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ABSTRACT
Black men who have sex with men (MSM) are the most severely affected subpopulation for HIV infection; existing intervention modalities are failing to meet the unique needs of Black MSM.  The M2M Project is a counseling-based intervention for MSM residing in the Pittsburgh area that focuses on reducing substance use and sex related risks for HIV transmission.  The following recommendations are based on a critical review of the M2M Project and relevant literature:  involve stakeholders in meaningful ways throughout all stages of the process, and ensure greater consistency between data collection methods and the evolving standards, recommendations and directives in healthcare and HIV prevention research.  Additionally, greater attention should be paid to structural or policy level issues that impact the lives of Black MSM and the communities in which they reside such as unequal access to health care.  The M2M Project represents a good attempt to address the urgency of the HIV disparity among Black MSM that utilized the incomplete data that was available at the time regarding drivers of the infection in this population.  However, future interventions must consider the landmark work of Millett and colleagues, who used multiple meta-analyses to determine which factors contribute most to the disparity of HIV among Black MSM, in order to increase intervention effect sizes among this population.  The public health relevance of this critical discussion is to put forth a preliminary evaluation of an intervention that attempts to address the disparity of HIV among Black MSM in Pittsburgh so that future interventions can be built in an iterative process in order to increase the benefits to participants. The development, evaluation, dissemination, and implementation of novel, effective interventions that go beyond past efforts to reduce HIV risk among Black MSM is necessary in order to reduce or eliminate the disparity of HIV infection among Black MSM.  
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PREFACE

The M2M Project is ongoing, and will cease recruitment of new participants in the summer of 2013.  Any analysis or conclusions presented in this paper are based on preliminary data or reporting and are subject to change upon further data collection and analysis.  The baseline data used in this paper was collected between July 2010 and August 2012.  
The use of the term “Black” in this essay is applied broadly to describe, in general, those who identify as race categories other than “White.”  When referring to Black MSM or displaying results attributed to Black MSM from the M2M Project sample, it can be assumed that any respondent choosing “Black or African American” was included in that statement or data summary, regardless of additional race categories chosen.  Thus, this paper does not differentiate between those who are multiracial versus monoracial.  
In the numerous works cited in this paper, the usage of terms describing Black MSM varied quite a bit, and it is clear that there are many working definitions of “Black” currently operationalized in various areas of research.  In some cases it was clear that only African Americans were sampled, and therefore the language used to discuss any aspect of that work used “African American.”  There is regrettably little cohesion in research on measures of ethnicity or race, which makes comparisons difficult.  
Finally, thank you to the administration, professors, instructors, advisors, staff, and peers for the opportunity to learn, and to my committee/readers for the patience and support.
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1.0 REVIEW OF THE LITERATURE

1.1 HIV IN THE UNITED STATES

Many great strides have been made since HIV was first identified in 1981.  HIV is no longer the death sentence it once was; it is now considered a chronic, manageable disease for those who have access to quality care.  Advances in testing and treatment have improved the ability to detect the virus in a timely manner, and to effectively repress viral loads.  Of course, many challenges remain for those infected with HIV and those at risk for acquiring the infection.  Thirty years into the epidemic there is no vaccine to prevent HIV infection, and there are only a few experimental biomedical prevention options.   The field also sorely lacks a long-lasting treatment method that would allow infected individuals to decrease the burden associated with current treatment modalities.   Innovative intervention strategies could hasten the end of HIV/AIDS and alleviate many of the existing disparities in infection rates, access to treatment, treatment adherence, and HIV-related morbidities and mortalities.  For these reasons, HIV/AIDS remains a major public health priority in the United States.   
	The rate of new infections in the US has stabilized at unacceptably high levels, with approximately 50,000 new infections occurring annually (Hall, 2008).  One in five – 20% – of infected individuals are unaware of their HIV status, accounting for 50% of all new infections every year (CDC, 2012b).  An estimated 1.1 million people are living with HIV in America (CDC, 2012b).  More than 17,000 people with AIDS in the US died in 2009 and more than 619,000 people with AIDS in the U.S. have died since the epidemic began.  Twenty five percent of all new infections in the US were among individuals who were 13 – 24 years of age (CDC, 2012a).  

1.2 HIV EPIDEMIOLOGY

1.2.1 HIV Transmission
HIV is transmitted by intimate contact with the blood, semen, vaginal fluids, or breast milk of an infected individual.  Unprotected vaginal or anal intercourse accounts for greater than 80% of the annual HIV incidence in the US; the remaining transmission burden is attributed to parenteral exposures (such as sharing needles to inject drugs or accidental needle sticks), while perinatal transmission has been all but eliminated in the US (CDC, 2012a).  MSM – especially Black and Latino MSM – are at disproportionately higher risk for HIV than the general population.  

1.2.2 Disparities in HIV Infection
Due to the interaction between the biological processes associated with HIV transmission and the nuances of culture in which those behaviors are set, there have always been disparities regarding the impact of HIV/AIDS.   The US epidemic is strongly concentrated in disenfranchised and minority populations.   From the first years of the infection’s spread until now, MSM have remained the group most severely impacted by HIV.  Though it is estimated that MSM compose only 2% of the adult male population in the US, this subpopulation accounted for half of all new HIV cases between 2006 and 2009 (CDC, 2012b).  In 2010, 61% of all HIV transmissions were attributed to sexual intercourse between men (CDC, 2012b).   Much of the stigma surrounding HIV is a result of societal neuroses regarding the two most common transmission methods for the virus: sex and drug use.  Moreover, patterns of HIV infection in America have revealed a disproportionate impact on already disadvantaged populations – low income, homeless, substance users, etc. – in recent years.  As is the case with many other health issues, these trends are amplified in urban settings.


1.3 HIV AMONG SELECTED SUBPOPULATIONS

1.3.1 HIV in Allegheny County
In 2010, a total of 88 new cases of HIV were reported in Allegheny County (ACHD, 2011).  Half of all newly diagnosed HIV infections in Allegheny County were among those identifying as Black, whereas African Americans comprise just 13.3% of Allegheny County and 26.1% of the Pittsburgh MSA (US Census Bureau, 2010).  Black men accounted for 46% of all new infections among men, and nearly 80% of all infections among Blacks.  Accounting for 57% of all transmissions, MSM sexual behaviors are the highest risk category in Allegheny County.  

1.3.2 HIV in Black Communities
Blacks and African Americans are the most severely burdened of all racial and ethnic groups in all aspects of HIV/AIDS from incidence to mortality rates.  HIV was the fourth leading cause of mortality for Black men and third for Black women ages 25 – 44; such rankings were higher for Blacks than any other race group of the same age (CDC, 2007).  Comprising just 12 – 14% of the US population, African Americans represented 44% of all new infections among adults in 2010 (CDC, 2012a; CDC, 2013).  In 2010 Black men accounted for 70% of the estimated 20,900 new infections among Black adolescents and adults (CDC, 2012a), and 31% of all infections in previous years (CDC, 2011).  The incidence rate for Black men (103.6 per 100,000) is seven times that of White men, twice that of Latino men, and three times higher than that of Black women.  For the first time ever, the incidence of HIV among Black women decreased 21% between 2008 and 2010 (CDC, 2012a).  However, Black women are still experiencing a disparity of their own.  The incidence rate among Black women (38.1/100,000) was 20 times that of White women, and nearly five times that of Latinas.  Black women accounted for 57% of all new infections among women in 2009 (CDC, 2011).  In terms of transmission methods, sex between men accounted for 51% of new infections in 2009, whereas 36% (25% female, 11% male) was attributed to heterosexual sex, 10% (4% female, 6% male) to IDU, and 2% to MSM-IDU (CDC, 2012a).   The reality of these reported figures (CDC, 2012a) is that an estimated one in 16 black men and one in 32 black women will be diagnosed with HIV infection during their lifetime.  
Numerous, often intersectional factors have converged on the lived experiences of Black Americans to create this disparity.  Notably, many of these factors extend beyond that of individuals and instead are imposed at group, population, or structural levels.  The prevailing and common issue is poverty, which is higher among African Americans than most other race groups at 25.8% (US Census Bureau, 2013).  Among the other influencing factors are mass incarceration, lack of housing, low access to medical care, higher rates of other STIs, less contact with prevention initiatives, stigma, and in-group tendencies.  These factors work both directly and indirectly to produce and/or catalyze the disproportionate risk of HIV transmission among Blacks.  
Many past prevention initiatives wrongly assumed the higher rates of HIV among Blacks to be a result of greater participation in risk behavior on the individual level.  It has since been proven that levels of risk behavior regarding substance use and sex are not markedly different among Blacks than other populations, which demonstrates that the context in which the behaviors happen is the potential source of the additional risk of transmission.  In other words, because there is a greater community viral load among Blacks – and because Black communities tend to be closed networks – individuals participating in even one-time or occasional risky behaviors are more likely to be exposed to HIV than those who engage in risk behaviors in settings with a lower total background HIV prevalence.  
Structural factors in the US may also impose greater risk for HIV on Black populations more indirectly as the result of the failure of social services to provide adequate help for the most vulnerable members of society.  In conjunction with a sharp rise in the use of the criminal justice system to handle cases where substance use and mental health are the most prominent problem, increased policing of poor urban communities has resulted in the mass incarceration of Black individuals, especially Black males.  Similarly, the lack of access to financial capital to be able to afford quality legal representation and unfair sentencing practices fuel the incarceration rates of Black individuals.  Non-Hispanic Black males are incarcerated at a rate more than six times that of White males and 2.6 times that of Hispanic males (Glaze, 2011; Hartney & Vuong, 2009).  
It is widely accepted that engagement in activities that could lead to drug-related offenses is similar for Blacks as those of similar socioeconomic status in other race groups.  Yet, Blacks constitute 33.6% of drug-related arrests, 44% of convictions for drug felonies in state court, and 37% of people sent to state prison facilities on drug charges (HRW, 2012).  The implication of increased incarceration among Blacks is twofold for HIV.  First, correctional institutions are high-risk locations for HIV infection due to a lack of access to prevention services and the prevalence of sexual assault.  Furthermore, incarceration by its very nature causes immediate interruptions in employment and housing status, which can limit access to healthcare and other stability-creating resources.  Similarly, the stigma associated with a criminal history makes it more difficult for individuals to reestablish income and shelter upon their release and may disqualify them from public assistance programs.  As a known lynchpin for successful treatment adherence and viral load suppression, the impacts of a disruption in stable housing – whether due to incarceration, low-income, etc. – cannot be understated (NMAC & HW, 2013).  

