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Abstract of the Dissertation
The Role of Violence Exposure and Pathways to HIV Risk in
Black and White Young Men Who have Sex with Men.
by
Donald R. Gerke
Doctor of Philosophy in Social Work
Washington University in St. Louis, 2018

Professor Wendy Auslander, Chair

HIV remains a critical public health issue facing men who have sex with men (MSM) in
the United States. Young MSM (YMSM) ages 13-34 years account for the greatest number of
new HIV infections in MSM, with Black YMSM bearing the highest burden of disease. Sexual
risk behaviors (e.g. unprotected sex) continue to be the leading transmission mode for HIV
among all YMSM and studies have indicated that these behaviors are associated with a number
of psychosocial and environmental factors, including adverse childhood experiences (ACES),
exposure to violence, substance use, and mental health problems. Moreover, recent studies based
on the syndemic model of HIV risk have shown that exposure to violence, substance use, mental
health problems may interact to increase HIV risk in vulnerable populations, including YMSM.
However, the relationships among these risk factors and their association with sexual risk
behaviors in YMSM are not yet fully understood.

Therefore, the purpose of this cross-sectional, quantitative study was to: 1) describe the
degree to which YMSM engage in HIV risk behaviors, are exposed to ACEs and other multiple

forms of violence, experience mental health problems, and use substances; 2) identify the ACEs



and violence exposure, substance use, and mental health problems that significantly predict HIV
risk behaviors in Black and White YMSM; and 3) test the indirect (through substance use and
mental health pathways) effects of violence exposure on HIV risk behaviors. Data was collected
using structured computer-assisted personal interviews from a convenience sample of 168 Black
(97) and White (71) YMSM recruited at AIDS service organizations that provide HIV prevention
programs and testing for YMSM in the St. Louis and Kansas City metropolitan areas.

The current study contributed to knowledge regarding HIV risk behaviors and related
syndemic risk factors in service-using YMSM. This study was unique in the assessment of
adverse childhood experiences, multiple types of violence exposure, experiences of multiple
types of mental health problems, and use of multiple substances in a service-using sample of
HIV-negative Black and White YMSM, the populations at highest risk for HIV infection in the
US. This study found that a substantial proportion of YMSM are exposed to multiple adverse
childhood experiences, intimate partner violence, and community violence, all of which were
previously unexplored or understudied in YMSM. Additionally, findings from the study
identified unique significant mental health and substance use predictors of unprotected anal sex
and number of male sex partners for YMSM when controlling for demographic factors. Further,
although relationships between adverse childhood experiences or intimate partner violence and
HIV risk behaviors were not significant in multiple regression models, this study demonstrated
that adverse childhood experiences and intimate partner violence indirectly affect HIV risk
behaviors through polydrug use, whereby higher rates of violence exposure lead to more
polydrug use, which leads to a higher rate of multiple male sex partners. The results of this study
have implications for social work practice and policy changes that lead to integration of mental

health and substance use screening and referral into AIDS service organization that provide HIV

Xi



prevention services. Moreover, results can be used by researchers to adapt theoretical models of

HIV risk and prevention for YMSM.
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Chapter 1: Introduction: HIV Risk in Young Men who have Sex with Men

1.1. Background and Significance

HIV remains a critical public health issue facing men who have sex with men (MSM) in
the United States. The Centers for Disease Control and Prevention (CDC; 2016a) estimate that,
at the current rate of diagnosis, one in six MSM will contract HIV in their lifetime. The odds of
contracting HIV are substantially greater for Black MSM, with the lifetime risk of infection
estimated at one in two (CDC, 2016a). Young MSM (YMSM) ages 13-34 years account for the
greatest number of new HIV infections in MSM, with Black YMSM bearing the highest burden
of disease (CDC, 2017a). While the total number HIV diagnoses in the United States decreased
by approximately 10% from 2010-2014 (CDC, 2017b), diagnoses among Black YMSM
increased 30% (CDC, 2018). Mirroring national statistics, Black YMSM living in the St. Louis
metropolitan area are the group at highest risk for HIV infection in Missouri (Missouri
Department of Health and Senior Services, 2016). Sexual risk behaviors (e.g. unprotected sex)
continue to be the leading transmission mode for HIV among all YMSM (CDC,2017a), and
studies have indicated that these behaviors are associated with a number of psychosocial and
environmental factors, including adverse childhood experiences (ACESs), exposure to violence,
substance use, and mental health problems. Understanding the factors that are associated with
sexual risk behaviors that lead to HIV infection among YMSM is a key component of
explicating population-specific pathways to HIV risk as well as building culturally-relevant HIV

prevention programs for White and Black YMSM.



1.2 Cost of HIV
Considerable social and financial costs can be contributed to HIV in the US and globally.
Annually, HIV is the cause of death for approximately 6,700 people in the US and one million
globally (Centers for Disease Control and Prevention, 2017b; World Health Organization, 2017).
Although many people with HIV who live in high-income countries like the United States live
normal lifespans, HIV is the 8" leading cause of death among those 25-34 years old in the US
(Kochanek, Murphy, Xu, & Tejada-Vera, 2016), and a top 10 leading cause of death among

people ages 5-49 years globally (World Health Organization, 2017).

In addition to lives lost, HIV also places a substantial financial burden on the U.S. health
care system. The estimated lifetime medical costs for an individual diagnosed with HIV at the
age of 35 years is $326,500 (Schackman et al., 2015). This cost increases as the age of diagnoses
decreases, assuming no reduction in age of death. Using the latest estimation of 37,600 new
infections, new HIV infections in the US in 2014 would lead to a total cost of $12.2 billion. This
does not account for loss in productivity, which has been estimated to cost nearly 4.5 times the
direct medical costs (Hutchinson et al., 2006). Conversely, HIV prevention efforts for individuals
at high risk for infection and who remain negative cost approximately $96,700, for a savings of
$229,800 in lifetime medical costs per infection prevented (Schackman et al., 2015). One report
estimated that from 1991-2006, HIV prevention programs saved the US approximately $125
billion in direct medical costs by preventing an estimated 350,000 new HIV infections (Centers
for Disease Control and Prevention, 2011). This savings would likely increase substantially if

prevented loss of productivity were included.



1.3 Purpose of the Study

Results of several studies have demonstrated that exposure to violence, substance use, and
mental health problems are all independently associated with increased sexual risk behaviors in
YMSM (Freeman et al., 2012; Halkitis, Kapadia, et al., 2013; Hart & Heimberg, 2005; Koblin et
al., 2006; Mustanski et al., 2007; Mutchler et al., 2012; Perdue, Hagan, Thiede, & Valleroy, 2003).
Moreover, recent studies based on the syndemic model of HIV risk have shown that exposure to
violence, substance use, mental health problems may interact to increase HIV risk in vulnerable
populations, including YMSM (Halkitis, Kapadia, et al., 2013; Mustanski et al., 2007; M. Singer,
1994; Stall et al., 2003). However, the relationships among these risk factors and their association
with sexual risk behaviors in Black and White YMSM are not yet fully understood.

The purpose of this cross-sectional, quantitative study was to: 1) describe the degree to
which YMSM engage in HIV risk behaviors, are exposed to ACEs and other multiple forms of
violence, experience mental health problems, and use substances; 2) identify the ACEs and
violence exposure, substance use, and mental health problems that significantly predict HIV risk
behaviors in Black and White YMSM; and 3) test the indirect (through substance use and mental
health pathways) effects of violence exposure on HIV risk behaviors. Data was collected using
structured computer-assisted personal interviews from a convenience sample of 168 Black (97)
and White (71) YMSM recruited at AIDS service organizations that provide HIV prevention

programs and testing for YMSM in the St. Louis and Kansas City metropolitan areas.



1.4 Research Questions

This study pursued the following research questions using a convenience sample of Black
and White YMSM who utilized AIDS service organizations in St. Louis and Kansas City,
Missouri:

Research Question 1: What is the extent to which YMSM engage in HIV risk behaviors
(i.e. unprotected anal and oral sex, number of sex partners), experience ACEs and other multiple
forms of violence, use substances, and experience mental health problems, and do these differ by
ethnicity (Black and White)?

Research Question 2: What ACEs, violence exposure, substance use, and mental health
factors are significantly associated with HIV risk behaviors in YMSM?

Research Question 3: Do substance use and mental health problems mediate the
relationship between exposure to ACEs and other multiple forms of violence and HIV risk
behaviors in YMSM?

This study deepens our understanding of the ACEs, violence exposure, substance use,
and mental health factors that directly and indirectly contribute to increased HIV risk behaviors
in YMSM. Specifically, this study identified the substance use and mental health factors that
directly predict HIV risk behaviors, as well as the ACEs and violence exposure factors that
influence HIV risk behaviors through substance use. The results of this study can be used by
researchers to adapt theoretical models of HIV risk and prevention for YMSM. Moreover,
knowledge gained from this study helped to identify the modifiable violence-related and
psychosocial factors that can be targeted by community agencies, social workers, and public
health professionals when designing innovative, population-specific HIV prevention

interventions for YMSM.



Chapter 2: Review of the Literature

To understand the literature that provides the foundation for the current study, this
chapter reviews the following areas: 1) exposure to ACEs and other forms of violence among
YMSM, 2) substance use among YMSM, 3) mental health problems among YMSM, and 4) the
relationships between exposure to ACEs and other forms of violence, mental health, substance
use, and HIV sexual risk behaviors in YMSM. Each of the first three sections describe the extent
of each problem among YMSM, and the fourth provides a summary of the evidence regarding
the association between those problems and HIV sexual risk behaviors in YMSM. An
examination of the relationships between disparity in HIV rates and HIV risk behaviors in Black
YMSM follows, proceeded by a description of the syndemic framework and a discussion of its
application to the present study. Last, a summary of the research questions and hypotheses is
presented.

