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I examined sociodemographic,

sexual, and HIV and other sexually

transmitted disease risk differ-

ences among homosexual- and

nonhomosexual-identified men who

have sex with men (MSM) in the

United States. Non-Mexican Latino

ethnicity, marriage or cohabitation,

religiosity, and incarceration his-

tory were positively associated

with being nonhomosexual identi-

fied. Being nonhomosexual identi-

fied was associated with some risk

(e.g., more sexual intercourse while

intoxicated) and protective (e.g.,

fewer male partners) behaviors.

Probabilistic sampling strategies

may be useful in future research

and intervention efforts. (Am J Pub-

lic Health. 2009;99:1042–1045. doi:

10.2105/AJPH.2007.125674)

Does being nonhomosexual-identified
affect sexual behaviors and susceptibility to
HIV and other sexually transmitted diseases
(STDs) in men who have sex with men (MSM)?
Risk and protective factors have been found
in relation to nonhomosexual identities, and
nonhomosexual-identified and homosexual-
identified MSM likely have different socio-
demographic profiles.1–13 However, because
few studies use probability-based sampling
methods, the scientific community’s under-
standing of MSM may be limited.5,6,13,14 In this
study, I used a nationally representative, prob-
abilistic sample to examine sociodemographic,
sexual, and HIV or STD risk differences among

nonhomosexual-identified and homosexual-
identified MSM (Tables 1 and 2).

METHODS

Data were from the 2002 National Survey of
Family Growth, a nationally representative,
stratified-cluster sample of 4928 household-
abiding males aged 15 to 44 years.15 The
response rate was 78%. I selected the subsample
of 202 sexually active MSM, all with at least
1past-year episode of anal intercourse or oral sex
with a man, for inclusion in my study.

Sociodemographic measures consisted of
self-reported nonhomosexual identity, race/
ethnicity, age, years of education, annual
household income, heterosexual marriage or
cohabitation, religiosity, foreign birth, incar-
ceration history, and small town or rural resi-
dence. Sexual behaviors included past-year
contact with women, having 4 or more lifetime
female or male partners, having 2 or more past-
year female or male partners, having oral sex
only (no anal intercourse) with men, and life-
time anal intercourse roles among those who
had anal intercourse with men. Risk or pro-
tective behaviors consisted of STD history, HIV
or STD testing, sexual intercourse while
intoxicated with drugs or alcohol, sex in ex-
change for money or drugs, intravenous drug
use, and condom use with most recent partners.

I used logistic regression analyses to model
the relation of nonhomosexual identity to
sociodemographic factors. I also used logistic
regression models to predict the odds of pos-
sessing behavioral and risk characteristics as a
function of being nonhomosexual identified.
Sampling and design weights allowed the
sample to represent MSM in the United States
by adjusting for oversampling, nonresponse,
noncoverage, and the stratified-cluster de-
sign.16 I used SAS version 9.1.3 (SAS Institute Inc,
Cary, NC) to perform all analyses.

RESULTS

Table 1 presents sociodemographic predic-
tors of being nonhomosexual identified. Of the
202 MSM, 105 (52%) were nonhomosexual
identified. Non-Mexican Latino ethnicity, het-
erosexual marriage or cohabitation, religiosity,
and incarceration history were positively pre-
dictive of being nonhomosexual identified.

Table 2 contains results for behavioral and
risk analyses. Relative to homosexual-identified
MSM, nonhomosexual-identified MSM had
statistically greater odds of past-year opposite-
gender contact, 4 or more lifetime female
partners (among those having opposite-gender
contact), and only oral sex with men during all
of their same-gender encounters. The odds of
nonhomosexual-identified MSM having 4 or
more lifetime male partners and both insertive
and receptive anal intercourse with men during
their lifetime were substantially lower than the
odds for homosexual-identified MSM.

The only significant difference in risk be-
haviors between nonhomosexual-identified
and homosexual-identified MSM occurred for
being intoxicated with drugs or alcohol during
past-year sexual encounters, with nonhomo-
sexual-identified MSM having a higher odds
compared with homosexual-identified MSM.

DISCUSSION

Recent studies have provided scientists with
a better understanding of non homosexual-
identified MSM’s sociodemographic, sexual,
and risk profiles.6–9,17–22 Yet the sentiment that
non homosexual-identified MSM are at greater
risk for contracting HIV or STDs than are
homosexual-identified MSM persists.1,2 Support-
ing this belief is the notion that homosexual-
identified MSM—identifiable via homosexual
communities through which HIV and STD inter-
ventions are channeled—more readily receive
preventive information.5 Although this may be
true, my results suggest that the sexual and risk
profiles of nonhomosexual-identified and homo-
sexual-identified MSM are comparatively com-
plex.