[bookmark: _GoBack]1.3.3 HIV Among Black MSM
In 2010, black MSM represented an estimated 72% (10,600) of new infections among all black men and 36% of an estimated 29,800 new HIV infections among all MSM.  More new HIV infections (n = 4,800) occurred among young black MSM (aged 13 – 24) than any other age or racial group of MSM.   In 2009, the number of new infections among Black MSM ages 13 – 29 was more than that observed in White MSM ages 13 – 39 (CDC, 2011).  Between 2006 and 2009, a significant and unprecedented rise of 48% in HIV incidence among Black MSM was documented (Prejean et al., 2011).  Despite advances in pharmaceutical therapies for HIV, Black MSM living with HIV fare worse than White MSM on every indicator of what is considered treatment successes.
	In order to understand the trends of HIV among Black MSM, it is crucial to note the groundbreaking recent scholarship by Millett and colleagues, which has confirmed that Black MSM do not engage in more risk behaviors than other MSM, nor are their risks significantly dissimilar to that of other Blacks or other race groups.  As is the case with other race groups of MSM, unprotected anal intercourse is the single greatest risk factor associated with new HIV infections among Black MSM (Millett et al., 2006).  Every sexual encounter Black MSM have in their lifetime carries a 22% higher risk of HIV infection that is not explained by individual factors such as number of partners, participation in commercial sex work, nongay identity, or substance use (Millett, Peterson, & Flores, 2012).  
	One factor that does appears to contribute to the disparity of HIV infection among Black MSM are higher reported rates of past or current STIs and low uptake of STI screenings and treatment (Millett et al., 2006) compared to White and Latino MSM.  Specifically, Black MSM are more likely to report ever having urethral chlamydia, urethral gonorrhea, or pharyngeal gonorrhea (Millett et al., 2006).  The presence of such STIs is known to increase the likelihood of HIV transmission (Fleming & Wasserheit, 1999; Rothenber et al., 2000).  
	Similarly, HIV testing behaviors among Black MSM differ in ways that may be significant in terms of incidence.  Young Black MSM are tested for HIV less frequently than White MSM (CDC, 2002), though testing rates for Black MSM are similar over their entire lifespan compared to White MSM (Millett et al., 2006).  Thus, HIV-positive Black MSM of all ages are less likely to know their HIV status than White or Latino MSM (MacKeller et al., 2005; CDC, 2002; CDC, 2005), and are more likely to be diagnosed later in the progress of HIV infection (Wortley et al., 1995).  Infrequent and delayed testing among Black MSM means that HIV-positive individuals remain out of treatment, and are therefore potentially infectious to partners over a longer period of time.  Indeed, Black MSM are less likely to be on antiretroviral medications that can suppress viral load and decrease the likelihood of infection (Millett et al., 2006). Furthermore, men who are unaware of their HIV infection are more likely to engage in behaviors that may transmit the virus to HIV-negative partners than are men who know their positive status (Colfax et al., 2002).
	The above factors converge in such a way that the higher background prevalence of HIV among Black MSM becomes a factor in and of itself (Millett et al., 2006).  The high rates of unprotected sex that were documented among Black MSM in the early days of the epidemic (Bakeman et al., 1986), the lower rates of access and adherence to ARVs, and the tendency of Black MSM to seek other Black MSM partners for sex and relationships (CDC, 2004; Bingham et al., 2003) contributes greatly to ongoing patterns of infection.  Hence the social networks of MSM are a critical site for future interventions (Millett et al., 2006).  
	Finally, a few common social determinants of HIV infection have also been shown to play a role in the lived experiences of Black MSM.  While these factors may not have remained significant in the above meta-analyses, their existence is certainly not helping Black MSM avoid the greater likelihood of HIV infection that they already face.  Internalized homophobia and racism, violence victimization related to homophobia and racism, religious persecution, and negative perceptions of medical research or settings are all factors that play ancillary roles that contribute to greater vulnerability to HIV risk behavior as well as delaying access to testing and treatment among Black MSM (CDC, 2011).  
Moreover, it is likely that Black MSM experience a range of (both internal and external) life events that have an impact on their overall psycho-social health, which may lead to greater vulnerability for HIV infection if one of a number of psycho-social issues does in fact develop.  Indeed, such a syndemic interaction between factors has been posited to explain HIV vulnerability among MSM generally (Stall, 2003).  Most importantly, this theory also recognizes that race and ethnic origin play a role in creating the greater context in which these positive and negative life events occur, allowing for the possibility that unique syndemic interactions  may also explain a piece of the disparity in HIV incidence and mortality among Black MSM compared to other groups.  




2.0 DESCRIPTION OF THE M2M PROJECT


2.1 M2M PROJECT OVERVIEW

The M2M Project is funded by SAMHSA Grant # SP015018, which is held by Persad Inc., and Pittsburgh AIDS Task Force (PATF), with support for program evaluation from faculty in the Department of Behavioral and Community Health Sciences at the University of Pittsburgh Graduate School of Public Health.  Persad is the second oldest LGBT-centered mental health facility in the United States.  PATF is the largest and oldest AIDS Service Organization in Southwestern Pennsylvania.  
Very generally, M2M Project provides MSM with a safe space to discuss issues related to sex, sexuality, gender identity, and substance use.  The counseling-based intervention uses a series of one-on-one interactions in which surveys are administered, various topics are discussed, and referrals to other resources are made.  The program intends to lower sex and substance use related risks for HIV transmission among study participants.  The M2M Project represents an interesting case study of an HIV intervention that was designed prior to the widespread acceptance of Millett and colleagues’ contributions.  In some ways, the M2M Project represents the average, behaviorally-focused HIV prevention interventions that were being rolled out to Black MSM at the time.  In other ways, the M2M Project included innovations that acted as facilitators of Black MSM’s participation and will allow for potentially striking analyses.
	

2.1.1 Needs Assessment
The M2M Project was developed in response to an evaluation of Pennsylvania Uniform Data System, which revealed that of all individuals reached by HIV resources targeted towards MSM in the Pittsburgh MSA in 2007, only 20% were Black or African American and 76% were Caucasian.  Likewise, about 26% of all resources targeting IDU reached Black or African American individuals.   Thus, the rationale for implementing the M2M Project was to attempt to fill this gap in prevention and care services in the Pittsburgh area utilizing what was known about drivers of HIV among Black MSM at the time (Keane et al., 2009).
	The needs assessment for M2M referred to salient risks and strengths among MACS study participants, a previous sample including a diverse set of MSM residing in Pittsburgh, and data collected from focus groups conducted with Black MSM.  These efforts identified “safer sex fatigue,” recent substance use, and multiple partners of unknown HIV serostatus as the primary risks among Black MSM. (Ostrow et al., 2009).   Strengths that were identified in focus groups included many untapped community resources such as widespread prevention altruism, emerging leadership, and strong social ties (Keane et al., 2009).  

2.1.2 Activities
M2M Project participants completed a series of one-on-one discussions with program staff that were trained as HIV or Drug &Alcohol Specialists.  Upon enrollment participants completed a baseline survey that was developed by SAMHSA and consisted of 118 items related to knowledge, attitudes, and behavior related to HIV risk.  An additional survey – referred to as the “Pittsburgh Survey” – was designed to elicit more regionally-specific data on access to services and explore other behavioral, cognitive, and social domains known to affect HIV and substance abuse behaviors.  Participants then completed a series of four structured conversations with M2M staff, the curriculum for which were based on RESPECT (Kamb et al., 2008) and an adapted version of BASICS (Dimeff et al., 1999; Baer et al., 2004) intervention protocols.
At the first conversation after the baseline survey, the participant was provided with an individualized risk profile based on their responses to a subset of the survey questions.  The four, 45 minute sessions that followed were participant-driven and focused on harm reduction and motivational interviewing techniques to help individuals identify changes they wanted to make towards reducing their risk of HIV transmission and to elicit productive priorities that the individual wanted to achieve in their lifetime.   Upon finishing the four discussions (approximately 30 days) participants completed the SAMHSA survey again, measuring the same dimensions of knowledge, attitudes, and beliefs at exit.  A follow-up survey was conducted three to six months after the exit survey in order to measure the intervention’s impact on participants over time.  
Participants could also choose to participate in a series of additional program activities, which served the dual purpose of recruiting events as participants were encouraged to bring friends.  These monthly events were held at venues with a mixed history of supporting Black MSM, and provided a chance for participants and others to talk about issues that were important to them that may not have been directly discussed during the intervention sessions.  Titled “First Wednesdays,” “Second Tuesdays,” and “Fourth Tuesdays,” the event series became a crucial aspect of the M2M Project because it provided an opportunity for participants to develop affinities, engage in open discussions, and explore affirming activities in safe environments.  First Wednesdays programming typically consisted of dance practice, vogue workshops, and mini-Ball events.  Second Tuesdays was more conversation-based and provided Black MSM with a place to discuss relationships, current events, and other topics.  Second Tuesdays also facilitated several focus groups with M2M Project participants that contributed to the iterative process of developing the intervention’s activities.  Lastly, Fourth Tuesdays was a life-skills workshop that focused on community service and employment opportunities such as resume writing, financial planning, and visioning activities.  
M2M worked with the larger structure of PATF to create a closer relationship with Black MSM, especially those in the Ball community.  M2M created opportunities for Black MSM to demonstrate leadership in the community, express creativity, and increase affinity by hosting events geared towards members of the Ball community.  Two Ball events were held in the lobby of the PATF office space in the East Liberty neighborhood in order familiarize more Black MSM with the location of the office and the space itself as community resource.  Additionally, two regional Ball events were held in conjunction with World AIDS Day in 2011 and 2012.  M2M also produced “Glam Cards” featuring various well-regarded figures in the regional Ball community including Icons, Legends, and House Mothers.  Each card featured a brief biography and statement of empowerment, as well as topics ranging from personal perspectives on HIV to the latest in fashion or Ball news.  The cards were used like trading cards and circulated at several ball events.  
Informal intervention activities also included participating in outside House/Ball events, volunteering, and sharing meals.  Program staff also provided passive referrals to additional services when needs were expressed during intervention sessions.  According to current M2M staff, common referrals include those for healthcare and housing.  

2.1.3	Theoretical Framework
The intervention activities were loosely based on tenants of the Transtheoretical Model (Prochaska & DiClemente, 1986).  Also known as “Stages of Change,” the model recognizes that individuals exist at varying levels of motivation and action when it comes to health related behaviors.  Core constructs of the theory include stages of change, processes of change, decisional balance, and self-efficacy.  
	The M2M Project’s counseling-like activities appear to have been intended to help elicit and understand an individuals’ current stage, and to move them forward in the change process by providing them with information, skills, and resources that makes a change seem worthwhile and possible.  M2M also attempted to raise awareness of HIV and risks related to sex and substance use, improve knowledge of HIV and substance use-related services, and build the nascent Black MSM community in order to have additional impact on participants, despite the fact that these variables were not necessarily able to be matched to theoretical concepts under this model.  These additional activities were included because at the time it was known that Black MSM needed interventions that went beyond traditional effects in order to address the additional burden of HIV documented among the population, while the true drivers of the disparity were unclear.  


2.2 M2M METHODS

2.2.1 	Setting
M2M activities were primarily completed in private rooms in community and organizational settings.  The following community organizations served as regular sites for intervention activities: Pittsburgh AIDS Task Force, Persad Center, Hill House, The Gay and Lesbian Community Center, and Project Silk.  One group of participants – who were currently living in a transitional group home – completed intervention activities at a local coffee house.  Participants met individually with program staff to complete surveys and structured conversations, while all other activities occurred in group settings.  Program staff was available to meet on a drop-in or scheduled basis, and often worked evenings and weekends to accommodate participants’ needs.

2.2.2	Eligibility
Participants were required to be between the ages of 18 and 54, to be able to functionally communicate in English, and to report MSM activity in their lifetime on the baseline survey.  Transgender individuals meeting the age and language requirements were also eligible for M2M.  

2.2.3	Recruitment
The primary means by which participants were recruited for M2M was via the social networks of M2M.  M2M program staff used their peer networks to identify the first wave of potential participants.  These participants were then asked to refer others to the program.   The first wave of participants included members of the House/Ball community, current clients of PATF, and several well-known youth and adult members of the Pittsburgh queer community.  The greatest numbers of Black MSM participants were recruited when they attended one of the popular monthly events hosted by M2M.  By and large, non-White participants in M2M were recruited directly or indirectly through the existing House/Ball community networks.
	Participants could also connect with M2M staff by texting a direct line set up for recruitment purposes.  The text feature was advertised on various media: online, billboards, bus placards, various posters, bar napkins, and cards placed in safer sex kits.   These items were displayed and distributed in both general public and queer-targeted spaces.  A website and targeted online advertising created a web presence that was promoted on social networking sites, mobile phone applications that facilitate interaction between MSM, and community forums for members of the Ball scene.  Promotional items such as water bottles, pedometers, pens, flash drives, and napkins branded with the M2M logo were often given out at recruiting or social events to increase the visibility of the project.   Finally, a small number of participants were recruited through PATF’s general outreach activities such as sign-up sheets at health fairs, or receiving program flyers through testing initiatives.  

2.2.4	Consent
Participants were provided with a “letter of invitation” and formal consent form prior to completing the baseline survey (Appendix A & B).  The parameters set up to protect the anonymity and confidentiality of participants, the intervention and incentive structure, and any potential benefits and risks to participants were also discussed verbally with program staff.  Participants were also offered the chance to ask questions or to delay enrollment in the program before signing the consent form.

2.2.5	Confidentiality	
	The confidentiality of participants was ensured using various methods.   Participants were assigned unique identification numbers to use on all forms and tracking sheets instead of their legal names.  If others asked about the nature of the program when a participant was with program staff, it was said that they were doing a survey about health issues.  Any documentation that required a signature or legal name was collected on an individual piece of paper so that participants did not see the names of other participants.  Surveys, consent forms, and other documents were kept in a locked filing cabinet in the PATF office or in password locked folders on the secure server.  When communicating about the intervention on the phone or in person, staff never referred to PATF or HIV and instead often just referred to “M2M,” “the study,” or “the program.”  Data entry personnel received only de-identified lists of participants and were not privy to participant names.  