Overall, findings from previous studies regarding the relationships between exposure to
ACEs and other forms of violence, substance use, mental health problems, and HIV risk
behaviors in YMSM are limited and inconsistent. As detailed in the following sections, results of
some studies indicated significant relationships between violence, substance use, and mental
health factors and HIV risk behaviors, yet results of others found no significant relationships. In
addition, the relationships between certain types of violence exposure, substances, and mental
health problems and HIV risk behaviors has been underexplored. The limited number of studies
that have examined these relationships and the conflicting findings they reported suggest a need

for further investigation in this area.



2.1 Exposure to Violence and HIV Risk in YMSM

Histories of Child Maltreatment and ACEs in MSM. The evidence describing exposure to
violence among YMSM is limited. However, results from previous studies of broader
populations of MSM indicated that they are more likely than their heterosexual counterparts to
experience violence. The evidence for this is strongest regarding childhood sexual abuse. Studies
have consistently found that significantly more MSM than heterosexual men report histories of
childhood sexual abuse, with prevalence rates ranging from 16.8 — 59.2% (Arreola et al., 2009;
Balsam, Rothblum, & Beauchaine, 2005; Fields, Feist-Price, & Malebranche, 2008; Friedman et
al., 2011; Lloyd & Operario, 2012; Rothman, Exner, & Baughman, 2011; Welles et al., 2009).
The highest prevalence rates have been reported by MSM of color and HIV-positive MSM
(Fields, Feist-Price, & Malebranche, 2008; Welles et al., 2009).

In addition to childhood sexual abuse, evidence indicated that a considerable number of
MSM have experienced other forms of child maltreatment, such as physical and emotional abuse
(Balsam, Lehavot, Beadnell, & Circo, 2010; Phillips et al., 2014; Reisner, Falb, & Mimiaga,
2011; Schilder et al., 2014; Wong, Weiss, Ayala, & Kipke, 2010). Results of a recent study
found that approximately 50% of HIV-positive Y MSM experienced physical or emotional abuse
by a parent (Phillips et al., 2014). Other studies of abuse among YMSM reported that 20-26% of
participants experienced physical abuse. Similarly, a study of adult MSM reported that 50% had
experienced emotional abuse and 35% had experienced physical abuse while growing up.

Few studies have examined the prevalence of ACEs in MSM. However, results from a
limited number of studies indicated that sexual minorities, including MSM, reported
experiencing ACEs at a greater frequency than their heterosexual counterparts (Andersen &

Blosnich, 2013; Austin, Herrick, & Proescholdbell, 2016) or the general population (Ports et al.,



2017), with the exception of parental separation or divorce. Additionally, these studies reported
that a greater proportion of sexual minorities experienced multiple ACEs when compared to
heterosexuals. Although the results of these studies have begun to elucidate the experiences of
ACEs among MSM and sexual minorities in general, the literature has yet to describe the
prevalence and severity of ACEs in YMSM.

Intimate Partner Violence in MSM. Emerging literature has indicated that MSM
experience intimate partner violence (IPV) at a rate that is equal to or greater than that of
heterosexual women (Finneran & Stephenson, 2013). Results from three studies indicated that
approximately 10-23% of YMSM have ever experienced physical violence from a partner
(Koblin et al., 2006; B. Mustanski, Newcomb, & Clerkin, E., 2012; Wong et al., 2010).
Additionally, two meta-analyses demonstrated that adult MSM reported a higher lifetime
prevalence of sexual assault than the general population (Rothman et al., 2003) and their
heterosexual counterparts (Katz-Wise & Hyde, 2012), with prevalence rates ranging from 7 —
44.7%.

Community Violence in MSM. Few studies have examined the experience of community
violence among YMSM. However, those that did report on elements of community violence
indicated that YMSM, especially those living with HIV, were exposed to high levels of
community violence. For example, a study of HIV-positive young MSM of color found that over
80% of participants had ever witnessed violence in their community, with over half reporting
that they witnessed violence in the past three months (Phillips, 2013). Additionally,
approximately 35% had observed someone being attacked with a knife or gun, 15% had ever
seen someone killed, and approximately 22% reported being afraid of violence in their

neighborhood (Phillips, 2013). A second study of traumatic experiences of HIV-positive YMSM



found that nearly 70% of respondents reported witnessing serious violence outside of their
family, 65% had been threatened with physical assault, and 55% had been physically attacked
(Radcliffe et al., 2011).

Exposure to Violence and HIV Risk in MSM. In addition to describing exposure to
different types of violence, studies of MSM have also demonstrated an association between
exposure to violence and increased HIV risk. Several studies, including one meta-analysis (Lloyd
& Operario, 2010), found that MSM with histories of childhood sexual abuse were more likely to
be HIV-infected and engage in unprotected sex than those who did not report histories of sexual
abuse (Brennan et al., 2007; Fields, Malebranche, & Feist-Price, 2008; Welles et al., 2009;
Arreola, Neilands, & Diaz, 2009; Saewyc et al., 2006). However, the evidence in support of
significant relationships between experiencing other forms of child abuse and increased HIV risk
is inconsistent, with one study of YMSM supporting the relationship (Schilder et al., 2014) and
one that does not. Moreover, although the majority of previous research on the relationship
between ACEs and HIV risk behaviors demonstrated a significant positive association, the
samples either did not include sexual minorities or the sexual minority status of participants was
not reported (Fang, Chuang, & Lee, 2016; Hills et al., 2000; Ramiro, Madrid, & Brown, 2010).
One report from the Chicago Public Health Department (Prachand, 2011) presented results of
bivariate statistics that showed a significant relationship between a higher ACEs score and
increased likelihood of HIV risk behaviors among MSM. However, this relationship has yet to be
tested when controlling for other factors in YMSM.

Additionally, emerging literature has demonstrated a significant relationship between
experiencing IPV and increased HIV sexual risk (Koblin et al., 2006; Mustanski et al., 2012), but

not between exposure to community violence and HIV sexual risk. Although results from



previous research indicated a significant relationship between exposure to community violence
and HIV sexual risk in a primarily heterosexual sample of African American youth (Brady,

2006; Voisin, 2003, 2005), two recent studies found no significant relationship between exposure
to community violence and HIV sexual risk behaviors among samples of HIV-positive young
MSM of color (Phillips et al., 2014; Radcliffe et al., 2011). Additional research examining the
association between exposure to violence (child maltreatment, IPV, and community violence)
and HIV sexual risk behaviors among HIV-negative YMSM is needed to better understand this

relationship and its potential role in HIV risk.

2.2 Substance Use and HIV Risk in YMSM

Findings of previous studies indicated that a large proportion of YMSM have used
substances. Results of a large, multi-site study found that of the 814 YMSM enrolled, 59%
reported using marijuana, 40% reported using hallucinogens, 26% reporting using cocaine, 18%
reported using methamphetamine, and 14% reported heavy alcohol use in the previous six
months (Salomon et al., 2009). A separate study of YMSM found that the vast majority (87%)
used alcohol in the past three months, and approximately half (46%) of those who reported using
alcohol also reported drinking to the point of intoxication (Pollock et al., 2012).

Results of several studies have indicated that substance use is associated with increased
sexual risk among YMSM (Celetano et al., 2005; Freeman et al., 2011; Mutchler et al., 2011,
Newcomb, 2013; Newcomb et al., 2011; Rosario et al., 2006; Stueve et al., 2002), however, the
strength of the relationship differed by substance. For example, evidence indicated a strong
relationship between both methamphetamine and ecstasy use and sexual risk; YMSM who use

either methamphetamine or ecstasy were more likely to engage in unprotected sex than those



who do not use those drugs (Freeman et al., 2012; Mutchler et al., 2012). Findings regarding the
relationship between alcohol use and sexual risk were less consistent. Two studies reported that
alcohol use was positively associated with increased HIV sexual risk (Moeller, Palamar, Halkitis,
& Siconolfi, 2014; Newcomb & Mustanski, 2014), yet other research found no significant
relationship between the two (Pollock et al., 2012). There is some evidence that age may
moderate the relationship between alcohol use and HIV sexual risk, with alcohol use only a
significant risk factor for increased HIV sexual risk among younger YMSM (Newcomb &

Mustanski, 2014).

2.3 Mental Health Problems and HIV Risk in YMSM

In addition to high rates of substance use, evidence suggest that a large number of
YMSM experience mental health problems (Beidas, Birkett, Newcomb, & Mustanski, 2012;
Burns, Ryan, Garofalo, Newcomb, & Mustanski, 2015; O’Cleirigh, Traeger, Mayer, Magidson,
& Safren, 2013; Perdue et al., 2003; Salomon et al., 2009). Results of previous studies indicated
that approximately 14-33% have experienced major depression (Beidas et al., 2012; Burns et al.,
2015; Perdue et al., 2003), and 57% have experienced a high number of depressive symptoms
(Salomon et al., 2009). Additionally, results of three studies indicated that between 6-33% of
YMSM have experienced PTSD (Beidas et al., 2012; Burns et al., 2015; O’Cleirigh et al., 2013).
There is limited evidence on the prevalence of anxiety disorders among YMSM, however one
study reported that 33% of their sample met criteria for social anxiety disorder (O’Cleirigh et al.,
2013).

