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ABSTRACT

Background: Brief and low-burden HIV risk reduction
counseling interventions are needed for populations at greatest
risk for HIV infection. Purpose: This randomized controlled
trial tested a brief theory-based counseling intervention deliv-
ered entirely over the telephone for men who engage in unpro-
tected intercourse with men. Methods: Participants received
either risk reduction counseling that included information,
motivational enhancement and behavior skills building, or
brief HIV education counseling. A total of 319 participants
completed follow-up assessments over a 10-month period.
Descriptive and random effects mixed models are used to
evaluate findings. Results: Results demonstrate that a brief
telephone intervention can reach and engage high-risk men
in risk reduction counseling. Nearly one third of participants
identified as men of color; the median age was 33 years. Part-
icipants in both counseling conditions increased their motiv-
ation and behavioral skills to practice safer sex and reduced
their number of sex partners and frequencies of engaging in
unprotected anal sex over the study observation period. How-
ever, there were few differences between intervention con-
ditions. Conclusions: The effects of repeated measurement
reactivity and brief interpersonal consciousness raising may

account for the lack of differences between counseling
conditions and the decrease in risk for all participants over time.

(Ann Behav Med 2007, 34(2):177–187)

INTRODUCTION

Efforts to control the spread of HIV continue to
emphasize behavior change strategies to reduce sexual risk
practices and promote safer sex. Prevention programs and
research efforts for men who have sex with men (MSM)
most often target high-risk individuals who are seeking pre-
vention services. However, MSM represent a highly diverse
population with respect to their readiness to change sexual
risk behaviors, and engaging high-risk men who are not yet
ready to change their behaviors in prevention programs
presents considerable challenges. In addition, there are
now a wide variety of harm reduction strategies that
MSM are enacting on their own, including selecting part-
ners assumed or known to be of the same HIV status (1),
negotiating sexual positions such as insertive or receptive
positions during anal intercourse as well as penile with-
drawal prior to ejaculation (2), and ‘‘safer’’ relationship
contexts (negotiated safety relationships (3,4). These
behavioral contexts underlie varying degrees of HIV trans-
mission risks among sexually active MSM.

Individual and idiosyncratic patterns of readiness to
change and harm reduction strategies suggest the need for
client-centered approaches that meet individuals ‘‘where they
are’’ in terms of their readiness to change as well as their skills
and abilities to enact behavior change. Research has shown
substantial differences in behavior are often related to contex-
tual factors such as the HIV status of the person and their
partner as well as the type of relationship an individual has
with their partner (e.g., primary partnerships, occasional
partnerships, one-time partnerships). Sexual relationships
between persons who know each other’s HIV status are sub-
stantially safer in terms of HIV transmission risks than are
sexual relationships where the HIV status of partners is
unknown (5). In addition, studies show that condoms are
more likely used in occasional sexual relationships compared
to long-termprimary partnerships (6). Thus, at least two inter-
related dimensions, HIV status knowledge and relationship
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type (7), are related to sexual risks, pointing toward the use of
individualized interventions that can tailor intervention con-
tent to prevention needs and behavioral contexts.

Interventions that successfully engage high-risk popula-
tions that may be reluctant to seek prevention services there-
fore must be sensitive to the unique circumstances of the
individual. Brief risk reduction counseling interventions
offer several advantages to achieving these goals. Brief
client-centered prevention counseling has been demonstrated
effective in reducingHIV risks in the context of HIV antibody
testing. The Center for Disease Control and Prevention’s Pro-
ject RESPECT, for example, showed that two 20-min HIV
risk reduction counseling sessions conducted in conjunction
with HIV antibody testing demonstrated the same efficacy
in reducing HIV risk behavior and recurrent sexually trans-
mitted infections (STI) as did a four-session enhanced coun-
seling intervention (8). Project RESPECT showed that
participants in the two-session risk reduction counseling
intervention had a 30% reduction in new STI over 6 months
follow-up and a 20% reduction over 12 months follow-up.

Risk reduction counseling has also demonstrated
promising outcomes when delivered outside of HIV testing.
Belcher and colleagues (9) tested a 120-min HIV prevention
counseling intervention for women also grounded in the
Information, Motivation, and Behavioral Skills (IMB)
model. Similarly, Kalichman and colleagues (10) demon-
strated the efficacy of a 90-min IMB model-based risk
reduction counseling intervention for men and women
receiving STI clinic services. These studies have shown
promise for brief client-centered HIV prevention counsel-
ing interventions, but these models still require facility
attendance and engage persons who are seeking services.

