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Abstract
Few community-based HIV interventions exist for Black men at heterosexual risk for HIV. None
focus on structural HIV risks such as unemployment and unstable housing. This study involved a
pilot evaluation of the MEN [Making Employment Needs] Count HIV intervention, a three
session peer counselor-delivered program of HIV risk reduction and gender equity counseling, and
employment and housing case management. A single-arm intervention trial of MEN Count was
conducted with Black men recruited from a community men’s clinic and social services program.
Eligible men were those who reported 2 or more sex partners in the past 6 months and current
unemployment and/or recent homelessness. Most participants (68%) had a history of
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incarceration. Participants (N=50) were surveyed on outcomes at baseline (Time 1), posttest (Time
2; 60–90 days after baseline), and 2 month follow-up (Time 3). The majority of participants were
retained in the program (86%) and the final follow-up survey (76%). McNemar tests revealed
significant reductions in past 30 day unprotected sex from Time 1 (74%) to Time 2 (47%) and to
Time 3 (47%), and in homelessness from Time 1 (58%) to Time 3 (32%). Significant increases in
employment from Time 1 (8%) to Time 2 (29%) and Time 3 (32%) were also seen. Participants
completed a brief participant satisfaction survey at posttest. Most (n=28, 65%) rated the program
as excellent, and an additional 10 (23%) rated it as good. Although there was no significant
reduction in multiple sex partners, a trend was observed from Time 1 (56%) to Times 2 (44%) and
3 (42%). Findings suggest that the MEN Count model is a feasible and promising HIV prevention
program for Black men at heterosexual risk for HIV. Larger scale implementation and more
rigorous evaluation of MEN Count are needed to confirm study findings.
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Introduction
Epidemiologic data indicate that one in 16 Black men in the US is likely to become HIV-
infected in his lifetime (Hall, An, Hutchinson, Sansom, 2008). Although most Black men in
the US are infected via sexual contact with a male partner, approximately 1 in 5 newly-
infected Black men acquired HIV via heterosexual contact (CDC, 2012a). However, there
remains a paucity of HIV interventions for Black men at heterosexual risk for HIV (CDC,
2009; Raj & Bowleg, 2012; Henny, Crepaz, Lyles, Marshall, Aupont, Jacobs et al., 2012;
Crosby, DiClemente, Charnigo, Snow, Troutman, 2009). To address this gap in the field, the
MEN (Making Employment Needs) Count HIV intervention was developed for Black men
in urban community clinic or social service (e.g., job placement) agency settings. This paper
presents findings from the MEN Count pilot evaluation study.

MEN Count was developed based on both the empirical literature and a theoretical
framework comprised of Social Cognitive Theory (SCT; Bandura 1977) and Theory of
Gender and Power (TGP; Connell 1987). SCT posits that HIV risk behaviors for
heterosexual Black men are affected by social cognitive factors, including peer norms
related to condom use and multiple sex partners, HIV risk perceptions, substance use and
depression as “triggers” of behavioral risk, and sexual risk reduction self-efficacy (e.g., Noar
& Morokoff, 2002; Raj, Reed, Decker, Rothman, Silverman, 2007; Raj, Reed, Santana,
Walley, Welles, Horsburgh, Flores, Silverman, 2009; Whitehead, 1997). To better account
for social-structural HIV risks, TGP (Connell 1987) was also included. TGP has been used
in multiple interventions with heterosexual Black females (see CDC, 2012b for review),
suggesting its importance for this male population.

TGP (Connell, 1987) posits three constructs affecting health behavior- 1. Sexual division of
labor (gender-based labor imbalances), 2. Sexual division of power (greater male control in
heterosexual couples), and 3. Structure of cathexis (traditional gender role ideologies).
Numerous studies with heterosexual Black men document associations between HIV sex
risk behaviors (non-use of condoms, multiple and concurrent sex partnering) and the latter
two constructs. Specifically, sex risk is associated with male partner violence perpetration
and male control over condoms or sexual decision-making [division of power], as well as
traditional gender role and relationship ideologies such as beliefs regarding male
hypersexuality, sexual jealousy, and acceptability and norms of partner violence [cathexis]
(e.g., Bowleg et al., 2011; Raj et al., 2007; Raj, Reed, Welles, Santana, Horsburgh,
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Silverman, 2008; Santana, Raj, Decker, LaMarche, Silverman, 2006). The division of labor
construct is predicated on an assumption of greater economic opportunity for males relative
to females (Connell, 1987). However, disproportionate risk for incarceration persists for
Black men, compromising their equal access to employment and housing. Thus, they may
not have greater economic autonomy than women and thus may choose to exert their
masculinity through other means such as violence or hypersexuality (Whitehead, 1997).
Research documents that the structural factors destabilizing these men’s economic
autonomy (i.e., history of incarceration, unemployment, homelessness) are linked to both
risky sex and partner violence perpetration (e.g., Adimora, Schoenbach, Martinson, 2006;
Adimora, Schoenbach, Doherty, 2006; Raj, Reed, Santana, Welles, Horsburgh, Flores,
Silverman, 2008; Lane, Rubinstein, Keefe, Levandowski, Freedman, Rosenthal, Cibula,
Czerwinski, 2004; Whitehead, 1997).

