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Abstract

Objectives: Human immunodeficiency virus (HIV) rates in the southeast United States are high 

and substance use is common among people living with HIV (PLWH). This study used baseline 

data from the weCare intervention study to examine factors associated with the use of alcohol, 

tobacco, and marijuana among racially and ethnically diverse young gay, bisexual, and other men 

who have sex with men (GBMSM) and transgender women in the southeast who were newly 

diagnosed as having HIV, not linked to care, out of care, and/or not virally suppressed.

Methods: Self-reported data were collected from 196 GBMSM and transgender women 

living with HIV via Audio Computer-Assisted Self-Interview at enrollment. Measures assessed 

demographics; stigma; social support; basic and clinical service needs; HIV disclosure; social 

media use; and recent use of alcohol, tobacco, and marijuana. Logistic regression identified 

correlates of past 30-day substance use.

Results: In multivariable analysis, increased age and needing basic support services were 

associated with past 30-day tobacco, cigarette, electronic cigarette, and/or hookah use. Increased 

HIV-related stigma and needing basic support services were associated with past 30-day marijuana 

use. Being White and needing clinical support services were associated with infrequent or no past 

30-day marijuana use.

Conclusions: HIV-related stigma and needing basic support services were associated with 

substance use among GBMSM and transgender women living with HIV in the southeastern United 

States. Routine screening for basic needs could identify GBMSM and transgender women living 

with HIV at risk for substance use and offer insight into intervention leverage points.
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Racial/ethnic, sexual, and gender minority people living with human immunodeficiency 

virus (HIV) (PLWH) experience high rates of substance use, including the use of 

alcohol, tobacco, and marijuana.1–8 Substance use among PLWH is associated with 

health-compromising behaviors and negative HIV-related health outcomes, including 

lower engagement in HIV care, lower adherence to antiretroviral therapy, higher rates 

of immunosuppression, increased participation in sexual risk behaviors, higher rates of 

morbidity and mortality, and increased burdens on healthcare systems.9–12

Alcohol use can be particularly deleterious for PLWH. Regular alcohol use can weaken the 

immune system, contribute to higher viral loads, damage the liver, increase cholesterol 

levels, and lead to sexual risk behaviors.13–15 Similarly, tobacco and marijuana use 

(including through electronic cigarettes [e-cigarettes] and hookahs) carry significant health 

risks that contribute to increased risk for cancers, cardiovascular disease, acute and chronic 

lung diseases, and mental health disorders.16–19

Although there are well-established relations between substance use and HIV, there is 

limited research describing correlates and patterns of substance use among young gay, 

bisexual, and other men who have sex with men (GBMSM) or transgender women living 

with HIV in the southeastern United States. This region is the epicenter of the US HIV 

epidemic, having the highest incidence of HIV in the nation.20 Racial/ethnic, sexual, and 

gender minorities within the region are disproportionately represented in terms of both 

incidence and prevalence of HIV.5,21–23 Because HIV incidence and prevalence in the 

Southeast are high and substance use is common among PLWH, it is important to identify 

factors associated with substance use within this population to develop context-specific 

prevention strategies.

The existing literature supports a strong association between stigma and social support 

and HIV care engagement and health outcomes.24–28 Specifically, stigma is a barrier to 

antiretroviral therapy adherence and clinic attendance, both of which predict mortality for 

PLWH.29 HIV-related stigma is particularly profound in the Southeast.30 Because the South 

represents nearly half of the nonmetropolitan population of the United States, the region 

faces known challenges associated with rural settings, including a relative lack of political, 

religious, social, economic, and cultural diversity and support that are found in larger urban 

settings.31,32 Social support, including emotional, informational, and tangible support from 

family and friends or in the form of services from organizations, increases health-related 

quality of life and health outcomes among PLWH, but the role of social support is less clear 

within the context of substance use.33,34 Social media is a prevalent tool for building social 

support, and self-disclosure of personal information fosters deeper connection, even when 

done in a virtual space.35 More research is needed to understand how stigma and social 

support may affect substance use among GBMSM and transgender women living with HIV, 

especially in the Southeast, and how social media may mediate these relationships.

