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The Centers for Disease Control and Preven-
tion (CDC) report that African Americans and
Hispanics are overrepresented among men
with HIV infection in comparison with Whites.1

African Americans and Hispanics each account
for 13% of the total population in states
monitored by CDC, but account for 43.9% and
19.6%, respectively, of HIV infections among
men. Whites make up 72% of the population,
but only 34.5% of the HIV infections among
men.

DISPARITIES IN AN EFFECTIVE
INTERVENTION

The Clinical Trials Network (CTN) of the
National Institute on Drug Abuse recently
completed a randomized clinical trial evalu-
ating the utility of Real Men Are Safe
(REMAS), an HIV prevention intervention for
men in substance abuse treatment. Men ran-
domized to the 5-session REMAS groups
engaged in fewer unprotected vaginal and
anal intercourse occasions during the 90 days
prior to the 3- and 6-month postintervention
follow-ups than did men randomized to
a standard single-session HIV education
group.2 Previous research had indicated that
most substance abuse treatment programs
provide only a 1-hour HIV education inter-
vention.3,4 In addition, men who received
REMAS were less likely to have engaged in
sexual intercourse under the influence of
drugs or alcohol during the most recent sexual
encounter prior to the 3-month follow-up than
were men who received standard HIV edu-
cation.5 Thus, REMAS appeared to be effec-
tive at reducing unprotected intercourse oc-
casions and sexual intercourse under the
influence among treatment-seeking men in
both methadone and outpatient psychosocial
programs.

The study sample was 30% African Amer-
ican and 12% Hispanic. We subsequently
examined the data from an ethnicity

perspective. Although the study was not pow-
ered to detect ethnic differences in effective-
ness of the REMAS intervention, post hoc
analyses on a key outcome measure, condom
use with casual partners, suggested that Whites
ben-
efited more from the intervention than did
African Americans. Indeed, the overall per-
centage of REMAS participants who used
condoms for more than 80% of all casual-
partner vaginal and anal intercourse occa-
sions increased from baseline to the 3-month
follow-up by 34%, but only 21% for the
HIV education group.2 From baseline to the
6-month follow-up, the increase in the per-
centage of participants reporting frequent con-
dom use with casual partners was smaller
but also quite different between conditions:
17% for REMAS and 2% for HIV education
participants.

However, a closer look at ethnicity revealed
that for White REMAS attendees, frequent
condom use with casual partners increased
from 5.8% at baseline to 38.9% at the 6-month
follow-up; the increase among African

Americans was a nonsignificant 11.1% to
22.2%.6 Although the sample size was insuffi-
cient to evaluate increased condom use with
casual partners among Hispanic men, the data
indicated that none of the Hispanic REMAS
participants who completed the 6-month fol-
low-up were using condoms frequently with
their casual sexual partners. These results
suggested a differential effect for White and
minority men.

CULTURAL ADAPTATION

Bernal and Scharrón-del-Rio7 and Hall8

have noted that a shortcoming of many
evidence-based treatments is the failure to
demonstrate efficacy with ethnic minorities.
The American Psychological Association Di-
vision 12 Task Force on Promotion and Dis-
semination of Psychological Procedures has
recommended that more research be con-
ducted to assess the effectiveness of interven-
tions with ethnic minorities that have been
found to be effective with White samples.9

Meta-analyses have indicated that HIV
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prevention efforts can be effective with African
American and Hispanic populations.10,11 Some
of the interventions associated with increased
efficacy for sexual risk reduction are theory
driven, conduct ethnographic research to in-
form intervention development, or are cultur-
ally tailored.10 Darbes et al.11 identified the
following intervention characteristics to be
associated with efficacy: cultural tailoring, in-
fluence on social norms to promote safe sex
behavior, peer education, skills training on
correct use of condoms and negotiation of safer
sex, multiple treatment sessions, and opportu-
nities to practice learned skills. Similarly,
meta-analyses of studies of HIV risk reduction
interventions conducted in drug abuse treat-
ment programs have shown them to be effec-
tive, particularly if they contain attitudinal
arguments, educational information, behav-
ioral skills arguments, and behavioral skills
training.12,13 Of specific interest to the REMAS
studies were positive correlations reported
for intensity of the intervention (multiple ses-
sions), use of peer group discussion, and con-
ducting separate sessions for men and women.