Evidence regarding the relationship between mental health problems and HIV sexual risk

is inconsistent and varies by disorder. Studies of YMSM have indicated either no relationship or

10



an inverse relationship between experiencing depression and engaging in unprotected sex
(Beidas et al., 2012; Perdue et al., 2003). However, a recent study using a probability sample of
MSM to test the relationship between depressive symptoms and HIV sexual risk found that those
with greatest number of depressive symptoms were significantly more likely to engage in
unprotected sex than those with the fewest symptoms (Fendrich, Avci, Johnson, & Mackesy-
Amiti, 2013). Similar evidence exists for the relationship between PTSD and HIV sexual risk
behaviors. Although one study reported no relationship between PTSD and unprotected sex
(Beidas et al., 2012), others demonstrated that experiencing a greater number of PTSD symptoms
was associated with a greater likelihood of engaging in unprotected sex (O’Cleirigh et al., 2013;

J. Radcliffe, Beidas, Hawkins, & Doty, 2011).

2.4 Disparity in HIV Infection and HIV Risk Behaviors in YMSM

Black YMSM are the group at highest risk for HIV in the US. Further, unprotected sexual
intercourse is the most common mode of transmitting HIVV among MSM. Therefore, it would be
expected that those at greatest risk for HIV infection engage in the highest amount of HIV risk
behaviors. However, results of previous studies comparing the frequency and likelihood of
engaging in HIV risk behaviors in Black YMSM to YMSM of other ethnicities are inconsistent.
For instance, Sullivan and colleagues (2014) found that White MSM had significantly more
sexual partners than Black MSM, yet Crosby and colleagues (2007) found that Black MSM had
significantly more sexual partners than their White counterparts. Results were also mixed when
examining likelihood of unprotected anal intercourse (UAI), wherein one study found that White
MSM were more likely to report UAI than Black MSM (Taylor et al., 2012), and another study

found no racial difference in likelihood of UAI (Rosenberger et al., 2012). Studies that examined
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ethnic differences in HIV risk behaviors in YMSM were fewer in number but produced similarly
inconsistent findings. Most of these studies of YMSM found no significant difference in
frequency of HIV risk behaviors by ethnicity (Garofalo et al., 2010; Newcomb et al., 2015;
Sifakis et al., 2007). However, Kapadia and colleagues (2015) reported that White YMSM
engaged in greater amounts of unprotected oral intercourse (UOI) than Black YMSM.

The inconsistency in the literature regarding whether ethnic differences exist in the
frequency and likelihood of HIV risk behaviors in YMSM necessitates further research in this
area. If there is a significant difference in the frequency of HIV risk behaviors reported by Black
and White YMSM, that difference may be explained, in part, by their exposure to ACEs and

other forms of violence, experiences of mental health problems, and use of substances.

2.5 Gaps in the Literature

Studies have confirmed significant relationships among exposure to ACEs and other
forms of violence, mental health problems, and substance use in MSM (Arreola, Neilands,
Pollack, Paul, & Catania, 2008; Balsam et al., 2010; Brennan, Hellerstedt, Ross, & Welles, 2007;
Fields, Malebranche, & Feist-Price, 2008; Lloyd & Operario, 2012; Miller, Reed, McNall, &
Forney, 2013; Prachand, 2011; Phillips et al., 2014; Radcliffe et al., 2011; Saewyc et al., 2006;
Welles et al., 2009). However, studies that examined the relationship between different forms of
violence and HIV-related sexual risk in YMSM were limited in number and their findings were
inconsistent (Koblin et al., 2006; Miller, Reed, McNall, & Forney, 2013; Phillips et al., 2014;
Radcliffe et al., 2011; Schilder et al., 2014). Additionally, although previous studies have
examined the relationship between experiencing more than one type of violence and increased

sexual risk among YMSM (Koblin et al., 2006; Miller et al., 2013), no studies were identified
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that assessed all three types of violence (adverse childhood events/child maltreatment, intimate
partner violence, and community violence) and their relationship to increased HIV risk behaviors
in the same sample of YMSM. Including all of these types of violence in the same study allows
for a more complete conceptualization of violence exposure in different contexts, including in
the home (ACEs, child abuse and neglect), in romantic and sexual relationships (intimate partner

violence), and in neighborhoods (community violence).

2.6 Study Framework: Syndemic Theory

This dissertation study was informed by syndemic theory (Singer, 2009; Singer, 1994). A
syndemic is collection of two or more co-occurring and mutually reinforcing epidemics that
interact in a way that causes greater negative health consequences for a community or population
than would be expected by simply adding up the negative health consequences of each individual
epidemic (Halkitis, Wolitski, & Millett, 2013; Singer, 2009). Syndemics can be differentiated from
comorbid diseases by three distinct characteristics: 1) syndemics comprise problems that must be
considered epidemics at the population level, 2) diseases or problems that are comorbid are not
necessarily mutually reinforcing or synergistic in their effect, and 3) syndemics are driven by social
inequalities that perpetuate health disparities (Halkitis, Wolitski, et al., 2013; Mustanski et al.,
2007; Singer, 2009).

The syndemic theory was first proposed by Singer (1994) to explain the relationships
between substance use, violence, and AIDS among people of color living in the inner city. This
initial syndemic model, referred to in the literature as SAVA (Singer, 2009; Singer, 1994), posits
that problems of substance abuse, violence, and AIDS are interrelated to the extent that, in certain

populations, it is nearly impossible to understand one problem in the absence of the others. The
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SAVA syndemic model was later adapted to include four psychosocial problems (polydrug use,
depression, partner abuse, and childhood sexual abuse) for application to a large sample of MSM
(Stall et al., 2003), and a slightly different set of psychosocial problems (substance use,
psychological distress, partner violence, and sexual assault) for application to YMSM (Mustanski
et al., 2007). The SAVA model has also been adapted and tested in a sample of African American
MSM (O’Leary, Jemmott, Stevens, Rutledge, & Icard, 2014), a global sample of MSM (Santos et
al., 2014), a sample of MSM who use the internet to find partners for unprotected sex (Klein,
2011), and an ethnically diverse sample of adult MSM in New York City (Parsons, Grov, & Golub,
2012). In all of these adaptive models, HIV risk is considered one of several co-occurring and
mutually-reinforcing health problems that are perpetuated by social inequality (Mustanski et al.,
2007; Singer et al., 2006; Stall et al., 2003). Moreover, though each of these studies included
slightly different psychosocial problems as components of a syndemic, results of each demonstrate
the synergistic effect of psychosocial health problems on engagement in sexual risk behaviors and
HIV infection (Klein, 2011; Mustanski et al., 2007; O’Leary et al., 2014; Parsons et al., 2012;
Santos et al., 2014; Stall et al., 2003). As the number of psychosocial health problems increased,
so did HIV risk.

Although the literature based on the syndemic framework has supported an additive
relationship between the number of psychosocial problems experienced and level of HIV risk
among MSM, few studies have examined potential pathways among these variables (Klein, 2011;
Miller etal., 2013). Moreover, studies that examined these pathways have included vastly different
variables. One recent study examined pathways from three types of lifetime violence exposure
(physical, emotional, and sexual) to inconsistent condom use through depression and substance

use in asample of Black YMSM (Miller et al., 2013). Although this study multiple types of lifetime
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violence exposure, it did not adequately assess child maltreatment or IPV using standardized
measures, and omitted the assessment of community violence. Further, the study limited mental
health assessment to depression. A second study limited violence assessment to child maltreatment
and limited mental health measurement to depression in a sample of middle-aged MSM who use
the internet to find sex partners (Klein, 2011).

In order to add to this emerging literature, the current study used adaptations of the SAVA
syndemic model to provide guidance regarding which variables to include in mediating models.
Since the SAVA syndemic model does not specify pathways between variables, empirically-based
mediating models from prior research on family violence, psychosocial problems, and HIV risk,
such as that described by Purcell (2004) were used to identify potential pathways (Mimiaga et al.,
2009; Purcell, Malow, Dolezal, & Carballo-Dieguez, 2004). A simplified version of Purcell’s
(2004) model of the relationship between childhood sexual abuse and HIV sexual risk behaviors
in males specified pathways from child abuse to proximal outcomes of substance use and
psychological distress, and from these proximal outcomes to the distal outcome of HIV risk
behavior. This model did not indicate a direct relationship between childhood sexual abuse (CSA)
and HIV risk behaviors and posited that substance use and psychological distress fully mediated
the relationship between childhood sexual abuse and HIV risk behaviors. A similar model was
tested and supported in a recent study of HIV-negative MSM (Mimiaga et al., 2009), wherein
substance use and depression were hypothesized as mediators in the relationship between CSA
and HIV risk.

As discussed previously, syndemics are driven by social inequality (Mustanski et al., 2007;
Singer, 2009; Singer, 1994). Therefore, those who are most disadvantaged, such as YMSM of low

socioeconomic status (SES), may be most negatively affected by the SAVA syndemic. This is
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supported by results of a recent study that indicates YMSM of lower SES may be more likely to
engage in HIV-related sexual risk compared to those of higher SES (Halkitis & Figueroa, 2013).
Therefore, it was important to include demographic factors related to SES (i.e. employment,
education, income) in analyses that examined the relationships among exposure to ACEs and other
forms of violence, substance use and mental health problems, and HIV risk in YMSM (Research

Question 2).

2.7 Innovation and Summary of Study

YMSM are disproportionately affected by HIV. Extant literature suggests that YMSM are
also at risk for experiencing a number of psychosocial problems that are associated with greater
HIV risk, including exposure to violence, substance use, and mental health problems. However,
the evidence in this area is limited. Most studies on violence among YMSM have not examined
exposure to ACEs and other multiple types of violence (e.g. histories of emotional, physical, and
sexual abuse and neglect; intimate partner violence; community violence) or differences in
exposure by ethnicity, despite evidence that individuals often experience multiple forms of
violence, and increased exposure is associated with increased health risks (Felitti et al., 1998;
Felitti & Anda, 2010; Finkelhor, Turner, & Hamby, 2011). Furthermore, previous studies rarely
used standardized measures to capture different types of violence, which has led to an
incomplete picture of violence exposure among YMSM. Additionally, studies have not examined
the pathways from exposure to ACEs and other multiple types of violence through substance use
to HIV risk.

