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Objectives. We sought to determine the prevalence and predictors of unpro-
tected anal intercourse (UAI) among HIV-positive men who have a single steady
male partner with negative or unknown HIV serostatus.

Methods. We analyzed behavioral surveillance data from HIV-positive men
who have sex with men (MSM) interviewed in 12 states between 1995 and 2000.

Results. Of 970 HIV-positive MSM who had a single steady male sex partner with
negative or unknown serostatus, 278 (29%) reported UAI during the previous
year. In a subset of 674 men who were aware of their infection, 144 (21%) had UAI.
Among the men who were aware of their infection, factors found to be predic-
tive of UAI in multivariate modeling were heterosexual self-identification, crack
cocaine use, no education beyond high school, and a partner with unknown
serostatus.

Conclusions. Even after learning of their infection, one fifth of HIV-positive MSM
who had a single steady male partner with negative or unknown serostatus engaged
in UAI, underscoring the need to expand HIV prevention interventions among these
men. (Am J Public Health. 2005;95:152–158. doi: 10.2105/AJPH.2003.017814)
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several US cities,11–14 as well as increasing
rates of new STDs in these men,15 suggest that
sexual risk behavior may be rising in this pop-
ulation. We chose to restrict our analysis to
MSM who had a steady male partner. There is
a tremendous need for HIV prevention pro-
grams to address sexual risk taking within
male partnerships.16–19 Multiple studies have
found that MSM are more likely to engage in
UAI with a steady partner than with a casual
one.16,17,20–22 Emotional intimacy within a
steady male partnership is known to make
consistent condom use extremely difficult,18,23

even for serodiscordant partners.24 As a re-
sult, the uninfected partner in these male
couples may be at great risk of acquiring
HIV infection.

METHODS

All 50 US states report cases of AIDS to the
CDC, and 35 states also report cases of HIV
infection. The Supplement to HIV/AIDS Sur-
veillance (SHAS) project is an ongoing, cross-
sectional interview study of individuals newly
reported with HIV infection or AIDS in 11

states and 1 city. SHAS was designed to obtain
information that is not collected through rou-
tine HIV and AIDS case reporting such as de-
mographic and socioeconomic characteristics,
sexual behaviors, substance use, medical care,
and social services.

To participate in SHAS, individuals must
be 18 years of age or older, speak English or
Spanish, and be medically able to complete
the 45-minute interview. Depending on the
project site, trained interviewers recruit par-
ticipants by 1 of 2 means. At facility-based
sites (Colorado, Connecticut, Florida, Georgia,
Michigan, and New Jersey), all individuals
newly reported as having AIDS who receive
care at selected medical facilities are eligible
for interview, and at population-based sites
(Arizona, Delaware, Los Angeles, New Mex-
ico, South Carolina, and Washington), all indi-
viduals newly reported as having AIDS are
eligible. In addition, at 7 of the sites (Arizona,
Colorado, Florida, Michigan, New Jersey,
New Mexico, and South Carolina), individuals
newly reported as having HIV infection who
have not developed AIDS are also eligible for
interview. Because the proportion of people

In the past, HIV prevention programs in the
United States focused primarily on HIV-negative
persons at risk of acquiring HIV infection and
concentrated less on the prevention needs of
HIV-positive people.1,2 To effectively control the
spread of HIV, it is essential that prevention
programs expand the services available to HIV-
positive people and develop interventions spe-
cifically for this population.3–8 In response to
this critical need for prevention resources for
the HIV-positive population, the Centers for
Disease Control and Prevention (CDC) launched
the Serostatus Approach to Fighting the Epi-
demic (SAFE) initiative.2 One of the principal
goals of SAFE is to help HIV-positive people
adopt and maintain HIV risk-reduction behav-
ior. SAFE also targets the sex partners of HIV-
positive people to encourage voluntary testing for
those who are unaware of their HIV serostatus
and to provide enhanced prevention services to
those who are HIV negative.

Behavioral surveillance data from HIV-
positive people and their partners will play a
crucial role in the development of SAFE ac-
tivities. These data are essential for designing
prevention programs, identifying populations
in greatest need of services, and evaluating
the effectiveness of interventions.2,6,9 Accord-
ingly, we examined behavioral surveillance
data from a multisite interview project to de-
scribe unprotected anal intercourse (UAI)
among HIV-positive men who have sex with
men (MSM) who have a steady male sex part-
ner with negative or unknown HIV serostatus.