The REMAS intervention incorporated all of
these components (multiple sessions, peer
group discussion, and gender-specific educa-
tion sessions) and had informational, motiva-
tional, and behavioral skill components (con-
dom use, safe sex negotiation) consistent with
the information---motivation---behavioral skills
model of HIV prevention.14 Clearly missing
from REMAS, however, were culturally tai-
lored elements designed for African American
and Hispanic populations. Because African
American and Hispanic men are overrepre-
sented among HIV-positive individuals, and
because substance use is an important risk
factor for HIV infection, a REMAS revision
could exert a large positive impact on HIV
sexual risk reduction among African American
and Hispanic men attending substance abuse
treatment. Improving on REMAS to make it
more effective for these men could reduce
new HIV and other sexual transmitted in-
fections among them and their sexual part-
ners. Improving REMAS could also reduce
HIV infection among the communities in which
these men reside because 54% of participants’
sexual partners were not high risk partners
(defined as individuals who were injecting
drugs or smoking crack cocaine; were

exchanging sex for money, drugs, or other
financial considerations; or were HIV positive).

We revised REMAS to be more culturally
relevant to African American and Hispanic
participants.6 Real Men Are Safe---Culturally
Adapted (REMAS-CA) is approximately one
third new, one third revised to be more
culturally relevant, and one third unchanged.

The all-new modules share a stronger focus
on understanding how each man’s cultural and
socialization experiences contribute to his
past and current sexual behavior. The focus on
the importance of culture is sufficiently broad
in REMAS-CA that each participant can bring
into the session the aspects of his culture
that are important to his sense of self. Although
culture is often viewed in racial or ethnic terms,
participants are invited to focus on other
aspects of their cultural heritage, which might
include religious affiliations, neighborhoods,
or other social groups that influence how
they currently view themselves. We hoped
REMAS-CA could be sensitive to African
Americans and Hispanics but not be limited to
them; we strove for a culturally sensitive in-
tervention that could be used with any male
substance-abusing population. We deleted
some modules to make room for the new ones,
because the content of the deleted modules was
likely to be offered through existing clinic
programming or their content appeared in
other REMAS-CA modules. A more detailed
description of the revisions to REMAS to create
REMAS-CA is provided elsewhere.6

We conducted a pilot feasibility trial of
REMAS-CA in 4 community treatment pro-
grams (CTPs) within the National Institute on
Drug Abuse CTN that had traditionally en-
rolled a high percentage of African American
or Hispanic men. The goals of the pilot testing
were to (1) determine acceptability of and
participants’ receptivity to the intervention
and (2) assess any change in sexual risk
behavior to estimate effect size for a larger
clinical trial.

METHODS

To be eligible to participate, a clinic needed
to meet the following criteria: (1) have a high
percentage of African American or Hispanic
men in its patient population; (2) have 2
counselors willing to be trained to deliver

REMAS-CA, one of whom must be African
American or Hispanic; and (3) be willing to
have REMAS-CA serve as the HIV intervention
for patients choosing to participate in the study.
The opportunity for CTPs to participate in
the study was announced during a national
CTN steering committee meeting. Twelve CTPs
expressed interest and completed an informa-
tional questionnaire. We selected 7 CTPs for
a conference call interview. We then made
in-person visits to 4 sites. After successful site
visits, we selected all 4 of these sites for
participation. Two sites provided opioid agonist
therapy (Matrix Institute, Los Angeles, CA,
and Hartford Dispensary, Hartford, CT). The
other 2 sites provided psychosocial treatment
programs offering a wide variety of treatment
options, with most participants recruited
from their intensive outpatient treatment pro-
grams (Lexington---Richmond Alcohol and
Drug Abuse Council, Columbia, SC, and The
Life Link, Santa Fe, NM). The study was con-
ducted between April 2010 and June 2011.

Recruitment and Training

We recruited participants with procedures
used in the CTP for other CTN studies. These
included posting of flyers, announcement in
treatment groups, and informational handouts
from treatment staff. Inclusion criteria were
being (1) male, (2) aged at least 18 years, (3)
sexually active in the past 90 days, (4) willing
to attend REMAS-CA groups and follow-up
focus groups concerning REMAS-CA, and (5)
willing to complete baseline and 3-month
follow-up assessments. Each site had a recruit-
ment target of 24, ideally with 3 cohorts of 8
men per cohort. Each cohort was to have at
least 50% African American or Hispanic men.
One site met the initial recruitment target plus
2 additional participants. Two sites recruited
24 participants in 4 cohorts. The final site
recruited 21 participants in 4 cohorts. The total
sample consisted of 95 men.

