blood. A CD4 count at this
level is likely to compromise one’s immune system and increase risk of additional
infections. Because individuals with HIV/AIDS have compromised immune systems,
they are vulnerable to opportunistic infections (Ol), referred to as “AlDS-Defining
Conditions.” Ols include certain cancers (e.g., Kaposi sarcoma), infections, and life-
threatening clinical presentations (e.g., Isosporiasis, Cytomegalovirus retinitis). An
individual with HIV can also be diagnosed with AIDS when diagnosed with an Ol,

regardless of their CD4 count (Adler, 2001; CDC, 2008, 2015a; USDHHS, 2015a;
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Volberding et al., 2010).

HIV transmission. HIV is categorized as a sexually transmitted infection (STI),
an infection primarily transferred from person to person via sexual contact (Adler, 2001,
CDC, 2015a; USDHHS, 2015a). Approximately 93% of all HIV infections in the United
States are transmitted by sexual contact. The remaining infections are predominantly
contracted via injection drug use. Sexual contact and injection drug use account for
approximately 99% of all HIV diagnoses. A very small percentage, less than 1%, of HIV
infections are transmitted through childbirth, occupational exposure, and
blood/organ/tissue transplants (CDC, 2015a; USDHHS, 2015a).

Sexual contact is the most frequent route of transmission because of the irritation
of mucous membranes during sexual activity (CDC, 2015a; USDHHS, 2015a). These
membranes, located at the openings of the body (e.g., vagina, anus, mouth, penile
meatus) reduce friction and thus reduce irritation. These membranes are highly dense
with t-cells in order to fight off possible contaminants from the outside (Mattapallil et al.,
2005; Mowat & Viney, 1997; Sheth & Thorndycraft, 2009). When these membranes
become irritated during sexual activity, the immune system responds by increasing the
level of t-cells in the area. HIV is able to transfer into the bloodstream via the mucous
membranes, particularly when these membranes are irritated or damaged (e.g., tearing;
Adler, 2001; CDC, 2015a; Sheth & Thorndycraft, 2009; USDHHS, 2015a). This is the
process by which one partner infects another, also called seroconversion. The risk of
transmission is not the same for all sexual activity; some activities are riskier than others.

Receptive anal intercourse is the riskiest of all sexual activity. This is because the

mucous membrane of the anus can be severely irritated during anal intercourse and has
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been shown to be rich in t-cells, being more densely saturated with t-cells than semen and
blood. Therefore, if HIV-infected ejaculate contacts the irritated mucous membrane,
seroconversion is possible (CDC, 2015a; Li et al., 2010; Sheth & Thorndycraft, 2009;
USDHHS, 2015a; Zuckerman et al., 2004). Though considerably less likely,
seroconversion of an insertive partner from an infected receptive partner is possible;
insertive anal intercourse is the second riskiest sexual activity. The mucous membrane of
the penile meatus is smaller (i.e., less surface area) and less likely to become irritated
during sexual activity, making the transfer of HIV more difficult (CDC, 2015a; Sheth &
Thorndycraft, 2009; USDHHS, 2015a). However, because of the density of HIV in the
anal mucous membrane of receptive partners, there is still considerable risk for the
insertive partner (Kiviat et al., 1998; Li et al., 2010; Zuckerman et al., 2004).

Receptive vaginal intercourse is the third riskiest sexual activity (CDC, 2015a;
USDHHS, 2015a). This is because HIV-infected ejaculate can contact the mucous
membranes of the female genital tract (CDC, 2015a; Gupta et al., 2002; Sheth &
Thorndycraft, 2009). Transmission is less likely than in receptive anal sex because the
mucous membranes of the female genital tract are less prone to irritation and tearing
during sexual activity because of the vagina’s natural lubrication mechanisms. Insertive
vaginal intercourse is less risky than receptive vaginal sex, again because of the relatively
small mucous membrane of the penile meatus (CDC, 2015a; Levin, 2013; Sheth &
Thorndycraft, 2009; USDHHS, 2015a). Though not zero, the risk of transmission from
oral sex is extremely low. As with other forms of sexual activity, receptive oral sex is
riskier than insertive oral sex (Baggaley, White, & Boily, 2008; CDC, 2014c, 2015a;

Sheth & Thorndycraft, 2009; USDHHS, 2015a). Patel et al. (2014), in a review of 15
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peer-reviewed articles, reported that receptive anal intercourse is more than 12 times as
risky as insertive anal intercourse, 17 times riskier than receptive vaginal intercourse, 34
times riskier than insertive vaginal intercourse, and approximately 138 times riskier than
both receptive and insertive oral sex.

HIV effects on health. The health effects of HIVV/AIDS are variable between
individuals and over time as the disease progresses through the three stages of the HIV
infection. During the acute infection stage, the 2-7 week period immediately after
exposure to the HIV, the HIV virus is replicating at a fast pace, dramatically increasing
viral load. Individuals can experience acute retroviral syndrome (ARS) as a result of this
process. Signs and symptoms of ARS include chills, diarrhea, fatigue, fever, malaise,
muscle aches, nausea, night sweats, rash, sore throat, and swollen lymph nodes. It is not
uncommon for people with ARS to ascribe these symptoms to the flu or other common
infections, not suspecting that they have been infected with HIV. Approximately 15% of
individuals are hospitalized due to ARS (CDC, 2015a; Ellis, Calero, & Stockin, 2009;
MacNeale & Dinulos, 2006; USDHHS, 2015a).

As the infection progresses to the second stage, the clinical latency stage, the
body begins to create HIV antibodies to fight off the virus. During this stage, which can
last decades, HIV replicates at a considerably slower rate but remains active in the body.
Some PLWHA may present with few to no symptoms while others may experience
chronic debilitating symptoms with significant physical difficulties (e.g., fever, diarrhea,
depression, weight loss/gain). PLWHA may also experience changes in the severity of
their symptoms over time. As a result, HIV/AIDS can significantly affect an individual’s

physical health, mental health and neurological health (CDC, 2015a; USDHHS, 2015a;
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Volberding et al., 2010).

Physical health effects. As HIV/AIDS progresses, CD4 counts decrease and viral
load increases, diminishing the physical health of PLWHA. Common physical health
effects for PLWHA include fatigue, diarrhea, difficulty completing ADLs, and body
shape changes (Erlandson et al., 2014; Persson, 2005; Smith & Vazquez, 2010; Sullivan
& Dworkin, 2003; Tramarin et al., 2004; United States Department of Veterans Affairs,
2015). Volberding et al. (2010) noted that physical health effects are best measured by
clinical assessments, biomarkers, and/or ability to performs ADLs. Hays et al. (2000), in
a sample of 2,864 PLWHA, reported that physical health-related quality of life
significantly declined as individuals progressed from asymptomatic HIV to symptomatic
HIV to AIDS. Oursler et al. (2006) reported that PLWHA are significantly less able to
perform many ADLSs (e.g., eat without help, run, walk uphill) as the disease progress
through these same three phases. An individual’s viral load and CD4 count are often
used to assess disease progression.

PLWHA who have CD4 counts of <51 t-cells/mm?, 51-200 t-cells/mm?, and 201-
500 t-cells/mm?3 are 5.94, 2.42, and 1.30 times more likely than PLWHA with CD4
counts of >500 t-cells/mm? to report an inpatient hospitalization respectively (Fleishman
et al., 2005). In a prospective cohort study of over 52,000 participants, Guiguet et al.
(2009) reported that higher viral loads and lower CD4 counts were significantly
predictive of Kaposi’s sarcoma, non-Hodgkin lymphoma, cervical cancer, Hodgkin’s
lymphoma, lung cancer, and liver cancer. Additionally, higher viral load and lower CD4
counts are correlated to mortality among PLWHA (Gabillard et al., 2013; Hogg et al.,

2001; Ledergerber, 2004).
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Mental health effects. As the HIV infection progresses, the mental health quality
of life for PLWHA progressively decreases (Bing et al., 2000; Hays et al., 2000).
Volberding et al. (2010) noted that “mood and substance abuse disorders are common
comorbidities” (p. 27) among PLWHA. Approximately 50% of PLWHA have a
diagnosed comorbid mood/anxiety or drug abuse disorder (Gaynes, Pence, Eron Jr, &
Miller, 2008; Pence, Miller, Whetten, Eron, & Gaynes, 2006). This includes a prevalence
rate of approximately 22% for depression, nearly twice the rate of the general population
(Orlando et al., 2002). Depression has been correlated with further compromised
immune functioning in PLWHA. For individuals with chronic severe depression, the
neurologic structures responsible for some immune system cell synthesis, dispersal, and
efficacy can be compromised, resulting in a slower response to illness and Ols (Ellis et
al., 2009; Leonard, & Myint, 2009; Pucak, & Kaplin, 2005). Depression in PLWHA has
been identified as a significant independent predictor of a lower CD4 count and an
increased likelihood of a detectable viral load (Boarts, Sledjeski, Bogart, & Delahanty,
2006).

In a review of 18 peer-reviewed studies, Komiti et al. (2001) reported that
PLWHA have higher rates of suicidal ideation, suicide attempts, and completed suicides.
Haller and Miles (2003) reported that almost half of PLWHA with suicidal ideation in
their sample reported a moderate to high likelihood of attempting suicide. Among men
receiving care at a community HIV clinic, 59% reported suicidal ideation and half
attempted it. Suicide accounts for approximately 4% of all deaths for PLWHA, over
twice the rate of the general population (CDC, 2015c; Data Collection on Adverse Events

of Anti-HIV Drugs Study Group, 2010; Lewden et al., 2005).
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Neurocognitive health effects. Among PLWHA, neurocognitive impairments
present “either as a primary, direct effect of HIV infection or as a consequence of an
opportunistic infection” (Volberding et al., 2010, p. 27). Neurocognitive impairments
include difficulties with learning, maintaining attention, and the retrieval of new
information. Neurocognitive impairments also affect executive functioning, impairing an
individual’s ability to retrieve words or to plan, execute, or monitor behavior (American
Psychiatric Association, 2013). Ellis et al. (2009) detailed the mechanisms by which HIV
damages the connections between neurons in the brain. Ellis et al. referred to these
mechanisms as: 1) viral factors, 2) host factors, and 3) co-factors. Viral factors are
associated with proteins within the DNA of the HIV virus directly damaging neurons.
Host factors are associated with the HIV virus altering the function of brain activities.
Lastly, co-factors are associated with behavioral comorbidities that affect brain function
(e.g., drug abuse).

Neurocognitive impairments resulting from HIV infection are referred to as HIV-
associated neurocognitive disorders (HAND; Ellis et al., 2009; Antinori et al., 2007).

The severity of HAND is assessed using a three-level classification system: 1)
Asymptomatic neurocognitive disorder, 2) Mild neurocognitive disorder, and 3) HIV-
associated Dementia (HAD). PLWHA must show impairments in their neurocognitive
functioning in order to be diagnosed with HAND; these include attention, language,
executive function, complex motor skills, simple motor skills, memory, and sensory
perceptual skills (Antinori et al., 2007; Clifford & Ances, 2013). In a study of over 1,500
PLWHA, Heaton et al. (2010) reported that 52% displayed symptoms of HAND, with

33%, 12%, and 2% classified as asymptomatic, mild, and HAD respectively. There is
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growing evidence that increasing viral load and lowered CD4 counts are correlated with

HAND (Clifford & Ances, 2013; Becker et a., 2009; Heaton et al., 2010).

Men Who Have Sex with Men

In the United States, the population most impacted by HIV and, therefore, most
vulnerable to the health effects of HIV is MSM. According to the CDC (2014a), MSM in
the United States are “more severely affected by HIV than any other group” (para. 1).
The term MSM, first introduced by Doll et al. (1992), is a classification for men who,
regardless of their identified sexual orientation (e.g., homosexual, bisexual,
heterosexual), report having had sexual contact with other men. MSM, although
accounting for 2% of the US population, comprise approximately 63% of new HIV cases
annually. In astudy of 8,153 MSM in 21 major metropolitan areas, 19% were HIV+
(CDC, 2010). By 2011 in the US, there were 489,121 MSM living with HIV; this is
approximately 56% of all PLWHA (CDC, 2014a). Because of the high incidence and
prevalence rates of HIVV/AIDS within the MSM community and the highly infectious
nature of anal intercourse for both partners, MSM are at increased risk for HIV infection
(Beyrer et al., 2012; Li et al., 2010).

Among MSM, demographic variables are associated with HIV risk behaviors,
HIV prevalence and incidence, and HIV transmission. Race is associated with infection
rates, with racial minority MSM, including Latinos, being disproportionally impacted by
HIV (CDC, 2010, 2013c; Prejean et al., 2011). The CDC (2010) reported that Latino
MSM were 15% more likely than White MSM to be diagnosed with HIV and 137% more
likely than White MSM to be unaware of their HIV status. Similarly, Lieb et al. (2010)

reported that Latino MSM are approximately 1.5 times more likely than White MSM to
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die from complications from the disease. In 2013, 8,097 Latinos males were diagnosed
with HIV, a little more than half the number of Black males that were diagnosed with
HIV. However, of the cases with documented known routes of transmission, 68.1% of
the Latino males living with HIV were infected through male-to-male sexual contact,
while 57.9% of Black males were infected by male-to-male sexual contact (CDC, 2015b).
Though the total number of Black males living with HIV is notably higher, a greater
proportion of Latino males are becoming infected through sexual contact with other men.
It is clear from these data that continued inquiry into the facilitating variables of the

sexual transmission of HIV among MSM, particularly Latino MSM, is crucial.

HIV Risk Factors

Fundamentally, there appears to be two classes of risk factors: 1) individual-level
and 2) social/environmental-level. Individual-level risk factors are those that exist within
and are engaged in by the individual (e.g., risky sexual behaviors, demographics).
Social/environmental-level risk factors are circumstances and contexts that facilitate the
spread of HIV within a community and/or that put community members at greater risk for
HIV infection (e.g., risky situations, poverty, access to healthcare, sexism, stigma and
discrimination, incarceration patterns, civilian dislocation as a result of war; Frye et al.,
2006; Garnett, 2007; Johnson et al., 2010; Mustanski, Newcomb, Du Bois, Garcia, &
Grov, 2011; Poundstone, Strathdee, & Celentano, 2004; Remien & Mellins, 2007). There
is evidence that individual-level factors alone do not adequately account for the increased
risk of HIV-infection among minority MSM populations (Friedman, Cooper, & Osborne,
2009; Millett, Flores, Peterson, & Bakeman, 2007).

Beyrer et al. (2012) noted that, within the MSM community, the high rate of

24



infection and the risk of multiple infections and re-infection challenges “vaccine and
other biomedical approaches to prevention” (p. 368; e.g., prophylaxes and treatment as
prevention). Because condom use, as mentioned above, is an efficient behavioral HIV
prevention strategy, and though there is tremendous extant literature on the factors
associated with HIV testing (Fuqua et al., 2012; Helms et al., 2009; MacKellar et al.,
2006;), prophylactic medication use (Landovitz et al., 2013; Liu et al., 2008; Mansergh et
al., 2010), and treatment adherence (Rintamaki, Davis, Skripkauskas, Bennett, & Wolf,
2006; White, Gordon, & Mimiaga, M2014; Vissman et al., 2011), the present analysis
will seek to add to the research literature regarding condom use and will highlight the
corresponding literature below.

Individual-level. Noar (2007) noted that individual-level risk factors help “to
understand why individuals engage in risky sexual behavior” (p. 392). In a systematic
review of 313 peer-reviewed articles, Mustanski et al. (2011) identified several
individual-level risk factors for unprotected anal intercourse (UAI) among young MSM
including drug and alcohol use, sensation-seeking, depression, anxiety, internalized
homophobia, impulsivity, and condom use self-efficacy. These risk factors have also
been shown to be significantly associated with UAI in adult MSM. For example, a
systematic review of 42 studies (Woolf & Maisto, 2009) reported that “UAI was
significantly associated with frequent alcohol use as well as heavy alcohol use and risk
for an alcohol use disorder” (p. 773). Other research has supported the reported
associations between UAI and internalized homophobia (Folch, Mufioz, Zaragoza, &
Casabona, 2009; Ross, Rosser, Neumaier, & Positive Connections Team, 2008),

sensation seeking and impulsivity (Berg, 2008; Kalichman, Weinhardt, DiFonzo, Austin,
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& Luke, 2002; Shuper, Joharchi, & Rehm, 2014), depression and anxiety (Houston,
Sandfort, Dolezal, & Carballo-Diéguez, 2012; Mustanski, 2007), and condom use self-
efficacy (Teng & Mak, 2011; Widman, Golin, Grodensky, & Suchindran, 2013) among
adult MSM. These risk-factors, and others, can vary greatly across cultures (Rhodes et
al., 2011; Warren et al., 2008).

Research regarding risk-factors among Latino MSM has yielded largely similar
results. For example, using respondent driven modeling to collect a sample of 190 Latino
MSM, Rhodes and McCoy (2015) reported that increased knowledge of STIs and
increased condom use self-efficacy were consistently significantly associated with
condom use. Similar results were reported by Zea, Reisen, Poppen, and Bianchi (2009),
wherein condom use self-efficacy was a significant predictor of lower odds of UAI
among a sample of 482 Latino MSM. Poppen, Reisen, Zea, Bianchi, and Echeverry,
(2004) reported that drug use and depression were significant predictors of UAI; results
varied between UIAI and URAI, supporting the importance of analyzing these two roles
separately when investigating Latino MSM and condom use.

Connection to Latino culture has also been identified as significantly associated
with UAI. For example, O'Donnell et al. (2002), in a sample of 465 Latino MSM,
reported that greater connection to Latino culture reduced the likelihood of UAI by 40%.
This trend was also found in Poppen et al. (2004), wherein lower Latino acculturation
was predictive of UAIL. Rhodes et al. (2011), through focus group methodology,
suggested that Latino cultural norms may be associated with UAI. Another focus group
study involving over 300 Latino MSM (Diaz & Ayala, 1999) identified three salient

Latino cultural sexual beliefs relating to condom use: 1) loss of control, 2) love and
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intimacy, and 3) fatalism, resignation, and rebellion. Loss of control is associated the
relinquishment of responsibility for one’s safe sexual activity to an outside influence
(e.g., masculinity, drugs, partner). Love and intimacy refers to the notion that condoms
depersonalize the sexual experience. Lastly, fatalism, resignation, and rebellion
highlights the belief that HIV is an inevitable result of homosexual activity and cannot be
escaped. These beliefs “provide a useful window to understand the structural, social and
cultural forces that give meaning and regulate sexual practices” (p. 290). Jarama,
Kennamer, Poppen, Hendricks, and Bradford (2005), in their sample of 250 Latino MSM,
reported that higher self-reported machismo (i.e., a Latino conceptualization of
masculinity) was statistically significantly predictive of UAI. Also, Calabrese et al.
(2006) conducted a factor analysis on a Latino sexual beliefs scale (LSBS) derived from
their earlier qualitative work. This factor analysis yielded three constructs: 1)
Romance/Passion, 2) Relinquishment of Agency, and 3) Hypersexuality. They reported
that, in their preliminary analysis of 120 Latino MSM, relinquishment of agency and
hypersexuality significantly predicted UAI. Lo, Reisen, Poppen, Bianchi, and Zea,
(2011), when aggregating these factors however, did not find a significant relationship
between Latino cultural beliefs and UAI, suggesting that evaluating the separate
constructs comprising the LSBS has substantial merit.

