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Abstract

Black men who have sex with men (MSM) living in the U.S. are disproportionately affected by HIV/AIDS. An
online survey of sexual behavior was completed by Black, White, Hispanic/Latino, Asian/Pacific Islander, and
other-race MSM (n = 11,766) ages 18–87 years. Complete condom use, semen exposure, pre-coital rectal douching
(enema use), and lubricant use at last male-partnered sexual event were compared by race, controlling for
relevant sociodemographic variables and stratifying by sexual position (receptive, insertive, or both). Across
sexual positions, 55–62% of Black MSM reported condom use, 5–8% reported semen exposure, 18–53% reported
douching, and 33–43% reported lubricant use. Reported behavioral profiles were not significantly different from
other races, except that Black MSM reported greater condom use than White MSM in the insertive position.
Although findings argue against disproportionate rates of risk behavior accounting for racial disparities in HIV
prevalence, they nonetheless highlight a need for continued behavioral intervention.

Introduction

Black men living in the U.S. are disproportionately af-
fected by HIV/AIDS and other sexually transmitted in-

fections (STIs).1 Despite comprising less than 14% of the male
population,2 Black men represented approximately 37% of
U.S. men living with HIV/AIDS at the end of 2009, and 42% of
newly diagnosed cases of HIV among U.S. men in 2010.3

Moreover, within the Black male demographic, Black men
who have sex with men (MSM) account for the vast majority
of newly acquired HIV infections (73% estimated in 20091)
even though a minority of Black men in the U.S. report en-
gaging in partnered activity with other men (e.g., 7% lifetime
incidences of performing oral sex and receptive anal sex4).

The disparate rate of HIV infection among Black MSM has
contributed to popular misconceptions of this subpopulation
engaging in greater sexual risk-taking relative to other races.
This perceived behavior and associated stigma have been
exacerbated by media descriptions of the ‘‘down low,’’ a term
used to characterize men who have sex with men in secrecy5

and a term often linked to high-risk behavior,6 despite a lack
of empirical evidence for this association.7,8 Although self-
identification with the down low lifestyle has been docu-
mented among other racial groups,9 the label is commonly
affiliated with Black men in particular and perpetuates ste-
reotypes of Black men’s sexuality as excessive, deviant,
predatory, reckless, and proximal to disease.10,11 Black MSM,
particularly those who also have sex with women, have been
regarded as promiscuous and vectors of HIV transmission
even by other Black men.12

Multiple studies have documented sexual practices among
Black MSM that counter these assumptions. For example, in a
2006 literature review, Millett and colleagues13 found that the
vast majority of studies published since 1992 reported com-
parable or lower rates of unprotected penile–anal intercourse
(PAI) among Black MSM versus MSM of other races. Ad-
ditionally, most studies indicated fewer lifetime male part-
ners, fewer current male partners, and fewer casual male
partners relative to White MSM, as well as comparable rates of
commercial sex activity among Black MSM and MSM of other
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races.13 A parallel literature review by Feldman14 that focused
exclusively on young MSM generally echoed these same pat-
terns, reporting similar or lower rates of unprotected PAI,
similar or fewer sexual partners, and similar rates of commer-
cial sex activity among Black MSM versus MSM of other races.
A recent meta-analysis by Millett and colleagues15 aggregating
data from 174 U.S. studies published between 1981 and 2011
indicated that Black MSM report less unprotected PAI with
main partners, similar rates of unprotected PAI with casual
partners, greater condom use, fewer recent and lifetime male
sexual partners, and greater use of pre- or post-exposure pro-
phylaxis than other MSM, but also higher participation in sex
work. Taken together, research to date seems to converge on
the finding that relative to MSM of other racial groups, Black
MSM in the U.S. use condoms equally or more consistently,
limit their number of male partners, and engage in similar or
higher rates of other preventative activities. Apart from mixed
reports regarding commercial sexual activity, these behavioral
findings contradict the notion of sexual irresponsibility ac-
counting for disparate rates of HIV infection across races.

