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Abstract In a previous report, we demonstrated the

efficacy of a cognitively based counseling intervention

compared to standard counseling at reducing episodes of

unprotected anal intercourse (UAI) among men who have

sex with men (MSM) seeking HIV testing. Given the

limited number of efficacious prevention interventions for

MSM of color (MOC) available, we analyzed the data

stratified into MOC and whites. The sample included 196

white MSM and 109 MOC (23 African Americans, 36

Latinos, 22 Asians, eight Alaskan Natives/Native Amer-

icans/Hawaiian/Pacific Islander, and 20 of mixed or other

unspecified race). Among MOC in the intervention group,

the mean number of episodes of UAI declined from 5.1 to

1.6 at six months and was stable at 12 months (1.8).

Among the MOC receiving standard counseling, the mean

number of UAI episodes was 4.2 at baseline, 3.9 at six

months and 2.1 at 12 months. There was a significant

treatment effect overall (relative risk 0.59, 95% confidence

interval 0.35–0.998). These results suggest that the inter-

vention is effective in MOC.

Keywords HIV � Intervention � Minority men who

have sex with men � Cognitive counseling

Introduction

Personalized Cognitive Counseling (PCC) is a single-ses-

sion cognitively based HIV risk reduction counseling

intervention previously shown to be effective in reducing

high transmission risk sex in two randomized controlled

trials with high-risk HIV-negative men who have sex with

men (MSM) who had repeatedly tested for HIV [1, 2]. The

majority of participants in both studies were white, though

in the more recent cohort, 36% were MSM of color

(MOC).

Recently, the Centers for Disease Control and Preven-

tion (CDC) released data underscoring the disproportionate

rates of HIV infection among African Americans and

Latinos in the United States. These data showed that the

numbers of new infections in the United States were higher

than previously thought, that gay and bisexual men of all

races continue to account for the greatest number of these

new infections, and that people of color were most heavily

affected by HIV [3]. That HIV and AIDS incidence rates

are high among people of color, especially among African

Americans and Latinos, is not new: in fact, it is well known

that HIV prevalence rates are three to six times higher in

these groups than among white MSM, and in one proba-

bility-based CDC survey of MSM an HIV prevalence of

46% among African Americans compared to 21% among

whites was recorded [4–6].

These figures suggest that current interventions may not

be reaching or impacting MOC to the same extent as white

MSM. Such disparities may reflect differences in factors

that are associated both with HIV risk behavior and race/

ethnicity such as stigma, discrimination, violence, and lack

of social support [7–12]. In addition, the effectiveness of

counseling interventions might differ between whites and

MOC given the evidence that mental health treatment
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outcomes are often disparate among ethnic/racial minori-

ties [13]. Because of these factors, as well as the limited

number of efficacious interventions for MOC that exist

[14], we conducted a secondary analysis to measure the

efficacy of PCC separately for MOC and for white men

who participated in our 2007 study.

Methods

The details of the overall study design, study subject

selection, randomization process and interventions have

been previously described [1, 2]. Briefly, the study partic-

ipants were 336 HIV-negative MSM who reported a history

of unprotected anal intercourse (UAI) within the previous

12 months with another man whose serostatus was

unknown to the participant or was known to be HIV-

positive. Participants were recruited when they phoned to

set up an appointment for HIV testing at San Francisco’s

largest counseling and testing site. Once enrolled, partici-

pants were randomized to receive the experimental inter-

vention (PCC) or usual care (UC) counseling provided by

trained paraprofessionals.

The UC group received standard CDC client-centered

counseling which involves active listening, respect for the

client’s concerns, and a general assessment of the partici-

pant’s sexual activities and willingness to change based on

the stages of change theory to help identify the behaviors

and circumstances that place them at risk for HIV [15]. The

counselor assesses the client’s knowledge of HIV as well as

their sexual and substance use risk behaviors followed by

helping the client develop a realistic and incremental plan

for reducing their risk for acquiring HIV infection. On

average, the UC counseling session lasted 30 minutes.

Men assigned to PCC received standard counseling plus

the experimental counseling; the entire session lasted for

approximately 50 minutes. In the PCC session, the client

was asked to recall a recent memorable episode of insertive

or receptive UAI with a non-seroconcordant partner who

was not his ‘‘boyfriend, partner or lover of at least three

months duration.’’ With that episode in mind, the partici-

pant was asked to complete a ‘‘self-justifications’’ ques-

tionnaire which contained statements that other MSM had

previously identified as having been in their minds when

deciding to engage in UAI. Self-justifications are thoughts,

attitudes, and beliefs that men employ at the time they

chose to engage in high-risk sex and serve as a mechanism

that permits the men to participate in an activity that they

would otherwise forgo. Common self-justifications include:

‘‘I want to have unprotected sex because it feels good’’ or

‘‘he was so healthy looking he could not possibly have

HIV.’’ With the high-risk episode in mind, the participant

was asked to complete the self-justification questionnaire

by rating, on a scale of 1–4, the strength of each justifi-

cation at the time he chose to have UAI. Once the self-

justification questionnaire was completed, the counselor

asked the participant to narrate the episode and the events

that led up to it using as much detail as possible and

focusing on the participant’s thoughts and feelings about

the episode before, during, and after. The counselor then

helped the participant identify the self-justifications he

used during the episode and asked him to re-evaluate these

ideas and the ways in which they may have contributed to

the high-risk episode. With these thoughts in mind, the

counselor helped the participant to develop a plan to

address these in the future.