Social/environmental-level. In addition to the individual-level predictors of
UAI, there are notable social/environmental-level factors to also consider including levels
of homophobia in the community, level of sexual minority presence in the community,
concentrated affluence in a community, alcohol or drug use, venue of sexual encounter,

and levels of graffiti (Frye et al., 2006). Social/environmental factors can be thought of
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as either proximal (being contextually close to a UAI encounter; e.g., sex role, location of
sexual encounter, drug use, performance of certain sexual acts) or distal (being farther
removed from a particular UAI encounter; e.g., level of sexual minority presence in the
community, availability of condoms in the community, crime rate). These distinctions
are helpful in conceptualizing social/environmental-level factors associated with UAI
(and other health-related behaviors), but have been challenged as ineffective in
understanding the social epidemiology of health behavior (Agar, 2003; Krieger, 2008).
Krieger (2008) noted that proximal-distal “levels coexist simultaneously, not
sequentially, and exert influence accordingly” (p. 227). Congruent with this, though the
current study will only investigate proximal factors, literature has been included that
highlights important findings including proximal as well as distal social/environmental
predictors of UAI. Concerning distal factors, for example, in a multilevel analysis
involving 385 young MSM, Frye et al. (2010) reported that higher neighborhood
residential instability (i.e., percent of individuals who moved in the last 5 years) and
lower neighborhood gay presence (i.e., percent of household headed by same-sex
couples) significantly predicted UAL; these results varied between URAI and UIAI,
furthering the need to investigate these behaviors separately. Rhodes and McCoy (2015)
reported that having fewer experiences of homophobia was statistically significantly
associated with condom use, supporting the findings concerning neighborhood gay
presence presented in Frye et al. (2010). Halkitis et al. (2013) reported similar results in
a sample of 592 MSM, with individual housing stability predicting condom use.
Regarding proximal factors, literature suggests that these factors can “create contextual

influences...that constrain or facilitate self-protective acts” (i.e., health promoting
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behaviors; Ewart, 1991, p. 938). This is evidenced by the results reported in Zea et al.
(2009) study of Latino MSM, wherein closeness with partner, concern over STls, and
seroconcordance were significant predictors of condom use within a particular sexual
encounter. In sum, the individual- and social/environmental-level factors influence each
other, either cooperatively or antagonistically, within any particular sexual encounter
(Gorbach & Holmes, 2003). Research (and the development of interventions) seeking to
better understand HIV risk behavior is best served by careful attention to this interaction.
As such, theories of HIV risk behavior require a nuanced and multilevel understanding of

human behavior (Cooper, 2010; Ewart, 1991).

HIV Prevention

Condom use. Consistent condom use has been shown to significantly reduce the
risk of contracting HIV during any particular sexual encounter (McKay, 2007).
Varghese, Maher, Peterman, Branson, and Steketee (2002) calculated the risk of
contracting HIV per sexual act by aggregating reported rates among published studies.
They reported that using condoms reduced the relative risk of contracting HIV by 20
times for MSM. In a longitudinal study of over 4,000 MSM, Koblin et al. (2006)
reported that the multiplicative attributable risk for seroconversion of unprotected
receptive anal intercourse with partners of unknown HIV status, with partners thought to
be HIV-, and with partners thought to be HIV+ were 28.4%, 21.6% and 18.3%
respectively. This suggests that one fifth to one fourth of seroconversions is attributable
to unprotected receptive anal intercourse regardless of the suspected HIV status of the
partner. Using time-to-event modeling, Smith, Herbst, Zhang, and Rose (2015) reported

that, among 3,490 MSM, consistent condom use is more than 70% effective at protecting
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against HIV during receptive anal intercourse and insertive anal intercourse.
Fundamentally, unprotected anal intercourse (UAI) is a considerable HIV risk behavior
(CDC, 20144, 2014e; Koblin et al., 2006; National Aids Trust, 2010; USDHHS, 2015a).
As mentioned above however, unprotected receptive anal intercourse (URAI) is
considerably riskier than unprotected insertive anal intercourse (UIAI). Beyrer et al.
(2012) reported that the “HIV disease burden in MSM is explained largely by the high
per-act and per-partner transmission probability of HIV transmission” (p. 368). Beyrer
reported that decreasing the per-act transmission risk of HIV among MSM could
significantly reduce overall HIV incidence; avoiding UAI through consistent condom use
is a demonstrated effective mechanism by which to accomplish this goal. The Joint
United Nations Programme on HIV/AIDS (2009) reported that condoms are “the single,
most efficient, available technology to reduce the sexual transmission of HIV and other
sexually transmitted infections” (para. 2).

Because condom use is highly effective in preventing HIV transmission, many
interventions have been designed to increase condom use. In a systematic review of
reviews, von Sadovszky, Draudt, and Boch (2014) found that such interventions are
generally effective at increasing condom use. Similar results were found by Scott-
Sheldon, Huedo-Medina, Warren, Johnson, and Carey (2011) in their systematic review
of 67 interventions. Recent examples of interventions to increase condom use include the
Many Men, Many Voices (3MV; Wilton et al., 2009) and the Treatment Advocacy Group
(TAP; McKirnan, Tolou-Shams, & Courtenay-Quirk, 2010). Both of these interventions
have been shown to be effective at significantly increasing self-reported condom use rates

among MSM in randomly controlled trials. There are, however, few behavioral
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interventions designed for or normed on Latino MSM (O’Donnell, Stueve, Joseph, &
Flores, 2014). In one exception to this, O’Donnell et al. (2014) investigated the efficacy
of another intervention that is typically used for Latino heterosexual individuals (Video
Opportunities for Innovative Condom Education and Safer Sex; O'Donnell, O'Donnell,
San Doval, Duran, & Labes, 1998) on Latino MSM, finding that MSM in the intervention
group displayed a significantly steeper decline in UAI than did individuals in the control
group. Much like in instrument development, however, this and similar post-hoc
investigations (i.e., safari studies) do not take adequate a priori consideration of culture
in the development of the intervention (see Tanzer, 2005). There is continued need to
rigorously investigate the role of Latino culture in condom use decision-making for MSM
in order to support culturally attuned interventions for this population.

Prophylaxes. Recent advances in HIV biomedical research have produced two
medicinal prophylactic measures: 1) Pre-exposure prophylaxis (PrEP), and 2) Post-
exposure prophylaxis (PEP). Consisting of two medicines delivered in pill form, PrEP is
a once daily medication designed to prevent the HIV infection from propagating in the
body if exposed to the infection (CDC, 2014d; 2015f, USDHHS, 2015a). PrEP,
according to the CDC (2014d), is clinically indicated for several populations, including
MSM who have had unprotected sex or have been diagnosed with another STI. Grant et
al. (2010), in a prospective study of 2,499 MSM over a median of 1.2 years, reported that
PrEP reduced the relative risk of HIV infection by 95%. Review boards for two
European studies (i.e., PROUD and IPERGAY) have recently closed the placebo arms of
the studies because of the evidenced high efficacy of PrEP in the treatment arms; all

participants in the studies are now receiving PrEP (Cairns, 2014; Wright, 2015). Though
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PrEP appears to be a highly effective prevention strategy, the cost of PrEP can be
prohibitively high (over $1,000 per month; Boerner, 2014) and is therefore an unlikely
solution to reducing HIV infection rates.

PEP is used as an emergency response to contact with possible HIV-infected
fluids through occupational exposure (e.g., doctors, nurses, other healthcare workers) or
unprotected sexual contact. The medicines in PEP hinder the ability for HIV to replicate
in the body, increasing the body’s chance of clearing the virus from the system. To be
most effective, PEP should be taken within 72 hours of exposure and is prescribed for 28
days (CDC, 2015e; USDHHS, 2015a). PEP has been shown to reduce the risk of HIV
infection after occupational exposure by 81% (Cardo et al., 1997). Literature is mixed in
the reporting of PEP as an effective preventative HIV treatment for MSM, with some
research reporting increased infection rates after PEP use (Detels & Winslow, 2012;
Heuker, Sonder, Stolte, Geskus, & Van Den Hoek, 2012; Puro et al., 2012). The CDC
(2015e) noted that PEP is not appropriate for individuals with frequent exposure to HIV,
which can include MSM.

Treatment as prevention. Highly active antroretroviral therapy (HAART),
medicines first introduced in the 1990s to prevent the replication of HIV in the body,
significantly lengthens the life of PLWHA. This is because HAART decreases viral load,
maintaining healthy CD4 counts. Successful HAART treatment is defined as having an
undetectable viral load. It is important to note that this does not mean that the individual
is cured; though the virus is still present in the blood, it is not replicating rapidly enough
to produce a detectable amount of the virus (CDC 2013d; Palella et al., 2006; Rhodes,

Hergenrather, Wilkin, & Wooldredge, 2009). When the viral load is suppressed to
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undetectable levels, the risk of transmission is significantly diminished. Because of this,
there is an opportunity to use effective HAART treatment as a prevention strategy.

This approach is often referred to as the HIV treatment cascade or the HIV care
continuum and begins with getting at-risk populations including MSM tested for HIV
(USDHHS, 2015a). The functional hypothesis underpinning the treatment cascade
begins with HIV testing, positing that a certain portion of those individuals (i.e., those
who test positive for HIV) will be referred for HIV care. Subsequently, a subset of
individuals receiving referrals will go on to initiate treatment. Finally, of individuals who
initiate care, a portion will remain compliant with treatment, thus reducing viral load to
undetectable levels and preventing the spread of HIVV (Cohen et al., 2011, 2012;
USDHHS, 2015a). Each of these steps in the cascade is supported in the literature. For
example, there is evidence that men who receive testing and are HIV-positive are less
likely to have unprotected anal intercourse with HIV-negative or HIV-unknown men,
reducing the community incidence rate (Poppen, Reisen, Zea, Bianchi, & Echeverry,
2005; Zablotska et al., 2009). After testing, PLWHA within the treatment cascade are
networked with health organizations to begin HAART. Throughout their life, PLWHA
should regularly meet with their healthcare professionals and be adherent to HAART
(USDHHS, 2015a). A HAART adherence rate of 95% is needed in order to achieve an
80% likelihood of having an undetectable viral load; research has reported that actual
HAART adherence rates range from 36% to 70% (Becker, Dezii, Burtcel, Kawabata, &
Hodder, 2002; Heckman, Catz, Heckman, Miller, & Kalichman, 2004; Smith, Rublein,
Marcus, Brock, & Chesney, 2003). Viral suppression, congruent with the treatment

cascade approach, has been shown to reduce HIV transmissions by as much as 25 times
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(Cohenetal., 2011, 2012). Via executive order in 2013, President Obama signed the
HIV Care Continuum Initiative, directing federal agencies to prioritize the treatment
cascade in national HIV prevention strategies and programs (Obama, 2013).

Role of Counseling in HIV Prevention

The treatment cascade and related HIV/AIDS related services are provided
through non-profit AIDS Service Organizations (ASOs). ASOs provide HIV/AIDS
education and testing services (International Council of AIDS Service Organizations
[ICASO], 2015). This includes post-test HIV counseling regarding medication
adherence, safe sex, injection drug use, and health needs (ICASO, 2015; Kelly et al.,
2000). These programs receive funding from the Federal Ryan White Program to help
support the costs associated with delivering health care to populations most effected by
HIV/AIDS (USDHHS, 2015b). Parts A and D of the Federal Ryan White Program assist
in funding an array of services including mental health services. Though these
appropriations are designed for services targeting PLWHA, Kelly et al. (2000) noted the
important role of ASOs in HIV prevention as well, including the use of mental health
services.

Many HIV risk behaviors, including UALI, are the end result of an individual’s
own decision-making processes (Ewart, 1991; Reyna, 2008). For this reason, counselors
and other mental health professionals may be particularly well-suited to provide
preventative care. This is because counseling and psychotherapy can provide an
understanding of and help facilitate changes to clients’ behavioral decision-making
processes (Alexopoulos, Raue, & Arean, 2003; American Counseling Association

[ACA], 2015; Kelly & Murphy, 1992; National Institute of Mental Health, 2015). The
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United States Preventative Services Task Force (Curry, Grossman, Whitlock, & Cantu,
2014) noted that “counseling interventions are preventive services designed to help
persons engage in healthy behaviors and limit unhealthy ones” (p. 407). Trained
professional counselors use their understanding of human behavior to assist clients in
evaluating, confronting, and adjusting their behavioral patterns. This is achieved through
completion of a thorough diagnostic assessment, culturally-sensitive case
conceptualization, relevant goal-setting, and timely interventions (MacCluskie, 2011;
Young, 2013). The possible role of counselors in HIV prevention was supported when
Croteau, Nero, and Prosser (1993), at the height of the HIVV/AIDS epidemic, posited that
“counselors and other human development professionals can, and perhaps should, be in
the forefront of providing HIV and AIDS prevention education” (p. 294).

Literature has shown that counseling services can help to prevent HIV infection
by significantly reducing HIV risk behavior among MSM (Eaton, Cherry, Cain, & Pope,
2011; Koblin & EXPLORE Study Team, 2004; O’Donnell, Stueve, Joseph, & Flores,
2014), and has been shown to reduce the rate of HIV acquisition by 18.2% (Koblin &
EXPLORE Study Team, 2004). Even a single counseling session has been shown to be
effective at reducing UAI as much as one year after the intervention (Dilley et al., 2002).
These interventions employed common counseling techniques (e.g., motivational
interviewing, cognitive reframing) to improve communication skills, decision-making
processes, and self-talk. Counseling interventions are also an effective tool for reducing
HIV risk behavior including medication adherence and serosorting (i.e., sexual
intercourse only with other individuals with HIVV) among MSM already living with HIV,

thus reducing the general infection rate (Healthy Living Project Team, 2007; Kalichman,
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Rompa, & Cage, 2005; Kurth et al., 2014). von Sadovszky et al. (2014) and Croteau et
al. (1993) have both noted that the effectiveness of interventions could be still greatly
enhanced if the intervention is tailored to accommaodate the cultural background of
clients.

The counseling field has made a notable shift toward multicultural competence
and sensitivity to culture within the counseling process (Council for Accreditation of
Counseling and Related Educational Programs, 2009; Stadler, Suh, Cobia, Middleton, &
Carney, 2006). The ACA (2014) ethical code stipulates that counselors embrace
“approaches that support the worth, dignity, potential, and uniqueness of individuals
within their historical, cultural, economic, political, and psychosocial contexts” (p. 20).
The AMCD (1996) outlines the three domains of multicultural competency: 1) Attitudes
and Beliefs (e.g., sensitivity to one’s own values and biases, respect for others’ values),
2) Knowledge (e.g., specific knowledge about the population), and 3) Skills (e.g., able to
adapt techniques to best fit with client). Counselors should be able and ready to
conceptualize clients and their distress within a culturally-competent context. This may
be particularly true since culture has been shown to influence an individual’s decision-
making processes (Briley, Morris, & Simonson, 2000; Lehman, Chiu, & Schaller, 2004).
As mentioned above, Latino culture (including Latino acculturation) has been shown to
be significantly associated with condom-use decision-making among MSM (Diaz &
Avyala, 1999; O'Donnell et al., 2002; Poppen et al., 2004; Rhodes et al., 2011). This,
however, may not be nuanced enough information to guide counselors in their work with
Latino MSM. It is important for research to continue to uncover how and why Latino

culture and condom-use decision-making are linked; this information could much more
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significantly inform the knowledge and the attitudes domains of multicultural
competence for counselors in their practice (AMCD, 1996).

Counseling interventions designed to aid in disease prevention are more effective
when they are designed with an underlying evidence- or theory-base (Fishbein, 2000;
Fishbein, & Ajzen, 2005; Kelly & Murphy, 1992; von Sadovszky, Draudt, & Boch,
2014). Rotheram-Borus et al. (2009) noted that a common factor among all effective
HIV interventions is a solid foundation in a theory of human behavior. Herbst et al.
(2005), in their meta-analysis of 33 studies, also highlighted the importance of theory,
finding that “interventions that reported a basis in behavioral theory were associated with
efficacy” (p. 237). This is because theories of human behavior provide scientifically
validated constructs for interventions to target. It is similarly important for research to
incorporate these theories in order to better translate findings into actionable

interventions.

Social Cognitive Theory

A theory of human behavior frequently applied in counseling and utilized in
research is Bandura’s (1986) social cognitive theory (see Andersen & Chen, 2002;
Cervone, Shadel, & Jencius, 2001; Lent & Maddux, 1997; Lent et al., 2005). Social
cognitive theory details the role of internal cognitive processes on behavior and learning,
and is presented as the dynamic and reciprocal interaction of three factors: 1) an
individual’s behavior, 2) an individual’s personal characteristics, and 3) environmental
influences (Bandura, 1986; 2012). This supplement to Bandura and Walters’ (1963)
social learning theory prioritizes the process of reciprocal determinism. Reciprocal

determinism is the process by which each of the components “operate as interacting
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determinants of each other” (p. 18; see Figure 2.1). For example, personality
characteristics and environmental context are continuously cooperating to influence
behavior. This suggests that social cognitive theory could bridge the space between the

aforementioned individual-level and social/environmental-level risk factors.

Personal Environmental
< —>

Characteristics Influences

Figure 2.1: This figure displays the components of social
cognitive theory and the reciprocal determinism between them.
Personal characteristics—Behavior. The field of psychology is predicated on

the notion that people’s behavior is heavily influenced by many personal characteristics
including their attitudes, beliefs, values, self-efficacy, and motivation (Bandura, 1986).
For example, in a study of 482 Latino MSM, Calabrese, Reisen, Zea, Poppen, and
Bianchi (2012) reported that men who believed that wearing a condom resulted in a loss
of sexual pleasure were significantly more likely to engage in UAI. Mustanski (2007)
reported that personality characteristics, specifically anxious affect (e.g., nervous,
irritable, restless), can moderate the effect of contextual anxiety on HIV risk behavior
among MSM. The theory of planned behavior (TPB; Ajzen, 1985, 1991) is an example
of one attempt to explain the influence of personal characteristics on behavior.
According to TPB, an individual’s intention to perform a behavior is significantly
correlated with their performance of that behavior, which is the confluence of their 1)

attitudes toward the behavior, 2) perceived subjective norm beliefs about the behavior,
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and 3) perceived level of control over the behavior. Kok, Hospers, Harterink, and De
Zwart (2007) in a sample of over 1,300 MSM, reported that these three components
accounted for 55% of the variance in condom use intention. Similar results were reported
by van Kesteren, Hospers, van Empelen, van Breukelen, and Kok (2007) in a sample of
296 MSM, with these personal beliefs explaining more than 50% of the variance in
condom use intentions in a statistically significant model. Additionally, the three
components of TPB statistically significantly accounted for 28% of the variance in
condom use intentions among young MSM (Franssens, Hospers, & Kok, 2009).

