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"change agents,” including sharing information about risk-reduction with friends.
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measure of self-efficacy and personal intentions to use condoms were maintained at

6 months, but not at 12 months. Implications for AIDS education are discussed, including
placing an emphasis on training participants to be "change agents" with actual practice
in teaching others risk-reducing behaviors, using behavioral briefing approaches whenever
possible, and providing AIDS education activities more often than annually to maintain
change and provide participants with opportunities to problem-solve difficulties
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DAMD17-88-C-8097

FOREWORD

Opinions, interpretations, conclusions and recommendations are those of the
author and are not necessarily endorsed by the U.S. Army.

Where copyrighted material is quoted, permission has been obtained to use
such material.

Where material from documents designated for limited distribution is
quoted, permission has been obtained to use the material.

Citations of commercial organizations and trade names in this report do not
constitute an official Department of the Army endorsement or approval of the
products or services of these organizations.

In conducting research using animals, the investigator(s) adhered to the
"Guide for the Care and Use of Laboratory Animals,” prepared be the Committee
on Care and Use of Laboratory Animals of the Institute of Laboratory Animal
Resources, National Research Council (NIH Publication No. 86-23, Revised 1985).

‘/M For the protection of human subjects, the investigator(s) have adhered to
policies of applicable Federal Law 45CFR46.

In conducting research utilizing recombinant DNA technology, the
investigator(s) adhered to current guidelines promulgated by the National
Institutes of Health.
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Purpose of the Research

The project "Evaluation of the U.S. Army’s AIDS Education Program” (Contract Number
DAMD17-88-8097) was approved and funded on 26 September 1988. The purpose of the
project was to evaluate the effect of the U.S. Armv’s education program on military personnel’s
attitudes and knowledge about the acquired immune deficiency syndrome (AIDS) and behaviors
related to risk of exposure to the human immunodeficiency virus (HIV). Using a sample of male and
female light infantry troops at Fort Ord, California, the project was designed to achieve the following
six technical objectives:

1. To determine the level of knowledge and attitudes about AIDS and HIV infection
among soldiers. As part of this objective, the degree to which individual
characteristics, such as marital status, education, and previous AIDS education,
are related to baseline levels of knowledge and attitudes was evaluated.

2. To develop a Health and AIDS Information Questionnaire 10 assess attitudes and
knowledge about AIDS and behaviors related to risk of exposure to HIV. This
questionnaire was specifically designed to evaluate the effect of participation in
the U.S. Army’s AIDS education program.

3. To evaluate the extent to which the U.S. Army’s standard AIDS education
program enhances knowledge and attitudes about AIDS and changes behaviors
related to HIV transmission. Soldiers were given the Health and AIDS Information
Questionnaire prior to and after they participated in the standard AIDS education

program.

4. To design and evaluate the efficacy ot a behaviorally-oriented HIV briefing in
changing attitudes and knowledge about AIDS and behaviors related to the
transmission of HIV. Soldiers received either a standard briefing or a briefing
incorporating behavioral principles. Changes in attitudes, knowledge, and
behavioral intentions resulting from the two briefings were compared to evaluate
the benefits of the behavioral briefing.

5. To identify individual characteristics of soldiers that are related to changes in
attitudes and knowledge following participation in the AIDS education program.
The power of variables assessed prior to the program to predict changes in
knowledge and attitudes were examined. The interaction of individual
characteristics and the type of briefing were also examined.

6. To determine the extent to which changes in knowledge and attitudes about
AIDS and behaviors related to HIV transmission are maintained over time. Half of
the soldiers were administered the Health and AIDS Information Questionnaire at
six months and the entire sample completed the questionnaire at twelve months
after the program to evaluate retention of changes in attitudes and knowledge
over time.




Introduction
Nature of the Problem

When this study was proposed in November of 1987, 43,533 cases of AIDS in the United
States had been reported to the Centers for Disease Control (CDC) [1], and researchers were
estimating that another 1 to 1.5 million Americans had been infected with HIV [2].

U.S. AIDS cases reported through February 1992 have reached a total of 213,641 cases,
with the percentage of those cases attributable to heterosexual contact increased to 6% and
continuing to grow [3]. Researchers still estimate that there are currently about 1 million persons in
the United States infected with HIV, with a minimum of 40,000 new infections occurring each year
in adults and adolescents [4]. Recent analyses point to the continued rapid transmission of HIV:
while the first 100,000 cases of AIDS in the United States were reported during an 8-year period,
the second 100,000 cases were reported during the next 2 years [5], and trends suggest that
AIDS incidence among nondrug-using heterosexual men and women in the U.S. will more than
double by 1995 [6].

Worldwide, AIDS is pandemic, with the World Health Organization reporting AIDS cases
from 163 countries and estimating at least 10 million adults infected with HIV; projections of
numbers of AIDS cases developing during the 1990s throughout the world are truly staggering: a
10-fold increase in adult AIDS cases (to 10 million) and children with AIDS (to 5 million) [7].

Military Significance

Within the military, recent data on the direct measurement of HIV incident cases, based on
test results reported by the U.S. Army’s routine antibody-screening programs, suggest that
hundreds of soldiers have been and will continue to become infected with HIV each year, and that
HIV serocoaversions among active duty soldiers have been detected at nearly every location that
conducts screening worldwide [8; 9].

As stated in our proposal for this project, the significance of this study to the military rests
primarily on two points: (1) the serious consequences of HIV infection and disease in the military
and (2) the importance of having maximally effective education efforts to combat the transmission
of HIV among armed forces personnel.

HIV infection and disease are of major concern to the military because of their potentially
enormous toll on personnel, health care costs, and preparedness. The preventable loss of skilled
personnel and the medical expenses involved in their treatment constitute significant losses to the
military. More importantly, HIV-infected individuals could infect others if they were to give blood
transfusions directly to another soldier, as is the case in combat situations Thus, HiIV-infected
persons are not deployable and the additional tracking, health care expense, and limitations on
duty assignments for HIV-infected personnel present significant logistical concerns for the military.

Since October 1985, the periodic and routine testing for HIV antibody in the active duty
military population has provided direct measurement of the incidence of infection with HIV. During
the first four years of the testing program, this incidence was approximately 0.39 per 1000 person-
years [9] . The incidence of HIV seroconversion in the Army declined overall for many
demographic groups during the first 4 years analyzed; however, seroconversion risk nearly
doubled for black young adults (male and female) during this period, and overall seroconversion
rates were significantly associated with non-white race/ethnicity, younger age (25 through 34
years), male gender and being unmarried. The testing of civilian applicants for military service
provides further data regarding the HIV epidemic that are relevant to the military population.
Specifically, HIV seroprevalence among military applicants during the 4-year period from October
1985 through September 1989 was 1.31 per 1000, with infection incidence rates highest among




black males (1.40 per 1000 per year) and lowest among white females (0.03 per 1000 per year)
[10]. These rates are the subject of concern because they probably underestimate incidence in
the population since military recruitment discourages the enlistment of persons with many of the
standard behavioral risk factors for HIV.

At present, the most hopeful strategy for preventing HIV transmission and AIDS is health
education directed toward changing high-risk behaviors and maintenance of behavior change [11).
Accordingly, in the "Report of a Conference of Walter Reed Army Medical Center Physicians and
Scientists: Retrovirus Research Program Five-Year Plan,” military researchers have assigned the
highest priority to a focus on devising and evaluating strategies and interventions to prevent new
HIV infections [12]). A specific objective detailed in the report calls for the development of new
methods to prevent HIV infections, and field-testing the efficacy of those methods through
“studies to prevent the occurrence of new infections (that will) target specific education and
behavior modification efforts to subgroups of the general military and associated populations” (p.
20).

Recent AIDS Education and Behavior Change

The efficacy of a health education intervention such as the U.S. Army’s AIDS education
program depends on its ability to influence attitudes about personal vulnerability, to impart
information about specific risk-reducing behaviors, to teach effective plans of action, and to
convince individuals that they will be able to perform risk-reducing behaviors and that doing so will
reduce their risk of HIV infection [13; 14; 15].

While the obvious focus of health education is on imparting knowledge as a prerequisite
for behavior change, information is necessary but often insufficient to effect behavior change and
maintenance [16; 17; 18]. In addition, individual characteristics of program recipients such as other
health and safety habits, demographic attributes, perceptions of social norms, and perceived costs
and benefits of changing behavior may all be predictors or correlates of change in knowledge,
attitudes, and behavior following AIDS education. Relapse prevention and retention or
maintenance of knowledge about behaviors related to reduced risk of HIV infection may also be
related to characteristics of the individual, and such information is important in the design of
maximally effective health education programs [19].

Based on previous AIDS education research, this project was therefore designed to
determine the individual characteristics of military personnel that are related to changes that result
from the U.S. Army’s AIDS education program, and to assess changes in and retention of the
soldiers’ awareness of specific behaviors related to risk and risk-reduction, attitudes about risk,
ability to identify the best plans of action to reduce risk of HIV infection, and belief that they will be
able to perform these behaviors.

Deficit of Evaluation Data from AIDS Intervention Studies

Evaluation is an essential element of effective education. A number of important scientific
and peer reviews [20; 21; 22; 23] have provided evaluation recommendations for HIV educational
programs for reducing the risk of HIV transmission. The NAS/NRC Committee on AIDS Research
and the Behavioral, Social, and Statistical Sciences states that “...the time has come to make a
commitment to the rational design of intervention strategies and to careful evaluation of the
effectiveness of those strategies through controlled experiments that use carefully defined
populations. Knowledge must be gained from current intervention programs to improve future
efforts. Evaluation is the process that will enable us to learn from experience” (p. 316). The
evaluation component of this project will:




(1) Identify the U.S. Army’s AIDS education program’s strengths and
weaknesses.

(2) Evaluate the relative effectiveness of the behaviorally-oriented briefing
compared with the standard briefing.

(3) Identify characteristics of individuals for whom the program is not producing
attitude changes or effective knowledge about risk reduction.

(4) Generate recommendations for the design of future AIDS education
programs to promote and maintain behaviors that minimize risk of HIV
infection and, by doing so, help prevent AIDS.

In light of the concemn for the deficit of research in the HIV education evaluation arena, this
project is in a position to deliver critical data on the efficacy of AIDS education strategies to various
soldier populations and to provide practical guidance for the direction of future military AIDS
education efforts.

Methods

This research project consisted of a program evaluation using a pretest-posttest
comparison group design, and included four phases:

Phase I: Planning and Questionnaire Development

Information relevant to the design and target of HiV education within the U.S. Army was
gathered, and a Health and AIDS Information Questionnaire (HAIQ) to be used in future project
phases was developed. The process began with reviewing the literature on AIDS educational
assessments. Based on this literature, behavioral objectives were identified and key variables
defined (i.e., knowledge, attitudes, individual characteristics, and potential predictor variables) for
inclusion in the HIV education and the HAIQ. The draft questionnaire was reviewed by
professionals involved in AIDS research and education in both the Epidemiology and the
Behavioral Medicine Programs at the Center for AIDS Prevention Studies at the University of
California, and submitted repeatedly to WRAIR staff for their review. The responses to HAIQ draft
submissions were consistently positive and favorable. The HAIQ was also submitted to the Fort
Ord Army Education Center and approved for comprehension at the appropriate reading level for
general infantry.

Pilot testing of the draft questionnaire was carried out at the Center for AIDS Prevention
Studies, and with soidiers being treated for a sexually transmitted disease (STD) at the Fort Ord
Troop Medical Clinic. This pilot testing was undertaken to ascertain whether the HAIQ would elicit
responses from individuals known to be engaging in behaviors that put them at risk for HIV
infection and that specifically reflected their risk behaviors. Revisions to the HAIQ resulting from
the pilot testing and debriefing of voluntary STD clinic patients were incorporated as needed. In
addition, a control assessment was conducted with a group of 103 soldiers. The questionnaire
was administered to this same group of soldiers on two occasions, one week apart, to serve as an
index of the effect of repeated measurement, i.e., indicating the extent to which completing the
questionnaire itself leads to changes in knowledge and attitudes.

The HAIQ was submitted for final review to the Soldier Support Center, and was approved
and assigned Survey Control Number ATNC-AO-90-37 on 13 March 1990. The four separate
versions of the HAIQ are attached (see Appendix A), and include the baseline pretest




assessment, the baseline posttest assessment, the 6-month assessment and the 12-month
assessment.

Phase lI: Evaluation of Education Programs

Protocol development for the standard and a behaviorally-oriented HIV briefing consisted
of the following activities:

(a) Observing briefings at Fort Ord being given by the HIV staff.
(b) Reviewing literature.

(c) Consulting with HIV education experts in the San Francisco Bay Area in the
Department of Public Health, CAPS, and the West Oakland Health Center.

(d) Requesting information from the U.S. Army Headquarters Training and Doctrine
Command ¢ maximally effective training procedures.

(e) Clarifying the status of “standarr’ HIV education in the U.S. Army to be used as
the comparison against which xiwe behaviorally-oriented briefing would be tested.

Because the status of the U.S. Army "standard” HIV briefing changed since the time the
project was funded, a brief survey of approximately 1/3 of Army fort installations was conducted
and HIV Program Administrators were questioned in order to update information on the current
standard HIV education briefing throughout the U.S. Army. It was concluded that a screening of
the video “AIDS: Can | Get 1t?" followed by a question and answer session with a didactic
presentation covering the points outlined in Army Regulation 600-110 Appendix B was
representative of Army-wide HIV education programs, and thus would constitute the study's
standard HIV educational briefing for the purposes of this project.

Implementation and evaluation of the standard and behavioral HIV education programs was
carried out with 503 active duty Army soldiers during their regular inprocessing routine upon arrival
at Fort Ord between 8 August and 4 October 1990. Subjects were a varied group: they
processed in from posts throughout the United States and overseas, and consisted of all ranks,
both enlisted and commissioned; job assignments for the individual soldiers were diverse, and
participants were assigned to a broad scope of units and companies throughout the base; their
length of service ranged from new recruit to those ready to retire from active duty; and both male
and female, single and married individuals participated in the study. A more detailed description of
project participants follows in the Resuits section.

At baseline, the subjects were assigned to one of two briefing groups, based on the week
they inprocessed, with briefing groups alternating weekly. The standard briefing group format
consisted of a videotape followed by a didactic lecture and a brief question-and-answer period,
while the behavioral briefing group members received an interactive HIV educational briefing
requiring subject participation and demonstrations. A narrative script, lesson plan and videotaped
presentation of the behaviorally-oriented HIV educational briefing accompany this final report as
contract deliverables. The groups ranged in size from 20 to 43 participants (mean sizes were 29 for
the standard group, and 33 for the behavioral group), with an average participation rate of 94%,
i.e., very few of the soldiers invited to participate in the research project refused to sign a consent
form and complete questionnaires. The setting for all briefing groups was consistent for the initial
intervention: a classroom arrangement of desks aligned in rows, with the health educator standing
at the front of the classroom. All subjects completed the appropriate form of the Health and AIDS
information Questionnaire prior 10 and following their briefings to gather sociodemographic data,
and to assess knowledge and attitudes about AIDS and behavioral intentions related to risk of HIV
infection,




Phase llI: Follow-up Assessments

Retention of knowledge and attitude change about AIDS and behaviors related to risk of
HIV transmission was assessed at 6- and 12-month follow-up intervals with appropriate versions of
the Health and AIDS Information Questionnaire. Six-month assessments were completed by 186
(72.7%) of the 256 subjects randomly selected for follow-up. The majority of the 70 inaccessible
participants were unavailable for assessment at that time due to Persian Guif deployment or related
duties and training activities.

Twelve-month assessments were also affected by uncontroliable factors: a significant
number of soldiers were unavailable in the targeted time frame for a variety of reasons such as
continued Operation Desert Storm deployment, the impending closure of Ft. Ord, and the
“downsizing" occurmring throughout the Army in general. Of the 503 original study participants, 329
subjects (65.4%) were successfully tracked, contacted, and completed the 12-month follow-up
questionnaire. The remaining 174 subjects could not be contacted (31.2%) or refused (3.4%) to
participate in the 12-month follow-up, resulting in a 34.6% attrition rate for the final wave of data
collection. A summary of reasons for study attrition is as follows:

12-Month Data Collection

n (%)

Completed questionnaires 329 65.4
End of term of service 78 155
Transfer to Fort Hunter Liggett 22 4.4
Permanent change of station 21 4.2
Temporary duty off base 17 3.4
Refused 17 3.4
Deployed to Middle East 7 1.4
Chaptered out of service 6 1.2
Retired from active duty 2 0.4
Medically retired from active duty 2 0.4
Unable to locate 2 0.4
TOTAL 503 100.1

(Does not equal 100% due to rounding)

These figures indicate that the vast majority of inaccessible study participants (157
subjects, or 31.2%) were unavailable for follow-up assessment because they were no longer at
Fort Ord. Only 17, or 3.4%, of the subjects refused to complete a 12-month questionnaire when
contacted.

Assessment at the 6- and 12-month follow-up intervals was conducted primarily at
individual company units on base. Because many participants were not available at convenient
times for group assessment, or company units contained only small numbers of study participants,
the health educator administered follow-up assessments on a one-to-one basis or in much smaller
group settings (most groups were no larger than 4 participants) than at the baseline intervention.
No additional information was given to participants at the follow-up intervals; only questionnaires
were completed at these times.

Phase IV: Data Analysis and Report

Data analysis was performed with a focus on identifying program variables such as the
briefing format, as well as individual characteristics, that are correlated with attitude change,
knowledge acquisition and retention, and changes in intentions to reduce risky behaviors. This
final report discusses implications of the research and presents recommendations for the design
and implementation of health education efforts directed toward reducing the transmission of HIV
and preventing AIDS among U.S. Army personnel.




Results

The results of the evaluation study are summarized in four sections, based primarily upon
the major technical objectives of the research project as stated at the beginning of the report:

Section 1 provides a detailed description of the entire sample and comparison of the
study's two HIV briefing groups, standard and behavioral, at baseline prior to briefing (i.e.,
pretest). A summary of the data reduction methods used in the development of the "Health and
AIDS Information Questionnaire” (HAIQ) summary scales and sexual behavior risk index is also
provided.

Section 2 summarizes the multiple regression analyses conducted to identify individual
subject characteristics which predicted baseline levels of attitudes, beliets, and knowledge about
AIDS, and behaviors related to risk of exposure to HIV.

Section 3 summarizes the repeated measures analyses investigating change (pretest-
posttest) and stability of change over time (pretest, posttest, 6 months, 12 months) in attitudes
and beliefs, knowledge, behavioral intentions, and sexual risk behaviors, both between and
within HIV briefing groups. In addition, changes in the two briefing groups are compared to the
responses observed in a control assessment sample that completed the HAIQ on two occasions
without an intervening HIV briefing, the point of which was to assess the impact of measurement
alone (i.e., simply completing the questionnaire). Comparisons of subjects within the 6- and 12-
month follow-up assessments with the remaining subjects at baseline are also provided as an
analysis of changes in the study sample due to attrition.

Finally, Section 4 summarizes the multiple regression analyses conducted to identify
individual subject characteristics that are related to changes (pretest-posttest) in behavioral
intentions following participation in the U.S. Army’s AIDS education program.

All statistical analyses were performed using either SAS (Statistical Analysis System) or
SPSS (Statistical Package for the Social Sciences).

Section 1:
Description of the Sample and Comparison of the Behavioral and
Standard HIV Briefing Groups at Baseline

The first wave of data collection for the HIV educational briefing evaluation study was
completed October 4, 1990. A total of 601 potential subjects were invited to participate in the
study during the nine-week period from August 8 through October 4, 1990. Thirty-six potential
subjects declined to participate and 565 subjects were enrolled in the study, resulting in a 94%
participation rate. Group sizes during the fifth week of recruitment, which included the Labor Day
holiday, were too variant for meaningful comparisons, so these subjects were not included in the
study. Adjusted figures for non-inclusion of these individuals resulted in 535 potential subjects,
with 32 refusals and 503 actual participants, again resutting in a 94% participation rate.

The random assignment of groups to one of the two HIV brietings resuited in 247
subjects assigned to the standard group and 256 subjects assigned to the behavioral group.
Detailed summaries of baseline data collection and consent rates are included in Appendix B.1.

Unless otherwise indicated, univariate statistical tests for investigating the comparability of
the two HIV briefing groups at baseline included t-tests for normally distributed continuous




variables, Mann-Whitney tests for ordered quantitative (e.g., Likert scales) or skewed continuous
variables, and chi-square tests for unordered qualitative (i.e., categorical) variables.

Demographic Characteristics and Prior AIDS Education

Basic demographic and service-related statistics at baseline are presented in Table 1 and
Figures 1 through 4. The entire sample included 441 males (88%) and 62 females (12%). The
average age was 27 years (range 17 to 48). The largest reported ethnic groups included 55%
White, 29% Black, and 9% Latino/Hispanic. The average number of years of education
completed was 13 (range 9 to 17); 4% of the sample reported having less than a 12th-grade
education, 53% completed high school, 31% had some college education, and 10% graduated
from college. With regard to marital status, 53% of the subjects were married, 39% had never
married, and 9% were either separated or divorced. The median length of service was 4 years
(mean 6.5, range .1 to 28.5). With regard to military rank, 88% of the subjects were enlisted
personnel, 9% were commissioned officers, and 2% were warrant officers. Most participants
(83%) reported having had at least one AIDS class before the current HIV briefing.

There were no statistically significant differences at baseline between the two HIV briefing
groups for any of these variables (all p>.05).

Health Risk Behaviors

Health risk behaviors at baseline are summarized in Table 2. Virtually all subjects (95%)
rated their overall health as good or excellent. Two-thirds of all subjects either never smoked or
had quit, and one-third currently smoked. Seat belt use was relatively high with 85% reporting
"usually” or "always" using seat belts. Previous studies [24; 25; 26] have reported that not using
seat belts is associated with risk-taking behavior. Given the U.S. Army's strict rules and constant
reminders about seat belt use, particularly on base, it was noteworthy that 15% of soldiers
reported using seat belts only "sometimes” or “rarely.”

At baseline there were statistically significant between-group differences for two health
risk behaviors. Although most subjects in both briefing groups reported littie to moderate use of
alcohol on a daily basis, consumption was slightly higher in the behavioral group than in the
standard group (Mann-Whitney test, p=.02). Similarly, although most subjects reported they
rarely or never drive after drinking, the percent reporting driving after drinking was slightly higher in
the behavioral group than in the standard group (Mann-Whitney test, p=.007).

History of Sexua! Activity and Risk Behaviors

History of sexual activity and risk behaviors at baseline are summarized in Table 3. Nearly
all subjects (93%) reported using a condom at least once during sex. Twenty percent had been
diagnosed with a sexually transmitted disease (STD), and most of these only once (63%) or 1wice
(28%). The proportions for married and single (never married, separated, or divorced) subjects
were nearly identical.

The sample included significant numbers of individuals who reported engaging in high-
risk sexual behaviors during the past year. Two in five (42%) subjects reported having had
multiple (2 or more) sex partners during the past year. There was one statistically significant
between-group difference: 67% of the behavioral group traveled outside the U.S. during the
past year, as compared to 76% of the standard group (chi-square test, p=.04). Nearly half (45%)
of these travelers had sex with a new partner when outside the U.S. Thirty-nine (8%) subjects




stated they had paid someone for sex in the past year, with a range of 1 to 12 partners. Of the 279
(56%) subjects who reported having sex with a new partner in the past year, only 21% always
used a condom and 39% stated they never carried condoms when going out, 41% carried them
some or most of the time, and only 20% always carried them.

When married and single soldiers were compared, the incidence of high-risk sexual
behaviors was generally much lower in married subjects, as would be expected, but it was still
present. For example, of the married soldiers who reported living with their spouses, 16% also
reported having multiple sex partners during the past year, 14% had sex with a new partner while
traveling outside the U.S., and 5% paid someone for sex. For the married subjects who reported
having sex with a new partner, only 18% always used a condom and 50% reported never carrying
condoms when going out, 35% carried them some or most of the time, and only 16% always
carried them. It appears that attitudes about condom use, as shown by reported behaviors, is very
similar for married and single subjects who are engaging in high-risk sexual behaviors.

An index of sexual risk behavior was created by summing five items, recoded as follows
into dichotomous categories:

Number of partners: None/one (0), 2 or more (1)

Sex when traveling: No travel or no sex (0), yes (1)

Paid someone for sex: No (0), yes (1)

Use condoms with new partners: No new partners or always (0),
never/some/most of time (1)

Carry condoms when go out: 0/1 partners or always (0),

2+ partners and never/some/most of time (1)

Three other items (ever used a condom during sex, ever diagnosed with an STD, times
diagnosed with an STD) were initialy considered for inclusion in the summary measure, but were
dropped based upon the results of the factor analyses and internal consistency reliability
analyses. Details of the data reduction methods are provided in a later subsection of the Results.
A summary of the final factor analysis is presented in Appendix B.2.

Coefficient alpha for the five-item "Sexual Behavior Risk index" (SBRI) was .80.
Descriptive statistics for the two HIV briefing groups at baseline are presented in Table 3.
Although 45% of the entire sample scored zero, indicating the absence of sexual risk behavior,
over one-third (36%) reported that they had engaged in 3 or more potentially risky sexual
behaviors during the past year. At baseline the SBRI scores for the two HIV briefing groups were
not significantly different (Mann-Whitney test, p=.25).

As would be expected, scores for married subjects were significantly less than those for
single subjects (Mann-Whitney test, p=.001). Fifty-three percent of married soldiers scored zero,
while only 16% of single soldiers indicated the absence of sexual risk behavior; on the other
hand, 16% and 60%, respectively, of married and single subjects reported engaging in 3 or more
potentially risky sexual behaviors during the past year. For all subjects who reported having sex
with a new partner in the past year, whether single or married, only 5% indicated they engaged in
no potentially risky sexual behaviors, while 65% reported engaging in 3 or more.

Perceptions of Personal Vuinerability to AIDS

Several items in the HAIQ addressed, both directly and indirectly, subjects’ perceptions of
their personal vulnerability to HIV and AIDS. Results at baseline are presented in Table 4; there
were no statistically significant differences between the two HIV briefing groups for any of these
variables (all p>.05). Most subjects did not personally know anyone who is HIV+ (82% no) or who




has AIDS (87% no). Nonetheless, 61% of the sample disagreed with the general statement, "|
don' think AIDS will ever affect my own life,” and nearly half (47%) expressed that they were at
least somewhat worried or concerned that they will get AIDS. Nearly all subjects (88%) realized
that, if infected with HIV, their bodies would not be able to fight off the AIDS virus.

The responses of married and single subjects were not different on this set of variables,
with one exception; as would be expected, married soldiers were much less worried about getting
AIDS (Mann-Whitney test, p=.001). It is noteworthy, however, that 36% of married soldiers (vs.
58% of single soldiers) still reported that they were somewhat or very concerned that they will get
AIDS.

As noted previously, most subjects reported having had at least one AIDS class before
the current HIV briefing. It is encouraging that 80% of the soldiers also indicated that they had not
heard more than they would like about AIDS. Given that the U.S. Army program calls for annual
HIV briefings, concerns that personnel are not interested in hearing more about HIV should be
allayed.

Data Reduction Methods for the HAIQ Summary Scales

The HAIQ included six groups of questions, for a total of 63 items, which assessed
attitudes, beliefs, and knowledge about AIDS, and behaviors related to risk of exposure to HIV.
Data reduction methods were used to create ten summary scales based on a total of 50 of these
items. Where necessary, items were reflected so that all items within scales were in the same
direction, that is, a "higher" score is "better” or "more" of the construct being measured. Initial
item selection for scales was based upon item content and inter-item association (Pearson
product-moment correlations). Factor analysis (maximum likelihood with promax orthogonat and
oblique rotations) was used to establish construct validity and dimensionality of the scales.
Intemnal consistency reliability of the scales was assessed with coefficient alpha.

items were added and deleted to the summary scales using an iterative developmental
procedure based upon the results of the factor analyses and internal consistency reliability
analyses, as well as consideration of the content matter of the individual items. The number of
extracted factors retained and rotated was based upon a combination of Kaiser's rule of
considering only eigenvalues greater than one and Cattell's scree test. With a few exceptions,
individual items were retained using two criteria: (1) the item factor loading was equal to or greater
than .30, a modest cutoff point indicating that the item contributed (i.e., related) to the factor
extracted, and (2) coefficient alpha was not reduced by inclusion of the item in the summary scale.

The actual scale scores were created by averaging, rather than summing, the items, with
the requirement that at least 80% of items be non-missing within each scale. By keeping the scale
scores on the same 4-point metric as the original items, ease of interpretation is increased and
direct comparisons across scales are possible.

A detailed written description of the scale development, slightly modified from the
summary in the 13th Quarterly Report, is included in Appendix B.3. Summaries of the final factor
analysis results are presented in Appendices B.4 through B.9. Final coefficient alphas,
descriptive statistics, and correlations among the scale scores at baseline are presented in
Appendix B.10, as well as in Table 7. The next two subsections of the Results provide a
comparison of the two HIV briefing groups at baseline for the ten summary scales.
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Attitudes, Beliefs, and Knowledge about AIDS

Means and standard deviations at baseline for the five scales assessing attitudes, beliefs,
and knowledge about AIDS are presented in Table 5 for the two briefing groups and in Figure 5
for the entire sample. The items included in each scale are also presented in Table §. There were
no statistically significant differences at baseline between the two HIV briefing groups on any of
these five summary scales (t-test p-values ranged from .26 to .80).

General attitudes and beliefs about AIDS (AB1) were relatively positive at baseline, with
scores for both briefing groups averaging nearly 3 on the 4-point scale. Normative attitudes
related to condom use (AB2) were less positive, with average responses in both groups falling at
the midpoint (2.5) of the scale. Although subjects indicated that AIDS has made people more
careful about who they have sex with, using condoms does not appear to be the group norm.
This may partially be due to inaccurate knowledge at baseline about condoms' efficacy in reducing
risk of HIV transmission; for example, 61% of the entire sample thought that it was somewhat or
very likely that one could contract HIV from having sex with a person who is HIV+, even when
using a condom. The lack of accurate information also extended to details about condom use,
with 23% of the subjects believing that lambskin condoms work better than latex condoms in
preventing HIV transmission, and 54% not knowing that oii-based lubricants can cause condoms
to break.

Both groups had high scores on the two scales measuring general knowledge about
AIDS (GK) and specific knowledge about high-risk transmission activities (TK2), indicating that
most subjects knew the "correct” answers to the items making up these scales. These high
scores yielded a compact, truncated distribution for both scales, often referred to as a “ceiling
effect.” Such distributions and the associated lack of variation in the scale scores limits the extent
to which the variables can be expected to relate to other measures or outcomes. Analyses
involving these two scales, therefore, must be interpreted carefully. Finally, both briefing groups
had lower means and larger standard deviations on the scale assessing specific knowledge about
low-risk transmission activities (TK1), indicating that misconceptions about HIV transmission,
particularly through "casual” contact, still exist.

Prevention and Safer-Sex Behaviors

Means and standard deviations at baseline for the five scales assessing prevention and
safer-sex behaviors related to risk of exposure to HIV are presented in Table 6 for the two briefing
groups and in Figure 6 for the entire sample. The items included in each scale are also presented
in Table 6. There were no statistically significant differences at baseline between the two HIV
briefing groups on any of these five summary scales (t-test p-values ranged from .40 to .87).

Mean responses in both briefing groups fell slightly above the midpoint (2.5) for each of
the five behavior scales, indicating a degree of ambivalence among the subjects at baseline for
engaging in risk-reduction behaviors. With the exception of the scale assessing safer-sex
information sharing (BI2), there were no ceiling effects in the behavior scales; standard deviations
from .50 to .73 demonstrated a wide range of responses within both groups. The distribution of
BI2, however, was bimodal with some ceiling effect. Although the overall sample mean was 2.80,
the relatively large standard deviation of 0.95 was indicative of the fact that 25% of the subjects
had a "perfect” scale score of 4.0, with no room for improvement. This is not surprising, given that
BI2 is comprised of only three items. It is aiso possible that "information sharing” (i.e., "I'l tell my
friends ...") is the easiest of the high-risk behaviors assessed in the questionnaire to "always”
agree with. As with GK and TK2, results (or the lack thereof) involving Bi2 must be interpreted
carefully.
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By combining all 17 questionnaire items specifically related to condom use, 12 items,
comprising two scales of 9 and 3 items each, were ultimately selected. As summarized in
Appendix B.3, the first factor contained 9 items that formed a scale assessing personal condom
use (CU1). Because 5 of the items are included in PB1 (prevention self-efficacy) and another 3
items are in Bl1 (safer-sex intentions), CU1 is highly correlated with both of these "behavior"
scales, as shown in Table 7 (.79 with PB1, .81 with Bl1). All analyses involving CU1, PBt, and 811,
therefore, should be interpreted accordingly. The second factor contained the same 3 items as
AB2, normative attitudes related to condom use.

Correlations Among the HAIQ Summary Scales and Sexual Behavior Risk Index

At baseline, as shown in Table 7, general attitudes and beliefs about AIDS (AB1) were
moderately related to general knowledge about AIDS (GK, r=.26) and specific knowledge about
low-risk transmission activities (TK1, r=.36). In addition, general knowledge (GK) and specific
transmission knowledge about high-risk activities (TK2) were also moderately related (r=.33),
which is not surprising given that most subjects knew the correct answers to these items, as
reported previously.

Although normative attitudes about condom use (AB2) were unrelated to the other
attitude and knowledge scales, they were moderately related to personal condom use behaviors
(CU1, r=.27) and the highly similar safer-sex intentions scale (Bl1, r~.23). Otherwise, at baseline,
attitudes/beliefs and knowledge about AIDS were generally unrelated to behaviors. On the other
hand, all five of the prevention and safer-sex behavior scales (PB1, PB2, BI1, Bi2, CU1) were
moderately to strongly interrelated.

The summary index of sexual risk behavior (SBRI) was unrelated to attitudes, beliefs, and
knowledge about AIDS at baseline (all correlations were near zero). The summary index did,
however, demonstrate small to moderate negative correlations with the safer-sex intentions scale
(Bl1, r=-31) and the related personal condom use scale (CU1, r=-.23). In other words, subjects
who reported engaging in more potentially high-risk sexual behaviors also reported they were less
likely to adopt safer-sex behaviors to reduce their risk of HIV infection.

Comparison of Married and Single Subjects on the HAIQ Summary Scales

Approximately half (53%) of the sample at baseline was married and the other half (47%)
was single (never married, separated, or divorced). Although questionnaire items were written so
that all subjects could indicate what they would do given certain scenarios that avoided the issue
of marriage, there was still concern that there might be important differences between married and
single subjects in attitudes, beliefs, and knowledge about AIDS, and behaviors related to risk of
exposure to HIV, which might in turn influence subsequent analyses.