In another brief intervention trial, Patterson and
colleagues (11) tested an intervention designed to reduce
the sexual risk behaviors among people living with HIV
infection. Men (91% of the sample) and women who
reported engaging in unprotected sex with HIV-negative
or unknown HIV status partners were randomly assigned
to one of four study conditions: (a) a single counseling
session targeting problem areas identified by the participant
in three possible intervention domains (i.e., condom use,
negotiation, disclosure); (b) a single-session comprehensive
intervention that covered all three intervention domains; (c)
the same comprehensive intervention, plus two monthly
booster sessions; or (d) a three-session diet and exercise
attention-control condition. The median number of unpro-
tected sex acts decreased across groups. Because the diet
and exercise control group changed a comparable magnitude
as the risk reduction conditions, the results suggest that the
intensive repeated assessments raised consciousness and
affected behavior across groups. This speculative conclusion
seems plausible because the data were collected in interviews
and ‘‘no attempt was made to separate data collection from
the intervention counseling’’ (p. 140.)

In a previous study, we tested the feasibility of delivering
a brief telephone-based, low-burden risk reduction counseling

intervention for high-risk MSM. The intervention model was
based on the ‘‘Drinker’s Check Up,’’ a brief intervention
that has been demonstrated effective in engaging problem
drinkers who are behavior change resistant and ambivalent
to seek services (12,13). We conducted a randomized
controlled pilot intervention to evaluate the efficacy of the
telephone-based brief counseling intervention based on
Motivational Enhancement Therapy (MET) to reduce
sexual risk taking among MSM in Seattle, Washington
(14). The study specifically targeted men who were currently
engaging in unsafe sex but were not committed to making
changes toward safer behaviors. Counselors used motiva-
tional interviewing strategies in a single 90-min session to
enhance readiness for change, promote greater intentions
to use condoms, and support safer sex practices. Men were
randomized to receive the experimental ‘‘sex check-up’’
intervention or to a delayed counseling control condition.
Minority participants who received the sex check-up
intervention were significantly less likely to have engaged
in unprotected anal intercourse at follow-up compared to
those in the delay condition. These findings were
encouraging and support the potential efficacy of a brief
intervention based on motivational enhancement principles
for promoting safer sex practices among at-risk MSM. The
study presented here was therefore conducted to fully test
the efficacy of the brief sex check-up risk reduction counsel-
ing model for high-risk MSM.

We focused our intervention trial on overcoming bar-
riers to attracting and engaging men at high risk for HIV
transmission. We used tailored marketing strategies to
attract men who may be ambivalent about engaging in
prevention services (15) and implemented procedures to
lower barriers to participation through several mechan-
isms including using a telephone modality, brief counsel-
ing protocol, and an option to remain anonymous.
Guided by the IMB model of risk behavior change
(16), we examined a variety of risk factors in relation
to high-risk sexual behavior that incorporates partner ser-
ostatus and type of relationship, with particular emphasis
on participants’ motivations and ambivalence toward
adopting safer sex practices. We hypothesized that a brief
theory-based low-burden risk reduction counseling inter-
vention would result in lower sexual risk behavior over
time compared to an information and education session
control condition. We also predicted that risk reduction
outcomes would vary depending on contextual factors,
particularly the HIV status of study participants and
their partners and the type of relationships in which risk
behavior occurred.

METHODS

Participants

Participants were recruited in Seattle, Washington,
and Portland, Oregon, between November 2002 and June
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2004, primarily through the efforts of outreach workers
in gay-identified bars and paid print advertisement in
the local alternative and gay press. Based on power cal-
culations from behavioral findings in our pilot trial, we
targeted a sample size of 356 participants. Eligibility
criteria required that the individual be 16 years of age
or older, report at least one episode of unprotected anal
intercourse (UA) with a male partner in the prior 90
days, and not be receiving counseling services to become
sexually safer elsewhere. Individuals were also excluded if
they were in either a ‘‘mutually monogamous’’ or ‘‘nego-
tiated safety’’ relationship that included requirements
that the caller and his main partner had been tested
for HIV twice, at least 3 months apart, while maintain-
ing their agreement.