We screened participants indicating an in-
terest in the study with the CTN demographic
form (with questions added about plans to stay
in the local area until the 3-month follow-up
date) and the HIV Risk Behavior Scale.15 We
administered a shortened version of the Sexual
Behavior Inventory used in the original
REMAS study to participants meeting eligibility
criteria.2 We administered the inventory in an
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audio computer-assisted structured interview,
which we repeated 3 months after participants
attended the REMAS-CA sessions. The primary
outcome measure obtained from the inven-
tory was the number of unprotected vaginal and
anal intercourse occasions in the past 90 days.
Secondary measures were number of sexual
partners in the past 90 days (both regular and
casual partners), percentage of condom use in
the past 90 days and during the most recent
sexual event, and sexual intercourse under the
influence of drugs or alcohol in the past 90 days
and during the most recent sexual event. In
addition, we administered the Condom Use
Scale from CTN0018,16 and the Condom Bar-
riers Scale17 to assess condom use skills and
attitudes toward condoms.

Counselors in the CTP chosen to be the
REMAS-CA interventionists attended a central-
ized 2-day training session (conducted by
D. A. C. and M. A. H.-M., who also led the in-
terventionist training in the original REMAS
study). We used the same counselor certification
processes as in the original REMAS study,2 except
that certification sessions could be completed
upon return to the home clinics. Counselors
submitted audio recordings of 1 full session of
REMAS-CA and 2 additional modules, which
we reviewed for competency according to
a standardized rating scale.

Pilot Study

The 5 intervention sessions each ran 90
minutes and took place approximately twice
per week over 2 to 3 weeks. All groups were
audiotaped, and we followed the fidelity-
monitoring procedures from the original study
to ensure that counselors delivered the inter-
vention as intended. We rated 20% of the
intervention sessions. On the summary rating
of overall session fidelity and competence, all
sessions received at least a minimum compe-
tency rating established a priori of 3 (adequate)
on a 1 to 5 scale. We conducted monthly
counselor supervision conference calls with all
sites.

Our analyses first calculated effect sizes
for change from baseline to 3 months for
REMAS-CA participants. Effect sizes were
changes in proportions for dichotomous out-
comes and Cohen’s d for continuous outcomes.
We then compared ethnic minority partici-
pants from the REMAS-CA and REMAS

studies. Regression analysis predicted each
follow-up outcome by study (REMAS = 1 vs
REMAS-CA = 0), with control for baseline
scores on the outcome. We used linear and
logistic regressions for continuous and di-
chotomous outcomes, respectively. Poisson re-
gression adjusted for overdispersion showed
good fit to count outcomes, and we therefore
applied it in those cases.

Focus Groups

We invited the final cohort at each site to
participate in a focus group approximately 2
weeks after completing REMAS-CA, conducted
by D. A. C. and either A. K. B. or M. A. H.-M., to
elicit feedback about the program. Our ap-
proach to conducting the groups was collabo-
rative action research, as described by Miles
and Huberman,18 in which researchers and
participants work closely together to change
the social environment, in this case the
REMAS-CA intervention. Open-ended ques-
tions focused on both the total REMAS-CA
package and specific modules. Questions
included

1. What did you like or not like about
REMAS-CA and its specific modules?

2. Which REMAS-CA modules were the most
relevant to your own personal situation or to
people whom you know well in treatment?

3. Which REMAS-CA modules did you find
hard to relate to your own personal situation
or to the situations of people whom you
know well in treatment?

4. What suggestions do you have for improv-
ing REMAS-CA, including module removal
or module revision?

5. What is missing from REMAS-CA?

Immediately after each focus group, the
moderators completed a contact summary
sheet and reviewed their notes with the rest of
the investigative team. We audiotaped all focus
groups and reviewed the tapes; we then con-
structed a list of strengths and concerns
expressed in the groups about REMAS-CA.