2.2.6	Surveys
The SAMHSA-provided baseline survey instrument (Appendix C) consisted of a total of 118 items divided into three sections: demographics, attitudes and knowledge, behavior and relationships.  More specifically, the baseline survey collected information pertaining to participants’ households, perceptions of risk related to sexual behavior and substance use, lifetime and recent levels of substance use and sexual behavior, self-efficacy, religious and family affiliation, and access to prevention and treatment resources.  The instrument was validated for use with adults, and was used across all HIV Prevention Cohort 7 programs, of which M2M is a part (CSAP, 2009).  
	The Pittsburgh Survey instrument (Appendix D) was designed to collect additional information from participants, and also to place their responses in the context of the Pittsburgh region.  For example, participants were asked to identify which service providers they had utilized in the past by selecting from an open-ended list of local providers in addition to indicating their frequency of visits and their perceptions of quality of services.  Numerous validated scales, as well as measures created specifically for the purposes of the M2M evaluation, were included in the instrument.
	HIV prevention altruism is an understudied aspect of behavioral change in the field of HIV prevention; most behavioral theories on which interventions are based assume individuals act primarily in their own interest.   The Pittsburgh Survey included the HIV Prevention Altruism Scale, a subscale of Nimmons 1998, Nimmons & Folkman, 1999, Nimmons et al., 2000 which was demonstrated in O’Dell et al., 2007.   The seven item Likert-type scale measures the level of altruistic motivations regarding prevention of HIV transmission to primary and secondary partners. This was derived from reliability analysis of the altruism subscale of the Other-Sensitive Motivations Scale created by Nimmons et al. (2000), which yielded seven items (a = 0.83) with a total altruism score ranging from 7 to 35.  Items included in the scale are statements such as ‘‘having safer sex shows that I care about my partner’’ and ‘‘I don’t want anyone else to have to go through getting infected with HIV.”  The reliability of this scale in O’Dell et al.’s study was a = 0.91.
	Two scales measured self-efficacy of M2M participants.  The first measured self-efficacy for condom use and asked participants to rate their confidence in performing nine condom use-related behaviors. Examples of items included in this scale are: “I can use a condom properly,” “I can use a condom every time I have penetrative sex,” “I can interrupt sex to use a condom’” “I can delay penetrative sex if a condom is not available.”  Responses for each item range from “strongly disagree” to “strongly agree” on a three point Likert-type scale. Mausbach et al.’s study (2007) summed responses to these nine items to create an overall self-efficacy score from zero to 27, with a high alpha reliability (0.86).
	The second self-efficacy scale specifically measured the ability to negotiate safer sex.  The scale consists of seven items such as: “I can bring up the topic of safer sex with any partner,” “If a partner doesn’t want to use condoms, I can convince him/her to.”  Responses to items on this scale ranged from “strongly disagree” to “strongly agree” on a three-point Likert-type scale. An overall score is produced by summing responses to the seven items with higher scores (up to 21) representing greater self-efficacy. Alpha reliability for this scale was also high in Mausbach’s study (2007).
	The Pittsburgh Survey also contained the revised Multigroup Ethnic Identity Meausure (Phinney, 1992; Roberts et al., 1999), a two-part scale measuring individuals’ identification and affinity with their ethnic or cultural group via the dimensions of exploration and commitment.  Scale items include: “I have spent time trying to find out more about my ethnic group, such as its history, traditions, and customs,” and “I feel a strong attachment towards my ethnic group.”  Responses range from “strongly disagree” to “strongly agree” on a three-point Likert-type scale, and a total score is generated by averaging the scores of the responses together.  Though originally developed for use among adolescents, this scale maintains a high alpha reliability (>.80) when used with a range of race and age groups (Ponterotto et al., 2003; Worrell, 2000).   
	Unique measures created for this instrument included questions that sought to elicit the ways in which participants seek partners, their perceptions of how their recent behavior impacts their likelihood of testing positive for HIV, and open-ended questions to determine commonly used online information sources and behaviors. 

2.2.7	Incentives
Participants who completed all aspects of M2M were eligible to receive a total of $140 in gift cards to a local grocery chain; participants were offered incentives in increments of $20 after completion of a survey or structured conversation session.  Individuals who referred a new participant could also receive additional $20 gift cards per referral who successfully completed the baseline survey.  When program funding allowed, incentives in the form of prizes were often given out during the monthly events series.  Prizes included gift cards, safer sex materials, and iPods for larger events like mini-Balls.  Food and beverages were also often provided at events that took place in the evening or night.   Some Ball events also conferred special titles on the winners of a given category (the divisions in which members of the Ball community arrange to compete during Ball events, which often include criteria or inspiration for aesthetics, appearances, and attitudes on which the participant is judged) at the M2M-sponsored Ball events.  

2.2.8 	Evaluation Plan
The general outcomes or endpoints of interest that the evaluation intends to incorporate are: behavioral data regarding participation in HIV risk during sex and substance use, and identification of risk and protective factors leading to increased or decreased likelihood of HIV infection and/or substance abuse.  The M2M Project was intended to retain a total of 200 participants over five years who completed all aspects of the intervention for the purposes of inclusion in the evaluation.   The evaluation plan includes purposive stratification of equal numbers of Black MSM and non-Black MSM, as well as young and old MSM Table 1).  

Table 1 – Evaluation Subgroups for M2M Sample
	
	Young MSM
	Old MSM
	Total

	Black MSM
	50
	50
	100

	Non-Black MSM
	50
	50
	100

	Total
	100
	100
	n = 200





2.2.9	Accommodations
M2M activities took place in ADA-accessible locations.  Some participants were unable to read the surveys due to vision or literacy issues, and therefore received the information verbally instead.  M2M program staff members were given basic training on proper interview techniques so as to not influence the participant’s responses (Fowler, 1991).   No other accommodations were provided.  





3.0 CRITIQUE OF THE M2M PROJECT
	
The following discussion will approach the critique of M2M so as to reveal the ways in which Black MSM participants experienced the various aspects of M2M, with the goal of identifying possible barriers or facilitators to successful HIV and substance use interventions among Black MSM.  When the participants of HIV interventions include members of diverse populations, it is also crucial to note how members of certain subgroups may have experienced an element of the intervention in a way that was significantly different than that of another group of participants, or how desirable or undesirable unintended outcomes were created.  Such critiques are a useful tool to inform planning for future intervention activities among Black MSM in Pittsburgh.  Likewise, it is important to consider the ways in which the design of an intervention can inadvertently introduce any number of biases to a program and its outcomes.  Certainly, no research is without its limitations.  


3.1 ELIGIBILITY CRITERIA

The inclusion criteria for the M2M Project were likely to exclude two important populations for HIV prevention: youth and those who do not speak English.  Recent national data show that 25% of all new HIV infections in the US are among those aged 13 – 29 (CDC, 2012a).  Reaching this group with HIV prevention services is crucial to reducing future infection rates, and thus it would be helpful to have both a youth and adult program run concurrently, or simply to lower the age at which individuals may consent to participate in the program.  The rate of new infections among Black male youths aged 13 – 24 is fully 11 times higher than that of White male youths, and three times greater than Latino male youths (CDC, 2013).  Young Black MSM ages 13 – 24 are especially affected, comprising more than three-quarters of new infections among young Black men.  In 2010, young Black MSM accounted for the greatest number of new infections (n = 4,800) than any other race, sex, or age subgroup.  Future HIV interventions among Black MSM must not shy away from incorporating youth despite the numerous legal or cultural hurdles that will undoubtedly need to be surmounted in the process. 
Considering the smaller-than-average Latino population in the Pittsburgh MSA (US Census Bureau, 2012), M2M staff were not required to present in Spanish, though they did have access to HIV prevention materials in Spanish.  Additional steps to accommodate non-native English speakers could include a plan to utilize outside translation services for printed materials and to help facilitate intervention sessions when appropriate.  
	It is beyond the scope of the current work to report on the demographics of the M2M sample.  However, there are important considerations worthy of discussion that will be an integral part of the forthcoming evaluation of the M2M Project.  The lack of national data on the Black MSM population – or the MSM population in general – makes it impossible to know whether the M2M sample is representative of the greater Black MSM population.  Thus, it would be inappropriate to generalize the findings of any future analysis to contexts beyond the Pittsburgh region.  It may be possible to validate some aspects of the sample’s representativeness of the Pittsburgh-area MSM population by comparing it to the MACS sample recruited at the Pittsburgh site of the study.  It may be more difficult to make comparisons to minority subgroups of MSM due to relatively small sample sizes.

3.2 SURVEY DESIGN

All data collected from participants were provided on the basis of self-report, which is inherently less reliable than other types of data collection.  Moreover, due to the nature of the subject matter it is likely that social desirability bias (Maccoby & Maccoby, 1954) plays some role in influencing the results of the survey despite efforts on behalf of M2M staff to encourage honesty and instill the spirit of non-judgment.  The alternative, collecting data by direct observation, would be impossible in this case.  Two survey items asked participants specifically about their level of comfort and truthfulness on the survey.  More than 75% of respondents reported being “very comfortable” or “somewhat comfortable,” while 38 % of those who reported being “very uncomfortable” or “somewhat uncomfortable” also reported being “very truthful” (Table 2).
In accordance with research findings showing that participant discomfort can be decreased if intervention staff – Black MSM interviewers/counselors in the case of M2M – are perceived to be similar to the participants themselves, though a computer-based medium for collecting survey data may have reduced further biases (McBurny, 1994).  It is also possible that some participants may have misrepresented a history of MSM behavior in order to gain access to the study, though the ensuing discussions with M2M staff would have revealed a lack of knowledge about MSM behavior, which has not so far been an issue.
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Table 2 – Crosstabulation of Black MSM participants’ comfort vs. truthfulness


In an ever diversifying populace, the race categories used to describe M2M participants that are possible using the SAMHSA instrument are rather simplistic.  The format of the race question on the survey limits responses to just a few race categories and one “other” option (Appendix C).  Such choices do not represent the breadth of possibility regarding the intersections of heritage, ethnicity, race, pigmentation of the skin, culture, self-identification, geopolitical boundaries, and interpretations thereof.  HIV risk may differ systematically between even subtly different race groups, thus more sophisticated measures of race and racial affinity would be useful tools.  Analyses and reporting of race-related data for the M2M Project may be better served to rely on the measures of race included in the Pittsburgh Survey instrument instead.
Indeed, the development of the Pittsburgh survey was inspired by the limits of the SAMHSA questionnaire.  One obvious measure was omitted from both data collection instruments: reported HIV status.  M2M staff discussed HIV status with many individuals, but such data was not recorded in order to protect the rights and privacy of participants.  Thus, it is not known how many HIV-positive individuals participated in the M2M Project, nor can it be determined how many Black MSM reporting negative or unknown serostatus were found to be HIV-positive as a result of their contact with the intervention.  It may have been useful to be able to also break out additional analyses of intervention outcomes based on HIV status, so that future programs focusing on secondary prevention (i.e. prevention-for-positives) strategies could be developed.  
The items regarding HIV testing on the SAMHSA Survey do not match the current recommendations for HIV testing frequency.  Whereas MSM are generally encouraged to get tested at least once a year – or every six months if condom use is inconsistent – starting at age 13 (CDC, 2007), the SAMHSA survey asks only if a person has ever been tested, what type of test it was, and if the result was received.  Thus, the M2M data are unable to determine relevant changes in testing uptake or frequency as a possible result of the intervention’s impact on participants.  In light of the findings of Millett and colleagues, it is prudent that future interventions be able to make such determinations.  