The investigation of the syndemic production of HIV among YMSM has gained traction

in recent years at the National Institute of Drug Abuse (NIDA), which has funded multiple
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studies on the topic. For example, Halkitis recently completed a NIDA-funded RO1
(2R01DA025537-06A1) focused on the syndemic production of HIV among emergent adult
MSM that included measurement models and the association between structural factors and
syndemic risks for HIV. Additionally, Mustanski is currently funded by NIDA to examine the
emergence of syndemic factors among YMSM over time (1U01DA036939-01), and Parsons is
funded to examine resilience in relationship to syndemic factors among adult MSM
(5R01DA036466-02). Although each of these studies offer important contributions to knowledge
of HIV risk among MSM based on the syndemic model, their specific aims do not include
examining pathways among the syndemic factors that have been supported in previous research.
The current study adds to these NIDA-funded studies by examining exposure to ACEs and other
multiple forms of violence among YMSM, assessing multiple mental health problems, and by
testing possible pathways among these variables to inform potential targets for HIV prevention
interventions.

Results of several studies have demonstrated that exposure to violence, substance use,
and mental health problems are all independently associated with increased sexual risk behaviors
in YMSM (Freeman et al., 2012; Halkitis et al., 2013; Koblin et al., 2006; Mustanski et al., 2007;
Mutchler et al., 2012; Perdue et al., 2003). Moreover, recent studies based on the SAVA
syndemic model of HIV risk have shown that exposure to violence, substance use, mental health
problems interact to increase HIV risk in vulnerable populations, including YMSM (Halkitis et
al., 2013; Mustanski et al., 2007; Singer, 1994; Stall et al., 2003). However, the pathways
between these risk factors and HIV-related sexual risk behaviors in YMSM are not yet fully

understood.
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2.8 Research Questions and Hypotheses

The study attempted to fill the previously described gaps in knowledge by addressing the
following research questions using a convenience sample of YMSM (Black and White) recruited
from AIDS service organizations that provide HIV prevention and testing services in St. Louis
and Kansas City, Missouri:
Research Question 1: What is the extent to which YMSM engage in HIV risk behaviors (i.e.
unprotected anal and oral sex, number of sex partners), experience ACEs and other multiple forms
of violence, use substances, and experience mental health problems, and do these differ by
ethnicity (Black and White)?
Research Question 2: What ACEs, violence exposure, substance use, and mental health factors
are significantly associated with HIV risk behaviors in YMSM?

H1: Exposure to violence, substance use, and mental health problems will be significantly

associated with HIV risk behaviors in YMSM.
Research Question 3: Do substance use and mental health problems mediate the relationship
between exposure to ACEs and other multiple forms of violence and HIV risk behaviors in
YMSM?

H2: Substance use and mental health problems will significantly mediate the relationship

between exposure to violence and HIV risk behaviors.
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Chapter 3: Study Design and Methods

Overview of Research Design

The current dissertation study used a cross-sectional, quantitative design to assess the
relationships between exposure to ACEs and other multiple forms of violence, substance use,
mental health, and HIV sexual risk behaviors among a convenience sample HIVV-negative
YMSM (Black and White) who utilized AIDS service organizations in Missouri. The cities of St.
Louis and Kansas City were selected as data collection sites because they are the two largest

metropolitan areas in the state of Missouri and have similar population demographics.

3.1 Community Research Partners

Participants were recruited from four AIDS-service organizations located in St. Louis or
Kansas City. The first organization, Project ARK/The SPOT, was used to pilot the recruitment
procedures and instrument, and the other three to collect data for the study. Community research
partners were chosen based on a number of criteria: 1) the population served was reflective of the
study sample, 2) the organization was interested and supportive of the research and able to
provide the resources (i.e., space for survey administration, coordinating data collection at
agency events) and 3) the organization was located within the St. Louis or Kansas City regions.

Pilot testing of the interview instrument and procedures was completed at Project
ARK/the SPOT in St. Louis. Project ARK began providing HIV prevention and care services to
youth and young adults in 1995, and provides an array of services including HIV testing,
substance use and mental health counseling, behavioral HIV prevention interventions, and
outreach services. Project ARK added the SPOT clinic and drop-in center to their organization in

2008 to provide youth and young adults with accessible social and health services, which include
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case management, medical care, and HIV and STD testing and treatment. In 2013, Project ARK/
The SPOT served approximately 4,000 youth and young adults, the majority of who were
between the ages of 18-29 and 80% of whom identified as African American. A small number of
participants were recruited from Project ARK/the SPOT for the main study.

A second community research partner was St. Louis Effort for AIDS (EFA). EFA is the
oldest AIDS service organization in the St. Louis region, and has been providing HIV/AIDS
education and prevention for communities affected by HIV since 1985. Currently, EFA reaches
approximately 1,500 people for HIV testing, STD screening and treatment, and prevention
education each month through services provided at their office and through outreach in a variety
of venues including bars, coffee shops, parks, social media applications, and websites. EFA also
provides outreach and HIV and STD testing at large events such as PRIDE and National HIV
Testing Day.

Rustin’s Place, which focuses on decreasing health disparities that negatively impact
African Americans who live in the St. Louis region, was another community research partner for
this study. Rustin’s Place is a drop-in center for Black YMSM that provides HIV testing,
prevention-focused social programs, shower and laundry facilities, and community events.
Rustin’s Place reaches approximately 80 YMSM per month with HIV testing services, and 10-30
YMSM through each community HIV prevention event.

Good Samaritan Project (GSP) in Kansas City also agreed to be a community research
partner for recruiting study participants. GSP was established and 1984 as Kansas City’s first
AIDS service organization. As one of the primary providers of HIV prevention and education
services in the Kansas City region, in 2016 GSP provided HIV and STD testing to nearly 1,000

individuals and reached over 19,000 people through community outreach and education. In
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addition to HIV screening and community outreach, GSP’s HIV prevention programs include
individual and group-level behavioral interventions and Pre-Exposure Prophylaxis (PrEP)
education and referral. Table 3.1 summarizes the number of participants recruited through

specific at each community partner agency.

Table 3.1 Summary of Participants Recruited at Each Community Partner Agency

Community Agency & Program Number of Participants

Project ARK/the SPOT (excluding pilots)?

HIV Testing & Medical Care 1

Drop-In/Group Prevention Programs 4
St. Louis Effort for AIDS

HIV Testing 67

STD Treatment 10
Rustin’s Place

HIV Testing 24

Group Prevention Programs 18
Good Samaritan Project

HIV Testing 33

Qutreach 11

2 Organizational changes at Project ARK/the SPOT in the first months of the study necessitated the addition of other community
research partner recruitment sites.

3.2 Sample Inclusion Criteria

Participants were eligible for inclusion in the study if they met the following criteria: 1)
utilized one of the community partners (Project ARK/the SPOT, EFA, Rustin’s Place, GSP); 2)
self- identified as Black/African American, White/Caucasian; or multi-racial including Black; 3)
self- identified as a male; 4) were between the ages of 18-34; 4) reported engaging in oral or anal
intercourse with at least one other man in the past three months; and 5) were HIV-negative or did
not know their HIV status. No exclusion criteria were specified for this study.

A total of 213 individuals were screened for eligibility to participate in the study, of
which 36 were determined to be ineligible and six declined participation. Of those who were not

eligible, 17 were excluded due to reporting no oral or anal sex with men in the last three months,
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11 were excluded because they were HIV-positive, four were excluded because they were
outside the study age range, and four did not identify as Black or White. Of those who were
eligible, six declined to complete the study, however the reasons for declining were not assessed.
Demaographics of the six who declined participation varied in age and ethnicity, indicating no

demographic patterns comparted to those who chose to participate in the study.

3.3 Participant Recruitment and Data Collection

The participant recruitment process was tailored to fit each community research partner
agency’s work flow. At Project ARK/the SPOT, agency staff announced the study and
introduced the interviewer to the youth and young adults attending drop-in services. If a client
expressed interested in the study, the interviewer brought the client to a private room to explain
the study in more detail. If the client remained interested in participating, the interviewer then led
the client through a brief verbal consent process for the eligibility screening. Alternatively, staff
sometimes referred specific clients to the interviewer. In this case, the same process for
explaining the study and determining eligibility was followed. If a client was eligible and
interested in completing the full survey, the interviewer would either consent the client and have
them complete the full study or set up a time for them to return to complete the study in the
future. A similar recruitment process was completed at Rustin’s Place, during which staff
introduced the interviewer and his study, and also directly referred individual clients.

At EFA and GSP, agency staff referred HIV and STD testing and treatment clients to the
interviewer if they thought the clients met eligibility criteria. The interviewer also approached
individuals in the waiting rooms with information about the study. If clients recruited through

either method expressed interest in the study, they would accompany the interviewer to a private
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room to learn more about the study and, if interested, complete the consent and eligibility
screening process. If eligible and interested, clients were then offered the opportunity to
complete the consent process and survey immediately or schedule a time to complete the survey
in the future.

At each community research partner agency, staff assisted with participant recruitment by
distributing study recruitment materials at their organizations. This included hanging flyers in
their lobbies and bathrooms, leaving study referral cards in client meeting rooms, and placing
recruitment ads on their social media pages and websites. If a participant received information
about the study when an interviewer was not on site, he was able to call, text, or email the study
for more information. Recruitment materials also directed participants to a study website that
provided them with information about the study and several means of contacting the PI if
interested in participating. The study PI then conducted a phone call during which the
participant was given more information about the study and, if interested, completed a verbal
consent and eligibility screening. If eligible and interested, the PI then scheduled an appointment
for the participant to complete the full survey. All interviews were conducted in a private room at
the community research partner agencies. The recruitment materials are included in Appendix B.

Data were collected through structured interviews using Computer-Assisted Personal
Interview (CAPI) technology. Evidence from studies of different survey formats suggested that
computer-assisted interviews provide participants with a greater sense of privacy and reduces
under-reporting of sexual risk behaviors.(Fenton, Johnson, Mcmanus, Erens, & Free, 2001,
Schroder, Carey, & Vanable, 2003b) Prior to beginning the survey, the interviewer oriented each
participant to the CAPI survey method, and explained that the participant would read through the

survey himself and input his answers into the computer. Participants were encouraged to ask for
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clarification on survey items whenever needed. They were also offered the option of having the
interviewer read the questions aloud while they followed along and entered their responses on
the computer screen, however, no participants selected this option. The computer screen was
turned away from the interviewer to increase participant privacy while the survey was
completed. Participants were compensated for their time with a $15 gift card and single-use
metro ticket.