RESULTS

Figure 1 illustrates sample eligibility and
retention. Of the 113 men screened, 100 met
eligibility requirements. Of these, 66 attended

1 or more sessions and completed both base-
line and follow-up assessments; we conducted
our main analyses on these participants. Of the
remaining 34, 5 did not complete baseline
questionnaires, 18 did not attend any sessions,
and 11 attended sessions but did not complete
a follow-up assessment. The 66 men in the
analysis sample were older (mean = 41.1
years; SD = 11.8) than the 34 excluded men
(mean = 36.3; SD = 12.9; t= 1.88; df= 98;
P= .06). They were also more likely to have
had anal or vaginal intercourse with any
partner type (93.7% vs 79.3%; v2 = 4.2;
df = 1; P= .04). With casual partners, they
reported many more occasions of sexual in-
tercourse (mean = 6.1 and 1.5, SD = 12.1
and 2.7, respectively; t= 2.87; df= 75;
P < .01) and of unprotected sexual inter-
course (mean = 3.3 and 0.4, SD = 9.8 and
1.4, respectively; t = 2.25; df = 67; P < .01).
We found no differences between those
included and excluded in the analyses
on other demographic characteristics (educa-
tion, race/ethnicity), methadone versus
nonmethadone site, other sexual behavior
outcomes, or condom skills and barriers
outcomes.

Table 1 shows descriptive information for
participants in the original REMAS study and in
REMAS-CA. Participants in both samples had
a mean age of 41.1 years, with wide variability
(range = 18---60 years and 18---64 years for
REMAS-CA and REMAS, respectively). The
majority in both samples had a high school
education or less. Only a small number in the
REMAS-CA sample were non-Hispanic Whites
(n = 12; 18.2%).

Comparison of Minority Men in 2 Studies

A larger percentage of minority REMAS-CA
than minority REMAS participants completed
3 or more sessions (87.0% vs 75.2%). This
difference in proportions was nonsignificant
(v2 = 2.24; df = 1; P= .13), with a relatively
small effect size midway between small and
medium (odds ratio = 2.10). Table 2 shows
outcome scores for minority men from the
REMAS and REMAS-CA studies. Effect sizes
for sexual and protective behaviors suggested
that REMAS participants were more likely
than REMAS-CA participants to have any
sexual intercourse with casual and regular
partners at follow-up. However, they had
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fewer occasions of regular-partner sexual in-
tercourse and more occasions of casual-
partner intercourse. Unprotected intercourse
occasions followed a similar pattern: REMAS

participants had less unprotected intercourse
with regular partners but more with casual
partners. The largest difference in sexual be-
havior between studies was in casual-partner

condom use: REMAS-CA participants had de-
creased likelihood of having casual-partner
intercourse and greater likelihood of condom
use when they did.

Also shown in Table 2 are results for
condom use skills and barriers. We observed
statistically significant improvements (P< .05)
for each of these outcomes when we combined
the data from the REMAS-CA and REMAS
studies (not shown), except for the partner
barriers scale (P= .07). However, whether the
participants in the 2 studies differed from each
other in the amount of change varied by out-
come. For male and female condom skills,
change was smaller among REMAS-CA than
REMAS participants (Table 2). This was partly
attributable to the REMAS participants having
lower scores at baseline but higher scores at
follow-up. For male condoms, the difference
was small (Cohen’s d= 0.22). Generally
speaking, we observed no appreciable differ-
ences between study samples on the Condom
Barriers Scale. The largest (although nonsig-
nificant) between-study difference was in that
scale’s effects on the sexual experience scale,
with REMAS participants showing less change
(B = –0.12).

Focus Group Themes

Table 3 shows a summary of participant
likes, dislikes, and suggested changes expressed
during the postintervention focus groups. In
general, participants expressed many positive
and few negative opinions about REMAS-CA.
Likes focused on obtaining new information
and skills, experiencing camaraderie and com-
fort in the groups, and acquiring understanding
of the effect on adult behavior of upbringing
and personal experiences within a cultural
context.

Dislikes included unfamiliar language at
times, dated movie clips, and limited discussion
when attendance was low. Participants said
REMAS-CA could be improved with greater
focus on how to discuss enhancing sexual
intercourse with a partner, how to deal with
sexual dysfunction, and women’s perspectives
on sexual issues.