Emerging literature suggests a shift in focus from
patterns of condom use, partner quantity, and exchange
sex to contextual factors such as partner characteristics
(e.g., race, serostatus), network characteristics, structural
factors (e.g., incarceration, education), presence of other
STIs, knowledge of own HIV status and, relatedly, access
to care and time to antiretroviral treatment initiation.13–17

However, dismissal of sexual risk-related behavior as a
contributing factor to racial disparities in HIV infection is
premature in the absence of evidence derived from more
precise and comprehensive behavioral measures. The lack
of specificity typically involved in PAI-related risk measures
clouds assessment of the actual level of risk averted. Specific
nuances of PAI, such as position (receptive/insertive/both)
and semen exposure, which are known to influence likeli-
hood of HIV transmission, are commonly neglected.18

Moreover, documentation of condom use often relies on
aggregate retrospective self-reports, which have proven
vulnerable to distortion, with MSM more commonly un-
derestimating than overestimating unprotected PAI.19 Ad-
ditionally, Black MSM’s participation in other behavioral
practices known or suspected to influence vulnerability to
HIV and other STIs, including lubricant use20–24 and pre-
coital rectal douching or enema use,25–30 has received in-
sufficient attention in the literature.

The purpose of the current study was to conduct an
event-level assessment of condom use, semen exposure,
lubricant use, and rectal douching using more sensitive
and comprehensive measures to confirm previous reports
of comparable or superior rates of precaution among Black
MSM versus MSM of other races. Last event activities
were compared across racial groups (Black, White, His-
panic/Latino, and Asian/Pacific Islander) controlling for
relevant sociodemographic and partner characteristics and
stratifying by sexual position (receptive/insertive/both).
Consistent with previous literature reporting equal or
lesser risk-taking among Black MSM,13,14,18,25 we hy-
pothesized that relative to other races, a higher or not
significantly different proportion of Black MSM would
endorse condom use and a lower or not significantly dif-
ferent proportion would report semen exposure, rectal
douching, and lubricant use.

Method

Participants

Survey participants (n = 11,766) included 3.6% Black MSM,
83.6% White MSM, 6.9% Hispanic/Latino MSM, 2.7% Asian/
Pacific Islander MSM, and 3.2% MSM of other racial identities
ages 18–87 years (MeanAge = 37.89, SD = 12.39), who were re-
cruited via the Internet. Participants met inclusion criteria if
they were male, over the age of 18, HIV-negative, and re-
ported their last sexual event to have been with another male,
taken place within the previous year, and involved PAI.

Procedure

This study was conducted in partnership with one the
world’s largest operators of Internet websites for men who
seek social and/or sexual interactions with other men. An
electronic e-mail recruitment message was sent to users of two
of the company’s largest websites at the time if they reported
residing in the U.S. The e-mail provided a brief description of
the study and included a link to the study website. In-
dividuals who visited the study website were able to read a
detailed description of the study and consent form. Those
who consented to participate in the study were directed to an
anonymous online survey, which included all measures de-
scribed below and took approximately 20 minutes to com-
plete. All study protocols were reviewed and approved by the
university’s institutional review board.

Measures

Sociodemographic characteristics. Sociodemographic
information was gathered via single-item measures of age,
sexual orientation, race/ethnicity, level of education com-
pleted, relationship to partner, and perceived STI status of
partner. The race/ethnicity item asked participants to select a
single response option that indicated the label they felt best
described their race/ethnicity: (1) African American/Black,
(2) White, (3) Hispanic/Latino, (4) Asian/Pacific Islander, or
(5) Other. Response options for the relationship to partner
item included ‘‘my spouse or domestic partner,’’ ‘‘my boy-
friend or significant other,’’ ‘‘someone I was casually dating/
hanging out with,’’ ‘‘someone who paid me or gave me
something for sex,’’ ‘‘a friend,’’ and ‘‘someone I just met.’’ The
first two response options were coded as (1) significant rela-
tionship, the third was coded as (2) casual relationship, the
fourth was coded as (3) transactional relationship, and the last
two were coded as (4) other relationship, respectively. The
item measuring perceived STI status of partner referred to the
participant’s partner during his most recent sexual event and
was worded as follows: ‘‘What do you know about whether
this person had a sexually transmitted disease (STD) when the
sex act occurred? (STDs are infections that can be passed
during sex such as herpes, HPV/genital warts, chlamydia,
gonorrhea, syphilis, and HIV)’’. Response options included ‘‘I
know that this person did not have an STD at the time,’’ ‘‘I
know that this person did have an STD at the time,’’ and ‘‘I
don’t know if this person had an STD at the time.’’