3.3 CORE INTERVENTION ACTIVITIES

The original logic model for M2M (Appendix E) reveals an intended emphasis on traditional drug and alcohol, mental health, and HIV treatment as those services which are most needed among Black MSM, which is also reflected in the planned intervention activities.  As a result of the point in time at which M2M was conceived, the M2M Project’s intervention activities miss the mark on the drivers of HIV infection that were delineated thereafter by Millett’s research and focus more on modifying individuals’ risk behaviors related to sex and substance use.  Therefore, the documented effects of the M2M intervention on Black MSM participants may not be any greater than the moderate effect sizes that are characteristic of behavioral interventions.  
On the other hand, the intervention activities beyond the counseling interactions may contribute to increases in the outcomes of interest in unexpected ways.  For example, the establishment of regular Ball events might have increased prevention altruism among Black MSM participants by creating a sense of community in which members value the contributions of other members.  Unfortunately, the impact of such activities is difficult to measure in a quantitative sense and such data may be entirely lost to future evaluation efforts due to a lack of documentation as a result of the evaluation plan’s narrow focus on the survey data.  Considering the findings of Millett and colleagues, those intervention activities which occurred outside of the behavioral counseling interactions may have been the most likely aspect of the intervention to produce added effect sizes because they have more of a chance of modifying some of the factors now known to be drivers of the disparity.
	Similarly, the need to protect the privacy of participants was detrimental to the ability of the intervention to collect accurate data on the entirety of the intervention dosage that each participant received.  While the participant was imagined to experience many layers of interaction with the intervention (Appendix F), it is nearly impossible to discern what parts of the intervention were completed, other than the counseling interactions which were closely tracked.  In some cases, simple efforts could have made this possible (e.g. sign-in sheets at events), whereas others are more complicated due to regulations or laws (e.g. confirming if a participant was tested at an outside site).  In any case, M2M could have designed a more comprehensive way to record participant dosage beyond the counseling sessions so that the impacts of these other intervention activities might begin to be revealed.
The primary strength of the M2M Project is the inclusion of novel measures such as the HIV Prevention Altruism Scale and access to local services.  Such data has never been collected in a Pittsburgh-based sample of Black MSM, and it will be invaluable should policy decisions need to be made in order to scale up services for Black MSM.  However, since the Pittsburgh Survey was only administered at baseline, longitudinal data on any apparent changes in these meaningful measures are not a possibility for evaluation purposes.
	Both the needs assessment and logic model of M2M emphasizes the need to create more complete care structures for Black MSM.  Despite the fact that the targeted services were somewhat incorrectly focused on substance use and mental health, this part of the intervention is crucial because it began to touch on significant factors such as STI testing/treatment.  The M2M Project provided participants with mostly passive referrals by simply providing information on local resources by request, which was encouraged during the counseling sessions.  Referrals to services were not documented in a consistent manner, which means that it is not known which participants received what type of referrals.  An active referral process may have contributed to an increased impact on HIV risk behaviors by directly facilitating contact with additional resources and services.  Referrals for testing were actively pursued as M2M staff members were certified as testers and testing was available at almost all M2M events and programs.  However, testing is but one part of the HIV prevention and care continuum and active referrals to ARV treatment and STI testing/treatment are needed in future intervention efforts in order to increase intervention effects.  
Successful testing referrals are especially critical to HIV interventions, considering that as many as 44% of MSM  and 59% of Black MSM who are HIV-positive are unaware of their infection (CDC, 2005).  Moreover, recent data has demonstrated that the majority of new infections can be attributed to those who are unaware of their HIV infection unintentionally exposing others (Marks et al., 2006).  By identifying and linking these individuals to medical care, it may be possible to decrease the community viral load among Black MSM.  Decreasing the community viral load is possible through achieving greater access and adherence to ARV therapy for Black MSM; if an individual is on treatment and has a suppressed viral load they are less likely to infect other individuals (Vernazza et al. 2008), leading to notable decreases in HIV transmission at the population level (Das et al., 2010).  Thus, increased access to ARVs and the provision of STI testing (CDC, 1998) could lend additional value to future interventions by helping to identify at-risk individuals and lowering community viral load. 
Moderate attrition rates were documented among Black MSM participants between each of the surveys (Table 3).  The attrition rate between baseline and exit surveys was 23.8%; attrition between exit and follow up was nearly 30%.  Overall attrition from the M2M Project was 40%.  
Table 3 – Attrition Rates of Black MSM Participants
	
	# completing baseline survey (%)
	# completing exit survey
	# completing follow up survey

	Black MSM
n = 225
	225 (100%)
	194 (86.2%)
	135 (60%)



Since average attrition rates for minority MSM participating in HIV interventions have not yet been determined it is possible that participation by Black MSM as a whole may be characterized by higher attrition rates compared to other race subgroups, and that alone explains the rates of attrition documented in the M2M Project.  Black MSM are more likely to experience unstable housing and employment (NMAC & HW, 2013) and therefore it is possible that, as a whole, Black MSM lead a more transient existence, which in turn increases the likelihood of dropping out of a multi-session intervention.  Retention of Black MSM in the M2M Project may have been boosted by having fewer intervention sessions, or an incentive scheme that increased dollar amounts for completing more sessions of the intervention.  




3.4 OTHER ISSUES

Incentives are a source of debate in health research (London, Borasky, & Bhan, 2012), as their role in motivating participation of certain kinds of participants over others is unclear.  M2M participants received a $20 gift card to a popular local grocery chain for each of the seven 45-minute parts of M2M, and $10 for referring another individual to the program.  The monetary value of the gift card incentives was determined to be enough to reimburse an individual for their time and transportation costs, but not enough to act as the sole motivation to participate in M2M.  Prizes were given only at mini-Ball events since prizes are a normal and expected part of the House/Ball culture and gatherings.   The awarding of titles to those who had won various categories in House/Ball competitions was used as a non-monetary incentive that already existed and was held in esteem by the community.  Focus groups conducted during the planning of the intervention confirmed these incentive amounts and structures were appropriate for all potential M2M participants.
	Another notable challenge common in many community-based interventions was the issue of consistency.  Staff turnover complicated the use of social network recruiting, as new employees activated new social networks, but were unable to access previous ones.  For example, a staff member may have been able to reconnect with a participant whose cell phone number had changed via casual interaction outside of M2M-related events.   In many cases, new staff members had difficulty retaining those who were recruited prior to their time simply because of a lack of contact information.  Staff turnover also affected the ability of staff to continue rapport and discussion of topics during sessions.  It is possible that some participants felt less of a sense of trust with the new person, and chose to discontinue their commitment to the intervention.  
	The issue of consistency also manifested in the lack of a trusted, safe space that is always available for programming and/or services that is convenient and accepted by Black MSM.   Community centers did not prioritize M2M programming, and scheduling of drop-in times for M2M participants was changing frequently.  Venues that host Ball events are often informal settings, and no one venue in Pittsburgh is known for hosting more than a few Ball events before they are moved to a new location.  The establishment of a secure, accessible, reliable venue for Ball events, intervention activities, and/or service provision may bode well for all aspects of research and programming, as well as serve to stabilize the Ball community and help to grow their presence as an HIV prevention and care resource for Black MSM (Chono-Hensley et al., 2013).
	Finally, the ways in which minority MSM versus White MSM were recruited was not documented.  Such information would help add to the literature on successful recruitment of minority MSM (Silvestre et al., 2006).  Also the ways in which participants first came in contact with the M2M Project is unknown; this knowledge could provide additional information on the reach of various mediums of outreach in minority MSM communities.  The media company who managed the web presence and public advertising campaign reported little traffic from large media such as billboards and bus placards, but better rates on advertisement click-throughs and unique visitor statistics.  No other metrics of the large media outreach were documented.  M2M staff reported successful waves of recruitment shortly after each time that safer sex kits with M2M info were distributed in local LGBT bars.  However, there is no coherent or exact way to quantify the success or failure of any one particular recruitment method that was employed.  Considering that the density and closed nature of Black MSM sexual networks have been proven to play a role in HIV risk for its members (Oster et al., 2013; Hurt et al., 2012) such data could provide cost-savings to future interventions by identifying successful ways to reach specific demographic subgroups of MSM in the Pittsburgh region.



4.0  CONCLUSION

The disconnect between the drivers of HIV infection named by Millett and colleagues, and the mostly traditional set of behavior change-oriented HIV intervention activities that were delivered to Black MSM by the M2M Project presents an interesting case study in the transition between past and cutting-edge intervention modalities in the field of HIV research.  In one sense, the intervention is not likely to produce outstanding intervention effects for HIV-related outcomes among Black MSM participants because of this disconnect in priorities and activities.  However, as the first intervention that attempted to make a difference in this tragic situation for Black MSM in Pittsburgh there is invaluable information to be gleaned from the program’s successes and shortcomings.  The baseline data on Black MSM in Pittsburgh – especially that regarding access to health services, partner-seeking trends, and resiliencies – is exactly what is needed to guide the provision of resources in the region.  Similarly, the relationships built with the House/Ball community, the programmatic strides, and the inroads that were made in creating a more defined community of Black MSM may serve as a solid foundation on which future interventions can be placed.  This basic wisdom is essential for success and did not exist until M2M made it possible.
Previous generations of HIV research tended to over-represent middle class, White MSM.  Therefore, evaluations of interventions’ feasibility and likability may be skewed towards a context wherein White MSM are considered the standard participant.  This is especially problematic when current interventions intend to engage diverse groups of MSM who bring with them different needs, motivators, life experiences, and characteristics that are not fully accounted for in intervention planning and/or design.  In the case of M2M, a needs assessment and consultation with Black MSM was a part of the design process and careful analysis will surely follow.   However, it is reasonable to suspect that the intervention design – applied equally to all the four subgroups (young and old, Black and non-Black) – may have been inherently more likely to be successful with White MSM, or any one of the four subgroups of participants for that matter.  Engaging stakeholders in the development of an intervention must be an ongoing part of the process, from planning through implementation and evaluation in order to ensure that the intervention is not only scientifically sound but feasible and relevant to the potential participants (Slevin, Ukpong, & Heise, 2012).
Indeed, M2M did involve Black MSM in the planning and implementation aspects of the program.  The successes in recruiting a large sample of Black MSM in the Pittsburgh region should not be understated.  However, some of the Black MSM that were consulted or employed by M2M would not necessarily have been likely to be reached by the recruitment strategies used in M2M due to their proximity to the academic world, their chosen social circle, etc.  Therefore, including stakeholders in public health programs cannot simply mean involving any accessible member of a wide demographic group, but must specifically seek to engage those who are likely participants in the program.  Similarly, interventions targeting social networks must be aware of the limitations imposed by the boundaries between certain social groups, overlaps between those boundaries, and the likelihood of engaging one group over another due to the variance in the nature of social ties.  The development of novel, targeted intervention strategies with proven impacts on minority MSM must receive greater support and attention at all levels within the fields of HIV research, care, and prevention.  Likewise, more complex intervention designs would be more apt to meet the known needs of diverse participants.
The last decade has ushered in a wealth of knowledge and innovation that is well suited to address the disproportionate impact of HIV on Black MSM.  First and foremost, the field has been afforded the chance to elicit the nuances of HIV transmission in the community.  We now know with some certainty that the drivers of HIV transmission among Black MSM include: higher rates of STIs, delayed testing, decreased access to ARV treatment, and the high background prevalence of HIV within the Black MSM population that is the result of the combination of these factors playing out (Millett, Flores, Peterson, & Bakeman, 2007; Millett et al., 2006).  For these reasons, future research and programming would be well-advised to prioritize examinations of what does or does not reliably modify these factors for HIV infection among Black MSM.  These priorities are also consistent with the 2010 National Strategy on HIV/AIDS, which is the first comprehensive plan to combat HIV/AIDS across the United States (ONAP). 
	The larger issue of unequal access to healthcare in the US is inextricable from any discussion of disparities in wellness, disease, or health.    Compared with 13% of Caucasian individuals who are HIV-positive, 22% of African American HIV-positive individuals do not have medical coverage (KFF, 2008).  In the case of private insurance, 44% of African Americans are uninsured while only 14% of Caucasians are uninsured.  Black Americans are also more likely to delay medical treatment due to lack of transportation and distrust of the medical establishment (Wyatt et al., 2008).  HIV treatment is increasingly integrated into traditional healthcare systems, leaving Black MSM with less access to treatment that could reduce viral load simply because of their social location in communities that are underserved by medical care.  While the provisions of the Affordable Care Act (ACA) will replace many aspects of HIV care that are currently earmarked to Ryan White funding streams and increase insurance coverage, it will not be a comprehensive solution.  The ACA does not guarantee everyone adequate coverage, which begs the question of whether using federal dollars to pay health insurance premiums for all those living with HIV wouldn’t actually make more sense, especially in the immediate sense. 
The benefits of reducing the burden of HIV among Black MSM will also impact the Black and MSM communities overall.  The lessons of the past have set up the next generation of public health researchers to make the next major push in the struggle to end the impact of HIV/AIDS domestically and abroad.  This effort must include attempts to build upon successful linkage and retention strategies that show promise in getting Black MSM into HIV-related care (Hightow-Weidman et al., 2012; Christopoulos, Das, & Colfax, 2011; Tinsley & Xavier, 2011; Hightow-Weidman et al., 2011). Certainly the House/Ball community seems to be an appropriate starting point for intervention among Black MSM in Pittsburgh.  Through the mobilization of community and individual strengths, further research into the application of effective biomedical intervention strategies, and the increased provision of attention and resources on a National scale, HIV among Black MSM can begin to be addressed via relentless intervention on the known drivers of the epidemic.   
Future interventions must deliberately focus on the factors that are now known to contribute to the disparity of HIV among Black MSM: increasing testing and treatment for HIV along with other STIs, and create a situation in which Black MSM are willing and able to present for HIV treatment and general medical care.  Black MSM in the Pittsburgh area are severely underserved by HIV prevention and care services.  Whereas other urban areas began to scale-up services to Black MSM in the past decade, the M2M Project was the first of its kind for the Pittsburgh region. M2M demonstrated that it is possible to locate, recruit, and retain Black MSM residing in Pittsburgh for the purposes of HIV prevention and care.  It has also produced a large amount of knowledge regarding the nuances of the local Black MSM community and its members that will serve to inform future efforts to reduce the excessive burden of HIV that is placed on Black MSM by no fault of their own.  The opportunity to develop and implement effective interventions that make meaningful changes in the disparity of HIV among Black MSM is a practical and urgent priority for public health.  
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APPENDIX B
CONSENT FORM
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APPENDIX C
SAMHSA SURVEY INSTRUMENT
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APPENDIX D
PITTSBURGH SURVEY INSTRUMENT
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APPENDIX E
M2M LOGIC MODEL
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APPENDIX F
M2M PARTICIPANT DIAGRAM
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Pi{tsburgh AIDS Task Force (PATF)
5913 Penn Avenue, Second Floor

Pittsburgh, PA, 15206

We would like to invite you to participate in a research study. This study focuses on
behaviors relevant to HIV prevention in Pittsburgh. The study will be conducted by
faculty from the University of Pittsburgh Graduate School of Public Health, Department
of Behavioral and Community Health Sciences.