Comparisons of the ten HAIQ summary scale scores indicated that baseline responses for
married and single subjects were nearly identical for nine of the scales. There was one statistically
significant group difference on the safer-sex negotiations scale (PB2), with married subjects
(mean score 2.74) indicating they were (or would be) more willing than single subjects (mean
score 2.55) to discuss past and current sexual behaviors with new partners (t-test, p=.001).
Although the responses of married and single soldiers appeared to be generally comparable at
baseline, an indicator variable representing marital status (married/single) was used in all multiple
regression analyses predicting baseline levels and change in attitudes, beliefs, knowledge, and
behavioral intentions.
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Summary of the Comparison of HIV Briefing Groups at Baseline

The examination of baseline homogeneity of the two HIV briefing groups on a large
number of variables indicated that the groups were essentially equivalent prior to the educational
briefings, providing evidence that the randomization procedure used for assigning subjects to
briefing groups was successful. The three statistically significant group differences (alcohol use,
driving and drinking, travel outside the U.S. during the past year) found at baseline were relatively
small. Given the large number (approximately 40) of statistical comparisons performed on baseline
variables, several significant tests at p=.05 would have been expected by chance alone. It is also
important to note that there were no group differences at baseline in the ten summary scales
assessing attitudes, beliefs, and knowledge about AIDS, and behaviors related to risk of
exposure to HIV. All subsequent statistical analyses at baseline (pretest), therefore, were based
upon the entire sample.

Section 2:
Prediction of Baseline Levels of Attitudes, Beliefs, Knowledge, and
Behavioral intentions

A series of multiple regression analyses were conducted to identify individual subject
characteristics which predicted baseline levels of attitudes, beliefs, and knowledge about AIDS,
and behaviors related to risk of exposure to HIV. The dependent measures were the ten HAIQ
summary scales. Independent variables included demographics, health risk behaviors, sexual risk
behaviors, perceptions of personatl vuinerability to AIDS, and previous AIDS classes. The five
attitudes, beliefs, and knowledge scales were used as independent variables when predicting
AB1, AB2, GK, TKt, and TK2. In addition to these five scales, four of the prevention and safer-
sex behavior scales were used as independent variables when predicting PB1, PB2, BI1, and
Bi2. Because CU1 (personal condom use) includes some of the items from PB1 and BI1,
resulting in high correlations among these three scales, only PB2 and BI2 (safer-sex negotiations
and information sharing, respectively) were included in the set of behavior variables used for
predicting CU1. The sets of variables, which were described in Section 1 of the Results, are
summarized in Table 8, including the recodings used in the multiple regression analyses.

Variable selection was performed using a combination of hierarchical (theory-based,
researcher-determined) and stepwise (exploratory, data-determined) multiple regression analysis
[27; 28; 29). Sets (blocks) of variables (e.g., demographics) were entered into the analysis in a
predetermined, hierarchical order, whereas variables within sets (e.g., age, education, gender)
were allowed to enter in a stepwise fashion according to the amount of variance each explained in
the dependent variable. The order of inclusion for the sets of variables was based upon several
criteria, including their substantive role in the study and knowledge about their importance as
predictors in prior research (e.g., the AIDS Risk Reduction Model) {14]. In general, simpler, less
controllable, fixed variables (e.g., demographics) were entered before predictors that were less
well-defined, more complex, and/or possibly open to intervention (e.g., attitudes and beliefs
about AIDS).

The five sets or blocks of variables  d in predicting attitudes, beliefs, and knowledge
about AIDS, listed in their order of entry, included:

Block 1: Demographics

Block 2: Health Risk Behaviors

Block 3: Sexual Risk Behaviors

Block 4: Perceptions of Personal Vulnerability to AIDS / Previous AIDS Classes
Biock 5: Attitudes & Beliefs / Knowledge About AIDS Summary Scales
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One additional set of variables was used in predicting behaviors related to risk of
exposure to HIV:

Block 6: Prevention and Safer-Sex Behavior Summary Scales

To reduce the overall risk of committing one or more Type | errors because of the large
number of independent variables potentially entering each multiple regression equation, the
probability of F-to-enter at each step was set at 1% (.01), rather than the more traditional (ahd less
conservative) 5% (.05). The risk of committing a Type 1l error was not unreasonably increased,
however, because of the statistical power provided by the large sample size (N=407) used in each
of the analyses.

Results of the multiple regression analyses for the ten HAIQ summary scales are
summarized in Tables 9 through 18, including the variables entered at each step (within blocks),
step change statistics, and total equation statistics. To assist in the interpretation of the results, a
graphical presentation is provided for the five analyses involving the prevention and safer-sex
behavior scales. All results are based on the 407 subjects with complete data on all dependent
and independent variables.

Attitudes, Beliefs, and Knowledge about AIDS

A small amount (4%) of the score variation in general attitudes and beliefs about AIDS
(AB1) was explained by two of the demographic variables, gender and length of military service;
the signs of the beta weights indicated that the scores of female subjects and those who had
been enlisted longer were slightly higher (more positive). None of the health or sexual risk
behavior variables entered as predictors; this finding held true for four of the five attitudes, beliefs,
and knowledge scales. Slightly more than 10% of the variance in AB1 was explained by two of the
variables assessing perceptions of personal vulnerability; subjects who incorrectly thought they
could fight off the AIDS virus if infected (“fight") had lower scores, whereas those who were more
concerned about getting AIDS ("worry”) had higher scores. Finally, subjects with more
knowledge about AIDS, both in general (GK) and specifically related to low-risk transmission
activities (TK1), had more positive attitudes and beliefs; TK1 predicted 10.5% of the variance in
AB1, and GK predicted an additional 2%. Total R2 for the six variables was .27 (i.e., 27%
explained variance).

Virtually none of the variation in scores for condom use norms (AB2) was explained by any
of the variables investigated. Only a single sexual risk behavior variable explained 2% of the
variation, with individuals previously diagnosed with an STD ("hxstd") having slightly lower scores,
indicating that they did not believe their peers used condoms.

As noted earlier, general knowledge about AIDS (GK) and specific knowledge about high-
risk transmission activities (TK2) were moderately related, and this association held in the multiple
regression analyses, with each variable predicting approximately 9% of the variation in the other.
"Fight" explained a small amount (2-3%) of the variance in each variable; again, subjects who
incorrectly thought they could fight off the AIDS virus had lower knowledge scores. In addition,
more positive general attitudes and beliefs about AIDS (AB1) also predicted slightly higher
general knowledge (4%). The few predictors and relatively small amounts of explained variance
for GK (total R2 .16) and TK2 (total R2 .11) are not surprising, given the ceiling effects and
concomitant lack of variation in these two scales as described previously.
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A total of 7% of the score variation in knowledge about low-risk transmission activities
(TK1) was explained by ethnicity and education, with black subjects and those with less education
having slightly lower TK1 scores. Perceptions of personal vulnerability ("fight” and "worry”)
predicted an additional 6% of the variance, and general attitudes and beliefs (AB1) predicted
another 11.5%. Total R2 for the five variables was .25.

In summary, the separate bivariate associations observed between AB1 and TK1 and
between GK and TK2 explained the most variation (approximately 10%) in these two pairs of
variables. In addition, perceptions of personal vulnerability to AIDS, as defined by “fight” and
"worry,” explained small to moderate amounts of the variation in these four measures of attitudes,
beliefs, and knowledge about AIDS. Although several of the demographic variables predicted
small amounts of variance when entered first into the equations, there was no consistent pattern.
With one small exception, none of the health or sexual risk behavior variables predicted baseline
levels of attitudes, beliefs, and knowledge about AIDS.

Prevention and Safer-Sex Behaviors

Because of the similar patterns in the results for the five analyses involving the prevention
and safer-sex behavior scales, an overall summary of the findings is provided. Individual results
are shown in Tables 14 through 18. Total R2 for the five analyses ranged from .29 for safer-sex
negotiations (PB2) to .51 for safer-sex intentions (Bl1).

When entered first, several of the demographic variables explained small to moderate
amounts of the variation in the behavior scales. Gender explained 2% to 9% of the variance in
four of the scales, with the higher scores of females indicating they were somewhat more likely to
engage in risk-reduction behaviors. Ethnicity was a significant predictor (4-5% explained variation)
in two of the scales (PB2 and BI2), with the higher scores of black subjects suggesting that they
were more willing to discuss past and current sexual behaviors with new partners, as well as talk
with friends about safer-sex practices. Age also predicted a small amount of variation (2%) in Bl2,
with the higher scores of older soldiers indicating they were slightly more willing to talk with friends
about safer-sex. Finally, marital status predicted a small amount of variation (2%) in PB2, after
controliing for ethnicity; this finding is in agreement with the previously reported significant group
difference suggesting that married subjects were (or would be) slightly more willing than single
subjects to discuss past and current sexual behaviors with new partners

In general, health and sexual risk behaviors were significant predictors of safer-sex
intentions (Bl1) and the highly related personal condom use scale (CU1), but not of any of the
other behavior scales at baseline. Not surprisingly, subjects who reported they were more likely to
engage in risky health behaviors (e.g., drinking and driving) and/or potentially high-risk sexual
behaviors (SBRI) were less likely to adopt safer-sex behaviors (e.g., condom use) to reduce their
risk of HIV infection. On the other hand, concern about getting AIDS ("worry”), normative
attitudes about condom use (AB2), and general knowledge about AIDS (GK) were predictors of
more positive attitudes in most of the behavior scales, with the largest amount of variance
explained by this set of variables in personal condom use (15%).

The strongest predictors of behaviors, however, were other behaviors. In the analyses
using safer-sex intentions (Bl1) as a predictor of other behaviors (i.e., PB1, PB2, and BI2), 14% to
20% of the variance in the dependent measure was explained by this one variable alone.
Similarty, in the analyses predicting safer-sex intentions (BI1) and the highly related personal
condom use scale (CU1), the other behavior scales explained between 21% and 28% of the
variance. Specifically, subjects' report of their intentions to discuss safer sex with friends
explained 16% of the variance in their intentions to use condoms; similarly, subjects’' report of
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their willingness to negotiate safer-sex practices with new partners explained an additional 5% of
the variance in their condom use intentions. This indicates that behaviors associated with safer
sex are stronger predictors of personal risk behaviors than are attitudes and beliefs or perceptions
of personal vuinerability to AIDS. Implications of this finding for intervention are reviewed in the
Discussion.

Section 3:
Analysis of Change over Time Iin Attitudes, Bellefs, Knowledge,
Behavioral Intentions, and Sexual Risk Behaviors

A series of repeated measures analyses were conducted to investigate change from
before to after the HIV briefing (pretest-posttest) and stability of change over time (pretest,
posttest, 6 months, 12 months) in attitudes and beliefs, knowledge, behavioral intentions, and
sexual risk behaviors, both between and within HIV briefing groups.

The pretest-posttest analyses addressed the evaluation question: Does the U.S. Army's
standard AIDS education program enhance attitudes and knowledge about AIDS and change
behaviors related to HIV transmission? By incorporating the additional 6- and 12-month data into
the analyses, a second evaluation question was addressed: Are changes (if any) in attitudes and
knowledge about AIDS and behaviors related to HIV transmission maintained over time? Finally,
by comparing the responses of subjects in the standard and behavioral briefings, a third
evaluation question was addressed: Is a behaviorally oriented education program more effective
than a standard program in changing attitudes and knowledge about AIDS and behaviors related
to HIV transmission?

The 13th Quarterly Report presented the results involving the HAIQ summary scales for
the pretest-posttest (entire sample, N=503) and pre-post-6 month analyses (follow-up sampie,
N=186). Tabled results for these analyses are contained in Appendices B.12 and B.13,
respectively. Because the findings are very similar to those involving the 12-month follow-up
sample, only the results for the pre-post-12 month analyses (N=328) are presented in this report.
Any differences in resuits from the other two sets of analyses, both statistically and substantively,
are presented and discussed.

The tests for change and stability of change in the ten HAIQ summary scales over time,
both between and within briefing groups, were performed using repeated measures multivariate
analysis of variance (MANOVA). The results are presented in Tables 19 through 28 (with a
condensed summary in Appendix B.14). To assist in the interpretation of the findings, descriptive
statistics and a graphical presentation of group means at each time point are also provided
(including the no-briefing, "control assessment” discussed below).

The “time” effect is the overall test ot change, ignoring briefing group. The "time-by-
group"” interaction effect is the overall test for the equality of change in the two briefing groups.
Because the "time” and "time-by-group” effects involve three assessment points (i.e., 2 degrees
of freedom (DF}), each overall effect was further divided into 2 single-DF contrasts to locate the
source of the effect (if any). The first contrast was between pretest and posttest; the second
contrast was between pretest and 12 months. To control the risk of commiitting a Type ! error at
the same level as the overall effect (p<.05), each contrast was evaluated at p<.025 (.05/2).

Because at baseline there was one statistically significant group difference between
married and single subjects on the safer-sex negotiations scale (PB2), preliminary repeated
measures analyses included marital status as a potential factor in the investigations of change and
stability of change over time in the ten summary scales. Only two of the many between- and
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within-subjects tests involving time, briefing type, and marital status demonstrated statistical
significance.

First, the previously reported group difference in the safer-sex negotiations scale (PB2)
between married and single subjects remained significant over time for (p=.02). The size of the
difference at baseline, however, decreased at posttest and 12 months in both briefing groups
(i.e., there was a significant interaction between time and marital status {p=.04}, but not between
briefing type and marital status {p=.45} or time, briefing type, and marital status {p=.48}). Second,
a significant three-way interaction between time, briefing type, and marital status was found in the
general attitudes and beliefs scale (AB1, p=.02). Post-hoc contrasts indicated that the significant
finding was due to a slightly larger baseline difference in married versus single subjects’ scores in
the behavioral briefing group that disappeared in both briefing groups at posttest and 12 months.
Otherwise, there were no significant overali effects due to marital status (p=.85), the interaction of
briefing type and marital status (p=.45), and the interaction of time and marital status (p=.54) in
AB1.

Given the few statistically significant results involving maritai status, and the fact that only
one involved a small interaction with briefing type, it was decided that summary scale scores of
married and single subjects were very similar, both within briefing groups and across time, and that
marital status did not need to be considered as a factor in the final set of repeated measures
analyses. By simplifying the analyses to focus on the primary evaluation questions of change and
stability of change over time between and within the two HIV briefing groups, both statistical
power and interpretability of findings were increased.

Attitudes, Beliefs, and Knowledge about AIDS

Both briefing groups showed a statistically significant increase in scores on low-risk
transmission activities (TK1) at posttest and 12 months, demonstrating that change occurred
between pretest and posttest and was maintained over time. The increase in TK1 scores
indicated that at pretest subjects had misconceptions about the extent to which HIV is transmitted
by low-risk activities, often called "casual contact” (e.g., shaking hands with or touching someone
who has AIDS), and that the briefings resulted in significant increases in this transmission
knowledge. The pretest-posttest gain in each group was nearly 1/2 of the baseline standard
deviation in TK1, which translated into a medium effect size [29]. The pretest-posttest
comparisons involving the entire sample (N=503) did find a significant time-by-group interaction
effect with this scale, which further indicated that the behavioral briefing resulted in a greater
increase in knowledge than the standard briefing. The actual difference between the two groups'
eftects, however, was smalil.

A statistically significant score increase for both briefing groups at posttest was also
observed for general attitudes and beliefs (AB1). The difference was maintained at 12 months.
The increases in AB1 were smaller than those observed for TK1; the statistical significance was
most likely due to the statistical power provided by the large sample sizes.

No significant score changes were observed in general knowledge (GK) or high-risk
transmission activities (TK2). The failure to observe changes with HIV briefing in these two scales
reflects ceiling effects due to the high pretest scores. A significant pretest-posttest interaction
was observed for GK. This was due to a small increase in GK scores for the behavioral briefing
group and a concurrent small decrease in GK scores for the standard briefing group; both
changes were very small and neither was significant by itself. There were no time-by-group
interactions in any of the other four scales for the pre-post-6 month or pre-post-12 month
analyses, indicating that change (or lack thereof) in attitudes, beliefs, and knowledge was the
same in both briefing groups.
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Although there was no pretest-posttest change in condom use norms (AB2), there was a
statistically significant increase in both groups’ scores at 6 and 12 months. This may have been
due to a secular trend of changing condom use norms in the military and in society at large.

Prevention and Safer-Sex Behaviors

All five of the prevention and safer-sex behavior scales demonstrated statistically
significant score increases in both briefing groups from pretest to posttest. The largest increases
were shown in the two behavioral intentions scales, safer-sex intentions (BI1) and safer-sex
information sharing (812). Two of the scales (Bl1 and the highly related CU1, personal condom
use) also showed statistically significant score increases from pretest to 6 months, but the
increase was lost by 12 months. Only safer-sex negotiations (PB2) demonstrated increases that
remained significantly above pretest scores at both 6 and 12 months, though the increases were
modest. These findings suggest that behavioral changes reported shortly after the HIV briefings
were generally lost over time without additional intervention.

Only personal condom use (CU1) demonstrated a statistically significant time-by-group
pretest-posttest interaction effect, indicating that the reported change in behavior was greater for
the behavioral briefing group. This group difference, however, was lost by 6 and 12 months. The
pretest-posttest comparisons involving the entire sample (N=503) also found a significant time-by-
group interaction effect with safer-sex intentions and information sharing (BI1 and BI2,
respectively). In the 12-month follow-up sample of 328 subjects, these two single-degree-of-
freedom interaction contrasts were significant at p<.05 (see Tables 26 and 27), but not at the pre-
selected Bonferroni alpha of p<.025 for testing contrasts. The trend reflected larger increases by
the behavioral briefing group on both behavioral intention scales. Once again, however, this
group difference was lost by 6 and 12 months without additional intervention.

Control Assessment (No HIV Educational Briefing)

The study design could not include a no-treatment control group for ethical reasons. Data
were collected, however, to establish the extent to which completing the questionnaire (i.e.,
measurement alone) might increase AIDS awareness and lead to changes in attitudes, beliefs,
knowledge, and behavioral intentions. These data provided a useful no-treatment comparison
group for the pretest-posttest changes.

The HAIQ was administered to the same group of 103 soldiers on two separate
occasions, April 16 and April 23, 1990, to assess the impact of measurement alone, with no
intervening briefing. This group was randomly selected from a list of units of soldiers due for their
annual mandatory HIV briefing at Fort Ord; they were not included in the sample of soldiers invited
to participate in the AIDS education evaluation. The group was assembled in a Fort Ord classroom
solely for the purpose of administering the pretest version of the HAIQ. One week later the group
again assembled, completed the posttest version of the HAIQ, and then received their mandatory
HIV briefing from the health educator. This two-stage administration of the HAIQ was known as
the "control assessment.”

Comparison of the pre- and posttest scores on the ten HAIQ summary scales indicated
there were no statistically significant changes on nine of the summary scales (matched-pair t-test
p-values ranged from .26 to .94). A slight drop in scores from pretest (mean 2.91) to posttest
(mean 2.82) on TK1 indicated that the control assessment subjects displayed more
misinformation about low-risk sexual transmission activities after one week (m-p t-test, p=.04). Itis
possible that items on the questionnaire increased their concerns or confusion about the
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transmission of AIDS through casual contact, which in turn lowered their scores. Otherwise, it
appears that completing the questionnaire alone, in the absence of any specific educational
briefing on HIV disease, does not increase AIDS awareness nor lead to changes in attitudes,
beliefs, and knowledge, or behaviors related to risk of exposure to HIV. It is likely, therefore, that
the score increases, particularly from pretest to posttest, that were reported in the previous
sections couid be attributed to the HIV educational briefings.

To establish comparability of the control assessment group (N=103) with the entire
baseline sample (N=503), statistical tests were conducted on 35 variables, including
demographics, health risk behaviors, history of sexual activity and risk behaviors, perceptions of
personal vulnerability to AIDS, previous AIDS classes, and the 10 HAIQ summary scales. The
results indicated that the two groups of soldiers were nearly identical at baseline. The three
statistically significant (p<.05) group differences were: controls were slightly less likely to have
ever used a condom during sex (87% vs. 93%), less likely to have had sex when traveling in the
past year (15% vs. 32%), and knew slightly less about high-risk sexual transmission activities (TK2,
mean 3.69 vs. 3.80). These differences were small and may have been due to chance given the
large number of statistical tests performed at p=.05.

Sexual Risk Behaviors

A related set of analyses were conducted to investigate change in sexual risk behaviors
for those 279 (56%) subjects at baseline who reported having sex with one or more new partners
in the prior year. At the 6-month follow-up assessment, 43% of these soldiers reported no new
sex partners in the past 6 months; this figure increased to 51% at 12 months. These changes
were aiso reflected in the responses of the total samples at each time point: while 44% of all
subjects at baseline reported no new sex partners in the past year, this increased to 62% at both 6
and 12 months (i.e., a 41% increase from baseline).

For those individuals still engaging in sex with new partners at 6 and/or at 12 months,
there was a significant reduction in their overall sexual behavior risk index (SBRI, Wilcoxon
matched-pair test, p<.001), primarily due to fewer different sex partners (p<.001). The percent of
these subjects engaging in 3 or more potentially risky behaviors dropped from 65% at baseline to
28% at 6 months and 37% at 12 months. These changes were also reflected in the responses of
the total samples at each time point: while 36% of all subjects at baseline reported engaging in 3
or more risky sexual behaviors in the past year, this decreased to 10% at 6 months and 12% at 12
months. In addition, the percent of subjects who reported they paid someone for sex dropped
from 8% at baseiine to 1% at both 6 and 12 months.

For those individuals still engaging in sex with new partners at 6 months, there was no
change from baseline in reported frequency of condom use or of carrying condoms when going
out. By 12 months, however, there was approximately a 50% increase from baseline in the
percent of soldiers who reported "always" using condoms (increase from 21% to 31%) and
"always" carrying condoms (increase from 20% to 32%). Similar results for condom use and
carrying condoms were also found with those subjects who had not engaged in sex with new
partners at baseline, but reported doing so by the 6- or 12-month assessments.

Comparisons of the behavioral and standard HIV briefing groups for each of these
variables at each assessment point revealed no statistically significant differences (all p>.05). The
responses for both briefing groups, therefore, were combined for all the analyses reported in this
section.
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Attrition Analysis: Comparison of 6- and 12-Month Follow-up Samples with
Remalning Subjects at Baseline

One-half of the soldiers (N=256) were randomly selected from the entire sample (within
each of the 16 original subject groups) for participation in the 6-month follow-up assessment. The
entire sample of 503 subjects was contacted 12 months after the HIV briefings for a follow-up
assessment. As previously reported in the Methods section, attrition rates for the two
assessments were, respectively, 27% and 35%. Reasons for non-participation were also
provided and discussed.

To establish comparability of the 6-month (N=186) and 12-month (N=328) follow-up
assessment groups with the remaining subjects at baseline who did not participate in the 6-month
(N=317) or 12-month (N=175) assessments, statistical tests were conducted on the same 35
variables described above for the no-briefing, control assessment group. Three statistically
significant differences were found with the 6-month assessment group, and five differences for
the 12-month group.

The three significant (p<.05) group differences indicated that the 6-month assessment
group was: less likely to smoke now (28% vs. 37%), less likely to have had more than one STD
(4% vs. 9%), and less worried or concerned about getting AIDS (41% vs. 50%). The five
significant (p<.05) group differences indicated that the 12-month assessment group was: more
likely to be male (91% vs. 82%), more likely to drink moderately or heavily (48% vs. 30%), more
likely to have had two or more different sex partners in the past year (46% vs. 35%), more ikely to
have not always used a condom with new sex partners (48% vs. 38%), and less knowledgeable
about high-risk sexuai transmission activities (TK2, mean 3.77 vs. 3.86).

Although attrition rates in the 6-month and 12-month follow-up assessments were the
same for both briefing groups (chi-square tests, p=.50 and p=.46, respectively), comparisons
were made to see if the subjects remaining in the follow-up briefing groups had been similar at
baseline, that is, to see whether or not attrition had differentially affected the original make-up of
the briefing groups. Using the same 35 variables, only one statistically significant baseline
difference was found between the behavioral and standard groups within the 6-month
assessment subjects, and three briefing group differences were found for the 12-month
subjects.

The one significant (p<.05) difference at baseline for the S-month assessment subjects
indicated that the percent reporting driving after drinking was slightly higher in the behavioral
group than in the standard group. The three significant (p<.05) differences at baseline for the 12-
month assessment subjects indicated that the behavioral group was: more likely to have not
always used a condom with new sex partners (54% vs. 41%), more likely to drink moderately or
heavily (53% vs. 42%), and more likely to report driving after drinking.

in general, these differences were not numerous and were relatively small, particularly for
the 6-month follow-up sample, and, as noted previously, possibly could have been due to chance
given the large number of statisticai tests performed at p=.05. It was felt that these sets of
comparisons indicated that the two follow-up assessment groups were similar to the other soldiers
at baseling, that attrition had not differentially affected the two brieting groups, and that the
statistical findings involving the two follow-up samples could be generalized to the original cohort
of 503 subjects.
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Section 4:
Prediction of Pretest-Posttest Change in Behavioral Intentions

A series of exploratory multiple regression analyses, similar to those reported in Section
2, were conducted to examine the relationships among changes in behavioral intentions following
participation in the U.S. Army's AIDS education program. The analyses focussed on change from
pretest (baseline) to posttest (after HIV briefing) because observed increases in scores, as
discussed in Section 3, were largest between these two assessment points.

The dependent measures were the pretest-posttest change scores for the five HAIQ
prevention and safer-sex behavior scales, with change calculated as posttest score minus pretest
score. Independent variables included demographics, health risk behaviors, sexual risk
behaviors, perceptions of personal vulnerability to AIDS, and previous AIDS classes. Change
scores for the five attitudes, beliefs, and knowledge scales were used as independent variables
when predicting change in the behavior scales. Change scores for four of the prevention and
safer-sex behavior scales were used as independent variables when predicting change in PB1,
PB2, BI1, and BI2. Because CU1 (personal condom use) includes some of the items from PB1
and BIl1, only change in PB2 and BI2 (safer-sex negotiations and information sharing,
respectively) were included in the set of behavior variables used for predicting change in CU1.
The sets of variables were previously described in Section 1 of the Results and summarized in
Table 8.

The variable selection procedure was essentially the same as that described in Section 2,
again using a combination of hierarchical and stepwise multiple regression. There were severat
important differences, however. First, to control for subject differences at baseline, as well as for
the lack of demonstrated change due to ceiling effects for subjects with high pretest and posttest
scores, the pretest score was entered by itself on the first step in each analysis. Second, in a
similar manner, the sets of baseline scores were entered before ne sets of change scores for the
HAIQ summary scales. Third, to assess the impact of HIV briefing after controlling for other
predictor variables, an indicator variable representing type of briefing (standard/behavioral) was
entered by itself on the last step of each analysis.

In summary, the sets of variables used in predicting pretest-posttest change in attitudes,
beliefs, and knowledge about AIDS, listed in their order of entry, included:

Block 1: Baseline (Pretest) Summary Scale Score

Block 2: Demographics

Block 3: Health Risk Behaviors

Block 4: Sexual Risk Behaviors

Block 5: Perceptions of Personal Vulnerability to AIDS / Previous AIDS Classes
Block 6: Attitudes, Beliefs, and Knowledge Baseline Scores

Block 7: Attitudes, Beliefs, and Knowledge Change Scores

Block 8: Prevention and Safer-Sex Behavior Baseline Scores

Block 9: Prevention and Safer-Sex Behavior Change Scores

Block 10: HIV Briefing Type

Once again, to reduce the overall risk of committing one or more Type | errors because of
the large number of independent variables potentially entering each muitiple regression
equation, the probability of F-to-enter at each step was set at 1% (.01). The results, summarized
in Tables 29 through 33, are based on the 407 subjects with complete data on all dependent and
independent variables.
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Baseline scores were moderately strong predictors of change in the five prevention and
safer-sex behavior scales, explaining between 10% and 19% of the score variance. As expected,
the negative beta weights indicated that higher pretest scores were related to smaller change
scores, and vice versa. None of the baseline demographics, health risk behaviors, or sexual risk
behaviors predicted change in behavioral intentions. In addition, only one of the perceptions of
personal vulnerability variables (i.e., personally knowing someone with AIDS) predicted a small
amount (1.6%) of the variance in change in safer-sex negotiations {(PB2).

Two of the baseline scores for attitudes, beliefs, and knowledge predicted small amounts
of variation in change in behavioral intentions. General knowledge about AIDS (GK) explained 3%
of the variance in change in sater-sex negotiations (PB2), and specific knowledge about high-risk
transmission activities (TK2) explained 3% of the variance in change in safer-sex intentions (Bi1).
Positive change in general attitudes and beliefs about AIDS (AB1) predicted a small (2%) amount
of the positive change in safer-sex information sharing (Bi2).

A more consistent (though small) predictor of positive change in behavioral intentions,
however, was positive change in general knowledge (GK), which explained between 2% and 4%
of the variance in four of the behavior scales (PB2, BI1, Bi2, and CU1). This is an interesting
finding, given the previously reported ceiling effects and concomitant lack of variation in GK at
baseline. It appears that individuals with lower GK baseline scores were more able to increase
their general knowledge about AIDS (as would be expected), and that the increase was related to
positive change in behavioral intentions.

Baseline scores for either safer-sex intentions (Bi1) or information sharing (BI2) were also
small predictors of positive change in each of the five behavior scales, explaining between 2%
and 4% ot the variance. Similar to the findings at baseline, the strongest predictors of change in
behavioral intentions were changes in other behaviors. For example, increases in prevention self-
efficacy (PB1) were predicted by positive changes in safer-sex negotiations (PB2, 7%) and
intentions (Bl1, 3%). Increases in the safer-sex intentions scale (Bl1) and the highly related
personal condom use scale (CU1) were predicted by positive changes in safer-sex information
sharing (BI2, 12% and 11%, respectively) and willingness to negotiate (PB2, 6% and 7%,
respectively). This provides further support for the findings at baseline indicating that behaviors
(and now change) associated with safer sex are stronger predictors of personal risk behaviors (and
change) than are attitudes and beliefs or perceptions of personal vulnerability to AIDS.
Implications of this finding for intervention are reviewed in the Discussion.

Finally, after controlling for all other predictors, type of HIV briefing was still a significant
predictor of pretest-posttest change in personal condom use scores (CU1, p=.001), but not for
any of the other behavioral intention scales. This same effect was also found as a significant time-
by-group interaction in the repeated measures analyses reported in Section 3: the change in
reported behavior was greater for the behavioral briefing group, though the effect was small (2%
explained variance).

Discussion

This project evaluated the U.S. Army’s education program on military personnel’s attitudes
and knowledge about AIDS and behavioral intentions related to risk of exposure to the AIDS virus
or HIV. Using a sample of male and female light infantry troops at Fort Ord, California, the project
compared two approaches to AIDS education. One of these was designed to be representative of
the Army-wide HIV education program which included the screening of the video "AIDS: Can | Get
It?", and the other was an interactive HIV educational briefing requiring subject participation and
demonstrations. The former was referred to as the standard briefing group and the latter was
referred to as the behavioral briefing group.
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Initial Levels of Knowledge, Attitudes, and Behavior

An important aspect of the evaluation was to determine the level of AlIDS-related
knowledge, attitudes, and risk behaviors in the sample of light infantry troops prior to briefing. The
administration of the Health and AIDS Information Questionnaire (HAIQ) prior to the AIDS briefing
indicated that the general knowledge about AIDS, including the meaning of testing negative for
HIV and the fact that one can be HIV+ and look healthy, was quite high. Similarly, the sample was
knowledgeable about the behaviors that convey the highest risk for HIV transmission, such as
sharing needles for drug use or having unprotected sex with an HIV+ individual. The sample also
indicated a high level of positive attitudes about AIDS in general. Responses from the sample
indicated informed attitudes regarding such issues as willingness to visit a friend or work with a
person who has AIDS. These findings of high levels of general knowledge and positive attitudes
suggest that those designing AIDS education programs for samples similar to the one studied in
this evaluation should place an emphasis on areas other than conveying general AIDS information.
It is important to note that 83% of the sample had previous AIDS education. This figure is likely to
increase in the future with the on-going education in the military and the increased adoption of
AIDS education in public schools. Not only are samples knowledgeable, but repetitive instruction
will result in less time devoted to issues where attention is needed.

This project indicated that there are important areas of AIDS-related knowledge and risk
behaviors where education is needed. In contrast to the knowledge about behaviors that convey
the highest risk for HIV transmission, the sample was either not informed or misinformed about HIV
transmission with lower-risk activities, or those considered to carry no risk, such as shaking hands
with, or being coughed on by someone who has AIDS. This finding suggests that AIDS education
programs for sampies such as the one studied here should emphasize conveying information
about the extent of HIV transmission from low-risk as well as activities that carry no risk, including
those often described as “casual contact.”

Prior to the briefing, the sample reported engaging in considerable high-risk sexual
behavior. Over 40% reported having had multiple sex partners in the previous year, inciuding 16%
of those in the sample who indicated that they were married and living with their spouses. The
level of risk behavior within married individuals suggests that AIDS educators should not assume
that being married is associated with being in a lower risk group. This point is underscored by the
report of seroconversions in the U.S. Army population serially tested from 1985 to 1987, which
showed that the risk of HIV infection was comparable among married and unmarried soldiers,
especially in the older age cohorts [8]. Using the index of sexual risk developed for this study,
which covered such variables as number of partners, condom use, and paying for sex, over one-
third of the sample reported 3 or more potentially high-risk behaviors. Over 50% of the sample
reported having sex with a new partner in the previous year, and only one-fifth of these individuals
reported always using condoms when having sex with new partners. This observed level of risk
behavior occurring in the presence of high levels of knowledge about transmission risk calls into
question the educational theories which argue that knowledge and attitudes are important
determinants of risk-related behavior (for discussion see Chesney, 1990) [30]. Moreover, these
findings serve to amplify the fact that prevention of risk behavior *extends beyond imparting
information to affecting individuals through influencing social norms and developing personal risk
avoidance skills” (p. 118) [31].

There is evidence that the practice of safer sex, and particularly the use of condoms, is
significantly influenced by social norms [32; 33]. Unlike the positive attitudes about AIDS, the
sample in this study did not have positive attitudes toward condom use. In addition, subjects were
asked about their perceptions of social norms regarding condom use. Their responses indicated
that they do not perceive a social norm supportive of condoms. Consistent with the literature, the
observed lack ot a clear social norm regarding condom use was accompanied by lower scores on
the personal condom use scale, which measures self-efficacy and personal intentions to use
condoms.
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The primary indicators of current and future risk behavior in this project were measures of
behavioral intentions to practice safer sex and to use condoms. The leading correlates of these
“outcomes” were not knowledge and attitudes but were behavioral variables, such as intentions to
negotiate with partners or to share information about condoms with friends. These findings
suggest that the education may be more effective in leading to risk reduction if it focuses on
training participants to become “change agents” for the purpose of telling others about HIV risk
and risk reduction strategies, including negotiating for safer sex. Such training would be most
effective if it involved participants actually practicing the role of change agent. This could be
effectively accomplished by using a peer as a co-instructor for AIDS education or by incorporating a
peer education component in AIDS education. Innovative controiled studies of community-level
interventions provide impressive support for the efficacy of using peer leaders in AIDS risk
reduction [34]. Other research has demonstrated that having participants actively work to
persuade others to adopt low-risk activities is one of the most effective ways to achieve attitude
and behavior change in the participants who are acting as “change agents” [35]. Such an
approach would also be likely to contribute to the development of positive social norms.