REDCap electronic data capture software, hosted by the Washington University School
of Medicine Division of Biostatistics, was used to collect and manage data. REDCap (Research
Electronic Data Capture) is a secure, web-based tool that provides an easy-to-follow interface for
accurate data entry, applications for tracking manipulation and exportation of data, and simple

procedures for exporting data into statistical software packages such as SAS (Harris et al., 2009).

3.4 Human Subjects Procedures

The study protocol was approved by Washington University’s Institutional Review Board
and Human Research Protection Office (201503122). Additionally, the study received a
Certificate of Confidentiality from the National Institute on Drug Abuse (CC-DA-15-090)
because of the potential risk associated with participant disclosure of involvement in violence,
sexual behaviors, and illegal alcohol and drug use. The IRB also approved a waiver of signed
consent to further protect participant confidentiality.

Verbal informed consent was obtained from study participants prior to completing
eligibility screening and again prior to survey administration. All study participants were
informed that the study was voluntary, that they could choose to stop participation at any time

without negative consequences, and that their decision regarding participation in the study would
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have no impact on their ability to receive services from the community research partner agency
from which they were recruited. Participants were also informed of the risks of participating in
the study, which included accidental breach of confidentiality and potential psychological
distress that could result from answering personal questions about violence exposure, mental
health, substance use, and sexual behaviors. The interviewer explained the methods used in the
study to protect the confidentiality of each participant, including the separation of identifying
information from the other information provided by each participant, using passwords to protect
files, and having data stored on a HIPPA-secure server. Confidentiality was also protected by
conducting eligibility screening and survey administration in a private room.

Reviews of the literature regarding participant reactions to participating in research in
which they are asked to recall past exposures to violence indicated that the likelihood of
experiencing unexpected distress is low, and that this distress is most often tolerable and
sometimes beneficial to participants (Newman, Risch, & Kassam-adams, 2015; Seedat, Pienaar,
Williams, & Stein, 2004). The risk of psychological distress was minimized by explaining to
participants that they may choose not to answer any questions that they do not want to answer and
may stop the interview and withdraw their participation in the study at any time without any
negative consequence. Additionally, if a participant reported that he was suicidal by endorsing
item nine (“Over the past two weeks, how often have you been bothered by thoughts that you
would be better off dead or of hurting yourself”) on the Patient Health Questionnaire or by telling
the interviewer that he was experiencing suicidal ideation or had a plan to hurt himself, he was
referred to community research partner agency mental health or medical staff for further
assessment. This information was written in the consent form, as well as explained verbally during

the informed consent process. Eight participants were referred by the study Pl to receive further
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assessment by partner agency staff. None were considered to be at imminent risk of hurting

themselves.

3.5 Pilot Phase
The purpose of the pilot phase of the study was to determine the feasibility and
acceptability of study procedures, including participant recruitment, eligibility screening,
administration of the full computerized survey interview to four participants, and to test the ease
of importing data from REDCap into statistical software programs.

3.5.1 Community Advisory Panel Review of the Instrument

An advisory panel consisting of agency staff at Project Ark/the SPOT who work with
YMSM reviewed the measures proposed for inclusion in the study to assess for relevance,
participant burden, and clarity of items. The primary concern voiced by the advisory panel was
the large number of items included in the questionnaire, and thus, they recommended removing
items if any were redundant or not central to the research questions. The panel also requested
that the questionnaire include measures that they could easily incorporate into their mental health
and substance use programs in the future. As a result, items regarding sources of monthly income
were deemed too burdensome for participants and unessential for answering the research
questions and were omitted from the final survey. These items were considered by the advisory
panel as less important than other items included to assess socio-economic status, which included
monthly income, education, and employment status. Additionally, a community violence
subscale that asked the participant if he had ever heard of various types of violence was removed
as it overlapped considerably with subscales that assessed experiencing and witnessing

community violence. The questionnaire already included publicly available, short measures of
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depression, anxiety, PTSD, hazardous alcohol use, and drug abuse that could be easily
incorporated into agency screening practice.

3.5.2 Piloting Instrument with Participants

Four pilot participants were recruited from Project ARK/the SPOT and were chosen to be
representative of the proposed study sample in age (20-23 years), and ethnicity (one identified as
white, two as black, and one as multiethnic-white and black). Two methods of survey
administration were piloted: 1) the participants were oriented to the survey by the interviewer
and then the interviewer read each item aloud while the participant followed along on the
computer and entered his answer; and 2) the participant was oriented to the survey and then
completed the items at his own pace without the survey being read aloud. Immediately after
completing the survey, each participant was asked to provide feedback in a brief interview about
their opinions regarding the acceptability of study recruitment methods, screening procedures,
survey length, and survey administration method, as well as the clarity of the questions included
in the survey. Participants were compensated with a $15 gift card and a single-use Metro ticket
for their time completing the survey. The data from the four participants in the pilot phase were
not included in the quantitative analysis for the main study.

Results of piloting the study procedures indicated that both recruitment and screening
methods were acceptable to the participants. The time to complete the survey was approximately
45-50 minutes for the participants who had the survey read aloud and approximately 20-25
minutes for the participants who completed the items at their own pace. There were no
differences in missing data between the two methods, and participants reported equal satisfaction

with both methods. The self-administration method was chosen for use in order to decrease
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participant burden related to time. To ensure comprehension, an option to have the REDCap
software program read each item aloud was added to the instrument.

Feedback from the participants on the survey items identified two areas for revision and
clarification: 1) participants were not familiar with PrEP (pre-exposure prophylaxis); and 2)
participants were not clear if the questions about number of unprotected sex acts were in
reference to a single sex partner or all of their sex partners within the specified time period. The
final version of the questionnaire addressed this feedback by: 1) adding a short measure of Pre-
exposure prophylaxis (PrEP) knowledge and use that included a definition of PrEP early in the
questionnaire, and 2) clarifying directions for questions regarding number of unprotected sex
acts to include the language, “These questions are about your recent sexual behavior with all of
your sexual partners.” Additionally, data from CAPI interviews were successfully imported from
REDCap into IBM SPSS Statistics version 24 for data cleaning and transferred to SAS version

9.4 for coding and analysis.

3.6 Study Variables and Measures
The survey used in the current study is shown in Appendix A.

3.6.1 Demographic/Control Variables:

Participants were asked to provide the following demographic information: Age, in years;
Birth year; Ethnicity (Black, White, More than one ethnicity); Sexual identity (gay, bisexual,
straight, other); Level of education (less than high school, high school, some college, associates
or technical degree, college degree, graduate school); Employment status (full-time, part-time,
unemployed); Monthly Income ($0-$499, $500-$999, $1,000-$1,499, $1,500-$1,999, $2000-

$2,499, $2,500-$2,999, $3,000 or more); Financial hardship (self-reported difficulty paying bills
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each month); health literacy (single-item regarding need for help when reading materials
provided by medical professionals); and PrEP awareness and use (ever heard of, from who, past
and current use).

Scholars have argued that the term race should be avoided in scientific writing about
humans as the biological concept of race (i.e. sub-species) in this context is not scientifically
sound and denotes a historically hierarchical classification (Fullilove, 1998; Markus, 2008;
Sussman, 2014). The term ethnicity, which refers to self-identified social grouping based on
commonalities among members of the group such as place of origin, appearance, history,
language, and ancestry has been proposed as an appropriate alternative to race. Accordingly, the
term ethnicity was used in the current study.

Participants were also asked about their HIV testing history, including whether they had
ever been tested for HIV, the date of their last HIV test, and how many times they had been
tested for HIV in the last year. These testing measures were informed by measures used to assess
HIV testing behavior among MSM in the CDC’s National HIV Behavioral Surveillance System

(Oster et al., 2011) and MacKellar’s study of HIV risk in YMSM (MacKellar et al., 2006).

3.6.2 Dependent Variables — HIV Risk Behaviors:

Unprotected anal and oral intercourse

Four items were used to measure the number of unprotected anal and oral intercourse
occasions in the past three and twelve months. Items included: “In the last three/twelve months,
how many times did you have oral sex with another man and not use a condom or PrEP?” and
“In the last three/twelve months, how many times did you have anal sex with another man and

not use a condom or PrEP?” Defining unprotected sex in each item by not using condoms or
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PreP aligned with recent CDC guidelines regarding HIV prevention (US Public Health Service,
2014). Studies of participant recall indicated that a retrospective period of three months yields
the most accurate report of past sexual behaviors, and that frequency and count measures are
preferred over dichotomous measures of unprotected sex (Noar, Cole, & Carlyle, 2006;
Schroder, Carey, & Vanable, 2003a; Schroder et al., 2003b). Twelve-month counts, which have
been shown to be as accurate as three-month counters (Schroder, Carey, & Vanable, 2003a;
Schroder et al., 2003b) were also collected to gain a more comprehensive understanding of
participant sexual risk behaviors.

Unprotected oral sex is considered a low-risk behavior for HIV transmission, and so is
often not conceptualized as a HIV risk behavior in the literature (CDC, 2016b; Patel et al., 2014).
In fact, some MSM may engage in unprotected oral sex as a lower-risk alternative to unprotected
anal sex (Page-Shafer et al., 2002). However, unprotected oral sex is not a risk-free behavior for
HIV, and is considered risky for many sexually transmitted diseases such as gonorrhea and
chlamydia (CDC, 2017c; Robinson & Evans, 1999). Moreover, the risk of HIV transmission
from unprotected oral sex is increased if an individual has a sexually-transmitted disease, has
sores or cuts in their mouth or on their penis, or has bleeding gums (CDC, 2016b). Thus,

unprotected oral sex is conceptualized as a HIV risk behavior in the current study.

