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Abstract
Background—HIV prevention interventions often promote monogamy to reduce sexual risk.
However, there is little consensus about how to define monogamy.

Objective—Determine the extent to which recent monogamy and/or being in a committed
relationship serve as markers for low sexual risk among men in substance abuse treatment.

Methods—Participants were 360 men enrolled in the NIDA Clinical Trials Network “Real Men
Are Safe” protocol who completed all assessments (baseline, 3 months, 6 months). Self- reported
behaviors included: number of sexual partners; type of relationships; frequency of vaginal/anal
intercourse; percentage of condom use.

Results—The rate of self-reported monogamy in the prior 90 days was stable across assessments
(54.2%, 53.1%. 58.3%). However, at each assessment 7.5–10% of monogamous men identified
their partner as a casual partner, and only 123 (34.2%) reported being monogamous at every
assessment. Of these, 20 (5.6%) reported being monogamous with different partners across
assessments. Men with both committed relationship and casual partners reported more condom use
with their committed relationship partners than men with only a committed relationship partner.

Conclusion—Clinicians and researchers should consider individual relationship context and
behavior, and avoid assuming that recent monogamy or being in a committed relationship denotes
low risk.

Scientific Significance—This study provides evidence that, in male drug users, monogamy
does not necessarily reflect low sexual risk. Rather, ‘monogamous’ men actually encompass
various combinations of partner types and levels of risk behavior, that are unstable, even over brief
time periods. Clinicians and researchers must take these variations into account.
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Introduction
Educational and behavioral interventions aimed at preventing the sexual transmission of
HIV and other sexually transmitted infections often promote some version of the ABC
model of prevention (1). Sexual abstinence is the only sure way to prevent sexual
transmission. Be faithful to a mutually monogamous sexual partner. Use condoms for all
penetrative sex acts if not in a long term mutually monogamous relationship. Although
complete sexual abstinence is a totally effective prevention strategy and embraced by some,
it is generally not a long term strategy that many are willing to adopt (especially those who
are sexually experienced). An overall shortcoming of the “be faithful” of the ABC strategy
lies in how confident one can be that their partner is also being monogamous (2–5). Serial
monogamy may further complicate the message, especially if the amount of time in and
between each monogamous relationship is brief (i.e., sexual concurrency) (3,6).

Sexual risk assessments, especially brief assessments in the context of longer intake
evaluations, may unintentionally promote the ABC prevention message without appropriate
qualifications. Assessors query about being sexually active, number of sexual partners,
nature of the relationship with partners, frequency of various sex acts and whether condoms
are used for these acts. If an individual says they are not currently sexually active the
assessment may end. Information about past relationships, some of which may have been
relatively recent, is typically not obtained, nor is information on the likelihood of sexual
activity resuming in the future. Similarly an assessment may end if an individual states they
are married or in some type of committed relationship, or that they have only had one sex
partner in the recent past. Partnership exclusivity and mutual monogamy is assumed without
being assessed. This can be especially true in non-HIV specialty settings (7,8). Most of the
brief HIV assessment instruments widely used in the field such as the HIV Risk Behavior
Scale (9,10), Risk Behavior Survey (11) and Risk Assessment Battery (12) do not assess for
partnership expectations for exclusivity, sexual activity prior to a recent time window, or
likelihood of resuming sexual activity if currently inactive. The objective of the current
study is to ascertain whether a self-report of current monogamy or being in a committed
relationship is in fact a good marker for low sexual risk among men attending substance
abuse treatment.

Monogamy is not consistently defined in the HIV prevention literature. We recently
conducted a Pub Med search for articles that used the term monogamous in the title or
abstract. Of the 40 articles identified, 28 were data driven studies related to sexual risk
behavior. Most of these studies defined monogamy as having one sexual partner over some
time period ranging from 30 days (2,13–17) to one year (13,16,18,19,20,21) with 3 months
(13,22–25) and 6 months (18,26–32) being frequent time frames. Four studies did not define
monogamy (33–36) and three defined monogamy as “current” with no time frame
parameters (37–39). Only two studies assessed whether the respondents thought their
partners were being monogamous (2,23). These findings demonstrate a lack of consensus in
definitions across studies and the need to clearly define what is meant by monogamy in
order to compare results effectively.