Because social cognitive theory prioritizes the notion of reciprocal determinism,
the relationship of influence between personal characteristics and behavior is
bidirectional (Bandura, 1986, 2012). That is to say that one’s behavior could also
influence their personal characteristics. The theory of cognitive dissonance is an example
of this. Festinger (1962) defined cognitive dissonance as the psychological upset that
results from simultaneously holding two contradictory values, beliefs, or schemas. To
reduce this dissonance, the theory of cognitive dissonance suggests that individuals may
change their preexisting views to accommodate the new contradictory information. This
is frequently seen after a person engages in a behavior that conflicts with their established
values or beliefs. After the behavior is executed, the individual often changes his/her
beliefs to better align with the behavior (Cooper, Mirabile, Scher, Brock, & Green, 2005;
Harmon-Jones & Harmon-Jones, 2007). For example, Dickson-Gomez, Weeks, Convey,
and Li (2011) reported that peer health advocates (PHA), because of cognitive
dissonance, reduced their own HIV risk behaviors as they were offering health

information to peers about HIV risky behavior. The PHAs changed their behavior to
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settle the cognitive dissonance created by providing health information while
simultaneously engaging in risky behavior. Further supporting the role cognitive
dissonance as a mechanism of behavior influencing personal characteristics, Huebner,
Neilands, Rebchook, and Kegeles (2011) reported, in a statistically significant model,
that past condom use behavior had a stronger predictive association with future condom
attitudes than did past condom attitudes on future condom use behavior.

Environmental influences—Behavior. Social cognitive theory posits that
environmental influences affect behavior. Bandura (1986, 2012) suggested that stimuli
within one’s environment could initiate, mitigate, or moderate behavior. For example,
Pollock and Halkitis (2009) reported, in a sample of 311 MSM in New York City, that
the environmental context of a sexual encounter was a statistically significant predictor of
UAI, with men significantly more likely to engage in UAI at bareback sex parties and in
bathhouses/sex clubs than in other locales (e.g., gym, bar, work). Associations between
environmental influences and behavior support the promulgation of social action theory
(Ewart, 1991). Social action theory focuses on the role of “social-contextual influences
that constrain or enhance self-regulatory mechanisms” (p. 932). Congruent with this, Zea
et al. (2009) reported that contextual factors present within a particular sexual encounter
(i.e., relationship closeness, seroconcordance) were associated with UAL.

Consistent with social cognitive theory’s concept of reciprocal determinism, one’s
behavior can also influence their environment and the behaviors of others. For example,
Bandura (1986) humorously noted that “we are all acquainted with problem-prone
individuals who, through their irksome conduct, breed negative social climates” (p. 29).

One individual’s behavior can significantly impact and influence the contextual standards
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of a group, thereby influencing the behavior of others in the group. Bandura (1986,
2001) stressed the principal role of modeling in this influence on others. Latkin and
Knowlton (2006) highlighted the significant benefit that behavioral modeling of condom
use can have within MSM communities. Correspondingly, in a community-based
participatory research (CBPR) study, participants in Rhodes et al. (2011) indicated the
need for role models in the creation and implementation of interventions to increase
condom use among MSM. One such intervention, EDGE (Mausbach, Semple, Strathdee,
Zians, & Patterson, 2007), prioritizes the use of role-play and skill rehearsal in enhancing
condom use for MSM methamphetamine users. Of the current 15 good or best practices
listed by the CDC to be used with the MSM population (CDC, 2015d), nine include role
plays and/or behavioral modeling in their intervention strategy.

Personal characteristics—Environment influences. The final bidirectional
influence is that between personal characteristics and environmental context. As stated
previously, one’s beliefs, attitudes, schemas, and morals compose the personal
characteristics that are fashioned over time and represent the confluence of personal
standards that underpin a person’s behaviors (Bandura, 1986, 2012). Bandura (1991)
posited that these standards “are drawn from the tutelage of influential persons in one’s
social environment or from the standards prescribed by them” (p. 254). HIV/AIDS
interventions targeting communities and promoting community empowerment
demonstrate this, calling attention to the lowered personal standards associated with
sexual behavior in oppressed and disempowered communities (Beeker, Guenther-Grey,
& Raj, 1998; Crossley, 2001). For example, Diaz, Ayala, and Bein (2004), in a sample of

912 Latino MSM, reported that risky sexual behavior (i.e., UAI) is partially attributable
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to community oppression, mediated by increased likelihood of being in difficult sexual
situations (e.g., sex under the influence of drugs, sex with an unequal power balance, sex
to escape negative emotions). Aligning with this, the CyBER/M4M intervention
designed by Rhodes et al. (2007) used tenets of community empowerment to provide
chat-room based support to MSM, helping to inform the sexual behavior personal
standards (i.e., norms and expectations) of men participating in chatrooms.

Social cognitive theory, through reciprocal determinism, posits that personal
characteristics can also influence one’s environment. Personal characteristics dictate into
which environments individuals enter (Bandura, 1986, 1991, 2012). Bandura (1986)
summarized this process by stating that “the environment is inoperative until it is
actualized” (p. 28). For example, emerging evidence shows that MSM who identify as
“barebackers” may be more likely than MSM who do not identify as such to seek out
sexual encounters online via internet chat sites (Elford, Bolding, Davis, Sherr, & Hart,
2007; Halkitis & Parsons, 2003). Still, compared to the other five influences inherent in
social cognitive theory, there remains a relative paucity of research investigating the
influential role of personal characteristics onto environmental context within the
HIV/AIDS literature for MSM. The scant evidence available prioritizes the catalytic role
of an individual’s personal characteristics (e.g., beliefs, values, morals, culture) in
creating risky situations (Cooper, 2010). For example, Zeglin (2015), in a systematic
review of 31 sources (e.g., peer-reviewed articles, book chapters), reported that
masculinity was identified as facilitating several HIV risk scenarios for MSM (e.g., lower
medication adherence, drug use, partner concurrency). Similarly, Bianchi et al. (2010)

reported that Latino cultural sexual scripts for MSM highlight the role of specific
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personal characteristics (i.e., passion, spontaneity), possibly facilitating situations with

high HIV risk (e.g., lack of preparedness, loss of control).

Social Cognitive Theory and the Current Study

The current study proposes to assess the predictors of condom use within the
social cognitive theory framework using hierarchical generalized linear modeling. In
essence, the study will test the effect of personal characteristics and environmental
influences on behavior. Also, possible interaction effects between personal
characteristics and environmental influences will be examined. The target behavior is
condom use during a particular sexual encounter. The personal characteristic being tested
is that of Latino cultural beliefs and the environmental influences are emotional closeness
and sexual desire. Figure 2.2 graphically displays the relationship of these variables
within the social cognitive theory framework, with arrows denoting the planned targets of

analysis.

Condom

Cultural Closeness &
Beliefs Sexual Desire

Figure 2.2: This figure displays the components of social
cognitive theory as they apply to the current study.

Condom use as behavior. According to CDC (2013e), abstinence—avoiding

sexual activity—is the most effective way to prevent contraction of STIs including HIV.
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However, abstinence can be difficult to maintain. Sexual activity opens an individual up
to contracting STIs. For individuals choosing to engage in sexual activity involving
penetration by a penis, condoms are a highly effective protection against many common
STls including human papillomavirus (HPV), chlamydia, gonorrhea, trichomoniasis,
hepatitis B, genital herpes, and HIV (CDC, 2013b). This is because condoms, when used
correctly and without problems, provide an “essentially impermeable barrier to particles
the size of [STI] pathogens” (CDC, 2013a, p. 1). Because of this, condom use is an
example of a behavior that, according to social cognitive theory and social action theory,
is a public health self-regulatory goal (Bandura, 2001; Ewart, 1991; Latkin & Knowlton,
2005). Moreover, it is a self-regulatory goal that, as mentioned above, has been shown to
be highly effective at protecting at against HIV (Koblin et al., 2006; McKay, 2007;
Varghese et al., 2005). Condom use, as a self-regulatory sexual goal; behavior, can be
difficult to accurately measure. There are numerous challenges with measuring condom
use including social desirability, recall accuracy, and participation bias (Fenton, Johnson,
McManus, & Erens, 2001; Noar, Cole, & Carlyle, 2006). Nonetheless, because of its
aforementioned effectiveness and efficiency (i.e., considerably less expensive than PrEP),
it remains a viable health-related outcome measure.

Culture as personal characteristic. Culture, through sharing of common
beliefs, values, and norms, “provides its members with some degree of personal and
social meaning” (Chi-Ying Chung & Bemak, 2002, p. 154). Culture aligns with social
cognitive theory’s definition of a personal characteristic as being part of what an
individual thinks, feels, or believes (Bandura, 1986, 2012). Additionally, Bandura (2002)

detailed the important influence of culture and the values, traditions, norms, and schemas
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shaped by culture on an individual’s behavior. Prioritized within this were the roles of
self-efficacy, motivation, and agency. Cultural identity could also inform the
components of TPB (Markus & Kitayama, 1991), an established theory explaining the
relationship between personal characteristics and behavior as mentioned above. Taken
together, this signals culture as an important personal characteristic to consider when
investigating behavior.

Warren et al. (2008) highlighted the need for more rigorous attention to the
cultural correlates of condom use among MSM and aligned this with a call for culturally
sensitive interventions. There is growing support for the assertion that the lived
experiences of cultural minority populations including oppression, prejudice, and gender-
roles may facilitate risky sexual behavior including UAI (Diaz et al., 2004; Marin, 2003).
Aligning with this, von Sadovszky et al. (2014) suggested tailoring interventions to the
participants’ culture to improve the effectiveness of the intervention. The current study,
congruent with this recommendation, further explores the role of culture on UAI behavior
among Latino MSM to help inform future interventions for this population.

Closeness and sexual desire as environmental influences. As highlighted in
Ewart (1991), environmental influences can create situational context. A detailed review
by Misovich, Fisher, and Fisher (1997) emphasized the role of relationship closeness in
HIV risk behavior including UAI. They hypothesized that this environmental influence
existed regardless of the individual’s personal characteristics, highlighting the contextual
effects of this association. Relationship closeness has consistently been shown to be
correlated to UAI, with MSM more likely to engage in UAI with close/main partners than

with casual partners (Carballo-Diéguez, Remien, Dolezal, & Wagner, 1997; Hensel,
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Rosenberger, Novak, & Reece, 2012; Hoff, Chakravarty, Beougher, Neilands, & Darbes,
2012). Mustanski, Newcomb, and Clerkin (2011), in a hierarchical generalized linear
model involving 413 sexual partnerships nested within 122 MSM, reported that men who
indicated that their relationship was serious were 7.82 times more likely than men who
indicated that the relationship was less than serious to report UAI. Also, among 180
MSM, reports of greater arousal were significantly predictive of UAI (i.e., less likely to
wear condoms when having greater sexual desire; Golub, Kowalczyk, Weinberger, &
Parsons, 2010).

Research involving Latino MSM demonstrates similar results. In focus groups of
31 Latino MSM, UAI was often accredited to a desire for emotional closeness and
intimacy (Balén, Carballo-Diéguez, Ventuneac, & Remien, 2009). Jarama et al. (2005)
also reported that greater sexual attraction also significantly predicted UAI in Latino
MSM. Zea et al. (2009), in their hierarchical generalized linear model involving 1,777
sexual encounters nested within 413 Latino MSM, reported that both greater relationship
closeness and sexual desire were statistically significant contextual predictors of UAL.
Wilson, Diaz, Yoshikawa, and Shrout (2009) reported similar results in their sample of
270 Latino MSM, with relationship closeness and sexual desire both significantly
increasing the odds of UAI. These results support the results of Diaz and Ayala (1999),
wherein the Latino cultural sexual beliefs of loss of control and love and intimacy were

associated with UAL.

Data Structure

Social cognitive theory, as presented in this chapter, highlights the interaction

between the individual and the environmental context. One individual may be exposed to
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varying contexts. Moreover, the individual may or may not behave rather differently
between contexts despite and/or because of stable personal factors (Bandura, 1986;
2012). Data collected from the individual pertaining to these stable factors would be
applicable across contexts. Whereas data collected regarding the context itself would
vary across contexts to which the individual is exposed. This data structure is one type of
nested data, wherein one level of data is nested within another; this is also sometimes
called multilevel data for this reason (Goldstein, 2011; Raudenbush & Bryk, 2002;
Stevens, 2012). For example, multiple contexts (i.e., level-1) would be nested within a
single individual (i.e., level-2). Traditional linear regression is incapable of handling this
form of data without either disaggregating the level-2 data onto the level-1 data (thus
eliminating the assumption of independence of observations) or aggregating the level-1
data into level-2 (thus discarding within-group variance information). Raudenbush and
Bryk (2002) summarizes by noting that “aggregating and disaggregating are both
unsatisfactory” (p. xx) methods with which to analyze such data.

With such data sets, it is common for researchers to use survey research to gather
data at both levels (Goldstein, 2011). Such a survey would contain items regarding stable
personal factors as well as items regarding a specific event or context. These latter items
would be repeated for as many events or contexts as necessary, while the former items
are asked only once (Goldstein, 2011; Stevens, 2012). A recent National Institutes of
Health (NIH; 2003) project proposed to collect HIVV/AIDS epidemiologic data in
precisely this way, proposing “an innovative approach with a theoretical model that
includes variables at two levels” (para. 1). This project sought to include items at the

“person level” (i.e., participant) as well as at the “situation level” (i.e., sexual encounter).
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During the four-year study, researchers were able to collect data on 2,258 sexual
encounters nested within 482 MSM (see Zea et al., 2009). This data has yielded 10
published articles (see NIH, 2003) on topics including condoms and pleasure (Calabrese
et al., 2012), public sex (Reisen, Zea, Bianchi, & Poppen, 2011), circumcision (Reisen,
Zea, Poppen, & Bianchi, 2008), and closeness and desire (Zea et al., 2009). To date, Zea

et al. (2009) is the only published multilevel analysis using this data.

Recommendations for Future Inquiry

Considering the aforementioned research, there is a sizeable body of literature
investigating the risk factors associated with HIV and condom use among Latino MSM to
help inform counselors in their work with this population. However, there remain
significant gaps in the knowledge base. The following are recommended areas of future
research and are outlined briefly below.

1) Knowledge Base of Counselors: Despite the general density of information
within the literature regarding culture and condom use, no research was located that
assessed the degree to which counselors are aware of this information and/or are
incorporating this information into their work with Latino MSM. This could be
considered a needs assessment of sorts. If counselors are unfamiliar with and/or not
incorporating the information, this may indicate a strong need for the development of an
intervention that includes Latino cultural beliefs among its constructs.

2) Latino Cultural Norms: There is presently, as mentioned above, emerging
evidence that Latino cultural is associated with UAI. What remains unknown are the
specific norms within Latino culture that predict UAI. Save for the results of Diaz and

Ayala (1999), which used qualitative interviews to identify three cultural norms
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associated with condom use, and Calabrese et al. (2006), which piloted the LSBS and
identified three valid constructs, little is known about the cultural norms involved in
condom decision-making. There is to date no quantitative study evaluating the specific
cultural norms associated with UAL.

3) Measuring UAI: Challenges in data collection and population availability
confound some measures of UAI. Assessing condom use at last sexual contact, for
example, is a very popular means by which to measure UAI. It is, however, an inelegant
measure because it is insensitive to behavior patterns (i.e., condom use or non-use at the
most recent sexual contact could be the exception and not the rule). Conversely, the most
recent sexual encounter is more likely to be recalled accurately. Multilevel analyses,
with sexual encounter nested within individual, can identify patterns in condom use
across several sexual encounters.

4) Latino Cultural Norms Moderating Effects: The current literature largely
investigates the direct effect of Latino cultural beliefs on condom use. Even with an
understanding of specific cultural norms (see recommendation #2 above), this still does
not elucidate the condom-use decision-making process for Latino MSM. Social cognitive
theory and social action theory highlight the important role of context in decision-
making. Aligning with this, there is a need to assess whether and to what extent Latino
cultural norms influence decision-making in such context; this mean evaluating the
moderating effects of Latino cultural beliefs on condom use. As mentioned above,
multilevel analysis is a viable method by which to accomplish this goal.

5) Effectiveness and Efficacy of Culturally Sensitive Interventions: Interventions

designed to promote counseling as prevention will need to be rigorously tested and
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eventually validated. To aid in the interventions success, it should first be rooted in
evidence- or theory-base, developed using community/stakeholder input, and tested using
a randomly controlled trial. At present, there is still a need to complete the first step of

identifying viable constructs to include in eventual interventions.

Summary and Current Study

The current study intends to address some of these more nuanced, though not
immaterial, knowledge gaps. As mentioned above and aligning with social cognitive
theory, one such gap is that of the interplay between the personal factors and
environmental influences of behavior from which to develop counseling intervention for
prevention of HIV infection among Latino MSM. Zea et al. (2009) was the only
available multilevel analysis investigating this dynamic, nesting sexual encounters (i.e.,
environmental influence) within individuals (i.e., personal characteristics). Their
findings, though precedential and informative, reported on UALI in its combined form. As
prior research has indicated (e.g., Frye et al., 2010; Poppen, Reisen, Zea, Bianchi, &
Echeverry, 2004), risk factors vary in significance between URAI and UIAI. This is an
important note, considering the substantial disparity in HIV transmission risk between
these two sexual roles (CDC, 2015a; Li et al., 2010; Sheth & Thorndycraft, 2009;
USDHHS, 2015A; Zeglin, 2015; Zuckerman et al., 2004). The current study seeks to
utilize similar methodology, placing closeness and sexual desire as encounter-level
variables (i.e., environmental influences), while conducting separate analyses for URAI
and UIAL.

Additionally, building off of the foundation provided by previous work

highlighting the roles of closeness and sexual desire in UAI (e.g., Diaz & Ayala, 1999;
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Wilson et al., 2009; Zea et al., 2009), especially considering the robust findings of
Mustanski et al. (2011), the current study investigates the influence of Latino cultural
beliefs on these elements. This aligns with the abovementioned need for more
quantitative investigation of the specific cultural beliefs involved in the condom-use
decision-making process. Though Lo et al., (2001) already undertook this task in a
regression analysis, their results were non-significant. This may be due to the use of an
aggregated LSBS scale, which had previously (see Calabrese et al., 2006) been shown to
have three psychometrically sound constructs. The current study seeks to confirm these
constructs through factor analysis methodology, and to use these distinct constructs as
individual-level predictors (i.e., personal characteristics) in the multilevel analysis.