Accordingly, we examined the associations between participants’ self-reported 

demographics, stigma, social support, basic and clinical service needs, HIV disclosure, and 

social media use with recent use of alcohol, tobacco, and marijuana among racially and 
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ethnically diverse young GBMSM and transgender women in the Southeast who were newly 

diagnosed as having HIV, not linked to care, out of care, and/or not virally suppressed.

Methods

Study Design

We analyzed baseline data from participants in the weCare intervention study, which 

was part of a social media intervention initiative of the Health Resources and Services 

Administration, AIDS Bureau, Special Projects of National Significance designed to 

increase HIV care engagement among young GBMSM and transgender women living with 

HIV. Ten project sites across the United States used a variety of mHealth, social media, and 

other mobile technology strategies designed specifically for youth and young adults living 

with HIV.36 Our weCare intervention harnessed commonly used social media platforms, 

including Facebook, texting, and GPS-based mobile applications, to provide targeted, 

tailored, and personalized messaging to participants to increase HIV care engagement.37,38

To be eligible to participate in the weCare intervention study, potential participants self-

identified during the screening process as men or transgender individuals living with HIV 

who were newly diagnosed (ie, tested positive for HIV for the first time within the past 12 

months), not linked to care (ie, aware of their HIV status but had never attended an HIV 

medical visit), out of care or not fully retained in care (ie, had been diagnosed as having 

HIV for >12 months, but had a gap in attending HIV medical visits of >6 months within 

the past 24 months), and/or not virally suppressed (ie, had a viral load ≥200 copies per 

milliliter at last laboratory test). Additional eligibility criteria included being 16 to 34 years 

old, reporting sex with men, and having the ability to provide informed consent or assent. 

The study methodology has been published, and weCare has recently been added to the 

Centers for Disease Control and Prevention’s Compendium of Evidence-Based Interventions 
and Best Practices for HIV Prevention.8–41 Human protection oversight and approval were 

provided by the Wake Forest School of Medicine institutional review board.

Data Collection

We recruited participants by distributing study information (eg, posters, flyers, brochures) 

at HIV care clinics, HIV testing sites, health departments, acquired immunodeficiency 

syndrome service organizations, gay bars and clubs, community colleges, small businesses, 

and community events (eg, Pride events); through the use of mass media (eg, newspaper) 

and social media; and by word of mouth, in which study participants invited friends and 

acquaintances to participate. Enrollment, including consent procedures, and data collection 

occurred one to one in private, convenient, and safe locations within each participant’s HIV 

care clinic or in the community, such as parking lots, fast food restaurants, and inside or 

outside participants’ homes.

We collected baseline self-reported data from all weCare study participants using Audio 

Computer-Assisted Self-Interview software between September 2016 and May 2018. Data 

collection was in either English or Spanish, depending on the language preferences of the 
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participant, and took approximately 45 minutes per participant. Each participant received a 

$15 incentive for completing the assessment.

Measures

The assessment included items to measure demographics, stigma, social support, basic 

and clinical service needs, HIV disclosure, social media use, and recent use of alcohol, 

tobacco, and marijuana. All of the items had been validated in previous research with adult 

English-speaking and Spanish-speaking populations in the United States.36 Demographic 

characteristics assessed included age, gender identity, race/ethnicity, educational attainment, 

and employment status.

HIV-related stigma was measured using an abbreviated version of the HIV Stigma Scale, 

consisting of 10 four-point Likert-scale items that used all of the subscales (personalized 

stigma, disclosure concerns, negative self-image, and concern with public attitudes about 

PLWH); response options ranged from “strongly disagree” (1) to “strongly agree” (4).36,42 

The HIV-related stigma score was calculated by summing all of the items, with higher scores 

equating to higher levels of HIV stigma (α = 0.84).