The Real Men Are Safe study conducted within the Clinical Trials Network (CTN) of the
National Institute on Drug Abuse (NIDA) (40) provided an excellent opportunity to examine
these concepts longitudinally. Men enrolled in the trial provided three detailed sexual risk
assessments of the previous 90 days at three time points over a six month period.
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Methods
Participants

Participants were 360 men enrolled in an HIV risk reduction study that was conducted in 7
methadone maintenance (n = 226) and 7 outpatient, non-medication assisted psychosocial
outpatient (n = 134) treatment programs in the United States. These treatment programs
were diverse in terms of region, population density, and HIV prevalence rates. Sites were
urban (e.g., Philadelphia, PA), suburban (e.g., Norwalk, CT) and rural (e.g., Huntington,
WV), and were located in the Northeast, South, Midwest, Southwest, and West. HIV
prevalence data at each site were not collected as part of this study, but some sites (e.g.,
Staten Island, NY; San Francisco, CA) were in cities known to have a higher prevalence of
HIV than others (e.g., Santa Fe, NM, High Point, NC). Specific sites are listed elsewhere
(40). The study compared a 5-session HIV risk reduction intervention developed specifically
for men, Real Men Are Safe (REMAS), to a standard 1-session HIV/AIDS education group
intervention (HIV-Ed).

Eligible participants in the parent study (40) were men aged 18 and above who were
enrolled in substance abuse treatment, reported engaging in unprotected vaginal or anal
intercourse during the prior 6 months, were willing to be randomly assigned to one of two
interventions and complete study assessments, and able to speak and understand English.
Excluded were men who showed gross mental status impairment defined as severe
distractibility, incoherence or retardation as measured by the Mini Mental Status Exam
(41,42) or clinician assessment, men who had a primary sexual partner who was intending to
become pregnant while the participant was enrolled in the trial, or men who had been in
methadone maintenance treatment for less than 30 days. To be included in the current study
participants had to complete all three assessments (baseline, 3 months, and 6 months).
Participants were recruited between May, 2004 and October, 2005, and were self-referred in
response to recruitment posters displayed in clinics, announcements at group therapy
meetings and clinic “open houses” designed to introduce the study to clinic patients.
Participants were also referred to the study by clinic counselors and/or staff. The HIV status
of participants was unknown.

Assessment and Case Identification Procedures
The Sexual Behavior Interview (SBI) was administered as part of the assessment battery at
baseline, 3 months post intervention and 6 months post intervention. The SBI items were
selected or adapted from the SADAR (Sex and Drug Abuse Relationship Interview (43) and
the SERBAS (Sexual Risk Behavior Assessment Schedule (44,45). Behaviors assessed
included: 1) number of sexual partners, 2) participant’s relationship with partners, 3)
frequency of unprotected vaginal, anal, and oral sex by partner type, and 4) if the main
partner was the same main partner identified at earlier assessment time points. SBI items
were administered using the audio computer assisted structured interview (ACASI) method
often shown to elicit higher levels of risk behaviors than face-to-face interviews (46,47).
Participants were identified as being monogamous for the assessment period if they reported
only one sexual partner in the prior 90 days. Partnerships were identified as committed if the
participant identified their main partner as a “spouse,” “fiancée,” “a lover you've been with
for a while,” “a new lover (less than 6 months) with whom you've established a steady
relationship.” All other partnerships were characterized as being “casual” relationships. The
frequency of engaging in vaginal and anal sex was calculated separately for committed
partner and casual partner relationships. Since condom use was known to be infrequent with
committed relationship partners (40) condom use with committed relationship partners was
dichotomized as “any/none.” For casual partners, condom use for vaginal/anal intercourse
was dichotomized at “50% of the time or more.”
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Data analysis
To assess representativeness of the sample, t-tests or contingency table analysis utilizing the
χ2 statistic were employed to determine if the 360 men for whom full follow-up data were
available differed on demographic and monogamy related variables from those men enrolled
in the parent study, but for whom follow-up data were not available (n=235). The McNemar
test for repeated measurement of dichotomous variables was utilized to assess if the rate of
monogamy and involvement in committed or casual relationships changed across the three
assessment periods (baseline, 3 and 6 months follow-up). Since 3 pair-wise comparisons
were made across time points (baseline/3 months, baseline/6 months, 3 months/6 months)
for each variable of interest, a Bonferroni correction was applied and the p-value was set at
0.017 (0.05/3) to minimize the likelihood of type 1 error. At each assessment time point,
men in committed relationships who had casual partners were compared to monogamous
men in committed relationships on “sexual frequency” utilizing the t-test, and on “any
condom use with committed relationship partner” (yes/no) utilizing contingency table
analysis and the χ2 statistic. At each assessment time point men in committed relationships
who had multiple sexual partners were compared to men who had multiple sexual partners
but were not in a committed relationship on “sexual frequency” utilizing the t-test, and on
“50% or more condom use with casual partners” utilizing contingency table analysis and the
χ2 statistic. To determine if relationship status changed over time during the 90 days
preceding each assessment contingency table analysis and the χ2 statistic were utilized. All
analyses were conducted using the SPSS Windows software, Version 11.0 (48).