If you are interested in participating, you can contact the researchers which we list near
the end of this letter. They will describe more about the study for you and if you are stil
interested in participating at that point, they will ask you to complete three surveys,
approximately 6 months apart. These interviews each will last between approximately
30 to 60 minutes. The research team will not contact anyone who does not respond to
the letter for more information. The researchers will not contact or enroll anyone who
does not contact them first. So if you are interested, please contact Darren Morton
whose contact information is listed near the end of this letter.

What are possible risks and benefits from taking part in this study?

Some questions have potential to cause some distress, to some participants. Other
potential risks include the possibility of feeling pressured to complete the survey.
However, your involvement is comptetely voluntary. Even if you initially agree to
participate in the surveys, you may change your mind and refuse to participate in
surveys at any point.

The potential benefits include the opportunity to participate in potentially interesting

surveys. Thatis, some participants may find the surveys interesting, while others may
not.

Will | be paid if | take part in this research study?

If you participate in all three surveys, we will give you $20 in gift cards for a local chain
supermarket. If you only participate in one survey you will receive a $10 gift card.

Who will know about my participation in this research study?

We will not disclose any identifying information to anyone. We will take every possible
precaution to assure confidentiality of your participation and the information you provide.
Any involvement in research carrigs some risk of loss of confidentiality, which in this
case would include loss of confidentiality regarding HiV status and information
regarding risk behaviors. To minimize the risk of a breach of confidentiality, your
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identity will never be linked to the answers you put on the surveys. All materials with
identifying information, such as contact information that is kept only for scheduling
purposes, will be maintained in double-locked filing cabinets and a pass protected
computer with no potential access via the internet or other means. All these study
procedures will be reviewed and approved by the University of Pittsburgh Internal
Review Board. Our program is designed to protect against risk of breach of
confidentiality whenever possible, and all services are in compliance with the
Pennsylvania Confidentiality of HIV-Related information Act (Act 148), mental health
and substance abuse treatment regulations, as well as with the Health Insurance
Portability and Accountability Act (HIPAA) regulations.

If you are interested, or would like more information, please contact the study
coordinater to answer any questions.

Study coordinator: Darren Morton, dvm2@pitt.edu, 323-401-1615
Principal Investigator: Dr. Christopher Keane, crkcity@pitt.edu 412-624-3128

Please note again, that at no point would we provide your contact information to the
researchers or any other organization.
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M2M Project
PATYF/Persad Center

CONSENT FOR PARTICIPATION

TITLE: M2M RESPECT

Source of Support: Substance Abuse and Mental Health Services Administration of the
United States Department of Health and Human Services.

You are invited to take part in an intervention that will help the M2M Project better
impact Men who Have Sex with Men (MSM) to make safe and healthy choices
concerning their substance use and sexual behaviors. By participating in this intervention,
you can help the M2M Project achieve the goal of reducing substance use as it pertains to
HIV infection and secondary infection among MSM in Pittsburgh, PA.

If you agreed to participate in this intervention you will attend 4 individual sessions over
the next month. During these sessions you will explore issues concerning your personal
substance use and your sexual behavior. The men asked to participate in this intervention
are:

- Men who have/have had sex with men

- Belween the ages of 18 and 54

- HIV Postive, HIV Negative or untested

There are a few risks involved in M2M RESPECT. There are also a few things that might
make you feel uncomfortable. These are described below:
Time Commitment:
If you participate, you will be asked to attend 4 one-on-one sessions on 4 separate
days over the course of one month. If this becomes too time consuming, the
schedule can be renegotiated. You can leave M2M RESPECT at any time.

The Risk of Feeling Uncomfortable: :
If you participate in M2M RESPECT, you may feel uncomfortable sharing your
personal information; especially information about your sexual behavior, any
diseases you might have, and any drugs or alcohol that you may have used. The
M2M Project Staff will keep this information about you confidential. However, if
you feel uncomfortable, remember that you can leave M2M RESPECT at any
point. .

The Risk of Sharing Information About Illegal Behavior:

If you participate in M2M RESPECT, you will be asked about substance use,
including nicotine (cigarettes), alcohol, and illegal drugs. There is always a risk
involved when you talk about an illegal behavior like drug use.

It is important to remember that the M2M Project Staff will keep this information
about you confidential. The M2M Project Staff is the only group who can link
what you say to who you are. A file with your information will be kept at the
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M2M Project office at 5150 Penn Ave. in a locked file cabinet. The M2M Project
would never use your name in any publication regarding this intervention or
report your personal information outside the M2M Project.

There are some benefits from participation in M2M RESPECT because the information
you share will help the M2M Project provide better interventions for MSM. For example,
you might benefit from better HTV and substance abuse prevention interventions in your
community. If you participate in M2M RESPECT, you will benefit from gift card
incentives.

For each M2M RESPECT session attended, the participant will receive a $25 gift card for
Giant Eagle, for a total of $100 to complete the intervention. Giant Eagle was chosen for
their-accessibility in addition to theirinventory of other gift cards for the-participant-to -
choose from.

Participants are required to attend all 4 sessions to receive the total gift card benefit.

Voluntary Consént:

The above information has been explained to me and all my current questions have been
answered. ] understand that I am encouraged to ask questions about any aspect of this
intervention and that such questions will be answered by a trained member of the M2M
Project Staff. I am also aware that I may contact a member of the M2M Project Staff at
any time with problems, concerns and questions; obtain information; offer input; or
discuss situations.

By signing this form, I agree to participate in M2M RESPECT.

Participant Signature Printed Name Date

Certification of Informed Consent:

I certify that I have explained the nature and purpose of this intervention to the above
named individuval, and I have discussed the potential benefits and possible risks of
participation. Any questions the participant has about this study have been answered, and
we will always be available to address future questions as they arise.

Printed Name of Person Obtaining Consent Title

Signature of Person Obtaining Consent Date
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Form Approved
OMB No.: 0930-0298
Expiration Date: 04/30/2012

National Minority SA/HIV Prevention Initiative

Cohort 7

Adult Questionhaire

TO BE COMPLETED BY THE LOCAL GRANT SITE DATA COLLECTOR

Last Name_ ) ] s FirstName , ML

. Participant ID #:

RESPONDENT OR PARTICIPANT: Before answering any of the questions, please make
sure your name is correct. If incorrect, make the change in the box above. Do not write
your name on any other page in this questionnaire. Thank you.
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National Minority SA/HIV Prevention Initiative
Cohort7

Adult Questionnaire

Funding for data collection supported by the
Center for Substance Abuse Prevention (CSAP)
Substance Abuse and Mental Health Services Administration {SAMHSA)
U.S. Department of Health and Human Servicas {HHS)

M

These questions are part of a data collection effort about how to prevent substance abuse and HIV infection, The
questions are being asked of hundreds of other individuals throughout the United States. The data findings will be

used to help prevention initiatives learn more about how to keep people from using drugs and getting infected with
HIV.

Completing this questionnaire is voluntary. If you do not want to answer any of the questions, you do not have to.
However, your answers are very important to us. Please answer the questions honestly—based on what you really

do, think, and feel. Your answers will not be told to anyone in your family or community. Do not write your name
anywhere on this questionnaire.

We would like you to work fairly quickly so that you can finish. Please work quietly by yourself. If you have any
questions or don't understand something, let the data collector know.

We think you will find the questionnaire to be interesting and that you will like filing it out. Thank you very much for
being an important part of this data collection effort!

Comgleting this queslionnaire willtzk no more than 2n average of 50 minules per persan. These questions support performance reporfing
for the Government Performance Resuls Act, Performance Assessment Rafing Tool, CSAP's National Outcome Measures, and the COAR

Minority AIDS Initiative, Send comments or questions regarding this burden eslimate or any other aspect of this collection of information to
SAMHSA/CSAP, 1 Choke Cherry Road, Room 5-1115, Rockvile, MD 20857,

INSTRUCTIONS
1. Answer each question by marking one of the answer circles. Some questions allow you to mark more than
one answer. If you don't find an answer that fits exactly, choose the one that comes closest.
2.

Mark your answers carefully so we can tell which answer circle you chose. Do not mark between the circles.

3. ltis very important that you answer each question truthfully. Your responses will not be helpful unless you tell
the truth,

MARKING YOUR ANSWERS
« Use a No. 2 black lead pencil. EXAMPLES
+ Do not use an ink or ballpoint pen.
« Make heavy dark marks that fill the circle completely. Correct Marks:  Incorrect Marks:
¢ Erase cleanly any answer you wish to changs, 0Oe0O0 [~RcyeRA]
.

Make no stray marks on this questionnaire.

CSAP HIV 7 Prevention Initiative —11/2009 Page 1
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Record Management Section: To be Completed by Designated Staff

Grant ID
S|P
Study Design Group (Select one)
O Intervention - - O Comparison - -

Participant ID

I

Date of Survey Administration

17 |71

Month Day Year

Interview Type (Select one)
O Baseline O Exit O Follow-up

Intervention Duration (Select one)

O Single Session Intervention
O Multiple Session Brief Infervention (less than
30 day duration)

O Multiple Session Long Intervention (30 days or
longer duration)

Intervention Name(s) (If the participant is
receiving services for more than one intervention,
please list each intervention below)

Section One: Facts About You

st

First, we'd like to ask some basic questions about you. Your answers will not be used to identify you in any way.
Instead, your answers will help us understand how different groups (iike men or women, or people of similar ages) feel

about substance abuse and HIV prevention.

1. How would you describe yourself? (Gender)

QO Male

O Female

O Transgender
O Male to female
O Female to male

2. In what year were you born? (Enter all four digits
of the year in the boxes below, and fill in corresponding

circles)
I—

CSAP HIV 7 Pravention Initiative — 11/2008

3. Inwhat month were you born?

O January O May O September

O February O June O October
O March O July O November
O April O August O December

4. On what day of the month were you born?

01 0 12 022
02 013 023
o3 0 14 O 24
04 015 O 25
o5 0-16 026
o6 017 O 27
o7 O 18 O 28
(o) O 19 029
09 0 20 0 30
O 10 O 21 O 31
o1

5. Areyou Hispanic or Latino?

O Yes

Page 2
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10.

What is your race? (Select one or more)

QO White

O Black or African American

O American Indian

O Native Hawaiian or Other Pacific Isfander
O Asian

O Alaska Native

O Other

How would you describe yourself?
{Sexual orientation)

O Straight or heterosexual
O Bisexual

O Gay or leshian

O Unsure

What is your primary spoken language?

O English

O Spanish

O Asian (Chinese, Japanese, or cther)

© American Indian (Apache, Blackfoot, Navajo,
or other)

O Other

How long have you lived in the United
States?

O Less than a year
O 1to2years

O 3to4 years

O 5 or more years
O Allmy life

What is the highest level of education you
have finished, whether or not you received a
degree? (Mark the highest grade you have
completed.)

O 1%grade O College freshman
0 2grade O College sophomore
O 3%grade O College junior
O 4"grade  © College completion
O 5"grade O Some graduate school, but
0 6" grade no degree received
O 7"grade O Master's degree
O 8"grade O Some professional school,
o] 9'“"grade (such as medical or law
© 10" grade school) but no degree
O 11" grade received or doctoral
o 12" grade program
Q Doctorate or professional
degree

CSAP HIV 7 Prevention Iniliative ~ 11/200¢

1.

12.

13.

14.

185,

16.

If less than 12 years of education, do you
have a GED {General Equivalency Diploma)?