Figure 1 describes participant flow from the initial
screening call through the final 10-month assessment. Of
1,196 callers, 45.2% (n ¼ 540) were found eligible for the
study. Of the 540 eligible, 527 (98%) expressed interest in
participating in the study, and 391 (72%) men completed
their baseline interview and enrolled in the study. More
than 90% of participants attended counseling. Retention
remained at about 80% or slightly higher at each of the

scheduled follow-up assessments over 10 months with no
difference between conditions.

Procedures

All interactions with study participants occurred by
telephone. Following a screening interview, interested and
eligible callers were mailed a self-assessment questionnaire
(SA) and scheduled for a computer-aided telephone inter-
view (CATI) about 7 to 10 days later. All SAs were required
to be completed prior to the CATI interview, and baseline
CATI interviews were required to be completed within 30
days of the participant’s screening interview. The CATI
session lasted an average of 45min and included a review
of the SA prior to conducting the CATI for both complete-
ness and data quality. At the conclusion of the CATI, inter-
viewers conducted a short computerized randomization
exercise and informed the participant of their study assign-
ment (MET, or the Knowledge Check [KC]).

Follow-up assessments were scheduled to be completed
1 week following the conclusion of the counseling
intervention and at 4, 7, and 10 months from the study
enrollment date. All follow-up interviews involved a SA

FIGURE 1 Participant flow through the Sex Check Study. Note. MET ¼ Motivational Enhancement Therapy; KC ¼ Knowledge
Check.
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and CATI interview similar to the baseline assessment, and
SAs were required to be completed prior to the CATI inter-
view at all assessment points. Monetary incentives were
awarded following each assessment including baseline
($25); 1-week postcounseling ($25); and 4 ($30), 7 ($40),
and 10 ($40) month postbaseline assessments, respectively.
In addition, a $40 bonus was awarded for completion of
all assessments. All assessments and counseling protocols
were translated into Spanish. The Institutional Review
Board at the University of Washington approved all study
protocols.

Intervention Conditions

Both study conditions consisted of one-on-one
sessions with a counselor over the telephone. The active
condition, MET, involved up to three sessions with each
lasting up to 90min. The first session was required to
be completed within 30 days of the baseline CATI, and
the remaining session(s) within 42 days of baseline CATI.
MET is a systematic approach for evoking change based
on principles of motivational psychology and designed to
produce rapid, internally motivated change (17–19).
Motivational interviewing techniques allow for a client-
centered, nonthreatening interaction between counselor
and participant (20). This treatment approach does not
attempt to train the client, step by step, but instead
employs motivational strategies to mobilize the indivi-
dual’s own change resources. Components include feed-
back of personal behavior, emphasis on personal
responsibility, clear advice to change, a menu of alterna-
tive change options, therapist empathy, and facilitation
of optimism to change. Counselors listened for and rein-
forced statements of motivation that were consistent with
safer sex practices and, when appropriate, facilitated goal
setting and identified possible risk reduction strategies.
Participants randomized to the MET were mailed a perso-
nalized feedback report (PFR) prior to their first counsel-
ing session. A PFR was developed for each participant
based on the responses they provided in their baseline
assessment interview. The PFR was designed to guide
the counseling session through a review of the parti-
cipant’s knowledge about HIV=AIDS, their current sexual
activity, substance use patterns and their relation to safe
sex practices, intentions to use condoms, reasons for
having sex that included perceived benefits and losses
regarding condom use=safe sex practices, and self-efficacy
for strategies to avoid unsafe sex. Because the PFR
summarized the participant’s sexual practice behavior, it
allowed the session(s) to be ‘‘tailored’’ to each parti-
cipant’s risk profile and most salient concerns.

The control condition, the KC, involved a single didac-
tic session that typically lasted between 30 and 45min and
was required to occur within 30 days of the baseline date.
The session was designed to provide information similar
to what an individual would receive when contacting an

AIDS Hotline or undergoing HIV pretest counseling.
The counselor began by delivering a brief (15min) HIV=
sexually transmitted disease educational update that was
tailored for the individual’s risk profile (sexual and intra-
venous drug use [IDU]), based on his baseline assessment.
The counselor also corrected participant misinformation
concerning HIV, based on incorrect answers to the HIV
knowledge component in the baseline assessment.