Results
The mean age for participants was 40.4 years (SD = 10.5) and mean years of education
completed was 12.2 (SD = 1.8). The sample was 58.9% non-Hispanic white, 26.7% African
American, 11.9% Hispanic, and 2.5% reported other racial categories. Being employed full
or part time was reported by 43.9% of the sample at baseline assessment. Compared to
parent study participants who did not complete all follow-up assessments, participants
included in the current study were older (M = 40.3, SD = 12.2 vs. M = 37.1, SD = 12.1 years;
t = 3.6, p < .001), less likely to be employed (44.4% vs. 54.9%; χ2 = 6.4, p = .012), and more
likely to have been in methadone maintenance (62.8%) than psychosocial outpatient
treatment (37.2%, χ2 = 71.2, p < .001). Parent and current study groups did not differ
significantly on education or race.

Presented in Table 1 is the number of participants who reported no sex partners, a
monogamous sex partner or multiple sex partners for the 90 days prior to each assessment
time point for participants with assessments at each time point (n = 360) and the baseline
data for men who did not complete all assessments (n = 235). Participants with full follow-
up data were more likely to have been sexually active at baseline than participants without
full follow-up (χ2= 6.9, p = .009), but did not differ in proportions with multiple partners or
in committed relationships. Consistent with participation in an HIV prevention study, the
percentage of participants reporting no sexual partner increased from baseline to 3 months
(χ2= 10.0, p = .002) and from baseline to 6 months (χ2= 21.0, p < .001), but was not
significantly different between 3 and 6 months. The percentage of participants reporting
monogamy in the prior 90 days was stable and not statistically different across assessments
(53.6 to 58.3). However, at each assessment 13% to 16.7% of the monogamous participants
reported their single partner was a casual partner. In addition, only 123 (34.2%) participants
reported being monogamous at each assessment. Twenty (5.6%) men, monogamous at each
assessment, reported being monogamous with different partners across assessments, Thus,
only 103 (28.6%) participants report being monogamous with the same partner in a
committed relationship at all three assessment time points. The percent reporting multiple
partners significantly decreased from baseline to 6 months (χ2= 21.0, p < .001), and from 3
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months to 6 months (χ2= 9.8, p = .002), but was not significantly different between baseline
and 3 months. Fewer men with multiple sexual partners at six months reported having a
committed relationship partner than men with multiple partners at baseline (χ2= 11.4, p = .
001). Changes in monogamy and committed relationship status over the 9 month period
assessed, across the three assessment time points, are further illustrated in Figure 1. The
proportion not sexually active increases over time and the proportion having multiple sexual
partners decrease, while the monogamy rate is fairly constant.

Presented in Table 2 is the sexual behavior of participants with their committed relationship
partners as a function of whether they were monogamous or whether they had casual
partners as well. More men with both casual and committed relationship partners reported
any condom use with their committed relationship partner than did men who were
monogamous with only a committed relationship partner at baseline (Baseline only
participants [χ2= 4.4, p < .037]; participants with follow-up [χ2= 6.2, p < .013]) and at the
six month follow-up (χ2= 5.3, p = .021). At the 3 month follow-up the trend is similar, but
did not attain statistical significance. These differences cannot be explained by the frequency
of engaging in vaginal/anal intercourse, as it was not significantly different between the
monogamy/non-monogamy groups at any assessment time point.

Presented in Table 3 is the sexual behavior of participants with their casual partners as a
function of whether they also had a committed relationship partner. At the 3 month follow-
up more men with only casual partners reported using condoms for at least half of casual
partner vaginal/anal intercourse occasions than those who also had a committed relationship
partner (χ2= 15.6, p < .001). At the 6 month follow-up the trend is similar, but did not attain
statistical significance. These differences cannot be explained by the frequency of engaging
in vaginal/anal intercourse as it was not significantly different between those with or without
a committed relationship partner. The percentage of men having multiple sexual partners
during the 90 days prior to each assessment did not vary by HIV intervention prevention
assignment condition (Real Men Are Safe versus HIV Education).