Number of sexual partners

Participants were asked to report the number of male and female oral or anal sex partners
they had in the last three and twelve months. Specifically, the items were “How many male oral
or anal sex partners did you have in the last three/twelve months” and “How many female oral,

vaginal, and anal sex partners did you have in the last three/twelve months.”
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3.5.4 Independent Variables

Depression

The Patient Health Questionnaire-9 (PHQ-9 (Kroenke, K, Spitzer, 2002) assessed
depression using a nine-item instrument based on DSM-1V symptoms of depressive disorders. It
provides cut-off scores to indicate mild (5), moderate (10), moderately severe (15), and severe
(20) depression. The PHQ-9 has demonstrated excellent internal consistency (Cronbach o = 0.86
and 0.89) in two large health care samples (Kroenke, Spitzer, & Williams, 2001). This
instrument was chosen over the Center for Epidemiological Studies Depression Scale (CES-D),
which is more often used in literature examining depression among YMSM, because it is half the
length of the CES-D and thus could be more easily integrated into agency protocol due to the
ease of administration. The internal consistency reliability for the PHQ-9 in the current study

was strong at Cronbach’s o = 0.82.

Anxiety

Anxiety was measured using the Generalized Anxiety Disorder Questionnaire (GAD-7;
Spitzer et al., 2006). The GAD-7 is a brief, 7-item self-report measure that has shown excellent
internal consistency (Cronbach a = 0.92) in a large health care sample (Spitzer et al., 2006).
Similar to the PHQ-9, the GAD-7 provides clinical cut-off scores to indicate mild (5), moderate
(10), moderately severe (15), and severe (20) anxiety. The GAD-7 contains substantially fewer
items than other measures of generalized anxiety disorder and has demonstrated adequate
criterion validity (Spitzer et al., 2006). Therefore, use of the GAD-7 allowed for sufficient
assessment of anxiety while reducing participant burden. The internal consistency reliability for

the GAD-7 in the current study was strong at Cronbach’s o = 0.87.
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PTSD

PTSD was assessed using the PTSD Checklist-Civilian Version (PCL-C). The PCL-C is a
17-item self-report measure that assess the extent to which participants experienced 17 DSM-IV
symptoms of PTSD in the past month, with responses ranging from 1 (“not at all’) to 5
(“extremely”) (Blanchard, Jones-Alexander, Buckley, & Forneris, 1996). The PCL-C
recommends a clinical cut-off score of 30 for a general population sample. The PCL-C
demonstrated high internal consistency (Cronbach a > 0.75) in a variety of samples (Wilkins,
Lang, & Norman, 2011). High internal consistency (Cronbach o = 0.94) for the PCL-C was also
found in a recent study of trauma and sexual risk among young Black MSM (Jerilynn Radcliffe,
Beidas, Hawkins, & Doty, 2011). The internal consistency reliability for the PCL-C in the

current study was strong at Cronbach’s o= 0.89.

Substance Use

Participants were asked about their lifetime and past 30 day use (yes/no) of alcohol,
marijuana, cocaine/crack, hallucinogens, heroin, inhalants, sedatives, stimulants, tranquilizers
and prescription pain-relievers without physician’s orders using measures from the PhenX
Toolkit (Hamilton et al., 2011). Lifetime use of injection drugs, including which drugs were
injected, frequency of use, and whether or not treatment was sought was also be assessed using
the Injection Drug Use Protocol provided by the PhenX Toolkit (Hamilton et al., 2011). In
addition, participants were asked to report the age at which they first had a drink of alcohol, the
number of days on which they had at least one drink of alcohol in the last 30 days, and the

average number of drinks they consumed on days when they did drink alcohol.
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Hazardous drinking was assessed using the Alcohol Use Disorder Identification Test
(AUDIT) (Babor, Higgins-Biddle, Saunders, & Monteiro, 2001) (Skinner, 1982). Developed the
by the World Health Organization, the AUDIT includes items that measure frequency and
amount of alcohol consumption, as well as alcohol-related problems. The instrument has been
validated across a variety of populations, and has demonstrated high internal consistency and
test-retest reliability (Babor et al., 2001). The internal consistency reliability for the AUDIT in
the current study was high at 0=.84

Drug abuse was measured using the Drug Abuse Screening Test-10 item version (DAST-
10; Yudko, Lozhkina, & Fouts, 2007). The DAST-10, which includes items that measure
whether an individual has experienced various negative consequences of drug abuse, has also
demonstrated high internal consistency reliability (a=.94; Yudko et al., 2007). In the current

study, the Cronbach alphas for DAST-10 was .74.

Adverse Childhood Experiences (ACESs)

The ACEs questionnaire assessed the occurrence of three types of childhood abuse
(physical, verbal, and sexual) as well as several forms of family dysfunction, such as parental
divorce, parental abuse, and living with a mentally ill, substance-using, or formerly incarcerated
adult (Bynum, Griffin, Ridings, Wynkoop, & Anda, 2010; Felitti et al., 1998). The 11-item
ACEs questionnaire that was incorporated into the CDC’s 2009 Behavioral Risk Factor
Surveillance System (BRFSS) for five states (Bynum et al., 2010) was the version of the ACEs
questionnaire used in the current study, as it allows for comparisons to BRFSS data. The internal

consistency reliability for the ACEs questionnaire in the current study was adequate at .76.
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77|ctg_11 When | was growing up, people in my family hit radio (Matrix), Required
me so hard that it left me with bruises or marks 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | I refuse to answer this question
78| ctg_12 When | was growing up, | was punished with a radio (Matrix), Required
belt, a board, a cord, or some other hard object 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | I refuse to answer this question
79|ctg_13 When | was growing up, people in my family radio (Matrix), Required
looked out for each other 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | | refuse to answer this question
80(ctg_14 When | was growing up, people in my family radio (Matrix), Required
said hurtful or insulting things to me 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | I refuse to answer this question
81(ctg_15 When | was growing up, | believe that | was radio (Matrix), Required
physically abused 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | I refuse to answer this question
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82|ctg_16 When | was growing up, | had the perfect radio (Matrix), Required
childhood 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | | refuse to answer this question
83(ctg_17 When | was growing up, | got hit or beaten so radio (Matrix), Required
badly that it was noticed by someone like a 1 Never True
teacher, neighbor, or doctor
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | | refuse to answer this question
84|ctg_18 When | was growing up, | felt that someone in radio (Matrix), Required
my family hated me 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | | refuse to answer this question
85|ctg_19 Section Header: The following questions ask about some of | radio (Matrix), Required
your experiences growing up as a child and a teenager
before you were 18 years old. For each question answer: 1 Never True
never true, rarely true, sometimes true, often true, or very
often true. Please respond the way that best describes you. 2 Rarely True
Although some of these questions are of a personal nature, | |3 Sometimes True
please try to answer as honestly as you can.
When | was growing up, people in my family felt 4 | Often True
close to each other 5 Very Often True
999 | I refuse to answer this question
86| ctg_20 When | was growing up, someone tried to touch radio (Matrix), Required
me in a sexual way or tried to make me touch 1 Never True
them
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | I refuse to answer this question
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87|ctg_21 When | was growing up, someone threatened to radio (Matrix), Required
hurt me or tell lies about me unless | did 1 Never True
something sexual with them
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | I refuse to answer this question
88| ctg_22 When | was growing up, | had the best family in radio (Matrix), Required
the world 1 | Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | | refuse to answer this question
89| ctg_23 When | was growing up, someone tried to make radio (Matrix), Required
me do sexual things or watch sexual things 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | I refuse to answer this question
90| ctg_24 When | was growing up, someone molested me radio (Matrix), Required
1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | | refuse to answer this question
91(ctg_25 When | was growing up, | believe that | was radio (Matrix), Required
emotionally abused 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | I refuse to answer this question
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92|ctg_26 When | was growing up, there was someone to radio (Matrix), Required
take me to the doctor if | needed it 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | | refuse to answer this question
93| ctg_27 When | was growing up, | believe that | was radio (Matrix), Required
sexually abused. 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | | refuse to answer this question
94 (ctg_28 When | was growing up, my family was a source radio (Matrix)
of strength and support. 1 Never True
2 Rarely True
3 Sometimes True
4 Often True
5 Very Often True
999 | I refuse to answer this question
95(ipv_1 Section Header: The following questions ask about some of | radio (Matrix), Required
your experiences with romantic or sexual partners in the
last 12 months. For each question, please answer if this has 1 Never
happened: Never; This has happened, but not in the last .
year; Once in the last year; Twice in the last year; 3-5 times 2 Not in the last year
in the last year; More than 5 times in the last year. Please 3 Once
respond the way that best describes you. Although some of
these questions are of a personal nature, please try to 4 Twice
answer as honestly as you can.
) 5 3-5 times
Punched, hit, or slapped you.
6 More than 5 times
999 |( I refuse to answer this question
96|ipv_2 Kicked you. radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | I refuse to answer this question
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97 |ipv_3 Pushed or shoved you. radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 |[ I refuse to answer this question
98 |ipv_4 Forced you to do something sexually that you radio (Matrix), Required
didn't want to do. 1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | I refuse to answer this question
99 |ipv_5 Raped you. radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | I refuse to answer this question
100|ipv_6 Damaged your property (for example, broke a radio (Matrix), Required
TV or cell phone). 1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | | refuse to answer this question
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101)ipv_7 Demanded access to your cell phone. radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 |[ I refuse to answer this question
102|ipv_8 Demanded access to your email. radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | I refuse to answer this question
103|ipv_9 Read your text messages without your radio (Matrix), Required
knowledge. 1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | I refuse to answer this question
104|ipv_10 Read your email without your knowledge. radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | | refuse to answer this question
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105|ipv_11 Repeatedly post on your social networking radio (Matrix), Required
pages. 1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 |( I refuse to answer this question
106|ipv_12 Section Header: The following questions ask about some of | radio (Matrix), Required
your experiences with romantic or sexual partners in the
last 12 months. For each question, please answer if this has 1 Never
Jear Once In he act year Taie  the ast year: 3 tmes | | 2| Notin the last year
in the last year; More than 5 times in the last year. Please 3 Once
respond the way that best describes you. Although some of
these questions are of a personal nature, please try to 4 Twice
answer as honestly as you can. -
Prevented you from seeing your family ° 3 times
6 More than 5 times
999 | | refuse to answer this question
107|ipv_13 Prevented you from seeing his family radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5times
6 More than 5 times
999 | I refuse to answer this question
108|ipv_14 Prevented you from seeing your friends radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | I refuse to answer this question
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109|ipv_15 Prevented you from seeing his friends radio (Matrix), Required