Social support was assessed using 2 items (“I can get friends to help me with the things 

I need” and “I can get emotional support from friends and family”) with 10-point scale 

response items ranging from “not confident at all” (0) to “very confident” (10). The social 

support score was created by summing the two items, with higher scores equating to higher 

levels of social support.

Support services needed were assessed by asking, “In the past 6 months, have you 

needed any of the following support services?” Response options included: “food,” 

“clothing,” “toiletries and hygiene products,” “transportation,” “employment services,” 

“case management,” “mental health counseling or treatment,” “substance use counseling 

or drug treatment,” “healthcare insurance counseling,” “healthcare service navigation,” 

and “hormone therapy.” A basic support services score was calculated by summing five 

response options: “food,” “clothing,” “toiletries and hygiene products,” “transportation,” and 

“employment services.” A clinical support services score was calculated by summing six 

response options: “case management,” “mental health counseling or treatment,” “substance 

use counseling or drug treatment,” “healthcare insurance counseling,” “healthcare service 

navigation,” and “hormone therapy.” Responses were coded as needing basic and clinical 

services, basic services only, clinical services only, or no services. Higher scores illustrate 

higher needs.

HIV disclosure was assessed by asking, “Who have you told that you have HIV?” Response 

options were “no one,” “main partner or spouse,” “one or more other sex partners,” “one 

or more family members,” “one or more friends,” “healthcare providers,” “coach, teacher, 

pastor, rabbi, or clergy,” “clinic staff,” and “other.” Participants were asked to specify 

whether they selected “other.” Participant responses were dichotomized as disclosure to 

anyone and no disclosure.
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We assessed social media use for social and sexual networking by asking, “Do you use 

any of the following social media or sexual or social networking sites or apps?” Response 

options were A4ARadar, Badoo, Facebook, Grindr, Instagram, Jack’d, Plenty of Fish, 

Scruff, Snapchat, Twitter, Tumblr, and other. Participants were asked to specify if they 

selected “other.” Participant responses were dichotomized as use of social media for social 

and/or sexual networking and no use.

Substance use was assessed by asking how often the participant had used each of the 

following substances during the past 30 days: alcohol, tobacco, cigarettes, e-cigarettes, 

hookah, and marijuana (not prescribed). Use of each substance was dichotomized into past 

30-day use (“several times a month,” “once a week,” “several times a week,” “once a day,” 

and “more than once a day”) and infrequent or no past 30-day use (“once a month or less,” 

“zero times,” or “never use”).

Statistical Analysis

Descriptive statistics on selected demographic characteristics, HIV-related stigma, social 

support, basic and clinical support services needed, HIV disclosure, social media use for 

social and sexual networking, and substance use were calculated. Logistic regression was 

used to identify correlates associated with past 30-day substance use. Bivariate models 

were generated for each correlate and substance use outcome. Multivariable models were 

generated, including the correlates that were associated at P ≤ 0.25 in the bivariate models, 

with the outcomes according to standard model building strategies.43 Unadjusted and 

adjusted odds ratios (AORs) and 95% confidence intervals (CIs) are presented. Modeling 

was performed using the LOGISTIC procedure in SAS version 9.4 (SAS Institute, Cary, 

NC).

Results

Of the participants who completed the baseline survey (N = 198), 2 participants had missing 

data on selected characteristics and/or substance use outcomes. The results reported here are 

based on the remaining 196 participants.

Descriptive Statistics

Table 1 illustrates demographics, other characteristics, and substance use reported by 

participants. The mean age of the participants was 26.6 years (range 18–34); 94% identified 

as cisgender men, 5% identified as transgender women, and 1% identified as gender 

nonconforming; 64% identified as African American/Black, 14% identified as White, and 

13% identified as Latinx. Sixty-one percent of participants reported educational attainment 

above a high school diploma or high school equivalency, and 51% reported full-time 

employment or student status. Overall, participants had a mean HIV stigma score of 24.5 

(range 10–40) and a mean social support score of 14.2 (range 0–20).