Individuals who reported engaging in other risk behaviors, such as not wearing seat belts
or driving after drinking, were also likely to report higher-risk sexual behaviors and lower intentions
to practice safer sex or use condoms. Others have observed an association between alcohol and
unsafe sex, suggesting that alcohol disinhibits safer sex practices, particularly when alcohol is used
during sexual encounters [36]. It has also been suggested that heavy alcohol use is a marker for
individuals who engage in higher-risk behavior generally [37], and who may perceive themselves
as less vuinerable [38]. Consistent with this perspective, others have found that drinking status is
associated with cigarette smoking status, drug use, and drinking and driving, and inversely
associated with frequency of seat belt use [24]. The findings in this project appear to support the
concept that there are individuals who engage in a range of higher-risk behaviors, including unsafe
sex. First, lower intentions to practice safer sex or to use condoms was associated with two health-
risk behaviors: driving after drinking and not using seat belts. Second, the associations observed
were between current reports of seat belt use or driving after drinking, and intentions regarding
unsafe sex, which involve projecting future activity. These associations between other health
behaviors and higher-risk sexual behavior have implications for AIDS education. Specifically, AIDS
education should be integrated into Health Risk Appraisal education programs, as well as any
programs focusing on individuals who are cited for driving after drinking or failing to use a seat beit.

The Effect of Briefings on Change

The two types of briefings resulted in marked increases in knowledge, attitudes, and
behavioral intentions from the pretest to the posttest, which was administered immediately
following the briefing. Some of these increases are particularly noteworthy. As noted in the
previous section, prior to the briefings, the sample was either not informed or misinformed about
HIV transmission risk with lower-risk activities, including those often considered as “"casual contact.”
Participating in either of the briefings led to significant increases in this domain of transmission
knowledge. Although all of the prevention behavior and behavioral intention scales showed
significant increases with the briefings, the largest increases were seen in intentions to engage in
safer sex and to discuss safer sex with others. These improvements are important because they
comprise critical elements in personal risk-avoidance strategies such as intentions to use
condoms.

As noted previously, the primary indicators of current and future risk behavior in this project
were behavioral intentions to practice safer sex and to use condoms. Prior to the briefing, the
leading correlates of these “outcomes” were behavioral variables, such as intentions o negotiate
with partners or to share information about condoms with friends. An important question
addressed by the project was whether changes in these correlates would also be associated with
changes in the safer sex “outcomes.” The results not only indicate that this is the case, but
suggest a model in which changes in intentions to negotiate with partners or to share information
about condoms with friends lead to changes in self-efficacy to engage in personal risk reduction.
Changes in prevention self-efficacy, in turn, are associated with the intention to engage in safer-
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sex practices. The analyses support a similar model for changes in intentions regarding personal
condom use, that is, a model in which changes in intentions to negotiate with partners or to share
information about condoms with friends are associated with changes in personal intentions to use
condoms. Knowledge plays a modest role in these models, at the beginning, in so far as general
knowledge is a prerequisite for information-sharing and negotiating with partners.

More changes were observed in the measures of behavioral intentions and prevention
behaviors than in the measures of knowledge and attitudes. This difference between the two
types of measures reflected the fact that the sample studied was well-informed about general AIDS
knowledge and about behaviors that convey the highest risk of HIV transmission. As such, the
scales measuring changes in these areas of knowledge could not register increased knowledge
following the briefing. One of the attitude scales was designed to assess the participants’
perceptions of social norms regarding condom use. This scale also failed to show a change
immediately following the briefing. This would be expected since perceived social norms reflect
the participant’s view of prevailing social behavior, which is not likely to change in a single, one-time
briefing.

The 6- and 12-month follow-up assessments were included to examine the extent to
which changes were maintained over time and to provide information as to the frequency with
which AIDS briefings should be conducted. Unfortunately, most of the significant increases in
knowledge, attitudes, and behavioral intentions resulting from the briefings were lost in the 6 and
12 months following the briefings. Several of the changes were maintained, however. These
included the increase in knowledge about HIV transmission with lower-risk activities and intentions
to negotiate with partners for safer sex. The two primary “outcomes” (i.e., intentions to practice
safer sex and personal intentions to use condoms) maintained their improvements at 6 months but
the increases were lost by 12 months. One particularly encouraging change was observed in the
measure of social norms regarding condom use. Although no immediate changes were observed
in this scale at the time of the briefing, significant increases in perceived social norms supporting
the use of condoms were reported at both 6 and 12 months, perhaps reflecting a prevailing
change in social norms consistent with the use of condoms. As noted above, such changes can
be particularly important in providing a social environment supportive of individual risk-avoidance
strategies.

The failure to maintain changes over the 6- and 12-month intervals following the briefings
has implications for the frequency of AIDS educational activities. Considering that the target of
these educational efforts are long-standing personal preferences, pleasurable and private
behaviors, it may be presumptuous to assume that lasting change could be achieved in brief 90-
minute sessions, once every one or two years. In other educational efforts, considerable time is
spent to train individuals to make changes in far less pleasurable and private behaviors. Programs
to modify other health behaviors and habits are often extended over time, offering participants
opportunities to practice engaging in newly acquired behaviors, and returning to obtain further
instructions and problem-solve difficulties that were encountered. It is likely that lasting changes in
the sexual practices needed in order to reduce the risk of HIV transmission will, at a minimum,
require additional brief training sessions to provide participants with opportunities to acquire
feedback, reinforcement, and the problem-solving necessary to develop personalized risk
avoidance skills. Given the importance of behavioral variables such as intentions to negotiate with
partners or to share information about condoms with friends, any more frequent educational
activities should consider incorporating peer education components with a focus on training
participants to become risk-reduction “change agents.”

The results are notably encouraging with regard to changes in high-risk behaviors. The
briefings were particularly successful in reducing the prevalence of high-risk activities. Specifically,
prior to the briefings, 279 or 56% of the sample reported having had sex with a new partner in the
previous year. Of these, only 21% reported always using condoms when having sex with a new
partner. By 12 months, there had been a 32% reduction in the number of individuals who had sex
with a new partner, and among those that did, there was a 50% increase in the number reporting
always using condoms. Similarly, prior to briefing, among those who were having sex with new
partners, only 20% reported always carrying condoms. By 12 months after the briefing, of those
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who reporting having sex with new partners, there was a 50% increase among those who reported
always carrying condoms. The index of sexual risk developed for this study, which covered such
variables as number of partners, condom use, and paying for sex, showed that over 36% of the
sample reported 3 or more potentially high-risk behaviors prior to the briefing. By 12 months, only
12% of the sample reported this level of high-risk behaviors. In addition, the percent of subjects
who reported they paid someone for sex dropped from 8% at baseline to 1% at both 6 and 12
months. These results indicate that the briefings were effective in contributing to change and the
maintenance of change in self-reported high-risk behavior over a 12-month period.

The Relative Efficacy of Behavioral and Standard Briefings

In general, there were few differences between the standard and behavioral briefings in
their effect on changes in knowledge, attitudes, behavioral intentions, and practice of high risk
behaviors. This is consistent with a recently reported review of the literature comparing video with
other methods of education [39]. It is important to note one exception to this overall pattern ot little
differences between the groups, an exception that involved one of the primary “outcomes” of the
project: those who participated in the behavioral briefing group showed significantly greater
changes in the personal condom use scale than those who were given the standard briefing. In
addition, the increases in knowledge regarding HIV transmission with lower-risk behaviors were
also significantly higher in the behavioral than the standard briefing group. In no case was the
standard briefing group superior to the behavioral briefing group. In fact, where there were trends
toward significant differences between the two groups, as was the case with behavioral intentions
to practice safer sex and to share information about HIV with friends, the increases were larger in
the behavioral briefing group. These findings have implications for choosing between the
standard and behavioral approaches to HIV briefings. Specifically, while there are few differences
between the two strategies, the fact that the behavioral briefing group showed greater increases in
personal condom use and trends toward greater increases in the other risk-reducing behavioral
intentions, and the fact that the standard briefing group failed to show any evidence of superiority,
suggests that, where possible, behavioral briefing approaches should be considered.

These findings are further supported by the participants’ feedback about the HIV briefings.
At the 12-month assessment, subjects were asked to comment of the research project and on the
Army's AIDS briefings. As shown in Figures 7 and 8, nearly all soldiers (86%) preferred a briefing
with both a video and a presentation by a medical person, and a majority (66%) felt the briefings
should be conducted twice a year.

Limitations of the Current Study

Certain limitations should be kept in mind when interpreting the findings from this project.
Specifically, it was carried out at one installation -- Fort Ord, California -- and involved only light
infantry. The findings may not generalize to other installations or other individuals. Between the
time of evaluation of the education programs with the pretest, briefings, posttest, and the follow-up
assessments, the United States was engaged in the war in the Persian Gulf. There is no way to
evaluate the effect that this conflict, given the travel it involved and the stresses that it created, had
on the failure to see greater maintenance of the changes that were observed immediately following
the briefing. The assessment of knowledge, attitudes, and behaviors in this project is based on
self-report, rather than direct behavioral observation or incidence of seroconversion. Such
measures were beyond the scope of this project. However, recent studies do provide
reassurance that some degree of confidence can be placed in the reliability and validity of self-
reported sexual behaviors [40; 41].




Summary of Implications and Recommendations

The results of this project, discussed in the foregoing section, lead to the following

implications and recommendations regarding AIDS education in the U.S. Army:

10.

AIDS education programs for samples similar to that studied in this evaluation should limit
the time devoted to teaching general HIV-related information, educating groups about
the highest-risk behaviors, and attempting to engender positive attitudes about AIDS. In
groups where the existing level of general knowledge is already high, re-educating
participants reduces the time that can be devoted to developing personal risk-avoidance
skills.

To the extent that AIDS education programs do address knowledge and attitudes, the
emphasis should be on conveying information about the risk of HIV transmission for
lower-risk behaviors and those considered to carry no risk, such as casual contact.

Continued high-risk behavior can be expected even if populations are knowledgeable
and have informed attitudes about AIDS. Educational efforts need to focus on factors
associated with changes in behavioral intentions.

Educational programs should target changing the prevailing social norms regarding risk
reduction, particularly the use of condoms. Personal intentions to use condoms are
significantly influenced by the prevailing social norms concerning condom use.

Educational programs should concentrate on training participants to become “change
agents” who would be able to tell their friends about AIDS and HIV-disease. This training
should include actual rehearsal of teaching others about risk-reducing behaviors,
including negotiating for safer sex.

Individuals should participate in AIDS education activities regardless of marital status,
given the evidence that some married individuals continue to engage in high-risk
activities. The educational approach that involves training individuals to be “change
agents” and emphasizes teaching others to practice safe sex may be a particularly
effective way of making AIDS education personally relevant to all participants, including
those who are married.

Consideration should be given to invoiving peer leaders in AIDS education. These
individuals would serve as role models for “‘change agents” and would escalate the
likelihood of changing social norms to support risk reduction.

. AIDS education should be integrated into broader health education programs including

those involving Health Risk Appraisal, given the evidence suggesting that individuals who
do not practice general good health behaviors may also be less likely to practice behaviors
that reduce their risk of exposure to HIV.

Behavioral briefings should be implemented whenever possible, given the evidence that
this type of briefing was associated with increased self-efficacy and personal intentions to
use condoms.

AIDS education programs shoul!d not be limited to single sessions on a yearly or bi-yearly
schedule. Additional brief training sessions are needed in order to provide participants
with opportunities to acquire feedback and reinforcement, and to problem-soive
difficulties encountered when they attempted to implement personalized risk-avoidance
skills. These educational activities could also incorporate peer education components
with a focus on training participants to assist others in risk-reduction problem-solving.
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11. Further educational programs should be designed to test the model suggested by the
results of this project. Specifically, this model proposes that changes in intentions to
negotiate with partners or to share information about condoms with friends lead to
changes in self-efficacy to engage in personal risk reduction. Changes in prevention self-
efficacy, in tumn, lead to changes in personal intentions fo engage in safer-sex practices.
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Table 1: Demographic Characteristics and Prior AIDS Education at Baseline

Behavioral Group Standard Group Entire Sample
(N=251-256)" (N=245-247)" (N=496-503)"

Age (yrs)

Mean (SD) 26.8 (6.1) 27.7 (6.7) 27.2 (6.4)

Range 17 - 48 18 - 48 17 -48
Education (yrs)

Mean (SD) 13.1 (1.6) 12.9 (1.5) 13.0 (1.5)

9-17 10 - 17 9-17

< 12 3% 4% 4%

HS grad 51 55 53

Some college 33 28 31

College grad 10 11 10

> 16 3 1 2
Gender

Male 86% 90% 88%

Female 14 10 12
Ethnicity

Aslan 2% 2% 2%

Black 30 30 29

Latino/Hispanic 10 7 9

Native American 2 1 1

White 54 57 55

Other 2 4 3
Marital status

Never married 42% 36% 39%

Separated 1 4 3

Divorced 5 6 6

Widowed 0 0 0

Married 52 53 53

* Sample size (N) varies slightly across variables because of missing data.
NOTE: No statistically significant differences between briefing groups (all p>.05).




Table 1: (continued)

Behavioral Group Standard Group Entire Sample
(N=251-256)" (N=245-247)" (N=496-503)"
Length of service (yrs)
Mean (SD) 6.2 (5.8) 6.8 (6.3) 6.5 (6.1)
Median 4 4 4
Range 1-248 3-285 1-285
Grade
Enlisted 86% 89% 88%
Warrant Officer 2 3 2
Officer 1 7 9
Previous AIDS classes
No 15% 19% 17%
Yes 85 81 83

* Sample size (N) varies slightly across variables because of missing data.
NOTE: No statistically significant differences between briefing groups (all p>.05).




Table 2: Health Risk Behaviors at Bas.eline

Behavioral G.roup Standard Group Entire Sample
(N=256) (N=243-247)" (N=499-503)"
Rating of overall heaith
Poor 0% 0% 0%
Fair 5 6 5
Good 60 55 57
Excellent 36 39 37
Cigarette smoking history
Smoker now 33% 35% 34%
Used to smoke 16 18 17
Never smoked 52 48 50
Alcohol use (ounces/day) ™
Mean (SD) .45 (.80) .40 (.61) 43 (71)
Median 23 .14 21
Range 0-10.34 0-357 0-10.34
None (0) 25% 39% 32%
Light (>0-.32) 29 24 26
Moderate (.32-.96) 34 27 31
Heavy (>.96) 12 9 1
Driving and drinking ™
Always 0% 0% 0%
Usually <1 1 1
Sometimes 9 4 6
Rarely 29 22 26
Never 62 73 67
Seat belt use
Never 0% 1% 1%
Rarely 6 7 6
Sometimes 11 6 8
Usually 21 26 23
Always 63 61 62

* Sample size (N) varies slightly across variables because of missing data.

™ Statistically significant difference between briefing groups (Mann-Whitney test, p<.05).




Table 3: History of Sexual Activity and Risk Behaviors at Baseline

Behavioral Group Standard Groqp Entire Sample
(N=253-256)" (N=243-247) (N=496-503)"

Sexual Behavior Risk Index (SBRI - sum of 5 recoded (0/1) items)

Mean (SD) 1.65 (1.69) 1.51 (1.69) 1.58 (1.69)

0 41% 49% 45%

1 14 7 11

2 7 9 8

3 20 15 17

4 13 17 15

5 5 2 4
Ever used a condom during sex?

No 7% 7% 7%

Yes 93 a3 93
Ever been diagnosed with STD?

No 79% 81% 80%

Yes 21 19 20 (N=98)
IF YES (total N=98): Times diagnosed with STD

1 67% 60% 63%

2 24 32 28

3 or more 10 9 9
Number of different sex partners in past year

None 4% 6% 5%

One 52 55 53

24 30 25 27

59 11 9 10

10-15 2 2 2

More than 15 2 2 2

* Sample size (N) varies slightly across variables because of missing data.

NOTE: No statistically significant differences between briefing groups (all p>.05).




Table 3: (continued)

Behavioral Group Standard Group Entire Sample
(N=253-256)" (N=243-247)’ (N=496-503)"
Travel outside U.S. during past year? ™
No ' 33% 24% 29%
Yes 67 76 71 (N=353)
IF YES (total N=353): Sex with new partner when outside U.S.?
No 55% 56% 55%
Yes 45 44 45
Paid someone for sex in past year?
No 91% 93% 92%
Yes 9 7 8 (N=38)
IF YES (total N=38): Number of partners paid for sex.
1 23% 44% 32%
2 27 13 21
3 14 31 21
4 9 0 5
8 or more 27 13 21
How often use condom with new sex partner in past year?
No new partners 39% 49% 44%
IF new partners (total N=279)
Never 28% 29% 29%
Some of the time 27 28 28
Most of the time 24 22 23
Always 21 20 21
How often carry condoms when go out?
IF new partners (total N=279)
Never 37% 42% 39%
Some of the time 31 23 27
Most of the time 12 16 13
Always 20 20 20

* Sample size (N) varies slightly across variables because of missing data.
™ Statistically significant difference between briefing groups (Chi-square test, p<.05).




Table 4: Perceptions of Personal Vulnerability to AIDS at Baseline
Behavioral Group Standard Group Entire Sample
(N=253-255)" (N=242-247)" (N=495-502)"

Have you personally known anyone HIV+?
No 82% 83% 82%
Yes . 18 17 18

Have you personally known anyone with AIDS?
No 86% 87% 87%
Yes 14 13 13

How worried or concemed are you that you will get AIDS?
Not at all worried 14% 15% 15%
Not too worried 41 36 39
Somewhat worried 33 35 34
Very worried 12 13 13

| have already heard more than | want to hear about AIDS.
Strongly disagree 29% 35% 32%
Disagree 52 43 47
Agree 14 15 14
Strongly agree 5 7 6

| don't think AIDS will ever affect my own life.
Strongly disagree 14% 20% 17%
Disagree 46 41 4
Agree 32 4 34 33
Strongly agree 8 ) 5 6

if infected, my body would be able to fight off the AIDS virus.
Strongly disagree 51% 53% 52%
Disagree 37 34 36
Agree 10 1 11
Strongly agree 2 2 2

* Sample size (N) varies slightly across variables because of missing data.

NOTE: No statistically significant differences between briefing groups (all p>.05).




Table 5: HAIQ Summary Scales for Attitudes, Beliefs, and Knowledge about AIDS
at Baseline

] Behavioral Group
[N  Mean sD

| tems NEWS News reports on AIDS cannot be trusted. *

QUARAN People infected with AIDS virus should be quarantined. * ?

i INFO I've already heard more than | want about AIDS. * ‘

| vISIT if a friend had AIDS | would still visit. ,
DESERVE People with AIDS deserve the disease. * ;
AFFECT | don't think AIDS will ever affect my own life. :
BIWORK | would work with a person who is HIV+.

| items SNORM1 Most of my friends who have sex with different partners use condoms.
SNORM2 A lot of people my age use condoms.
SNORM3 Most of my friends think that condoms are too much of a hassle to use. *

FUTURE Once told not have AIDS virus, no need to worry about catching in future. *
TESTNEG If test negative for HIV antibody, not have to be concemed with safer sex.
REDUCE Reducing number of sexual partners will reduce risk for getting AIDS virus.
NEEDLE1 Sharing needles for drug use with friends can put at risk ...

NEEDLE2 Sharing needles for drug use with strangers can put at risk ...

LKGOOD You can be infected with the AIDS virus and fook healthy.

FTRANS Women can not pass the AIDS virus to male sex partners. "

ORALSEX You can get the AIDS virus from oral sex.

MORTAL If you have AIDS, chances you will die from it are very high.

It is possible to catch the AIDS virus from having unsafe sex even one time.

Items Receiving a blood transfusion in the U.S. *
TRANS2 Donating or giving blood in the U.S."

TRANS3 Eating in a restaurant where the cook has AIDS. *
TRANS4 Shaking hands with or touching someone who has AIDS. *
TRANS6 Being coughed or sneezed on by someone who has AIDS. *

| tems TRANS5  Sharing neadies for drug use with someone who has the AIDS virus.
T TRANS10 Having sex with a person who has the AIDS virus, not using a condom.
‘ TRANS11 A pregnant woman who has the AIDS virus can give it to her baby.

* item reversed before being added to summary scale.

NOTE 1: Individual items and summary scale scores ranged from 1 to 4; higher scores are "better."
NOTE 2: No statistically significant differences between briefing groups (all p>.05).




Table 6: HAIQ Summary Scales for Prevention and Safer-Sex Behaviors at
Baseline

Behavioral Group
N Mean SD

ltems FJCOND1 Sex with a condom doesn’t feel as good to a man. *
FJLIMIT If | were single, it would be hard to limit the number of sexual partners
FJAWK1 Having to stop sex to put on a condom takes the fun out of sex.
NOCNDM If sex partner does not want to use condoms, there is little | can do about it. *
FJCOND2 Sex with a condom doesn't feel as good to a woman. ~
FJNOSEX If | were single, it would be hard to just stop having sex. *
FJSAFE In the heat of passion with a new sex partner, hard to stop to use a condom. *

items DISCUSS Before sex with a new partner, | would discuss AIDS protection with them. *
FJNREL it would be hard to ask a new sex partnei about their past sexual behavlors
FJKNOW | don’t know how to bring up subject of past sexual behaviors with new ..

- Blt
ltems BIFREQ Before sex with new partner, I'd ask about number of previous sex partners.
BIUSE Before sex with new partner, I'd ask how they feel about using condoms.
BINEW1 I'd use a condom with a new sex partner | really liked.
BINEW2 I'd use a condom with a new sex partner | liked but who isn’t that special.
BICHG If 1 found | was practicing unsafe sex, | would change to safer sex.

BIDRUGS Before sex with new partner, I'd ask about their use of drugs.
BIDRUNK If ’'m too drunk or high to have safer sex, | won't have sex at all.

BILEARN I'll tell my friends to learn more about AIDS.
BISAFE I'll tell my friends to practice safer sex.
BICARRY 'l tell my friends to carry condoms.

FJCOND1 Sex with a condom doesn't feel as good to a man. *

FJAWK1 Having to stop sex to put on a condom takes the fun out of sex.

NOCNDM If sex partner does not want to use condoms, there is Imje | can do about it. *
FJCOND2 Sex with a condom doesn't feel as good to a woman.

FJSAFE In the heat of passion with a new sex partner, hard to stop to use a condom. *
BIUSE Before sex with new partner, I'd ask how they feel about using condoms.
BINEW1 I'd use a condom with a new sex partner | really liked.

BINEW2 I'd use a condom with a new sex partner | liked but who isn’t that special.
BICARRY " tell my friends to oarry condoms

* Item reversed before being added to summary scale.

NOTE 1: Individual items and summary scale scores ranged from 1 to 4; higher scores are “better."
NOTE 2: No statistically significant differences between briefing groups (all p>.05).




Table 7: Coefficient Alphas, Descriptive Statistics, and Correlations Among the
HAIQ Summary Scales and Sexual Behavior Risk Index at Baseline

.68 .82 87
3 7 3

494 495 497
265 268 280
061 073 095

NOTE: Pearson product-moment correlations are based on 479 observations with complete data.
Printed values are multiplied by 100 and rounded to nearest integer. Absolute values > = .20 have been
flagged by an * (p<.0001).

Scales: AB1  General Attitudes anc Beliefs
AB2 Condom Use Norms
GK General Knowledge
TK1 Transmission Knowledge: Low Risk Activities
TK2  Transmission Knowledge: High Risk Activities

PB1  Prevention Self-Efficacy

PB2 Safer-Sex Negotiations

Bl Safer-Sex Intentions

B2 Safer-Sex Information Sharing
!Yi  Personal Condom Use

SBRI Sexual Behavior Risk Index (range 0-5, higher score is “worse® or "more risk")




Table 8:

Sets of Variables Used in the Multiple Regression Analyses Involving the
HAIQ Scale Scores

ales (range 1-4, higher score Is “better”)

General Knowledge
Transmission Knowledge: Low Risk Activities
Transmission Knowledge: High Risk Activities

cales (range 1-4, higher score Is "better”)

Age (range 17-48)

Highest year of school completed (range 9-17)

Gender (0=femnale, 1=male)

Ethnicity (0=non-black, 1=black)

Marital status (0=married and live w/ spouse, 1=not married or live w/0 spouse)
Number years since enlistment (range 0-29)

Health Risk Behaviors (higher score Is “worse® or “more risk’)

SMOKE
DRINK

DRIVE
BELTS

Smoking history (0=never smoked, 1=used to smoke but not now, 2=smoker now)
Alcohol use (0=none [0 oz/day], 1=light [>0-.32 oz/day],
2=moderate [.32-.96 0z/day], 3=heavy [>.96 0z/day])
Driving and drinking (0=never, 1=rarely, 2=sometimes/usually/always)
Seat beit use (0=always, 1=usually, 2=sometimes/rarely/never)

Sexual Risk Behaviors (higher score is "worse” or "more risk’)

Sexual Behavior Risk index (range 0-5)
Ever diagnosed with STD? (0=no, 1=yes)
Number of STDs (0=none/one, 1=two or more)

KNOHIV Have you known anyone HIV+? (0=no, 1=yes)

KNOPWA Have you known anyone with AIDS? (0=no, 1=Yyes)

WORRY How worried or concemned that you will get AIDS? (1=not at all, 4=Vvery)

FIGHT My body wouid be able to fight off AIDS virus. (1=strongly disagree, 4=strongly agree)
Provious AIDS Classos

AIDSED Previous AIDS classes? (0=no, 1=yes)

HiV Briefing Tvype

BRIEF HIV briefing type (0=standard, 1=behavioral)




Table 9: Summary of Multiple Regression Analysis Predicting "General Attitudes
and Beliefs" (AB1) at Baseline (N=407)

Total Equation

R? Adj. R?
Total Total P

Block 1 Demogtaph hics (stepwise entry)

1 GENDER .020 -142 004
2 SHVIC .020 144 004

e o
NONE
‘Block 3 Sexual Risk Behaviors (stepwise entry)
NONE
‘Block 4:_Personal Vulnerabity / Provious AIDS Classes (stepwise entry) |

3 FGHT 076 -276 000 | 116 110 .000 |
4 WORRY 027 166 000 [ 143 135 000 |

‘Block 5: Attitudes & Beliefs / Knowledge (stepwise entry)

5 TK1 105 337 000 | .248 239 .000
6 GK .020 .146 000 | .268 257 .000

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.




Table 10: Summary of Multiple Regression Analysis Predicting “Condom Use
Norms" (AB2) at Baseline (N=407)

Step Change Total Equation

| Stand. R* Adj. R
| Step Variable Total Total
| Biock 1: Demographics (stepwise entry) 5 .

NONE
l Block 2: Heaith Risk Behaviors (stepwise entry)

NONE
ﬂ Block 3: Sexual Risk Behaviors (stepwise entry)

1 HXSTD 019 -139 005 | .019 017 .005

 Block 4: Personal Vuinerability / Previous AIDS Classes (stepwise entry)
| NONE
ﬂ Block 5: Attitudes & Beliefs / Knowledge (stepwise entry) | ll
| NONE

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.




Table 11:  Summary of Multiple Regression Analysis Predicting "General Knowledge"
(GK) at Baseline (N=407)

Step Change Total Equation
R? Stand. R? Adj. R?
Step Variable Step Beta P Totai  Total P

| Block 1: Demographics (stepwise entry)
| NONE | |
II Block 2: Health Risk Behaviors (stepwise entry) -~ 01 .

[ oo N

Block 3: Sexual Risk Behaviors (stepwise entry) | ]

NONE |

Block 4: Personal Vulnerabllity / Previous AIDS Classes (stepwlse' entry) “

1 FIGHT .033 -.182 .000 | .033 031 .000 ﬂ
Block 5: Attitudes & Beliefs / Knowledge (stepwise entry)

2 TK2 .092 307 000 | .125 Jd21 .000
H 3 AB1 039 .205 000 | .164 .158 000
RS

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.




Table 12:  Summary of Multiple Regression Analysis Predicting "Transmission
Knowledge: Low Risk Activities" (TK1) at Baseline (N=407)

Step Change Total Equation II

R? Stand. R? Adj. R?
Step Beta Total Total

Step Variable

Block 1: Demographics (stepwise entry) "

1 ETHNIC 054 -233 .000 | .054 052 000
2 EDUC .021 144 .003 | .075 .070 000

Block 2: Health Risk Behaviors (stepwise entry)

'
|

Block 3: Sexual Risk Behaviors (stepwise entry)
NONE |

Block 4: Personal Vulnerabllity / Previous AIDS Classes (stepwise entry) |
3 FIGHT 043 -207 000 | 117 411 .000
4 WORRY 021 -147 .002 .138 130 .000
Block 5: Attitudes & Beliefs / Knowledge (stepwise entry)
5 AB1 115 .364 .000 .253 244 .000

NOTE: To reduce risk of committing Type | errors, probabillity of F-to-enter at each step set at p<.01.




Table 13:

Summary of Multiple Regression Analysis Predicting "Transmission
Knowledge: High Risk Activities" (TK2) at Baseline (N=407)

Total Equation II
R Adj. R?
Total Tota
NONE
ﬂ'v Block 2: Health Risk Behaviors (stepwise enti'y) e JI
NONE “
Block 3: Sexual Risk Behaviors (stepwise entry)
NONE
“ Block 4: Personal Vulnerability / Previous AIDS Classes {stepwise entry)
Il 1 FIGHT 019 -138 .005 |.019 017  .005
Block §: Attitudes & Beliefs / Knowledge (stepwise entry) |
2 GK .094 31 000 | .113 .108 .000

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.




Table 14:  Summary of Multiple Regression Analysis Predicting “"Prevention Self-
Efficacy" (PB1) at Baseline (N=407) ‘

Step Change Total Equation "
R? Stand. R Adj. R?
Step Variable Step Beta P Total Total P
Block 1: Demographics (stepwise entry) L :
1 GENDER 088 -207 000 | 088 086  .000 "
Block 2. Health Risk Behaviors (stepwise entry) =~
I 2 omve 022  -150  .002
n Black 3: Sexual Risk Behaviars (stepwléé entry)
NONE
Block 4: Personal Vulnerabliity / Previous AIDS Classes (stepwise entry)
'NONE “ |
| Block 5: Attitudes & Baliefs / Knowledge (stepwiseentry) = -
3 AB1 039 200 000 |.150 .143 .00 "
4 AB2 033 184 000 |.183 175  .000
Block 6: Prevention and Safer-Sex Behaviors(epwiseentry -
|L 5 Bi 151 417 000 | .33 336 .00

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

GENDER ‘ {21 cum R-Squared Total I
DRIVE
AB1 14.9%
AB2 18.2%
- | i . o
: : = I . :

0% 10% 20% 30% 40% 50% 60%




Table 15:

Summary of Muitiple Regression Analysis Predicting "Safer-Sex
Negotiations" (PB2) at Baseline (N=407)

Step Change Total Equation
R? Stand. R* Adj. R?
Step Variable Step Beta P Tota Total P
Block 1: Demographics (stepwise entry) SERNT o S
1 ETHNIC .052 .228 .000 | .052 050 .000
2 MARITL .018 -134 .005 | .070 .066 .000
3 GENDER 017 -.136 .006 | .088 .081 .000
Block 2: Health Risk Behaviors (stepwise entry) =~
NONE
Block 3: Sexual Risk Behaviors (stepwise enfry) o
NONE
Block 4: Personal Vulnerability / Previous AIDS Classes (stepwise entry)
NONE
Block 5: Attitudes & Bellefs / Knowledge (stepwise entry)
NONE
Block 6: Prevention and Safer-Sex Behaviors (stepwise entry) i
4 Bh .200 457 .000 | .288 .280 .000

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

[T cum R-Squared Total I

ETHNIC 5.2%

MARITL 7%

GENDER 8.7%

Bi1 28.7%

0% 10% 20% 30% 40% 50% 60%




Table 16:  Summary of Multiple Regression Analysis Predicting "Safer-Sex
Intentions" (BI1) at Baseline (N=407)

Step Change Total Equation
R? Stand. R? Adj. R

Step Variable Step Beta P=_-= Total Total P
Block 1: Demographics (stepwise entry) = . - et

1 GENDER 027 -.164 .001
Block 2: Health Risk Behaviors (stepwise entry)

2 DRIVE 042 -.205 .000

3 BELTS 017 -.134 .006
Block 3: Sexual Risk Behaviors (stepwise entry)

4 SBRI 056  -241 000 | 141 133 000 |
Block '4:' Personal Vulnerability / PrevnousAlDSClasses(stepwise 'entﬁ':(). S

5 WORRY .036 .198 .000 | 177 167 .000
Block 5: Attitudes & Beliefs / Knowledge (stepwiseentry)

6 AB2 .036 191 000 | .213 .201 .000

7 GK .015 .125 .006 | .228 214 .000
Block 6: Prevention and Safer-Sex Behaviors (stepwlse éntry) : o

8 PB2 .160 413 .000 | .388 .376 .000
9 PB1 .069 303 .000 | .458 445 .000
10 BI2 .054 .266 .000 | .511 .499 .000

—— |

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

GENDER | || 2.7%
— 2] cum R-Squared Total
DRIVE | || 6.0% [_____I

BELTS | 8.6%

SBRI [ il 1400

WORRY | | 17.8%

AB2 _ 21.4%

GK o 22.9%

PB2 1l 38.9%

PB1 ’ 45.8%

Bl2 51.2%

0% 10% 20% 30% 40% 50% 80%




Table 17:  Summary of Multiple Regression Analysis Predicting "Safer-Sex
Information Sharing” (BI2) at Baseline (N=407)

Step Variable

Total Equation "

Bld:k ;1: Demographics (stepwise entry)

Step Change
R? Stand. R? Adj. R?
Step Beta P Total Total P

000 |

1 ETHNIC 044 210 .000 | .044 042
2 AGE 024 .154 .002 { .067 .063 000
Block 2 Health Risk Behaviors (stepwise entry) =~
| s omnk 030  -173 000

.000 | .097

.091

Block >3: Sexual Risk Behaviors (stepwise entry)

NONE

‘Block 4:_Personal Vulnerability / Previous AIDS Classes (stepwise entry)

4 WORRY .068 .263 .000 | .166 187 .000
Block 5: Attitudes & Beliefs / Knowledge (stepwise entry)
5 AB2 .021 .146 .001 | .187 176 .000
I 6 cK 022 152 001 | .209  .197  .000
“ Block 6: Prevention and Safer-Sex Behaviors (stepwise entry)
ﬂ 7 BNt 141 409 .000 | .350 339 00=()==

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

ETHNIC 4.4% l [J cum R~Squared Total I
AGE
DRINK
WORRY 16.6%
AB2 18.7%
aK 20.9%
Bi 35%
; ; ‘ ‘ . :
0% 10% 20% 30% 40% 50%

60%




Table 18:  Summary of Multiple Regression Analysis Predicting “Personal Condom
Use" (CU1) at Baseline (N=407)

Step Change Total Equation "

R? Stand. R? Adj. R*
Step Variable Step Beta P Total  Total P

Block 1: Demographics (stepwise entry)

| 1 aenoer 03  -190 000 | 036 034 .00 |
H' Block 2: Health Risk Behaviars (stepwise entry) =~ o
2 DRIVE 039 -197 000
Block 3: Sexual Risk Behaviors (stepwise entry)
3 SBRI 031 -178 000 | 105 099  .000
,ledék'é:: Personal Vulnerability / Previous AIDS Classes (stepwise entry)
4 WORRY 042 214 000 | .148 139 .000

5 FIGHT .16 -127 .006 | .164 1 .00

.