O Yes
O No

Have you completed a technical or trade
school program (such as beautician,
cosmetology, business, appliance repair,
computer etc.)?

O Yes
O Ne

Which of the following best describes you?
(Mark the one that fits best)

O Employed full time (35+ hours per week)
O Employed part time

O Unemployed (looking for work)

O Unemployed (disabled)

O Unemployed (volunteer work)

O Unemployed {retired)

Q Unemployed (full-time student)

© Unemployed (full-time homemaker)

O Unemployed (other reason)

During the past 12 months, have you driven a
vehicle while you were under the influence of
alcohol?

O Yes
O No
©O Don't know or can't say

Have you ever been in juvenile/adult
detention, jail, or prison for more than 3
days?

O Yes
O No

If YES to question 15, how long has it been
since you last got out of juvenile/adult
detention, jail, or prison?

O Never in juvenile/adult detention, jail, or prison
for more than 3 days

O Fewer than 30 days

O Between 30 days and 1 year
O Between 1 and 2 years

O Between 2 and 3 years

O Between 3 and 4 years

O Between 4 and 5 years

O More than 5 years

End of Section One

Page 3
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Section Two: Attitudes & Knowledge

Next, we'd like to ask you how you feel about substance use and sexual behavior, as well as what you know about
HIV/AIDS. Again, your answers are private and will not be used to identify you.

The ne);t feW qﬁestiuﬁé ask about HOW MUCH you
think people RISK HARMING themselves physically or
in other ways by using alcohol, tobacco, and drugs.

47.  How much do people risk harming
themselves physically or in other ways when
they smoke one or more packs of cigarettes
per day?

O No risk

O Slight risk

O Moderate risk

O Great risk

O Don't know or can't say

18. How much do people risk harming
themselves physically or in other ways when
they smoke marijuana once or twice a week?

O Norisk

O Slight risk

O Moderate risk

QO Great risk

O Don't know or can't say

19. How much do people risk harming
themselves physically or in other ways when
they have five or more drinks of an alcoholic
beverage once or twice a week?

O Norisk

O Slight risk

O Moderate risk

O Great risk

O Don't know or can't say

CSAP HIV 7 Prevention Initiative — 11/2009

The next questions are about your beliefs and atiitudes
toward SEX.

Some of the questions ask about having sex. By sex or
sexual activity, we mean a situation where two partners
get sexually excited or aroused (turned on) by touching
each other's genitals (penis or vagina) or anus (butt)
with their own genitals, hands, or mouth.

When a male inserts his penis into his female partner's
vagina, the partners are considered to be having
vaginal sex.

‘When one partner's mouth is in contact with the other
partner's genitals (penis or vagina) or.anus during sex,
the partners are considered to be having oral sex.

When a male's penis is inserted into his male or female
partner's anus, the partners are considered to be
having anal sex.

Some questions ask about sexual partners. A sexual
partner is someone with whom you have sex, that s,
engage in sexual activity.

Some questions refer to protected sex and unprofected
sex. Protected sex is when a latex or polyurethane
condom (rubber} is used to cover the penis; a female
condom is used to cover the vagina; or a dental dam is
used to cover the anus. By unprotected sex, we mean
vaglnal, oral, or anal sex without 2 barrier such as a
condom or dental dam.

How much do you think people risk harming
themselves physically:

20. If they have oral sex without a condom or
dental dam? L
O No risk
O Slight risk
O Moderate risk
O Great risk

. omm  Paged





image11.jpeg
21.

22.

23.

24,

25.

If they have vaginal sex without a condom?

O No risk

O Slight risk

O Moderate risk
O Great risk

If they have anal sex without a condom?

O No risk

O Slight risk -

O Moderate risk
O Great risk

If they have sex under the influence of
alcohol?

O No risk

O Slight risk

O Moderate risk
O Great risk

If they have sex while high on drugs?

O No risk

O Slight risk

O Moderate risk
O Great risk

If they share nonsanitized needles or works
when using drugs? (“Works" refer to supplies
used for injecling drugs)

O No risk

O Slight risk

O Moderate risk
O Great risk

28, Tell your partner how to treat you sexually?

O Notatall
Q Alittle

O Somewhat
O Very much

29. Refuse to engage in sexual practices you
didn’t 1kke?

O Notatall -
O Alittle

O Somewhat
O Very much

30. Ask your partner to use a condom or dental
dam?

O Notatall
O Alittle

O Somewhat
O Very much

31. Refuse to have sex because your partner did
not want to use a condom or dental dam?

O Not at all
O A little

O Somewhat
O Very much

The next set of questions ask how likely you are to do
certain behaviors in the future.

The next questions ask more about your attitudes and

beliefs about sex.

In your relationship with your PRIMARY (MAIN)
partner, how confident are you that you could:

26.

27.

Refuse to have sex with your partner because

you weren't in the mood?

O Notatall
O Alitile

O Somewhat
O Very much

Ask your partner to wait while you got a
condom or dental dam?

O Notatall
O Alittle

O Somewhat
O Very much

CSAP HIV 7 Prevention Iniliative —11/2009

In the next 6 months, how likely are you...

32. To drink five or more alcoholic drinks in one
sitting?

O Not at all likely
O Alittie likely

O Somewhat likely
O Very likely

33. Touse any illegal drugs (including
prescription drugs) to get high?

O Not at all likely
O Alittle likely

O Somewnhat likely
O Very likely

34, To use Injection drugs without a doctor's
orders, just to feel good or to get high?

O Not at all likely
O Alittle likely

O Somewhat likely
O Very fikely

Page §
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35. To use clean needles when injecting drugs?
O | do not use injected drugs

O Not at all likely
O Alittle likely

O Somewnhat likely
O Very likely

36. To practice safe sex?

O Not intending to have sex during the next 6
months

QC Not at all likely
O Alittle likely

O Somewhat likely
O Very likely

HIVIAIDS — What You Know

Please indicate whether you think each of the
following statements about HIV/AIDS is true or
false, or if you don't know.

37.  Only people who look sick can spread the
HIVIAIDS virus.

O True
O False
O Don't know

38. Only people who have sexual intercourse
with gay (homosexual) people get HIV/AIDS.

O True
O False
O Don't know

39. Birth control pills protect women from getting
the HIV/AIDS virus.

O True
O False
O Don't know

40. There are drugs available to treat HIV that can
lengthen the life of a person infected with the
virus.

O True

O False
O Don't know

CSAP HIV 7 Prevealion Initiative —11/2008

41.  There is no cure for AIDS.

O True
O False
O Don't know

42, Young people under age 18 need their
parents’ permission to get an HIV test.

O True
Q False - -
O Don't know

The next questions ask about health care services.

43.  Would you know where to go in your
neighborhood to see a health care
professional regarding HIV/AIDS or other
sexually transmitted health issues?

O Yes
O No

44,  Would you know where to go in your
neighborhood to see a health care
professional regarding a drug or alcchol
problem?

O Yes
O No

45, Have you ever been tested for the HIV virus
that causes AIDS?

O Yes
O No

46. |f YES to Question 45, what type of HIV test
was it?

O Never tested for HIV/AIDS

O Oral (Mouth) test (OraSure/OraQuick Rapid
Saliva Test or other)

O Urine test

O Blood test in a clinic or doctor's office
(Western Block or other)

O More than one test conducted in a clinic or
doctor's office

O Home test kit

O Don't know
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AT.

If YES to question 45, did you receive or go
back to get your results?

O Never tested for HIV/AIDS

O Yes
O No

The next few questions ask about your religious or
spiritual beliefs and how they may affect your daly life.

The following questions ask about your relationships.

Thinking about all the people you know...

48.

49.

50.

51.

Are there any people you could go to when
you want to talk about things having to do
with your own health?

O Yes, there are people | can talk with
O No, there is no one | can talk with

Are there any people you could talk with
about personal issues having to do with sex?

O Yes, there are people | can talk with
O No, there is no one | can tak with

Are there any people you could talk with
about personal issues having to do with
alcohol or drug use?

O Yes, there are people | can talk with
O No, there is no one | can talk with

Are there certain people you could go to if
you need to talk about other perscnal matters
that you wouldn’t tell just anyone?

O Yes, there are people | can talk with
O No, there is no one | can talk with

CSAP HIV 7 Preventian Initiative —11/2009

52. In general, how important are religious or
spiritual beliefs in your day-to-day life?

QO Not at all important
O Not too important
O Fairly imporiant

O Very impertant: -

53, When you have problems or difficulties with
your school (education), work, family, friends,
or personal life, how often do you seek
spiritual guidance and support?

O Never

O Rarely

O Sometimes
O Often

O Almost always

54. How spiritual or religious would you say you
are?

O Not spiritual or religious at all
O Not too spiritual or religious

O Fairly spiritual or religious
O Very spiritual or refigious

End of Section Two
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Section Three: Behavior & Relationships

Cigarettes, Alcohol and Drugs

The next two questions are about CIGARETTES and
OTHER TOBACCO PRODUCTS.

Think back over the past 30 days and record on how
many days, if any, you used cigarettes and/or other
| tobacco products.

55. During the past 30 days, on how many days
did you smoke part or all of a cigarette?
(Includes menthol and regular cigarettes and
loose tobacco rolled into cigarettes)

O Odays O 12 days O 24 days

O 1day O 13 days O 25days

Q 2 days O 14 days O 26 days

O 3days O 15days O 27 days

O 4days O 18 days O 28 days

O 5days O 17 days O 29 days

O 6 days O 18days O 30days’

O 7 days O 19days O Don't know
O 8days O 20 days or can't say
O gdays QO 21 days

O 10days O 22days

O 11days O 23 days

56. During the past 30 days, on how many days
did you use pther tobacco products?
(Includes any tobacco product cther than
cigarettes such as snuff, chewing tobacco, and
smoking tobacco from a pipe)

O 0days O 12 days O 24 days

O 1day QO 13 days O 25days

O 2days O 14 days O 26 days

O 3days O 15days O 27 days

O 4 days O 16days O 28 days

O 5days O 17 days O 29 days

O 6 days O 18days O 30 days

O 7 days O 19 days O Don't know
O 8days O 20days or can't say
QO 9days O 21days

O 10days O 22days

O 11days O 23days

CSAP HIV 7 Pravention Iniliative —11/2009

The next two questions are about ALCOHOL.,
By alcahol, we mean BEER, WINE, WINE COOLERS,

.MALT.BEVERAGES.or HARD.LIQUOR.

Different groups of people in the United States may use
alcohol forreligious reasons. For example, some
churches serve wine during a church service. [f you
drink wine at church or for some other religious reason
do not count these times in your answers to the
auestions below.

Think back over the past 30 days and record on how
many days, if any, you consumed alcohol.

57. During the past 30 days, on how many days
did you drink one or more drinks of an
alcoholic beverage?

O Odays O 12 days O 24 days

QO 1day O 13 days O 25 days

O 2days O 14 days O 26 days

O 3days O 15 days O 27 days

O 4days O 16days O 28days

O 5days O 17 days O 29 days

O 6days O 18 days O 30 days

QO 7 days O 19 days O Don't know
O 8days O 20 days ‘or can't say
O 9days QO 21 days

O 10days O 22days

O 11days O 23days

58. During the past 30 days, on how many days

have you been drunk or very high from
drinking alcoholic beverages?

O 0 days O 12days O 24 days

O 1day O 13 days O 25days

O 2days O 14 days O 26 days

O 3days O 15days O 27 days

O 4days O 16 days O 28 days

O 5days O 17days O 29 days

O 6 days O 18 days O 30 days

O 7 days O 19days O Don't know
O 8days O 20 days or can't say
O 9days O 21days

O 10days O 22days

O 11days O 23days
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The next question is about MARIJUANA or HASHISH.

Marijuana is sometimes called weed, blunt, hydro,
grass, or pot. Hashish is sometimes called hash or
hash oil.

Think back over the past 30 days and record on how
many days, if any, you used marijuana or hashish.

Now we would like to ask about your use of several
speclfic drugs during the past 30 days.

59. During the past 30 days, on how many days
did you use marijuana or hashish?

O Odays O 12days Q 24 days

O 1day O 13 days Q 25 days

O 2 days O 14 days O 26 days

O 3days O 15 days O 27 days

O 4 days O 16 days O 28 days

O 5days O 17 days O 29 days

O 6days O 18 days O 30 days

O 7 days O 19days O Don'tknow
O 8days O 20 days or can't say
O 9days O 21 days

O 10days O 22days

O 11days O 23days

The next question is about OTHER ILLEGAL DRUGS,
excluding marijuana or hashish.