The SCT approach was integrated with application of TGP for MEN Count to address
traditional gendered risks of TGP (partner violence, masculinity norms) and to provide
support against structural TGP risks (unemployment, homelessness). [See Figure 1.] Prior
HIV intervention research with heterosexual men in South Africa (Jewkes, Nduna, Levin,
Jama, Dunkie, Puren, Duvvury, 2008) and Black heterosexual men in the US (Frye, Henny,
Bonner, Williams, Bond, Hoover, et al., 2012) documents the utility of a gendered
prevention approach, though neither of these evaluated programs included focus on
structural factors. Interventions to affect structural risks of housing and employment have
proved useful with Black men being released from prison (Wolitski, et al., 2006) though this
intervention did not included gendered risk considerations. MEN Count considers
behavioral, gender and structural HIV risks for use with Black heterosexual men. [See
Figure 1.] This study involves pilot testing of MEN Count in terms of its short-term impact
on risky sex and feasibility of implementation.

Methods
A single-armed intervention design was used to evaluate the MEN Count intervention, using
baseline, posttest and follow-up assessments over a 5 month timeframe. Participants were
recruited over 6 months in 2009–10 from an urban community health center (UCHC) in a
large northeastern city. This UCHC is known for its men’s health and social service program
operating in a community disproportionately affected by HIV, poverty and unemployment
(BPHC, 2010). Participants were recruited sequentially from primary care waiting rooms by
project staff. Recruitment hours and days varied to reduce biases in recruitment. Those
indicating interest met with research staff for private eligibility screening. Eligibility criteria
were adult age (18 years or older), reporting 2+ female sex partners and any unprotected
vaginal sex in the past 6 months, and reporting no full time employment or any days
homeless in the past 6 months. Eighty-five men were screened for participation; 68 were
eligible, and 50 agreed to participate.

Consent and Study Procedure
Informed consent was obtained from those eligible and willing to participate. For those
agreeing to the STI/HIV testing as part of the study, a Health Insurance Portability and
Accountability Act of 1996 (HIPAA) authorization was obtained to allow for medical record
review. A federal Certificate of Confidentiality was also obtained, as illicit activities were
assessed on the survey.

Following acquisition of informed consent and HIPAA authorization, HIV/STI (Chlamydia,
gonorrhea and syphilis) testing was conducted by UCHC staff, and survey assessments were
conducted by the research team. [NOTE: For those tested and found to be STI+, notification
and treatment was conducted in accordance with UCHC clinic protocols. No one was found
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to be HIV+ in this study.] The computerized survey was conducted in a private room and
assessed demographics, sex risk behaviors, and theory-generated predictors of sex risk (see
Figure 1). Participants were provided with a $25 gift card incentive payment for their
baseline survey participation and escorted to the MEN Count Peer Counselor to schedule
their first intervention session.

Following completion of the intervention, 2–2.5 months after baseline assessment, a posttest
computerized survey was conducted on all study outcomes. At posttest, participants were
also asked to complete a brief survey on their perceptions of the MEN Count intervention;
this served as the participant satisfaction survey. They were again given a $25 gift card
incentive payment for survey participation. Of the 50 participants, 34 (68%) were retained
for posttest.

Two months following posttest (4–5 months post-baseline), participants were again asked to
participate in a computerized survey which used the same items as those used in posttest,
and HIV/STI testing was again conducted if HIPPA was obtained. Finally, a brief open-
ended interview was conducted by research staff for feedback on how they felt the
intervention affected their housing, employment, and sexual relationships with women.
Participants not retained at posttest were also asked to complete the participant satisfaction
survey at final follow-up survey. For this final assessment, they received a $35 gift card
incentive payment. Of the 50 participants, 38 (76%) were retained for the 2 month follow-up
assessment; 29 participants provided data for posttest and follow-up.

All data were labeled by a unique identifier to link participant data across assessment times
and to HIV/STI tests without use of names. These procedures were approved by the
institutional review board of Boston University Medical Campus.