Block 5: Attitudes & Beliefs / Knowledge (stepwise entry)

6 AB2 .063 .255 .000 | .227 215 .000
7 GK .029 175 .000 | .255 242 .000
Block 6: Prevention and Safer-Sex Behaviors (stepwise entry)
8 BI2 .160 .436 .000 | .416 404 000
9 PB2 .053 .250 .000 | .469 457 .000
- —

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

GENDER

-1l 3.6%
‘ T3 cum R-Squared Total I
DRIVE [ | 7.5%

SBRI

10.6%

WORRY 14.8%

AB2 | a7y

GK i 25.6%

8l12 41.6%

PB2 46.9%

0% 10% 20% 30% 40% 50% 80%




Table 19: Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in "General Attitudes and Beliefs" (AB1) for Follow-up Sample

(N=328)

Pretest-Posttest
Pretest-12 Months

TIME * GROUP
Pre-Post * Group
Pre-12 Months * Group

* Statistically significant overall effect (p<.05) ™ Statistically significant 1-DF contrast (p<.025 [.05/2))

NOTE: MANOVA resuits for each effect include numerator degrees of freedom (DF) and p-value for

Wilk's lambda and associated multivariate F statistic.

ﬂ Descriptive Statistics - [I

Pretest

12 Months

Mean Sb

Behavioral 160 .
| Standard 162 ,

3.4
3.2

a4 e deennoeeeneaaeenns +

e -
2.8
2.6
—¥— Behaviorsl (N+160)
2.4 -+ Standard (N-182)
* - Control (N=102)

2.2 T -

Pretest Posttest

12 Months




Table 20: Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in “Condom Use Norms"* (AB2) for Follow-up Sample (N=328)

Pre-Post * Group
Pre-12 Months * Group

* Statistically significant overall effect (p<.05) ™ Statistically significant 1-DF contrast (p<.025 [.05/2])

NOTE: MANOVA results for each effect include numerator degrees of freedom (DF) and p-value for
Wilk's lambda and associated multivariate F statistic.

Descriptive Sﬁtisﬂcs -

Pretest Posttest 12 Months
N Mean sD Mean SD Mean 8D

2.52 0.59 247 0.56 267 058 1
2.47 0.56 268 057

3.4
~%— Behavioral (N=154)

3.2 1 -+  Standard (N=163)
-+—  Control (N=98)

3 -

2.8

2.6 1

2.4

2.2 T T

Pretest Posttest 12 Months




Table 21:  Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in "General Knowledge" (GK) for Follow-up Sample (N=328)

Pretest-12 Months

TIME * GROUP
Pre-Post * Group
Pre-12 Months * Group

* Statistically significant overall effect (p<.05) " Statistically significant 1-DF contrast (p<.025 [.05/2])

NOTE: MANOVA results for each effect include numerator degrees of freedom (DF) and p-value for
Wilk's lambda and associated multivariate F statistic.

—¥— Behavioral (N=161)
-+~ Standard (N-164)
~=— Control (N=101)

2.8 1 L] T
Pretest Posttest 12 Months




Table 22: Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in "Transmission Knowledge: Low Risk Activities" (TK1) for
Follow-up Sample (N=328)

Pretest-Posttest
Pretest-12 Months

§ TIME * GROUP
Pre-Post * Group
Pre-12 Months * Group

* Statistically significant overall effect (p<.05) * Statistically significant 1-DF contrast (p<.025 [.05/2])

NOTE: MANOVA results for each effect include numerator degrees of freedom (DF) and p-value for
Wilk's lambda and associated multivariate F statistic.

2.6
=¥~ Behavioral (N=159)

2.4 -+ gtandard (N=162)

-+~ Control (N«103)

2.2 -r T T
Pretest Posttest 12 Months




Table 23: Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in *Transmission Knowledge: High Risk Activities® (TK2) for
Follow-up Sample (N=328)

Pretest-Posttest
Pretest-12 Months

| TIME * GROUP

Pre-Post * Group
Pre-12 Months * Group

* Statistically significant overall effect (p<.05) ™ Statistically significant 1-DF contrast (p<.025 [.05/2])

NOTE: MANOVA resuits for each effect include numerator degrees of freedom (DF) and p-value for
Wilk's lambda and associated muitivariate F statistic.

| Group N | Mean SD | Mean -SD | Mean .-SD |

 Behavioral 158 | 376 051 | 375 047 [ 371 055
| Standard 161 | 377 052 | 373 056 | 3.79 052

4
3.8 - — .
e i b '.."-:*__.WN
3.8
3.4
3.2
—¥— Behavioral (N*158)
39 -+ Standard (N+161)
*- Control (N=108)
2.8 . :

Pretost Posttest 12 Months




Table 24: Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in “Prevention Self-Efficacy" (PB1) for Follow-up Sample (N=328)

MANOVA Results

TIME
Pretest-Posttest
Pretest-12 Months

TIME * GROUP
Pre-Post * Group
Pre-12 Months * Group

* Statistically significant overall effect (p<.05) ™ Statistically significant 1-DF contrast (p<.025 [.05/2))

NOTE: MANOVA results for each effect include numerator degrees of freedom (DF) and p-value for
Wilk’s lambda and associated multivariate F statistic.

=¥~ Behavioral (N-154)
-+ Standard (N*1585)
= Control (N=99)

2.4

2-2 L T T
Pretest Posttest 12 Months




Table 25: Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in "Safer-Sex Negotiations" (PB2) for Follow-up Sampie (N=328)

Pretest-Posttest
Pretest-12 Months

TIME * GROUP
Pre-Post * Group

* Statistically significant overall effect (p<.05) * Statistically significant 1-DF contrast (p<.025 [.05/2])

NOTE: MANOVA restilts for each effect include numerator degrees of freedom (DF) and p-value for
Wilk's lambda and associated multivariate F statistic.

Behavioral 153 .
| Standard 158

—¥— Behavioral (N=153)
-+  Standard (N=158)
Control (N=98)

—k
____________________ >
2.6 -
2.4
2.2 ¥ L T
Pretest Posttest 12 Months




Table 26:  Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in "Safer-Sex Intentions" (Bl1) for Follow-up Sample (N=328)

Pretest-Posttest
Pretest-12 Months

| TIME * GROUP
Pre-Post * Group 1
Pre-12 Months * Group 1

* Statistically significant overall effect (p<.05) ™ Statistically significant 1-DF contrast (p<.025 [.05/2])

NOTE: MANOVA results for each effect include numerator degrees of freedom (DF) and p-value for
Wilk's lambda and associated multivariate F statistic.

" 'Descriptive Statistics

" Pretest
Mean sD
—_
2.58 0.74
2.70 0.74

—¥— Behavioral (N=151)
3.2 -+ Standard (N*156)

-+ Gontrol (N=101)

2.2 T T T
Pretest Posttest 12 Months




Table 27: Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in “Safer-Sex Information Sharing" (BI2) for Follow-up Sample

(N=328)

Pretest-Posttest
Pretest-12 Months

Pre-Post * Group
Pre-12 Months * Group

* Statistically significant overall effect (p<.05) " Statistically significant 1-DF contrast (p<.025 [.05/2])

NOTE: MANOVA results for each effect include numerator degrees of freedom (DF) and p-value for
Wilk’s lambda and associated multivariate F statistic.

2.87 0.91

34

3.2

2.8 -

2.6 1
—3¥— Behavioral (N=162)

2.4 -+  Standard (N=187)

- Control (N=101)

2.2 T T L]
Pretest Posttest 12 Months




Table 28: Summary of Repeated Measures Analysis for Pretest-Posttest-12 Month
Change in "Personal Condom Use" (CU1) for Follow-up Sample (N=328)

Pretest-12 Months

| TIME * GROUP
| Pre-Post * Group
Pre-12 Months * Group

* Statistically significant overall effect (p<.05)  Statistically significant 1-DF contrast (p<.025 [.05/2])

NOTE: MANOVA resuits for each effect include numerator degrees of freedom (DF) and p-value for
Wilk’s lambda and assoclated muitivariate F statistic.

12 Months

‘Mean o

—¥~ Behavioral (N=153)
-=+- Standard (N=157)
*~ Control (N=102)

2.4 1

2.2 T T Y
Pretest Posttest 12 Months




Table 29: Summary of Multiple Regression Analysis Predicting Pretest-Posttest
Change in "Prevention Self-Efficacy" (PB1) (N=407)

Step Change Total Equation
R? Stand. Ad}. R?
Step Variable Step Beta P Total  Total

Biock 1: Baseline (Pretest) Summary Scale Score
1 'PB1 115 -339 000 | .115

vBlock 2 Demographlcs (stepwise entry) A
Block 3: Health Risk Behaviors (stepwise entry):
Block 4: Sexual Risk Behaviors (stepwise entry)-

NONE
ﬂ Block 5: Personal Vulnerablllty / Previous AIDS Glasses (stepwise entry)
II NONE

Attﬂudes & Bellets / Knowledge About AIDS (stepwlse entry
Block 6: Baseline Score , -
Block 7: Pretest-Posttest Change Score s R T

NONE

Praventlon and Safer-Sex Behaviors (stepwlse entry)
Block 8: Baseline Score _ ST o
Block 9: Pretest-Posttest Change Score * LT u

2 BI2 Baseline | .019 .145 003 | 134 123 .000
3 PB2Change | .066 257 .000 | .200 194 .000
4 BiI1 Change .028 A77 .000 | .227 220 .000

Block 10: HIV Briefing Group (forced entry) o "
5 BRIEF 002  .039 383 | 229 219 .000

* Change score calculated as posttest score minus pretest score.

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

PB1 Baseline v 1.6% l 3 cum R-8quared Total I
Bi2 Baseline . - 13.4%
PB2 Change 20%
BI1 Change ; ’ 22.8%
BRIEF . il2ew
T O S e




Table 30:

Summary of Multiple Regression Analysis Predicting Pretest-Posttest
Change in "Safer-Sex Negotiations" (PB2) (N=407)

* Change score calculated as posttest score minus pretest score.

Step Change Total Equation ll
R Stand. R? Adj. R?
Step Variable Step Beta p Total Total P
| —
Block 1: Baseline (Pretest) Summary Scale Score (forced entry)
1 PB2 .186 -431 .000 | .186 .184 .000 ’I
Block 2: Demographics (stepwise entry) '
Block 3: Health Risk Behaviors (stepwise entry)
Block 4: Sexual Risk Behaviors (stepwise entry)
NONE
Block 5: Personal Vulnerability / Previous AIDS Classes (sfepiﬁisé ehtry)
2 KNOPWA 016 125 .005 | .201 197 .000
Attitudes & Beliefs / Knowledge About AIDS (stepwise entry)
Block 6: Baseline Score
Block 7: Pretest-Posttest Change Score *
3 GK Baseline .032 .181 .000 | .233 .228 .000
4 GK Change .042 .218 000 | .275 .268 .000
Prevention and Safer-Sex Behaviors (stepwise entry) ’ " =
Block 8: Baseline Score
Biock 9: Pretest-Posttest Change Score ~
5 BI1 Baseline .035 .220 .000 | .310 .302 .000
6 BI1 Change .073 .296 .000 | .384 374 .000
7 PB1 Change .031 .184 000 | 414 404 .000
Block 10: HIV Briefing Group (forced entry)
8 BRIEF .001 .026 507 | .415 403 .000
— —_— ]

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

PB2 Baseline
18.6% | 2 cum R-8quared Total I
KNOPWA 20.2%

GK Baseline l 23.4%

GK Change 27.6%

Bit Baseline 31.1%

BI1 Change 38.4%

PB1 Change 41.56%

BRIEF 41.6%
| T ¥ T T
o% 10% 20% 30% 40% 50%

60%




Table 31:  Summary of Multiple Regression Analysis Predicting Pretest-Posttest
Change in "Safer-Sex Intentions" (Bi1) (N=407)

Step Change Total Equation ||

R? Stand. R? Adj. R
Step Beta P Total Total P

Step Variable

Block 1: Baseline (Pretest) Summary Scale Score (forced entry)
1 B 09  -310 .000 | .09  .094  .000 "

Block 3: Health Risk Behaviors (stepwise entry)
Block 4: Sexual Risk Behaviors (stepwise entry)

NONE I
Block 5: Personal Vulnerability / Previous AIDS Classes (stepwise entry)
NONE

Attitudes & Beilefs / Knowledge About AIDS (stepwlse entry)
Block 6: Baseline Score
Block 7: Pretest-Posttest Change Score *

2 TK2 Baseline | .027 .164 001 | 123 119 .000
I 3 GK Change .021 144 002 | .143 137 .000

Block 2. Demographics (stepwise entry) | II

Prevention and Safer-Sex Behaviors (stepwlse entry)
Block 8: Baseline Score
Block 9: Pretest-Posttest Change Score *

| 4 BI2 Baseline | .027 .190 000 | .170 162 .000
5 BI2Change | .118 .389 .000 | .288 279 .000
6 PB2Change | .055 241 000 | .343 333 .000
7 PB1 Change | .020 147 .001 | .362 351 .000

Block 10: HIV Briefing Group (forced entry)
8 BRIEF .006 .079 .04 | .369 .356 .000
‘=E———————*

—_—

* Change score calculated as posttest score minus pretest score.

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

BI1 Baseline 9.6% ‘ 3 cum R-8quared Total I
TK2 Baseline 12.3%

GK Change . 14.4%

Bi2 Baseline 17.1%

Bl2 Change . ' 28.9%

PB2 Change ‘ 34.4%

PB1 Change | 36.4%

BRIEF 37%

0% 10% 20% 30% 40% 80% 0%




Table 32:

Summary of Multiple Regression Analysis Predicting Pretest-Posttest

Change in "Safer-Sex Information Sharing” (BI2) (N=407)

Step Change

R? Stand.
Step Variable Step Beta P

Total Equation
Ad). R?

Block 1: Baseline (Pretest) Summary Scale Score (forced entry,
1 Bi2 161 -401 .000 | .161 .159 .000 H

Block 2: Demographics (stepwise entry) o | o I
Block 3: Health Risk Behaviors (stepwise entry)
Block 4: Sexual Risk Behaviors (stepwise entry)

NONE
II ‘Block 5: Personal Vulnerability / Previous AIDS C'lasses'(stepvo)is:é entry) {

| NONE "Jl

Attitudes & Bellefs / Knowledge About AIDS (stepwise entry)
Block 6: Baseline Score
Block 7: Pretest-Posttest Change Score *

2 GK Change .039 199 .000 | 200 196 .000
3 AB1 Change 016 128 .005 | .216 210 .000

Prevention and Safer-Sex Behaviors (stepwise entry)
Block 8: Baseline Score
Block 9: Pretest-Posttest Change Score ”

4 BIt Baseline .023 178 000 | .239 232 .000
5 BI1 Change .101 346 000 | .340 331 000

Block 10: HIV Briefing Group (forced entry) o
6 BRIEF .000 .018 .663 | .340 .330 .000 “

* Change score calculated as posttest score minus pretest score.

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

Bi2 Baseline ' 16.1% [ cum R-8quared Tatal I
GK Change . 20%
AB1 Change o 21.6%
Bi1 Baseline 23.9%
Bit Change | S : : 34%
BRIEF S 34%

r L] T T T T

0% 10% 20% 30% 40% 80% 60%




Summary of Multiple Regression Analysis Predicting Pretest-Posttest

Change in "Personal Condom Use" (CU1) (N=407)

Total Equation II

Step Change
R? Stand. R? Ad}. R?
Step Variable Step Beta P Total Total P

Block 1: Baseline (Pretest) Summary Scale Score (forced entry)

1 CU1 A3 -.361 000 | .131 .129

Block 2. Demographics (stepwise entry) =
Block 3: Health Risk Behaviors (stepwise entry)
Block 4: Sexual Risk Behaviors (stepwise entry)

NONE

Block 5: Personal Vulnerability / Previous AIDS Classes (stepwise entry)

NONE

Attitudes & Beliefs / Knowledge About AIDS (stepwise entry)

Block 6: Baseline Score
Block 7: Pretest-Posttest Change Score *
2 GK Change .026 160 .001 .166 152 .000
Prevention and Safer-Sex Behaviors (stepwise entry)
Block 8: Baseline Score
Block 9: Pretest-Posttest Change Score * it
3 BI2 Bassline .029 .204 .000 | .185 179 .000
4 Bl2 Change a1 375 .000 | .296 .289 .000
| 5 Pe2Change | 072 275 000 | 368 360 .000
Il Block 10: HIV Briefing Group (forced entry) ” |
“ 6 BRIEF .016 .128 001 | .384 375 .000
—

* Change score calculated as posttest score minus pretest score.

NOTE: To reduce risk of committing Type | errors, probability of F-to-enter at each step set at p<.01.

CU1 Baseline 13.1% | CJ cum R-8quared Total I
GK Change 16.7%
Bi2 Baseline 18.6%
Bi2 Change 29.7%
PB2 Change 36.9%
BRIEF 38.5%
o'v. 18% 261. 31;1. 461. sc;s 60%
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Marital Status

-6: HAIQ Summary Scales for Entire Sample at Baseline
Type of AIDS Briefing Preferred

Frequency of AIDS Briefing
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Figure 3
Ethnicity
(N=496)

Black 29%

Latino/Hispanic 9%
Native American 1% A

s  Asian 2%

Other 3%

White 55%

Figure 4

Marital Status
(N=497)

Never married 39%

Separated 3%
Divorced 6%

Married 53%




Figure 5: HAIQ Summary Scales
Attitudes, Beliefs, and Knowledge

for Entire Sample at Baseline

N 500 486 503 501 501
Mean 2.94 253 3.51 2.87 3.8
sD 0.48 0.58 0.35 0.57 0.45
Figure 6: HAIQ Summary Scales
Prevention and Safer-Sex Behaviors
for Entire Sample at Baseline

47

3.5
PB1 PB2 BH BI2 cu1
N 495 494 495 497 497
Mean 2.58 2.65 2.68 2.8 2.68
sD 0.51 0.61 0.73 0.96 0.57
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Appendix A

Health and AIDS Information Questionnaires

A.1: Baseline Pretest Assessment
A.2: Baseline Posttest Assessment
A.3: 6-month Assessment

A.4;: 12-month Assessment

Al




BASELINE: PRETEST ASSESSMENT

Health

AIDS Information
Questionnaire 1|

Survey Approval Authority: U.S. Army Soldier Support Center
Survey Control Number: ATNC-AO-90-37

RCS: MILPC-3

7/90

A.1-1




First, we have a few questions about your general health and safety hablits.

¥ Please answer each question with what you REALLY do,
NOT what you think you SHOULD do. £

1. How would you rate your heaith?
Poor

Fair

Good

Excellent

NEE N

2. When you travel in a car, how often do you use seatbelts?
Never

Rarely

Sometimes

Usually

Always

ERREN

3

| am a cigarette smoker now.
| used to smoke cigarettes, but | don’t now.
| have never smoked cigarettes.

i

4. How much aicohol do you usually drink during a week?

a) Beer: Number of cans or bottles (12 0z.) per 7-day week
b) Wine: Number of glasses of wine (4 0z.) per 7-day week
¢) Liquor: Number of hard liquor drinks (1 0z.) per 7-day week

5. How often do you drive after you have been drinking?
Always

Usualty

Sometimes

Rarely

Never

A1-2

’ NNEER

ich of the next statements best describes you? (Check one box)

(if none at all, please
write "0" in the box)

1] cans or bottles per week

glasses per week

drinks per week




10.

11.

12.

13.

Please tell us how much you agree or disagree with each of them.
Check one box for each statement. £

Strongly

Dlsﬁeo
Most of my friends who have sex with

different partners use condoms (rubbers).
A lot of people my age use condoms.

Most of my friends think that condoms
are just too much of a hassle to use.

If | were infected, my body would be
able to fight off the AIDS virus.

News reports on the AIDS epidemic
cannot be trusted.

People infected with the AIDS virus shouid
be quarantined so they won't infect others.

My religious beliefs do not allow the use
of condoms.

Catching the “clap” (gonorrhea) from a
sex partnier would bother me.

AIDS has made people a ot more careful
about who they have sex with.

| have already heard more than | want
to hear about AIDS.

if 1 found out that a friend of mine had
AIDS, | would still go to see that friend.

People with AIDS deserve to get the
disease.

| don't think AIDS will ever affect my
own life.

O O00O0000000a0a0a0d
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" We are interested in what you think or feel about the following statements.
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| Please check one box for each of the next questions: I

U™ How likely do you think it is
that you could get the AIDS
virus infection from . . .
Very Somewhat Somewhat Very
Unlikely Unlikely Likely Likely
1. receiving a blood transfusion in the
United States?

2. donating or giving biood in the
United States?

3. eating in a restaurant where the cook
has AIDS?

4. shaking hands with or touching
someone who has AIDS?

5. sharing needles for drug use with
someone who has the AIDS virus?

6. being coughed or sneezed on by
someone who has AIDS?

7. mosquitoes or other insects?

O O 0O 000a04d
O O 0O 0600-04
O 0O 0O 0O 0 0 0
O O 0O 0000

@

kissing a person who has AIDS
with exchange of saliva?

Note: For questions 9 and 10, "having sex™” means
sexual intercourse In which the penis is inserted
into the vagina or anus (rear-end or rectum).

O
O

9. having sex with a person who has the D D
AIDS virus, using a condom?

O
O

10. having sex with a person who has the D D
AIDS virus, not using a condom?

11. apregnant woman who has the D E] D D

AIDS virus can give it to her baby.

A.1-4




10.

11.

12.

13.

14.

15.

& Pplease continue to check one box for each statement
in the following section. &

Once you've been told that you do not
have the AIDS virus, you don't need
to worry about catching AIDS in the future.

If you test negative on the HIV Antibody
Test you don't have to be concerned
with safer sex.

it is what people do, not who they are,
that puts them at risk of getting AIDS.

Reducing the number of sexual partners
you have will help reduce the risk for
getting the AIDS virus.

You can tell if a person has AIDS by
knowing about his/her lifestyle.

Throughout the worid, AIDS is found
mostly among homosexual (gay) men.

Sharing needles for drug use with friends
can put you at risk of getting the AIDS virus.

Sharing needles for drug use with strangers
can put you at risk of getting the AIDS virus.

You can be infected with the AIDS
virus and still look healthy.

Women can not pass the AIDS virus to
their male sex partners.

You can get the AIDS virus from
oral sex.

it you have AIDS, the chances you
will die from it are very high.

It is possible to catch the AIDS virus from
having unsafe sex even one time.

Natural (lambskin) condoms work better
than latex (rubber) condoms in preventing
AIDS virus infection.

Oil-based lubricants (like Vaseline)
cause condoms to break.

Strongly

Dlsadroo DI

OoO00o0o 0O OO O
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& Please tell us how much you agree or disagree with each
of the next statements, EVEN IF IT DOESN'T APPLY TO YOU.

Check one box for each statement. £

Strongly Strongly
Dlsadru Agree Agree

Dlsﬁr“
1. Sex doesn't feel as good to a man when
he uses a condom.

2. If | were single, it would be hard for me to D
limit the number of sexual partners | have.

3. | know of precautions | could take to reduce
my risk of getting or giving the AIDS virus.

4. Having to stop sex to put on a condom
takes the fun out of sex.

5. It's embarassing to buy condoms in [:I
a store.

6. Before | had sex with a new partner, | would D
discuss AIDS protection with them.

7. Other "safer sex" practices (such as D
masturbating each other, phone sex,
fantasy) are not as enjoyable as having sex.

8. It would be hard for me to ask a new sex D
partner about their past sexual behaviors.

9. If my sex partner does not want to use
condoms, there is little | can do about it.

10. Sex doesn't feel as good to a woman D
when her partner uses a condom.
11. I | were single, it would be hard for me D

to just stop having sex.

12. 1 don't know how to bring up the subject of D
past sexual behaviors with a new sex partner.

13. Inthe heat of passion with a new sex
partner, ! have a hard time stopping to
use a condom.

14. a) FOR MALES ONLY: | wouldn't use D
a condom because | want my sex
partner to become pregnant.

b) FOR FEMALES ONLY: | wouldn't D
have my sex partner use a condom
because | want to become pregnant.

00O O0oO0o0o0 oo oo oood
OO0 OoOo0og oo oo aooodd
0 0 OoOoono oo oo oooo
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s The next few questions ask about personal behaviors in the past.

Reminder: For the next questions, “having sex” means
sexual intercourse In which the penis is inserted
into the vagina or anus (rear-end or rectum).

1. Have you ever used a condom during sex?
Does not apply, | have not had sex.
No
Yes

2. Has a doctor or medical person ever told you that you have an infection that you got from another
person during sex? For example, "clap” (gonorrhea) or hempes?

DNO

Yes = [f yes: a) How many times?

1 times
b) Have any of these times been in the past year?

1 times

3. How many different sex partners have you had in the past year?
No sex partners at all in the past year
D One partner only
D 2 - 4 partners
D 5 - 9 partners
D 10 - 15 partners
D More than 15 partners

4. Did you travel outside of the United States during the past year?

DNo

Yes = If yes, did you have sex with a new partner when you were outside the U.S.?
No
Yes

AAl-7




5.

10.

In the past year, have you paid someone to have sex with you?
No
D Yes = if yes, with how many panners?

1 partners

in the past year when you had sex with a new partner, how often was a condom used?
D No new sex partner(s) in the past year
E] Never
D Some of the time
D Most of the time

Always

Have you personally known anyone who tested positive for the AIDS virus?
No
Yes

Have you personally known anyone who was sick with AIDS?
No
Yes

How worried or concemed are you that you will get AIDS?
Not at all worried

D Not too worried

E Somewhat worried

Very worried

How often do you camry condoms with you when you go out?
Never

Some of the time

Most of the time

Always

NN
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We are interested in what you'd do If you found yourself in the following settings.

& If the following cases were to happen to you, please answer
what you think you would REALLY do, NOT what you think you SHOULD do. &

Some of Most of
Never the time the time Alwars

1. Before having sex with a new partner,
| would ask about the number of partners
they've had sex with.

[l
L

| would ask how they feel about
using condoms.

[
L]

3. How often would you use a condom with
a new sex partner that you really like?

L]
2. Before having sex with a new partner, D
]
[]

L]
[
L]

L]
L]

4. How often would you use a condom with
a new sex partner that you like but who
isn't that special to you?

[
[

5. If Ifound out | was practicing unsafe sex, D
| would change to safer sex.

[

6. | would work with a person who has
the AIDS virus infection.

]
[l

7. Before having sex with a new partner,
I would ask about their use of drugs.

8. If I'mtoo drunk or high to have safer sex,
1 won't have sex at all.

9. | wili tell my friends to learn more
about AIDS.

10. 1 will tell my friends to practice safer sex.

O O O O
O 0O O O
I I I
O 0O O O

11. 1 wil tell my friends to carry condoms.
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¥ For each of the next cases, choose the answer
which comes closest to what you think you would do.

Check one box only for each case. &1

12. You return home on leave to see the person you've been going out with steadily. You go outon a

date, and then return to the apartment where you both start thinking about having sex. You haven't
seen each other for a while, and you each secretly wonder if the other has been seeing someone
else. You never used condoms when you had sex together before, but you wonder if you shouid
use a condom now.

Check the one box that best fits what you think would really happen:

1. You use a condom without talking about it first because you don't D
want to make a big deal about bringing up the subject of safer sex.

2. You don't use a condom because you don’t want to risk having to
talk about whether you've been faithful to each other.

3. You talk with your partner about practicing safer sex, and then you D
both decide to use a condom. D

4. You don't use a condom because you both really like that natural
feeling.

13.

FOR MALES ONLY: You and some of your friends go into a bar near the base one Saturday
night. While you are taking with your friends a few women come over and ask you if you want to
have a good time. You think they are prostitutes, and you think about the risk of AIDS, but it sounds
like fun anyway.

Check the one box that best fits what you think would really happen:

1. You say yes and leave the bar with one of the women, but only
after making sure you have a condom with you.

2. You say no, because you don't know anything about these
women yet.

3. You say yes, and leave the bar with one of the women. You think
there is very little chance of getting the AIDS virus.

4. You say no, because you have decided never to have sex with
a prostitute.

Oo0o0d
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14. FOR FEMALES ONLY: You and some of your friends go into a bar near the base one Saturday
night. While you are takking with your friends a few men come over, and later one of them asks
you if you want to leave and go to his place. You think he’s the kind of guy who is just looking for a
good time, and you think about the risk of AIDS, but it sounds like fun anyway.

Check the one box that best fits what you think would really happen:

1. You say yes and leave the bar with him, but only after making
sure you have a condom with you.

2. You say no, because you don't know anything about this
guy yet.

3. You say yes, and leave the bar with him. You think there is very
little chance of getting the AIDS virus.

4. You say no, because you have decided never to have sex with
the kind of guy who's only looking for a good time.

0000

& We'll end with a few questions about yourself and your background.
Your answers to these last questions will help us to relate your responses
to others having allke or different backgrounds.

1. What is your date of birth? 1 1
month day year

2. What is your sex?
Male
Female

3. What is your racial/ethnic background? (Check one box)
Asian

Black
Latino/Hispanic
Native American
White

Giher (please specly).

IENENE
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4. What is your marital status?

D Never married

D Separated

D Divorced

D Widowed

D Married = If married, do you live with your spouse?
No
Yes

5. Please check the highest year you completed in school:

asescros ] O OO0 O 0O OO O

1st 2nd 3rd 4th 5th 6th Tth 8th

High school O O O 0O

9th 10th 11th 12th

College D D D D D

1st 2nd 3rd 4th S+

6. What was the date of your enlistment? 1 1,9, .
month year

7. Whatis your grade? (Write the number in
the correct box below)

Enlisted: E

Officer: O

8. Not including today’s class, have you had any other AIDS classes?

No
Yes
Thanks. We really appreciate your time and help.
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Health

d
AIDS Information
Questionnaire I
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& We are Interested in what you think or feel about the following statements.

Please tell us how much you agree or disagree with each of them.
Check one box for each statement. &

7]
-
-~
(-]
3
«
-

Strongly
Dis

>
-
®
©

D—‘E

Dlsﬁ“
1. Most of my friends who have sex with
different partners use condoms (rubbers).

2. Aot of people my age use condoms.

3. Most of my friends think that condoms
are just too much of a hassle to use.

4. If 1 were infected, my body would be
able to fight off the AIDS virus.

5. News reports on the AIDS epidemic
cannot be trusted.

6. People infected with the AIDS virus should
be quarantined so they won't infect others.

7. My religious beliefs do not aliow the use
of condoms.

8. Catching the “clap” (gonorrhea) from a
sex partner would bother me.

9. AIDS has made people a lot more careful
about who they have sex with.

10. |have already heard more than | want
to hear about AIDS.

11. I | found out that a friend of mine had
AIDS, | would still go to see that friend.

12. People with AIDS deserve to get the
disease.

Oo000DO0oOO0OO0OO0O0OO0aOod
OO0O0O0O0OO0OO0OO0OOo0Oaod
DO0oDOo0OoDOoOCOO0OO0oock
OoOoCOoOOO0OOO0o0aod

13. Idon't think AIDS will ever affect my
own life.
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| Please check one box for each of the next questions: I

= How likely do you think it is
that you could get the AIDS
virus infection from . . .

10.

11.

12.

receiving a blood transfusion in the
United States?

donating or giving blood in the
United States?

eating in a restaurant where the cook
has AIDS?

shaking hands with or touching
someone who has AIDS?

sharing needles for drug use with
someone who has the AIDS virus?

being coughed or sneezed on by
someone who has AIDS?

mosquitces or other insects?

kissing a person who has AIDS
with exchange of saliva?

Very
Untikely

Ooooooao

Somewhat
Unlikely

Ooodoooa

Note: For questions 9 and 10, "having sex” means
sexual Intercourse Iin which the penis is Inserted
into the vagina or anus (rear-end or rectum).

having sex with a person who has the
AIDS virus, using a condom?

having sex with a person who has the
AIDS virus, not using a condom?

a pregnant woman who has the
AIDS virus can give it to her baby.

How worried or concerned are you
that you will get AIDS?

Not at all worried
Not too worried
Somewhat worried

[]
D Very worried

O
O
O
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Somewhat
Likely
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Very
Likely
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& Please continue to check one box for each statement

in the following section. &

Strongly Strongly
Dlﬁ“ Dlsﬁu 9 Aﬁo
1. Once you've heen toid that you do not

have the AIDS virus, you don't need
to worry about catching AIDS in the future.

2. If you test negative on the HIV Antibody D
Test you don't have to be concerned
with safer sex.

3. Itis what people do, not who they are,
that puts them at risk of getting AIDS.

4. Reducing the number of sexual partners
you have will help reduce the risk for
getting the AIDS virus.

5. You cantellif a person has AIDS by
knowing about his/her lifestyle.

O OO
OO0 O
O 00O o
O OO0 O

6. Throughout the worid, AIDS is found
mostly among homosexual (gay) men.

7. Sharing needles for drug use with friends
can put you at risk of getting the AIDS virus.

8. Sharing needies for drug use with strangers
can put you at risk of getting the AIDS virus.

9. You can be infected with the AIDS
virus and still look healthy.

10. Women can not pass the AIDS virus to
their male sex partners.

OOoooo
00000
Oooof
OO00d0

11. You can get the AIDS virus from
oral sex.

12. [t you have AIDS, the chances you
will die from it are very high.

13. ltis possibie to catch the AIDS virus from
having unsafe sex even one time.

14. Natural (lambskin) condoms work better
than latex (rubber) condoms in preventing
AIDS virus infection.

15. Oil-based lubricants (lke Vaseline)
cause condoms to break.

O OO0
O Oo0000
O OoOoOnO
O O0oog

A2-4




& Please tell us how much you agree or disagree with each
of the next statements, EVEN IF IT DOESN'T APPLY TO YOU.

Check one box for each statement. £»o

Strongly Strongly
Dlﬁru Agree Agree

Dlsﬁrn
1. Sex doesn't feel as good to a man when
he uses a condom.

2. it I were single, it would be hard for me to
limit the number of sexual partners | have.

3. | know of precautions | could take to reduce
my risk of getting or giving the AIDS virus.

4. Having to stop sex to put on a condom
takes the fun out of sex.

5. It's embarrassing to buy condoms in
a store.

6. Before | had sex with a new partner, | would
discuss AIDS protection with them.

7. Other "safer sex” practices (such as
masturbating each other, phone sex,
fantasy) are not as enjoyable as having sex.

8. It would be hard for me to ask a new sex
partner about their past sexual behaviors.

9. [f my sex partner does not want to use
condoms, there is little | can do about it.