Discussion
Although over half the sample reports being monogamous during the 90 days prior to each
assessment, only 28.6% were monogamous with the same partner in a committed
relationship throughout the 9 month assessment period. Thus, a quarter of the sample was
serially monogamous during the study time period; i.e., monogamous with one partner at
one 90 day assessment, and monogamous with a different partner at a future 90 day
assessment.

Although we do not know about the behavior of the respondents’ partners in the current
study, there were likely some partners who considered their male study participant partner to
be monogamous when in fact he was not. Consistent with other work (3), the current study
found that at each assessment time point slightly over half of the men who reported having
multiple sex partners in the prior 90 days also reported having a regular partner in a
committed relationship. We did not ask these men if there was an expectation of exclusivity
in their committed partner relationship, nor did we ask about temporal relationship between
multiple partners. Thus, we do not know if the multiple partners were a form of serial
monogamy or of concurrent (simultaneous) relationships with a steady and a non-steady
partner. From a clinical standpoint, these data point to the potentially erroneous assumption
that a currently monogamous person is at low risk, or that being in a committed relationship
denotes low risk. Previous studies show that it is common to have a main sexual partner and
a non-steady partner concurrently within relatively short periods of time (e.g., 3 months (3),
12 months (2)). Therefore, the clinician assessing sexual risk needs to go beyond asking
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about number of recent partners or about a current main partner. Questions assessing for
type of partnership, exclusivity expectations and evidence of a pattern of serial monogamy
should be included in all conversations assessing sexual risk. Condom use questions should
be asked even for monogamous and committed relationship partners. As this study and
others (2) have shown, men in committed relationships who had multiple partners are often
not using condoms with either their committed relationship partner or their casual partners.
In addition, there is a need to repeat assessments on a regular basis, as clearly relationship
patterns and partners can change quickly over a short period of time.

The findings from this study highlight a potential shortcoming in the ABC model of HIV
prevention. Like the research literature on monogamy, the “be faithful/monogamous”
message is not clearly defined, nor is it sufficient to reduce sexual risk due to its unrealistic
simplicity. For example, serial monogamy (consistent with “be faithful/monogamous”) was
actively practiced among the current study sample, but the risk of this relationship pattern is
unknown. Possible risks of serial monogamy include believing your partner to be
monogamous when in fact he/she is not, and the length of the relationship being insufficient
(i.e., < 6 months) for the recommended window for HIV testing accuracy. The condom use
findings from this study further highlight the risks. Although men with both casual and
committed relationship partners were more likely to have used condoms with their
committed relationship partner than men without casual partners, any use of condoms with a
committed relationship partner by these men was very low. Furthermore, the majority of
men with both committed relationship and casual partners did not use condoms frequently
with their casual partners either, thus putting themselves and their partners at increased
sexual risk.

A difficult tight rope for HIV prevention interventionists to walk is encouraging people to
protect themselves and their partners by using condoms without sowing seeds of distrust in
relationships that may be very important to clients. For clinicians, making a distinction
between short-term and long-term monogamy, and clearly defining what is meant by those
terms, may facilitate assessment of risk exposure in their patients. For patients, this study
and others (2, 40) provide converging evidence that a focus on condom use alone is an
insufficient HIV/STD prevention strategy. Given the complexities of sexual relationship
partner status, interventions are needed that teach other risk-reduction skills for use in
committed and casual relationships. For example, teaching communication skills that
facilitate topics such as sexual/personal safety negotiation, expectations about sexual
exclusivity and conflict resolution; actively using HIV testing as a risk reduction method;
and increasing awareness of partner risk, could be very relevant to a variety of relationship
types.

For some purposes it would be useful to have well-articulated and universally accepted
definitions for monogamy in both research and clinical practice. The following are a set of
possible questions that may provide a start to this conversation. Should monogamy be
defined by the respondent or by the reported number of partners for a standardized time
period? If the latter, what should that time period be (e.g., 90 days, 6 months, 1 year)? Is
there benefit to distinguishing between long term and short term monogamy? If so, what do
“long term” and “short term” mean? Should the nature of the relationship (committed vs.
non-committed, main vs. casual partner) be considered when defining monogamy? Should
partnership expectations for exclusivity be required for a relationship to be considered
monogamous? Formative qualitative research could be conducted with both researchers in
the field, as well as substance abusing individuals in and out of substance abuse treatment, to
assist in arriving at a consensus for terms and definitions. It is beyond the scope of this paper
to make these determinations for the field. However, we would support efforts to build a
consensus among researchers and clinicians for defining monogamy and incorporating the

Calsyn et al. Page 6

Am J Drug Alcohol Abuse. Author manuscript; available in PMC 2012 September 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



definition into measures used in future studies and assessments developed for use in
practice.