The MEN Count Model
MEN Count integrates a) HIV risk reduction and gender-equity counseling, inclusive of
considerations of how gender inequities and masculinity ideologies impede sexual risk
reduction practices, with b) employment and housing case management, to promote HIV
risk reduction behaviors among Black men at heterosexual risk for HIV. The program was
delivered by a trained Peer Counselor via 3 60 minute sessions, with 1–2 brief (10 minute)
check-in meetings between the sessions, over a 60–90 day timeframe. HIV risk behavior
assessments were conducted with participants at each session (10–20 minutes), but with
consideration of healthy relationship dynamics and stability of life context. To provide
greater focus on gendered risks for HIV, sessions 2 and 3 also included a 10–15 minute
discussion of the nature of participants’ relationships with women with regard to trust and
respect. Emphasis was placed on the importance of respecting a sex partner as you want to
be respected, emotionally, physically and sexually. Strategies for averting physical and
sexual violence were noted (e.g., walking away, confirming sexual consent). Each session
also included a 15–20 minute assessment of the participant’s current housing and
employment situations. Case managers processed with participants the pros and cons of
these situations and supported them in problem solving solutions for stabilizing their
existing situation (e.g., not walking away from a safe job or housing situation) or to identify
a better situation. Action plans developed by participants at the end of each session focused
on action steps for procuring or maintaining stable housing and employment, and healthy
sexual relationships. Men seeking employment were linked to services to develop and refine
resumes and develop interview skills. All men completing the program were offered a letter
that documented their responsible participation and completion of the MEN Count
intervention, for use with employers, landlords and the criminal justice system. [See Table 1
for details.]
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Survey Measures
Single item measures were used to assess age, income, education, employment, housing and
relationship/family characteristics. Items on participants’ past 30 day binge alcohol use (5 or
more drinks in a day), marijuana use, and cocaine use were used to assess substance use.
Violence items included yes/no assessments of childhood victimization, witnessing violent
crime in the community, and partner violence perpetration. History of incarceration was
assessed using ever and past year items. To create the unprotected sex with a woman
outcome measure, number of unprotected anal of vaginal sex episodes with a woman in the
past 30 days was calculated and dichotomized as any versus no unprotected sex. Those
reporting more than one sex partner in the past 30 days were defined as having multiple
female sex partners. HIV/STI results were obtained from participant medical records, for
those agreeing.

Process Evaluation and Quality Assurance Component
To ensure high quality implementation of program and adherence to curriculum, the Peer
Counselor maintained case notes on points discussed, action plans created, and referrals
provided for each client session. These were monitored and weekly meetings were
conducted with the Peer Counselor to review cases. Attendance records were maintained by
the Peer Counselor. A brief participant satisfaction survey was conducted which included
four open-ended questions were conducted by research staff to assess participants’
perceptions of changes in key outcomes (safer sex, employment, housing and relationships
with women) as a consequence of the program. Triangulation of quantitative outcome
findings with these qualitative outcome data helped validate observed intervention effects.

Data Analysis
Quantitative outcome data were analyzed via McNemar tests to determine whether changes
in outcome variables were significant from Time 1 to Time 2 and from Time 1 to Time 3.
Significance was set at p<.05. Attrition analyses were also conducted to determine if there
were significant differences between participants who were retained or not retained in the
study on study outcomes and age. No differences were identified. All quantitative analyses
were conducted using SPSS version 19.0. Open-ended responses from the perceptions data
were analyzed qualitatively by listing quoted responses by question. Two coders
independently reviewed quotes by question to determine themes; themes identified focused
on intervention effects on HIV risk, employment, homelessness, and relationships with
women. Example quotes were selected by coders to reflect identified themes.

Results
Demographic Profile

Participants were aged 18–54 years. Few reported employment or housing (n=4, 8%,
respectively). [See Table 2.] Half of the men (n=25, 50%) had at least one child under age
18 years. Only 5 of these resided with this child, though 18 reported contributing financially
to their support. Most participants (n=33, 66%) reported current involvement in a steady
relationship with a female partner.

Substance Use, Incarceration, Sex Risk and STI
Almost half of participants reported binge alcohol use (5+ drinks in one day) (n=21; 42%)
and marijuana use (n=23, 46%), in the past 30 days. More than half (n=34, 68%) had a
history of incarceration. Half (n=28, 56%) reported two or more partners in the past 30 days.
Most (n= 37, 74%) reported unprotected sex in this same timeframe. Of the 32 men tested
for STI at baseline, 4 (13%) were positive.
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Pilot Evaluation Findings
Unprotected sex significantly decreased from Time 1 to Time 2 (p=.02) and from Time 1 to
Time 3 (p=.04). [See Table 3.] Reports of multiple sex partnering did not significantly
reduce over time, though a trend of reduction was observed. Employment significantly
increased from Time 1 to Time 2 (p=.01) and from Time 1 to Time 3 (p=.01). Homelessness
did not significantly decrease from Time 1 to Time 2, but did from Time 1 to Time 3 (p=.
04). Corresponding with these quantitative findings, in the brief open-ended items on these
issues at post-test, participants described how MEN Count helped them to consider their sex
risk more carefully and helped them to procure or maintain stable employment and housing.
[See quotes in Table 3.] Quantitative analysis of reductions in partner violence were not able
to be conducted due to the small number of men reporting past 30 day partner violence at
baseline (n=5). However, in open-ended responses, participants did describe how the
program heightened their consideration of their female partners and provided tools for them
to avoid relationship violence.