The aim of the current study is to address the lack of condom-use counseling
interventions for Latino MSM by informing the knowledge necessary for counselors to
engage in culturally competent practice with this population (AMCD, 1996).
Considering the high infectivity of UAI and the efficient protective attributes of
condoms, the current study proposes to clarify the role of culture in condom-use decision-
making for Latino MSM. The Latino MSM population is disproportionately affected by
HIV yet does not have interventions derived from culturally-sensitive quantified
information (CDC, 2015b, 2015d; O’Donnell et al., 2014). Using the results of the
current study, the possible constructs to include as components of HIV counseling
prevention interventions for Latino MSM can be identified and synthesized; this can
support an evidence- and theory-base for subsequent studies to begin validating such

interventions.
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Chapter 3: Methods

This chapter, Chapter 3, will present the secondary dataset, relevant research
questions and hypotheses along with the methodology used to answer these questions.
The goal of the current analysis is to examine the relationship between Latino cultural
norms and condom use decision-making. More specifically, the study will seek to
identify: 1) what specific cultural beliefs are involved in this process and 2) whether they
moderate factors that have already been shown to be situational influences on condom
use decision-making in this population. This research will utilize the abovementioned
survey data collected in NIH (2003) from a sample of Latino MSM living in New York
City. All variables were self-reported using Audio Computer-Assisted Self Interview (A-

CASI).

Research Questions and Hypotheses

The study’s research questions include several specific statistical analyses. The
first research question informs the later ones and the corresponding hypothesis is
congruent with results of Calabrese et al. (2006). This research question and hypothesis
Is:

RQL1. Do the items presented in the Latino Sexual Beliefs Scale (LSBS) yield

psychometrically sound constructs?

Hi: The LSBS will yield three psychometrically sound constructs.

Hypothesis 1 was tested using factor analysis to identify possible constructs. These
presently unknown constructs then served as independent variables at level-2 (i.e., the
person level). In multilevel data, the number of independent variables at each level

impacts the number of statistical tests and, therefore, the number the hypotheses
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(Goldstein, 2011; Raudenbush & Bryk, 2002). Assuming the null for Hy is rejected, there
are 22 additional hypotheses being tested in the study (11 for UIAI and 11 for URAI).
These research questions and corresponding hypotheses are:
RQ2. Do any of these constructs predict condom use at the encounter level?
H> — Ha: LSBS constructs 1; 2; and 3 will each predict higher odds of UIAI
Hs — H7: LSBS constructs 1; 2; and 3 will each predict higher odds of URAI
RQ3. Do closeness and sexual desire maintain their predictive relationship with
condom use at the encounter level?
Hg — Ho: Closeness and sexual desire will predict higher odds of UIAI
H1o — H11: Closeness and sexual desire will predict higher odds of URAI
RQ4. Do any of the LSBS constructs moderate the relationships of closeness or
sexual desire on condom use at the sexual encounter level?
Hi2 — Hia: LSBS constructs 1; 2; and 3 will each moderate closeness effect on
UIAI
His — Hi7: LSBS constructs 1; 2; and 3 will each moderate closeness effect on
URAI
His — H2o: LSBS constructs 1; 2; and 3 will each moderate sexual desire effect on
UIAI
H>1 — H23: LSBS constructs 1; 2; and 3 will each moderate sexual desire effect on
URAI
Hypotheses 2 — 23 will be tested using hierarchical generalized linear modeling (HGLM)
techniques. The a priori hypothesized model is presented in Figure 3.1. One HGLM

model will be run for UIAI and one for URAL.
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Figure 3.1: This figure displays the hierarchical generalized linear model that will
simultaneously test all of the statistical hypotheses.

Participants

Population and sample. The population of the present study is Latino MSM
living in the US. Secondary data will be used to access a sample of this population. The
dataset utilized is the data collected through the NIH (2003) project by Zea and
colleagues (see Zea et al. 2009). Data was collected using A-CASI; CASI surveys have
been shown to promote more complete response patterns by participants (De Leeuw,
Hox, & Kef, 2003; Fenton et al., 2001; Kurth et al., 2004). The men in NIH (2003) were

recruited via advertisements (e.g., paper flyers), referrals from health organizations, and
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snowball sampling methods. All participants were living in New York City and were of
Brazilian, Columbian, or Dominican ethnicity and reported having had sexual contact
with other men within the last six months; the men in this sample are all Latino MSM, the
population of interest. In all, NIH (2003) included 482 participants, of which 146
(30.3%) were Brazilian, 169 (35.1%) were Colombian, and 167 (34.6%) were
Dominican. The full sample had a mean age of 36.37 (SD = 9.54). The majority of the
sample identified as gay (83.8%), bisexual (17.6), as MSM (12.2%), or on the “down
low” (1.2); four participants (.8%) identified as straight. These percentages do not equal
100% because participants were allowed to mark more than one sexual orientation. The
mean score on the LSBS was 3.07 (SD = .63). The mean scores for closeness and sexual
desire were 2.45 (SD = 1.19) and 3.12 (SD = .82) respectively (see Table 3.1 for
information regarding scales). The study will use the full sample.

Human participants and ethical considerations. Since secondary data was
used, many of the typical ethical considerations regarding recruitment, informed consent,
and data collection are not directly applicable. Indirectly, however, it is important to note
that the study procedures presented in NIH (2003) were approved by the Institutional
Review Board (IRB) of The George Washington University and by the NIH. The current
study does not have access to personally identifiable information (PI1); the researchers
involved with the NIH (2003) project removed this information and only included
participant ID numbers in the dataset to be used for the current study. Because of this,
there is believed to be limited threat to participants as a result of the current study. To
further protect participant data, the dataset will be permanently stored on a password

protected flashdrive, which will remain locked in the author’s desk within a locked office
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that is housed at the Milken Institute School of Public Health at George Washington
University and the dataset will only be accessed in that office. All data transformations
will be done through creation of an SPSS syntax file; this prevents the need to save
multiple copies of the SPSS data files, thus reducing risk of data breach. On July 15,
2015, The GWU IRB reviewed the current study’s research proposal and does not

consider it human subjects research.

Measures

The present study will utilize five measures contained within the NIH (2003)
dataset. The Latino Sexual Beliefs Scale (LSBS), a single-item relationship closeness
measure, a single-item sexual desire measure, and a two-item condom use measure will
be used. All items and their possible responses were presented in English, Portuguese,
and Spanish (e.g., “Latino men are passionate lovers/ Os homens latinos sdo amantes
cheios de paix&o/ Los hombres latinos son amantes apasionados”). Only the English
translations are presented in the below detailed descriptions of measures. Table 3.1

offers a summary of the measures to be used in the study.

Table 3.1

Summary of Measures
Variable Variable Measure Author Number Item
Assessed Type (Year)? of Iltems  Structure

Cultural Beliefs Level-2 Latino Sexual  Calabrese et 13 Likert (1-5)
Independent  Beliefs Scale al. (2006)

Closeness Level-1 Author-created  Zeaet al. 1 Likert (1-4)
Independent Measure (2009)

Sexual Desire Level-1 Author-created  Zeaet al. 1 Likert (1-4)
Independent Measure (2009)

UIAI Dependent  Author-created  Zeaet al. 2 Dichotomo

Measure (2009) us (Yes/No)

URAI Dependent  Author-created  Zeaet al. 2 Dichotomo

Measure (2009) us (Yes/No)

Note: The listed citation is the reference in which the NIH (2003) items were first used
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LSBS. The LSBS is a measure of cultural beliefs specific to sexuality within
Latino culture. It was originally developed through qualitative interviews and piloted as
a 10-item inventory (Calabrese et al., 2006). This pilot factor analysis, including 120
Latino MSM of Brazilian, Columbian, and Dominican origin, yielded three factors
(Romance/Passion, Relinquishment of Agency, and Hypersexuality) incorporating eight
items with factor loadings of at least .72 (M = .81). The eigenvalues of all scales were a
minimum of one. Subsequent to this pilot analysis, three additional items were added to
the LSBS, making a 13-item scale (see Lo et al., 2011). This 13-item full LSBS has a
Cronbach’s alpha of .81, signifying good internal consistency (Kline, 2013; Lo et al.,
2011; Tavakol & Dennick, 2011). All items (e.g., “Latino men are passionate lovers,”
“Men have little control over their sexual impulses,” “Saying ‘no’ to a potential sexual
partner is difficult because it might hurt his feelings”) are scored on a five-point Likert
scale with 1 = “Strongly Disagree,” 2 = “Disagree,” 3 = “Neither Agree nor Disagree,” 4
=“Agree,” and 5 = “Strongly Agree.” Table 3.2 presents the full 13-item LSBS along
with the factors and loadings of the original eight items. The study will include a factor
analysis of the full LSBS in order to identify psychometrically sound factors (see factor
analysis section below). Only those with satisfactory eigenvalues, factor loadings, and
internal consistency will be utilized in subsequent analyses (see research questions and
hypotheses above). Because NIH (2003) conceptualized Latino cultural beliefs as an
individual-level variable, the LSBS items were presented only once to the participants.

Closeness. Inthe NIH (2003) data, the level of relationship closeness during
each sexual encounter was measured using a single item (i.e., “How would you describe

your relationship with this person at the time of the sexual encounter?”). This was
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answered on a 4- point Likert scale with 1 = “There was no relationship,” 2 = “There was
a very limited relationship,” 3 = “There was a close relationship,” and 4 = “There was a
very close relationship.” Though no psychometric data on this scale is available, this
measure was successfully used in Zea et al. (2009). Additionally, a similar single-item 4-
point Likert scale measure of emotional closeness was used in Wilson et al. (2009) to
explore its relationship to UAI. Such single-item measures have been found to be no less
valid than other lengthier multi-item measures of the same constructs (see Abdel-Khalek,
2006; Bergkvist & Rossiter, 2007; Robins, Hendin, & Trzesniewski, 2001). Nonetheless,
the current study explored the psychometric properties of the closeness measure to ensure
validity. Because relationship closeness was considered an encounter-level variable in
NIH (2003), this item was presented to participants for each sexual encounter reported.

Table 3.2
Full 13-Item LSBS with Factors and Loadings from Original 8-item Version

Item RP RA HS

1. Men have little control over their sexual impulses. .85
2. Men are always ready for sex. .89
3. Latino men are romantic when they are in love. 81

4. Latino men are passionate lovers. .80

5. Latino gay men prefer masculine men as partners.

6. When Latino gay men are in love, they surrender themselves to their A7

partners’ desires.

7. Fate determines whether a man will get a sexually transmitted disease.? 12

8. Sometimes it is better to go along with a sexual partner’s desires in .82

order to avoid conflict.

9. Saying “‘no’’ to a potential sexual partner is difficult because it might .80

hurt his feelings.

10. Sex without penetration seems incomplete.

11. It is harmful for a man to have an erection (a hard-on) without

ejaculating.

12. It is hard to say no to a sexual partner who has been financially

generous to me.

13. Lovers who trust each other don’t use condoms.

Note: ®This item was worded as “If a man is meant to get a sexually transmitted disease, he will
get it no matter what he does” in the original version of the LSBS; RP = Romance/Passion, RA =
Relinquishing Agency, HS = Hypersexuality
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Sexual desire. The NIH (2003) data uses a single-item measure of the level of
sexual desire for each sexual encounter (i.e., “On this occasion, prior to any physical
contact, how much did you want to have sex?”). This was answered on a 4-point Likert
scale with 1 = “Not at all,” 2 = “A little bit,” 3 = “A moderate amount,” and 4 = “A great
deal.” Again, there is no psychometric data available for this measure but was used
successfully in Zea et al. (2009). Wilson et al. (2009), to investigate predictors of UAI
among MSM, used a similar single 4-point Likert scale item to measure sexual attraction.
Within the literature, sexual desire/arousal has frequently been measured via single-item
measures (see Boldero, Moore, & Rosenthal, 1992; Kontula & Haavio-Mannila, 2009).
Supporting the use of self-reported sexual desire, Chivers, Seto, Lalumiere, Laan, and
Grimbos (2010), in a meta-analysis including over 1,918 males from 132 articles, found
that self-report measures of sexual desire/arousal are strongly correlated to physiological
genital measures of sexual desire/arousal (e.g., penile plethysmography). Still,
psychometric testing of the sexual desire measure was conducted, again to ensure
measurement validity. As with the closeness measure above, level of sexual desire was
considered an encounter-level variable in NIH (2003) and the measure was presented to
participants for each sexual encounter that they reported.

UAI. The variable of UAI, as mentioned above will be divided into UIAI and
URIA. This approach is believed to offer a more nuanced understanding of the possible
sexual-role based differences in condom use decision-making. Both UIAI and URIA will
be measured using a constructed measure containing two items. Because condom use
varies across sexual encounter and is therefore an encounter-level variable, NIH (2003)

presented the condom use items to participants for each sexual encounter that they
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reported.

UIAI. Unprotected insertive anal intercourse will be measured by computation.
NIH (2003) includes an item asking if “You inserted your penis in your sexual partner's
anus” and an item asking if “’You wore a condom.” Both of these items were answered
via dichotomous “Yes” or “No” response options. Participants answering “yes” to the
first item and “no” to the latter will be considered to have engaged in UIAL. All others
will be considered to not have engaged in UIAL.

URIA. Unprotected receptive anal intercourse, much like UIAI above, will be
measured by computation; NIH (2003) includes two items that will be used to compute
URIA. The first asks if “Your sexual partner inserted his penis into your anus.” The
second item asks if “Your sexual partner wore a condom.” Both of these items were
answered via dichotomous “Yes” or “No” response options. Again, participants
answering “yes” to the first item and “no” to the latter will be considered to have engaged

in URAL. All others will be considered to not have engaged in URAL.

Procedure

The study, as mentioned above, used secondary data that was collected during the
course of NIH (2003). NIH (2003) presented participants, via A-CASI, with
demographic information survey items (e.g., age, sexual orientation), personal-level
survey items (e.g., acculturation, depression), and encounter-level survey items (e.g.,
location, drug use, types of sexual behavior) for up to seven previous sexual encounters.
The possible range of reported sexual encounters was 3—7. All participants were asked
about their most recent, penultimate, and most memorable sexual encounter. Whether or

not participants were asked about additional sexual encounters depended on their
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responses to these items. For example, participants who reported that condom use during
each of these encounters were asked about their most recent unprotected sexual encounter
and vice versa. This pattern was continued for encounters involving sex in public place,
sex in private place, and sex involving drug/alcohol use. In all cases, participants were
able to indicate that such an encounter had never occurred. See Zea et al. (2009) for a
detailed explanation of this process. For the current study, access to the data was
requested as part of a course project and was granted by the Pl and the team associated
with NIH (2003). The final list of variables to be used in the current analysis will be

submitted to the PI once the proposal for the study is accepted.

Analysis

As mentioned above (see research questions and hypotheses), the present study
consisted of a two-step analysis. The first step was a factor analysis of the full 13-item
LSBS measure. This was done in order to identify psychometrically sound constructs
within the measure. These were then be used as individual-level variables in step two of
the study, the HGLM modeling.

Exploratory factor analysis. There are four important considerations when
conducting factor analysis: 1) sample size, 2) type of extraction, 3) type of rotation, and
4) technique to determine number of factors (Anna & Osborne, 2005; Costello &
Osborne, 2005). Regarding consideration one, Stevens (2012) notes that the ideal sample
size for factor analysis is between 5 — 20 participants for every item; Costello and
Osborne (2005) recommend a 10:1 participant to item ratio. The full LSBS is 13 items,
requiring a sample of at least 130 to be congruent with the above recommendations. The

sample size was sufficiently large to conduct the factor analysis.
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Regarding consideration two, since the aim of the factor analysis is not variable
reduction, the extraction method would need to be sensitive to the shared variance
between factors (Anna & Osborne, 2005). Therefore, congruent with the
recommendations of Costello and Osborne (2005), the current analysis conducted
descriptive statistical analysis on the full LSBS measure to determine normality.
Showing no clear deviation from normality in the LSBS distribution, maximum
likelihood extraction was used.

Concerning the third consideration, Costello and Osborne (2005) noted that
behavioral sciences “generally expect some correlation among factors, since behavior is
rarely partitioned into neatly packaged units that function independently of one another”
(p. 3). This manifests in the present study because the LSBS factors are expected to share
correlations, as they are believed to be somewhat subordinate to a larger collective
cultural belief system. As such, the study opted to use oblique rotation over orthogonal
rotation, allowing the factor extraction to be sensitive to this correlation.

Finally, pertaining to consideration four, the present study will follow the
guidance of Anna and Osborne (2005), wherein it is recommended that factors be
selected via a confluence of a theory-base, the Kaiser method, and scree plot analysis.
Past research (Calabrese et al. (2006) identified three factors within the LSBS; this is the
present study’s theory-base that supported the construction of Hi (see research questions
and hypotheses). The present analysis also used the Kaiser method to supplement this
theory-base, highlighting factors with eigenvalues > 1.00. Ultimately however, a scree
plot analysis, the technique prioritized by Costello and Osborne (2005), was employed to

provide further support for the number of factors extracted, identifying factors that are
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notably above the “elbow” of the scree plot curve. Further ambiguity was resolved by
identifying the extraction results in which all factor loadings were greater than .300 and
for which there was clear strength in factor interpretability, congruent with suggested best
practices (Costello & Osborne, 2005; Williams, Brown, & Onsman, 2012). All facets of
the factor analysis were conducted via SPSS syntax.

Hierarchical generalized linear modeling. The data required significant
transformations prior to HGLM analysis. This included syntax to create two databases,
one for level-1 (encounter-level) data and one for level-2 (personal-level) data. Level-1
data contained closeness, sexual desire, and condom-use regarding each sexual
encounter, with participant ID numbers repeated for each sexual encounter reported by
that particular participant (i.e., each participant will have multiple rows of data). Level-2
data included only one entry per participant and contained the LSBS factor data. After
factor analysis, descriptive statistics for each LSBS factor were conducted in SPSS via
syntax. Similarly, level-1 predictive analysis was conducted within SPSS. However,
level-2 analysis and cross-level analysis was conducted with HLM 7 for Windows
Software (Raudenbush, Bryk, & Congdon, 2004).