10. Sex doesnt feel as good to a woman
when her partner uses a condom.

11. I | were single, it would be hard for me
to just stop having sex.

12. | don't know how to bring up the subject of
past sexual behaviors with a new sex partner.

13. Inthe heat of passion with a new sex
partner, | have a hard time stopping to
use a condom.

14. a) FOR MALES ONLY: | wouldn't use
a condom because | want my sex
partner to become pregnant.

b) FOR FEMALES ONLY: | wouldn't
have my sex partner use a condom
because | want to become pregnant.

O 0 o000d OO0 oo oood
O 0O 0000 OO0 oo Oooogd
O 0O 0000 OO0 00 Oo0Oo0m0
O 0O 0000 OO0 o0d Ooood
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We are interested in what you'd do if you found yourself in the following settings.

& |If the following cases were to happen to you, please answer
what you think you would REALLY do, NOT what you think you SHOULD do. &

Some of Most of
Never the time the time Al\nra

1. Before having sex with a new partner,
| would ask about the number of partners
they've had sex with.

[
[

| would ask how they feel about
using condoms.

[l
[

3. How often would you use a condom with
a new sex partner that you really like?

L]
2. Before having sex with a new partner, D D
] [
[ [

[
[

4. How often would you use a condom with
a new sex partner that you like but who
isn't that special to you?

O
[l
O

5. It | found out | was practicing unsafe sex,
| would change to safer sex.

L]
[l
O

6. | would work with a person who has
the AIDS virus infection.

O
[
o
O

7. Before having sex with a new partner,
| wouid ask about their use of drugs.

8. i I'mtoo drunk or high to have safer sex,
| won have sex at all.

9. |will tell my friends to leam more
about AIDS.

10. 1will tell my friends to practice safer sex.

O O 0 O
O 0O o0 0
0O 0O o0 O
O 0O O O

11. | will tel my friends to carry condoms.
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¥ For each of the next cases, choose the answer
which comes closest to what you think you would do.

Check one box only for each case. &

12. You return home on leave to see the person you've been going out with steadily. You go outon a

date, and then return to the apartment where you both start thinking about having sex. You haven't
seen each other for a while, and you each secretly wonder if the other has been seeing someone
else. You never used condoms when you had sex together before, but you wonder if you should
use a condom how.

Check the one box that best fits what you think would really happen:

1. You use a condom without talking about it first because you don't D
want to make a big deal about bringing up the subject of safer sex.

2. You don't use a condom because you don't want to risk having to
talk about whether you've been faithtul to each other.

3. You talk with your partner about practicing safer sex, and then you D
both decide to use a condom. D

4. You don't use a condom because you both really like that naturai
feeling.

13.

FOR MALES ONLY: You and some of your friends go into a bar near the base one Saturday
night. While you are taking with your friends a few women come over and ask you if you want to
have a good time. You think they are prostitutes, and you think about the risk of AIDS, but it sounds
like fun anyway.

Check the one box that best fits what you think would really happen:

1. You say yes and leave the bar with one of the women, but only
after making sure you have a condom with you.

2. You say no, because you don't know anything about these
women yet.

3. You say yes, and leave the bar with one of the women. You think
there is very little chance of getting the AIDS virus.

4. You say no, because you have decided never to have sex with
a prostitute.

0000
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14. FOR FEMALES ONLY: You and some of your friends go into a bar near the base one Saturday
night. While you are talking with your friends a few men come over, and later one of them asks
you if you want to leave and go to his place. You think he’s the kind of guy who is just looking for a
good time, and you think about the risk of AIDS, but it sounds like fun anyway.

Check the one box that best fits what you think would really happen:

1. You say yes and leave the bar with him, but only after making
sure you have a condom with you.

2. You say no, because you don't know anything about this
guy yet.

3. You say yes, and leave the bar with him. You think there is very
little chance of getting the AIDS virus.

4. You say no, because you have decided never to have sex with
the kind of guy who's only looking for a good time.

Oood

Thanks again for your time and help.
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6-MONTH ASSESSMENT

Health

and
AIDS Information
Questionnaire

Survey Approval Authority: U.S. Army Soldier Su Center
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First, we have a few questions about your general health and safety habits.

¥ Please answer each question with what you REALLY do,
NOT what you think you SHOULD do. £

would you rate your health?

Tk

Excellent

n you travel in a car, how often do you use seatbelts?
Never
Rarely
Sometimes
Usually
Aways

00000 OO0

3. Which of the next statements best describes you? (Check one box)

| am a cigarette smoker now.

| used to smoke cigarettes, but | don't now.

| have never smoked cigarettes.

4. How much alcohol do you usually drink during a week? (if none at all, please
write 0" in the box)

a) Beer: Number of cans or bottles (12 0z.) per 7-day week cans or bottles per week
b) Wine: Number of glasses of wine (4 0z.) per 7-day week glasses per week
¢) Liquor: Number of hard liquor drinks (1 0z.) per 7-day week | drinks per week

5. How often do you drive after you have been drinking?
Aways

Usually

Sometimes

Rarely

Never

CO0O000
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& We are Interested in what you think or feel about the following statements.

Please tell us how much you agree or disagree with each of them.
Check one box for each statement. £o

Strongly Strongly
Dis

-
[ ]
>

[T
®
[ J
>
-y
[ J
o

Disagree
1. Most of my friends who have sex with [f]
different partners use condoms (rubbers).

2. Aot of people my age use condoms.

3. Most of my friends think that condoms
are just too much of a hassle to use.

4. If 1 were infected, my body would be
able to fight off the AIDS virus.

5. News reports on the AIDS epidemic
cannot be trusted.

6. People infected with the AIDS virus should
be quarantined so they won't infect others.

7. My religious beliefs do not allow the use
of condoms.

8. Catching the “clap” (gonorrhea) from a
sex partner would bother me.

9. AIDS has made people a lot more careful
about who they have sex with.

10. | have akready heard more than { want
to hear about AIDS.

11. ) 1 {ound out that a friend of mine had
AIDS, | would still go to see that friend.

12. People with AIDS deserve to get the
disease.

O 00000 0000Oa00o
OO0oO00000o0oooonOCk
O O0O0D0DO0O0ODOoooOoogo
O 0000000000

13. 1dont think AIDS will ever affect my
own life.




U How likely do you think &t is

10.

11.

that you could get the AIDS
virus infection from . . .

receiving a blood transfusion in the
United States?

donating or giving blood in the
United States?

eating in a restaurant where the cook
has AIDS?

shaking hands with or touching
someone who has AIDS?

sharing needles for drug use with
someone who has the AIDS virus?

being coughed or sneezed on by
someone who has AIDS?

mosquitoes or other insects?

kissing a person who has AIDS
with exchange of saliva?

Very
Uniikely

O 0Oo0oooad

O

Somewhat
Uniikely

O

O 0O o0 o o o

Note: For questions 9 and 10, "having sex"” means
sexual intercourse in which the penis is inserted
into the vagina or anus (rear-end or rectum).

having sex with a person who has the

AIDS virus, using a condom?

having sex with a person who has the

AIDS virus, not using a condom?

a pregnant woman who has the
AIDS virus can give & to her baby.

O
O
O
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Somewhat
Likely
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Please check one box for each of the next questions: l

Very
Likely

O O 000a0ga0
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10.

11.

12.

13.

14.

18.

& Pjease continue to check one box for each statement

in the following section. &2

. Once you've been toid that you do not

have the AIDS virus, you don't need
to worry about catching AIDS in the future.

If you test negative on the HIV Antibody
Test you don't have to be concemed
with safer sex.

it is what people do, not who they are,
that puts them at risk of getting AIDS.

Reducing the number of sexual partners
you have will help reduce the risk for
getting the AIDE virus.

You can tell ¥ a person has AIDS by
knowing about his/her lifestyle.

Throughout the world, AIDS is found
mostly among homosexual (gay) men.

Sharing needies for drug use with friends
can put you at risk of getting the AIDS virus.

Sharing needles for drug use with strangers
can put you at risk of getting the AIDS virus.

You can be infected with the AIDS
virus and still look healthy.

Women can not pass the AIDS virus to
their male sex partners.

You can get the AIDS virus from
oral sex.

if you have AIDS, the chances you
will die from it are very high.

It is possible to catch the AIDS virus from
having unsafe sex even one time.

Natural (lambskin) condoms work better
than latex (rubber) condoms in preventing
AIDS virus infection.

Ol-based lubricants (ke Vaseline)
cause condoms to break.

Strongly

Dllﬁlo DI
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10.

11.

12.

13.

14,

& Please tell us how much you agree or disagree with each

of the next statements, EVEN IF IT DOESN'T APPLY TO YOU.

Check one box for each statement. £

he uses a condom.

if | were single, it would be hard for me to
limit the number of sexual partners | have.

| know of precautions | could take to reduce
my risk of getting or giving the AIDS virus.

Having to stop sex to put on a condom
takes the fun out of sex.

It's embarrassing to buy condoms in
a store.

Before | had sex with a new partner, | would
discuss AIDS protection with them.

Other "safer sex" practices (such as
masturbating each other, phone sex,
fantasy) are not as enjoyable as having sex.

it would be hard for me to ask a hew sex
partner about their past sexual behaviors.

If my sex partner does not want to use
condoms, there is little | can do about it.

Sex doesn't feel as good to a woman
when her partner uses a condom.

If | were single, it would be hard for me
to just stop having sex.

| don't know how to bring up the subject of

Strongly

Dlﬁrn
. Sex doesnt feel as good to a man when

u

O

u
[

L
0
O

past sexual behaviors with a new sex partner.

In the heat of passion with a new sex
partner, | have a hard time stopping to
use a condom.

a) FOR MALES ONLY: | wouldn't use
a condom because | want my sex
partner to become pregnant.

b) FQR FEMALES ONLY: ! wouldn't
have my sex partner use a condom
because | want to become pregnant.

O
O

O
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& The next few questions ask about personal behaviors In the past 6 months.

Reminder: For the next questions, “having sex” means
sexual Intercourse in which the penis is inserted
Into the vagina or anus (rear-end or rectum).

In the past 6 months, have you used a condom during sex?
% Does not apply, | have not had sex.

Yes

2. Inthe past 6 months, has a doctor or medical person told you that you have an infection that
you got from another person during sex? For example, "clap” (gonorrhea) or herpes?

DNO

Yes = If yos: a) How y times?

1 times

. How many different sex partners have you had in the past 6 months?
D No sex partners at all in the past 6 months
D One partner only

D 2 - 4 partners

D 5 - 9 partners

G 10 - 15 partners

D More than 15 partners

4. Did you travel outside of the United States during the past 6 months?

DNo

Yes = I bos did you have sex with a new partner when you were outside the U.S.?
No
Yes

A.3-7




10.

In the past 6 months, have you paid someone {0 have sex with you?

No
DYes-‘ it yes, with how many partners?

1 partners

In the past 6 months when you had sex with a new partner, how often was a condom used?
No new sex partner(s) in the past 6 months

E] Never

D Some of the time

L__] Most of the time

Aways

O

In the past 6 months, have you personally met anyone who tested positive for the AIDS virus?
No
Yes

L0

in the past 6 months, have you personally met anyone who was sick with AIDS?
No
Yes

worried or concemed are you that you will get AIDS?
Not at all wormried

Some of the time

L]
D Most of the time
O

Aways

A.3-8




We are Interested in what you'd do if you found yourseit in the following settings.

& If the following cases were to happen to you, please answer
what you think you would REALLY do, NOT what you think you SHOULD do. &

Some of Most of
Never the time the time Always

1. Before having sex with a new partner,
| would ask about the number of partners
they've had sex with.

L]
O

1 would ask how they feel about
using condoms.

[
]

3. How often would you use a condom with
a new sex partner that you really like?

L]
2. Before having sex with a new partner, D D
] L]
[ [

[
[]

4. How often would you use a condom with
a new sex partner that you like but who
isn't that special to you?

[
[
[

5. [Ififound out | was practicing unsafe sex,
| would change to safer sex.

[
[
[

6. 1would work with a person who has
the AIDS virus infection.

[
[l
[
[l

7. Before having sex with a new partner,
| would ask about their use of drugs.

8. It I'mtoo drunk or high to have safer sex,
| wont have sex at all.

9. | will tell my friends to leam more
about AIDS.

10. 1 wil tell my friends to practice safer sex.

O 0O o od
0O 0O 0O O
I I I I I
O 0O 0O O

11. | will tel my friends to carry condoms.
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5 For each of the next cases, choose the answer
which comes closest to what you think you would do.

Check one box only for each case. £

12. You return home on leave to see the person you've been going out with steadily. You gooutona
date, and then return to the apartment where you both start thinking about having sex. You haven't
seen each other for a while, and you each secretly wonder if the other has been seeing someone
else. You never used condoms when you had sex together before, but you wonder if you should
use a condom now.

Check the one box that best fits what you think would really happen:

1. You use a condom without talking about it first because you don't D
want to make a big deal about bringing up the subject of safer sex.

2. You don't use a condom because you don’t want to risk having to
talk about whether you've been faithful to each other.

3. You talk with your partner about practicing safer sex, and then you D
both decide to use a condom. D

4. You don't use a condom because you both really like that natural
feeling.

13. EOR MALES ONLY: You and some of your friends go into a bar near the base one Saturday
night. While you are taking with your friends a few women come over and ask you if you want to
have a good time. You think they are prostitutes, and you think about the risk of AIDS, but it sounds
like fun anyway.

Check the one box that best fits what you think would really happen:

1. You say yes and leave the bar with one of the women, but only
after making sure you have a condom with you.

2. You say no, because you don't know anything about these
women yet.

. You say yes, and leave the bar with one of the women. You think
there is very little chance of getting the AIDS virus.

4. You say no, because you have decided never to have sex with
a prostitute.

XY

0000
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14. FOR FEMALES ONLY: You and some of your friends go into a bar near the base one Saturday
night. While you are talkking with your friends a few men come over, and later one of them asks
you if you want to leave and go to his place. You think he’s the kind of guy who is just looking for a
good time, and you think about the risk of AIDS, but it sounds like fun anyway.

Check the one box that best fits what you think would really happen:

1. You say yes and leave the bar with him, but only after making
sure you have a condom with you.

2. You say no, because you don't know anything about this
guy yet.

3. You say yes, and leave the bar with him. You think there is very
little chance of getiing the AIDS virus.

4. You say no, because you have decided never to have sex with
the kind of guy who's only looking for a good time.

Ooooad

&  We'll end with a few questions about yourself and your background.
Your answers to these last questions will help us to relate your responses
to others having allke or different backgrounds.

1. What is your marital status?

D Never married

D Separated

D Divorced

D Widowed

D Married = If married, do you live with your spouse?
No
Yes

2. Please check the highest year you completed in schooi:

saesco 1 OO OO O 0O O 0O O

1st 2nd 3rd 4th 5th 6th Tth 8th

High school OO O O

9th 10th 11th 12th

College D D D D D

18t 2nd 3rd 4th S+
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3. Whatis your grade? (Write the number in
the correct box below)

Enlisted: E

Warrant Officer: W

Commissioned Officer: O

4. InDthe past 6 months, have you talked to friends about AIDS?
v/

es

< Z

5. Inthe past 6 months, have you tried to leam more about AIDS? For example, by reading a pamphiet
or newspaper story, waiching a TV show, taking to a doctor or a medical person?

No
Yes

6. Not including your inprocessing briefing, have you had any other AIDS briefings in the past 6 months?
No
Yes

Thanks. Once again, we really appreciate your time and help.
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First, we have a few questions about your general healith and safety habits.

55" Please answer each question with what you REALLY do,
NOT what you think you SHOULD do. &

would you rate your health?

T

Excelient

n you travel in a car, how often do you use seatbeits?
Never
Rarely
Sometimes
Usually
Aways

00000 COO0CE

3. Which of the next statements best describes you? (Check one box)

| am a cigarette smoker now.

| used to smoke cigarettes, but | don't now.

| have never smoked cigarettes.

4. How much alcohol do you usually drink during a week? (if none at all, please
write "0" in the box)

a) Beer: Number of cans or bottles (12 0z.) per 7-day week cans or bottles per week
b) Wine: Number of glasses of wine (4 0z.) per 7-day week glasses per week
c) Liquor: Number of hard liquor drinks (1 0z.) per 7-day week drinks per week

5. How often do you drive after you have been drinking?
Always

Usually

Sometimes

Rarely

Never

L0000
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10.

11.

12.

13.

Please tell us how much you agree or disagree with each of them.
Check one box for each statement. £

Strongly

Disagree
Most of my friends who have sex with tl

different partners use condoms (rubbers).
A lot of people my age use condoms.

Most of my friends think that condoms
are just too much of a hassle to use.

If | were infected, my body wouid be
able to fight off the AIDS virus.

News reports on the AIDS epidemic
cannot be trusted.

People infected with the AIDS virus should
be quarantined so they won't infect others.

My religious beliefs do not allow the use
of condoms.

Catching the “clap” (gonorrhea) from a
sex partner would bother me.

AIDS has made peopie a lot more careful
about who they have sex with.

| have already heard more than | want
to hear about AIDS.

If 1 found out that a friend of mine had
AIDS, | would still go to see that friend.

People with AIDS deserve to get the
disease.

1 don't think AIDS will ever affect my
own life.

O OO0 000000a0gaad
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U™ How likely do you think it is

10.

11.

that you coulid get the AIDS
virus infection from. . .

. receiving a blood transfusion in the

United States?

donating or giving blood in the
United States?

eating in a restaurant where the cook
has AIDS?

shaking hands with or touching
someone who has AIDS?

sharing needles for drug use with
someone who has the AIDS virus?

being coughed or sneezed on by
someone who has AIDS?

mosquitoes or other insects?

kissing a person who has AIDS
with exchange of saliva?

Very
Unlikely

O 0O 0O 0 0 0O

O

Somewhat
Uniikely

O 0O 0000a0

Note: For questions 9 and 10, "having ssx” means
sexual Intercourse in which the
into the vagina or anus (rear-end or rectum).

penis is inserted

having sex with a person wha has the
AIDS virus, using a condot

having sex with a person whc has the
AIDS virus, not using a condom?

a pregnant woman who has the
AIDS virus can give R fo her baby.

O
O

O

A4-4
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Somewhat
Likely

O 0 0000 g

O

Please check one box for each of the next questions: I

Very
Likely

O 0 0 0 0 0 0
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& Please continue to check one box for each statement
in the following section. £

Strongly Strongly
Dlsﬂwu Disagree Agree

[l
(13

1. Once you've been toid that you do not
have the AIDS virus, you don't need
to worry about catching AIDS in the future.

2. [f you tsst negative on the HIV Antibody D
Test you don't have to be concemed
with sater sex.

3. ltis what people do, not who they are,
that puts them at risk of getting AIDS.

4. Reducing the number of sexual partners
you have will help reduce the risk for
getting the AIDS virus.

5. You can tell ¥ a person has AIDS by
knowing about his/her lifestyle.

O OO0
OO0 O
OO0 O C§
OO0 0O

6. Throughout the world, AIDS is fourx]
mostly among homosexual (gay) men.

7. Sharing needies for drug use with friends
can put you at risk of getting the AIDS virus.

8. Sharing needles for drug use with strangers
can put you at risk of getting the AIDS virus.

9. You can be infected with the AIDS
virus and still look healthy.

10. Women can not pass the AIDS virus to
their male sex partners.

OooOoood
OO00n0
Ooood
Oooooo

11. You can get the AIDS virus from
oral sex.

12. It you have AIDS, the chances you
will die from R are very high.

13. 1t is possibie to catch the AIDS virus from
having unsate sex even one time.

14. Natural (lambekin) condoms work better

than latex (rubber) condoms in preventing
AIDS virus infection.

15. Oi-based lubricants (fke Vaseline)
cause condoms to break.

O O0ooOoog
O Ooood
O OoOooad
O OoOood
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& Piease tell us how much you agree or disagree with each
of the next statements, EVEN IF IT DOESN'T APPLY TO YOU.

Check one box for each statement. £v

Strongly Strongly
Disagree o

1. Sex doesnt feel as good to a man when
he uses a condom.

2. If  were single, t would be hard for me to
limit the number of sexual partners | have.

3. | know of precautions | could take to reduce
my risk of getting or giving the AIDS virus.

4. Having to stop sex to put on a condom
takes the fun out of sex.

§. It's embarrassing to buy condoms in
a store.

6. Belore | had sex with a new partner, | would
discuss AIDS protection with them.

7. Other "safer sex” practices (such as
masturbating each other, phone sex,

fantasy) are not as enjoyable as having sex.

8. 1t woukl be hard for me 0 ask a new sex
partner about their past sexual behaviors.

9. If my sex partner does not want to use
condoms, there is little | can do about it.

10. Sex doesn't feel as good to a woman
when her partner uses a condom.

11. It 1 were single, it would be hard for me
to just stop having sex.

12. 1don't know how to bring up the subject of
past sexual behaviors with a new sex partner.

13. Inthe heat of passion with a new sex
partner, | have a hard time stopping to
use a condom.

14. a) FOR MALES ONLY: | wouldn't use
a condom because | want my sex
partner {0 become pregnant.

b) EOR FEMALES ONLY: | wouldn't
have my sex partner use a condom
because | want 10 become pregnant.

OO0 O0O0O0O0 OO0 OO0 OoOoO0
000000 OO0 OO oOoooccE
O 0OO0O0O0O0 OO OO0 O0OO00OCk
O0O0OO0O00 OO0 00 OoOoOo
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& The next few questions ask about personal behaviors in the past 6 months.

Reminder: For the next questions, “having sex” means
sexual intercourse in which the penis Is Inserted
into the vagina or snus (rear-end or rectum).

1. Inthe past 6 months, have you used a condom during sex?
Does not apply, | have not had sex.

L] %
DYes

2. Inthe past 6 months, has a doctor or medical person toid you that you have an infection that
you got from another person during sex? For example, "clap” (gonorrhea) or herpes?

L1 no

Yes = If yes: a) How

/ times?

times

3. How many different sex partners have you had in the past 6 months?

One partner only
2 - 4 partners
D 5 -9 partners
E] 10 - 15 partners
L]

More than 15 partners

HER

No sex partners at all in the past 6 months

4. Did you travel outside of the United States during the past 6 months?

[ n

Yes — n.didyouhaveseanhanewpannerwhenyouwemoutsidethe u.s.?
|

No
Yes
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10.

In the past 6 months, have you paid someone to have sex with you?
No

Yes = if yes, with how many partners?

) partners

in the past 6 months when you had sex with a new partner, how often was a condom used?

D No new sex partner(s) in the past 6 months
D Never
D Some of the time
D Most of the time
Aways

In the past 6 months, have you personally met anyone who tested positive for the AIDS virus?

No
Yes

In the past 6 months, have you personally met anyone who was sick with AIDS?
No
Yes

worried or concemed are you that you will get AIDS?
Not at all worried

Not too worried

Somewhat worried

Very worried

OO0

How often do you carry condoms with you when you go out?
Never

Some of the time

Most of the time

Aways

HEEN
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We are interested In what you'd do if you found yourself in the foliowing settings.

& If the following cases were to happen to you, please answer
what you think you would REALLY do, NOT what you think you SHOULD do. &

Some of Most of
Never the time the time Alwars

1. Before having sex with a new partner,
| would ask about the number of partners
they've had sex with.

O
O

O

1 would ask how they fesl about
using condoms.

L
[

o

3. How often would you use a condom with
a new sex partner that you really like?

O
2. Before having sex with a new partner, D
[l
]

[
[
[l

4. How often woukl you use a condom with
a new sex partner that you like but who
isn't that special to you?

[
[
O
[

5. it ifound out | was practicing unsafe sex,
| would change to safer sex.

[
L
[
O

6. | would work with a person who has
the AIDS virus infection.

Ll
[
[
[

7. Before having sex with a new partner,
| wouid ask about their use of drugs.

8. If 'mtoo drunk or high to have safer sex,
| won't have sex at all.

9. | will tell my friends to leam more
about AIDS.

10. | will tell my friends to practice safer sex.

O O O O
0O o o o
O 0O O O
I I I R I A

11. | will tell my friends to carry condoms.

A.4-9




& For each of the next cases, choose the answer
which comes closest to what you think you would do.

Check one box only for each case. £

12. You return home on leave to see the person you've been going out with steadily. You go outon a
date, and then return to the apartment where you both start thinking about having sex. You haven't
seen each other for a while, and you each secretly wonder if the other has been seeing someone
else. You never used condoms when you had sex together before, but you wonder if you should
use a condom now.

Check the one box that best fits what you think would really happen:

1. You use a condom without talking about it first because you don't
want to make a big deal about bringing up the subject of safer sex.

2. You don't use a condom because you don't want to risk having to
tak about whether you've been faithful to each other.

3. You tak with your partner about practicing safer sex, and then you
both decide to use a condom.

4. You don't use a condom because you both really like that natural
feeling.

Oood

13. EOR MALES ONLY: You and some of your friends go into a bar near the base one Saturday
night. While you are taking with your friends a few women come over and ask you if you want to
have a good time. You think they are prostitutes, and you think about the risk of AIDS, but it sounds

like fun anyway.
Check the one box that best fits what you think would really happen:

1. You say yes and leave the bar with one of the women, but only
after making sure you have a condom with you.

2. You say no, because you don't know anything about these
women yet.

3. You say yes, and leave the bar with one of the women. You think
there is very little chance of getting the AIDS virus.

4. You say no, because you have decided never to have sex with
a prostitute.

Oooo




14. FOR FEMALES ONLY: You and some of your friends go into a bar near the base one Saturday
night. While you are taking with your friends a few men come over, and later one of them asks
you if you want to leave and go to his place. You think he’s the kind of guy who is just looking for a
good time, and you think about the risk of AIDS, but it sounds like fun anyway.

Check the one box that best fits what you think would really happen:

1.

2.

You say yes and leave the bar with him, but only after making
sure you have a condom with you.

You say no, because you don't know anything about this
guy yet.

. You say yes, and leave the bar with him. You think there is very

little chance of getting the AIDS virus.

. You say no, because you have decided never to have sex with

the kind of guy who's only looking for a good time.

OooOoad

1. What is your marital status?

D Never married

D Separated

E] Divorced

D Widowed

D Married = If married, do you live with your spouse?
No
Yes

2. Please check the highest year you completed in school:

N I R 0 I B

&  We'll end with a few questions about yourself and your background.
Your answers to these last questions will help us to relate your responses
to others having allke or different backgrounds.

[ 0O 0O

Grade school

1st 2nd 3rd 4th 5th 6th 7th
wenseoot L1 O O O

oth 10th 11th 12th
College D D D D D

1st 2nd 3rd 4th Se
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3. What is your grade?

Enlisted: E ) & Please:
Warrant Officer: W 1 Wirite a NUMBER in the correct box.
Commissioned Officer: O 1 (Don't just check it).

4. In the past 6 months, have you talkked to friends about AIDS?
No

L]
[

&

5. Inthe past 6 months, have you tried to leam more about AIDS? For example, by reading a pamphiet
or newspaper story, watching a TV show, taking to a doctor or a medical person?

No
Yes

6. Not including your inprocessing briefing, have you had any other AIDS briefings in the past 6 months?
No
Yes

& And finally, we'd like to hear your comments on this research project
and on the Army's AIDS briefings.
Please tell us what you think by taking a few extra minutes
to answer these final questions.

1. In the future, the Army may choose a different way to present their AIDS briefings to all personnel.
Which do you prefer?

A briefing with a video only.
A briefing presented by a medical person only.
A briefing with both a video and a presentation by a medical person.
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Once every other year.
Just once, when a person joins the Army.

3. How well do you think the Army’s AIDS briefings work?
a) Do people leam more about AIDS?

b) Do people who are not acting safely change their behavior after hearing a briefing?

4. What could the Army do to make the AIDS briefings work better?

5. Are there any other comments you'd like to make?

Thank you. Once again, we really appreciate your time and help.
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Evaluation of the U.S. Army's AIDS Education Program Margaret Chesney, P.1.
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BASELINE DATA COLLECTION SCHEDULE

Appendix B.1

RUNNING
TYPE OF SUBJECTS TOTAL

GROUP WEEK DATE BRIEFING {n) {n)
1 1 8/8/90 Standard 29 29

2 8/9/90 Standard 27 56

3 2 8/15/90 Standard 31 87

4 8/16/90 Standard 38 125

5 3 8/22/90 Behavioral 32 157

6 8/23/90 Behavioral 43 200

7 4 8/29/90 Behavioral 30 230

8 8/30/90 Behavioral 38 268

9 5 9/12/90 Standard 34 302
10 9/13/90 Standard 33 335
11 6 9/19/90 Behavioral 23 358
12 9/20/90 Behavioral 27 385
13 7 9/26/90 Standard 20 405
14 9/27/90 Standard 35 440
15 8 10/3/90 Behavioral 27 467
16 10/4/90 Behavioral 36 503
*TOTAL 503

* Two groups receiving standard HIV briefings on 9/5/90 and 9/6/90 were not included because the
group sizes (n=10 and n=52, respectively) were too variant from the sizes of the other groups. This
group size variance resulted from the occurrence of the Labor Day holiday during that particular week.
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Appendix B.1 (cont'd)

BASELINE DATA CONSENT RATE

POTENTIAL RATE OF
PARTICIPANTS  REFUSALS SUBJECTS  PARTICIPATION

GROUP WEEK (n) (n) (n) (%)
1 1 29 0 29 100
2 32 5 27 84
3 2 31 0 31 100
4 40 2 38 95
5 3 34 2 32 94
6 45 2 43 96
7 4 32 2 30 94
8 40 2 38 95
9 5 34 0 34 100
10 36 3 33 92
11 6 28 5 23 82
12 31 4 27 87
13 7 22 2 20 91
14 37 2 35 95
15 8 27 0 27 100
16 37 1 36 97
TOTAL 535 32 503 94
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Appendix 8.2° Sexusl Sshevior Risk Index -- Pretest Items -- Summery of Factor Anslysis
Neens, Standerd Deviations, and Correlations (N=491)

PRTNERSR  TRAVELR PAIOSEX1 FREQUSER  CARRYR

Mean 0.43 0.32 0.08 0.45 0.33

Std Dev  0.50 0.47 .27 0.50 0.47

PRTNERSR 100 * mber of partners -- dichotomized
TRAVELR 53 * 100 * Sex when traveling -- recoded
PAIDSEX1 - B 100 * Peid somsone for sex in past yeer?
FREQUSER 61 * L 12 100 * Freq use condoms -- dichotemized
CARRYR [ -2 [ % * 55+ 100 * Freq carry concoms -- dichetomized

WOTE: Printed values for correlations are multiplied by 100 e rournded to the reerest integer. Absolute veluss >= .20 have been flogged by an '*¢ (p<.0001).

Initisl Fector Method: Maximum Likel ihood
Prelininery Eigenvaluss: Total = 6.52792082 Average = 1.3055899¢6

1 2 3 4 3
Eigenvelue  6.815574 0.340876 0.0M043 -0.259083 -0.462681
Difference  6.474698 0.246833 0.353926 0.202797
Proportion 1.0641  0.0322 0.0144 -0.0398 -0.0709
Canlative 1.0441 1.0963 1.1107 1.0709  1.0000

Inftisl Fector Method® ML Prerotation Method? Ver imex Rotation Methed: Proma
Factor Pettern Rotated Factor Pattern Factor Structure (Correlations)
FACTORY Rotation not possible with 1 factor.  Retation not possible with t fector.

PaTvRER T+ !
cARRYR she !
FREQUSER 63 * ! SBRI: Sexusl Behavior Risk Index
TRAVELR s7e !
PAlDSEXT 29 !

NOTE: Printed velues for factor loadings ere multiplied by 100 and rounded to the neerest integer. Absolute veluss >= .30 have been flagged by an ‘**,
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Appendix B.3
HAIQ Summary Scale Development

Summaries of the final factor analysis results are presented in Appendices B-4 through B-9. Final
coefficient alphas, descriptive statistics, and correlations among the scale scores for the pretest are
presented in Appendix B-10. The next six sections describe the groups of questionnaire items used to
develop the ten summary scales.

Attitudes and Beliefs (AB). Ten items, comprising two scales of 7 and 3 items each, were selected
from the original group of 17 items considered; the factor analysis results for the final items selected are
presented in Appendix B4. The 7 items deleted from the final scales included: FJBLFA, CATCHA,
CAREFULA, ATRISKA, LFSTYLA, GAYMENA, and FIGHTA (see Appendix B-11 for a listing of pretest variable
names and labels).

After rotation, the first factor (AB1) contained 7 items related to "General Attitudes and Bellefs" about
AIDS (e.g., "If a friend had AIDS | would still visit®); the second factor (AB2) contained 3 items related to
“Condom Use Norms" (e.g., "A lot of people my age use condoms®). Coefficient alphas were .66 and .71,
respectively. Based upon the results of the factor analyses indicating two distinct factors and a relatively
low cosefficient alpha of .60 when all 10 items were combined into one scale, all subsequent analyses use
the separate summary scales, AB1 and AB2.

General Knowledge (GK). Ten items comprising one scale were selected from the original group
of 17 items considered; the factor analysis resuits for the final tems selected are presented in Appendix B-5.
The 7 items deleted from the final scale included: ATRISKA, LFSTYLA, GAYMENA, FIGHTA, AFFECTA,
LATEXA, and LUBEA.

Seven of the 10 items in the "General Knowledge" scale had means greater than 3.5 (possible range
1.0 to 4.0), indicating celling effects due to the fact that most subjects knew the "correct” answer to these
items; the means for the other 3 items were all above 3.0. As a result, the mean and standard deviation for
the overall summary scale were 3.51 and 0.35, respectively, representing a compact, truncated distribution
of Individual scale scores that also showed a celling effect. In addition, because the two items (FUTUREA,
TESTNEGA) which loaded on the second rotated factor also loaded (though more weakly) on the first
unrotated factor, it was decided to combine all items into one summary scale, with a satisfactory coefficlent
alpha of .73. Finally, although ORALSEXA ("You can get the AIDS virus from oral sex") performed relatively
poorly in this overall scale (factor loading .14; coefficient alpha .75 without item), it was decided to include
the item for substantive reasons.

A . Ten items, comprising two scales of 7 and 3 items each, were
aelectedfromtheorlg!nalgroupofﬁ items considered; the factor analysis results for the final items
selected are presented in Appendix B-6. One item was deleted from the final scales: TRANSOA.

After rotation, the first "Transmission Knowledge® factor (TK1) contained 7 items related to “Low Risk
Activities® (e.g., "Being coughed or sneezed on by someone who has AIDS"); the second factor (TK2)
contained 3 tems related to "High Risk Activities® (e.g., "Sharing IV drug needles with someone who has
AIDS"). Coefficient alphas wers .76 and .60, respectively.