MSM are of particular interest because of
the disproportionate impact the HIV epidemic
has had on this population. In the United
States, it is estimated that the number of MSM
living with HIV equals or exceeds the number
of people living with HIV among all other risk
groups combined.10 Furthermore, outbreaks of
sexually transmitted diseases (STDs) among
MSM who are predominantly HIV-positive in
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TABLE 1—Characteristics of 970 HIV-
Positive MSM Who Had a Steady Sex
Partner With Negative or Unknown HIV
Serostatus: Supplement to HIV/AIDS
Surveillance Project, 1995–2000

Characteristic No. (%)

Race/ethnicity

White 458 (47)

Black 252 (26)

Hispanic 218 (23)

AIAN 13 (1)

API 9 (1)

Multiracial 9 (1)

Other 11 (1)

Age, y

18–29 148 (15)

30–39 492 (51)

40–49 265 (27)

≥ 50 65 (7)

Education

< High school 149 (15)

High school 313 (32)

> High school 503 (52)

Unknown 5 (1)

Sexual self-identification

Gay 811 (84)

Bisexual 118 (12)

Heterosexual 12 (1)

Other 18 (2)

Unknown 11 (1)

AIDS diagnosis

No 164 (17)

Yes 806 (83)

HIV serostatus of sex partner

Negative 720 (74)

Unknown 250 (26)

Injection drug usea

No 957 (99)

Yes 13 (1)

Crack cocaine usea

No 912 (94)

Yes 58 (6)

Time from HIV diagnosis 

to interview, mo

0–6 191 (20)

7–12 97 (10)

> 12 674 (69)

Unknown 8 (1)

Note. MSM = men who have sex with men; AIAN =
American Indian/Alaska Native; API = Asian/Pacific
Islander.
aDuring the past year.

with AIDS reported to be MSM is very high
in both Los Angeles and Washington, these
population-based sites select for recruitment a
30% sample of MSM. Of the 21102 persons
eligible to participate in SHAS during January
1995 to December 2000 (SHAS question-
naire version 5), 14031 (66%) completed in-
terviews, 3227 (15%) refused, and 3844
(18%) could not be located.

Eligible HIV-positive people are invited to
participate in SHAS and must provide in-
formed consent to be interviewed. SHAS has
been approved by local and CDC human sub-
jects review boards, and each health depart-
ment has procedures for ensuring patient con-
fidentiality. Most health departments provide
nominal financial reimbursement for partici-
pation. The SHAS project has been described
in detail previously.9

We analyzed data collected with version 5
of the SHAS questionnaire and selected those
men who had had oral or anal sex with an-
other man during the year before interview.
Our analysis was further restricted to men
whose only sex partner in the past year was a
steady male partner with negative or un-
known serostatus. We stratified the data by
the participant’s knowledge of his own serosta-
tus during the 1-year period in which sexual
behavior was examined (the year before inter-
view). Strata were based on the number of
months from HIV diagnosis to interview. Men
interviewed 1–6 months after HIV diagnosis
were aware of their infection for less than
half of the year before interview; those inter-
viewed 7–12 months after diagnosis were
aware of their infection for most, but not all,
of the year before interview; and those inter-
viewed more than 12 months after diagnosis
were aware of their infection for the entire
year before interview. We focused our analy-
sis on the latter group, because all the men in
this group who had engaged in UAI with a
partner of negative or unknown serostatus did
so despite being aware of their own infection.
Given a greater understanding of HIV-positive
men who knowingly place their partners at
risk, public health programs can more effec-
tively develop prevention services for them.

Our outcome measure was any anal inter-
course that was not protected with condoms
(UAI) in the year before interview. Men who
had anal intercourse but never used con-

doms during anal sex, or who only some-
times did, were classified as having had UAI.
Using the χ2 or the Fisher exact test, we ex-
amined associations between UAI and the
demographic characteristics listed in Table 1,
as well as the closest CD4+ count within 6
months of interview, current antiretroviral
therapy (ART), ART adherence, receipt of
regular medical care, noninjection drug use,
household income, size of the metropolitan
area of residence, geographic region, type of
recruitment (facility based or population
based), and year of interview. All factors ex-
amined in bivariate analysis were then in-
cluded as explanatory variables in a multiple
logistic regression model. Variables with a χ2

P value of greater than .05 were excluded
from the model with backward elimination. If
we initially limited the explanatory variables
in the regression model to factors signifi-
cantly associated with UAI in bivariate analy-
sis (P< .05), we obtained results that were
identical to those of the original model. Be-
cause questions on ART and adherence were
not added to version 5 of SHAS until March
1997, we could examine only the relation-
ships between UAI and drug therapy and be-
tween UAI and drug adherence for men in-
terviewed after this date.