DISCUSSION

REMAS, an HIV risk reduction intervention
with demonstrated efficacy, does not address

Screened
n = 113

Eligible
n = 100

Ineligible
n = 13

Completed baseline
n = 95

Attended ≥ 1
session
n = 77

Completed follow-up
n = 66

Did not complete
baseline

n = 5

Did not attend any
sessions

n = 18

Completed follow-up
n = 7

Did not complete
follow-up

n = 11

Did not complete
follow-up

n = 11

FIGURE 1—Participant flow chart for Real Men Are Safe–Culturally Adapted trial.

TABLE 1—Participant Characteristics: Real Men Are Safe–Culturally Adapted,

April 2010—June 2011

Characteristic REMAS-CA (n = 66), Mean 6SD or No. (%) REMAS (n = 136), Mean (SD) or No. (%)

Age, y 41.1 611.8 41.1 611.1

Education

< high school graduate 28 (42.4) 31 (22.8)

High school graduate 24 (36.4) 74 (54.4)

Some college 12 (18.2) 24 (17.6)

‡ bachelor’s degree 2 (3.0) 7 (5.1)

Race/ethnicity

Hispanic White 18 (27.3) 20 (14.7)

African American 28 (42.4) 38 (27.9)

Non-Hispanic, other or biracial 5 (7.6) 5 (3.7)

Hispanic, other or biracial 3 (4.5) 0 (0)

Non-Hispanic White 12 (18.2) 73 (53.7)

Site type

Methadone 33 (50) 88 (64.7)

Nonmethadone 33 (50) 48 (35.3)

Note. REMAS–CA = Real Men Are Safe–Culturally Adapted.
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cultural aspects of sexual behaviors and did
not reduce risky sexual behaviors in
African American as much as in White
substance-abusing men in a randomized clini-
cal trial in the CTN.6 We therefore assessed the
acceptability of and participants’ receptivity
to REMAS-CA and compared the effectiveness
in behavioral change among ethnic minorities
of REMAS and REMAS-CA.

Better minority attendance rates in
REMAS-CA than in REMAS suggest that
REMAS-CA may be more appealing to

minorities. REMAS-CA participants also indi-
cated that the additional cultural content in
REMAS-CA was appealing and led to useful
discussions concerning how culture and life
experiences influence adult sexual behavior.
The finding that REMAS-CA was appealing
across ethnic groups is especially important
because many HIV risk reduction programs
serve a diverse clientele and lack the resources
to target an intervention solely to 1 ethnic group.

Our second question was the extent to
which REMAS-CA would improve outcomes

for ethnic minority participants. As hypothe-
sized, ethnic minority REMAS-CA participants
reported more behavioral change with their
casual partners than did ethnic minority
REMAS participants. REMAS-CA participants
engaged in less sexual intercourse with casual
partners and used condoms more than did
minority REMAS participants during sexual
intercourse with casual partners. By contrast to
the ethnic minority response to REMAS, be-
havioral change among ethnic minority
REMAS-CA participants (i.e., fewer unprotected

TABLE 2—Change on Sexual Behavior and Cognitive Variables From Baseline to 3-Month Follow-Up Among Minority Participants

in Real Men Are Safe and Its Cultural Adaptation: April 2010—June 2011

REMAS-CA (n = 54) REMAS (n = 63) Change in REMAS vs REMAS-CA

Baseline, % (No.) or

Mean 6SD

Follow-Up, No. (%) or

Mean 6SD

Baseline, No. (%) or

Mean 6SD

Follow-Up, No. (%) or

Mean 6SD

OR or RRa (95% CI), Difference

in %, or B P

Had anal/vaginal sexual intercourse

Regular and casual partners 96 83 97 94 2.77 (0.65, 11.80) .17

Regular partners 72 61 71 75 2.28 (0.87, 5.96) .09

Casual partners 40 27 41 43 1.98 (0.86, 4.59) .11

Ever used condomsb

Regular and casual partners 47 (45) 54 (41) 37 (55) 35 (49) –9

Regular partners 38 (37) 40 (33) 27 (41) 24 (38) –5

Casual partners 61 (18) 77 (13) 52 (23) 42 (24) –26

High (80%) condom usec 28 (18) 69 (13) 18 (23) 25 (24) –34

Sexual occasions, no.