Counselors and Clinical Supervision

Both intervention conditions were conducted in collab-
oration with a community based organization, Gay City
Health Project. Five counselors were employed over the
course of the study, and all received extensive training in
motivational interviewing (MI). Training consisted of read-
ing the manual and related materials, watching the MI
training videos, and workshops with didactic and experien-
tial exercises targeted to enhance specific MI skills. Coun-
selors received additional training to be competent to
discuss the latest trends in STIs that included information
about symptoms, treatment resources, and epidemiology
of various types of STIs. Because this study was conducted
entirely by telephone, counselors were trained to deliver the
intervention using role-plays via telephone. Two counselors
were bilingual (English=Spanish) and were native Spanish-
language speakers. Counseling sessions were monitored by
the clinical director on an ongoing basis throughout the
trial, and weekly supervisory meetings were held to ensure
consistent clinical practice between counselors. Approxi-
mately 10% of all counseling sessions were coded by the
clinical director using a modified version of the Motiva-
tional Interviewing Treatment Integrity coding system
(21) to assess adherence to MET. In addition, a counselor
behavior checklist designed specifically for the study was
completed by the clinical director and counselor. The
MET fidelity measure consisted of counting MI-consistent
behaviors, including questions (open and closed), reflec-
tions (repeat, rephrase, paraphrase, and summary),
affirmations, and information giving (with and without
the participant’s permission). Counselors were provided
feedback on their performance by looking over the beha-
vior counts of the session and competency indexes such
as reflection to question ratio and percentage of high-level
(paraphrase and summary) versus low-level (repeat and
rephrase) reflections. Both types of intervention sessions
were coded in this manner to ensure discriminability
between conditions.

Measures

Demographics and personal history. Demographic
characteristics (age, race, and education), sexual identity,
and participant’s HIV status were collected at the initial
screening assessment. Depressive symptoms was measured
as a potential intervention moderator using the 20-item
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Center for Epidemiologic Studies Depression scale (a ¼ .93)
(22) referenced to the prior 7 days.

Substance use. An inventory of alcohol, recreational
drugs, or improperly used prescription drugs (alcohol,
marijuana, Viagra, poppers, cocaine, amphetamines,
sedatives, hallucinogens, GHB, ecstasy, and heroin or
other opiates), and a self-assessment of substance abuse
(‘‘Do you feel you need to quit or cut back on your use
of . . .’’) were collected during the CATI. The Drug
Abuse Screening Test (23) was also administered. Drug
use items were referenced to the prior 90 days or time
since the participant’s last interview.

IMB model mediating constructs. To assess HIV
knowledge (i.e., information), we used a 30-item scale
adapted from Carey and colleagues (17) that primarily
focused on factors affecting HIV transmission or proper
condom use.

Several indicators of motivation were assessed given
that the active intervention model focused on motivational
enhancement. Outcome expectancies about condoms were
captured with five items specific to ‘‘costs’’ associated with
condom use (a ¼ .70) and five items specific to ‘‘benefits’’
of their use (a ¼ .66); each item was measured using a
4-point scale (strongly disagree, disagree, agree, strongly
agree). Stage of change (24) specific to UA was assessed
separately for primary and nonprimary partners. Each
question offered five responses that categorized the partici-
pant as a precontemplator (no plans to change behavior), a
contemplator (might consider behavior change but no
plans to initiate change during next 30 days), in prep-
aration (planning to initiate change in next 30 days), in
action (initiated changes, but less than 90 days ago), or
in maintenance (initiated and maintained changes more
than 90 days ago). Current motivation to adopt safer sex
behaviors (5-point item from not at all strong to extremely
strong), and perceived risk for HIV transmission referenced
to the prior 90 days (none, slight, somewhat, a great deal of
risk) were also assessed. Participants also reported their
intentions to use condoms during insertive and receptive
anal intercourse with a primary partner (two items) and a
nonprimary partner (two items). Each item was assessed
using a 5-point Likert scale (extremely unlikely, unlikely,
50–50 chance, likely, extremely likely).

Behavioral skills enactment was captured with 12 items
that measured the frequency of use of behavior strategies to
practice safer sex. Each item was measured on a 5-point
scale (never, rarely, half the time, often, always) and
responses of often or always were used to indicate frequent
use of the strategy (a ¼ .83).