Nearly 1 in 4 participants reported needing basic services only, 1 in 5 reported needing 

both basic and clinical services, and 1 in 10 reported needing clinical services only in the 

past 6 months. Almost half of the sample reported not needing any services. Among those 

who reported needing basic services (n = 73), the mean number of basic services needed 

Schafer et al. Page 5

South Med J. Author manuscript; available in PMC 2023 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



was 1.9 (range 1–5), and among those who reported needing clinical services (n = 52), the 

mean number of clinical services needed was 1.4 (range 1–3). The majority of participants 

reported disclosure of their HIV diagnosis to someone in their lives (94%) and the use of 

social media for social and sexual networking (92%).

Nearly 40% of participants reported alcohol use; 41% reported tobacco, cigarette, e-

cigarette, and/or hookah use; and 40% reported marijuana use during the past 30 days.

Bivariate Analyses

In bivariate analyses, no factors were significantly associated with past 30-day alcohol use. 

Increased age (OR 1.09, 95% CI 1.02–1.17, P = 0.01) and needing a higher number of 

basic support services in the past 6 months (OR 1.61, 95% CI 1.22–2.12, P = 0.01) were 

significantly associated with past 30-day tobacco, cigarette, e-cigarette, and/or hookah use. 

Full-time employment or student status (OR 0.56, 95% CI 0.32–1.00, P = 0.05) was less 

likely to be associated with past 30-day tobacco, cigarette, e-cigarette and/or hookah use.

Increased HIV-related stigma (OR 1.07, 95% CI 1.02–1.12, P = 0.007) and needing a higher 

number of basic support services in the past 6 months (OR 1.31, 95% CI 1.03–1.68, P = 

0.03) were significantly associated with past 30-day marijuana use. Being White (OR 0.21, 

95% CI 0.07–0.64, P = 0.01) and needing a higher number of clinical support services in the 

past 6 months (OR 0.57, 95% CI 0.35–0.93, P = 0.02) were less likely to be associated with 

past 30-day marijuana use (Table 2).

Multivariate Analyses

In multivariate analyses, no factors were significantly associated with past 30-day alcohol 

use. Increased age (AOR 1.12, 95% CI 1.04–1.21, P = 0.003) and needing a higher number 

of basic support services in the past 6 months (AOR 1.58, 95% CI 1.15–2.16, P = 0.005) 

were significantly associated with past 30-day tobacco, cigarette, e-cigarette, and/or hookah 

use.

Increased HIV-related stigma (AOR 1.07, 95% CI 1.02–1.12, P = 0.01) and needing a higher 

number of basic support services in the past 6 months (AOR 1.60, 95% CI 1.16–2.20, P 
= 0.004) were significantly associated with past 30-day marijuana use. Being White (AOR 

0.25, 95% CI 0.08–0.80, P = 0.02) and needing a higher number of clinical support services 

in the past 6 months (AOR 0.41, 95% CI 0.22–0.75, P = 0.005) were less likely to be 

associated with past 30-day marijuana use (Table 3).

Discussion

Approximately 40% of racially and ethnically diverse young GBMSM and transgender 

women living with HIV within our sample reported use of alcohol, tobacco, and/or 

marijuana in the past 30 days. Given the link between substance use and HIV-related 

health outcomes, supporting the health of PLWH requires attending to factors that are 

associated with substance use.10,13–15 Thus, understanding factors associated with substance 

use is important to identify potential intervention leverage points and ameliorate associated 

health consequences among PLWH, especially GBMSM and transgender women who face 
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additional stigma.44 This analysis explored correlates of alcohol, tobacco, and marijuana 

among a particularly vulnerable population: racially and ethnically diverse young GBMSM 

and transgender women who were newly diagnosed as having HIV, not linked to care, 

out of care, and/or not virally suppressed. This population is at increased risk for negative 

HIV-related sequelae and HIV transmission.