All partners 27.3 633.7 18.4 628.1 24.0 627.6 16.5 623.4 1.06 (0.69, 1.63) .79

Regular partners 19.9 629.4 15.9 627.2 16.3 623.9 10.1 614.5 0.76 (0.48, 1.20) .23

Casual partners 5.9 611.8 1.9 64.2 7.8 618.9 6.4 619.7 2.95 (1.01, 9.17) .04

Casual partnersc 11.8 614.5 3.8 65.4 13.6 623.5 11.2 625.2 2.81 (0.81, 9.67) .07

Unprotected sexual occasions, no.

All partners 19.9 630.2 16.0 627.5 20.4 626.6 13.7 620.9 0.94 (0.59, 1.51) .81

Regular partners 15.2 625.3 14.4 626.0 15.0 623.9 8.9 613.8 0.64 (0.39, 1.07) .09

Casual partners 3.0 68.6 0.8 63.2 5.4 614.7 4.8 616.1 4.94 (1.06, 23.09) .02

Casual partnersc 6.2 611.6 1.6 64.4 9.4 618.6 8.4 620.7 4.56 (0.84, 24.73) .04

Condom use skills

Male condom 4.3 61.9 5.3 61.6 3.9 61.4 5.7 61.2 0.22 .01

Female condom 2.4 61.8 3.3 61.7 2.0 61.5 4.6 61.3 0.44 .001

Condom Barriers Scaled

Total 3.4 60.7 3.6 60.6 3.4 60.7 3.5 60.7 –0.05 .49

Partner barriers 3.5 60.9 3.6 60.9 3.4 61.0 3.6 61.0 –0.02 .79

Effects on sexual experience 2.9 60.9 3.3 60.8 3.1 60.9 3.2 60.9 –0.12 .13

Access/availability 4.0 60.8 4.0 60.6 4.0 60.7 4.2 60.6 0.11 .2

Motivational barriers 3.1 60.9 3.5 60.9 2.9 60.9 3.3 61.0 –0.09 .25

Note. CI = confidence interval; OR = odds ratio; REMAS–CA = Real Men Are Safe–Culturally Adapted; RR = relative risk.
aORs apply to the “Had anal/vaginal sexual intercourse” categories, and RRs apply to the sexual occasions categories.
bAmong sexually active participants.
cAmong participants who reported sexual intercourse with casual partners at baseline or follow-up; REMAS-CA, n = 25; and REMAS, n = 36.
dHigher scores = fewer perceived barriers.
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intercourse occasions) was similar to the be-
havioral change observed in White REMAS
participants in the CTN evaluation of REMAS.2

An important strength of REMAS-CA is
that it was designed to be appropriate for any
ethnic or cultural group. Instead of targeting
a specific cultural group, the modules encour-
age all men to consider the influence of their
own cultural background on sexual decision-
making. An intervention such as REMAS-CA
should be more feasible for clinics to imple-
ment because it defines culture broadly and
thus can be used with men from all back-
grounds. This could be an economical work-
around to the problem of lacking resources to
target interventions to specific ethnic groups.
Moreover, the comments of the focus group
participants supported this approach. They not
only noted the similarities across ethnic groups,
but also reported that listening to men from
different cultural groups discuss the role of
cultural factors in their decision-making in-
creased their insight about their own lives.
Although REMAS-CA was developed with

African American and Hispanic men in mind,
pilot test results showed that the cultural adap-
tation in fact produced an intervention that
was culturally sensitive to—and thus flexible
enough for—all men.

Several theoretical perspectives on reducing
health disparities offer potential explanations
for the differential effectiveness we observed,
such as Wyatt’s sexual health model19 and
DePue et al.’s cultural translation framework.20

Both perspectives suggest that adapting generic
interventions to incorporate historical and social
contextual factors related to sexual behaviors
and including strategies to take advantage of
key culture-bound protective factors may en-
hance intervention effectiveness among ethnic
minorities. Moreover, the health disparities
literature has proposed that a cultural adaptation
of an intervention may be warranted when
evidence suggests that the generic intervention
has limited effectiveness with a target group.21