1 Never

2 Not in the last year

3 Once

4 Twice

5 3-5 times

6 More than 5 times

999 |[ I refuse to answer this question
110|ipv_16 Lied to you about his HIV status radio (Matrix), Required

1 Never

2 Not in the last year

3 Once

4 Twice

5 3-5 times

6 More than 5 times

999 | I refuse to answer this question
111)ipv_17 Did not tell you he had HIV before sex radio (Matrix), Required

1 Never

2 Not in the last year

3 Once

4 Twice

5 3-5 times

6 More than 5 times

999 | I refuse to answer this question
112|ipv_18 Intentionally transmitted HIV to you radio (Matrix), Required

1 Never

2 Not in the last year

3 Once

4 Twice

5 3-5 times

6 More than 5 times

999 | | refuse to answer this question
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113|ipv_19 Called you fat or ugly radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | I refuse to answer this question
114|ipv_20 Asked or told you to "act straight" around radio (Matrix), Required
certain people 1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 |( I refuse to answer this question
115|ipv_21 Criticized your clothes radio (Matrix), Required
1 Never
2 Not in the last year
3 Once
4 Twice
5 3-5 times
6 More than 5 times
999 | | refuse to answer this question
116|m2_1 Section Header: The following questions ask about some of | radio (Matrix), Required
your experiences in your neighborhood in the past 12
months. For each question answer: never, once, sometimes, 1 Never
or often. Please respond the way that best describes you. 2 Once
Do not include experiences perpetrated by
parents/guardians or romantic/sexual partners. Although 3 Sometimes
some of these questions are of a personal nature, please try
to answer as honestly as you can. In your neighborhood, 4 Often
how often have you been...
Hit 999 | I refuse to answer this question
i
117|m2_2 Kicked radio (Matrix), Required
1 Never
2 Once
3 Sometimes
4 Often
999 | | refuse to answer this question
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118/m2_3 Pushed or shoved radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | | refuse to answer this question
119|m2_4 Badly beaten up radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | | refuse to answer this question
120|m2_5 Threatened with a knife or sharp weapon radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | I refuse to answer this question
121{m2_6 Attacked with a knife or sharp weapon radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | I refuse to answer this question
122(m2_7 Threatened with a gun radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 |( I refuse to answer this question
123|m2_8 Shot at radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | I refuse to answer this question
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124{m2_9 Verbally or emotionally abused, that is, being radio (Matrix), Required
called names or having things said to you that 1 Never
make you feel bad about yourself or afraid.
2 Once
3 Sometimes
4 Often
999 | I refuse to answer this question
125/m2_10 Sexually harassed radio (Matrix), Required
1 Never
2 Once
3 Sometimes
4 Often
999 | I refuse to answer this question
126/m2_11 Sexually assaulted radio (Matrix), Required
1 Never
2 Once
3 Sometimes
4 Often
999 | I refuse to answer this question
127|m2_12 Robbed radio (Matrix), Required
1 Never
2 Once
3 Sometimes
4 Often
999 [ I refuse to answer this question
128/ m2_13 Section Header: In the last 12 months in your radio (Matrix), Required
neighborhood, how often have you seen others being... 1 Never
Hit
2 Once
3 Sometimes
4 Often
999 | I refuse to answer this question
129|m2_14 Kicked radio (Matrix), Required
1 Never
2 Once
3 Sometimes
4 Often
999 | I refuse to answer this question
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130|m2_15 Pushed or shoved radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | | refuse to answer this question
1311m2_16 Badly beaten up radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | | refuse to answer this question
132|m2_17 Threatened with a knife or sharp weapon radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | I refuse to answer this question
133|m2_18 Attacked with a knife or sharp weapon radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | I refuse to answer this question
134{m2_19 Threatened with a gun radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 |( I refuse to answer this question
135(m2_20 Shot at radio (Matrix), Required

1 Never

2 Once

3 Sometimes

4 Often

999 | I refuse to answer this question
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136|m2_21 Verbally or emotionally abused, that is, being radio (Matrix), Required
called names or having things said to them that 1 Never
made them feel bad about themselves or
afraid. 2 Once
3 Sometimes
4 Often
999 |( I refuse to answer this question
137|m2_22 Sexually harassed radio (Matrix), Required
1 Never
2 Once
3 Sometimes
4 Often
999 |( I refuse to answer this question
138 m2_23 Sexually assaulted radio (Matrix), Required
1 Never
2 Once
3 Sometimes
4 Often
999 | I refuse to answer this question
1391m2_24 Robbed radio (Matrix), Required
1 Never
2 Once
3 Sometimes
4 Often
999 | I refuse to answer this question
140[ m2_25 In a ght after drinking or getting high radio (Matrix), Required
1 Never
2 Once
3 Sometimes
4 Often
999 | I refuse to answer this question
141|test_hiv Section Header: Now we'd like to ask you about your radio, Required
experiences with HIV testing. 1 Yes
Have you ever been tested for HIV?
0 No
999 | | refuse to answer this question
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142

Isttst_hiv

Show the eld ONLY i
f:

[test_hiv] ="1"

When was the last time you were tested for
HIV?

text (date_mdy)

143

numtst_hiv

Show the eld ONLY i
f:

[test_hiv] =1

How many times have you been tested for HIV
in the last 12 months, or year?

text, Required

144

msexp_3

Section Header: Now I'd like to ask about your sexual
partners. First, think about the last 3 months.

How many male oral or anal sex partners did
you have in the last 3 months?

text, Required

145

fsexp_3

How many female oral, vaginal, or anal sex
partners did you have in the last 3 months?

text, Required

146

msexp_12

Section Header: Now think about the last 12 months.

How many male oral or anal sex partners did
you have in the last 12 months?

text, Required

147

fsexp_12

How many female oral, vaginal, or anal sex
partners did you have in the last 12 months?

text, Required

148

oral_3

Section Header: These questions are about your recent
sexual behaviors with all of your sexual partners. In your
answer to each question, please include the sex you have
had with all of your sexual partners of the speci ed gender
in each question. Please answer as honestly as you can.
First, | want to ask you about the last 3 months.

In the last 3 months, how many times did you
have oral sex with another man and not use a
condom or PrEP?

text, Required

149

anal_3

In the last 3 months, how many times did you
have anal sex with another man and not use a
condom or PrEP?

text, Required

150

vag_3

In the last 3 months, how many times did you
have vaginal sex and not use a condom or
PrEep?

text, Required

151

oral_12

Section Header: Now I'd like to ask you about the last 12
months.

In the past 12 months, how many times did you
have oral sex with another man and not use a
condom or PrEP?

text, Required

152

anal_12

In the past 12 months, how many times did you
have anal sex with another man and not use a
condom or PrEP?

text, Required

153

vag_12

In the past 12 months, how many times did you
have vaginal sex and not use a condom or
Prep?