Sexual position. Participants’ sexual position during their
most recent male-partnered sexual event was coded as fol-
lows: (1) receptive (i.e., the participant’s sexual partner in-
serted his penis into the participant’s anus); (2) insertive (i.e.,
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the participant inserted his penis into his sexual partner’s
anus); or (3) both insertive and receptive (indicating both (1)
and (2) had occurred).

Condom use. Participants were asked to indicate whether
they used a condom during their most recent male-partnered
sexual event. Men who indicated condom use occurred were
asked specifically which partner wore the condom (‘‘I did,’’
‘‘my sexual partner did,’’ or ‘‘we both did’’). Dichotomous
condom use (yes/no) variables were created for (1) receptive
PAI (when the participant was the only receptive partner and
his sexual partner used a condom during PAI), (2) insertive PAI
(when the participant was the only insertive partner and used a
condom during PAI), and (3) receptive and insertive PAI (when
both the participant and the participant’s sexual partner as-
sumed both sexual positions and a condom was used by the
insertive partner during PAI).

Semen exposure. Semen exposure was assessed by ask-
ing separately where the participant and his sexual partner
ejaculated during the sexual event. Dichotomous semen ex-
posure (yes/no) variables were created for (1) receptive PAI
(when the participant was the only receptive partner and his
sexual partner ejaculated in his anus without a condom), (2)
insertive PAI (when the participant was the only insertive
partner and he ejaculated inside his sexual partner’s anus
without a condom), (3) receptive and insertive PAI/self ex-
posure (when both the participant and the participant’s sexual
partner assumed both sexual positions and the sexual partner
ejaculated inside the participant’s anus without a condom),
and (4) receptive and insertive PAI/partner exposure (when
both the participant and the participant’s sexual partner as-
sumed both sexual positions and the participant ejaculated
inside the sexual partner’s anus without a condom).

Lubricant use. Participants were asked to indicate whe-
ther they or their partners had used any type of lubricant
(‘‘store bought lube or saliva’’) during their most recent male-
partnered sexual event. Response options for participants who
reported using a condom were: (1) ‘‘Yes, but only the lubricant
that was already on the condom,’’ (2) ‘‘Yes, we used an extra
lubricant regardless of what might have been on the condom,’’
(3) ‘‘No,’’ and (4) ‘‘Unsure.’’ Response options for participants
who reported not using a condom were: (1) ‘‘Yes,’’ (2) ‘‘No,’’
and (3) ‘‘Unsure.’’ Lubricant use was coded dichotomously
(yes/no), and participants who stated that they were ‘‘unsure’’
(n = 274; 2.3%) were excluded from analyses.

Pre-coital rectal douching. Participants were asked to
indicate (yes/no) whether they had used an enema (douche)
prior to engaging in anal intercourse. Participants who did not
know were excluded from the analyses.

Data analysis

All analyses were conducted using SPSS version 18.0
(Chicago, IL). Significant differences in the sociodemographic
characteristics of the sample by race/ethnicity were assessed
with an ANOVA for age and logistic regressions for educa-
tion, sexual orientation, and partner relationship. The sample
was stratified by sexual position and a series of logistic re-
gressions were conducted to assess differences in condom use,

semen exposure, pre-coital rectal douching, and lubricant use
by race at last event, controlling for all sociodemographic
characteristics. Due to the number of comparisons and the
large sample size, a Bonferroni correction was applied and the
alpha value was set at 0.001.

Results

Age, education, sexual orientation, and relationship char-
acteristics of the total sample are displayed in Table 1. Few
participants indicated that they perceived their partner to
have an STI at the time of the sexual event (4.3%, n = 496), with
the majority of participants indicating that they perceived
their partner to be STI-free (59.3%, n = 6,907) or were unaware
of their partner’s status (36.4%, n = 4,363).