As discussed above (see data structure above), this type of multilevel data
analysis allows for analysis of variance across levels of data, controlling for the variances
explained by level-2 group membership (Raudenbush & Bryk, 2002; Woltman, Feldstain,
MacKay, & Rocchi, 2012). As such, separate predictive equations are created to account
for the multiple levels. Of note, because the outcome variable is dichotomous, and
therefore nonlinear, a link function must be used to produce a linear measure. The

outcome in this case is linked to the probability of an outcome (denoted as ¢), and is
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identified as n rather than Y as in models with linear outcomes (Raudenbush & Bryk,

2002). The level-1 equation was:
N =P+ p1X1+LX2+R
where n = log odds of UAI (%), Bo is the constant (i.e., intercept), 1 is the regression

coefficient of Xy (i.e., closeness), B is the effect of Xz (i.e., sexual desire), and R is error.
This equation tests RQ3. In multilevel analysis, each X becomes an outcome for level-2
equations. Assuming the null of Hy is rejected, the predicted level-2 equations were
therefore:

1) Boo = Yoo + Yor W1 + Yo Wo + vosWs + ug

2) Bro = V1o T vuuWi + viWo + yvisWs + 14

3) Bzo = V20 + Y2i Wi + V22 Wo + v23Ws + 1,

where vyoo is the overall mean intercept (i.e., intercept of the intercepts), yoz is the
regression coefficient of Wy (i.e., LSBS construct 1) relative to its intercept, yo2 is the
regression coefficient of W> (i.e., LSBS construct 2) relative to its intercept, and yoz is the
regression coefficient of W3 (i.e., LSBS construct 3) relative to its intercept, yiois overall
mean of B1 adjusted for all W, y2o is overall mean of B2 adjusted for all W, y11 is the
regression coefficient for the effect of W1 on B, y12 is the regression coefficient for the
effect of W2 on B1, y13is the regression coefficient for the effect of W3z on B, y21is the
regression coefficient for the effect of W1 on B2, y22 is the regression coefficient for the
effect of W2 on B2, y23is the regression coefficient for the effect of W2 on s, uo is the
random effects on the intercept, uy is the random effects on the slope of B1, and uz is the
random effects on the slope of 2. Equation one tests RQ2 while equations two and three

test RQ4. This produced a full hypothesized model for the study of:
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N = Yoo +YorW1 + Yo2Wo +vo3sW3 +ug) + (Y10 + Y1aW1 + y1.Wo + y13W5 +
U ) (X)) + (Y20 + V21 Wi + Yoo Wo + yosWs +uy)(X2) + R
This model will reveal the log odds of UIAI and URAI when all variables in the model
are controlled for across the multilevel design. The effects of person were left to vary in
the analysis, as a fixed effect model is inappropriate considering the high variability of
behavior between individuals. Additionally, in order to increase interpretability and
considering the hypothesis that all participants will indicate a certain level of
endorsement of Latino cultural sexual beliefs, the HGLM analysis will use grand mean-
centering for all Level-2 variables (Raudenbush & Bryk, 2002; Woltman et al., 2012;).
Two preliminary multiple logistic regressions were conducted, one for UIAI and
one for URALI. The predictor variables were mean-centered LSBS (as in Lo et al., 2001),
closeness, and desire. For this analysis, mean LSBS was disaggregated from the person-
level onto the encounter-level. Operationally, this means that each sexual encounter
reported by an individual included the same mean LSBS score, thus violating the
assumption of independence of observations (Raudenbush & Bryk, 2002; Woltman et al.,
2012). Nonetheless, a disaggregated multiple regression can be a helpful pilot test of the
study’s hypotheses. A significant regression model was found for both UIAI and URALI,
validating the inclusion of these variables in an HGLM model. The results, presented in
Table 3.3, indicate that closeness and desire were significant independent predictors of
both UIAI and URAI, supporting the results of Zea et al. (2009) and of Wilson and
colleagues (2009). Latino sexual beliefs were not significantly associated with either,
congruent with the results of Lo et al. (2001). These results support the rationale for

studying the multi-level effects of Latino sexual beliefs on UALI.
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Table 3.3
Preliminary Disaggregated Multiple Logistic Regression for Predictors of UAI

UIAI URAI
Variable B OR 99.5% CI B OR 99.5% CI
LSBS 159 1.17 [.95, 1.44] 126 1.13 [.94, 1.37]
Closeness 375 1.46** [1.30,1.63] .337 1.40** [1.27, 1.55]
Desire 222 1.25** [1.07,147] .215 1.24** [1.07, 1.44]
v 62.53** 60.46**

Notes: LSBS = Latino sexual beliefs scale; UIAI = Unprotected insertive anal
intercourse; URAI = Unprotected receptive anal intercourse; * =p <.05; ** =p < .01
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Chapter 4: Results

This chapter, Chapter 4, will present the statistical results of the analyses
performed to answer the four research questions. Broadly, as described in Chapter 2, the
analyses will seek to identify what (if any) relationship exists between the person-level
sexual beliefs of Latino MSM and two encounter-level predictors of UAI, closeness and
sexual desire. Preliminary analysis presented in Chapter 3 showed that these variables
produced a significant predictive model for both UIAI and URALI. This, however, was a
disaggregated model. Chapter 4 will present the multilevel HGLM modeling results,

preceded by the results of the exploratory factor analysis of the 13-item LSBS.

Research Questions and Hypotheses

For this study, the following research questions were asked, presented along with
their corresponding alternative hypotheses:
RQ1 — Do the items presented in the LSBS yield psychometrically sound constructs?
Hi: The LSBS will yield three psychometrically sound constructs.
Assuming the null for Hy is rejected, there are 22 additional hypotheses being tested in
the study (11 for UIAI and 11 for URAI). These are presented below.
RQ2 — Do any of these constructs predict condom use at the encounter level?
H>: LSBS construct 1 will predict higher odds of UIAL.
Hs: LSBS construct 2 will predict higher odds of UIAL.
Ha4: LSBS construct 3 will predict higher odds of UIAL.
Hs: LSBS construct 1 will predict higher odds of URAL.
He: LSBS construct 2 will predict higher odds of URAL.

H7: LSBS construct 3 will predict higher odds of URAL.
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RQ3 — Do closeness and sexual desire maintain their predictive relationship with condom

use at the encounter level?

Hs: Closeness will predict higher odds of UIAL.

Ho: Sexual desire will predict higher odds of UIAL.

H1o: Closeness will predict higher odds of URAL.

Hq1: Sexual desire will predict higher odds of URAI.

RQ4 — Do any of the LSBS constructs moderate the relationships of closeness or sexual

desire on condom use at the sexual encounter level?

Hao:
Haas:
Haa:
His:
Hase:
Ha7:
Has:
Hao:
H2o:
Hou:
H22:

Hos:

LSBS construct 1 will moderate closeness effect on UIAL.

LSBS construct 2 will moderate closeness effect on UIAL.

LSBS construct 3 will moderate closeness effect on UIAL.

LSBS construct 1 will moderate closeness effect on URAL.

LSBS construct 2 will moderate closeness effect on URAI.

LSBS construct 3 will moderate closeness effect on URAI.

LSBS construct 1 will moderate sexual desire effect on UIAL.

LSBS construct 2 will moderate sexual desire effect on UIAL.

LSBS construct 3 will moderate sexual desire effect on UIAL.

LSBS construct 1 will moderate sexual desire effect on URAL.

LSBS construct 2 will moderate sexual desire effect on URALL.

LSBS construct 3 will moderate sexual desire effect on URAL.

Exploratory Factor Analysis of LSBS

RQL. Using SPSS Software Version 22.0, the 13 items of the LSBS were entered

into an exploratory factor analysis in order to answer RQ1. Results of the factor analysis,
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saliently presented in the scree plot shown in Figure 4.1, suggest that a two-factor version
of the 13-item LSBS most appropriately fits the data, rejecting the theory-based Hy.

Congruent with the recommendations of Kahn (2006), the factors were named by
considering the common theme present throughout all included items, while noting that
“more weight should be given to stronger structure coefficients when naming factors” (p.
699). Factor one contained six items; the three most highly loading items were “Latino
men are passionate lovers”, “Latino men are romantic when they are in love,” and “When
Latino gay men are in love, they surrender themselves to their partners’ desires.” These
three items each align with romantic love; the original factor analysis of the 10-item
LSBS scale (Calabrese et al., 2006) found that these three items formed a single factor,
calling it “Romance/Passion.” The present analysis is sensitive to another latent theme
present in these three items: a sense of earnestness (e.g., “passionate lovers,” “surrender
themselves”). This theme, teamed with the theme of urgency (called “Hypersexuality”
by Calabrese et al., 2006) displayed in some of the other items included on the factor,
presented that the romance contained a notable libidinal insistence. As such, the present
study identified the first factor as the Romantic Exigency Factor.

The second factor contained seven items; the three most highly loadings items
were “Sometimes it is better to go along with a sexual partner’s desires in order to avoid
conflict,” “Saying ‘no’ to a potential sexual partner is difficult because it might hurt his
feelings,” and “It is hard to say no to a sexual partner who has been financially generous
to me.” Each of these three items contain language that suggests passivity in sexual
decision making. Calabrese et al. (2006), found that the first two items created a single

factor, calling it “Relinquishing Agency.” The concept of “relinquishment,” however,
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does not appear to apply to the remaining items on the second factor; these items
maintain the theme of passivity, but rather highlighted deference to a general
immutability of sexuality (e.g., “Sex without penetration seems incomplete,” “It is
harmful for a man to have an erection (a hard-on) without ejaculating”). As such, the
present study identified the second factor as the Sexual Acquiescence Factor.

Congruent with the recommendations of Costello and Osborne (2005), all factor
loadings are > .300, there are no cross-loadings > .300, and all factors have more than
three items. The first factor, Romantic Exigency Factor (REF), contains six items with
an average loading of .627, Cronbach’s o = .80, and split-half reliability = .75. The
second factor, Sexual Acquiescence Factor (SAF), contains seven items with an average
loading of .574, Cronbach’s o = .78, and split-half reliability = .75. Factor scores were
generated for both of these factors. As seen in Figures 4.2 and 4.3 respectively, the factor
scores were approximately normally distributed. The results of the factor analysis are
presented in Table 4.1. Additionally, descriptive statistics were conducted for Romantic
Exigency Beliefs (M = 3.83, SD = .687) and Sexual Acquiescence Beliefs (M = 2.42, SD
= .828); these were the means used for the centering of these variables in the HGLM.

Effect on hypotheses. Because Hi was not supported by the factor analysis,
yielding two factors rather than the hypothesized three, the subsequent research questions
required amendment prior to testing. With only two factors at level-2, the number of
hypotheses is now 16. The adjusted research questions and hypotheses are therefore:
RQ2 — Do the two LSBS constructs predict condom use at the encounter level?

H>: REF will predict higher odds of UIAL.

Hs: SAF will predict higher odds of UIAL.
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Ha4: REF will predict higher odds of URAL.

Hs: SAF will predict higher odds of URAL.

Eigenvalue

I I I I I I I I I I
1 2 3 4 ] 5 7 8 9 w11 1z 13

Factor Mumber

Figure 4.1: This figure displays the scree plot from the 13-item LSBS factor analysis.
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Figures 4.2 and 4.3: These figures display the distribution of factor scores for REF (Left) and
SAF (Right).
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Table 4.1
LSBS Factor Analysis Including Loadings from Original 8-item Version

Present Analysis Original Analysis
Item Romantic Exigency  Sexual Acquiescence RP RA HS
e Latino men are passionate lovers. .85 .80
e Latino men are romantic when they are in love. .82 81
e When Latino gay men are in love, they .69 7
surrender themselves to their partners’ desires.
e Latino gay men prefer masculine men as o4
partners.
e Men are always ready for sex. 44 .89
e Men have little control over their sexual 42 .85
impulses.
e Sometimes it is better to go along with a sexual .80 .82
partner’s desires in order to avoid conflict.
e Saying ‘‘no’’ to a potential sexual partner is .76 .80
difficult because it might hurt his feelings.
e Itishard to say no to a sexual partner who has .60
been financially generous to me.
e Fate determines whether a man will get a .58 12
sexually transmitted disease.?
e It is harmful for a man to have an erection (a 49
hard-on) without ejaculating.
e Sex without penetration seems incomplete. 42
e Lovers who trust each other don’t use condoms. 37

Note: ®This item was worded as “If a man is meant to get a sexually transmitted disease, he will get it no matter what he does” in the
original version of the LSBS; RP = Romance/Passion, RA = Relinquishing Agency, HS = Hypersexuality
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RQ3 — Do closeness and sexual desire maintain their predictive relationship with condom

use at the encounter level?

He: Closeness will predict higher odds of UIAL.

H7: Sexual desire will predict higher odds of UIAL.

Hg: Closeness will predict higher odds of URAL.

Ho: Sexual desire will predict higher odds of URAL.

RQ4 — Do the two LSBS constructs moderate the relationships of closeness or sexual

desire on condom use at the sexual encounter level?

Hao:

Ha1:

Ha1o:

Has:

Haa:

His:

Hae:

H17:

REF will moderate closeness effect on UIAL.

SAF will moderate closeness effect on UIAL.

REF will moderate closeness effect on URAI

SAF will moderate closeness effect on URAL.

REF will moderate sexual desire effect on UIAL.

SAF will moderate sexual desire effect on UIAL.

REF will moderate sexual desire effect on URALI.

SAF will moderate sexual desire effect on URAL.

A graphical presentation of these adjusted hypotheses can be found in Figure 4.4.

Descriptive Statistics

After completion of the factor analysis, descriptive statistics were conducted on

all variables included in the analysis. Though some of this information may be

previously discussed in this or earlier chapters, Table 4.2 collectively presents the means,

standard deviations, and correlation coefficients for the independent variables and Table

4.3 presents the frequencies of and related mean differences for the dependent variables.
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As mentioned above, the means presented for REF and SAF are the means used for the

grand mean-centering employed during the HGLM modeling.

Individual-Level
(Level 2}

Ramantic Exigency Factor Sexital Acguiescence Facior

Sexual Encounter-
Level
{Level 1)

o
“ Level 1 Main Effects
— — — — — —> Level 2 Main Effects

"""""""" #* (ross-Level Interaction Effects

Figure 4.4: This figure displays the hierarchical generalized linear model used to
simultaneously test all of the statistical hypotheses.

Table 4.2
Descriptive Statistics and Correlation Coefficients for Independent Variables
Range M SD 1 2 3 4
1) REF 1-5 3.83 .687 1
2) SAF 1-5 2.42 .828 337** 1
3) Closeness 1-4 2.45 1.19 -.003  -.088** 1
4) Desire 1-4 3.12 .822 148**  -041  .144** 1

Notes: REF = Romantic Exigency Factor; SAF = Sexual Acquiescence Factor; * =p <
.05; **=p<.01
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Table 4.3
Descriptive Statistics and Mean Differences for Dependent Variables within 2,258 Total
Reported Sexual Encounters

N “Yes” % “Yes” RE? SA? Closeness? Desire?
UIAI 326 14.4 3.86/3.82 2.40/2.40 2.91/2.38** 3.27/3.09**
URAI 397 17.6 3.82/3.82 2.47/2.38* 2.85/2.37** 3.28/3.09**

Notes: 2Mean scores are reported for “Yes”/“No” groups; REF = Romantic Exigency
Factor; SAF = Sexual Acquiescence Factor; UIAI = Unprotected insertive anal
intercourse; URAI = Unprotected receptive anal intercourse; * = p < .05; ** =p < .01

Hierarchical Generalized Linear Models

Adjustments to equation. To answer RQ2 — 4, HLM 7 for Windows Software
(Raudenbush et al., 2004) was utilized. However, due to the results of RQ1, the Level-2
equations tested were now:

1) Boo = Yoo + Yor W1 + Yo W2 + 1y

2) Bro = V1o T YuuWi + vi.W2 + 44

3) Bzo = V20 + V21 W1 + Vo2 W2 + U,

where W1 is the Romantic Exigency Beliefs score and W is the Sexual Acquiescence
Beliefs score; these variables were grand mean-centered. Accordingly, the mixed model
was reconfigured to:

N =Yoo+ YorW1 + YouWa +up) + (Y10 + Y11 Wi + vioWo + uy)(X1) + (Y20 +
YoiWi + v2. W2 +up)(Xz) + R

UIAI model. The UIAI model included 479 Latino MSM in level-2 (three
participants did not have sufficient data to be included in the modeling) and 1,971 sexual
encounters in level-1 (287 encounters did not have sufficient data to be included in the
modeling). The first model analyzed was the null model, also called the intercept only

model (i.e., n =y + ug + R). This model provided the information necessary to
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compute the intra-class correlation (ICC). The ICC, signified as p, is computed as zoo/
(00 + 6%) Where oo is the level-2 variance and ¢ is the level-1 variance. The UIAI null
model yielded 700 = .02 and ¢® = .13. The ICC is therefore p = .02/ (.02 + .13) = .13.
This indicates that approximately 13% of the variance in 7 (i.e., the log odds of reporting
UIAI) is at the person-level, suggesting that the remaining 87% is at the encounter-level.
The results of the full UIAI HGLM model are presented in Table 4.4; a graphical

presentation of the significant UIALI effects is available in Figure 4.5.

Table 4.4
Results of the UIAl HGLM Modeling
Fixed Effects Coefficient Standard Error Odds Ratio 95% CI
Intercept (Byo)
Intercept (yo0) -3.132 21 04** [.03,.07]
REF (yo1) -.179 25 .84 [.52, 1.36]
SAF (Yo2) .366 23 1.44 [.92, 2.26]
Closeness Slope (810)
Intercept (y10) 335 .04 1.40** [1.28, 1.52]
REF (y11) .008 .06 1.01 [.90, 1.14]
SAF (y12) 067 .05 1.07 [.96, 1.19]
Desire Slope (85)
Intercept (y20) 184 .06 1.20** [1.07, 1.36]
REF (y21) 072 .08 1.08 [.92, 1.26]
SAF (v22) -.151 .07 .86* [.75, .99]
Random Effects Variance
Intercept (u,) 1.60
Closeness Slope (u;) 27
Desire Slope (u,) 14

Notes: REF = Romantic Exigency Factor; SAF = Sexual Acquiescence Factor; * =p <
.05; **=p<.01

RQ2. The UIAI model, presented in Table 4.4, indicates that neither Romantic
Exigency Beliefs nor Sexual Acquiescence Beliefs are significantly associated with the
reporting UIAI during a sexual encounter (ps > .11). That is to say that neither of these
constructs have a direct effect on UIAI. These results fail to reject the null hypotheses

for H, and Hs.
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RQ3. The UIAI model, presented in Table 4.4, indicates that both closeness (t-
ratio = 1.60, p < .001) and sexual desire (t-ratio = 3.01, p = .003) are significantly
positively associated with reporting UIAI during a sexual encounter. Increasing levels of
relationship closeness and sexual desire in a sexual encounter are associated with
increased log odds of UIAL. These results indicate that the null hypotheses for He and H

can be rejected.