Risk behaviors were recorded using an audio computer-

assisted self-interview immediately preceding the pretest

counseling session and again six and 12 months after

baseline. A self-administered client satisfaction survey was

used to assess the client’s satisfaction with the counseling

session and his attitude about the utility of the session.

For this analysis, we assessed the effect of the inter-

vention on numbers of UAI using generalized estimating

equations (GEE) negative binomial models to account for

repeated measures. Because randomization achieved com-

parable outcome levels in the two groups at the initial visit,

the final models increase efficiency by omitting the

parameter for a between-group difference at baseline. The

efficacy of treatment was determined separately among all

MOC, African American men, Latinos, and whites.

Results

Of the 305 men eligible to participate, 109 (36%) were

MOC and 196 (64%) were white. Of the MOC, 23 (21%)

were African American, 36 (33%) were Latino, 22 (20%)

Asians, 8 (7%) Alaskan Natives/Native Americans/

Hawaiian/Pacific Islander, and 20 (18%) were mixed or

other unspecified race. MOC differed from white partici-

pants in age, education, and income, but were similar in

terms of recent and long-term STD history as well as

numbers of male anal sex partners in the last 90 days

(Table 1). Among MOC, 93 (85%) and 97 (89%) attended

the six and 12 month visits, respectively, as compared to

186 (95%) and 182 (93%) of the white participants. The

study design and flow of participants through the trial is

presented in Fig. 1 [2].

Among MOC, PCC and UC participants reported com-

parable levels of high-risk sex at baseline (Table 2,

P = 0.62). At the six month follow-up, the mean number

of episodes of high-risk sex among MOC in the PCC group

dropped from 5.1 to 1.6 while there was little change in the

UC group (4.2 at baseline and 3.9 at six months). At the 12

month follow-up, the mean number of UAI episodes was

AIDS Behav (2011) 15:970–975 971

123



stable among the MOC PCC participants (1.8) and declined

significantly among the MOC in the UC arm (2.1). The

treatment effect among MOC was significant overall

(P = 0.049) and at six months (P = 0.02), but not at

12 months (P = 0.60), with borderline evidence that the

effect was weaker at 12 than at six months (P = 0.13). We

repeated this analysis among African American and Latino

men separately and found essentially the same pattern (data

not shown).

Among whites, risk at baseline was similar among men

in the PCC and UC arms (P = 0.22). At six months, the

mean number of UAI episodes decreased to 2.1 among men

receiving PCC and to 4.6 among men in the UC group. At

12 months, the mean number of episodes of UAI decreased

to 1.9 among PCC participants and to 2.2 among UC.

Although the treatment effect was significant at six months

(P = 0.045), overall the treatment effect was not signifi-

cant (P = 0.32).

These findings were similar to those reported in the

original study for the entire sample, at baseline the mean

number of episodes of UAI in the PCC group was 4.2 and

in the UC group was 4.8 (P = 0.56). At six months UAI

decreased to a mean of 1.9 episodes of UAI in the PCC arm

while there was little change in the UC group (P = 0.003).

At 12 months the risk reduction in the PCC group persisted

(mean of 1.9 episodes of UAI) while the UC group had a

significant decline in risk (mean of 2.2 episodes of UAI),

resulting in similar levels across groups (P = 0.81).

Compared to whites in the study, MOC reported similar

satisfaction with the quality of service they received.

Among all MOC receiving PCC, 64% reported that the

quality of service they received was ‘‘excellent’’ compared

to 71% of white PCC participants (P = 0.47). The pro-

portion of MOC who received PCC compared to white

PCC participants who rated their counselor’s competence

as ‘‘high’’ was 58% versus 59%, respectively, (P = 0.92).