Sexual Behavior Outcomes

Sexual behavior measures included the number of
male partners by partner type (primary, occasional, one

time), sex with a female partner, sex in a paid=paying
context, and type of sex reported (insertive or receptive
anal or oral sex, with and without condoms). Primary
partners were defined as ‘‘sexual partners whom you
may or may not live with, but have a strong emotional
commitment to’’ and occasional partners as partners
‘‘you had sex with two or more times in the past, but
do not consider as your primary partner.’’ Occasional
and one-time partners are treated as nonprimary partners.
Five items (yes or no responses) were used to assess the
presence of an STI in the prior 6 weeks (e.g., Have you
had an open sore on your penis? Have you had burning
or pain when urinating?).

Frequencies of sex behaviors were collected specific to
each of the participant’s three most recent partners, and in
aggregate form by partner type category for any additional
male partners. Participants were asked to report the num-
ber of episodes of unprotected and protected, insertive
and receptive anal intercourse in the prior 90 days at base-
line, and since their last interview at each of the follow-up
assessments.

Data Analysis

Baseline differences between study groups were evalu-
ated using t tests for continuous measures and chi-square
tests for categorical variables. A p value cutoff of .10 was
used to identify variables for inclusion in subsequent multi-
variate models. Paired t tests (continuous measures) or
rank sum tests (categorical measures) were used to evaluate
within sample changes over time among mediating=IMB
constructs; changes were evaluated between baseline and
the 1 week (i.e., immediate postcounseling assessment)
and between baseline and the 10-month assessment to
assess durability of changes.

Outcomes measures are behavioral count data col-
lected at the baseline, 4-, 7-, and 10-month follow-ups.
Descriptive results are presented for baseline, 4-month
(short-term outcome), and 10-month (long-term outcome)
assessment points.

STATA 8.0 (25) was used to evaluate counseling effi-
cacy using data from baseline, 4-, 7-, and 10-month assess-
ments. Effect sizes of the counseling intervention (MET vs.
KC) for each of the behavioral outcomes were determined
using random effects negative binomial regression method
(26) and are presented as relative risks comparing the MET
to the KC group. Change in behavior over time was also
assessed using these methods by inserting dummy variable
indicators for each assessment point into the models, and
interactions between assessment point and treatment group
were tested to determine if changes in behavior over time
differed by treatment group.

Statistical significance was set at .05 when evaluating
the effects of counseling. All results are based on intent-
to-treat principles and inclusion is therefore independent
of level of participation in the counseling intervention.
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RESULTS

A total of 391 participants enrolled in this trial. Results
are based on 319 (81%) participants who completed their
10-month follow-up assessment. Although all project mate-
rials and services were available in Spanish, only 3 (1%) of
the analysis cohort utilized this service. Baseline character-
istics including demographic, motivation, and behavior
measures are presented in Table 1. Most measures indicate
that the study groups were comparable at baseline, indica-
tive of successful randomization procedures.

Information, Motivation, Behavioral Skills Mediating

Constructs

Again, MET and KC study groups were comparable at
baseline. Knowledge about HIV (e.g., factors associated
with disease transmission) was high for both study groups;
participants correctly answered 80% of the 30 items at
baseline. With regard to motivation measures, participants
reported an average of 2.0 costs and 1.7 benefits of condom
use for anal sex. A pattern specific to partner type emerged
regarding stage of change and intentions to use condoms;
nearly two thirds considered themselves to be precontem-
plators or contemplators regarding their readiness to
change anal sex behaviors with a primary partner, com-
pared to about 40% relative to nonprimary partners. Simi-
larly, participants reported lower intentions to use
condoms for anal sex with primary partners (M ¼ 5.0)
compared to nonprimary partners (M ¼ 6.4). Finally, a
mean of 6.2 behavioral enactment skills, measured as the
number of strategies often or always used to be sexually
safer, was observed.

There were few between-group differences among these
constructs at any of the follow-up assessment points. How-
ever, significant within sample (i.e., MET and KC parti-
cipants combined) changes over time were noted between
baseline and the 1-week and 10-month assessment points.
Specifically, increases in knowledge, decreases in costs of
condom use, increases in benefits of condom use, increases
in intentions to use condoms with both primary and
nonprimary partners, and increases in the use of safer sex
strategies were noted at the 1-week post counseling and
10-month follow-up assessment points, relative to baseline
(data not shown).