In our analysis, age, race/ethnicity, HIV-related stigma, needing basic services (eg, food, 

clothing, toiletries and hygiene products, transportation, employment services) and clinical 

services (eg, case management, mental health counseling or treatment, substance use 

counseling or drug treatment, healthcare insurance counseling, healthcare service navigation, 

hormone therapy) were associated with past 30-day tobacco, cigarette, e-cigarette, hookah 

use, and/or recreational marijuana use. Social support was not associated with substance 

use, and none of the correlates was associated with past 30-day alcohol use. These results 

could highlight the ways in which substance use, particularly more “social” substances such 

as cigarettes and marijuana, may be used to cope with challenges (eg, stigma) and develop 

connections to others.

National healthcare organizations, including the National Academy of Medicine, have 

recommended that providers and health systems assess and address social determinants 

of health among patient populations, and this may be the most critical among GBMSM 

and transgender women living with HIV.45 Although PLWH in this sample were engaged 

in clinical care, they reported some basic needs. Performing basic needs assessments for 

PLWH within the clinic setting may be useful in identifying individuals who could benefit 

from targeted assistance to navigate community resources, particularly for needs related to 

food, clothing, and employment. Meeting these needs may help reduce some substance use 

(eg, tobacco/cigarettes) in a vulnerable population who are already at increased risk for 

adverse health outcomes.

Addressing HIV-related stigma among PLWH and providing resources to reduce stigma 

may be critical to reduce substance use, especially marijuana use, and the associated 

health-related consequences. At the same time, environmental and communication strategies 

designed to increase understanding of HIV and reduce health-compromising attitudes and 

perceptions are needed to reduce stigma within clinics and communities more broadly. 

Although approaches to moderating stigma tend to focus on individual-level coping, changes 

are needed at the macro-level (eg, education of clinical settings regarding appropriate 

terminology for gender identities and sexual orientations).46

Some limitations to this analysis should be noted. Selection and self-report biases may have 

affected the results; however, all eligible clinic patients from September 2016 through May 

2018 were approached and screened, and only 10 refused to enroll. Our use of the Audio 

Computer-Assisted Self-Interview also reduced the risk of socially desirable responses. 

Although participants in this study included a racially and ethnically diverse group of 

young GBMSM and transgender women living with HIV, the sample size, based on the 

weCare intervention evaluation, was relatively small; a larger sample size may yield other 

significant correlates. Although this analysis was at a single site, the findings are relevant 

and potentially generalizable to other clinical settings because the patterns of alcohol, 
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tobacco, and marijuana use described in this study are similar to other cohorts; they provide 

critical information about a unique population in the southeastern United States, a region 

that carries the greatest burden of HIV in the country.47,48

Conclusions

To promote overall health and well-being, it is crucial to better understand factors associated 

with substance use among young GBMSM and transgender women living with HIV. This 

is especially important given the association with decreased care engagement for PLWH 

(which confers increased risks of morbidity and mortality) and long-term health sequelae 

(eg, hepatotoxicity, cardiovascular disease, acute/chronic lung diseases). Demographic 

characteristics (eg, age, race) and HIV-related stigma, as well as needing basic and clinical 

services, are important correlates of substance use, specifically tobacco and marijuana. 

These results suggest leverage points where targeted interventions could be integrated into 

standard HIV care to identify higher-risk individuals and mitigate substance use patterns 

to prevent long-term deleterious health outcomes as well as promoting overall health and 

well-being.
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Key Points

• People living with human immunodeficiency virus report high rates of 

substance use and stigma, which can have a negative impact on their 

engagement in care and, subsequently, health outcomes.

• For a population of young African American/Black and Latinx gay, bisexual, 

and other men who have sex with men and transgender women living with 

human immunodeficiency virus in the southeastern United States, higher 

levels of stigma and need for basic support services predict increased tobacco 

and marijuana use.