RESULTS

From 1995 to 2000, 3939 HIV-positive
men who were interviewed in SHAS reported
having had oral or anal sex with another man
in the past year; 1761 (45%) had 1 steady
male sex partner. Of the MSM with 1 steady
partner, 791 (45%) had an HIV-positive part-
ner, 720 (41%) had an HIV-negative partner,
and 250 (14%) had a partner with unknown
HIV serostatus. An unknown serostatus may
indicate that the partner had not disclosed his
serostatus or that he had not been tested. In
total, 970 MSM (55%) had a steady sex part-
ner who was HIV negative or of unknown se-
rostatus, and they were thus at risk of trans-
mitting HIV to their partner.

The characteristics of the 970 HIV-positive
MSM with a partner of negative or unknown
serostatus are outlined in Table 1. Slightly
more than half of these MSM were men of
color, were aged 30–39 years, or had more
than a high school education. Nearly all
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(96%) self-identified as gay or bisexual, and
most (83%) had AIDS at the time of inter-
view. About a quarter of the men did not
know the HIV serostatus of their steady sex
partner. Although a history of injection drug
use was fairly common (11%), very few men
(1%) had injected drugs in the past year. Sim-
ilarly, whereas 17% of the men had ever
used crack cocaine, only 6% had used it in
the past year.

Among the 970 HIV-positive MSM, 765
(79%) had had anal intercourse in the year
before interview, and 278 (29%) reported at
least 1 episode of UAI. The proportion of
men engaging in UAI varied greatly according
to the participant’s knowledge of his HIV se-
rostatus during the year before interview. The
191 men who were aware of their infection
for less than half of the year before interview
were significantly more likely to have engaged
in UAI in the past year (52%) than were the
97 men who were aware of their infection
for most of the year before interview (30%)
or the 674 men who were aware of their in-
fection for the entire year before interview
(21%, P< .001).

We focused the remainder of our analysis
on the 674 HIV-positive MSM who were
aware of their infection for the entire year be-
fore interview. The characteristics of these
men were nearly identical to those previously
described for all 970 men in Table 1, with
the exception that more (87%) had been di-
agnosed with AIDS and fewer (21%) had a
partner with unknown serostatus. One hun-
dred forty-four (21%) of the men reported
engaging in UAI in the year before interview;
52 (36%) never used condoms during anal
intercourse and 92 (64%) sometimes used
condoms. Of the 144, 18 (13%) reported en-
gaging exclusively in insertive UAI, 63 (44%)
exclusively in receptive UAI, and 63 (44%)
in both insertive and receptive UAI. Although
receptive UAI was more common than in-
sertive UAI, most (56%) of the 144 men who
engaged in UAI reported at least some in-
sertive UAI.

The proportion of MSM who engaged in
UAI rose slightly over time, but this change
was not statistically significant. Nineteen per-
cent of the 297 men interviewed from 1995
to 1996 reported UAI during the past year,
compared with 23% of the 239 men inter-

viewed from 1997 to 1998 and 24% of the
138 men interviewed from 1999 to 2000
(P=.36). No significant associations were
found between UAI and ART or ART adher-
ence. Of 342 men interviewed from 1997 to
2000, 289 (85%) were receiving ART and
53 (15%) were not. The proportion of men
receiving ART who reported engaging in UAI
(22%) was similar to the proportion of men
not receiving therapy who reported engaging
in UAI (26%, P=.46). One hundred ninety-
three (67%) of the 289 men on ART re-
ported that they always took their medica-
tions as prescribed, whereas 96 (33%)
reported that they only sometimes did. The
proportion of men adhering to ART who re-
ported UAI (21%) was about the same as the
proportion of men not fully adhering to ART
who reported UAI (24%, P=.53).