With the exception of perceived partner STI status, all so-
ciodemographic characteristics significantly varied by race/
ethnicity. White participants were significantly older than
participants from other racial/ethnic groups, F(4,
11721) = 93.67, 4, p < 0.001. Overall, Asian/Pacific Islander
participants reported the highest levels of education, with
66.1% (n = 164) reporting a bachelor’s degree or higher. Black
MSM were less likely to self-identify as homosexual/gay
(78.5%, n = 333) than White, Hispanic, or Asian/Pacific Is-
lander participants ( p < 0.001) and more likely to report a
casual sexual partner at last event than White or Hispanic
participants ( p < 0.001).

Participants were stratified by sexual position at last event
and differences in complete condom use by race/ethnicity
were explored (Table 2). Across sexual positions, 55–62% of
Black MSM reported condom use at last male-partnered sex-
ual event. Condom use at recent sexual event did not signif-
icantly vary based upon race/ethnicity for participants who
reported only the receptive position or both positions at last
event. Of participants who reported only the insertive posi-
tion during the last sexual event, the odds of a Black partici-
pant reporting condom use were 1.38 higher than they were
for a White participant (AOR = 0.62, p < 0.001). There were no
other significant differences between Black participants and
participants of any other racial/ethnic groups with regard to
condom use.

The analyses conducted for condom use were replicated for
semen exposure, pre-coital rectal douching, and lubricant use
(Tables 3–5). Across sexual positions, 5–8% of Black MSM
reported semen exposure, 18–53% reported pre-coital rectal
douching, and 33–43% reported lubricant use at last male-
partnered sexual event. After stratifying by sexual position
and controlling for relevant sociodemographic characteristics,
no significant differences in semen exposure, douching, or
lubricant by race/ethnicity emerged.

Discussion

Overall, results of this event-level analysis suggest that
Black MSM’s sexual practices with regard to condoms, semen,
pre-coital rectal douching, and lubricants are largely on par
with MSM of other races. The only difference in behavior
when sociodemographic characteristics were controlled was
the greater proportion of reported condom use among Black
versus White MSM in the insertive position.

These findings support existing literature contesting sexual
risk-taking as an explanation for the disproportionate HIV/
STI burden experienced by the Black MSM community
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relative to their White counterparts.13,14 However, they
nonetheless highlight a need for continued promotion of safer
sex among MSM of all races. Across our total sample, 50% of
MSM reported forgoing condom use altogether at their most
recent male-partnered sexual event; further, some who re-
ported condom use reported such use to be incomplete. It is
possible that some of these men implemented other risk
reduction strategies (e.g., mutual HIV/STI testing and mo-
nogamy). However, over two-thirds of partnerings were re-
portedly casual and many participants did not know their
partner’s HIV/STI status (36%) or knew it to be positive (4%),

suggesting the existence of men in our sample who engaged in
unprotected PAI at last sexual event and who may have been
putting themselves at increased risk for HIV/STI acquisition
by doing so. Overall, the prevalence of unprotected PAI
among our sample speaks to the need to continue efforts to
enhance and promote condoms, address barriers to condom
use identified in the literature (e.g., ‘‘heat of the moment’’ sex,
greater intimacy, and perceived pleasure loss associated with
unprotected PAI),31,32 and establish other methods of pre-
vention (e.g., ‘‘female’’ condoms, microbicides, pre- and post-
exposure prophylaxis) as safe, accessible, and affordable

Table 1. Sociodemographic Characteristics by Race/Ethnicity (N = 11766)

Race/ethnicity

Total sample Black (ref) White Hispanic Latino Asian/Pacific Islander Other
Sociodemographic
characteristics % (n) % (n) % (n) % (n) % (n) % (n)

Age*
18–23 17.2 (2024) 24.8 (105) 15.6 (1527) 25.2 (204) 26.0 (81) 25.9 (97)
24–29 14.7 (1733) 16.7 (71) 14.0 (1371) 18.7 (152) 21.8 (68) 16.0 (60)
30–39 23.0 (2701) 27.6 (117) 21.6 (2116) 30.6 (248) 31.7 (99) 29.4 (110)
40–49 26.1 (3068) 22.4 (95) 27.4 (2690) 18.7 (152) 16.0 (50) 19.5 (73)
50–59 14.4 (1694) 6.8 (29) 16.1 (1577) 5.3 (43) 4.2 (13) 7.5 (28)
60–69 4.1 (482) 1.7 (7) 4.7 (458) 1.4 (11) 0.3 (1) 1.3 (5)
70 + 0.5 (64) 0.6 (62) 0.1 (1) 0.3 (1)