Individual-Level
{Level 2}

Ramantic Exigency Factor Sexial Acguiescence Facior

o

AN\

Closeness

Sexual Encounter-
Level
{Level 1)

k

Significant Effect

Mon-significant Effect

Figure 4.5: This figure displays the significant effects found in the hierarchical
generalized linear model used to test for predictors of UIAL.

RQ4. Finally, the UIAI model indicates that Sexual Acquiescence Beliefs
significantly negatively moderate the effect of sexual desire on UIAI (t-ratio = -

2.11, p = .04). Participants with higher than average scores on the SAF scale
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report a less steeply sloped relationship between sexual desire and the log odds of
UIAI; that is to say that sexual desire becomes less necessary in predicting UIAI
for individuals scoring highly on the SAF scale. This moderating effect is
presented graphically in Figure 4.6, where the “Low SAF Group” are those
scoring in the first quartile (i.e., SAF < 1.86) and those in the “High SAF Group”
are those scoring in the fourth quartile (i.e., SAF > 2.89). Also, this table presents

the predicted probability (PP) of UIAI by converting log odds (i.e., n) into

exp(n)

probabilities via the following equation: PP = foxp(1)+1]

. These results suggest

that the null hypotheses for His can be rejected while the null hypotheses for Hio,

H11, and Has fail to be rejected.

SA Group
0.807 — Low (1st Quartile)
= = High (4th Quartile)

0.607

0.40=

Predicted Probability

0.20

0.00- I

Desire

Figure 4.6: This figure displays the cross-level interaction effect between Sexual
Acquiescence Beliefs (SAF) and Desire on the probability of reporting UIAI
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URAI model. The URAI model also included 479 Latino MSM in level-2
(three participants did not have sufficient data to be included in the modeling) and
1,971 sexual encounters in level-1 (287 encounters did not have sufficient data to
be included in the modeling). As with UIAI, the null model was analyzed first
(i.e., 1 =ye + Uy + R). The URAI null model yielded too = .02 and o® = .15,
The ICC is therefore p = .02 / (.02 + .15) = .12. This indicates that approximately
12% of the variance in 7 (i.e., the log odds of reporting URALI) is at the person-
level, suggesting that the remaining 88% is at the encounter-level. The results of
the full URAI HGLM model are presented in Table 4.5; a graphical presentation

of the significant UIAI effects is available in Figure 4.7.

Table 4.5
Results of the URAI HGLM Modeling
Fixed Effects Coefficient Standard Error Odds Ratio 95% CI
Intercept (Boyo)
Intercept (yo0) -3.279 22 04** [.03, .06]
REF (vo1) -.385 .26 .68 [.41, 1.14]
SAF (Yo2) .789 .26 2.20** [1.32, 3.67]
Closeness Slope (810)
Intercept (y10) 327 .04 1.39** [1.27, 1.51]
REF (y11) .049 .06 1.05 [.94, 1.18]
SAF (y12) -114 .05 .89* [.80, .99]
Desire Slope (8,0)
Intercept (y20) 304 .06 1.36** [1.20, 1.53]
REF (y21) .033 .08 1.03 [.87,1.22]
SAF (v52) -.087 .08 .92 [.79, 1.07]
Random Effects Variance
Intercept (ug) 74
Closeness Slope (u;) .19
Desire Slope (u,) 13

Notes: REF = Romantic Exigency Factor; SAF = Sexual Acquiescence Factor; * =p <
.05;**=p<.01

RQ2. The URAI model, presented in Table 4.5, indicates that Romantic
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Exigency Beliefs is not significantly associated with the reporting URAI during a
sexual encounter (p = .14), failing to reject the null hypothesis for Hs. The URAI
modeling found a significant direct effect of Sexual Acquiescence Beliefs onto
the reporting of URAI (t-ratio = 3.03, p = .003), with higher than average
endorsement of SAF positively correlating with the log odds of URAI. The null

hypothesis for Hs can be rejected.

Individual-Level

{Level 2) Ramantic Exigency Factor Sexial Acguiescence Facior
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Figure 4.7: This figure displays the significant effects found in the hierarchical
generalized linear model used to test for predictors of URAL.

RQ3. The URAI model, presented in Table 4.5 above, indicates that both
closeness (t-ratio = 7.47, p < .001) and sexual desire (t-ratio = 4.84, p <.001) are
significantly positively associated with reporting URAI during a sexual encounter.
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Increasing levels of relationship closeness and sexual desire in a sexual encounter
are both associated with increased log odds of URAI. These results indicate that
the null hypotheses for Hg and Hg can be rejected.

RQ4. The URAI model indicates that scores on the Sexual Acquiescence Beliefs
scale have a significant negative cross-level interaction with closeness (t-ratio = -2.16, p
=.03). Participants with higher than average endorsement of SAF experience a less
steeply sloped relationship between closeness and the log odds of URALI; that is to say
that closeness becomes less necessary in predicting URAI for individuals scoring highly
on the SAF scale. This moderating effect is presented in Figure 4.8. As with Figure 4.6,
the low and high SAF groups represent participants who scored in the first and fourth
quartiles respectively. These results suggest that the null hypotheses for Hiz can be

rejected while the null hypotheses for Hi2, His, and Haz fail to be rejected.

Summary

The results of the present analysis provided support for rejecting 7 of the 17 of the
null hypotheses tested. The hypothesized number of factors in the LSBS (i.e., three) was
incorrect, as RQ1 produced a two-factor model. These factors are Romantic Exigency
Beliefs (mean loading = .627, Cronbach’s a = .80) and Sexual Acquiescence Beliefs
(mean loading = .574, Cronbach’s o = .78). These factors were then entered into level-2
of the HGLM modeling. In the UIAI model, both closeness and desire were significantly
associated with the log odds of reporting UIAI during a sexual encounter. Additionally, a
significant negative cross-level interaction between Sexual Acquiescence Beliefs and
desire was found. In the URAI modeling, Sexual Acquiescence Beliefs, closeness, and

desire all were shown to have significant direct effects on the log odds of reporting
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URAI. Additionally, modeling showed that Sexual Acquiescence Beliefs has a
significant negative moderating effect on closeness. The implications of these findings

are presented in the following chapter, Chapter 5.
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Figure 4.8: This figure displays the cross-level interaction effect between Sexual
Acquiescence Beliefs (SAF) and Closeness on the probability of reporting URAI
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Chapter 5: Discussion

The preceding chapters provided the background information, theoretical
framework, methodology, and results of the present analysis. The goal of this study was
to explore the interactions that may exist between the personal characteristics associated
with Latino sexual beliefs and encounter-level predictors of condom use during anal
intercourse. Additionally, this study investigated the two sex roles involved separately
(i.e., insertive and receptive). As stated in Chapter 4, the results of the analysis supported
seven of the hypotheses. This chapter, Chapter 5, will present the interpretation of these
findings, address the implications for counseling practice via a proposed HIV-prevention
counseling intervention for Latino MSM, provide considerations for future research, and

state the limitations of the present study.

Discussion and Interpretation

Hypothesis 1. It was hypothesized that the LSBS would yield three
psychometrically sound factors. From the analysis, a two-factor model of the LSBS was
identified. These two factors, based on the most salient shared themes within the items,
were labeled as the Romantic Exigency Factor (REF) and Sexual Acquiescence Factor
(SAF). The phenomenological commonality between these factors and the use of oblique
rotation was supported by the statistically significant correlation found between the two
factors. The analysis suggests that the REF and SAF are potentially sound Latino
cultural sexual beliefs as measured by the LSBS.

These two factors are also supported by existing literature. For example, they
share the same qualities as those presented by Calabrese et al. (2006) and Diaz and Ayala

(1999). Diaz and Ayala (1999), upon which Calabrese et al. (2006) based their
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development of the LSBS, posited that Latino cultural sexual beliefs relating to condom
use to include 1) loss of control, 2) love and intimacy, and 3) fatalism, resignation, and
rebellion. These three themes juxtaposed the two factors identified in the current analysis
suggest that there may some notable overlap, again calling attention to the shared
variance discussed above. Regarding the non-overlapping qualities, Diaz and Ayala’s
(1999) construct of “Love and Intimacy” appears to clearly align with REF while
“Fatalism, Resignation, and Rebellion” appears to be congruent to SAF. The overlap
emerges when considering Diaz and Ayala’s (1999) construct of “Loss of Control.” This
theme appears to be broadly present in both REF and SAF, suggesting that the loss of
sexual control expressed by the men in Diaz and Ayala (1999) may have varying
etiologies. In fact, Diaz and Ayala suggest as much, noting three possible routes of
losing control: 1) from high sexual arousal, 2) from the influence of alcohol and/or drugs
and situations, 3) to more powerful partners. Though the LSBS does not mention alcohol
or drug use, both of the first two routes suggest losing control of one’s self, aligning with
the exigency component identified in factor one of the present study. However, route
three suggests a loss of sexual control to another person, aligning with the acquiescence
captured in SAF. This overlapping relationship between Diaz and Ayala’s (1999)
construct of “Loss of Control,” REF, and SAF is presented in Figure 5.1 below. The
results of hypothesis 1 suggest that conceptualizing the factors (and their constituent
themes) in this way can aid in later development of meaningful and culturally congruent
counseling interventions. Interpretation of the factors’” phenomenological formation is
presented below.

The REF — containing beliefs related to romanticism, urgency, and passion — was
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identified as a possible component within Latino cultural sexual norms. The primacy of
romance and monogamy within Latino culture, including among MSM, is documented in
the literature (Abalos, 2002; Bianch et al., 2010; Diaz, 1998; Nardi, 2000). The affinity
for love, passion, and romance within relationships is heavily socially constructed (see
De la Mora, 2009; Reich, 2004). Organista (2012) stated that, because some Latino
MSM who follow such cultural scripts may assume that other Latino men do as well,
these beliefs may potentiate risky sexual encounters (e.g., UAI). Additionally, regarding
the nature of exigency, Diaz (1998) noted that self-regulation of sexual behavior could be
perceived as “un-Latino” (p. 61). Because these beliefs were not identified as being
directly or indirectly associated with condom use in either the insertive or receptive roles
and are therefore not considered to be an efficient construct through which to reduce
UAI, they are not included below for direct incorporation into an HIV-prevention
counseling intervention. However, the results of Hypothesis 1, congruent with the
Multicultural Counseling Competencies (see AMCD, 1996), suggest that counselors be
aware of the salient role of these beliefs within Latino culture as they provide counseling

services.

Fatalism,
Resignation,
and Rebellion

Love and Loss of

Intimacy Control

Romantic Exigency Sexual Acquiescence
Beliefs Beliefs

Figure 5.1: This figure displays the proposed phenomenological overlap between the
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three Latino cultural sexual beliefs identified by Diaz and Ayala (1999; presented in the
circles) and the two factors identified in the present analysis (presented in italic text in the
boxes)

The SAF - and the constituent beliefs relating to passivity and resignation — is
also supported in the literature as associated with Latino cultural norms. Regarding
acquiescence to another person, as Zea, Reisen, and Diaz (2003b) reported, Latino gay
men conceptualize sexual encounters on an active — passive axis; this can sometimes be
conflated with gender, with those in the passive role not being considered men. Diaz
(1998) noted that this perception of sex roles is heavily influenced by conceptualizations
of masculinity. Additionally, Latino men in the passive role often defer sexual decision-
making to the active partner (Organista, 2012). This ostensibly serves as self-revocation
of one’s sexual agency. Zeglin (2015) rerpoted the same pattern of behavior among
MSM, suggesting that masculine norms and masculinity are involved in sex role
positioning and in sexual decision-making, with the more masculine partner in the active
and decision-making role. Results reported by Diaz and Ayala (1999) exemplify the
saliency of this cultural script; they stated that, among Latino MSM, the “loss of control
is presented as true, as the norm, as the way things are” (p. 283). This passivity, as
shown in the present factor analysis, extends into a fatalism surrounding sexuality (Diaz
& Avyala, 1999). Some suggest that this fatalism is a result of a heavy religious influence
on Latino culture, catalyzing and maintaining an external locus of control (Diaz & Ayala,
1999; McCabe, Goehring, Yeh, & Lau, 2008; Moreno, 2012; Rhodes, Hergenrather,
Wilkin, Alegria-Ortega, & Montafio, 2006b). Considering that the SAF was identified as
indirectly associated with UIAI and both directly and indirectly associated with URAI,

these cultural normative beliefs are presented below as necessary to include in HIV-
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prevention counseling interventions with Latino MSM.

Descriptive statistics. Though not the target of the present analysis, and though
conducted with disaggregated data, some of the significant results found in the
descriptive statistics warrant brief discussion. First, the two newly identified LSBS
factors were significantly positively correlated. This calls attention to the probable
existence of a common underlying variable. Considering the growing literature-base
regarding the influence of acculturation on behavior, Latino acculturation appears to be a
viable candidate and has been shown to be associated with UAI (Organista, 2012; Poppen
et al., 2004; Warren et al., 2008). This significant correlation between REF and SAF, and
the hypothesized underlying influence of Latino acculturation, does suggest that HIV-
prevention counseling interventions targeting this population would benefit from some
attention on the topic.

Second, the reported relationship closeness and the level of Sexual Acquiescence
Beliefs were significantly negatively correlated. This suggests that, as the level of
closeness increases within sexual-encounters, the endorsement of SAF decreases.
Considering the composition of the SAF, this could be interpreted to mean that sexual
encounters with greater relationship closeness contain greater egalitarianism; this
interpretation is supported in the literature (Abalos, 2002; Castaneda, 2000; Herdt, 1997,
Rust, 2000). Abalos (2002), in a comprehensive book detailing the lived sexualities of
Latino men, said of Latino males that “when we are intent on mutual sexual
relationships...we do not lose ourselves” (p. 39). For this reason, it is important to note
this theme of mutuality in HIVV-prevention counseling interventions if said interventions

are to be culturally appropriate. Later discussion can and will better elucidate the
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mechanism by which to most efficiently do so.

Third, self-reported sexual desire was significantly positively correlated with REF
scores. As sexual desire within sexual encounters increases, so too does the individual’s
level of REF endorsement. Though not a relationship that was present in the present
study’s hypotheses, these results are unsurprising. Considering the composition of the
REF, it appears that this association could be largely attributable to the “loss of control”
items discussed above (e.g., “Men have little control over their sexual impulses;” see
Diaz & Ayala, 1999). In the discussion of the results of the factor analysis above, the
salient role of passion and romance in the Latino culture was prioritized with respect to
the REF. This theme appears to also present in the correlation between sexual desire and
REF-related beliefs. Though the REF was not independently significant in any of the
tests, the relationship with sexual desire, which was significant in all tests, suggests that
their shared themes (e.g., loss of control of one’s self) should be included in HIV-
prevention counseling interventions for Latino MSM.

Fourth, the amount of reported sexual desire and the amount of reported
relationship closeness were significantly positively correlated. Sexual encounters with
higher reported relationship closeness also had higher levels of sexual desire.
Considering all of the aforementioned literature supporting a strong connection between
love, fervor, and sexuality for Latino males (see Bianch et al., 2010; De la Mora, 2009;
Reich, 2004), the significant correlation between closeness and desire was not
unforeseeable. This relationship may be what Calabrese et al. (2006) identified as
“Hypersexuality” in their original factor analysis of the LSBS. However, this

relationship may be more appropriately conceptualized has a passionate sexuality, similar
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to that discussed by Van Sevenant (2005) wherein even the most loving sexual
encounters have a nexus of libidinal urgency. This presentation of sexuality should
therefore be highlighted in HIV-prevention counseling interventions for Latino MSM.

Finally, all of the significant mean differences identified (and presented in Table
4.3) between the UAI and non-UAI groups were in the expected directions and align
completely with the findings of the HGLM modeling. However, these mean differences
were computed using disaggregated data and were not adjusted (i.e., no controlling for
the presence of the other variables). As such, appropriate discussion of these differences
within the context of the proper HGLM modeling is found below.

Null models. The null models in HGLM analysis reveal the proportion of
variance explained at each of the levels. The present analysis showed that approximately
13% and 12% of the variance in reporting UIAI and URAI respectively was at the
person-level. Consequently, a significant portion of the variance is explained at the
encounter-level, approximately 87.5%. This is congruent with the findings reported in
Zea et al. (2009), wherein they found that approximately 10% of the variance in reporting
any type of UAI (i.e., either UIAI or URAI) was at the person-level, leaving 90% at the
encounter-level. Similar levels were also reported by Mustanski et al. (2011), with 29%
of variance in UAI accounted for at the person-level. This somewhat notably higher
quantity, however, may be from the study’s investigation of primary relationships only;
the present analysis (and Zea et al., 2009) included sexual encounters with both causal
and long-term partners. This higher proportion of variance in UAI accredited to personal
characteristics within primary relationships is unsurprising, as personal characteristics

historically play a stronger role in long-term partner selection (Regan, Medina, & Joshi,
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2001; Varangis, Lanzieri, Hildebrandt, & Feldman, 2012).

This is important information to consider in the development of HIV-prevention
interventions. This suggests rather strongly that interventions targeting only personal
characteristics, and perhaps altering those characteristics, may be disappointingly
fruitless. Alternatively, as Zea et al. (2009) noted, interventions should target the
interplay between personal characteristics and environmental context. The results of the
present analysis support this assertion, suggesting that interventions should aim not at
changing characteristics but rather at their deployment during sexual encounters.
Aligning with this, any such intervention would benefit from grounding in a theory that
encapsulates the interaction between these two levels. Social cognitive theory (Bandura,
1986) is able to do this. Kooyman (2008), in one of rather few sources to expressly
mention the role of professional counseling in HIV-prevention efforts, makes special
mention of social cognitive theory. Additionally, Albarracin et al. (2005) reported strong
support for social cognitive theory as a theory-base for HIV-prevention counseling
interventions. Informed by the results of the null models, social cognitive theory will
therefore serve as the foundation upon which the proposed intervention will stand.

Hypothesis 5. The HGLM analysis supported the hypothesis that Sexual
Acquiescence Beliefs increase the odds of reporting URALI; results show that each point
greater than average on the SAF doubles the odds of reporting URAI. This means that
men who endorse higher than average SAF are more likely to report having engaged in
URAI. Higher SAF scores, aligning with the factor analysis, seem to indicate stronger
beliefs that passivity within sexual encounters is a normative experience for Latino men.