In both bivariate and multivariate analy-
ses, 4 factors were found to be predictive of
UAI in the HIV-positive MSM who were
aware of their infection for the entire year
before interview (Table 2). These factors
were no education beyond high school, het-
erosexual self-identification, a steady sex part-
ner with unknown HIV serostatus, and crack
cocaine use during the past year. Although
heterosexual self-identification was the
strongest predictor of UAI (adjusted odds
ratio=8.3), the confidence limits around this
risk estimate are extremely wide and overlap
the risk estimates for the other predictive fac-
tors. Moreover, very few men identified as
heterosexual. Just 5 (3%) of the 144 men
who reported UAI identified as heterosexual,
whereas 41 (28%) had a partner with un-
known serostatus and 85 (59%) had no edu-
cation beyond high school.

The regression model showed that the risk
for UAI did not increase as the time since
HIV diagnosis lengthened. Men who had
been diagnosed with HIV infection 5 or more
years before interview were significantly less
likely to report engaging in UAI than were
those diagnosed 1–4 years before interview.
In addition, important factors not found to be
significantly associated with UAI in multivari-
ate analysis were race and ethnicity, an AIDS
diagnosis before interview, and most recent
CD4+ count within 6 months of interview.

Although race and ethnicity were not in-
dependent predictors of UAI in the regres-

sion model, Black and Hispanic men were
significantly more likely than White men to
have 1 or more of the factors found to be
predictive of UAI (P < .001, Figure 1). The
proportion of American Indian and Alaska
Native men who had at least 1 of the pre-
dictive factors (70%) was also greater than
that of White men (47%), yet this difference
did not quite achieve statistical significance
(P = .13). By contrast, the proportion of
Asian and Pacific Islander men who had 1
or more of the predictive factors (38%) was
slightly less than that of White men, but this
difference also was not statistically signifi-
cant (P = .44).

DISCUSSION

We found a high prevalence of UAI
among the 970 HIV-positive MSM included
in our analysis. Even among the 674 men
who knew they were infected for the entire
year before interview, 21% had engaged in
UAI with a steady sex partner of negative or
unknown serostatus. Of particular concern,
most of those who knew they were infected
and engaged in UAI reported insertive UAI—
the behavior with the greatest risk of trans-
mitting HIV.25

Several factors, including no education be-
yond high school, heterosexual self-identifica-
tion, and crack cocaine use, were predictive of
UAI in our study population. MSM with lower
educational levels may possess a decreased
ability to access or comprehend HIV preven-
tion information. They may also lack the
communication skills needed to negotiate safe
sex. Misperceptions about sexual risks and
poor communication skills have been associ-
ated with unsafe sex in MSM.16,26,27 Similarly,
less HIV prevention awareness may have
contributed to the higher prevalence of UAI
among the MSM who identified as heterosex-
ual. These men may not be integrated into
the gay community and thus would not bene-
fit from the MSM-specific prevention pro-
grams available within this community.28

MSM who identify as heterosexual might also
reject prevention messages directed toward
MSM who identify as gay.29 Because high-
risk sexual behavior in MSM has been repeat-
edly linked to drug use,30–32 and especially
cocaine use,27,33–35 it is not surprising that
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TABLE 2—Bivariate Analysis and Logistic Regression Model of Factors Associated With UAI
Among 664 HIV-Positive MSM Who Were Aware of Their HIV Infection for at Least 1 Year
Before Interview

Percentage 
engaging 

Factor No. (%) in UAI OR (95% CI) AOR (95% CI)

Race/ethnicity

White 337 (51) 19 1.0 (reference) —

Black 166 (25) 26 1.5 (0.9, 2.3) —

Hispanic 128 (19) 20 1.1 (0.6, 1.8) —

AIAN 10 (2) 30 1.8 (0.3, 8.1) —

API 8 (1) 0 — (0, 2.5) —

Multiracial 7 (1) 43 3.1 (0.5, 19.0) —

Other 8 (1) 13 0.6 (0, 4.8) —

Age, y

18–29 87 (13) 22 1.0 (reference) —

30–39 340 (51) 23 1.1 (0.6, 2.0) —

40–49 192 (29) 19 0.8 (0.4, 1.6) —

≥ 50 45 (7) 18 0.8 (0.3, 2.1) —

Education

≤ High school 300 (45) 28 2.0 (1.4, 3.0) 1.8 (1.2, 2.7)

> High school 364 (55) 16 1.0 (reference) 1.0 (reference)