Education*
High school or less (Ref) 12.1 (1190) 11.0 (41) 12.1 (983) 15.6 (109) 5.2 (13) 11.8 (38)
Some college/associates 39.4 (3869) 45.2 (168) 39.1 (3180) 41.1 (288) 28.6 (71) 45.5 (147)
Bachelors degree 38.1 (3745) 35.5 (132) 38.7 (3148) 33.7 (236) 50.0 (124) 29.4 (95)
Master’s degree or higher 10.3 (1016) 8.3 (31) 10.2 (831) 9.6 (67) 16.1 (40) 13.3 (43)

Sexual orientation*
Homosexual/gay (ref) 83.7 (9847) 78.5 (333) 84.2 (8251) 85.0 (689) 84.3 (263) 76.2 (285)
Bisexual 14.6 (1712) 19.6 (83) 14.3 (1396) 13.4 (109) 12.5 (39) 19.0 (71)
Heterosexual/straight 0.2 (22) 0.7 (3) 0.2 (16) 0.2 (2) 0.3 (1)
Other 1.5 (177) 1.2 (5) 1.3 (131) 1.4 (11) 2.9 (9) 4.8 (18)

Relationship to most recent partner*
Significant (ref) 25.5 (2999) 15.6 (66) 26.1 (2549) 26.9 (218) 23.1 (72) 22.7 (85)
Casual 69.1 (8114) 77.1 (326) 68.7 (6714) 68.5 (555) 72.8 (227) 69.3 (259)
Transactional 0.8 (94) 0.9 (4) 0.9 (84) 0.2 (2) 0.0 (0) 1.1 (4)
Other 4.6 (535) 6.4 (27) 4.4 (433) 4.3 (35) 4.2 (13) 7.0 (26)

Note: p value based upon an ANOVA between race/ethnicity and age and a multinomial logistic regression to assess the relationship
between education, sexual orientation, partner relationship, and race/ethnicity.

*p < 0.001.

Table 2. Condom Use at Last Event by Race/Ethnicity, Stratified by Sexual Position

Receptive only Insertive only Both receptive and insertive

Condom use Condom use Condom use

Condom use % No % Yes
Race/ethnicity
· condom usea % No % Yes

Race/ethnicity
· condom usea % No % Yes

Race/ethnicity
· condom usea

Black (ref) 45.4% 54.6% 37.6% 62.4% 38.3% 61.7%
White 48.9% 51.1% 0.98 (0.50–1.92) 52.9% 47.1% 0.62 (0.38–1.00*) 56.5% 43.5% 0.52 (0.18–1.51)
Hispanic 38.3% 61.7% 1.52 (0.69–3.35) 44.9% 55.1% 0.85 (0.46–1.57) 49.7% 50.3% 0.70 (0.22–2.25)
Asian/Pacific Islander 36.0% 64.0% 1.73 (0.72–4.18) 26.6% 73.4% 1.76 (0.65–4.79) 34.0% 66.0% 1.09 (0.25–4.72)
Other 37.7% 62.3% 1.32 (0.54–3.21) 38.6% 61.4% 0.96 (0.45–2.05) 48.4% 51.6% 0.96 (0.24–3.76)

ref, reference group.
aAdjusted odds ratio between race/ethnicity and condom use controlling for age, education, sexual orientation, partner relationship, and

partner’s perceived STI status.
*p < 0.001.
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options for MSM. Some men living with HIV report foregoing
condom use when having anal intercourse (e.g., 32% at last
episode among a sample of young ethnic minority MSM),33

with several expressing the belief that the onus is on the HIV-
negative partner to protect his own health;34 thus, continued
promotion of consistent and correct condom use among HIV-
negative men is imperative.