text, Required
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154 alc_evr Section Header: This next section includes questions about | radio, Required
your use of alcohol and other drugs. First, we want to know
about your alcohol use. For these questions, count a drink 1 Yes
of alcohol as a can or bottle of beer; a wine cooler or glass 0 No
or wine, champagne, or sherry; a shot of liquor; or a mixed
drink or cocktail. 999 | | refuse to answer this question
In your entire life, have you had at least 1 drink
of any kind of alcohol, not counting small tastes
or sips?
155| alc_fstdnk How old were you when you had your rst text
| drink of alcohol?
Show the eld ONLY i
f:
[alc_evr] ="1'
156( alc_30day Think about the last 30 days, including today. text
| During the past 30 days, on how many days did
Show the eld ONLY i . . ;
N you drink one or more drinks of an alcoholic
) beverage?
[alc_evr] ="'
157[alc_num On the days that you drank during the past 30 text
.| days, how many drinks did you usually have
fhow the eld ONLY i each day? Count drinks as a can or bottle of
) beer; a wine cooler or a glass of wine,
[alc_evr] ="' . .
champagne, or sherry; a shot of liquor or a
mixed drink or cocktail.
158| audit_1 Section Header: The following are additional questions radio, Required
about your use of alcohol in the past year. Please answer
each question honestly. 0 Never
In the past year, how often have you had a 1 Monthly or less
) o ”
drink containing alcohol? 2 2.4 times a month
3 2-3 times a week
4 4 or more times a week
999 | I refuse to answer this question
159| audit_2 In the past year, how many drinks containing radio
alcohol did you have on a typical day when
Showthe eld ONLY | |2 o0 Sy typical day 0 |[lor2
you're drinking?
f: 1 3or4
[audit_1] ='1' or [audi
t 1] ='2' or [audit_1] = 2 |Sor6
‘3" or [audit_1] ='4' 3 7t09
4 10 or more
999 | I refuse to answer this question
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160| audit_3 In the past year, how often did you have six or radio
more drinks on one occasion?
Show the eld ONLY i 0 | Never
f: 1 Less than monthly
[audit_1] ='1' or [audi
t 1]="2" or [audit_1] = 2 | Monthly
‘3" or [audit_1] ='4' 3 Weekly
4 Daily or almost daily
999 | I refuse to answer this question
161|audit_4 How often during the last year have you found radio
that you were not able to stop drinking once
Show the eld ONLY i Y P g 0 |Never
you had started?
f: 1 Less than monthly
[audit_1] ='1' or [audi
t 1] ="2' or [audit_1] = 2 | Monthly
‘3" or [audit_1] ='4' 3 Weekly
4 Daily or almost daily
999 | | refuse to answer this question
162 audit_5 How often during the last year have you failed radio
to do what was normally expected of you
Show the eld ONLY i S normatly exp Y 0 |Never
because of drinking?
f: 1 Less than monthly
[audit_1] ='1' or [audi
t 1]="2' or [audit_1] = 2 | Monthly
‘3" or [audit_1] ='4' 3 Weekly
4 Daily or almost daily
999 | I refuse to answer this question
163|audit_6 How often during the last year have you radio
needed a rst drink in the morning to get
Show the eld ONLY i . \ng fo g8t 0 | Never
yourself going after a heavy drinking session?
f: 1 Less than monthly
[audit_1] ='1' or [audi
t 1] = 2" or [audit_1] = 2 | Monthly
‘3" or [audit_1] ='4" 3 Weekly
4 Daily or almost daily
999 | I refuse to answer this question
164| audit_7 How often during the last year have you had a radio
feeling of guilt or remorse after drinking?
Show the eld ONLY | gorg 9 0 |Never
f: 1 Less than monthly
[audit_1] ='1' or [audi
t 1] ="2' or [audit_1] = 2 [ Monthly
‘3" or [audit_1] ='4" 3 Weekly
4 Daily or almost daily
999 | I refuse to answer this question
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165| audit_8 How often during the last year have you been radio
unable to remember what happened the night
Show the eld ONLY i napp 9 0 [Never
before because of your drinking?
f: 1 Less than monthly
[audit_1] ='1' or [audi
t 1] = 2" or [audit_1] = 2 | Monthly
‘3" or [audit_1] ='4' 3 Weekly
4 Daily or almost daily
999 |( I refuse to answer this question
166 audit_9 Have you or someone else ever been injured radio, Required
because of your drinking? 0 No
2 Yes, but not in the last year
4 Yes, during the last year
999 | I refuse to answer this question
167| audit_10 Has a relative, friend, doctor, or other health radio, Required
care worker ever been concerned about your 0 No
drinking or suggested you cut down?
2 Yes, but not in the last year
4 Yes, during the last year
999 |( I refuse to answer this question
168|sed_evr Section Header: Now we'd like to ask about your use of radio (Matrix), Required
other drugs. Have you EVER used any of these medicines or
drugs when NOT prescribed by a doctor in order to get 1 Yes
high? 0 No
Sedatives, for example sleeping pills, - -
barbituates, Seconal, Quaaludes, or Chloral 999 | I refuse to answer this question
Hydrate
169| tranq_evr Tranquilizers or anti-anxiety drugs, for example radio (Matrix), Required
Valium, Librium, muscle relaxants, or Zanax 1 Yes
0 No
999 |( I refuse to answer this question
170| pain_evr Painkillers, for example Codeine, Darvon, radio (Matrix), Required
Percodan, OxyContin, Dilaudid, or Demerol 1 Yes
0 No
999 | I refuse to answer this question
171 stim_evr Stimulants, for example Preludin, Benzedrine, radio (Matrix), Required
Methedrine, Ritalin, uppers, or speed 1 Yes
0 No
999 | I refuse to answer this question
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172 marj_evr Marijuana, hash, THC, or grass. radio (Matrix), Required
1 Yes
0 No
999 |[ I refuse to answer this question
173|coc_evr Cocaine or crack radio (Matrix), Required
1 Yes
0 No
999 | | refuse to answer this question
174) hallu_evr Hallucinogens, for example Ecstasy/MDMA, radio (Matrix), Required
LSD, mescaline, psilocybin, PCP, angel dust, or 1 Yes
peyote
0 No
999 | I refuse to answer this question
175(inh_evr Inhalants or solvents, for example amyl nitrite, radio (Matrix), Required
nitrous oxide, glue, tolune, or gasoline. 1 Yes
0 No
999 | | refuse to answer this question
176| her_evr Heroin radio (Matrix), Required
1 Yes
0 No
999 | I refuse to answer this question
177|anyo_evr Any other drug. radio (Matrix), Required
1 Yes
0 No
999 |[ I refuse to answer this question
178l anyo_spec What other drug have you used? text, Required
Show the eld ONLY i
f:
[anyo_evr] ="1"
179|sed_30 Section Header: Think about the last thirty days, including | text, Required
today. During the last 30 days, on how many days did you
use the following drugs when NOT prescribed by a doctor in
order to get high?
Sedatives
180| trang_30 Tranquilizers or anti-anxiety drugs text, Required
181 pain_30 Painkillers text, Required
182| stim_30 Stimulants text, Required
183| marj_30 Marijuana or hashish text, Required
184 coc_30 Cocaine text, Required
185| crack_30 Crack text, Required
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186| hallu_30 Hallucinogens text, Required
187|inh_30 Any inhalant for kicks or to get high text, Required
188{ her_30 Heroin text, Required
189anyo_30 Any other medicines, drugs, or substances text, Required
190| inj_evr Section Header: The following questions are about the radio, Required
di erent ways that certain drugs can be used.
1 Yes
Have you ever, even once, used a needle to
inject a drug not prescribed by a doctor? 0 No
999 | | refuse to answer this question
191)inj_drg Which of the following drugs have you injected checkbox
using a needle? i i
Show the eld ONLY i 9 1 |injdrg__1 |Cocaine
f: 2 inj_drg___ 2 Heroine
[inj_evr] ="1"
3 in_drg___ 3 Methamphetamine
4 in_drg__ 4 Steroids
5 in_drg___ 5 |Any other drug
999 |inj_drg__ 999 | I refuse to answer
this question
192|inj_age How old were you when you rst used a needle text
| to inject any drug not prescribed by a doctor?
Show the eld ONLY i
f:
[inj_evr] ="1"
193] inj_time How old were you when you last used a needle text
| to inject a drug not prescribed by a doctor?
Show the eld ONLY i
f:
[inj_evr] ="1'
194{inj_num During your life, altogether how many times radio
have you injected drugs not prescribed by a
Show the eld ONLY | youin gsnotp y 1 |Once
doctor? -
f: 2 2-5 times
[in_evr] ="1"
3 6-19 times
4 20-49 times
5 50-99 times
6 100 times or more
999 | I refuse to answer this question
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195(inj_oft Think about the period of your life when you radio
injected drugs the most often. How often did
Showthe eld ONLY i |'™Ecte 9 1 | More than once a day
you inject then?
f: 2 About once a day
[inj_evr]="1"
3 At least once a week but not
every day
4 At least once a month but not
every week
5 Less than once a month
999 | | refuse to answer this question
196(drg_tx Have you ever been in a drug treatment or drug radio
rehabilitation program?
Showthe eld ONLY i prog 1 |ves
f: 0 No
[inj_evr]="1"
999 [ I refuse to answer this question
197|dast_1 Section Header: The following questions concern radio (Matrix), Required
information about your possible involvement with drugs
NOT including alcoholic beverages during the past 12 1 Yes
months. Please carefully read each statement and decide if 0 No
your answer is Yes or No, then select the appropriate
response. In the statements, "drug use" refers to 1) the use | [999 [ I refuse to answer this question
of prescribed or over the counter drugs in excess of the
directions, and 2) any non-medical use of drugs. Drugs may
include: marijuana, hash, solvents or glue, tranquilizers (e.g.
valium), barbiturates, cocaine, stimulants, hallucinogens
(e.g. Ecstasy or molly), or narcotics (e.g. heroin). Remember
that these questions do NOT ask about alcoholic beverages.
In the past 12 months...
Have you used drugs other than those required
for medical reasons?
198 dast_2 Do you use more than one drug at a time? radio (Matrix)
Show the eld ONLY i 1 |Yes
f: 0 No
[dast_1]="1" - -
999 | | refuse to answer this question
199| dast_3 Are you always able to stop using drugs when radio (Matrix)
ou want to?
Showthe eld ONLY i |” 1 |ves
f: 0 No
[dast_1]="1"
999 | I refuse to answer this question
200| dast_4 Have you had "blackouts" or " ashbacks" as a radio (Matrix)
result of drug use?
Showthe eld ONLY i 9 1 |ves
f: 0 No
[dast_1]="1"
999 |( I refuse to answer this question
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Appendix B: Recruitment Materials

Palm Cards:

it

Help us learp-more about what
fec UJL‘I::RII &m ,

card for your time. &

THE MIDWEST i THE MIDWEST
YOUNG MEN’S ! ) YOUNG MEN’S
HEALTH STUDY HEALTH STUDY

Front:

THE MIDWEST
YOUNG MEN’S
HEALTH STUDY

PURPOSE

To identify factors that impact the health
of young men, including risks for HIV.
ELIGIBILITY

Black or white males, ages 18-34.

Help us create a positive impact on the future
of men's health. Call or text 314.363.3250 or
email menshealthstudy@wustl.edu to see if

you're a good candidate for the short survey.

Visit midwestmenshealth.com to learn more
about the study,

Back:
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Website:

Mobile website:

midwestmenshealth.com

THE MIDWEST
YOUNG MEN’S
HEALTH STUDY

N
The Midwest Youing Men's Health Study at
Washington University in St. Louis seeks the

input of Black and White gay, bisexual, and
other men who have sex with men to help
examine how certain life experiences and

social factors may impact physical and mental

health.

If you're a Black or White man who has sex with
other men, are between the ages of 18-3%, and
would like to help us learn how to improve the

health of men like you here in the Midwest, please
contact us. Eligible individuals who complete the

short, one-time survey will be compensated.
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Call, Text or Email Us

314.363.3250
menshealthstudy@wustl.edu

INTERESTED IN THE
MIDWEST YOUNG MEN'S
HEALTH STUDY?

il out your information below and someone
from the study will reach out and quickly determine if
you're eligible to participate in the study.