Sexual Behavior Outcomes

Patterns of behavior change with regard to numbers of
partners (by partner type and serostatus) and frequencies
of behaviors were found to be similar to those described
for the IMB constructs. Significant declines in risk beha-
vior occurred over time and, with few exceptions,
between-group differences were not detected (see multivari-
ate results, next). At baseline, MET participants reported a
mean of 8.1 (SD ¼ 14.0) nonprimary partners compared to
7.3 (SD ¼ 10.6) among KC participants (p ¼ .58). Declines

in the number of nonprimary partners were observed for
both MET and KC participants at both the 4-month
assessment (M ¼ 5.2 and 5.6, respectively) and the
10-month assessment (M ¼ 4.4, SD ¼ 11.3; M ¼ 4.8,
SD ¼ 11.5, respectively).

Reductions samplewide were also observed in frequen-
cies of UA (both receptive and insertive behaviors) over
time. For example, at baseline MET and KC conditions
reported means of 2.1 (SD ¼ 7.2) and 2.2 (SD ¼ 5.7)
episodes of UA-receptive with nonprimary partners, respect-
ively, and by the 10-month follow-up had reduced to 0.8
episodes (SD ¼ 3.1) and 0.8 episodes (SD ¼ 3.9], whereas
UA-insertive behavior with nonprimary partners declined
from 2.1 (MET) and 2.4 (KC) episodes at baseline to 1.0
and 1.4 episodes at the 10-month follow-up, respectively.

Similarly, declines in the proportion of participants
reporting a nonprimary, HIV-positive partner or a nonprim-
ary partner of unknown serostatus were reported (see
Figures 2 and 3). However, a slight increase in the pro-
portion of men reporting a primary positive partner was
noted at the 4-month assessment (MET and KC) and 10-
month assessment (MET only). Finally, the proportion of
men reporting unknown status primary partners declined
between baseline and each follow-up assessment.

The overall decline in the proportion of men reporting
HIV-positive partners was reflected in the decrease in men
reporting UA with an HIV-positive partner; at baseline
8.3% of MET and 9.9% of KC reported this behavior
compared to 6.4% MET and 6.2% KC at 10 months
(Figure 4). The higher prevalence of UA with partners of
unknown serostatus at baseline allowed for greater declines
in this behavior at both the 4- and 10-month assessments.
More than one third of both MET and KC participants
reported this behavior at baseline compared to 14%
MET and 11.7% KC at 10 months.

Multivariate analyses confirmed the lack of significant
associations between intervention conditions with regard to
numbers of nonprimary partners and frequencies of risk
behaviors with nonprimary partners (see Table 2). However,
a model specific to primary partners revealed thatMET part-
icipants reported a significantly higher rate of UA-receptive
behavior with primary partners compared toKCparticipants
(adjusted relative risk [RR] ¼ 1.82, 95% confidence interval
[CI] ¼ 1.15–2.90), and a modestly (although nonsignificant)
greater rate of UA-insertive behavior with primary partners
(adjusted RR ¼ 1.35, 95% CI ¼ 0.86–2.14).

Notably, changes in behavior over time were detected in
each of the models. Indicators for the 4-, 7-, and 10month
assessments points, compared to baseline, reveal that risk
behavior was significantly lower at each of the follow-up
points (all behaviors reported, all comparisons). For example,
participants reported fewer nonprimary partners at the 10-
month follow-up compared to baseline (RR ¼ 0.48, 95%
CI ¼ 0.42–0.55). Again, this pattern held for each risk
behavior represented in Table 2 at each follow-up asses-
sment. There were no significant interactions (i.e., Treatment
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TABLE 1

Baseline Demographic, Motivational, External, and Behavioral Risk Measures, by Study Group

Characteristic % of Samplea METb (%) KCc (%) p

Demographics
Age group (%) .669
16–19 5.6 6.4 4.9
20–24 15.0 17.2 13.0
25–29 17.2 18.5 16.0
30–39 27.6 25.5 29.6
40þ 34.5 32.5 36.4

Race=Ethnicity (%) .502
Black 11.5 13.0 10.0
Latino 13.4 13.6 13.1
White 70.7 67.5 73.8
Otherd 4.5 5.8 3.1

Education (%) .483
�High school=GED 22.6 24.2 21.0
Vocational=trade=
Some college=2-year degree

41.1 42.7 39.5

College graduate 36.4 33.1 39.5
Sexual identity (%) .083
Gay=Queer 87.3 84.1 90.6
Bisexual 12.7 15.9 9.4