Relatively small percentages of men in our sample reported
that their partner ejaculated in their anus or that they ejaculated
in their partner’s anus during their most recent male-partnered
sexual event (5–8% of Black men). This could reflect an effort at
risk reduction via prevention of semen exposure, given that
semen is a known vector for transmission of HIV and other
microbes.35,36 However, while avoiding semen exposure could
have reduced risk, transmission of HIV and other STIs trans-
mitted via body fluids would still have been possible (e.g., via
pre-ejaculation or blood).35,36 Moreover, skin-to-skin contact
alone would have enabled the spread of some STIs (e.g., genital
herpes, human papilloma virus/genital warts), which confer
vulnerability to others (e.g., HIV).35

As in other studies documenting the popularity of rectal
douching among MSM,25,26,37 such behavior was fairly
prevalent (18–53% among Black participants). Unfortunately,
several common forms of rectal douching (soapsuds, tap
water) have been reported to damage the surface epithelium
of the colon or rectum in human29 and animal38 studies,
thereby potentially enhancing vulnerability to HIV and other
STIs. However, research to date is limited and there is promise
that other douching products (e.g., polyethylene glycol elec-
trolyte solution) cause significantly less epithelial damage.29

Given the variety of douching methods reported,26 further
information regarding the least harmful solutions, equipment,
and techniques would be helpful.

Lubricant use at last sexual event was commonly reported
among participants (e.g., 33–43% among Black MSM). Other
studies of lubricant use among MSM, though variable in their
definition of lubricant, measurement time frame, and ethnic
composition of the sample, have generally demonstrated lu-
bricant to be widely utilized (e.g., 94% lifetime use and 93%
past year use among Latino MSM living in NYC).25 Despite the
enhanced comfort and pleasure lubricants afford, recent liter-
ature has highlighted the enhanced risk they may also confer.22

Laboratory research has shown that many of these agents
compromise the integrity of the epithelial lining of the rectum
and colon, which could increases susceptibility to infec-
tion,20,21,24,39 and that several products even amplify HIV
replication in vitro.20 Notably, research to date exploring lu-
bricant as a mechanism of HIV/STI transmission has largely
focused on PAI risk as it pertains to the receptive partner, and it
is therefore unknown whether lubricants enhance susceptibil-
ity of the insertive partner’s penis to infection. Moreover, it is
conceivable that by reducing friction between the penis and
anus, lubricants may decrease the likelihood of the receptive
partner experiencing anal tearing or bleeding, potentially re-
ducing exposure of the insertive partner to blood-borne path-
ogens (e.g., HIV). In light of the widespread use of lubricants
among the MSM community and early evidence linking lu-
bricant use to unprotected PAI,40 increased awareness of the
potential risks or protective effects of lubricant use is critical.
Additionally, efforts to develop and promote lubricants that do
not facilitate HIV/STI transmission and could in fact prevent it
(i.e., microbicides) should be continued.
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There are several limitations to the current study that
warrant mention. First, sample recruitment targeted sexually
active, HIV-negative MSM with subscriptions to online social
and/or sexual networking sites; thus, findings may not gen-
eralize to MSM who are HIV-positive, not recently sexually
active, do not use the Internet, cannot afford a subscription to
one of the designated sites, and/or are not invested in meeting
new partners. Previous research has found great diversity in
the sexual identities and activities reported by Black MSM,10

and some Black MSM who are not open about their male
sexual preference may be particularly difficult to access; thus,
it is likely that our data do not capture the full range of HIV-
negative Black MSM in the U.S. and do not represent the
sexual practices of all. Second, for the sake of analyses,
‘‘Black’’ participants were treated as a homogeneous group
and encompassed any participant who self-identified as
‘‘African American/Black’’ based on a list of choices that in-
cluded an ‘‘other’’ category. Previous research has demon-
strated differences in condom use across ethnic subcategories
of Black people,41 and there were likely cultural differences
within Black-identified participants in our sample that were
unaccounted for. Third, participants did not report partner
race, and therefore it is unknown whether reported behavior
took place in the context of an intraracial or interracial part-
nering. This is problematic to the extent that the partner was
involved in decision-making surrounding condom use,
lubricant use, etc., as the behavior was associated with the

respondent’s race but may actually have been driven by an
individual of another race. Fourth, the sensitive, intrusive
nature of the information solicited in our survey (e.g., enema
practices) renders our data vulnerable to response bias due to
impression management efforts.42 Nevertheless, a large pro-
portion of our sample did acknowledge behavior that might
be considered ‘‘socially undesirable.’’ Last, our anonymous
method of data collection prohibited response verification,
such as cross-referencing with partner reports.