Our findings advance our theoretical perspec-
tives about reducing risky sexual behaviors.
They support Wyatt’s proposition that

attending to the role of cultural factors in sexual
decision-making will improve intervention ef-
fectiveness.19 Our findings also support rec-
ommendations by DePue et al. to translate
generic interventions to fit the social context of
the target group.20

Limitations

Although we conducted our study in a vari-
ety of settings and had few exclusion criteria,
the limits on generalizability of the findings
arising from participant factors such as self-
referral to the study, age, type of substance
abused, psychiatric and substance abuse di-
agnosis, and sexual history have not been
explored. The counselors who participated in
the program received 16 hours of special
training in REMAS-CA, monthly consultative
conference calls, and feedback on performance
via intermittent review of audiotapes. It is not
clear whether similar results would be obtained
after less intensive training.

Accuracy is also a challenge in any study
relying on self-report. We administered the

TABLE 3—Feedback From Postintervention Focus Groups: Real Men Are Safe–Culturally Adapted, April 2010—June 2011

Positive and Negative Aspects of REMAS-CA Feedback

Participant likes Getting basic information about STI statistics and safe sex options; some specifically liked myth cards exercise

Camaraderie of all-men’s group

Condom practice and female condom information

Group became a safe place to talk about sensitive issues

Able to get in touch with positive values from childhood years

Surprised at how similar values were across cultures/ethnicity

TALK tools (communication skills) helpful, but take practice

Started to think more about own sexual risk taking

Focus on sexual intercourse under the influence led to positive discussions about risk triggers and ways to

enhance intercourse without drugs

Participant dislikesa Unfamiliar language sometimes used

Movie clips outdated or did not add much to discussion (although some felt they were a good tool for exploring

how they might behave in a similar situation)

Some sessions had £ 3 attendees and quality of discussion suffered
Participant suggestions for improvement Provide TALK tool reminder cards to take home

Teach skills to increase comfort when talking with partners about safe sex and subsequent behaviors

Teach how to make sexual intercourse better when dealing with sexual dysfunction without drugs

Provide information on Viagra and natural remedies for sexual dysfunction

Include more on women’s perspective about sexual issues; consider having a woman cotherapist or having women

patients attend some groups (other participants disagreed, because presence of women would change what

people might be willing to say/discuss in a group)

Note. REMAS–CA = Real Men Are Safe–Culturally Adapted; STI = sexually transmitted disease; TALK = Tell my partner “I hear you,” Assert what I want in a positive way, List my reasons for wanting to
be safe, Know our alternatives and my bottom line.
aOr aspects felt to be not very helpful.
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Sexual Behavior Inventory by the audio
computer-assisted self-interviewing method.
Respondents have been shown to disclose
more regarding participation in high-risk be-
haviors with this method than with in-person,
face-to-face interviews.22,23 This method
lessens the impact of possible social desirability
distortions in self-reports of risk behaviors.

The sample size in this pilot study did not
enable us to evaluate REMAS-CA efficacy as
rigorously as in a full-scale clinical trial. Nev-
ertheless, evaluating REMAS-CA in a smaller
study seemed an appropriate interim step to
ensure the intervention’s readiness for a larger
clinical trial. The promising results suggest that
such a trial is warranted.

Combining ethnic groups for the analyses
posed another potential limitation. Previous
research suggests that specific ethnocultural
and socioeconomic factors may result in
meaningful ethnic differences in risky sexual
behaviors across and even within racial/ethnic
groups.24 Nevertheless, we combined the ethnic
groups in this analysis not only because of the
sample size, but also because our aim is to
develop an effective intervention for clinics serv-
ing a diverse clientele rather than a specific group.

Future Directions

Both our data analysis and focus group
findings support REMAS-CA’s readiness for
a larger-scale clinical trial, which we plan to
conduct. Prior to initiating a larger trial we will
incorporate suggestions from focus group par-
ticipants for revisions to REMAS-CA. A larger
sample will enable us to examine several issues
that the pilot study could not feasibly address,
such as the efficacy of REMAS-CA for specific
ethnic groups, and mediators and moderators
of the response to REMAS-CA. In addition,
a larger clinical trial may yield a design capable
of increasing the accuracy of self-report with
state-of-the-art electronic equipment such as
smart phones to prompt participants to report
their sexual behaviors perhaps several times
a week instead of asking them to recall their
sexual behaviors over an extended period. j
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