This, as Diaz and Ayala (1999) suggested, may be a function of the navigation of power
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dynamics within a sexual encounter. They noted that “in situations of unequal power-due
to better looks, more resources, better access, etc.-the less powerful partner has little
control” (p. 283). Power has also been associated with the condom use decision-making
roles between MSM within a sexual encounter, with the more powerful partner having
the decision-making role (Fields et al., 2012; Kobrak, Ponce, & Zielony, 2015; Miner,
Peterson, Welles, Jacoby, & Rosser, 2009; Zeglin, 2015). When considering this
information in the aggregate, men who believe that less powerful partners within a sexual
dyad should be passive may also then defer the condom use decision-making authority.
The present analysis seems to support this unique vulnerability for men who endorse
SAF-related beliefs. This theme is presented most saliently when Kobrak, Ponce, and
Zielony (2015) noted that, in their sample of 30 young MSM in New York City, men
with limited social power, “for whom having sex could represent an economic
opportunity or means to residential stability, and receptive partners in anal sex, who may
be more dependent on others’ sexual norms and have less control over condom use” (p.
2050). Because the present analysis indicated a direct effect of SAF onto URAI, the
applied themes of power, control, and condom use decision-making roles should be
highlighted within HIVV-prevention counseling interventions for Latino MSM.
Hypotheses 6 and 8. Hypotheses 6 and 8 both posited that relationship closeness
would predict increased odds of reporting UIAI and URAI respectively; both hypotheses
were supported in the current analysis. These findings are congruent with the sizable
body of literature that has found a correlation between closeness and UAI among MSM
(Carballo-Diéguez et al., 1997; Hensel et al., 2012; Hoff et al., 2012; Mustanski et al.,

2011; Zea et al., 2009). This association has been identified among heterosexual couples
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as well. For example, Brady, Tschann, Ellen, and Flores (2009) found that, among
Latino youths, greater amounts of reported trust in one’s partner and the length of the
relationship were both associated with decreased condom use. This suggests that the
association between relationship closeness and unprotected sex is more general than
merely existing within the MSM community and their sexual encounters. Therefore, it is
important to understand the role of closeness in condom use decision-making and to
include such in HIV-prevention interventions.

The association between closeness and UAL is possibly related to love and
intimacy. For example, Diaz and Ayala (1999) poignantly stated that condoms can
“conspire against feelings of intimacy and closeness” (p. 285). Additional results by
Golub, Starks, Payton, and Parsons (2012) show that higher intimacy interference beliefs
(i.e., beliefs that condoms signify lack of trust, love, or commitment) are associated with
UAI among MSM; Latino men in their sample evidenced the highest self-reported
intimacy interference beliefs. Similar results are frequently found in the HIVV-prevention
literature (Abalos, 2002; Frost, Stirratt, & Ouellette, 2008; Greene, Andrews, Kuper, &
Mustanski, 2014). Though a helpful barrier to prevent HIV, condoms are also perceived
by Latino MSM as barriers to interpersonal connection, love, trust, and intimacy. The
saliency of love and trust in the literature suggests that this theme is of considerable
importance within condom use decision-making. Flowers, Smith, Sheeran, and Beail
(1997) provides a summary of this theme’s significance, noting that, in their sample of 21
MSM, “men often privileged the expression of commitment, trust and love as more
important than their own health” (p. 73). Congruent with this, and as indicated by the

present analysis as well as past research, research-based HIV-prevention counseling
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intervention curriculums targeting Latino MSM would include the topics of love,
commitment, and trust.

Hypotheses 7 and 9. Hypotheses 7 and 9 both addressed sexual desire and
increased odds of reporting UIAI and URAI respectively; both hypotheses were
supported in the current analysis. These findings are congruent with the growing
literature-base investigating the association between sexual desire/arousal and UAI
(Golub et al., 2010; Wilson et al., 2009; Zea et al., 2009). Diaz and Ayala (1999) noted
that this sentiment is expressed as a feeling of losing control of one’s self; this theme was
discussed above as it related to the significant correlation between REF and sexual desire.
Zea et al. (2009) goes as far as to consider sexual desire and arousal as “real-life triggers”
for UAI (p. 712). This conceptualization highlights the acuteness of the effect of sexual
arousal on sexual decision-making. For example, Ariely and Loewenstein (2006)
reported that sexually aroused men indicated a higher willingness than non-aroused
counterparts to engage in many risky sexual behaviors including unprotected sex. They
concluded that arousal serves as an intention amplifier for already preferred behaviors
rather than as a catalyst for new behaviors (i.e., if unprotected sex is already preferred, it
will become even more so when aroused). Shuper and Fisher (2008) reported similar
results in their sample of MSM, with aroused men indicating significantly higher
intentions than non-aroused men to engage in UAI; the reported n? = .12, suggesting that
the practical significance of sexual arousal’s influence on UAI is not trivial. Ariely and
Loewenstein (2006) discussed the importance of the context in the effect of arousal on
sexual decision-making, noting that there is greater intra-individual differences between

aroused and non-aroused states than there are inter-individual differences between
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aroused and non-aroused individuals. That is to say, though it may go without saying,
that it would be of little benefit to try decreasing an individual’s average level of arousal,
but rather in strengthen their self-insight into how arousal impacts their decision-making.
For this reason, and congruent with the findings of the present analysis, it is important
that HIV-prevention interventions include “strategies for negotiating safer sex when
physically aroused” (Seal et al., 2000, p. 11).

Hypothesis 13. Hypothesis 13 suggested that SAF would moderate the effect of
closeness on URAI. The present analysis supported this hypothesis. The ordinal
interaction displayed in Figure 4.8 suggests that individuals with high SAF endorsement
are at increased chance of URAI, regardless of the relationship closeness present within a
sexual encounter. This also suggests that interventions targeting only themes related to
relationship closeness would have less effect on the condom use behavior of high SAF
men. Moreover, this interaction clearly displays the strong role of relationship closeness
in predicting URAI, with both high and low SAF men at relatively similar probabilities of
reporting URAL. Aligning with this, effective HIV-prevention counseling interventions
ought to consider the interaction between SAF and closeness. With lower scores on the
SAF correlating to comparatively lower URAI rates in sexual encounters with lower
closeness, it seems that this point could be considered the “target rate” of URAI. The
goal of interventions designed to address the interaction between closeness and SAF
would, it seems, have two objectives in attempts to reduce URAI to the “target rate”: 1)
Level the average probability of URAI across all closeness levels and 2) Close the gap
between high SAF and low SAF men in low closeness encounters. The first objective

can be achieved through interventions targeting love, intimacy, and trust as discussed
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above. To achieve the second objective, however, counseling interventions will need to
address the catalyst driving the interaction effect.

The SAF is representative of the belief that some amount of passivity within a
sexual encounter is normative for Latino MSM. Also, congruent with research
highlighting the importance of not underestimating the different experiences between sex
roles (e.g., Shuper & Fisher, 2008; Zeglin, 2015), the uniqueness of this interaction to the
receptive partner is important to consider. For example, the concept of passivity is also
present in discussions of the receptive role (Abalos, 2002; Diaz, 1998; Zeglin, 2015).
Latino MSM conceptualize the insertive and receptive sex roles in such language,
referring to them as “activo” (active) and “pasivo” (passive) respectively (Jeffries, 2009;
Thing, 2010; Zea et al., 2003b). Therefore, Latino men who have strong SAF-related
beliefs and are the receptive partner may be experiencing a confluence of norms (i.e.,
personal beliefs and sex role expectations) that multiplicatively potentiate their passivity
in the sexual encounter. This passivity seems antithetical to the initiative necessary to
encourage and/or demand condoms be used during a sexual encounter, as some agency is
required to facilitate condom use (Jeffries, 2009; Organista, 2012; Thing, 2010).
Organista (2012) discussed the high level of presumptiveness present within sexual
encounters (particularly ones with limited relationship closeness), with each partner
assuming that the other is following the same cultural scripts. Organista provides the
example of a passive (receptive) partner assuming that the active (insertive) partner’s
decision to wear a condom or not is rooted in a Latino cultural norm of collective
responsibility. This tacit miscommunication appears to be a viable explanation for the

increased risk of URAI reported by high SAF men within encounters with low closeness;
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their personal SAF-related beliefs teamed with the passive norms associated with the
receptive role simply do not promote personal responsibility for safe sex. As such and to
achieve the second objective outlined above, HIVV-prevention counseling interventions
should consider including a measure of SAF-related beliefs (perhaps the LSBS) and
highlighting the role of communication and personal responsibility for individuals with
high SAF endorsement.

Hypothesis 15. Hypothesis 15 suggested that SAF would moderate the effect of
sexual desire on UIAIL. The present analysis supported this hypothesis. The disordinal
interaction displayed in Figure 4.6 above suggests that individuals with high SAF
endorsement show increased odds of UIAI, regardless of the sexual desire present within
a sexual encounter. As with discussion of hypothesis 13 above, this also suggests that
interventions targeting only themes related to sexual desire would have limited effect on
the condom use behavior of high SAF men. Therefore, effective HIV-prevention
counseling interventions ought to consider the interaction between SAF and sexual
desire. With low SAF men showing comparatively lower UIAI rates in sexual encounters
with low desire, it seems that this point could be considered the “target rate” of UIAI.
The goal of interventions designed to address the interaction between desire and SAF
would have the same two objectives as above in attempts to reduce UIAI to the “target
rate”: 1) Level the average probability of UIAI across all levels of sexual desire and 2)
Close the gap between high SAF and low SAF men in low desire encounters. The first
objective can be achieved through interventions targeting sexual decision-making in high
arousal states. To achieve the second objective, counseling interventions need to target

the interaction effect between SAF and sexual desire.
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A significant body of literature has shown that the insertive (or active) partner is
responsible for condom use decision-making (Fields et al., 2012; Kobrak et al., 2015;
Miner et al., 2009; Organista, 2012; Zeglin, 2015). Applying the theme of cultural
presumption presented by Organista (2012) wherein Latino men may believe that their
Latino sexual partners are following the same cultural scripts, men in the insertive role
may assume that their receptive partner is following the same cultural script. The
insertive partner may therefore recognize the active agentic role they fulfill in the
encounter, taking responsibility for condom use decision-making. This suggests that the
rate of UIAI reported by the participant is most attributable to the participant’s own
decision-making. By extension, a significant portion of the variance in the rate of UIAI
reported by men in the current sample would likely be attributable to differences between
men in their decision-making. The present analysis suggests that one such difference lies
at the intersection of SAF and sexual desire. The insertive partner, in addition to holding
the responsibility for condom use, is responsible for gaining and maintaining the erection
necessary for intercourse (Cove & Petrak, 2004). Low desire and low arousal states may
frustrate the achievement of an erection sufficient for intercourse and/or condom
application, resulting in some level of erectile dysfunction (ED). Congruent with this,
research has shown that difficulty with erectile tumescence is associated with lower rates
of condom use among MSM (Adam, Husbands, Murray, & Maxwell, 2005; Cove &
Petrak, 2004). The present analysis suggests that this effect differs significantly between
low and high SAF men. High SAF men, endorsing beliefs associated with the
immutability of sex and in some inherent passivity within a sexual dyad, may be more

easily thwarted than their low SAF counterparts in attempts to (re)gain an erection in low
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desire contexts. Findings by Cove and Petrak (2004) hint at such a phenomenon, noting
that “men experiencing ED when trying to use condoms may attempt to resolve it by
abandoning condom use” (p. 736). Congruent with this hypothesis and to achieve the
second objective, HIV-prevention counseling interventions for Latino MSM should
assess clients” SAF beliefs and offer frustration coping skills, self-awareness enhancing
techniques, and sexual functioning education to all clients but perhaps particularly to

higher SAF men.

Implications for Theory

Reflecting on the constructs identified for inclusion in a proposed HIV-prevention
counseling intervention for Latino MSM, it seems quite clear that sexuality (broadly
speaking) is prominent to condom use decision-making. Robinson, Bockting, Rosser,
Miner, and Coleman (2002) supported this assertion, calling for sexological models
“promoting sexual health that can be applied to HIV prevention” (p. 45). The concept of
holistic sexuality, presented as a theory explaining the full conceptualization of an
individual’s sexual presence and energy (Dailey, 1981; Zeglin & Mitchell, 2014), could
be a valuable addition to existing HIV-prevention strategies. None of the current CDC
Good or Best Practices (CDC, 2015d) include a module on the participant’s
conceptualization of their sexuality (save for some that cover topics relating to
masculinity). The present analysis suggests that this may be hindering the full
effectiveness of HIV-prevention interventions, particularly perhaps with interventions
designed for Latino MSM. This calls attention to the need for an expanded application
for sexological theory, via its attention to unique sexuality-related experiences and

phenomena (e.g., intimacy, sensuality, sexual identitiy), to understanding HIV risk
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behavior. Such an expansion aligns with holistic sexuality, conceptualizing sexuality as
the dynamic aggregate of an individual’s sexual identity, desire of intimacy and
sensuality, sexual health, and sexual behaviors (Dailey, 1981; Gochros 1972, 1974;
Robinson et al, 2002; Zeglin & Mitchell, 2014). Such an approach, at the very least,
seems prudent in work with Latino MSM, as Diaz (1998) advocates for firmly basing
HIV-prevention counseling interventions in the sexualities of Latino MSM. The present
study, and the resulting proposed intervention below, highlights the potential of the
understudied roles of sexological theory and of holistic sexuality within HIVV-prevention

behavioral interventions.

Implications for Practice

Developing an intervention. The results of the study support the development of
an HIV-prevention counseling intervention for Latino MSM to reduce the rate of UAI.
However, because of the complexity of the HGLM results — and therefore of their
constituent considerations — such an intervention and the included modules should first be
carefully organized around the supporting evidence. To advance this, a logic model is
presented in Figure 5.2 that outlines the rationale for the specific modules to be included
in the eventual counseling intervention. A logic model aids programs in planning the use
of resources, their relation to activities, and the expected outputs (Wholey, Hatry, &
Newcomer, 2010). It includes: 1) Inputs, 2) Activities, 3) Outputs, and 4) Outcomes
(McLaughlin & Jordan, 2004; W. K. Kellogg Foundation, 2001). The present discussion
applies this model to the current results, conceptualizing Inputs as “Significant Results,”
Activities as “Themes,” Outputs as “Modules,” and Outcomes as “Therapeutic Benefits.”

The logic model presents 11 separate “modules.” These are conceptualized as
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clinical topics necessary for inclusion in a proposed counseling intervention. Rhodes et
al. (2006a) provided the framework in using this logic model to identify precise learning
objectives for each module. Additionally, since the present study sought to base the
proposed intervention within social cognitive theory, Rhodes et al. (2010a), O’Donnell et
al. (2014), and Kooyman (2008) were used to provide a model for structuring modules
within social cognitive theory. In the aggregate, this produces a series of clinical
objectives within each module and associated mechanisms by which to achieve said
objectives. These are presented in Table 5.1 and are briefly discussed below. Of note,
the proposed intervention is broadly structured to be easily adaptable for either group or
individual modalities.

Modules for Inclusion. The below described modules will include themes of
love, communication, sensuality, masculinity, and desire. These themes are also
highlighted in holistic sexuality literature (Corinna, 2014; Gochros 1972, 1974; Robinson
et al., 2002; Zeglin & Mitchell, 2014). As such, it seems appropriate (if not incumbent)
to promote this concept in the development of the proposed intervention. Therefore, the
proposed intervention can presently be named the “Thinking Holistically about My
Sexual Risk” intervention. It is important to note that this is a fundamental proposition
for important themes to be included in a counseling intervention; as discussed in more
detail below, numerous and significant validation work remains to be done before the
intervention is truly viable.

Administration of LSBS. The use of the LSBS at the outset of counseling is supported

by several of the study’s findings. First, the LSBS appears to contain psychometrically
sound constructs. Also, both REF and SAF were correlated with other
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Figure 5.2: This figure displays the logic model used to support the creation of the
proposed HIV-prevention counseling intervention

constructs within the study including relationship closeness and sexual desire. By

administering the LSBS, counselors will be better informed regarding their clients’ level

of Latino Sexual Cultural belief endorsement. Counselors can facilitate frank discussion

about the scores and the clients’ own reflection thereon. Additionally, this helps the

counselor to gain important insight into the client’s cultural identity, enhancing their




ability to work from a culturally competent base. This is congruent with existing
counseling best practices regarding the use of assessments and subsequent discussion and
exploration (ACA, 2014; Association for Assessment in Counseling, 2003); this standard
practice can often lead to fruitful and therapeutically beneficial self-reflection.
Counselors might also consider, aligning with social cognitive theory, asking clients to
reflect on situations where their answers or scores might seem as though they’d differ.
Acculturation. The current study found that the REF and SAF were correlated,
indicating a shared constituent construct. Extant research suggests that one’s level of
acculturation could account for the strength of one’s beliefs as measured by the LSBS.
The role of acculturation in risky sexual behavior has been very well documented in the
literature (Organista, 2012; Poppen et al., 2004; Warren et al., 2008; Zea et al., 2009). To
support the client’s exploration of their own acculturative processes, counselors could
consider using validated measures of acculturation (see Zea, Asner-Self, Birman, & Buki,
2003a). As mentioned above, intentional facilitation of clients’ reflection on their
assessment scores can be beneficial in its own right. Additionally, counselors may also
use genograms to highlight the personal and familial process of acculturation as
experienced by the client (Estrada, & Haney, 1998; Yznaga, 2008). The benefit of this,
again, is to build therapeutic rapport and to strengthen the cultural sensitivity of the
counselor.

Holistic sexuality. As the present analysis shows, many of the sexuality-related
constructs were significantly related to UAI. This includes SAF, relationship closeness,
and sexual desire. Additionally, the current study noted significant correlations between

the LSBS constructs and both relationship closeness and sexual desire. Taken together,
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Table 5.1

Modules, Objectives, and Sample Activities to be included in “Thinking Holistically about My Sexual Risk”

Module Learning Objectives Sample Activities
1) Administration of ~ eQObtain LSBS scores e Facilitate discussion of LSBS
LSBS e Understand meaning of scores e |dentify contexts when scores might

2) Acculturation

3) Holistic Sexuality

4) Sexuality
Education

5) Gender-
transformative
Information

6) Sexual Outercourse

7) Alternative Ways to
Show Love

8) Sexual Mutuality

9) Locus of Control &
Responsibility
10) Cognitive Skills

11) Motivational
Interviewing

e Be able to put scores in context of one’s own life

e Understand acculturation and the acculturative process

e Be able to self-reflect on acculturation in one’s own life

¢ Be able to identify the five components of sexuality

e Be able to identify how each influences sexual decision-
making

e Understand the risks associated with certain sexual activity

e Understand the common causes of erectile dysfunction

o Self-reflect on one’s own experiences of erectile
dysfunction

e Explore the role of masculinity in one’s sexual decision-
making

eUnderstand alternative conceptualizations of masculinity

e Understand the alternative view of sex as a process

e Increase mindfulness surrounding sexual acts

e Learn the languages of love

e Self-reflect on one’s own love language

eExplore one’s own experiences with power and control in
sexual encounters

e Strengthen communication and self-advocacy skills
e Understand concept of personal responsibility

e Learn skills to decrease general frustration as well as
during sexual encounters

e Learn conflict resolution skills

e Identify barriers to implementing new skills

e Create plan to overcome said barriers

“change”
o Create genogram
e Explore process of acculturation
e Teach Circles of Sexuality
e ldentify salient behaviors in each

e Demonstration of condom application
e Multi-media use to explain erectile
dysfunction

e |dentify role-models for masculinity

e Identify role-models for Positive
Masculinity

e Teach and practice mindfulness skills

e Homework to increase awareness

e Teach 5 Languages of Love

e |dentify salient behaviors of each

e Multi-media use to demonstrate power
imbalances

¢ Role-play self-advocacy language

e ldentify things within one’s control and
things that are not; explore differences

e Teach and practice coping techniques

e Homework to practice these skills

e Complete SWOT analysis
¢ Role-play potential barriers
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this suggests that the sexuality of Latino MSM is extremely informative in their sexual
decision-making. Much of the HIV-prevention literature has focused on sexual behaviors
rather than on the person’s full experience of their sexuality (see Robinson et al., 2002).
“Thinking Holistically about My Sexual Risk” posits that sufficient time should be spent
educating clients about holistic sexuality. Fundamentally, counselors can accomplish this
goal by teaching clients the Circles of Sexuality Model (Dailey, 1981) and by
encouraging clients to identify how and when they recognize the constituent components
of sexuality in their life and in their behaviors (Zeglin & Mitchell, 2014). As Zeglin and
Mitchell (2014) note, “interventions can be developed that highlight and encourage
exploration of the interactive components of the circles, while also challenging
preconceived deterministic attitudes” (p. 288). This latter question touches on the
contextual influences on sexual behavior, again aligning with social cognitive theory.