Female partner (%) .112
No 96.6 94.9 98.1
Yes 3.4 5.1 1.9

Motivations
Motivation to be safer (%) .682
Slightly strong 25.1 22.9 27.2
Moderately strong 35.7 36.9 34.6
Very strong 39.2 40.1 38.3

Perceived HIV risk (%) .432
None=Slight 54.5 54.1 54.9
Somewhat 30.1 28.0 32.1
Great deal 15.4 17.8 13.0

External factors
HIV status (%) .599
Not tested=unknown 9.4 10.8 8.0
Negative 69.3 69.4 69.1
Positive 21.3 19.7 22.8

Depressive symptomse .253
No indication 51.4 56.1 46.9
Mild depression 16.3 15.3 17.3
Major depression 32.3 28.7 35.8

DAST (>2) 35.1 41.4 29.0 .020
Feels need to cut back or quit substance use 38.7 43.3 34.2 .094
Behaviors
No. male partners in past 90 days (M, SD) 8.3 [12.4] 8.7 [14.1] 7.9 [10.4] .547
Primary partner (%) 55.8 58.0 53.7 .444
Occasional partner (%) 66.8 66.9 66.7 .968
One-time partner (%) 73.4 77.7 69.1 .083
Any STI symptoms 15.7 16.6 14.8 .668
Sex in paid=paying situations 10.0 10.2 9.9 .926

Note. DAST ¼ Drug Abuse Screening Test; STI ¼ sexually transmitted infections.
aN ¼ 319. bn ¼ 157. cn ¼ 162. dFourteen participants include 2 Native American, 6 Asian=Pacific Islander, and 6

multiracial. eTwenty-item Center for Epidemiologic Studies Depression Scale.
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Group�Time), indicating that reductions in risk behavior
occurred samplewide and were not associated with one
treatment group relative to the other.

Secondary Outcomes–Risk Reduction Strategies

Finally, several risk reduction strategies were assessed
as secondary outcomes including monogamy, negotiated
safety relationships, using condoms for all anal sex occa-
sions, and abstaining from anal sex (data not shown). At
the 10-month follow-up, sexual behavior histories indicated

that 15.9% of MET and 14.8% of KC participants were in
a monogamous relationship (i.e., reports only one male
partner with whom they had UA), whereas 16.0% and
15.9% of MET and KC, respectively, had a pattern of
behavior consistent with a negotiated safety relationship
(i.e., reported multiple partners but UA with only one part-
ner). Nearly one third (31.8%) of MET and 23.5% of KC
participants reported only condom-protected anal
intercourse occasions, and an additional 19.7% of MET
and 25.3% of KC participants abstained from anal
intercourse—protected or unprotected occasions. Overall,

FIGURE 3 Percentage of participants reporting an HIV unknown status sex partner, by partner type, study group, and assessment time.
Note. MET ¼ Motivational Enhancement Therapy; KC ¼ Knowledge Check.

FIGURE 2 Percentage of participants reporting an HIV-positive sex partner, by partner type, study group, and assessment time.
Note. MET ¼ Motivational Enhancement Therapy; KC ¼ Knowledge Check.
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83.4% of MET and 79.6% of KC participants used one of
these risk reduction strategies at the 10-month follow-up.

DISCUSSION

This study demonstrates that a brief, telephone-based
intervention designed to allow high-risk MSM to ‘‘take
stock’’ of their current sexual behaviors is an effective strat-
egy for engaging MSM in prevention interventions.

Although there were few between group differences found,
it is notable that the one statistically significant finding
revealed that MET participants engaged in greater unpro-
tected anal receptive intercourse with their primary part-
ners, compared to those in the KC group. This finding
suggests that exposure to the MET intervention may have
resulted in a behavioral strategy that reduced risks to their
partners while potentially increasing risks to themselves.
This speculative interpretation is consistent with past find-
ings from brief risk reduction counseling interventions (11)
and suggests the need for further research on patterns of
change and behavioral substitution strategies following
risk reduction interventions.