Eighty-two percent of the MOC who received PCC and

77% of the white participants rated their overall satisfac-

tion as ‘‘very satisfied’’ (P = 0.60). In addition, among

MOC only, PCC participants compared to UC participants

reported similar satisfaction with the quality of services

received: 64% of PCC participants ranked the quality of

service received as ‘‘excellent’’ compared to 52% of UC

participants (P = 0.328). The proportion of MOC who

received PCC compared to UC participants who rated their

counselor’s competence as ‘‘high’’ was 58% versus 41%,

Table 1 Comparison of the

characteristics of white MSM

and MSM of color study

participants at baseline

* P \ 0.05

** Not included in v2

computation

Characteristic MSM of color

N (%)

White MSM

N (%)

Chi square

(v2) test statistic

Total 109 (35.7) 196 (64.3) –

Age (years)

19–30 44 (40.4) 46 (23.5) 11.94*

31–40 47 (43.1) 92 (46.9) –

41–60 17 (15.6) 56 (28.6) –

60? 1 (1.0) 2 (1.0) –

Education

No degree 3 (2.8) 4 (2.1) 12.51*

High school or equivalent 35 (32.1) 31 (15.9) –

Associate or bachelor’s degree 55 (50.5) 112 (57.4) –

Master’s or doctoral degree 16 (14.7) 48 (24.6) –

Annual household income (US$)

\15,000 24 (22.0) 25 (13.0) 14.96*

15,000–44,999 45 (41.3) 55 (28.5) –

45,000–74,999 26 (23.9) 60 (31.1) –

[75,000 14 (12.8) 53 (27.5) –

Not reported** 0 (0.0) 3 (1.5) –

History of sexually transmitted diseases

Ever 67 (61.5) 139 (70.9) 2.85

In past year 21 (19.3) 48 (24.5) 1.09

Number of male anal partners in last 90 days

0 7 (6.4) 14 (7.1) 1.52

1–5 85 (78.0) 141 (71.9) –

6–24 15 (13.8) 35 (17.9) –

25? 2 (1.8) 6 (3.1) –
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respectively, (P = 0.141). Eighty-two percent of the MOC

PCC participants and 71% of UC participants rated their

overall satisfaction as ‘‘very satisfied’’ (P = 0.445).

Among whites only, PCC participants compared to UC

participants expressed significantly higher satisfaction with

the following indicators: 71% of white PCC participants

reported ‘‘excellent’’ quality of service compared to 55% of

white UC participants (P = 0.047); 59% of PCC partici-

pants compared to 39% of UC participants rated their

counselor’s competence as ‘‘high’’ (P = 0.012), and 77%

of PCC participants and 53% of UC participants rated their

overall satisfaction as ‘‘very satisfied’’ (P = 0.001).

Discussion

We recognize that this secondary analysis has considerable

limitations, including a small sample size, the fact that the

study was not designed to specifically test the efficacy of

PCC among MOC, and that the study population may not

be representative of men testing in other venues. Never-

theless, our experience conducting the intervention with the

MOC in our sample supports the conclusion that PCC

appears to be effective for all groups at six months and to a

lesser degree, for MOC at 12 months.

Among MOC and among whites, the decline in episodes

of UAI among PCC participants occurred at six months

relative to UC. This pattern was observed in the original

analysis as well and was unexpected. It is possible that this

is simply an artifact; examination of the number of epi-

sodes of UAI at each time point among MOC, whites, and

the total population shows similar patterns and by

12 months, the number of episodes of UAI is essentially

the same (approximately two episodes of UAI in the pre-

vious six months). It is possible that this represents the

lowest risk level that can be achieved with a single coun-

seling session in this group of high-risk men. The addition

of a second ‘booster’ session six months after the initial

counseling may be necessary in order to achieve a greater

and more durable decline in risk.

Excluded  (n = 6751)
♦ Ineligible (n =5709)
♦ Eligible, declined (n =251)
♦ Other (n = 791) (e.g.

scheduling conflicts, 
inability to give informed 
consent)

Completed 6 month & 12 month data 
collection (n =145)

Did not complete (n=13)
♦ Lost to follow-up or moved (n= 12)
♦ Withdrew (n=1)

Allocated to UC Group (n = 158)

Analyzed  (n=158)
(per intent to treat)

Not Randomized (n = 31)
♦ Ineligible (n = 10)
♦ HIV-positive (n = 19)
♦ Other (n = 2)

Analysis

Follow-Up:
6mo & 12 mo

Enrollment
(n = 336)

Randomization
(n = 305)

Eligibility 
Assessment

(n = 7087)

Analyzed  (n= 147)
(per intent to treat)

Completed 6 month & 12 month 
data collection (n =123)

Did not complete (n = 24)
♦ Lost to follow-up or moved (n=18)
♦ Withdrew (n=2)
♦ Other (n= 4)

Allocated to PCC Group (n = 147)

Fig. 1 Trial participant

recruitment, randomization,

and retention
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Our findings are encouraging and support those of other

studies of counseling interventions that demonstrated suc-

cess in reducing sexually transmitted diseases, including

subgroup analysis by race [16]. Within the context of

identifying practical and effective interventions for MOC it

is worth noting that all of the intervention counselors in this

study were white and most were female, suggesting that

programs do not need to limit counseling staff to the race/

ethnicity of the target population. Given the importance of

finding prevention interventions that are effective in MSM

of all races and ethnicities and the differences in our

findings among whites and MOC, additional efficacy trials

of PCC and other prevention interventions with samples

large enough to measure differences across race and ethnic

groups are warranted.
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