These include substances like inhalants or sniffed
substances such as glue, gasoline, paint thinner,
cleaning fluid, or shoe polish (used to feel good or get
high), heroin, crack, or cocaine, methamphetamine,
hallucinogens (drugs that cause people to see or
experience things that are not real) such as LSD
(sometimes called acid), Ecstasy (MDMA), PCP,
peyote (sometimes called angel dust), and prescription
drugs used without a doctor's orders, just to fesl good
or to get high.

Think back over the past 30 days and record on how
many days, if any, you used other illegal drugs.

60. During the past 30 days, on how many days
did you use any other jflegal drug?

O Odays O 12 days C 24 days

O 1day O 13 days O 25 days

O 2days O 14 days O 26 days

O 3days O 15 days O 27 days

O 4days O 16 days O 28 days

O 5days O 17 days O 29 days

QO 6days O 18 days O 30 days

O 7 days O 19days O Don't know
O 8days O 20 days or can't say
O 9days O 21days

O 10days O 22days

O 1tdays O 23days

CSAP HIV 7 Prevenlion Initiative ~11/2009

61. During the past 30 days, on how many days
did you use cocaing or crack?

O Odays © 12 days O 24 days

O 1day O 13days O 25 days

O 2days O 14 days O 26 days

O 3days O 15days O 27 days

O 4days” O 16days O 28days

O 5days O 17 days O 29 days

O 6days O 18days O 30days

O 7 days O 19days O Don'tknow
O 8days © 20 days or can't say
O 9days O 21days

O 10days O 22days
O 11days O 23days

62. During the past 30 days, on how many days
did you use methamphetamine? (Also called
meth, crystal meth, crank, go, and speed)

O 0days O 12 days O 24 days

O 1day O 13 days O 25 days

C 2days O 14 days O 26 days

O 3days O 15days Q 27 days

O 4days O 16 days O 28 days

O 5days O 17 days O 29 days

O 6 days O 18 days ©O 30 days

O 7days O 19 days O Don't know
Q 8days O 20 days or can't say
O 9days O 21days

O 10days O 22days
O 11days O 23days

63. During the past 30 days, on how many days

have you used prescription drugs without a
doctor's orders, in order to feel good or to get

high?

O 0days O 12days O 24days

O 1day O 13 days O 25days

O 2days O 14 days O 26 days

QO 3days O 15 days O 27 days

O 4days O 16 days O 28 days

O 5days O 17 days O 29 days

O 6days O 18 days O 30 days

O 7 days QO 19days O Don't know
O 8days O 20days or can't say
O 9days O 21 days

O t0days O 22days
O i1days O 23days
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64,

During the past 30 days, on how many days
have you jnjected any drugs? (Count only
injections without a doctor's orders you used to
feel good or to get high.)

O 0days O 12 days O 24 days

O 1day O 13 days O 25 days

O 2 days O 14 days O 26 days

O 3days O 15 days O 27 days

O 4 days O 16 days O 28 days
‘O 5days - O-17 days O 29-days

O 6 days O 18 days O 30 days

QO 7 days © 19 days Q Don't know
O 8 days O 20 days or can't say
O 9days O 21days

O 10days © 22days

O 11days O 23days

65. During the past 30 days, how stressful have

66.

things been for you because of your use of
alcohel or drugs?

O | have not used alcohol or drugs in the past 30
days

O Notatall

- O Somewhat

O Considerably
O Extremely

During the past 30 days, has your use of
alcohol or drugs caused you to have
emotional problems?

O | have not used alcohol or drugs in the past 30
days

O Not atall

O Somewhat
O Considerably
O Extremely

CSAP HIV 7 Pravention Initiative ~11/2008

The next few questions ask about the FIRST TIME you
used a substance.

Think back whether you have EVER used any
substances. If so, what was your age the FIRST TIME
you used the following substances.

67.

68.

How old were you the first time you smoked
part or all of a cigarette? (Includes menthol and
regular cigarettes and loose tobacco rolied into
cigaréttes) = - ° o

O | have never smoked part or all of a
cigarette

O 5 years old or younger O 20 years old

O 6yearsold O 21 years old
O 7 years old O 22 years old
O Byears old O 23 years old
O 9years old O 24 years old
O 10 years old O 25 years old
O 11 years old O 26 years old
O 12 years old O 27 years old
O 13 years old O 28 years old
O 14 years old O 29 years old
O 15.yearsold - 0 .30 years old
O 16 years cld O Over 30

O 17 years old years old

O 18 years old O Don't know

Q 19 years old or can't say

How old were you the first time you used any
other tobacco product? (Inciudes any tobacco
product other than cigarettes such as snuff,
chewing tobacco, and smoking tobacco from a
pipe)

O | have never used any other tobacco products
O 5 years old or younger O 20 years old
O 6 years old O 21 years old
O 7 years old O 22 years old
O 8 years old QO 23 years old
O 9years old Q 24 years old
O 10yearsold™ "~ O 25vyears old
O 11years old O 26 years old
O 12years old O 27 years old
O 13 years old O 28 vyears old
O 14 years old O 289 years old
O 15 years old O 30 years old
O 16 years old O Over 30

O 17 years old years old

O 18 years old O Don't know
O 19 years old or can't say
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69.

70.

How old were you the first time you had a
drink of an alcoholic beverage? {Includes
beer, wine, wine coolers, malt beverages, and
liquor) DO NOT include any time when you only
had a sip or two from a drink.

O 1 have never had a drink of an aicoholic
beverage

O S5years old aryounger O 20 years old
O Byearsold - - O 21 years old
O 7 years old O 22 years old
O 8years old O 23 years old
O 8 years old O 24 years old
O 10 years old O 25 years old
O 11 years old O 26 years old
O 12 years old O 27 years old
QO 13 years old O 28 years old
O 14 years old O 29 years old
O 15 years old O 30 years old
O 186 years old O Over 30

O 17 years old years old

O 18 years old O Don't know

O 19 years old or can't say

How old were you the first time you uséd

marijuana or hashish? (Also known as grass,
pot, hash, or hash oil}

O | have never used marijuana or hashish
O 5years old oryounger O 20 years old
O 6 years old O 21 years old
O 7 years old O 22 years old
O 8 years old O 23 years old
O 9years old O 24 years old
O 10 years old O 25 years old
O 11 years old O 26 years old
O 12 years old O 27 years old
O 13 years old O 28 years old
O 14 years old O 29 years old
O 15 years old O 30 years old
O 16 years old O Over 30

O 17 years old years old

O 18 years old O Don't know
O 19 years old or can't say

CSAP HIV 7 Pravention Initiative —11/2008

74.  How old were you the first time you used any
other illegal drug?

O 1 have never used any other illegal drugs
O 5 years old or younger O 20 years old
O 6 years old O 21 years old
O 7 years old O 22 years old
O 8 years old O 23 years old
O 9years old O 24 years old
©-10 years old O 25 years-old -
O 11 years old O 26 years old
O 12 years old O 27 years old
O 13 years old O 28 years old
O 14 years old QO 29 years old
O 15 years old O 30 years old
O 16 years old QO Over 30

O 17 years old years oid

O 18 years old O Don'tknow
O 19 years old or can't say

e ———— e ettt et

Sexual Behavior

e et

Now we'd like to ask you about your experience with
sex. IFyou cannot remember what we mean by sex,

please refer to the definitions on page 4. Remember,
your answers are private.

72. Have you ever had sex (either vaginal, oral, or
anal)?

O Yes
Q No

73. Have you had oral sex in the past 30 days?

O Yes
O No

74. The fast time you had oral sex, was it
protected or unprotected?

O | have never had oral sex

O Prolected
O Unprotected

75.  Have you had yaginal sex in the past 30
days?

O Yes
O No
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76.

7.

78.

The last time you had vaginal sex, was it
protected or unprotected?

O | have never had vaginal sex

O Protected
O Unprotected

Have you had anal sex in the past 30 days?

O Yes
O No

The last time you had anal sex, was it
protected or unprotected?

O | have never had anal sex

O Protected
O Unprotected

The next set of questions asks more specifically about

your sexual behavior. Some questions refer to the past

3 months-and others to your experience ever.

79.

80.

81.

82,

83.

84,

In the past 3 months, have you had sex with
any men?

O Yes
O No

Are you a woman who has sex with men?

O Yes
O No

Are you a man who has sex with men?

O Yes
O No

In the past 3 months, have you had sex with
any women?

O Yes
O No

Are you a man who has sex with women?

O Yes
O No

Are you a woman who has sex with women?

O Yes
O No

CSAP HIV 7 Prevention Initiative —11/2009

85.

86.

87.

88.

89.

90,

91,

During the past 3 months, how many sexual
partners have you had?

QO None O 6 people

O 1 person O 7 people

O 2people QO 8 people

O 3people O 9 people

O 4 people QO 10 people or more
O 5 people

Have you ever had unprotected sex (vaginal,
anal, or oral) with someone in exchange for
money, drugs, or shelter?

O Yes
QO No

1n the past 3 months, have you had
unprotected sex (vaginal, anal, or oral) with
someone in exchange for money, drugs, or
shelter?

O Yes
O No

Have you ever had unprotected sex (vaginai,
anal, or oral) with a partner you know had, or
suspected of having a sexually transmitted
disease (STD)?

O Yes
O No

In the past 3 months, have you had
unprotected sex {vaginal, anal, or oral) with a
partner you know had, or suspected of
having a sexually transmitted disease (STD)?

O Yes
O No

Have you ever, had unprotected sex (vaginal,
anal, or oral) with a partner you know had, or
suspected of having HIV/AIDS?

O Yes
O No

In the past 3 months, have you had
unprotected sex (vaginal, anal, or oral) with a
partner you know had, or suspected of
having HIVIAIDS?

QO Yes
O No

Page 12




image19.jpeg
92,

93.

94.

95,

Have you gver had unprotected sex {vaginal,-
anal, or oral) with someone whom you knew
was, or suspected of being an injected drug
user?

O Yes
O No

In the past 3 months, have you had
unprotected sex (vaginal, anal, or oral) with

“sdm#ohe whom you knew was, or suspected

of being an injected drug user?

O Yes
O No

Have you ever had sex while you were under
the influence of drugs or alcohol?

O Yes
O No

In the past 3 months, have you had sex while
you were under the influence of drugs or
alcohol?

O Yes
O No

The next few questions ask about abuse you might
have experienced.

In the past 3 months, how often has anyone with
whom you had an intimate relation, sexual or not...

96.

97.

Emotionally abused you (swore at you, called
you negative names, kept you from seeing
family or friends)?

O Never
O Rarely
O Sometimes
O Often
O Very often

Physically abused you (slapped, beat, kicked,
or choked you; threatened you with a knife or
agun)?

O Never
O Rarely
O Sometimes
O Often
O Very often

CSAP HIV 7 Prevention Initiative —11/2008

Sexually abused you (forced you to have sex,
physically hurt the sexual parts of your
body)?

O Never
O Rarely
O Sometimes
O Often
O Very often

Forced you to use drugs or alcohol?

O Neaver
O Rarely
O Somstimes
O Often
O Very often

]

Family, Relationships and Work

e e

100.

101.

102.

Describe your current relationship status.

O Single (never married)

O Informally married or living with a permanent
partner

O Legally married

QO Separated

O Divorced or broken up from an informal
marriage

O Widowed

With whom do you live?
{Mark alf that apply}

O Alone

O With my mother

O With my father

O With my brother(s) and/or sister(s)
O With my grandparent(s)

QO With other relatives or guardian

O With my spouse or significant other
O With my child or my children

Q With roommates

O OCther

Describe where you live.

O in my own home or apartment
O In arslative's home

QO Ina group home

O Inafosterhome

O Homeless or in & shelter

O Other
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103,

104.

105.

106.

107.

At what age did you have your first child?

O No children

O 9to 13 years old

O 14 to 18 years old

O 19 to 25 years old

O 26 to 34 years old

O 35 years old or older

How many children under the age of 18 are
living with you?

o0

O 1t02
O34

O 5108

O More than 8

If you have children, during the past 12
months, how many times have you talked
with your children about the dangers or
problems associated with the use of tobacco,
alcohol, or drugs?

O | don't have any children

O Otimes

O 1to2times

O A fewtimes

O Many times

O Don't know or can't say

Think about the household members that live
with you right now. About how much income
have you and/or your family members made
in the last year before taxes? (Include child
support and/or cash payments from the
government, for example, welfare [TANF], SSI,
or unemployment compensation)

O §$0-510,000

© $10,001-320,000

O $20,001-$30,000

O §30,001-$40,000

O $40,001-$50,000

O $50,001-$60,000

O More than $60,000

Do you have health care or medical
insurance?