Sexuality education. The present analysis identified a significant moderating
effect of SAF onto the effect of sexual desire. Extant literature suggests that this may be
a function of gaps in a person’s knowledge of STI risk behavior. The present study
therefore supports previous research investigating the role of sexual education in UAL.
At a minimum, counselors could use this opportunity to provide medically accurate
HIV/AIDS transmission information including risk behaviors, the health effects of
HIV/AIDS, the importance of testing, and PrEP and PEP. Additionally, as discussed
above, frustration surrounding erectile difficulties may facilitate UAI, particularly UIAI
(Adam et al., 2005; Cove & Petrak, 2004). Counselors can help alleviate this frustration
by providing direct and specific information related to erectile difficulties, including

effective remedies (Buehler, 2013; Davis & Taylor, 2006; Kaplan, 1974). Additionally,
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aligning with social cognitive theory and suggestions in Kooyman (2008), counselors
may need to provide demonstrations and the opportunity for clients to practice the
application and use of condoms. This module is designed to generally provide HIV risk
information and to more specifically support clients in the application and proper use of
condoms, including how to do so when erectile tumescence may be labile.
Gender-transformative information. Results in the present analysis differed
between sex roles; this was particularly salient in the manner in which SAF interacted
with the decision-making processes rather differently for URAI and UIAI. As current
research indicates, this may be largely attributed to gender roles in general and to
masculinity more specifically. Zeglin (2015) outlined the critical role of masculinity in
risky sexual behavior among MSM. Similar themes are present in the results of the
present analysis. Gender-transformative interventions support clients in challenging their
existing conceptualizations of masculinity and in adopting more positive and prosocial
conceptualizations (Barker, Ricardo, Nascimento, Olukoya, & Santos, 2010). As Zeglin
(2015) noted, “men who are presented with information demonstrating that traditional
conceptualizations of masculinity may be harmful and who are provided support and
safety in exploring alternative conceptualizations of masculinity are likely to reevaluate
and alter their beliefs and behaviors” (p. 1984). Counselors could consider using the
Positive Psychology/ Positive Masculinity Model to aid in this reevaluation (PPPM;
Englar-Carlson & Kiselica, 2013; Kiselica & Englar-Carlson, 2010). Congruent with
social cognitive theory, it might be helpful for counselors to ask clients to identify role-
models of both traditional and positive masculinity and to encourage discussion of these

models’ differences.
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Sexual outercourse. The current study found that sexual desire was correlated
with REF (i.e., urgent passion within sexual encounters) and was significantly predictive
of both UIAI and URAI. As discussed above, these results highlight the urgency present
in sexual encounters for Latino MSM. The concept of sexual outercourse, introduced by
Van Sevenant (2005), likens such earnestness to “coitus-cide;” essentially, the goal of
initiating sexual activity becomes to end it (i.e., to orgasm). With such focus on the end
of sexual activity, the process of sexual activity is neglected and condoms are seen as a
barrier to achieving such ends. Counselors might consider encouraging clients to
(re)connect with the enjoying of the activity itself, including all of the sensations and
emotions than accompany it. In doing so, counselors can simultaneously eroticize
condoms by stressing the role of condoms as one part of a complex and dynamic sexual
encounter rather than as the final hurdle to sexual release (Ariely & Loewenstein, 2006;
Hazra, 2006). Counselors can teach mindfulness techniques and provide homework to
help client’s broaden their experience of sensuality inherent in the sex process; these
strategies align with social cognitive theory.

Alternative ways to show love. The salient role of love, affection, and trust in
sexual decision-making was supported in the present analysis via the significant results
involving relationship closeness and its direct predictive effect of UIAI and URAL.
Literature has suggested that UAI is a result of wanting to communicate such intimate
feelings (Diaz and Ayala; 1999; Golub, et al., 2012; Greene et al., 2014). “Thinking
Holistically about My Sexual Risk” would suggest that counselors aid clients in
identifying alternative ways to express these feeling, perhaps (and hopefully) reducing

the importance placed on UAI to do so (Flowers et al., 1997). Moreover, Hazra (2006)
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noted that wearing condoms could actually be itself considered a sign of love and caring.
Counselors could teach clients the “Five Love Languages” (Chapman, 2004) and
encourage clients to identify their most comfortable language. Counselors could also
support clients in reflecting on contexts wherein their preferred language may change;
this strategy highlights the context — personal characteristic interaction presented in social
cognitive theory.

Sexual mutuality. The many significant results involving relationship closeness
and RAF are notable. For example, and as discussed above, the significant correlation
between these two constructs suggests that the role of passivity within a sexual encounter
is not unsubstantial. The theme of passivity is also a salient theme in the Latino MSM
literature (Diaz, 1998; Diaz & Ayala, 1999). Counselors can work with both receptive
and insertive partners to enhance their sense of sexual mutuality. At a minimum, it might
be helpful for clients to hear counselors give permission for them to exercise agency in
their sexual encounters. As Kooyman (2008) noted, it is safely within a counselor’s role
to encourage and help clients “negotiate safer sex with potential partners” (pp. 301-302).
To do so, counselors can model and provide the safe space for clients to practice assertive
(but non aggressive) language to use when advocating for the use of condoms. In a group
setting, clients may be able to practice with and receive feedback from peers. Also,
counselors might encourage and support clients in exploring their own past experiences
with power dynamics. Perhaps clients have been in both the active and passive roles; it
may be fruitful for counselors to have clients reflect on their varying experiences in these
different roles.

Locus of control and responsibility. The results of the present analysis indicated
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that SAF was significantly correlated with REF, relationship closeness, and sexual desire;
was indirectly associated with both UIAI and URALI; and was directly associated with
URAI. This salient presence of RAF highlights the role of personal agency for each
sexual partner. Literature shows that the concept to personal control and responsibility
for one’s actions is viewed differently in Latino culture (Diaz, 1998; Garza, 1977). The
importance of fostering a personal locus of control and responsibility was strongly
supported in findings by Wolitski, Flores, O’Leary, Bimbi, & Gomez (2007), wherein
MSM with high personal responsibility beliefs showed the lowest HIV transmission risk
(regardless of other beliefs) while those with low personal responsibility showed
fluctuating risk depending on their levels of partner and/or shared responsibility beliefs
(though still in all cases presenting with higher risk than the former group). Counselors
can work with clients to identify behaviors and practices that they perceive to be within
one’s control and those that are not. Congruent with social cognitive theory, counselors
can also challenge clients to explore the differences and to discuss contexts within which
the lists might be different. As mentioned above, this may include counselors judiciously
inquiring about clients’ religious background, beliefs, and values (Diaz & Ayala, 1999;
McCabe et al., 2008; Moreno, 2012).

Cognitive coping skills. Results of the current analysis show the important role of
a person’s ability to cope with frustration, either frustration in communication (e.g.,
SAF’s interaction with relationship closeness) or frustration with sexual performance
(e.g., SAF’s interaction with sexual desire). Therefore, “Thinking Holistically about My
Sexual Risk” — a counseling intervention in both spirit and practice — emphasizes the role

of cognitive coping skills development in improving decision-making. Research has
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shown than enhanced cognitive heuristics facilitate improved decision-making (Donohew
et al., 2000; Gutnik, Hakimzada, Yoskowitz, & Patel, 2006; Parker & Fischhoff, 2005).
Moreover, the goal of counseling is often inherently to strengthen the frustration coping
skills of clients in order to improve their problem-solving and reduce the risk of resorting
to easier (and possibly more dangerous) decision-making heuristics (Alexopoulos et al.,
2003; ACA, 2015; Gutkin, 1993; Kelly & Murphy, 1992; National Institute of Mental
Health, 2015). Counselors — quite directly — can model such cognitive problem-solving
in their work with clients. Also, homework can be used to encourage clients to practice
cognitive techniques in moments of frustration; reflecting on the contexts in which these
skills work more or less well can also be edifying for both the counselor and the client.

Motivational interviewing. The significant correlation between REF and sexual
desire underlines the libidinal nature of sexual decision-making. As such, it will be
important to incorporate methods of supporting problem-solving in such energized and
aroused states. Motivational interviewing, for example, is a counseling technique often
used in public health settings to aid clients change behavior. The unique quality of
motivational interviewing (M), is its attention to ambivalence toward change, resistant to
change, barriers, and strengths (Miller & Rollnick, 2012; Rubak, Sandbak, Lauritzen, &
Christensen, 2005). Counselors could use a SWOT (i.e., strengths, weaknesses,
opportunities, and threats) analysis to aid clients in identifying barriers and supports of
their intended behavior change (Orlans & Van Scoyoc, 2008). This includes an
evaluation of one’s motivation to change; counselors can help clients identify value-
congruent motivators for behavior change (Interian, Martinez, Rios, Krejci, &

Guarnaccia, 2010; Miller & Rollnick, 2012). Congruent with social cognitive theory,
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counselors can role-play the use of strengths to overcome barriers and can encourage

clients to practice similar skills outside of counseling.

Counseling Education Policy Implications

The results of the present analysis in general, and the “Thinking Holistically about
My Sexual Risk” intervention specifically, note the salient role of sexuality in working
with Latino MSM. Though the present analysis targeted HIVV-prevention counseling
interventions, sexuality-related issues can be present in much of the work of counselors.
Sexuality-related topics, including sexual risk, are not foreign to professional counselors,
though are often not discussed. Lack of sexuality education/training and discomfort with
sexuality-related topics are associated with a clinician’s willingness to discuss sexuality
with clients (Haboubi & Lincoln, 2003; Hanzlik & Gaubatz, 2012; Juergens, Smedema,
& Berven, 2009; Russell, 2012; Southern & Cade, 2011).

The Council for Accreditation of Counseling and Related Educational Programs
(CACREP), the accrediting body for counselor education programs, does not require
counseling education programs to include sexuality coursework (CACREP, 2009). This
absence leaves counselors relatively unprepared to accurately assess sexual risk and to
subsequently address sexuality-related themes (Haboubi & Lincoln, 2003; Hanzlik &
Gaubatz, 2012). The United States Preventative Services Task Force noted the
importance of thorough assessment by clinicians of clients’ sexual risk, saying that
“systematic, routine assessment is the foundation for proactive behavioral counseling
interventions” (p. 278). However, before counselors can competently address sexuality-
related issues including risk, they first need proper support, education, and training

(Kelly, 1976; Timm, 2009). The present analysis calls attention to the possible need for
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prioritizing human sexuality coursework in counselor education programs. Future
research could explore the most efficient route by which to accomplish this goal. For
example, it could be highly effective for CACREP to require programs to offer a
dedicated Human Sexuality course. Alternatively, much like as currently applied to
multicultural issues, it could be helpful for CACREP programs to purposefully
incorporate sexuality-related material in other courses. This would require the addition
of human sexuality content and competencies be added to the CACREP (2009) standards.
CACREP (2009) standards already require that counseling students be offered
coursework on topics with less ubiquitously prevalent in the population than sexuality
(e.g., addictions) and other topics that have a reciprocally influential relationship with
sexuality (e.g., human growth and development, family systems). There is room for the
purposeful addition of human sexuality content in the training of counselors. Such
exposure to the information could support all counselors in conducting thorough risk
assessments and could also aid HIV-prevention counselors in competently delivering

holistic sexuality-related interventions.

Considerations for Future Research

Validation of themes and intervention. The proposed “Thinking Holistically
about My Sexual Risk” counseling intervention is merely a synthesis of themes
presenting from the data (see Figure 5.2). Though there is a strong literature-base for
each theme, and therefor justification for inclusion in the intervention, there is yet no
study of how these constructs may or may not interact with each other to promote safe
sex. Considering the stage of development of “Thinking Holistically about My Sexual
Risk,” future research would address two primary questions: 1) Are the themes culturally

111



and clinically relevant?; and 2) Does an intervention utilizing these themes produce
significant changes in UAI behavior? To answer the first question, researchers could
validate each construct using feedback from Latino MSM. Also, additional feedback
could be gathered regarding the constructs in the aggregate (i.e., does the intervention
make sense as a whole for this population?). An efficient way to assess this would be
community-based participatory research (CBPR), relying on the lived experiences of
Latino MSM (see Rhodes, Malow, & Jolly, 2010b). The second question, only to be
answered after careful and through validation of the included constructs, could be
answered through a small-scale pilot effectiveness study. This, then, could support latter
randomized controlled trials.

An important consideration in both of the abovementioned research inquires will
be that of the influential effect of acculturation. The level of acculturation can influence
the extent to which the themes are relevant to the participants and to their lived
experiences. Researchers should consider including, within the CBPR methodology,
questions regarding the participants’ experience with the acculturation process and, more
specifically, its impact on their cultural sexual beliefs. Acculturation should also be
included in models attempting to validate the proposed intervention. For example, this
can be done quantitatively through statistical control or through a systematic stratified
sampling technique with proportional allocation where participants are first administered
a standardized measure of acculturation (e.g., The Abbreviated Multidimentional
Acculturation Scale; Zea et al., 2003a) and then sampled in a manner by which to ensure
that all levels of acculturation are represented. The method notwithstanding, researchers

should be mindful of the salient role that the acculturation process can have for Latino
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men, as well as its role in the intersectional identities of Latino MSM.

Statistical methods. The present analysis did not include any control variables in
the HGLM modeling. There may be extraneous variables presently influencing the
effects detected in the HGLM modeling. Future studies can more precisely include
pertinent controls (e.g., age, primary language, relationship status) to better clarify the
effects presented in Chapter 4. Such adjustment could uncover additional constructs to
consider or may highlight effects that are confounded by such controls. In either case,
the goal can be to strengthen the precision of the proposed intervention by targeting
constructs that most directly influence UAI behavior and decision-making.

Curriculum development. Many of the themes included in “Thinking
Holistically about My Sexual Risk” have not, until now, been heavily prioritized in HIV-
prevention counseling interventions. There have been theoretical attempts to bridge the
gap between holistic sexuality and HIV prevention (Robinson et al., 2002), but no applied
interventions. The present discussion (see Table 5.1) offered sample activities to use in
the delivery of the proposed intervention. These, though, are drawn from the literature
unique to each theme and does not, in many instances, have much empirical support for
use in an HIV-prevention context. As such, future research could begin to explore the
applicability of holistic sexuality theory in HIV prevention, including developing specific
evidence-based practices to aid the efficacious completion of each module.

Latino cultural sexual beliefs. The present analysis served as the first
psychometric testing of the full 13-item LSBS. Though developed within and applied to
the HIV-prevention field, its utility extends far beyond that. This scale could be used

within epidemiologic studies across STls including gonorrhea, syphilis, and Hepatitis C.
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Additionally, the LSBS could be used to explore the effects of cultural sexual beliefs on
other HIV-related outcomes including disclosure, testing, and serosorting. Future studies
can begin to explore the broader applicability of the LSBS, including possible
amendment for specific populations.

Limitations

The conclusions drawn in the present analysis should be regarded only with due
consideration of the study’s limitations. First, as mentioned above, no control variables
were included in the analysis an either Level-1 or Level-2. Considering the results of Zea
et al. (2009), the influence of potential extraneous variables appears minimal.
Nonetheless, this allows for multiple alternative explanations for the results and should
be the target of future inquiry.

Second, the 13-item LSBS contains items with varying content. For example,
some include the term “Latino men” while others just say “men.” Though such a
difference is not expected to alter the fact structure, such a possibility cannot be ruled out.
Future research, as mentioned above, could offer stronger validation of the LSBS by
including the term “Latino men” in all items.

Third, as mentioned in Zea et al. (2009), the measure of sexual encounters is
inelegant. Distantly past encounters are vulnerable to memory errors. The present
analysis could not and did not account for the length of time since the sexual encounters.
For example, some men could have had seven encounters all within the last week while
others had seven encounters spread over the previous two years. Future research should
consider using longitudinal measures of sexual encounters as they occur, possibly using
sex diaries or (perhaps more ideally) on-line surveys to be completed by the client from

home without having to meet with researchers.
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Fourth, the measures of relationship closeness and sexual desire are both single-
item. Though, as mentioned in Chapter 3, there is support for the use of such measures,
this limits the predictive variance available for each construct. Future studies,
particularly those that may be longitudinal and can afford the inclusion of additional
measures, should consider supplementing these single-items measures with more items.
For example, relationship closeness could be supplemented with questions relating to
level of love, trust, and communication within the sexual encounter. Sexual desire could
be similarly supplemented with items regarding physical arousal, intensity of orgasm, and
sensuality. This approach can lead to richer analysis. Despite these limitations, the
current analysis achieved its objectives of investigating what effects Latino cultural
sexual beliefs have on condom use and of fashioning these results into a preliminary
HIV-prevention counseling intervention for Latino MSM.

Conclusion

The present analysis, using HGLM modeling, found that Romantic Exigency
Beliefs and Sexual Acquiescence Beliefs are sound constructs measured by the LSBS.
Further, it was shown that the latter construct had both direct and moderating effects on
UAI. This finding, teamed with the other results of the analysis, yielded 11 modules for
inclusion in an HIV-prevention counseling intervention. These modules, and their
constituent themes, appear to highlight the salient role of holistic sexuality in the sexual
decision-making of Latino MSM. As such, the proposed intervention was given the
preliminary name of “Thinking Holistically about My Sexual Risk.” Though many steps
remain before the intervention can be truly proposed as a viable strategy to reduce UALI, it

currently has a supported theory-base and sound therapeutic constructs.
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