Program Retention and Participant Satisfaction
All 50 study participants completed Session 1; 38 participated in Session 2, and 42 were
retained for Session 3. Review of case notes across participants revealed good adherence to
curriculum in sessions. Of those providing participant satisfaction data (n=43), the majority
(n=28, 65%) rated the program as excellent. An additional 10 (23%) rated it as good. (See
Table 4.)

Discussion
Findings from the current study suggest the potential effectiveness of this community-based
MEN Count model in addressing behavioral and structural risks for HIV among Black
heterosexual men. Further, study findings document good response to and retention in this
multisession 2–3 month program without incentives for program participation. Consistent
with previous effective HIV interventions for Black men, this intervention involved linkage
to medical services, male program staff, and shorter-term follow-up periods (Henny et al.,
2012). Building upon previous work, this study documents the utility of including a
combination of behavioral, gender equity and structural risks for HIV prevention with Black
men, in accordance with an SCT-TGP framework. While the study was too small to test
whether observed effects of the intervention were attributable to changes in SCT and TGP
constructs, intervention content related to these constructs did appear to be meaningful to
men’s perceptions of their HIV risk. Overall, these findings indicate that the MEN Count
model can support the President’s National HIV/AIDS strategy which prioritizes
community-based HIV prevention (the White House, 2010).

Significant increases in housing and employment as a consequence of MEN Count
participation were a goal but nonetheless were surprising in a very difficult economic
environment- 2009/10 a period with rapidly increasing unemployment rates. The Peer
Counselor’s provision of social support and linkage to job opportunities appeared to assist
men in retaining existing if not optimal housing and employment, as well as in attempting to
acquire new housing and employment. Such attempts appear to have been more successful
for employment than housing. Subsidized housing programs prioritize women with children.
Fathers not residing with their minor-aged children have low likelihood of procuring their
own subsidized housing, especially if they had a history of incarceration (Johnson, 2010).
These findings indicate that, while structural interventions such as housing placement may
be useful to support HIV prevention among Black men (Blankenship, Friedman, Dworkin,
Mantell, 2006), they are unlikely to occur unless policies inhibiting Black men’s access to
such opportunities change. Greater support for stabilization of men’s housing, as done in
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MEN Count, may be required but in the absence of policy change may be limited in utility.
Nonetheless, we would recommend retaining the approach, as supportive retention of
dependent housing did appear to reduce number of homeless days for participants.
Additionally, participants viewed the program as centered on HIV, possibly because of the
clinical setting and limited support for housing or employment in the clinical context. The
intervention may be better-suited for placement in a community program focused on
employment or job training for men, and HIV counseling and testing could then be included
in MEN Count as part of the community-based program. This approach would be in line
with President’s National HIV/AIDS strategy which encourages placement of HIV testing in
non-traditional community settings (the White House, 2010).

Study limitations include lack of a control condition, which could result in observed findings
being attributable to factors other than the MEN Count program (e.g., testing effects).
However, qualitative data support quantitative findings attributing observed changes to
program involvement, though qualitative data were limited in scope. Fourteen percent loss
of study participants at final follow-up may have resulted in a bias toward retaining
individuals most amenable to change. However, 43/50 participants (86%) were able to be
reached for assessment over our two survey time points. The sample size was small and
likely limited in generalizability. Small sample size prohibited our ability to conduct dose
analyses or analyses inclusive of all three assessment time points simultaneously. Outcomes
are solely based on self-report, and are thus subject to social desirability and recall biases.
Lack of audiotaping of qualitative interviews and counseling sessions impeded gathering of
quotes and real time quality assurance of program delivery. Audiotaping was not possible as
it is viewed as invasive in this population. Further research is needed to test MEN Count
with a larger sample and more rigorous evaluation. Nonetheless, given the paucity of
community-based interventions for Black men at heterosexual risk for HIV, MEN Count
offers a promising approach to help address the generalized epidemic of HIV in urban Black
communities in the US.
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Figure 1. Application of Social Cognitive Theory (SCT) and Theory of Gender and Power (TGP)
to Understand Black Heterosexual Men’s Risk for HIV
*Dashed Line around box indicates factors targeted by MEN Count Intervention
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