Several limitations of the current study should be considered to place the results in context.
Although the study was conducted in a variety of settings and had few exclusion criteria, the
limits on generalizability of the findings in terms of client factors such as self-referral to the
study, age, type of substance of abuse, psychiatric and substance abuse diagnosis, and sexual
history, have not been explored. Findings are based on self-report of sexual behavior with no
attempt to verify data by other means. Findings are limited to adult men in outpatient
substance abuse treatment.
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Figure 1.
Monogamy and Committed Relationship Status of Participants at Baseline, 3 and 6 month
Follow-up Assessment

Calsyn et al. Page 10

Am J Drug Alcohol Abuse. Author manuscript; available in PMC 2012 September 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Calsyn et al. Page 11

Table 1

Monogamy and Committed Relationship Status of Participants at Baseline, 3 and 6 Month Follow-up
Assessment

Baseline participants
without all follow-up
(n=235)

Baseline participants
with all follow-up
(n=360)

3 Month
Follow-up
(n=360)

6 Month
Follow-up
(n=360)

n (%)

No Partners 26 (11.1)† 19 (5.3)† 41 (11.4)# 54 (15.0)#

Monogamous (1 partner) 111 (47.2) 195 (54.2) 191 (53.1) 210 (58.3)

   Committed relationship 96 (40.9) 167 (46.4) 177 (49.2) 179 (49.7)

   Casual partner 15 (6.4) 28 (7.8) 14 (3.9) 31 (8.6)

Multiple partners 98 (41.7) 146 (40.6) 128 (35.6)# 96 (26.7)#

   In a committed relationship 56 (23.8) 76 (21.1) 63 (19.2) 46 (12.8)#

   Not in a committed relationship 42 (17.9) 70 (19.4) 65 (16.4) 50 (13.9)

†
Participants without vs with follow-up p = .009

#
Participants with follow-up, baseline vs. 3 month or 6 month, p ≤.002
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Table 2

Sexual Behavior in the Prior 90 Days with Committed Partners for Men Who Were or Were Not Monogamous
at Baseline, 3- and 6-Month Follow-up Assessments

Baseline participants
without all follow-up
(n=152)

Baseline participants
with all follow-up
(n=245)

3 Month
follow-up
(n=270)

6 Month
follow-up
(n=251)

n / total (%)

Any Condom Usea

   Had committed partners only 14 / 83 (16.9) 28 / 162 (17.3) 41 / 161 (25.5) 46 / 168 (27.2)

   Had committed & casual partners 16 / 49 (32.7)* 24 / 76 (31.6)** 18 / 51 (35.3) 20 / 44 (45.5) *

Vaginal / Anal Sex Occasions M (SD) / n

   Had committed partners only 28.7 (30.8) / 96 26.3 (35.1) / 169 22.4 (26.9) / 184 27.2 (31.2) / 193

   Had committed & casual partners 24.3 (29.1) / 56 27.9 (36.3) / 76 16.8 (25.9) / 86 24.5 (28.9) / 58

*
p < .05,

**
p ≤.01 (committed & casual partners > committed partners only)

a
Not included in these analyses are partnerships in which no sexual activity or only oral sex occurred during the reporting period.
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Table 3

Sexual Behavior in the Prior 90 Days with Casual Partners for Men Who Were or Were Not in Committed
Relationships at Baseline, 3- and 6-Month Follow-up Assessment

Baseline participants
without all follow-up

(n=113)

Baseline participants
with all follow-up

(n=172)

3 Month
Follow-up

(n=175)

6 Month
Follow-up

(n=148)

n / total (%)

Condoms Used for ≥ 50% of Vaginal / Anal Sex
Occasionsa

   Had casual partners only 27 / 53 (50.9) 45 / 91 (49.5) 56 / 77 (72.7) 48 / 79 (60.8)

   Had casual & committed partners 18 / 50 (36.0) 32 / 71 (45.1) 23 / 59 (38.0) ** 19 / 42 (45.2)

Vaginal / Anal Sex Occasions M (SD) / n

   Had casual partners only 33.5 (48.0) / 57 27.8 (39.6) / 96 27.7 (45.2) / 99 27.9 (53.4) / 90

   Had casual & committed partners 20.1 (29.1) / 56 24.5 (40.9) / 76 23.1 (34.6) / 76 20.4 (23.8) / 58

**
p < .01 (casual partners only > casual & committed partners)

a
Not included in these analyses are partnerships in which no sexual activity or only oral sex occurred during the reporting period.
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