All 3 items in the "High Risk Activities” scale had means greater than 3.7, again indicating celling
effects due to the fact that nearly all subjects knew the “correct” answer to these items. As a result, the
mean and standard deviation for this second summary scale were 3.80 and 0.46, respectively, representing
a highly skewed, truncated distribution of individual scale scores also showing a strong celling effect. The
relatively low coefficient alpha of .60 for TK2 was most likely due to the lack of variabllity in the Rems
because of the celling effects; combining the TK2 items with the TK1 tems dropped the coefficient aipha
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from .76 to .69. In addition, the results of the factor analyses indicated two distinct factors, with TK1
showing a broad range of individual scores with room for change and TK2 showing nearly "complete”
knowiedge with no room for improvement. For these reasons, It was decided to use the separate summary
scales, TK1 and TK2, in all subsequent analyses, with the realization that results involving TK2 should be

interpreted carefully.

To confirm the separate constructs being measured by the three AIDS knowledge scales (GK, TK1,
and TK2), a factor analysis was performed using all 20 items. The resuits substantiated the findings from
the separate analyses.

Prevention Behaviors (PB). Ten items, comprising two scales of 7 and 3 items each, were selected
from the original group of 13 items considered; the factor analysis results for the final items selected are
presented in Appendix B-7. The 3 items deleted from the final scales included: KNOSAFEA, FANTASYA,
and FJAWK2A.

After rotation, the first factor (PB1) contained 7 items related to "Prevention Self-Efficacy” (e.g., “If
| were single, it would [not] be hard to limit partners®); the second factor (PB2) contained 3 tems related
to "Safer-Sex Negotiations” (e.g., "It is [not] hard to ask new sex partners about their past sexual behaviors®).
Coefficient alphas were .76 and .68, respectively; the coefficient aipha remained .76 when all 10 items were
combined into one scale. Based upon the results of the factor analyses indicating two distinct factors, all
subsequent analyses use the separate summary scales, PB1 and PB2.

Bebavioral ntentions (Bi). Ten items, comprising two scales of 7 and 3 tems each, were selected
from the original group of 11 tems considered; the factor analysis resuits for the final items selected are
presented in Appendix B-8. One kem, BIWORKA, was deleted from the final scales, but was used instead
in AB1, "General Attitudes and Bellefs" about AIDS.

After rotation, the first factor (Bi1) contained 7 items related to "Safer-Sex Intentions” (e.g., "I'd use
a condom with a new sex partner who lsn't special to me”); the second factor (BI2) contained 3 items
related to “Safer-Sex Information Sharing” (e.g., “'ll tell my friends to practice safer sex”). Coefficient alphas
were .82 and .87, respectively; the coefficient alpha remained approximately the same (.86) when all 10 tems
were combined into one scale. Although the results of the factor analyses indicated that the set of tems
could be treated as one construct (L.e., all kems loaded strongly on the first unrotated factor), the three Bi2
items loaded even more strongly on the second factor, particularly after rotation. For these reasons, it was
decided to use the separate summary scales, Bi1 and Bi2, in all subsequent analyses.

It should be noted, however, that the distribution of BI2 is bimodal with some celling effect.
Although the overall sample mean is 2.80, the relatively large standard deviation of 0.95 s indicative of the
fact that 25% of the subjects had a “perfect” scale score of 4.0, with no room for improvement. As with GK
and TK2, results (or lack thereof) involving BI2 should be interpreted carefuily.

Condom Use (CU). By combining all 17 questionnaire tems specifically related to condom use that
are contained in the previous five sets of questions, 12 items, comprising two scales of 9 and 3 items each,
were selected; the factor analysis resulits for the final Rems selected are presented in Appendix B-8. The
5 Rems deleted from the final scales included: TRANSSA (TK), TRANS10A (TK), LATEXA (GK), LUBEA (GK),
and FJAWK2A (PB).

After rotation, the first factor (CU1) contained 9 items related to "Personal Condom Use" (e.g., "I'd
use a condom whh a new sex partner | really liked”). Because 5 of the kems are included in PB1 and
another 3 tems are in Bi1, CU1 is highly correlated with both of these "behavior" scales, as shown in
Appendix B-10 (.79 with PB1, .81 with Bi1). All analyses involving CU1, PB1, and BI1, therefore, should be
interpreted accordingly. The second factor (CU2) contained the same 3 tems as AB2, "“Condom Use
Norms." Coefficient alpha for CU1 was .80 and remained the same when all 12 behavior and attitude tems
were combined into one scale. Although the results of the factor analyses indicated that the set of ltems
could be treated as one construct (Le., all Rems loaded on the first unrotated factor), the three CU2/AB2
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items loaded much more strongly on the second factor after rotation. Given the fact that Bi2 seems to
assess condom use behavior and AB2 condom use normative attitudes, t was decided to use the two

separate summary scales in all subsequent analyses.

gcales. At pretest, as shown in Appendix B-10, general attitudes and
bdlefsabmnNDS(ABﬂwasmodemtdyrdatedtogenemllmoMedgeabomNDs(GK.r=.26)andspedﬂc
knowledge about low-risk transmission activities (TK1, r=.36). In addition, general knowledge (GK) and
specific transmission knowiedge about high-risk activities (TK2) were also moderately related (r=.33), which
is not surprising given that most subjects knew the correct answers to these items, as reported previously.

Although normative attitudes about condom use (AB2) was unrelated to the other attitude and
knowledge scales, it were moderately related to personal condom use behaviors (CU1, r=.27) and the highly
similar safer-sex intentions scale (Bl1, r=.23). Otherwise, at pretest, attitudes/bellefs and knowledge about
AIDS were generally unrelated to behaviors. On the other hand, all five of the prevention and safer-sex
behavior scales (PB1, PB2, Bl1, BI2, CU1) were moderately to strongly interrelated.
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Appendix 8.4 "Attitudes end Beliefs” Scales -- Pretest Items -- Summry of Factor Analysis
Nesns, Starcierd Deviations, and Correlations (N=479)
MEVOA  QUARANA 1NFOA VISITA DESERVEA AFFECTA BIVORKA SHORMIA SNORN2A  SNORIGA

L [ 84 2.63 3.05 3.13 3.46 an 2.683 2.55 2.5 .53
Std Dev 0.73 0.95 0.84 0.70 0.61 0.82 1.0 0.7 0.72 0.73

NEUBA 100 * ! News reports on AIDS cannot be trusved
a1 100 * : Pecple infectsd uith AIDS virus should b
1o 16 1 100 * ; I've already heerd more then | uant sbou
vistTA e me 17 100 * | I & friend hed AIOS I woutd still visit
ossmaver 19 " 2 se 100 ; Pacple uith AIDS dessrve the dissese
APPECTA s 1 0 2% e 100 ; 1 don’t think AIDS wilt ever stfect my o
oA 12 ae 18 3 15 19 100} 1 would work with & person who s NIV
esssesmsccsas esscccenssnsnnnsssenEnesstRnen amew esem le - -ew

oRN1A 3 -7 -2 o 3 -9 % 1 1o Nost friends use condoms ... with differ
mowza 12 -7 -8 -“ 7 -8 9 i se* e A Lot of people my age use condoms
mowsas 12 ? ° 6 s 3 4 | 3% e 100%  Host friexs think condoms are to0 much

NOTR: Printed valuss for correlations are multiplied by 100 and rounded to the nearest integer. Absolute values >= .20 have been flagged by en ‘*! (p<.0001).

Initial Factor Mathod! Naximm Likelihood (ML)
Prelininary Eigenvaluss: Total = 3.44100858 Average = 0.34410086

t 2 3 4 3 L] 7 8 9 10
figowalue  2.206US 1.862316 0.390179 0.079303 -0.024943 -0.088418 -0.149602 -0.216044 -0.323633 -0.393852
Difference  0.403831 1.492135 0.310386 0.104575 0.063436 0.061274 0.067252 0.106600 0.069919
Proportion 0.6644 05470 0.1134 0.0251 -0.0073 -0.0257 -0.043%5 -0.0630 -0.0041 -0.1144
Qaulative 0.6644 1.21% 1,328 13479 13407 13150 12715 1,206 1.1944  1.0000

initisl Fector Nethod: W, Prerotation Nethod: Ver imax Rotation Method® Promax
fastor Pattern Rotated Fector Pattern factor Structure (Correlations)
FACTOR1  FPACTORZ FACTORY!  FACTOR2 FACTORY  FACTORZ
SHORMZA T®h* 30 VISITA 7% 4 VISITA T ® 1 :
SMOMIA [ A4 o SIVORKA o * -5 SIVORKA [~ -8 !
MOMGA e e GUARANA 52 -3 GUARANA sz e -6 !
VISITA -3t o * DESERVEA 38 " DESERVEA B 9 ! AB1: Qenersl Attitudes and Beliefs
SIVORKA 2 - 7 AFFECTA . -7 AFFECTA B -8 H
QARANA - LR 1WF0R 350 i } 10POA 30 -6 !
SEIRRVEA -8 39 NEVOA 29 13 NRVBA 9 13 !
NBVeA 0 n* SNORN2A -8 0* SHORNZA -9 o0 !
AFFECTA -2 F ) SHNORNTA -6 b B SHORTIA -7 T | AB23 Condom Use Norms
1ron -18 F-) SHORNSA: L/ S1 e SHORNZA 9 50 * !

Inter-fector Correlations
FACTOR1  FACTOR2

FACTOR1 100 -6
FACTOR2 -6 100

NOTE: Printed values for factor losdings sre multiplied by 100 and rounded to the nesrest integer. Absolute values >= .30 have been flagged by an e+,
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Appandix 8.5 “Gwmersl Inowledge” Scale -- Pretest Items -- Rumary of factor Anelysis

Means, Standerd Deviations, and Correlations (Ned90)

3.9 3.64
0.66 0.61

Hean

Std Dev
FUTUREA 100 *
TESTHEGA

REDUCEA

[ B 100 *
6 1"

NEEDLETA 16 L

NEEDLEZ2A 13 20
LKSO0DA 13 18
FTRANSA 16 17
ORALSEXA n 7
NORTALA 18 15

3.2
Q.73

100 *
22
z*
ne
16
H
15
2%

3.0
0.53%

100 *
e
2
28
10
o
3%

3.7
0.51

100 *
P &3
%
10
30 *
33

NEEDLETA NEEDLE2A  LKGOODA

3.3
0.65

100 *
14
12
16
38

3.67
0.59

100 *
"
2
2%

3.05
0.76

100 *
12
3

3.53
0.66

100 *
(T8

FTRANSA ORALSEXA MORTALA ONETIMEA

3.56
0.64

100 *

Once you’ve been told you don’t heve AID
If you test negative for NIV entibody ..
Recucing the ramber of ssmml pertners .
sharing nesdles for drug use with friend
Shering nesdles for drug use with streng
You can be infected with the AIDS virus
Uomen can NOT pess the AIDS virus to mal
You can get the AIOS virus from oral sex
1f you have A0S, chances you will die ¢
It is possible ... from having unsafe se

NOTE: Printed valuss for correlstions sre multiptied by 100 and rounded to the nesrest integer. Absolute valuss >= .20 have besn flagged by en /*’ (p<.0001).

Initial Fector Method: Neximm Likel fhood

Preiiminery Eigerwaluse: Total = 9.11758026 Aversge = 0.91173803

1

Eigenvalue  7.027043 2.130063
Difference  4.800082 1.111214
Proport ion 0.7707  0.2345
Caulative 0.7707  1.00%52

Initial Factor Method: M.

factor Pattern

FACTORY  PACTOR2

NEEDLETA "ne -12
MEEDLEZA ne -16

ONETINEA L 19
MNORTALA b - 12
LKOOODA % 9
FTRANGA n-* 1"
REDUCEA 3 3
ORALSEXA 1% 9
FUTUREA 2 la B

TESTHEGA B [ B4

4

Prerotation Nethod! Varimax

Rotated Fector Psttern

NEEDLEIA

FACTORY

9
e
37
2
3t
24
%
1
10
18

FACTOR2

3

7
2
19
17
7

8
11
a3 e
T *

]

7

9

Rotation Method? Promex

10

0.029056 -0.013001 -0.138287 -0.332100 -0.427340 -0.466358

0.753198 0.264593 0.042057 0.145287 0.173812 0.095240 0.039019
0.1126 0.0322 0.0032 -0.0014 -0.0174 -0.0364 -0.0469 -0.0511
11978 1.1500  1.1532  1.1318 1,134  1.0080  1.0511  1.0000

Factor Structure (Correlstions)

MEEDLETA

FACTORT

R
ne
e
33 *
I3
30
-]
”
7
-]

FACTOR2

8
1”
30
21
18
19

9
12
o
s R

inter-fector Correlations

FACTORY
FACTOR2

FACTORY

100
1%

FACTOR2

1%
100

K¢ Ganeral Knowledge

NOTE: Printed values for factor loadings ere multiplied by 100 and rounded to the neerest integer. Absotute vaiues >= .30 have been flagged by an '*/,
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Appendix 8.6 “Transmission Knowledge” Scales -- Pretest Items -- Susmary of Factor Anelysis
Meene, Standard Deviations, and Correlations (N=497)

TRANSIA TRANG2A TRANS3A TRANSAA TRANSSA TRANSTA TRAMSSA TRANSSA TRANSIOA TRANSTIA

Meen .29 3.3 3.3 3.59 2.98 2.74 2.35 3.88 .n 3.

Std Dev  0.87 0.9% 0.88 0.63 0.90 1.03 0.95 0.53 0.74 0.56

TRANSTA 100 * ! Recieving blood transfusion in the us ->

TRANS2A 7 100 * ! Ooneting blood in the US -> AlDS

TRANSIA - I a* 100 * ! Esting in restaurant uhere cook has AI0S

TRANSAA 19 ar 51+ 100 * ! Shaking hands or touching somsone hes Al

TRANSSOA 0°* 19 L LI 100 * ! Seing coughed or snsezed on by somsone h

TRANGTA a2 a- 31 2 40 * 100 * ! Moequitoss or other insects -> AIDS

TRANSEA 3 16 35 2 56" 3 100 ¢ E Kissing / salive with pereon uho has AlD
eccscesscccanes eemscccccecsccaneaaacaaan escscceacrssaceccncensn verececcnnea S LLTERSTIETEES concnne

TRANSSA -1 13 3 18 -3 -3 15 | w0 sharing IV drug needles with somsone has

TRANSI0A -2 15 -2 9 -3 -6 -1 We 100 * Neving sex, NOT using condom with person

TRANS11A 1 -1 -7 6 0 -5 6 ! U 30°* 100 Pregnant women with AIDS can tranesit to

NOTE: Printed vaiuss for correlations sre multiplied by 100 and rounded to the nesrest integer. Absolute values »= .20 have been flagged by an ‘*’ (p<.0001).

Infrial Fector Method: Maximm Likelihood
Preliminary Eigenvaluss: Total = 4.70S48442 Average = 0.47034844

1 2 3 4 ] 6 7 8 9 10
Eigorwalue  3.664407 1.539292 0.693116 0.147837 -0.027291 -0.003963 -0.245274 -0.269495 -0.329255 -0.383889
Difference  2.125115 0.846176 0.545280 0.175127 0.058673 0.139311 0.024221 0.059760 0.054633
Proportion 0.7791  0.3273  0.1474 0.0314 -0.0058 -0.0183 -0.0%21 -0.0573 -0.0700 -0.0816
Qaulative 0.7M 1.1063 1.23% 1.2899 1.27193 t.26m 1.2089 1.1316  1.0816  1.0000

Inftist Fector Method: M. Prerotation Method: Varimex Rotation Method: Promax
Factor Pattern Rotated Factor Pattern Fector Structure (Corrslations)
FACTORY  FACTOR2 FACTOR1  FACTOR2 FACTOR1  FACTOR2
TRANSEA TS -7 TRANSSA ™ -8 TRANSSA TS -8 !
TRANS3A 6 * 2 TRANS3A 6 * 1 TRANSSA 6 1 !
TRANSAA & * 2 TRANSAA & * 19 TRANSAA 6 * 19 !
TRANSEA 6 * -2 TRANSSA 61 * -3 TRANSEA [ -8 ! TK1: Trenamission Knowledge® Low Risk Activ
TRANSTA 3 * ) TRANSTA 53¢ -7 TRANSTA 53 -7 !
TRANS2A B 21 TRANS2A »* 20 TRANGA »e 20 !
TRANS1IA 34 * 3 TRANSTIA 34 * 2 TRANGIA 3% ¢ 2 H
TRANSSA 3 b A TRANSSA 4 e B TRANSSA 3 e B !
TRANS10A -1 [~ TRANSI0A 0 or * TRANSTI0A -1 o7 * ! Tk2: Tranemissfon Knowledge: Migh Risk
Activ
TRANS1IA -2 3% °* TRANST1A -2 3 TRANSTTA -2 3% !

Inter- factor Correlations
FACTOR1  FACTORR

FACTOR1 100 -1
FACTOR2 -1 100

NOTE: Orinted values for factor losdings are multiolied by 100 and rounded to the nearest integer. Absolute values >= .30 heve been flagged by an '*’,
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Appandin 0.7. “Provantien Bshaviors” Sceles -- Pretest Items -- Summury of Fector Anslysis

feers, Standerd Deviatiens, and Correlations (Wed70)

FICONDIA FILINITA

Neen 2.08
Std Dev  0.82

FICONDIA 100 *
FILINITA ne
FINKIA 37
NOCNDMA 3

FJCONDA 40 *
FJNOSEXA 3
FISAFEA B

OISCUSSA 16
FJURELA 10
FJKNOWA 6

100 *
37T
3.
3
4“8
M

20
15
.

FIMKTA

.67
0.50

100 *
21

19
3

3.18
0.68

10
220
1%

FJCOND2A

.70
0.79

-1

FINOGEXA

2.03
0.87

FISAFEA

2.50
0.80

DISCUSSA FMIRELA  FIKNCMA
2.7 2.56 2.63
0.75 0.83 0.78

Sex with condom dossn’t feel es good to

1f 1 vere single, it would be hard to L

faving to stop sex to put on condom take

1f sax partner dosen’t want use condom,

Sex with condom dossn’t feel as guod to

1f | were single, it would be herd to st

In the heat of pession with new sex pert

100 * Before sex with new pertner, ! would dis

3t 100 * Nerd to ask neu sex pertner shout past s

3 [ 4 100 * 1 don’t know how to bring up subject of

NOTE? Printed valuss for corrslations are mlﬂplld ty 100 and rounded to the nearest integer. Absolute values >= .20 have been flagged by an '®* (p<.0001).

Initial Fector Nethod: Naximm L iket fhood

Preliminery Eiganvaluss:

Eigerwvalue 4.037084
Difference 2.336800
Proportion 0.797M
Qaulstive 0.797

1

Inftisl Factor Method: ML

Factor Pattern

FACTOR1

FINRELA 8% *
F JKNOVA o7 *
FISAFEA %6 *
DISCUSSA L
NOCNOMA n-
FILINITA L
FJCONDIA 30
FJCOND2A 3

FIMKIA L
P JNOSEXA 30 *

FACTOR2

33 e
-2
L

51 ¢
S0 *
TR}
a7
“we

1.681083 0.333259
1.327825 0.157744

4

Total = 5.06581812 Average = 0.50658181

Prerotation Nethod: Varimex

fotated Fector Pattern

FISAFEA
FILINITA
FIMKIA
FICONDIA
FJINCOEXA
FICOND2A
NOCHNOMA
FINRELA
P IKNONA
O19CUSSA

FACTORY

o *
iyl
e
g e
52 @
®
%ne
4

8

21

FACTOR2

3
16
17
7
10
-8
20
90 *
70 *
3

6

7 8

9

Rotation Method! Promax

0.193515  0.021818 -0.025704 -0.160874 -0.262717 -0.300855 -0.456590
0.173608 0.047522 0.144170 0.092843 0.046138 0.147735

0.3318 0.0607 0.0386 0.0043 -0.0051 -0.0335 -0.0519 -0.0610 -0.0901
1.1289 1.1967 1.373 1.6 1.2365  1.2030  1.1511  1.090%  1.0000

Factor Structure (Correlations)

FACTORY

FILINITA [
FISAFEA L A4
FINKIA [ -
FICONDTA 8
FJNOBEXA 3
FJICOND2A L
HOCHDIA 7.

FORELA o
FIKNOMA 2
DISCUSSA 26

4]
0 *
%
1%
16
-2
%
90 *
ne
e

Inter- factor Correlations

FACTOR1
FACTOR? 100
FACTORR 29

o
100

PE1: Prevention Self-Efficecy

PS2: Safer-9ax Negotiations

NOTE: Printed values for fector losdings ere multiplied by 100 end rounded to the nesrest integer. Absolute values >= .30 have been flagged by an '*’.
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Apperdix 8.8t “Sehaviorsi Intentions” Scales -- Pretest Items -- Summary of factor Anslysis
Meens, Starcierd Devistions, and Corrgiations (N=481)
BIFREQA SIUSEA BINEVTA  BINEU2A BICNGA BIDRUGSA BIDRUNKA BILEARNA GBISAFEA BICARRYA

fean 2.03 2.435 2.0 3.09 3.5 2.59 2,52 2.85 2.80 .
Std Dev  0.97 1.05 1.10 1.02 0.87 1.19 1.14 1.04 1.05 1.13

SIFREQA 100 *

SIUSEA 3 100 *

SINEWIA 3 3. 100 *

SIUDWRA ne 3 %> 100 *

1’d ssk nes sex partner sbout mmber of
1'd ask new eax partner how they fesl ab
1'd use a condom with new eex partner [
1’d use a condom with new sex partner wh
1f practicing unsafe sex, 1'd changs to
1'd ask new sex partner sbout their drug
1f 1’m too drunk/high to heve safe sex,
100 * 1L tell my friends to leerm more about
me 100 * 17LL tell my friends to practice safer s
59 [e 100 * 1'LL tell my friends to carry condoms

SILEARNA F- 20 a3 % * 5 a3 8"
BISAFEA n-* . 3% * B 9 30 3%
BICARRYA ar 2" 5. 7 M - 3 *

NOTE? Princed veluss for correlations are multiplied by 100 and rounded to the nesrest integer. Absolute values »>= .20 have been flagged by an '*¢ (p<.0001).

Initial Fector Method: Maximm Likelihood
Preliminery Eigenveluss: Total = 11.619905 Aversge = 1.1619905

1 2 3 4 5 6 7 8 9 10
Eigenvalus  9.143772 2.813541 0.950790 0.139049 -0.031899 -0.080332 -0.209895 -0.535307 -0.385377 -0.434438
Differsnce  6.330231 1.862751 0.761742 0.220947 0.048433 0.129563 0.125412 0.050070 0.049062
Proportion 0.786%  0.2621 0.0818 0.0163 -0.0027 -0.0089 -0.0181 -0.0289 -0.0332 -0.0374
Qalative 0.786%  1.029%0 1.1109 1.2 19244 1175 1.09%  1.0706  1.0374  1.0000

Initial Fector Method: ML Prerotation Method: Varimax Rotation Method: Promax
factor Pattern Rotated Factor Pattern Factor Structure (Correlations)
FACTORY  FACTOR2 FACTOR!  FACTOR2 FACTOR1  FACTOR2
BISAFEA 93 * -8 SINEWRA as e 16 BINEW2A s 3% * H
BILEARNA 1 -] SINEVIA s 14 BINEWIA 8 * R H
BICARRYA 7% * -8 BIUSEA o * 12 BIUSEA [ 26 !
BICHGA 5 * 3 BICHGA 56 * 38 BICHGA 60 * LA ! 8112 Safer-Sex Intentions
BIDRUAKA 45 ¢ F-] SIFREQA “e 19 SIFREQA & 9 :
BIFREQA kB FJ SIDRUNKA 43 * t44 BIDRUNKA L 3% :
SIORULSA 38 20 BIDRUGSA 36 24 SIDRUGSA 40 Ne !
BINEWIA 52 66 * BISAFEA 4 ”n. BISAFEA A3 * % * H
BINEWRA S4 * s SILEARNA 1% ™ SILEARMA 31 a0 * ! 812¢ Safer-Sex Informstion Shering
BIUSEA a2 50 * SICARRYA 3 * T BICARRYA “ e b I !

Inter-factor Correlations
FACTOR!  FACTOR2

FACTORY 100 &3
FACTOR2 43 100

NOTE: Printed velues for fsctor lcadings are multiplied by 100 snd roundied to the neerest integer. Absolute values >= .30 have been flagged by an /%7,
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Appendix 8.9. “Condom Use® Scales -- Pretest Items -- Summary of Factor Analysis

Neans, Stendard Deviations, and Correlations (N=459)

FJCONDIA  FJANKIA  NOCNDMA FJCOND2A  FJSAFEA BIUSEA
Moan 2.08 2.68 3.19 2.7 2.49 2.45
Std Dev 0.82 0.80 0.67 0.79 0.80 1.05
FJCOND1A 100 » Sex with condom dossn’t fesl as good to
FIAKTA 36 100 * Having to stop sex to put on condom take
NOCNOMA 13 20 100 * If sex partner doesn’t want use condom,
FJCOND2A 40 * 3 17 100 * Sex with condom dossn’t feel as good to
FISAFEA 38 51 ¢ 3. 2%~ 100 * In the heat of pession with new sex pert
BIUSEA 19 30 21 * 16 38 - 100 * 1’d ask new sex partner how they fesl sb
BINEWIA 7 * 38 * 2 20 &7 52 * ['d use & condom with new sex partner |
BINEW2A 7 3% 30 * 15 42 52 » 1'd use a condom with new sex partner wh
BICARRYA 13 z* 16 1" 8 - 28 * 17LL tell my friends to carry condoms
SHORNTA 7 9 7 7 19 17 Most friends use condoms ... With differ
SHORM2A 8 7 4 7 19 1 A lot of people my age use contoms
SHORN3A 1" 15 9 4 2% v [} Most friands think condoms ere too much
BINEWIA  BINEW2A BICARRYA  SNORMTA  SNORM2A  SNORM3A
Hean 2.69 3.09 a.mn 2.55 2.50 2.52
Std Dev 1.10 1.03 1.13 0.76 0.72 0.73
FJCONDTA ! Sex with condom doesn’t feel as good to
FIAUKTA ! Having to atop sex to put on condom take
NOCNDMA ! 1f sex pertner dossn’t want use condom,
FJCOND2A ! Sax with condom dosen’t feel as good to
FJISAFEA ! In the hest of passion uith new sex pert
BIUSEA ! §’d sek new sex partner how they feel ab
BINEWIA 100 * ! 1'd use & condom with new sex pertner |
BINEW2A 7% * 100 * ! 1'd use a condom with new sex partner wh
BICARRYA 36 * 37 100 * ' 17t tell my friends to carry condoms
sesses D L N T T T T T e lecsscassnsonansssnnnnassans tesccsessrrasnvessnannaanan St cassurssssanan ew
SNORMIA 26 * % 16 |: 100 * Most friends use condoms ... with differ
SNORN2A 19 18 LU 58 * 100 * A lot of psople my age use condoms
SNORIBA % * 14 13 ! 40 * 40 * 100 * Most friends think condoms are too much

NOTE: Printed valuss for correlstions are sultiplied by 100 and rounded to the nearest integer. Absoluts values >= .20 have been flagged by en '*¢ (p<.0001),

Initial Factor Method: HMeximm Likelfhood

Preliminary Eigenvalues: Totel = 7.56915104 Average = 0.63076259

1 2 3 4 H 6 7 ] 9 10 1 12
Efgenvelue  6.157178 1.618296 1.031696 0.170305 0.069653 -0.018426 -0,036435 -0.119200 -0.220130 -0.318379 -0.339992 -0.425415
Difference  4.538881 0.586601 0.861390 0.100653 0.088078 0.018009 0.082765 0.100930 0.098250 0.0215613 0,085423
Proportion 0.83135 0.2138  0.1363  0.0225 0.0092 -0.0024 -0.0048 -0.0157 -0.0291 -0.0421 -0.0449 -0.0562
Cumutative 0.813% 1.0273 1.1636 1.1861 1.1953 1.1928  1.1880 1973 11432 .01 1.0562  1.0000
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Appendix 8.9° "Condom Use" Scales (continued)

Initial Fector Method: ML Prerotation Method: Varimax : Rotation Method: Promax
factor Pattern Rotated Factor Pattern Factor Structure (Correlations)
FACTORY  FACTOR2 FACTOR1  FACTOR2 FACTOR1  FACTOR2
SINEWIA - -18 SINEVIA - 19 BINEWIA . 3 !
BINEWRA [a A -20 SINEZA 80" 16 BINEWR2A s 29 !
FJSAFEA 6 -8 BIUSEA 61 9 BIUSEA [~ 19 H
BIUSEA 59 -18 FISAFEA 58 * 19 FISAFEA [ 28 H
FIAMKIA o -17 FIAKIA 52 [} FJAMKIA s 14 ! CUt? personel Condom ‘‘se
BICARRYA [T -7 BICARRYA 3 12 BICARRYA “* 19 '
FJCONDTA 3% -10 FJCONDIA - 6 FJCOMDTA 35 " !
NOCNOMA b B -1 NOCHOMA % 4 NOCNDMA 3% * 9 !
FJCOND2A 28 -8 FJICOND2A 2 4 FJCONDA 29 9 !
SNORIZA »e [ SHORMA é me SHORMZA 2 me H
SHORNIA oM 61 * SHORNTA 1% T * SNORNTA 28 76 * ! Qu2: Condom Use Norms
SNORGSA 33 O SNORNSA " 51 ¢ SHORIA 3 53 ' (same o8 AB2)

Inter- factor Correlations
FACTOR1  FACTORZ

FACTOR1 100 b -]
FACTOR2 3 100

NOTE: Printed values for factor loadings are multiplied by 100 and rounded to the nesrest integer. Absolute valuss >= .30 have been flagged by an '*’.
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Appendix 8.10% Coefficient Alphas, Deecriptive Statistics, and Correlations Among MAIQ Scale Scores -- Pretest Deta for Entire Smmple

ABY AB2 [ 4 ™! ™
Alpha 0.66 0.71 0.73 0.76 0.60
# Items 7 3 10 7 3
" 300 486 503 501 301
Mesn 2.9% 2.53 3.51 .8 3.8

Std Dev  0.48 0.58 0.33 0.57 0.46

Corretations (based on 479 cbeervations with complete data)

AB1 M2 [ ™ ™

As1 100 * !
AR2 -3 100 * !
o 2% -3 100 * !
™ 36 2 " 100 + !
™ 6 o 3 2 100 = !
PRy veacessacane ssaseccns eetccnssansacncnes weveaansan ]
”» 2. 18 s s 2
a2 s 9 6 -12 4!
] 13 B 1% ] 1o
812 16 13 15 -13 7 !
an A e - 6 0 !

P81 P2 {13 12 an
0.76 0.68 0.82 0.87 0.80
7 3 7 3 9
495 3 495 wr o7
2.58 2.65 2.68 2.80 2.68
0.51 0.61 0.73 0.95 0.57
P81 P82 m 812 an
General Attitudes and Beliefs
Condom Use Norms
Genersl Knowledge
Tranamission Knowledge: Low Risk Activities
Trensmission Knouledge: Nigh Risk Activities
100 * Prevention Self-Efficacy
R 100 * Safer-Sax Negotistions
S1* 8. 100 * Safer-Sex Intentions
2B 3. 50 ¢ 100 * safer-Sex Information Shering
™ e 81+ 53 100 » Personat Condom Use

HOTE: Printed values for correlations are sultiplied by 100 and rounded to the nesrest integer. Absolute valuss >= .20 have besn flegged by an /** (p<.0001).
BSased on the factor snelysis with "condom use® questions (see Table 6), CUZ end AB2 (Condom Use Norms) are the same scale.
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/* page

IDN
WAVE
BRIEF
GROUP

/* page

HEALTH
BELTS
SMOKER
BEER
WINE
LIQUOR
DRIVE

/* page

SNORM1A
SNORM2A
SNORM3A
FIGHTA
NEWSA
QUARANA
FJBLFA
CATCHA

Appendix B.11
HAIQ Pretest Variable Names and Labels

1 %/
Subject ID number
Wave
Briefing type
Group
2 */
How would you rate your health?
How often do you use seat belts?
Smoking history
Bottles of beer per week
Glasses of wine per week
Drinks of hard liquor per week
How often do you drive after drinking?
3 */
Most friends use condoms ... with different partners
A lot of people my age use condoms
Most friends think condoms are too much hassle
If infected, my body would fight off the AIDS virus
News reports on AIDS cannot be trusted
People infected with AIDS virus should be quarantined
My religious beliefs don’t allow condom use
Catching clap from a sex partner would bother me

CAREFULA AIDS has made people more careful .. who have sex with

INFOA
VISITA

I've already heard more than I want about AIDS
If a friend had AIDS I would still visit

DESERVEA People with AIDS deserve the disease

AFFECTA
/* page

TRANS1A
TRANS2A
TRANS3A
TRANS4A
TRANSSA
TRANS6A
TRANS7A
TRANSS8A
TRANS9A

I don’t think AIDS will ever affect my own life
4 */

Recieving blood transfusion in the US -> AIDS

Donating blood in the US -> AIDS

Eating in restaurant where cook has AIDS -> AIDS
Shaking hands or touching someone has AIDS -> AIDS
Sharing IV drug needles with someone has AIDS -> AIDS
Being coughed or sneezed on by someone has AIDS -> AIDS
Mosquitoes or other imsects -> AIDS

Kissing / saliva with person who has AIDS -> AIDS
Having sex, using condom with person has AIDS -> AIDS

TRANS10A Having sex, NOT using condom with person has AIDS -> AIDS
TRANS11A Pregnant woman with AIDS can transmit to her baby
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/* page 5 */

FUTUREA Once you’ve been told you don’t have AIDS virus ...

TESTNEGA If you test negative for HIV antibody ...

ATRISKA 1t is what people do, not who they are ...

REDUCEA Reducing the number of sexual partners ...

LFSTYLA You can tell if a person has AIDS by knowing about lifestyle
GAYMENA Throughout the world, AIDS is found mostly among gay men
NEEDLElA Sharing needles for drug use with friends ...

NEEDLE2A Sharing needles for drug use with strangers ...

LKGOODA You can be infected with the AIDS virus and look healthy
FTRANSA Women can NOT pass the AIDS virus to male sex partners
ORALSEXA You can get the AIDS virus from oral sex

MORTALA If you have AIDS, chances you will die from it are very high
ONETIMEA It is possible ... from having unsafe sex even one time
LATEXA Natural condoms work better than latex condoms

LUBEA Oil-based lubricants cause condoms to break

/* page 6 */

FJCOND1A Sex with condom doesn’t feel as good to a man

FIJLIMITA If I were single, it would be hard to limit partners
KNOSAFEA I know of precautions to take to reduce risk

FJAWK1A Having to stop sex to put on condom takes fun out of sex
FJAWK2A 1It’'s embarrassing to buy condoms in a store

DISCUSSA Before sex with new partner, I would discuss AIDS protection
FANTASYA Safe sex practices are not as enjoyable as having sex
FINRELA Hard to ask new sex partner about past sexual behaviors
NOCNDMA If sex partner doesn’t want use condom, little I can do
FJCOND2A Sex with condom doesn’t feel as good to a woman

FINOSEXA If I were single, it would be hard to stop having sex
FIJKNOWA I don’t know how to bring up subject of past sexual behavior
FIJSAFEA In the heat of passion with new sex partmer ...