Our study found consistent evidence of risk reduction,
including declines over time in the number of sex partners
and frequencies of unprotected sex acts, particularly with
regard to behaviors with nonprimary partners. The use of
behavior strategies such as monogamy and negotiated
safety agreements were also found to be prevalent (sample-
wide) at follow-up. In addition, positive changes in a
variety of constructs theorized to mediate HIV-related risk
behaviors were identified among both MET and KC part-
icipants. Although these results, documented via periodic
assessments up to 10 months following enrollment, fail to
endorse MET as a superior technique for achieving beha-
vior change, they support the potential of brief behavioral
interventions to act as effective catalysts for adopting safer
sex behaviors and can therefore play a critical role in
reducing risk.

There are several factors that may have contributed to
these findings. The comparison condition in this trial may
have had more potency than expected in this high-risk sam-
ple. The effects of measurement, or assessment effects

FIGURE 4 Percentage of participants reporting unprotected anal intercourse (UA), by partner serostatus, study group, and assessment
time. Note. MET ¼ Motivational Enhancement Therapy; KC ¼ Knowledge Check.

TABLE 2

Association Between Study Condition (MET vs. KC) and
Behavioral Outcomes

Outcome Measure
Adjusted RRa,b

(MET vs. KC) 95% CI

No. nonprimary
partners

1.08 0.87–1.35

UA: Receptive with nonprimary
partners

1.01 0.69–1.48

UA: Insertive with nonprimary
partners

0.88 0.64–1.21

UA: Receptive with primary
partners

1.82 1.15–2.90

UA: Insertive with primary
partners

1.35 0.86–2.14

Note. MET ¼ Motivational Enhancement Therapy; KC ¼
Knowledge Check; RR ¼ relative risk; CI ¼ confidence interval.

aAdjusted for measures that were unbalanced across treatment
groups at baseline (see Table 1): sexual identity (bisexual vs. gay), haz-
ardous drug use (Drug Abuse Screening Test [DAST] > 2), having
any one-time partners. bIn each analysis, indicators for 4-, 7-, and
10-month assessment points were inversely significantly associated
with outcome, suggesting a decrease in behavior at follow-up relative
to baseline levels.
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(27,28), have long been discussed in the HIV prevention
literature. Ironically, completion of both our SA and the
interviewer-administered questionnaire satisfied a primary
objective of our MET condition; this process afforded all
of our participants the opportunity to ‘‘take stock’’ of their
behaviors and attitudes. Interviewers and counselors alike
reported anecdotal evidence that many participants com-
mented that the assessments ‘‘made them think’’ about
their behavior, and some commented that they ‘‘had not
realized they were being so unsafe’’ in their behaviors.
The inclusion of a no-treatment=no-contact control con-
dition would have strengthened our study design and
potentially enabled us to draw firmer conclusions about
the impact of this intervention, particularly given the
unexpected null results.

Our results also confirm that several key external
‘‘moderating’’ factors demand attention to facilitate sexual
behavior. Specifically, substance use=abuse and depression
were identified as two important correlates of unsafe sexual
behavior yet are difficult to intervene with in the context of
a brief intervention. In this regard, brief interventions may
need to adopt a more formal role of diagnostic screening
and strategize ways for those identified to receive effective
services.

One important limitation of this study to consider is
that, despite the implementation of study design features
(e.g., telephone modality, anonymous participation option)
meant to encourage participation by men who are not open
about their sexual relations with men and men who are less
acculturated in the gay community, only a small
proportion of those enrolled reported female partners or
a bisexual identity. Alliances with a variety of ‘‘trusted’’
community agencies may help broaden the appeal of these
type of services among individuals with differing needs or
concerns.

Nevertheless, the findings of the intervention trial
reported here suggest that engaging individuals who may
not otherwise seek traditional treatment settings and pre-
vention programs is of critical importance and can poten-
tially result in positive outcomes. Although our results
are positive in the context of harm reduction principles
(29)—a variety of risk reduction strategies were being used
by more than three fourths of study participants at the final
follow-up—the role of motivational interviewing techni-
ques in effecting sexual risk behavior change with high-risk
MSM is less certain. It may be that self-reflective
assessments, client-centered services that provide objective
information about HIV=AIDS, and acknowledgment of
the individual’s goals and contextual factors influencing
their risk can change HIV risk behavior to a degree suf-
ficient enough to impact HIV transmission rates. Further
research is needed to evaluate the impact of assessment
(e.g., conduct a study that includes an assessment-free
condition) as well as to identify the minimal necessary
intervention elements needed to achieve public health

meaningful reductions in HIV transmission risk behaviors
among high-risk MSM.
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