In sum, results of this study corroborate previous scientific
reports of comparable or superior rates of condom use among
Black MSM relative to other races, demonstrating this effect to
hold across sexual positions. In addition, our findings suggest
that Black MSM do not differ significantly from other races
with regard to several other potentially risky sexual behaviors
not commonly considered: semen exposure, pre-coital rectal
douching, and lubricant use. These results provide further
evidence to contradict the negative stereotype of sexual risk-
taking behavior among Black MSM, which in recent years has
been fueled by sensationalized accounts of the down low
subculture. Moving forward, more contextualized under-
standing of the sexual experiences of Black MSM, with con-
sideration given to social and structural influences (e.g., social
discrimination, financial hardship),43,44 is necessary to iden-
tify barriers to safety and points of possible behavioral inter-
vention. In addition, research associated with anal douching
and lubricant use should be a central priority.

Table 4. Rectal Douching (Enema Use) at Last Event by Race/Ethnicity, Stratified by Sexual Position

Receptive only Insertive only Both receptive and insertive

Rectal douching Rectal douching Rectal douching

Rectal douching % No % Yes

Race/ethnicity
· rectal

douchinga % No % Yes

Race/ethnicity
· rectal

douchinga % No % Yes

Race/ethnicity
· rectal

douchinga

Black (ref) 47.0% 53.0% 82.3% 17.7% 59.6% 40.4%
White 50.7% 49.3% 0.66 (0.34–1.26) 84.7% 15.3% 0.72 (0.40–1.28) 55.1% 44.9% 0.91 (0.34–2.44)
Hispanic 55.7% 44.3% 0.70 (0.33–1.47) 83.1% 16.9% 0.95 (0.45–1.99) 57.1% 42.9% 1.15 (0.38–3.43)
Asian/Pacific Islander 55.4% 44.6% 0.74 (0.32–1.69) 88.2% 11.8% 0.60 (0.16–2.18) 51.0% 49.0% 1.27 (0.33–4.95)
Other 49.7% 50.3% 0.86 (0.37–1.99) 86.6% 13.4% 0.74 (0.28–1.95) 59.1% 40.9% 0.98 (0.27–3.58)

ref, reference group.
aAdjusted odds ratio between race/ethnicity and rectal douching controlling for age, education, sexual orientation, partner relationship,

and partner’s perceived STI status.
*p < 0.001.

Table 5. Lubricant Use at Last Event by Race/Ethnicity, Stratified by Sexual Position

Receptive only Insertive only Both receptive and insertive

Lubricant use Lubricant use Lubricant use

Lubricant use % No % Yes
Race/ethnicity

· lubricant usea % No % Yes
Race/ethnicity

· lubricant usea % No % Yes
Race/ethnicity

· lubricant usea

Black (ref) 56.9% 43.1% 64.5% 35.5% 66.7% 33.3%
White 53.2% 46.8% 0.98 (0.50–1.94) 50.0% 50.0% 0.64 (0.40–1.02) 45.4% 54.6% 0.46 (0.16–1.34)
Hispanic 64.4% 35.6% 1.58 (0.71–3.49) 57.9% 42.1% 0.87 (0.48–1.61) 51.8% 48.2% 0.60 (0.18–1.97)
Asian/Pacific Islander 66.9% 33.1% 1.87 (0.77–4.54) 77.4% 22.6% 1.95 (0.71–5.34) 69.2% 30.8% 1.02 (0.23–4.48)
Other 63.5% 36.5% 1.29 (0.53–3.15) 63.9% 36.1% 0.99 (0.47–2.09) 53.8% 46.2% 0.86 (0.22–3.40)

ref, reference group.
aAdjusted odds ratio between race/ethnicity and lubricant controlling for age, education, sexual orientation, partner relationship, and

partner’s perceived STI status.
*p < 0.001.
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