MPREGA Males: No condom -- want sex partner to become pregnant
FPREGA Females: No condom -- want to become pregnant

/* page 7 */

EVERUSED Ever used a condom during sex?

HXSTD Ever been diagnosed with STD?

FREQSTD If yes: Times diagnosed with STD

YEARSTD 1If yes: Times diagnosed with STD in past year
PARTNERS Number of different sex partners in past year
TRAVEL1 Travel outside US during past year?

TRAVEL2 If yes: Sex with new partner when outside US?

/* page 8 */

PAIDSEX1 Paid someone for sex in past year?

PAIDSEX2 If yes: Number of partners paid for sex

FREQUSE How ofter use condom with new partner in past year?
KNOWHIV Have you known anyone HIV+?

KNOWPWA Have you known anyone with AIDS?

WORRYA How worried or concerned that you will get AIDS?
CARRY How often carry condoms when go out?
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/* page 9 */

BIFREQA I’'d ask new sex partner about number of sex partners
BIUSEA I'd ask new sex partner how they feel about using condoms
BINEW1A 1I'd use a condom with new sex partner I really liked
BINEW2A I°'d use a condom with new sex partner who isn’t special
BICHGA If practicing unsafe sex, I'd change to safer sex
BIWORKA 1 would work with a person who is HIV+

BIDRUGSA I’'d ask new sex partner about their drug use

BIDRUNKA If I'm too drunk/high to have safe sex, I won’'t have sex
BILEARNA 1’11 tell my friends to learn more about AIDS

BISAFEA 1I'll tell my friends to practice safer sex

BICARRYA 1’11 tell my friends to carry condoms

/* page 10 */

BVSTDYA Case: Return home on leave to see steady ...
BVPROSTA Case, MALES only: In bar, think prostitutes ...

/* page 11 */

BVPKUPA Case, FEMALES only: In bar, men looking for good time ...
DOBMONTH Birth month

DOBDAY Birth day

DOBYEAR Birth year

GENDER Gender

ETHNIC Racial/ethnic background

OTHERETH Other ethnicity

/* page 12 */

MARITAL]1 Marital status

MARITAL? If married: Live with spouse?
EDUC Highest year of school completed
ENLISTMO Enlisted month

ENLISTYR Enlisted year

GRADE1 Enlisted grade

GRADE2 Officer grade

AIDSEDUC Previous AIDS classes?

B.11-3




Apperdiin 5.12¢ Sumery of Nepeated Messures Multiveriste Anslysis of Veriance (WIOVA) for HAR Scale Scores -- Pretest-Posttest Chengs --
intire Sample (W=303)

MANOVA Results Descriptive Statistics
Pratest Posttest
Sriefing seecrecese cevcanacee
Scale Effect OF P-velue Group [ ] fean ® Nean S0
AB1 General Attitudes and Beliefs TINE 1 .0001 * Scheviorsl 253 2,93 0.46 2.98 0.4
TIME*GROP 1 2578 Standard 24 295 0.48 3.03 0.47
AS2 Condom Use Norms T 1 .2/ Rehevioral 246 2.53 0.60 2.51 0.55
TINEGROUP 1 7979 Standerd 34 2.52 0.57 2.50 0.58
X  General Knowledge TIE 1 .63 Sehavioral 34 3.9 034 3.5 0.36
TINE*GROUP 1 .009@ * Standerd 45 352 0.3 3.49 0.0
™1 Tranemission Knowledge: Low Risk Activities TINE 1 .0001 ¢ Sshevioral 31 .8 0358 3.21 0.40
TINE*GROUP 1 .0046 * Standerd 44 2.86 059 3.07 0.50
X2 Tranemission Knowledge: High Riak Activities T 1 .0684 Gshaviorsl 230 3.0 0.44 3.78 0.43
TINE*GROUP 1 3784 Standard 243 3.9 0.48 3.73 0.58
P81 Prevention Self-Efficacy TINE 1 .0001 = Sshavioral 247 2.59 0.50 2.68 0.49
TIME*GROUP 1 .40V Standerd 86 256 0.52 2.8 0.5
P82 Safer-Sex Negotistione TINE 1 .0001 * Behavioral 48 2.64 0.61 2.8t 0.58
TINE®GROUP 1 .06 Standerd 37 2.65 0.61 2.74 0.54
811 Ssfer-Sex Intentions TINE 1 .000% = Behaviorsl M8 2.7 0.74 2.9 0.73
TINETGROUP 1 0016 * Standerd 2.67 0.73 2.88 0.2
812 Safer-Sex Information Sharing TiNE 1 .000) ¢ Sehavioral 07 2.74 0.98 3.02 0.9
TINE®GROUP 1 .0398 * Standerd 86 .82 0.2 2.9 0%
U1 Personel Condom Use TINE 1 .000) = Seheviorsl 247 2.67 0.5¢ 2.87 0.53
TINE*GROUP 0008 « Standerd B6 2.66 0.55 2.76 0.53

.......... teccccccwsvevsssscccccncacseasnsnresane Seessscesescscsacccanae ..

NOTE: MANOVA results for each effect include the degress of freedom (DF) and p-valus for Wilk’s Lambda end the sssocisted multiveriate F statistic.
The "time™ effect is the overall test of change from pretest to posttest, ignoring briefing group: the "time by group® intersction effect is the
oversll test for the equality of changs in the two briefing groups.

* = statistically significant overall effect (p < .05)
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Appardiix 8.13! Summary of Repested Neasures Multiveriste Anelysis of Variance (NANOVA) for HAIQ Scale Scores -- Pretest-Posttest-6 Month Changs --
Follow-up Sample (N=186)

MANOVA Results Descriptive Statistics
Pretest Posttest 6 Monthe
Sriefing ceeeneenan .-
Scale Effect OF P-value Group ] Noen Nean ®® Mean
A1 General Attitudes and Seliefs T 2 .000%1 » BSehevioral 90 2.93 0.48 3.05 0.4 3.04 0.47
Pre-Post 1 .0009 *» Standerd ” 2.93 0.48 3.03 0.46 3.01 0.43
Pre-6 mos 1 0043 **
TIMNE*GROUP 2 .9886
Pr-Po%erp 1 .8876
Pr-Gi"Grp 1 .96
AB2 Condom Use Norme TINE 2 .0010 + Sehavioral 8 2.52 0.57 2.46 0.50 2.61 0.97
Pre-Post 1 .08V Standard 87 2.55 0.8 2.52 0.53 2.70 0.1
Pre-6 mos 1 .07 »*
TINE®GROUP 2 .6805
Pr-PotGrp 1 AT22
Pr-G*Grp 1 4584
6  General Knowledge TINE 2 3205 Sehaviorat ® 3.5 0.3 3.5 0383 335 037
Pre-Post 1 .82 Stenderd 93 3.5 0.35 3.47 0.44 3.56 036
Pre-6mos 1 1084
TINE"GROUP 2 .05%9
Pr-po*Grp 1 .0199 **
Pr-éM*Grp 1 .7613
TX1 Trenemission Knowledge: Low Risk Activities TINE 2 0001 * Behaviorsl » 2.92 0.57 3.2 0.52 3.14 0.5%
Pre-Post 1 .0001 **  Standerd 92 2.8 0.0 3.05 0.53 3.00 0.52
Pre-6mos 1 .0007 **
TINESCROP 2 .0973
sre-Po*Srp ! .00V
Pr-GiGrp 1 2006
TX2 Trenemission Knowledge: Nigh Risk Activities TINE 2 .13 Behaviorst 8 3.5 03 37 046 3.9 0.2
Pre-Post 1 4943 Standerd 88 3.8 0.9 3.8 040 3.8 0.3

ssncsss P T P R Ly P T T T Y PR PPy csnnssescacacnnen sesese cess .

NOTE: MANOVA results for each effect include the degrees of fresdom (DF) and p-value for Wilk‘s lasbde and the sseociated multiveriste F statistic.
The "time™ effect is the overall test of change from pretest to posttest to 6 months, ignoring briefing group: the "time by group® interaction effect
fe the overall test for the equelity of change in the two briefing groups. Each oversll effect is divided into 2 single-OF contrasts to locste the
source of the effect (if any). The first contrast is betwesn pretest and posttest; the second contrast is betwesn pretest and 6 months.

* = gtetistically significant overail effect (p < .05)
** o gtatistically significant 1-OF contrest (p < .05 {.03/20)
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ippendin 5.13! SEmery of fepeated Nessures MANDWA for é-Nanch Follow-up Smple (omntimmd)

NANOVA Results Descriptive Statistics
Pretest Posttest 6 Monthe
Briefing . .
Scele Effect of P-value Srowp [ ] foan foan oan

81 Prevention Self-Efficacy I 2 .0001 = Behavioral 4 2.58 0.53 .72 0.53 2.3 0.55
Pre-Post 1 .000t1 *¢  Standerd 88 2.52 0.50 2.58 0.51 2.54 0.48
Pre-6mos 1 3097
THE*GROP 2 . 2125
Pr-Po'Srp 1 .07THO
Pr-G"Grp 1 .67T64
PEZ Safer-Sax Wegotiations e 2 .0001 ¢ Sshaviorsl o4 2.57 0.55 . 0.60 2.66 0.60
Pre-Post 1 .0001 ** sStanderd [4] 2.60 0.58 2.72 0.49 2.73 0.55
Pre-6mos 1 .0108 **
TINE*GROUP 2 .1381
Pr-PoGrp 1 12802
Pr-éharp 1 6156
811 Safer-Sex Intentions TN 2 0001 ¢ Sshaviorsi -4 2.70 0.7 3.00 0.7 .M o.mr
Pre-Post 1 .0001 **  Stenderd N 2.6 0.73 2.2 0.73 2.77 0.70
Pre-6mos 1 0116 **
TINE*SROLP 2 2296
Pr-Po*Srp 1 .2034
Pr-Git%grp 1 .5248
812 Safer-Sex Information Shering T 2 .000% ¢ Sehavioral 8 2.40 099 297 0.9 2.73 1.02
Pre-Post 1 .0001 **  standerd " 2.08 095 306 0.86 2.95 0.
Pre-émos 1 1008
TIE*OROUP 2 .00
Pr-fo%rp 1 0299
Pr-Gi%grp 1 4500
Qit  Personel Condom Use TINE 2 .0001 » Seheviorsl & 2.6 0.8 2.90 0.59 2.73 0.57
Pre-Post 0001 standerd <7 2.6 054 2.72 053 2.73 0.0

cencass scsevsassscane seeasarsscovsrnssvrcanmn PEYYS scssscmcccssscanncoccas ..

NOTES MANOVA results for each effect include the degrees of freedom (DF) and p-valus for Wilk’s lmbde and the associsted muitiveriate f statistic.
The “"time” effect is the oversll test of change from pretest to posttest to 6 months, ignoring briefing group: the “time by group® interaction effect
fa the overell test for the equelity of chenge in the two briefing graups. Esch oversil effect je divided into 2 single-OF contrasts to locate the |
source of the effect (if any). The first contrast is betwesn pretest and posttest; the secund contrast is betwesn pretest and 6 menths.

* = statistically significant overall effect (p < .05)
** = statistically significant 1-OF contrest (p < .025 (.05/21)
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Appandix 8.14: Summary of Repseted Nessures Multiveriste Anslysis of Variance (MANOVA) for NAIQ Scsle Scores -- Pretest-Posttest-12 Month Change --
Follow-up Saple (W=328)

NANOVA Results Oeecr iptive Statistice
Pretest Posttest 12 Nonthe
Sriefing wes
Scale Effect OF P-value roup L] Mean 8 Moan B fean ®
AS1 Ganeral Attitudes and Beliefs TN 2 .0001 * Behavioral 190 2.9 0.47 2.97 0.4 2.98 0.48

Pre-Post 1 .0001 **  gtanderd 162 295 0.48 3.00 0.7 3.03 0.44
Pre-i2 mos 1 0026 v
TINE*SROUP 2 1623
Pr-fo*erp 1 .048
Pr-t2%rp 1 .28

AB2 Condom Use Norms e 2 .0000 * Sshavioral 134 2.52 0.59 2.47 0.536 2.7 0.58
Pre-Post 1 0743 Stardard 153 2.49 0.60 2.47 0.36 2.68 0.57
Pre-12mos 1 .0001 o
TINE*GROUP 2 .6300
Pr-fo%erp 1 5173
Pr-1200rp 1 .4633

6 General Knowledge T 2 .90% Sehaviorsl 161 3.47 0.35 3.52 0.38 3.52 0.42
Pre-post 1 .0073 Standerd %% 3354 036 3.0 0.42 3.50 043
Pre-t2 moe 1 .67
ThE*o» 2 .0219 *
Pr-Poterp 1 .0078 o
Pr-12erp 1 0T34

X1 Transmission Knowledge: Low Risk Activities T 2 .0001 ¢ Schaviorsl 199 2.86 0.57 3.19 0.52 3.00 0.51
Pre-fost 1 .000% **  gtenderd 162 2.88 0.58 3.12 0.48 3.0 0.54
Pre-12ms 1 .0001 o
TINE*SROUP 2 L1576
Pr-Po*orp 1 .08%2
Pr-120rp 1 9993

T2 Tranemission Knowledge: High Risk Activities e 2 M2 Sshovioral 158  3.76 051 3.735 0.47 3.71 0.5
Pre-Post 1 3N Starvderd 181 3.77 052 3.73 0.5 3.7 0.52
Pre-12mos 1 .7304
THESMOP 2 4326
Pr-Pofsrp 1 .T0V7
Pr-120%Grp 1 .33

ssencccssscnanne cssnene veon .a sscneccsces

NOTE? MANOVA resuits for each effect include the degrees of freedom (DF) and p-velus for Vilk’s lambdo and the associsted multivariste F statistic.
The "time” effect is the overall test of change from pretest to posttest to 12 monthe, ignoring brieting groupl the "time by grop”™ interaction effect
fs the oversil test for the equality of changs in the two briefing groups. Each overall effect is divided into 2 singie-0F contrests te locete the
source of the effect (if sy). The first contrest is betwsen pretest and posttest; the second contrast is betwesn pretest and 12 monthe.

* = statistically significant overail effect (p < .03)
¢ = seatistically significant 1-DF contrset (p < .025 [.05/2])
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fppendix 6.14: Summery of Rapested Neasures NANOWA for 12-Wenth Follow-up Smple (continusd)

Scale

“tescncecccecsnteacsnnacaccssassan ssevavrssncccnne

P31 Prevention self-Efficacy

P2 Safer-Sex Negotiations

L1}

safer-Sex Intentions

812 Safer-Sex Information Shering

QU1 Personel Corciom Use

NOTE: MANOVA results for esch effect includs the degress of freedom (OF) and p-value for Wilk’s Lembda snd the sseocisted multivariate F statistic.
The "time” effect s the oversll test of change from pretest to posttest to 12 months, ignoring briefing group: the "tims by group® intersction effect
is the overali test for the squelity of change in the two briefing groups. Each overall effect s divided into 2 single-OF contrasts to locste the

source of the sffect (if any).

NANOVA Results

Effect OF P-value

Dascriptive Statistics

Srieting
Grap

Pretest fosttest

csassscsces

12 Nonthe

»
L]

e 2
Pre-post 1
Pre-12 mos 1

TINE*GROWP 2
ProposGrp 1
Pr-12Merp 1

3805
J109

6371

8176

TN 2 000V
Pre-Post 1 .0001 o
Pre-12mos 1 .0020 o

TINE*GROWP 2 .5420
Pr-Po*erp 1 .40A2
Pr-12t*Grp 1 .3160

TINE 2
Pre-Post 1
Pre-12 mos 1

TiNEGROUP 2
Pr-Po%Grp 1
Pr-12verp 1

L0001 »
<0001
0254

1399
0472
S5

.
Pre-post 1
Pre-12 mos 1

TINEOP 2
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PREFACE

The 'how’ and

‘'why’ of
effective
HIV education

for the military

—

The purpose of this education manual is to provide

the health educator with a clear and effective plan for
teaching military personnel and their dependents
information about the human immunodeficiency virus
(HIV) and acquired immunodeficiency syndrome
(AIDS). The plan is intended to supply the learner with
a basic knowledge of HIV transmission, infection and
disease, and to increase learners’ perceptions of
personal vulnerability to this deadly virus. Most
importantly, this education plan contains a clear focus
on the identification and reduction of the specific
behaviors that place a person at high risk of contracting
the AIDS virus.

The manual is organized into 8 consecutive topics,
all of which need to be included in a basic HIV
educational briefing: an Introduction in which the
purpose of the briefing and HIV- and AIDS-related
terms are defined; a brief explanation of the Immune
System to provide an understanding of the severity of
the disease; brief presentations of the Progression of
HIV Infection from exposure to the virus through the
end stage of AIDS, and Treatment for symptoms,
infections and AIDS-defining diagnoses; a Scope of
the Problem or epidemiology section to broaden
awareness of the modes of HIV transmission and the
increasing numbers of those with HIV infection; a more
detailed HIV Transmission segraent which dispels
myths and emphasizes viral transmission through
specific sexual behaviors; a section on Military
Significance that describes Army policies and their
underlying rationale regarding HIV infection and
AIDS; and finally, and most significantly, an in-depth
Prevention section which is intended to be the
cornerstone of this educational program and teaches
strategies to reduce high-risk HIV transmission
behaviors.
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The ultimate goal
is lasting behavior

change

The manual is also designed for adaptibility to the
different constraints that a health educator may
sometimes encounter. Activities and exercises with
varying degrees of learner interaction are included and
their use is encouraged for optimal learning and behavior
change. Educators faced with time or group-size
constraints, however, will be able to limit the more
interactive activities and still provide learners with
comprehensive knowledge of the behaviors needed to
avoid HIV infection.

A crucial point to keep in mind while using this
manual to guide an HIV educational program is that
knowledge is necessary but not always sufficient to
persuade people to change their behavior. Health
education with a goal of behavior change, followed by
consistent maintenance of the new behavior, will be more
likely to succeed if the health educator can instill in each
learner a sense of personal certainty about the following
concepts:

¢ The learner is indeed vulnerable to exposure to the
AIDS virus through his or her behaviors, and that these
high-risk behaviors are seen as problematic.

® The learner is committed to a decision to change
the behaviors that place him or her at risk of contracting
HIV, and considers the new behaviors to be preferable and
worth the effort.

¢ The learner perceives low-risk behaviors as the
social norm, and believes friends and peers will be
supportive of the new behaviors.

¢ The learner feels that he or she has the skills and
confidence needed to perform the new behaviors, and to
resist any temptations to revert to riskier behaviors.
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An HIV educational briefing which helps each
individual to grasp these concepts is likely to succeed
in its goal of behavior change.

The remainder of this manual is devoted to a
detailed lesson plan and narrative script, designed to
guide health educators in presenting a maximally
effective HIV educational briefing (an abbreviated
version of the lesson plan is included as Appendix I).

The behaviorally-oriented HIV education
program was developed under contract to the
Department of Defense by behavioral medicine
researchers at the University of California, San
Francisco in conjunction with medical personnel at
Fort Ord in Monterey, California. The HIV briefings
described in this manual were conducted at Fort Ord
by a community health nurse, and delivered to
various-sized groups of soldiers in an inprocessing
setting. The briefings were developed to run an
average length of 75 minutes in order to
accommodate the inprocessing setting, but as
mentioned previously, health educators with time
constraints can limit the suggested interactive
activities and still provide comprehensive
knowledge. Or, conversely, the briefing may be
lengthened or even divided into several sessions,
allowing individuals to more fully understand and
integrate the material. Graphic representations of
the educational material, in the form of a flip chart or
slides, were used to visually augment the oral
presentation (see Appendix II for 8 1/2 x 11 inch
graphic reproductions).

Readers will notice that some sections of the
narrative script and some graphic reproductions
refer specifically to Fort Ord, where the program was
carried out; health educators may simply adapt the
particular text to their own regions and localities.
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INTRODUCTION

The HIV Spectrum:

defining the terms

The teaching objective of the introductory topic
in the HIV educational briefing is to convey
knowledge of basic HIV- and AIDS-related terms
and concepts. After the health educator introduces
him- or herself, it's helpful to set the stage for
learning in a group setting by beginning with a brief
"icebreaker" exercise comprised of word association
and values clarification. This activity establishes a
participatory environment, and enables the health
educator to identify and focus on positive
development of group attitudes.

The exercise is easily carried out by the health
educator asking the group for their thoughts and
feelings associated with the word "AIDS." As
individuals respond, the health educator writes the
responses on a chalk board or large sheet of paper
for all to see, and discusses them accordingly.
Following a few minutes of this exercise, basic HIV
terminology can then be introduced:

¢ Exposure to the virus through high-
risk behaviors

¢ Infection with HIV, or the Human
Immunodeficiency Virus -- the early
years of infection are without symptoms

¢ The symptomatic stage of HIV disease
- was previously called ARC, or AIDS-
Related Complex

* The "tip of the iceberg" known as AIDS,
or the Acquired Immunodeficiency
Syndrome
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Narrative script:

Set the tone for
the group:
Participation and

interaction

Begin by identifying yourself, stating your
name and position and describing your work
with an HIV focus.

For example:

"Hello, my name is ,and I'm a
community health nurse in the HIV clinic here on
base. I work with our HIV-positive soldiers and their
families, and with any soldiers diagnosed with a
sexually transmitted disease.”

4 Icebreaker Exercise:

A chalk board or large easel with paper and
markers is needed to record participants'
responses. Write the word "AIDS" in large
letters in the center of the board or sheet of
paper. Open up the discussion by asking the
following questions:

"When I say the word 'AIDS," what do you
think about? What are your feelings, and who
do you think is at risk?"

As group members call out responses to your
questions, write the responses on the board or
paper so that they surround the central word
"AIDS." If group members are hesitant to
respond, begin the discussion by suggesting
some of the following:

"Many people think of homosexual men and
IV drug users. How many of you think about
women, babies, or children? The thoughts
that come to mind for many are disease,
blood, sex, needles, pain, death, isolation.
These ideas generate feelings of fear, grief,
and anger."

L et AR TS a2
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Introduce the
basic terms and
concepts of

HIV Disease

At the conclusion of the icebreaker exercise,
when all discussion is finished, continue the
briefing with the introduction of basic terms
and concepts of HIV Disease:

"HIV-AIDS education and testing in the Army
has been mandatory since 1986. Through surveys,
we find most soldiers have a good knowledge of HIV.
They know that HIV stands for 'Human
Immunodeficiency Virus.! They know how HIV is
transmitted. Many know the basics about how to
prevent getting infected. However, soldiers
continue to become infected with HIV. Why do you
think this is happening? How many of you actually
believe you are personally at risk for becoming
infected with HIV? Most people think it is going to
happen to someone else."

"When we look at the disease caused by HIV, we
need to look at it as a spectrum. The disease process
takes place over a period of time. We need to include
in that spectrum those who are not infected now but
will be if they do not change their high-risk
behaviors. This is a disease of attitude and
behaviors. The two specific high-risk behaviors I'm
referring to are:

1) having sex with a partner who is infected
with HIV and not using condoms for
protection, and

2) using drugs and sharing needles.

Again, most people think it will happen to
someone else, not to them."

"The next segment of the spectrum includes
those who are infected with HIV but don't have signs
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What is the impact

of HIV infection?

or symptoms. Most people who are infected fall into
this category. If a person were to become infected
with HIV today, a blood test for the virus would
show positive within six months. However, it is an
average of four to five years before most would
experience any symptoms of the disease. Infected
people don't know they're infected because they
don't feel or look sick. Unless they're tested for HIV,
they have no way of knowing they're infected. It's
when symptoms appear, and when these people seek
out medical care, that they will learn they are
infected.”

"Testing for HIV is mandatory in the military. It
is not required in the civilian population. Free,
anonymous HIV testing sites are available in most
counties across the United States. But most people
don't get tested. Why? Public health officials
encourage everyone in the general population who
engages in those two high-risk behaviors to get
tested. Why don't they get tested? What impact will
being infected with HIV have on their lives? What
effect will it have on their social lives, their families,
jobs, health insurance, as well as their ability to live
long productive lives? Most people don't get tested
because they are either afraid to find out they have a
life-threatening disease that is socially
unacceptable, or they just don't think they are at
risk. As a result, most don't find out they are
infected until they feel sick, which is the next
segment of the HIV spectrum. This segment has
also been called ARC, or AIDS-Related Complex."

"When a person reaches this stage of the
spectrum, they've been infected for about four to five
years. They feel sick and seek out medical care.
Because of the symptoms they are experiencing, if
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Why the concern?

® AIDS s deadly
and there s no cure

& HIV s still spreading

® Infected soldiers
are non-depioyable

& Peopie must act

responsibly In
order fo be safe

they haven't been previously tested, medical
professionals will test them for HIV. Unfortunately,
by this time, at this stage of HIV infection, the
immune system has received severe damage."

"AIDS, or the Acquired Immunodeficiency
Syndrome, is the final stage of the spectrum. From
the time of infection, without medical treatment, it
takes an average of six to eight years to develop
AIDS. Actually, AIDS is not a disease itself, but it
describes the condition of the immune system.
There are twenty four separate diseases under the
title of AIDS."

4 It's important at this point in the briefing
to begin to develop each individuals'
commitment to reduce his or her own high-risk
behaviors. Methods to influence group
members' intentions to reduce risky behaviors
include increasing their perceptions of the
severily of HIV disease, and increasing their
feelings of personal vulnerability:

"At this time, we believe that every person who
reaches this stage of the HIV spectrum will die. If
people who are infected with HIV get medical
treatment, their chances of living longer greatly
improve; however, there is no cure available at this
time which means they too will eventually die from
AIDS."

"HIV is continuing to spread rapidly. It was first
diagnosed in 1981, just over ten years ago. Millions
are already infected and millions more will be
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The Immune
System

The T4 cell is the body’s

B

The T4 cell acts as the immune

When the commander sees an

invading germ, it orders the
B8 coltsngo attack and destroy.

infected before researchers find a cure or before
there is a vaccine to prevent it."

"The primary reason the military started
mandatory HIV testing was to protect the 'walking
blood supply.! That blood supply is made up of all
active duty and reservists in the military. If you
receive wounds in a combat situation and you need a
blood transfusion, you want blood that is free of
HIV. Because of the potential for transmitting HIV
through a blood transfusion, soldiers are tested
regularly and any HIV-infected soldier is non-
deployable. "

"I can give you all the information about HIV
transmission and how to protect yourself, but only
you can keep yourself from getting infected.
Whether or not you become infected with HIV
depends on how you behave. It is your responsibility
to act in a safe manner."

¢ Next, you'll need to provide a brief
explanation of the immune system io ensure
that the group will have a basic understanding
of the underlying mechanisms of HIV. A simple
military analogy can best serve this purpose:

‘T'd like to briefly discuss how your immune
system works and how the AIDS virus destroys it.
Your immune system is your body's defense system.
It protects you from getting sick and helps you to get
well when you are exposed to or become infected
with various viruses, like the common cold virus.
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5Y “ Virus invades

the cell

T4 cell is used to
make more virus

Disease
Progression
and Treatment

Early Symptoms of
HIV

O Fatigue
O Fevers

0 Night sweats

O Nausea, diarthea
and weight loss

O Swollen lymph glands
O Skin rashes

The immune system is made up of white blood cells.
One of these, the T4 cell, is the commander of your
defense system. It functions by recognizing harmful
organisms that enter your body. It then orders
another group of white blood cells, called the B cells,
to attack and destroy. It's a very effective system. If
you get a cold, you don't have it for the rest of your
life. The T4 cell recognizes the cold virus as
harmful. It orders the B cells to attack and destroy
and you get well. The problem with HIV is that the
T4 cell is the very cell that the virus attacks when it
enters the body. It invades the cell, turning it into a
factory for manufacturing HIV. The body continues
to make more T4 cells, but for every single T4 cell
the body makes, the AIDS virus is able to
manufacture thousands of new HIV particles.
Eventually the body is exhausted and unable to
fight off infection."

% Provide a brief summary of the
progression of HIV Disease, and explain that
there are only limited treatments and no cure:

"When the body becomes unable to fight off
infection, symptoms start to appear. An
overwhelming fatigue afflicts many. Fevers lasting
for weeks are common. People may experience night
sweats, awakening with drenched bedclothes.
Nausea, vomiting, and diarrhea are frequently
debilitating, and these symptoms are often
accompanied by a rapid weight loss. Swollen lymph
glands in the neck, under the arms and in the groin
are often present, remaining swollen for months at a
time. Skin rashes are very common as a first
symptom."
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The Final Stage
of AIDS

O PCP
O KS
O Thrush

O Athlete's Foot

O CMV, Blindness
O AIDS Dementia

O Isolation and Death

HIV Disease

Severity

TREATMENT

"When the infected person reaches the final stage
of HIV infection, they have AIDS. They develop
diseases which are very rare, or they have an
unusual response to common diseases. I'll describe
some of these. One of the most commonly diagnosed
diseases of AIDS is PCP, pneumocystis carinii
pneumonia, a parasitic infection of the lungs. This
has been the most common cause of death for those
infected with HIV. Kaposi's sarcoma, or KS, is a
rare type of skin cancer which usually affects older
men and is normally not life-threatening. For those
with a suppressed immune system, KS attacks the
internal organs, resulting in death. Thrush is a
yeast infection most commonly found in the mouths
of newborn infants. We see thrush in the mouths of
adults who are HIV-infected. Athlete's foot fungus
is another common problem which is very persistent
and difficult to cure. CMV is a flu virus which 90%
of the population gets during their lifetimes. People
who are HIV-infected have a different response, in
that the virus attacks their eyes and causes
permanent blindness. The AIDS virus also creates a
toxin, a poison which destroys brain tissue and
causes altered mental ability. There are many other
diseases and problems afflicting people with AIDS,
but I won't go into more detail on this now."

"If you have just taken an HIV test and it comes
back positive, it means you are infected with the
AIDS virus. People who are infected are often called
HIV-positive. If I were to tell you that your HIV test
came back positive, who would you tell? Who is
going to be in your corner to support you while you
deal with all the mental, emotional and physical
trauma of this disease? One-third of the soldiers
diagnosed with this disease are married. How
would you feel if you had to inform your spouse that

11
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Epidemiology:
Scope of the

problem

you are HIV-positive? What impact is that going to
have on your children? How will people treat you if
they find out you have the AIDS virus? These are
just some of the issues that newly-diagnosed
soldiers have to deal with. Often, they become very
isolated and alone out of fear of how they will be
treated. They wonder what people will assume
about their lifestyle and they worry that their
friends will be afraid of catching the virus from
them."

"As I mentioned earlier, there is no cure for AIDS
at this time. There are medications available now,
that, if received in time, help to slow the destruction
of the immune system. But the destruction can't be
stopped. Many of the drugs have unpleasant and
harmful side effects and can only be tolerated for a
short period of time. Good health practices such as
getting plenty of rest, good nutrition and exercise
may help to delay the onset of symptoms, but
eventually most will go on to develop the diseases we
associate with AIDS."

% A brief overview of HIV incidence
statistics and transmission patterns will be
helpful at this point, with an emphasis on
personal vulnerability and personal behaviors:

"According to the World Health Organization,
there are now over eleven million people worldwide
who are infected with HIV. In the United States,
health officials estimate that between one-and-a-
half and two million people are infected with the
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HIV IS AN EQUAL
OPPORTUNITY VIRUS

Transmission
depends on what
you do,

not who you are

AIDS virus. New York has the highest number of
HIV-infected people; California is second-highest.
Monterey County officials estimate that there are
over three thousand people who are HIV-positive
living in this area. I am unable to give definite
numbers for the Army, but one study has estimated
that perhaps 600 active duty personnel become HIV-
positive per year. We currently have several active
duty, dependents and retirees who are HIV-positive
on this post."

"HIV is an equal opportunity disease; its
transmission depends on what you do, not who you
are. It's not selective for sex or gender, sexual
preference or age. An infected pregnant woman
has a thirty to sixty percent chance of transmitting
the virus to her unborn baby. We strongly
encourage all couples thinking about starting a
family to be tested for HIV prior to getting

pregnant.”

"In the past, thousands of people were infected
from blood transfusions or blood products before
researchers came up with a way to test the blood.
Since 1985, when it became possible to test donated
blood, the U.S. blood supply has been very safe.
However, it's not one hundred percent safe due to
the time deluy between initial infection and when
the test is able to detect that the virus is present.”

"Injection drug users share their needles with an
average of thirty-seven people a year. By sharing
needles, they can transmit the AIDS virus to the
others who use their needles and to any sex
partners.”
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Viral

Transmission

HIV SEXUAL
TRANSMISSION
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The number of
heterosexual, non-drug
user HIV infections is

increasing

“The primary way that HIV is spread is through
sexual intercourse between one person who is
infected and one who is not. HIV can be transmitted
from man to woman, woman to man, man to man or
woman to woman. In other parts of the world, AIDS
is primarily a heterosexual disease, and in the U.S.
there's an increasing number of HIV infections
being spread among heterosexuals and people who
do not use drugs.”

% Next, convey information about specific
high-risk behaviors leading to HIV
transmission, and correct misinformation
about the "myths" of HIV transmission:

"So, what is8 your risk for becoming infected with
HIV? Do you need to be concerned with just your
new sex partner? What about any others they have
had sex with? You may be concerned enough about
becoming infected to try to learn more about a new
sex partner. But if you ask people for information
about their sexual background or whether they use
drugs, can you trust that the answer will always be
completely honest? Even if a potential sex partner
answers your questions honestly, he or she will not
always know the complete history of all previous sex
partners.”

[If you have a reproduction -- flip chart or
slide -- of the HIV Sexual Transmission chart,
refer to it as you illustrate the following]:

"We'll use this chart as an example. I'm going to
be conservative and say that each person has had
only two other sex partners in his or her lifetime.
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You CAN'T get HIV from...

O Objects or things
(doorknobs, toilets)

O Casual contact
(hugging, touching)

O Insects
O Food preparation
O Coughing, sneezing

Transmission Myths

However, each of those partners has also had two
other sex partners. There is no way for you to know
or even to find out the history of drug use or other
high-risk behaviors from all those individuals. It's
been estimated that when two new partners have
sex, there are between 150 and 250 sexual contacts
in their total history. That means there are between
150 and 250 people in the bed with them! The only
way to know that a person is free of the AIDS virus
is through the blood test for HIV."

"There are several myths regarding transmission
of HIV. The AIDS virus is fragile and doesn't live
long outside the human body. It wants a warm, wet,
human body that is about 98.6 degrees. Heat and
cold quickly destroy the virus. If HIV is exposed to
the air, it dies. Your risk of becoming infected from
objects or bathroom facilities is almost nonexistent."

"Casual touching or hugging doesn't pose any
threat of infection. Numerous studies have been
conducted with family members who are living with
an HIV-positive person. They drank water from the
same glass, even shared toothbrushes. There has
been no documented case in which a member of a
household became infected with HIV without
intimate sexual contact or sharing of contaminated
needles.”