Heterosexual self-identification

No 657 (99) 21 1.0 (reference) 1.0 (reference)

Yes 7 (1) 71 9.6 (1.5, 101.1) 8.3 (1.5, 47.5)

AIDS diagnosis

No 87 (13) 29 1.0 (reference) —

Yes 577 (87) 20 0.6 (0.4, 1.1) —

HIV serostatus of sex partner

Negative 526 (79) 19 1.0 (reference) 1.0 (reference)

Unknown 138 (21) 30 1.8 (1.1, 2.8) 1.8 (1.2, 2.9)

Injection drug usea

No 657 (99) 21 1.0 (reference) —

Yes 7 (1) 29 1.5 (0.1, 9.2) —

Crack cocaine usea

No 627 (94) 20 1.0 (reference) 1.0 (reference)

Yes 37 (6) 46 3.5 (1.6, 7.2) 3.1 (1.5, 6.3)

Time from HIV diagnosis to interview, y

1–4 265 (40) 26 1.0 (reference) 1.0 (reference)

≥ 5 399 (60) 18 0.7 (0.4, 1.0) 0.6 (0.4, 0.9)

Note. Ten HIV-positive MSM who were aware of their infection were excluded because the exact time from HIV diagnosis to
interview could not be calculated. UAI = unprotected anal intercourse; MSM = men who have sex with men; OR = odds ratio;
CI = confidence interval; AOR = adjusted odds ratio; AIAN = American Indian/Alaska Native; API = Asian/Pacific Islander.
aDuring the past year.

crack cocaine use was one of the strongest
predictors of UAI among the men in our
study. Cocaine and other drugs can lower in-
hibitions and impair judgment regarding sex-
ual risk.27,36 In addition, cocaine may serve as
a marker of more severe drug abuse.34

Knowledge of HIV serostatus was a major
modifier of sexual risk behavior among the
MSM we interviewed. The prevalence of UAI
was markedly lower among men who were
aware of their infection for a greater propor-
tion of the year before interview, suggesting

that the HIV-positive men in our study had
greatly reduced their sexual risk behavior
after they learned of their infection. This find-
ing is consistent with results from other stud-
ies that have shown that HIV-positive MSM
decrease their risk behavior after learning
that they are infected.37–40

Knowledge of their steady partner’s HIV
serostatus also influenced the men’s sexual
risk behavior. Compared with men whose
partner’s serostatus was unknown, men who
knew that their partner was HIV negative
were significantly less likely to have engaged
in UAI. Men who know that their partner is
not infected with HIV may feel a greater per-
sonal responsibility to protect him from infec-
tion. HIV-positive MSM with higher levels of
personal responsibility have been found to be
less likely to engage in UAI.41 By contrast,
HIV-positive men who do not know their
partner’s serostatus or who have a partner
who has not been tested might assume that
he is already infected and consequently en-
gage in UAI. Furthermore, because some
HIV-positive MSM do not disclose their
serostatus even to their steady partners,42,43

a man’s lack of knowledge of his partner’s
serostatus could indicate a failure to discuss
serostatus with him. Unprotected sex has
been shown to be more prevalent among
HIV-positive men who do not disclose their
serostatus to their partners.44,45

Although HIV-positive MSM may modify
their sexual risk behavior after learning of
their infection, the possibility exists that, over
time, they might eventually resume high-risk
activities.46,47 However, we found no evi-
dence of such a relapse. In fact, men who had
known of their HIV infection for 5 or more
years were less likely to have engaged in UAI
than those who had known of their HIV in-
fection for a shorter period. Because the
probability of having at least 1 episode of
UAI declines as the number of acts of anal in-
tercourse falls,16 it is possible that the lower
prevalence of UAI among men who had
known of their HIV infection for 5 or more
years resulted from a decrease in the fre-
quency of sexual activity. Although data on
the frequency of anal intercourse were not
collected in the version of SHAS we used, we
did control for factors that could account for
a decline in the frequency of sex, such as
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Note. MSM = men who have sex with men; UAI = unprotected anal intercourse; AIAN = American Indian/Alaska Native; API =
Asian/Pacific Islander.

FIGURE 1—Proportion of HIV-positive MSM who had 1 or more of the factors (low
educational level, heterosexual self-identification, partner with unknown serostatus, and
crack use) identified in the regression model as predictive of UAI, by race and ethnicity.

older age, a lower CD4+ count, or an AIDS
diagnosis, and still found that men who had
known of their HIV infection for 5 or more
years were significantly less likely to have re-
ported UAI.