O Yes
O Ne

CSAP HIV 7 Prevention Initialive —11/2009

108. Would you be more or less likely to want to

work for an employer that tests its employees
for drug or alcohol use on a random basis?
Would you say more likely, [ess likely, or
would it make no difference to you? (Mark
one)

O More likely

O Less likely

O Would make no difference
O Don'tknow or can't say

The next set of questions asks about your family's
relationships.

109. I'm available when others in my family want

to talk to me.
O | don't have any family

O Not true

O Sometimes true
QO Usually true

O Always true

410. 1listen to what other family members have to

say, even when | disagree.
O |don't have any family

O Not true

O Sometimes true
O Usually true

O Always true

111. Members of my family ask each other for

help.
O ldon't have any family

O Nottrue

O Sometimes true
O Usually true

O Always true

112. Members of my family fike to spend free time

with each other.

O 1don't have any family

O Not true

O Sometimes trus
O Usually true

QO Always true
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113. Members of my family feel very close to each
other.

O | don't have any family

O Not true

O Sometimes frue
O Usually true

O Always true

144. We can easily think of things to do together-
as a family.

O | don't have any family

O Not true

O Sometimes true

O Usually true '
O Always true

The next two questions ask about programs or
classes you may have attended recently.

115, In the past 30 days, have you been in any
classes or programs where they talked about
prevention of drug or alcohol abuse?

O Yes
O No

116. In the past 30 days, have you been in any
classes or programs where they talked about
preventing HIVIAIDS?

O Yes
O No

The last two questions ask about your experience
with this survey.

117. How comfortable was it for you to answer the
questions in this survey?

O Very comfortable

O Somewhat comfortable
© Somewhat uncomfortable
O Very uncomfortable

118. How truthful were you when answering the

questions?
o YOU ARE DONE!
ery truthful i
O S t truthful
S Somovhet ot , Thank you for your help!

O Very untruthful

CSAP HIV 7 Prevention Initiative ~11/2009 Page 15
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M2M
BASELINE Evaluation

These evaluation questions are intended to assess HIV and substance abuse, risk factors leading to
HIV and substance abuse, and “protective” factors that help ndividuals avold HIV and substdnce
abuse. They are to be filled out by M2M participants with guidance from the study coordinator or
another member of the research team, before beginning the M2M RESPECT program.

Completing this questionnaire is voluntary. If you do not want to answer any of the questions, you
do not have to. However, your answers are very important to us. Please answer the questions
honestly - based on what you really do, think, and feel. Your answers will not be told to anyone in
your family or community. Do not write your name anywhere on this questionnaire,

For research purposes, we ask that you please write your participant identification number in the
top right-hand corner of every page of this questionnaire as well as below in the space provided.
Your participant identification number is the first 2 letters of your mother's name followed
by the month, day, andyear.ofyourbirth.as an.8-digitnumber. For example, if your.mother's .
name is Mary and your birthday is June 25, 1979, your pin number will be MA06251979. Please be
precise when creating this pin number, as you will be asked to use it again in the future. Please
write the number on each page of your questionnaire packet now.

We would like you to work fairly quickly so that you can finish. Please work quietly by yourself. If
you have any questions or do not understand something, let the study coordinator or other
research team member in the room know.

Remember to carefully read the instructions at the top of each page, as some parts of the survey
vary in the way they are to be filled out.

Thank you for your participation in this very important part of the M2M Project.

Date: Participant ID#:

For Office Use only

Name of Interviewer: Site ID:





image23.jpeg
Pin#

Please respond to the following questions by circling the number that indicates the degree to
which you agree or disagree with the statement. 1 is the greatest disagreement and 5 is the
greatest agreement. Circle the response that best applies to you.

Neither

Strongly disagree or Strongly

disagree agree agree
1. Having safer sex shows that [ care 1 2 3 4 5
about my partner. .
2.1don't want anyone else to have to 1 2 3 4 5
go through getting infected with HIV.
3.1 t'ell f}'lends when they're taking 1 2 3 4 5
stupid risks.
4. Part of being in a committed
relationship is protecting each other 1 2 3 4 5
from HIV.
5. By having safer sex, | am setting an 1 2 3 4 5
example for others,
6. Having safer sex is one way for me
to teach others about it. 1 2 3 4 5
7. Having safer sex is good for my 1 2 3 4 5
partner as well as for me.

8. Do you prefer to have a partner of the same HIV status?
O Yes
o No

0O 1donot consider HIV status when choosing a partner

~
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Please respond to the following questions by rating your agreement or disagreement with the

statement. 0 is the greatest disagreement and 3 is the greatest agreement. Circle the response that
best applies to you.

Strongly ~Somewhat Somewhat Strongly

disagree disagree agree agree

9.1 can use a condom properly. 0 1 2 3
10.1 can use a condom every time | have o 1 2 3
penetrative sex.
11. | can have condoms available every 0 1 2 3
time | have penetrative sex.
12.1 can use a condom in any situation. 0 1 2 3
13. 1 can interrupt sex to use a condom. 0 1 2 3
}4-. 1 canusea condom without any 0 1 P 3
instruction.
15. 1 can use a condom for penetrative sex
while under the influence of drugs or 0 1 2 3
alcohol.
16. [ can delay penetrative sex ifa

. . 0 1 2 3
condom is not available.
17. 1can use a condom for penetrative sex

0 1 2 3

even when | am very sexually aroused.

18. Do you intend to use a condom during your next sexual encounter involving receptive/insertive
anal penetration? Circle on the scale of 1-7 how likely thisis. 1is not likely and 7 is very likely.

Certafaly Will Not 1 2 3 4 5 6 7

Most Certainly Will
Use A Condom

Use a Condom
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Please respond to the following questions by rating your agreement or disagreement with the

statement. O is the greatest disagreement and 3 is the greatest agreement. Circle the response that
best applies to you.

Strongly Somewhat Somewhat Strongly

disagree  disagree agree agree
19. 1 can bring up the topic of safer sex 0 1 2 3
- with any partner.
20.1 can negotiate condom use with any 0 1 2 3
partner,
21.1could get my partner to use a condom
X b 0 1 2 3
if he doesn't want to.
22.1can convince my partner(s) that
. 0 1 2 3
condoms are erotic.
23.ifa partner doesn't want to use
. . 0 1 2 3
condoms, 1 can convince him to do so.
24. Partners will agree to use condoms if [
0 1 2 3
act hot.
25.1 can persuade partners to try different 0 5 2 3
types of condoms.

26. How/Where do you find sexual partners? Choose all thatapply.

Bars

Bathhouses

Internet

Mobile Phone Applications, like ‘Grinder’

Cruising Spots (spots other than bars or bathhouses where you know other men go to look
for a sexual partner)

LGBT Events

O Other - Please Describe:

oCc o000

c
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27. Onascale from 1 to 7, given your sexual activity within the last 30 days, how surprised would
you be if you tested positive for HIV?

Absolutely 1 2 3 4 5 6 7

Extremely
WNot Surprised

Surprised

Please explain why you think this:

28. My ethnicity is (Please choose all that apply.)

Asian or Asian American, including Chinese, Japanese, and others

Black or African American

Hispanic or Latino, including Mexican American, Central American, and others
White, Caucasian, Anglo, European American; not Hispanic

American Indian/Native American

Mixed; Parents are from two different groups

Other '

Unknown

0O0O00C000O0

29. My father’s ethnicity is (Please choose all that apply.}

Asian or Asian American, including Chinese, Japanese, and others

Black or African American

Hispanic or Lating, including Mexican American, Central American, and others
White, Caucasian, Anglo, European American; not Hispanic

American Indian/Native American

Mixed; Parents are from two different groups
Other

Unknown

00000000

30. My mother's ethnicity is (Please choose all that apply.)

Asian or Asian American, including Chinese, japanese, and others

Black or African American

Hispanic or Latino, including Mexican American, Central American, and others
White, Caucasian, Anglo, European American; not Hispanic

American Indian/Native American .

Mixed; Parents are from two different groups

Other

Unknown

00000000
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Please respond to the following questions by rating your agreement or disagreement with the

statement. 0 is the greatest disagreement and 3 is the greatest agreement. Circle the response that
best applies to you.

Strongly ~ Somewhat Somewhat Strongly
disagree  disagree  agree agree

31. I have spent time trying to find out N
more about my ethnic group, such as its 0 1 2 3
history, traditions, and customs.

32.1am active in organizations or social
groups that include mostly members of 0 1 2

3
my own ethnic group.
33. 1 have a clear sense of my ethnic 0 1 2 3
background and what it means for me.
34. 1 think a lot about how my life will be 0 1 P 3
affected by my ethnic group membership.
35.1am happy that | am a member of the
0 1 2 3
group [ belong to.
36. L have a strong sense of belonging to
. 0 1 2 3
my own ethnic group.
37.1understand pretty well what my
. . Q 1 2 3
ethnic group membership means to me.

38. In order to learn more about my
ethnic background, | have often talked to 0 1 2 3
other people about my ethnic group.
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3‘?. I have a lot of pride in my ethnic 0 1 2 3
group.

Strongly ~ Somewhat Somewhat  Strongly
disagree  disagree agree agree

40. [ participate in cultural practices of
my own group, such as special food, music, 0 1 2 3
or custorns.

41. I feel a strong attachment towards my
N 0 1 2 3
own ethnic group.

42. [ feel good about my cultural or ethnic
background.

The next section of questions is meant to understand your interest different activities.

Extremely ~ Somewhat Somewhat Extremely
Unimportant Unimportant Important Important

43. How important is music in my life? 0 1 2 3
44, How important is fashion in my life? 0 1 2 3
45. How important are sports in my life? 0 1 2 3

46, How important is it to know about 0 1 2 3
current events in my life?
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These next several questions are meant to find out more about services heing used by MSM in
Pittsburgh.

Different types of services are listed below. For each type of service that you have accessed in the
past 30 days, please write the name of the agency or organization where that service was accessed.
Alist of some current organizations in Pittsbufy glis providéd. You do not need to limit your answer
to these organizations.
48. Physical Healthcare / | have not Pittshurgh Service Organizations
Medical Services accessed this 1) Aliegheny County Health
service Department
2) Metro Family Practice
49, Mental Health Ihave not 3) Adagio Health
Services z\:c::::icl;lus 4) Emergency Room (UPMC,
Mercy, etc.)
5) Mercy Behavioral Health
50. Drug and Alcohol ! have not 6) Western Psychiatric
. . accessed this
Counseling Services i (WPIC)
7) Persad Center, Inc.
1 have not 8) PATF
51. HIV Testing / Counseling accessed this 9) Pyramid
service 10) Tadiso
| have not 11} White Deer Run
52. HIV Prevention Education accessed this 12) GLcC
service 13) Shepherd Wellness
Community
53. Hepatitis Prevention ac':l:::d“;:is 14) Rainbow Alliance
Education service 15) ALLIES
16) Dreams of Hope
Mhavenor | 17) PFLAG
54. Support Groups accessed this 18) GLENDA
service 19) GLSEN
1 have not 20) East tiberty Presbyterian
S5. LGBT - 'Friendly’ Events accessed this Church
service 21) Bet Tikvah

56. What service, if any, would you most recommend to a friend who is an MSM?
0 ldid not access any services.

0 1 would not recommend any services that | have accessed to a friend
O Theservice I would recommend to a friend is

57, Why would you recommend this service?
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58. What services do you think the Pittsburgh area is lacking?

These next few questions are intended to find out more about your Internet use.

59. Do you use the Internet to access health-related information (at home or elsewhere)?
O Yes

O No

60. If you responded yes to the previous question, please name at least one Internet source
you use for health-related information.

61. Would you be interested in receiving health-related text messages specific to MSM
health issues?

0 Yes
0 No

62. Do 'you have access to the Intérmnet in yoiir home?
O Yes
O No

63. How often to you view MSM porn sites with no communication?
Never

Every few months

1-3 times per month

1-3 times per week

More than 3 times per week

[ee ol eNe]

64. How often do you chat with others on MSM porn related social sites (such as Manhunt,
Adamé4Adam, Bear411)?

Never

Every few months

1-3 times per month

1-3 times per week

More than 3 times per week

00000

65. How often do you purchase products on MSM related websites?
Never

Every few months

1-3 times per month

1-3 times per week

More than 3 times per week

oooCccCco
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66. Is there anything else you would like to add that you feel may be important? [f so,
please describe for us:

You are finished! Please double check that you have written your personal identification
number on each page.

Thank you again for completing this important evaluation.
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