"Insects do not transmit the AIDS virus. The
virus is specific to human beings. You might think
that mosquitos or ticks could spread the virus
because they suck your blood; however, it's thought
that the enzymes which the insects have may kill
the virus."




HIV Education Manual

HIGH-RISK
BEHAVIORS

® Unprotected vaginal sex
® Unprotected anal sex

® Unprotected oral sex

® Sharing contaminated
needies

ITONLY TAKES ONCE
TO GET INFECTED

Transmission
occurs only with
certain specific

behaviors

"Because HIV dies rapidly when exposed to air,
heat or cold, eating food prepared by an HIV-
infected person does not create a risk.”

"The AIDS virus is not an airborme disease. That
means it's not transmitted through the air into the
respiratory tract. If an infected individual has a cold
and is coughing and sneezing, you're at risk for
catching the cold, but not HIV."

"HIV transmission happens only with certain
specific behaviors. The behaviors that will put you
at risk of getting the AIDS virus are:

¢ Unprotected vaginal sex, anal sex or oral
sex, and

¢ The sharing of contaminated needles during
drug injection.

There's no need to be concerned about needle use
during medical care or blood donation. In the
United States, medical facilities use sterile,
disposable needles. They are used once, on one
person only, and then are thrown away."

"You should always keep in mind that you can
become infected by having sex with an infected
partner or sharing a needle just once. It only takes
one time."
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High amounts of W
HIV in:
o Biood
© Semen
¢ Vaginal fiulds

Low amounts of

Transmission
occurs only through
certain body fluids

% Here's another interactive opportunity:
ask the group to identify different 'body fluids,"
and write their responses on the chalkboard,
before beginning the following discussion:

"What body fluids have a high concentration of
HIV? Which ones have a low concentration? There
are three body fluids which contain a high
concentration of the virus: blood, semen and vaginal
fluids."

"All other body fluids, such as saliva, tears,
sweat, urine and feces have a low concentration of
HIV because their white blood cell content is much
lower."

"There is much concern about whether kissing
and the exchange of saliva puts a person at risk for
HIV infection. There has not been one documented
case where HIV has been transmitted from saliva
alone. I do caution people that if they have a sore in
their mouth, have recently had invasive dental work
or have chapped or cracked lips that they are at risk
of infection from any virus or infectious organism. If
this is the case, it would be best to abstain from
kissing until the tissue is completely healed.”
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Military

Significance

When are you
tested?

O Upon enlistment
O Every 2 years
(in birth month)

O Overseas
{within 6 months)

O STDs
(4 timeos a year)

% This next section on military policy is
always of particular interest to group members
and tends to generate many questions. It's a
perfect opportunity for the health educator to
emphasize personal relevance by describing
the effects of HIV infection on an individual's
military career:

“These are the Army regulations for HIV testing:
All applicants are screened for the AIDS virus. If an
applicant tests positive, he or she isn't allowed into
the Army. Active duty personnel are tested every
two years in their birth month. An HIV test is
required within six months of deployment to an
overseas post. If a soldier is diagnosed with a
sexually transmitted disease, they'll be tested four
times within that year because they are considered
to be at high risk for HIV infection."

"HIV testing is done in the following way: a
sample of your blood is drawn and then sent to a lab
for testing. It's first tested with the ELISA test. Ifit
tests negative for HIV, no further testing is done on
your blood sample. If it tests positive, however, the
test is repeated on the same blood sample. If that
test is also positive, your blood will then be tested
with the Western Blot, which is even more accurate
than the ELISA test. If the Western Blot is positive
also, we have you and your company commander
come into the HIV clinic where you are informed
that your first blood sample has tested positive for
HIV. The physician then explains the possibility of
error, and a second blood sample is drawn. An HIV
counselor educates you on how to prevent
transmission of the AIDS virus to others and
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If HIV-Positive:

<+ First biood sample
is tested 4 times

<+ Commanding Officer
is notified

4 Second blood sample
is drawn and tested
4 times

Effects of HIV
seropositivity on

military career

DIRECT ORDER

O Inform spouse and/or
sl sex partners

O Cannot donate bicod,
tissue or sperm

O Inform dentalVmedical
personnel

O Inform new sex partners

O Protected sex only

encourages you to abstain from sexual interaction or
sharing needles until the second blood test results
are received. If an individual cannot abstain from
having sex, then the necessity of always using
condoms is emphasized."

"The second blood sample is tested in the same
manner as the first. If the final results are again
positive for HIV, you and your company commander,
and sometimes the first sergeant, return to the HIV
clinic. The physician informs you that you are
infected with HIV. You receive counseling on the
progression of the disease and again on how to
prevent transmission to others."

“The company commander then gives a
counseling statement in the form of a Direct Order,
which you and your commander will sign. The
essence of the order is that an infected soldier must
inform a spouse and/or sexual partners of his or her
HIV status. This is done so that the partner or
partners can be tested and receive medical care, and
to stop the spread of the disease to others. An HIV-
infected soldier cannot donate blood, tissue or
sperm, and must notify dental and medical
personnel prior to receiving any treatment that he
or she is infected with the AIDS virus. This is done
so that health care workers can use precautions to
prevent transmission to themselves and to others,
and also in order to deliver appropriate medical care
to the soldier. Finally, the soldier is ordered to
inform any potential sex partner of his or her
infected status, prior to any sexual interaction, and
the male partner must alws ys use condoms.”
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MILITARY POLICY
IF INFECTED

O May re-enlist

O Non-deployable

O No special schools
O Medical care

O Medical discharge

O Continued medical
benefits

"HIV-infected soldiers may stay in the Army as
long as they are well and able to function in their
jobs. They will no longer be deployable, however,
and cannot take any further specialized schooling."

"Their state of health and ability to function is
determined by twice yearly medical evaluation
called staging. Walter Reed Army Medical Center
developed criteria to determine progression of HIV
infection ranging from stage one, which is HIV-
infected with no symptoms, to stage six, which is
full-blown AIDS. Most soldiers are medically
boarded between stages three and five, and will
receive ongoing medical care and financial benefits
as determined by the medical board."

"HIV-infected soldiers may chapter out or ETS; if
either of these last two choices are made, however,
they will not receive the same medical or financial
benefits they would have received if they boarded.”
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PREVENTION

Clearly define
risky vs. safe

sexual behaviors

% The final section on prevention of HIV
transmission is the essence of the behaviorally-
oriented HIV educational program. This is the
health educator's opportunity to convey
information about specific risk-reducing or
"safer sex" behaviors. It's also extremely
important to promote positive attitudes and
communication with sex partners about
condom use and other safer sex practices.
Helping individuals to believe that they can
make the right decisions in high-risk
situations is another goal in HIV preventive
education. And finally, motivating group
members to actually decrease any high-risk
behaviors, and promoting their intentions to
teach friends and family to also behave in a
safe and responsible manner, are the ultimate
objectives of a successful HIV briefing.

Remember that it's essential to emphasize
choice and positive reasoning throughout this
section, rather than presenting group members
with a long 'Don't do this" list.

"So, what can you do to reduce your risk of
becoming infected with HIV? Change any and all
high-risk sexual behaviors. Many healthy, normal
people are choosing abstinence, which means doing
without sex, at least until they are involved in a
long-term relationship. A long-term relationship
when the partners are sexually exclusive to each
other is known as monogamy. As long as both
partners are HIV-negative, and remain faithful,
they are not at risk of becoming infected. If one
partner has sex outside of that exclusive
relationship, it is no longer safe sex.”
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Reduce RISKY
Behavior

O Abstinence

O Monogamy

O Fewer sex partners
O Communication

O Safer sex behaviors

"By reducing the number of sex partners that you
have, you reduce your risk of possible exposure to
HIV. However, it takes only one infected partner to
infect you. If you find yourself in a situation in
which you're unsure of possible exposure, it's best
for you to choose not to have sexual intercourse. In
our society, it can sometimes be difficult for men to
turn down an opportunity to have sexual
intercourse, even when they don't feel like sex or if
they think they are at risk. Society has programmed
men and women to believe that men are always
ready to perform sexually, and there is a fear that if
a man chooses not to have sex that there must be
something wrong with his masculinity. Today there
is a life-threatening sexually transmitted disease. If
a man decides not to have sex unless it is safe sex,
there is nothing wrong with his masculinity. On the
contrary, it means that he puts a greater value on
living and will live to have sex for many more years."

"Even though you can't completely determine
your risk by simply talking with a new sex partner,
it's still important to communicate your concerns
about safe sex. Many people are embarrassed to
bring the subject of safer sex up for fear of offending
or making their partner angry. But it's likely that
most people that you meet these days are just as
worried about what they might catch from you, and
will be relieved to have the concerns brought out
into the open. You can then decide together how to
provide safety for the both of you."
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< Here's another interactive opportunity:

UNSAFE SEX ask the group to identify safer vs. unsafe
Behaviors behaviors before turning to the following
@ Ansl sex without a expla ad
oonhdom
® Vaginal sex without s
condom
@ Orl sex without 8 "Unsafe sex behaviors include oral, vaginal and
® Condom used with ofl anal sex without a condom. It's also unsafe to use
lubricstion oil-based lubricants with condoms, because oil
@ Any sctivity that sllows damages latex, the rubber material that condoms

Blood-to-blood contact are made of, and can cause the condom to break.

Any activity that allows or causes blood-to-blood
contact is unsafe -- be aware of any open sores or
cuts that a sex partner has anywhere on his or her
body."

"What is safe? Abstinence leads the list of safer
sex behaviors. There are a variety of sexual

SAFER SEX practices that can be a safe alternative to
Behaviors penetrative sexual intercourse, thus avoiding the
e———— exchange of body fluids. Fantasy and phone sex

7 Abstinence between consenting adults can be stimulating
7 Fantasy/ Phone sex without the risk of infection. (This does not refer to
7 Touching, hugging unsolicited obscene phone calls, which are illegal

and masesge and usually bring pleasure and satisfaction to the

7 Masturbation

¢ Oral sex with a condom

o Vaginal sex with a condom
7 Anal sex with s condom

initiator of the call only). Masturbation is a safe
alternative as long as sex toys or vibrators are not
exchanged. Using a condom with oral, vaginal or
anal sex will significantly reduce the risk of
infection. But keep in mind that it's not one
hundred percent safe -- the condom can break,
especially if used incorrectly."
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The Good

7/ Latex condoms
7/ Water-soluble lubricants
# Spermicides (Nonoxynol-9)

The Bad and Ugly

® No condoms

® Natural condoms
@ Oil-based lubricants
@ Novelty condoms

All condoms are not

created equal

> It's useful at this point to bring out
preassembled boxes containing samples of
products categorized as "USE' or "'DON'T USE."”
Show the group different products to illustrate
the points below:

"Not all condoms are the same. There are two
primary kinds: latex or rubber, and lambskin or
'natural.’ To prevent the spread of HIV, use latex or
rubber condoms. Don't use lambskin or natural
condoms. The lambskin condoms are made from the
membrane or skin that covered the intestine of the
sheep or lamb. The membrane is full of pores which
allow food and water molecules to pass through.
Viruses and bacteria are much smaller molecules
and pass right through natural condoms."

"Some people use water-based lubricants such as
K-Y Jelly™, Astroglide™, or PrePair™ during sex.
These are all okay. What you do not want to use is
Vaseline™, massage oil, baby oil, hand creams, body
lotion, or any other oil-based lubricants. These
cause the latex in condoms to weaken, increasing
the possibility of breakage during sex. Instead, use
only oil-free, water-soluble lubricants. For added
protection, use a lubricant with nonoxynol-9
spermicide because it kills HIV on contact.
Nonoxynol-9 should not be used alone, but in
combination with a latex condom. Finally, be aware
that novelty condoms such as glow-in-the-dark
condoms, often will not give you the same level of
protection as untreated condoms. Frequently the
coloring or solution used to make it glow weakens
the latex. Check the package; it should state that
it's a novelty and not meant to protect against
infection.”
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% Condom demonstration: enlist a
volunteer from the group to help in your
demonstration of the "11 Steps of Condom
Use.” If you have a large reproduction (flip
chart or slide) of the "11 Steps of Condom
Use,"” direct the group to refer to it as you
lead the volunteer through the following:

"There are some basic steps to keep in mind
) when using a condom that will increase its
3. Carelully (not with your teeth) open the condom. effectiveness and assure you of greater

sure your finger nalls don't lear . protection. I'd like a volunteer to come up so we
can demonstrate some of the essential steps. [If
no one volunteers or consents to join you after
some encouragement, you can use your own
fingers to carry out the demonstration]. We'll use
our volunteer's fingers to demonstrate the proper
way to put on the condom. But first, check the
package for the expiration date; old latex breaks
easily. Make sure the package isn't damaged and
that there's no lubricant leaking from it. When
you open the package, take your time so that you
 aise My ol 8 e AIDS vinus. don't accidently puncture the condom with your
8 A8 woon as you saculate hokd on o the condom | fingernails or teeth.”
penis along with the condom and iis contents.

"Wait until you're sexually aroused to put on
the condom. If you put it on before you're
aroused, it will slip off. Make sure the condom
fits. One size does not fit all! Condoms are
available in different lengths, widths and shapes.
Also, make sure that you leave some space at the
tip of the condom for semen. Some condoms
already have this -- it's called a 'reservoir tip.' If
the condom doesn't have a reservoir tip, you can
create your own; just leave about one half-inch of
space at the tip to catch the semen. You can
even put a small dab of lubricant inside the tip of
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Emphasize choice
and positive
attitudes toward

condom use

the condom before putting it on -- this can increase
sensation for many men."

"As you begin to put on the condom, gently press
any air out of the reservoir tip. Air trapped in the
condom will expand from heat, causing the condom
to stretch and possibly break. Also, trapped air can
be forced up through the urethra during intercourse,
resulting in significant discomfort. Finally, air also
acts as an insulator, which reduces sensation.”

"Unroll the condom so that it covers the entire
penis. Additional lubricant can be put on the
outside of the condom to help prevent tearing from
excess dryness. Lubricant containing nonoxynol-9
will give you added protection just in case the
condom does tear or slip off."

"After ejaculation, hold onto the condom around
the base and withdraw before the penis becomes
soft. If the penis is soft while withdrawing, it's very
important to hold onto the condom so that it doesn't
slip off or the contents spill out. Throw the used
condom away. NEVER reuse condoms."

% Thank your volunteer, and conclude the
condom demonstration by showing the group
any other samples of condoms and lubricants
you've brought with you. Again, accent
personal choice and positive attitudes by
emphasizing the variety of brands available.
Suggest that people need to experiment with
different brands and styles to get the most
pleasure and enjoyment from condom and
lubricant use. Tell the group members that
they can come up after the briefing to look at
the samples more closely, and that you'll be
available to answer any other questions at that
time also.
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Barriers to
Condom Use:

< Cost

< Embarrassment
< Spontaneity

< Sensation

< Women's point of
view

Discussing barriers
can help break
down resistance to

condom use

Next, you can begin to provoke some group
discussion or comments about condom use
through the method of 'paradoxical intention';
that is, you can begin to disarm resistance to
condom use by introducing the likely barriers:

"There are several reasons people resist using
condoms. Some think they're too expensive. This
isn't the case here on post. We have free condoms
available at the clinic -- stop in and take some.
Condoms are also available at all aids stations on
post. If you'd like to buy different kinds, they
usually cost less than a dollar unless you buy exotic
or novelty condoms. They're available in most food
and drug stores, and also in many rest rooms in
bars, clubs and gas stations.”

"Some people are embarrassed to either buy or
use condoms. What do you think? How much
embarrassment can you handle? What if using a
condom saves your life? People today are becoming
more comfortable with condom use, and many
actually expect a sex partner to use them."

"Some people think or say that having to stop to
put on a condom can be a disruption during sex.
Well, AIDS could be a permanent disruption to your
sex life, couldn't it?"

“Then there are those who say that wearing a
condom decreases pleasurable feelings during sex.
As 1 said earlier, adding a dab of lubricant to the tip
on the inside of the condom can actually increase
sensations. On the other hand, some people even
prefer slightly less sensation, because they can
prolong sex before ejaculating.”
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RISKY: Needles
and Skin Puncture

Be a "Change Agent”

@ Injection Drugs
Tattoos
Ear plercing

Acupuncture
Steroids

@ DON'T SHARE needles
or squipment

<> Clean needies with:
bleach, rubbing alcohol
or hydrogen peroxide

"Finally, some men are reluctant to use condoms
because they're unsure of how women feel about
them. First, there's no change in the sensation to
the woman with or without a condom. Second, and
most important, women are dependent on their
partners to provide protection. Surveys show that
the majority of women appreciate it when their
partner brings up the subject and uses a condom."

% This final prevention section focuses on
substance use and HIV high-risk behaviors.
The health education objectives are to convey
specific risk-reduction information connected
with drug or alcohol use, and to appeal to the
group members’' sense of duty and
responsibility in the attempt to motivate them
to change behaviors:

"I'm aware of the Army's regulations on drugs,
and I'm sure you are also; however, the issue of HIV
infection from sharing needles needs to be
addressed. Some of you have children, or expect to
have children some day, and will need to talk to
them at some point about drug use. Some of you
have friends or family members who may be using
drugs. I'm going to tell you what you need to know
to prevent the spread of AIDS with needles. This
way you can become a ‘change agent.! That means

*each of you will have all the information needed
to L.ap others change their risky behavior. So even
if you don't use drugs, it's important to know how to
prevent transmission of HIV among drug users.”
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Alcohol and Drugs:

What's the
connection?

© Impairment of sound
decislon-making and
judgment

Q Impairment of the
immune system

"Though most needle-sharing HIV transmission
happens in connection with drug use, other types of
needle use can also be dangerous. Tattooing, ear
piercing, acupuncture and injecting steroids may be
extremely risky behaviors. When needles puncture
the skin of more than one person, without proper
cleaning, there is always a risk of transmitting an
infectious organism. You need to make sure that
needles have not been previously used, or if they
have been, that they've been properly cleaned. The
needle and syringe should both be rinsed twice with
full-strength bleach (drawn up into the syringe and
then expelled), followed by two more rinses with
water. Household bleach is probably the best, but
rubbing alcohol, hydrogen peroxide, and even hot
soap and water can kill the AIDS virus. You also
need to be sure that all the equipment involved is
cleaned -- in the case of injection drugs, that
includes not only the needle and syringe but the
‘cooker,’ too. Any other materials that come in
contact with blood and can't be cleaned, such as
cotton, shouldn't be shared or reused, either. The
basic message is:

¢ Don't use injection drugs.

* If you use drugs, don't share needles or
‘'works.’

* If you share needles or 'works,’ clean
them with bleach.”

"What about alcohol and non-IV drug use? How
does this increase your risk of HIV infection? The
immediate effects of alcohol and other drugs will
often alter good judgment and decision-making. As
one soldier told me, 'The more beers I drink, the
better all women look and the less [ worry about
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Consistency
is the KEY
to prevention

t Always use condoms

1 Always have a condom
with you

‘ Always practice safer
20X

I Decrease the number
of your sex partners

! Decrease your use of
alcohol and drugs

! Educate your friends
and family

O

what I can catch from them.' Unfortunately, he's not
alone in his attitude or behavior. Studies have
shown that there's an increased sexual drive and
less attention paid to factors like safe sex when
people are under the influence of alcohol or drugs.
You already know the regulations on drugs. I'm not
telling you not to drink alcohol, but don't let it make
your sexual decisions for you. Also, for people who
are HIV-positive, alcohol or drug use may lead to
further weakening of the immune system."

"One of the most important points that I want
you all to take away with you from this briefing is
that consistency is the key to prevention -- always
practice safer sex. Being consistent in practicing
safe sex behaviors reduces your risk of becoming
infected with HIV. Always use a condom until you
know, through laboratory tests over a six-month
period of time, that your partner is HIV-negative. In
order to use a condom, you need to have one with
you. If you don't have one, stop and get one. Can
you imagine the peace of mind in the morning when
you know you protected yourself the night before?
Decreasing the number of your sex partners will also
reduce your risk. Don't let alcohol and drugs make
your sexual decisions for you. And finally, educate
your friends and family. Remember, something you
say could save their lives."

"Are there any more questions? If yon have any
questions in the future or want additional
information, we're available in the HIV clinic. Just
give us a call. I'll be around after the briefing to
answer questions or in case you'd like to come and
look at any of the materials I've brought along with

"

me.
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Health educators

can make a

difference

< It's best to conclude the briefing by giving
group members something to take along with
them; at the very least, you can distribute
educational pamphlets. Better yet, distribute
materials they can use that will actually help
them to change iheir behavior, such as
condoms packaged in handy keychains or
lipstick cases or matchbooks (such products
can easily be ordered in quantity from
manufacturers and wholesale suppliers).

Be available for soldiers to come up and
ask questions personally; the sad truth is that
at least one HIV-positive person has realized
his own HIV-seropositivity as a result of
recognizing the symptoms and behaviors
described by the health educator during one of
these briefings. He approached the health
educator directly after a briefing, and
privately told her that he'd been experiencing
all of the symptoms that she'd just described.
She arranged an HIV test for the soldier
immediately, and the test unfortunately came
back positive for HIV. This is, of course, a very
sad ending to one soldier's personal story. The
positive message is that the spread of a deadly
virus was contained at that point through the
efforts of health education. Straightforward,
explicit information can make a difference in
stopping the transmission of HIV.







HIV - AIDS Education Program
LESSON PLAN

Present and discuss each of the following issues and activities:

(Suggested presentation length of this behaviorally-oriented HIV education
program is 75 minutes, including 5 minutes leeway for questions and
answers during the delivery. This may, of course, be adapted to meet time
constraints. The briefing may also be lengthened or even divided into
several sessions, allowing individuals to more fully understand and
integrate the material.)

L INTRODUCTION

A. Icebreaker: AIDS word association/values clarification exercise (5 minutes)

& [This activity establishes a participatory environment, and enables
the health educator to identify and focus on positive development of
group attitudes.]

B. The HIV Spectrum: Defining the terms (7 minutes)
Convey knowledge of basic terms and concepts.
1. Introduce HIV terminology.

a. AIDS: the tip of the iceberg

b. HIV Disease: the symptomatic stage
c. HIV Seropositivity: the infected stage
d. Exposure: through high-risk behaviors

2. Introduce basic concepts of perceived severity, personal
vulnerability and commitment to reducing high-risk behaviors.

AIDS is deadly and there is no known cure.

HIV is continuing to spread through the heterosexual population.
HIV-infected soldiers are non-deployable.

Each individual can choose to act responsibly and as a community
“change agent.”

oo ow
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II. THE IMMUNE SYSTEM (3 minutes)

Provide a very brief explanation of immune system function to ensure a
basic understanding of the underlying mechanisms of the HIV virus. A
simple military analogy (e.g., our bodies' armed forces of defense) can serve
this purpose.

A. Normal immune system response:
White blood cells, T helper cells and B cells (macrophages) will
identify, attack and destroy germs, bacteria and viruses.

B. HIV infection alters the immune system response:
HIV invades the T cells, using the cell to nourish and reproduce itself.
The virus immobilizes the T cells and eventually destroys them,
leaving the body vulnerable to disease.

III. PROGRESSION OF HIV INFECTION (7 minutes)

Provide a very brief synopsis of the progression of HIV Disease, from
exposure to the end-stage of AIDS.

A. Exposure to the virus through specific high-risk behaviors
B. Asymptomatic HIV seropositivity
C. HIV Disease: the onset of symptoms

Fatigue

Fevers

Night sweats

Nausea, diarrhea, weight loss
Swollen lymph glands

Skin rashes

SO o=

D. AIDS: the end-stage of opportunistic infections and AIDS-defining
diagnoses

PCP: Pneumocystis carinii pneumonia

KS: Kaposi’'s sarcoma

Thrush

Athlete’s foot

CMV: Cytomegalovirus leading to blindness
AIDS-related dementia

Isolation and death

NAA -




IV. TREATMENT (3 minutes)

Briefly explain that there is no known cure for HIV infection or AIDS, and
provide a very brief description of healthful practices and drugs that may
prolong life.

A. Nocure

B. Drugs that may prolong life: AZT, aerosolized pentamidine,
experimental drugs

C. Good health practices

V. SCOPE OF THE PROBLEM: EPIDEMIOLOGY (10 minutes)

Provide a brief overview of HIV incidence statistics and transmission
patterns, with an emphasis on personal vulnerability (e.g., geographic
proximity of epicenters) and behaviors (e.g., increasing number of
heterosexual non-drug user HIV infections).

A. Incidence statistics

1. Global

2. National

3. State

4. County (emphasize local focus)
5. Base (emphasize local focus)

B. HIV is an “Equal Opportunity Virus™: transmission depends on
what you do, not who you are.

1. Sexual transmission: male-to-male, male-to-female, female-
to-male, female-to-female; with an increasing number of
heterosexual, non-drug user HIV infections in the U.S. In other
parts of the world, AIDS is primarily a heterosexual disease.
Injection drug users

Blood recipients

Infants of infected mothers

Sex partners of injection drug users

Sexually active persons

Rl ol ol




VL. HIV TRANSMISSION (10 minutes)

Convey information about specific high-risk behaviors leading to HIV
transmission, and correct misinformation about the “myths” of
transmission.

A. Myths of transmission

1. Objects or things (door knobs or toilets)
2. Casual contact (hugging, touching)

3. Insects

4. Food preparation

5. Coughing, sneezing

B. Transmission through specific behaviors

Unprotected vaginal sex

Unprotected anal sex

Unprotected oral sex

Sharing contaminated needles
Emphasize: it only takes one single act

it

C. HIV is a blood-borne virus: must enter the blood stream of recipient
& [Interactive opportunity: ask group to identify and define “body fluids”)

1. High concentration of HIV in 3 body fluids
a. Blood
b. Semen
c. Vaginal secretions

2. Low concentration Jow WBC count) and no evidence of HIV
transmission
a. Saliva
b. Tears
c. Sweat
d. Urine
e. Feces

Ad




VIL. MILITARY SIGNIFICANCE (7 minutes)

Provide a brief overview of military policy, emphasizing personal relevance
by describing the effects of HIV infection on an individual’s military career.
& [Encourage questions following each segment]

A. Repeat basic military concerns: Protection of blood supply,
deployability, and prevention through HIV antibody testing,
counseling, and education

B. Army policy

1. HIV antibody testing requirements
a. Enlistment (not allowed to enlist if HIV-positive)
b. Once every 2 years in birth month
c. Overseas: negative test within 6 months
d. STD diagnosis: 4 times within the following year

2. Testing HIV seropositive: procedures
a. First blood sample is tested 4 times
b. Commanding officer is notified
¢. Second blood sample is drawn and tested 4 times

3. Testing HIV seropositive: Direct Order
a. Inform spouse and/or sexual partner(s)
b. Cannot donate blood, sperm or tissue
c. Inform dental and medical personnel
d. Inform new sexual partners
e. Protected sex only

4. Testing HIV seropositive: effects on military career

. Allowed to re-enlist

Non-deployable unit assignment

No specialized schooling

Re-staged and re-evaluated every 6 months

If symptomatic, medical discharge and continued medical benefits

® oo




VIII. PREVENTION (18 minutes)

This section is the essence of the behaviorally-oriented educational program
and is designed to: convey information about specific risk-reducing or
“safer sex” behaviors; promote positive attitudes and communication with
sex partners about condom use and other safer sex practices; increase
perceptions of self-efficacy regarding decision-making skills in high-risk
situations; and promote intentions to decrease high-risk behaviors and
intentions to behave as a community change agent.

A. Reduction of high-risk sexual behaviors

1. Abstinence or choosing alternatives to penetrative intercourse

¥ [Emphasize choice and positive reasoning]

Mutual monogamy between HIV negative partners

Decrease number of sexual partners

Communicate with partner about reducing high-risk behaviors
Safer sexual behaviors vs. unsafe sexual behaviors

& [Interactive opportunity: ask group to identify safer vs. unsafe
behaviors]

ouk N

B. Condom use

Latex vs. natural condoms

Water-soluble vs. oil-based lubricants

Nonoxynol-9 and spermicides

& [Visual aids: samples of products in“Use” or “Don’t Use” boxes]
Proper storage and availability

Condom demonstration

& [Enlist volunteer to help illustrate “11 Steps of Condom Use”]
Discussion of barriers to condom use

a. Expensive or embarrassing to buy

b. Embarrassing to discuss with partner

c. Disruption of spontaneity

d. Decreases pleasurable sensations

e. Women’s point of view

7. With so many barriers, why use condoms?

& [Provoke group discussion: paradoxical intention]

o Ok e
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C. Reduction of high-risk needle use

1. Don’t use injection drugs

2. If using, don’t share needles or equipment

3. If sharing needles and equipment, clean with
bleach/alcohol/hydrogen peroxide

4. Other needle use: tattoos, piercing, acupuncture, steroids, etc.

D. Alcohol and drugs and HIV: what'’s the connection?

1. Impairment of sound decision-making and judgment
2. Weakening of immune system if HIV-positive

E. Consistency is the key to prevention

1. Always use condoms
2. Always practice safer sex
3. Educate your friends and family
%" [Challenge group to describe How? Why?]

Conclude the HIV briefing by distributing some information or materials
that individuals can take away with them, such as educational pamphlets
and condoms. Inform soldiers that you'll be available following the briefing
to answer individual questions, and let them know where they can get in
touch with you if needed in the future,

A7




To visually augment the oral presentation of the HIV educational material, the
graphics contained in this appendix may be reproduced in the form of slides, or
enlarged, laminated and bound together for use as a flip chart. In either of
these forms, they serve not only as a focused visual summary of the
information for learners, but also as reference "notes" for the health educator.




The HIV
Spectrum

AIDS

HIV: Infected with
symptoms

HIV: Infected without

symptoms

High-risk behaviors:
Not infected yet




Why the concern?

& AIDS is deadly and
there is no cure

& HIV is still spreading

& Infected soldiers are
non-deployable

& People must act

responsibly in order
to be safe




The T4 cell is the body's
protection against -
infection.

The T4 cell acts as the
immune system's commander.

When the commander sees
an invading germ, it orders the
B cells to attack and destroy.




HIV Virus

"} Virus invades
the cell

T4 cell is used to
make more virus

INFECTED and
INFECTIOUS FOR LIFE




Early Symptoms of

HIV

A Fatigue

A Fevers
Night sweats

Nausea, diarrhea and
weight loss

Swollen lymph glands
@ Skin rashes




The Final Stage
of AIDS

® PCP

® KS
@® Thrush

@® Athlete's Foot
® CMV, Blindness

@® AIDS Dementia
@® |[solation and Death

b ]




TREATMENT

<> NoO cure

< Drugs may
prolong life

< Good health
practices




HIV DISEASE STATISTICS

World-wide

United States

California

Monterey County

FORT ORD




HIV IS AN EQUAL
OPPORTUNITY VIRUS

o0
Qe njection Drug Users

Sexually Asctive
People

Infants of infected mothers
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You CAN'T get HIV from...

O Objects or things
(doorknobs, toilets)

O Casual contact
(hugging, touching)

O Insects
O Food preparation

O Coughing, sheezing

GO GO GO O GO GO OO G0 GO ©O O




HIGH-RISK
BEHAVIORS

Unprotected vaginal sex

Unprotected anal sex

Unprotected oral sex

® ® 9 &

Sharing contaminated
needles

IT ONLY TAKES ONCE
TO GET INFECTED




High amounts of
HIV in:

+ Blood
+ Semen
+ Vaginal fluids

Low armoeounts of
RV  (me

Saliva
Tears
Sweat
Urine

Feces

0 0 0 0 0




When are you
testedq ?

BBZI Upon enlistment

m Every 2 years
(in birth month)

m Overseas
(within 6 months)

mm STDs

(4 times a year)




If HIV=-Positive:

< First blood sample is
tested 4 times

< Commanding Officer
Is notified

< Second blood sample
iIs drawn and tested
4 times




Direct Order

® Inform spouse and/or
all sex partners

® Cannot donate blood,
tissue or sperm

® Inform dental/medical
personnel

® Inform new sex partners

® Protected sex only




MILITARY POLICY
IF INFECTED

May re-enlist
Non-deployable
No special schools
Medical care

Medical discharge

Continued medical
benefits




REDUCE RISKY
BEHAVIOR

El Abstinence

E Monogamy

E Fewer sex partners

Communication

E Safer sex behaviors




UNSAFE SEX
Behaviors

® Anal sex without a
condom

X Vaginal sex without a
condom

® Oral sex without a
condom

® Condom used with oil
lubrication

X Any activity that allows
blood-to-blood contact




SAFER SEX
Sehaviors

v/ Abstinence
v Fantasy / Phone sex

v Touching, hugging
and massage

/ Masturbation

/ Oral sex with a condom

4 Vaginal sex with a condom

/ Anal sex with a condom




The Good

/ Latex condoms
/ Water-soluble lubricants
v Spermicides (Nonoxynol-9)

The Bad and Ugly

@ No condoms

® Natural condoms
& Oil-based I bricants

X Novelty condoms




11 STEPS OF CONDOM USE

. Check the package for holes and expiration date.

Make sure the condom is latex. Some are lubricated, and some
are non-lubricated.

Carefully (not with your teeth) open the condom, making sure
your finger nails don't tear it.

Make sure the condom is right side out. You can check this by
blowing into the tip of the condom until the tip naturally sticks out.

You can put a small amount of a water-based lubricant inside
the tip of the condom for more sensation.

Between the tip of your thumb and forefinger of your weaker
hand, gently pinch the tip of the condom, pressing out any
pockets of air.

Before the erect penis goes anywhere roll the condom with your
stronger hand onto the penis. As you roll it down to the base of
the penis (the part closest to the bodg) press out any air bubbles.
You can apply more water-based lubricant to the outside of the
condom for better fit. Make sure to use a water-based lubricant
because oil-based lubricants damage latex condoms and cause
them to break. Water-based lubricants with spermicide
(nonoxynol-9) also may help kill the AIDS virus.

As soon as you ejaculate, hold on to the condom at the base of
the penis and then gently withdraw the penis along with the
condom and its contents.

Take the condom off the penis, being careful not to spill its
contents.

10. Tie a knot near the opening of the condom.

11. Throw away the used condom in a safe place - NEVER reuse it.




Barriers to
Condom Use:

4 Cost

< Embarrassment

< Spontaneity

4 Sensation

<+ Women's point of view




RISKY: Needles
and Skin Puncture

Be a "Change Agent"

X Injection Drugs
Tattoos
Ear piercing
Acupuncture
Steroids

@ DON'T SHARE needles
or equipment

<> Clean needles with:
bleach, rubbing alcohol
or hydrogen peroxide




Alcohol and Drugs:
What's the connection?

%@ Impairment of sound

decision-making and
judgment

@ Impairment of the
immune system




Consistency

iS the K

=Y

to prevention

ﬁ Always use condoms

C@ Always have a
with you

cohndom

Tﬁ Always practice safer

SéeX




ﬁ Decrease the number
of your sex partners

E Decrease your use of
alcohol and drugs

TE Educate your friends
and family

D=y