Compared with homosexual-identified MSM,
nonhomosexual-identified MSM had a higher
oddsofhaving4ormore lifetime femalepartners,
sexual intercourse while intoxicated with drugs
or alcohol, and only receptive anal intercourse.
However, nonhomosexual-identified MSM’s
greater likelihood of having only oral sex during
their lifetimes, a lower number of male partners,
and a lack of both insertive and receptive anal
intercourse with men is consistentwith the results
of some studies.2,6 The latter may explain why
some have found nonhomosexual-identified
MSM to have lower HIV rates than do homosex-
ual-identified MSM.10,23
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This study confirmed findings from exist-
ing studies that non-Mexican Latino ethnic-
ity,2,12 heterosexual marriage or cohabitation,6

religiosity,24 and incarceration history25 are
correlates of nonhomosexual identification. The
finding that African American ethnicity was not
independently associated with being nonhomo-
sexual identified emerged in multivariate
modeling; researchers sometimes rely on bi-
variate tests when discussing African Ameri-
can MSM’s inclination toward nonhomosexual
identification.2,12 Differences in sociodemo-
graphic and sexual profiles of nonhomosex-
ual-identified and homosexual-identified
MSM should be acknowledged to maximize
the effectiveness of appropriate interventions.

Studies of nonhomosexual-identified MSM
could be enhanced with laboratory-based HIV
or STD test results, multiple and thorough
measures of condom use, and larger sample
sizes. These were limitations of this study.

Nonetheless, the use of probabilistic, nation-
ally representative data sheds new light on the
sociodemographic, sexual, and risk profiles of
nonhomosexual-identified MSM. These data

also confirmed findings from opportunistic
samples, which suggests that such samples
have provided relatively accurate depictions of
nonhomosexual-identified MSM. This is en-
couraging, given researchers’ doubts regarding
the utility of nonprobabilistic data.5,14 Nonethe-
less, when feasible, probabilistic sampling at na-
tional and local levels may be most appropriate
for research efforts and interventions designed to
curb the spread of HIV or STDs in this vulnerable
population. j
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We interviewed 1038 HIV-posi-

tive inpatients in public hospitals

in Miami, Florida, and Atlanta,

Georgia, to examine patient factors

associated with use of HIV care,

use of antiretroviral therapy, and

unprotected sexual intercourse.

Multivariate analyses and multiple

logistic regression models showed

that use of crack cocaine and heavy

drinking were associated with

never having had an HIV-care pro-

vider, high-risk sexual behavior,

and not receiving antiretroviral

therapy. Inpatient interventions

that link and retain HIV-positive

persons in primary care services

could prevent HIV transmission

and unnecessary hospitalizations.

(Am J Public Health. 2009;99:1045–

1049. doi:10.2105/AJPH.2008.139931)

Approximately one third of HIV-infected
persons wait to seek care until their disease
has progressed enough that they need acute
treatment.1,2 These persons obtain care in
emergency departments and hospital inpatient
wards, and they tend not to be retained in HIV
outpatient care. Patients hospitalized for HIV-
related complications are more likely to have
advanced disease3 and high viral loads, putting
them at increased risk of transmitting HIV to
their sexual and drug-using partners.4 Thus,
hospitals provide a potentially valuable setting
for connecting HIV-infected patients to care
and prevention services. To examine patient
factors associated with engagement in high-risk
sexual behaviors and utilization of HIV care,
we conducted interviews with hospitalized HIV-
infected patients in 2 large inner-city public
hospitals.

METHODS

We conducted interviews with 1038 HIV-
infected patients admitted to Jackson Memo-
rial Hospital (Miami, FL) and Grady Memorial
Hospital (Atlanta, GA) for HIV-related com-
plications or associated illnesses during 2006
and 2007. Interviews were part of the
screening process for Project HOPE (Hospi-
talized HIV-Infected Patients: A Population of

Concern in the Era of HAART), a randomized
controlled intervention trial designed to test a
brief prevention intervention for HIV-positive
crack cocaine users. We interviewed patients
who were deemed medically and mentally
stable by the attending physician and who
provided verbal informed consent.

For our study, our dependent measures
were (1) whether respondents had ever seen
an HIV primary care provider, (2) whether re-
spondents were currently using highly active
antiretroviral therapy (HAART), and (3)whether
respondents had unprotected sexual intercourse
within the previous 6 months with a partner
who was HIV negative or whose HIV status
was unknown. We conducted univariate
and bivariate analyses, and then we developed
multiple logistic regression models to iden-
tify factors associated with the dependent
measures.

RESULTS

The study population was mostly male
(62%), 40 years or older (71%), and African
American (82%); 40% did not graduate high
school, 56% reported annual incomes of less
than $5000, 19% reported living on the
streets or in a shelter, 34% reported crack
cocaine use, and 32% reported heavy alcohol
use. The majority (68%) had received their
HIV diagnosis more than 5 years ago. A
substantial minority (20%) had never seen
an HIV primary care provider, 40% had not
seen an HIV primary care provider in the
previous 6 months, 42% were taking antire-
troviral therapy, and 10% reported high-risk
sexual activity (Table 1).

There were significant results in each of the
3 regression models (Table 2). Crack use,
heavy alcohol use, low income, and unstable
housing were among the factors associated
with the dependent measures.

DISCUSSION

These data suggest that hospitalized HIV-
positive people are frequently not linked to or
retained in HIV care and exhibit high-risk
behaviors that may enhance transmission of
HIV to others. Patients reporting these high-
risk sexual behaviors were less likely to be
currently receiving HAART; thus, they were
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