There is growing concern that sexual risk
among MSM may have increased after 1996,
when highly active antiretroviral therapy
(HAART) became widely available.6,8 Some
MSM may be less fearful of HIV infection as
a result of treatment advances, or they may
believe that HIV-positive men are unlikely to
transmit HIV if they are receiving drug ther-
apy.32,48–52 However, we did not find a sub-
stantial rise in UAI after 1996. Although a
slightly higher proportion of the HIV-
positive MSM interviewed in our study from
1997 to 2000 reported UAI than did those
interviewed from 1995 to 1996, the differ-
ence was not statistically significant. More-
over, UAI was less prevalent among the men
on ART and among those who adhered to
treatment, not more prevalent, as one would
expect if the men believed they were less
likely to transmit HIV while undergoing ther-
apy. If optimism about treatment benefits has
truly led to an increase in UAI in the post-

HAART era, the effect has probably been
modest. Results from studies evaluating be-
liefs about HAART invariably show that only
a very small proportion of MSM report UAI
in association with treatment optimism.32,51,52

Some limitations apply to our results. The
men included in our analysis may not be rep-
resentative of all HIV-positive MSM in the
United States. Nevertheless, SHAS is a multi-
site project conducted throughout the coun-
try, and our study population was composed
of men representing a broad range of age,
racial/ethnic, and socioeconomic groups. As
with all data collected through personal inter-
view, our findings are subject to social desir-
ability bias. Some HIV-positive men who en-
gaged in UAI may have denied doing so
when interviewed because they considered
reporting UAI to be a socially undesirable re-
sponse. Accordingly, our results may underes-
timate the true prevalence of UAI in our
study population. Although our data included
global measures of alcohol and drug use, we
lacked information on substance use in con-
junction with sexual activity. Substance use
before or during sex has been closely linked
to UAI in MSM31–35 and may be a major con-

tributor to relapses of unsafe sex.53 This infor-
mation would have been especially useful for
examining predictors of UAI in men who
used condoms inconsistently. Because version
5 of SHAS did not collect sexual risk behav-
ior for each sex partner separately, we could
not differentiate UAI that occurred with a
steady partner from UAI that occurred with a
nonsteady partner. Therefore, to measure
UAI between pairs of steady partners, it was
necessary for us to exclude men who had
both steady and nonsteady partners from
our analysis.

The high prevalence of UAI in this large,
diverse sample of HIV-positive MSM with a
steady sex partner of negative or unknown
serostatus underscores the need to expand
HIV prevention interventions among these
men. Prevention activities should be incor-
porated into all health services that HIV-
positive MSM routinely receive, such as pri-
mary care, case management, mental health
counseling, and substance abuse treat-
ment.1,33,54,55 A more holistic approach to
the health care and prevention needs of HIV-
positive men would address comorbid condi-
tions, such as substance abuse and mental ill-
ness, that can impede effective behavioral
change.31 Prevention programs should also
help HIV-positive MSM develop the commu-
nication skills needed to disclose their HIV
serostatus to their partner and to negotiate
safe sex with him. In addition, interventions
should emphasize the importance of counsel-
ing and voluntary HIV testing for an HIV-
positive man’s steady sex partner. MSM who
have lower educational levels or who identify
as heterosexual require more intensive pre-
vention outreach and intervention. This is
true for some racial/ethnic minority MSM as
well. Although race and ethnicity were not
independent predictors of UAI in our study
population, the factors found to be predictive
of UAI were much more prevalent among
Black, Hispanic, and American Indian/Alaska
Native men.

As the CDC implements the SAFE pro-
gram to enhance HIV prevention activities
for HIV-positive individuals and their sex
partners,2 it is critical that MSM not be
neglected. A review of the CDC’s prevention
funding for 2000 found that 15% of funds
targeted MSM,56 despite the fact that MSM
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make up the majority of people living with
HIV in the United States10 and for the
largest proportion (>40%) of new infections
each year.6 Public health programs must
renew their commitment to controlling the
HIV epidemic in the MSM population and
prioritize prevention efforts for these men,
particularly MSM who are HIV positive and
have male partners with negative or un-
known serostatus.
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