• Further research is needed to determine whether addressing stigma and basic 

needs can reduce substance use for this vulnerable population.
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Table 1.

Demographics, characteristics, and substance use behaviors (N = 196)

Characteristics N (%) mean (SD)

Age, y (range 18–34) 26.6 (4.3)

Gender identity

 Cisgender man 184 (93.9)

 Transgender woman 10 (5.1)

 Gender queer/gender nonconforming 2 (1.0)

Race/ethnicity

 African American/Black 127 (64.1)

 White 28 (14.1)

 Latinx 25 (12.6)

 Other 18 (9.1)

Educational attainment

 Above high school diploma/GED 121 (61.1)

 High school diploma, GED, or below 77 (39.0)

Current employment status

 Full-time employed/student 100 (50.5)

 Part-time/disabled/unemployed 98 (49.5)

HIV-related stigma 24.5 (6.5; range 10–40)

Social support 14.2 (5.6; range 0–20)

Support services needed (%)

 Basic
a
 and clinical

b
 services

34 (17.4)

 Basic services only 47 (24.0)

 Clinical services only 18 (9.2)

 No services needed 97 (49.5)

Basic service score (n = 73) 1.9 (range 1–5)

Clinical service score (n = 52) 0.7 (range 1–3)

Disclosed HIV status to others 184 (93.9)

Use of social and/or sexual networking sites 180 (91.8)

Past 30-d alcohol use 74 (37.4)

Past 30-d tobacco, cigarette, e-cigarette, and/or hookah use 81 (40.9)

Past 30-d marijuana use 79 (39.9)

e-cigarette, electronic cigarette; GED, General Educational Development; HIV, human immunodeficiency virus; SD, standard deviation.

a
Basic services include food, clothing, toiletries/hygiene products, transportation, employment services, and other (financial).

b
Clinical services include case management, mental health counseling/treatment, substance use counseling or treatment, healthcare insurance 

counseling, healthcare service navigation, and hormone therapy.
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Table 2.

Bivariate correlates of substance use (N = 196)

Substance use outcome

Past 30-d alcohol use
Past 30-d tobacco, cigarette, e-cigarette, 

and/or hookah use
Past 30-d recreational marijuana 

use

OR (95% CI) P OR (95% CI) P OR (95% CI) P

Age
1.00

(0.94–1.07)
0.9

1.09
(1.02–1.17)

0.01 1.00
(0.94–1.07)

0.9

Male 1.23
(0.36–4.23)

0.7 0.96
(0.30–3.15)

0.9 0.64
(0.20–2.07)

0.5

White (White vs non-White)
1.08

(0.48–2.45)
0.9 0.93

(0.41–2.11)
0.9

0.21
(0.07–0.64)

0.01

Above high school 
diploma/GED

0.97
(0.54–1.76)

0.9 0.59
(0.33–1.06)

0.1 0.72
(0.40–1.28)

0.3

Employed full-time or 
student

1.45
(0.81–2.59)

0.2
0.56

(0.32–1.00)

0.05 0.79
(0.44–1.40)

0.4

Increased HIV-related stigma
1.00

(0.95–1.04)
0.9 1.03

(0.99–1.08)
0.1

1.07
(1.02–1.12)

0.007

Increased social support 1.04
(0.98–1.09)

0.9 0.97
(0.92–1.02)

0.3 0.98
(0.93–1.03)

0.4

Basic services needed
1.11

(0.87–1.41)
0.4

1.61
(1.22–2.12)

0.01
1.31

(1.03–1.68)

0.03

Clinical services needed
0.89

(0.58–1.36)
0.6 1.37

(0.91–2.06)
0.1

0.57
(0.35–0.93)

0.02

Disclosed HIV status to 
others

1.23
(0.36–4.23)

0.7 2.16
(0.57–8.24)

0.3 1.35
(0.39–4.63)

0.6

Use of social and/or sexual 
networking sites

2.82
(0.78–10.3)

0.1 1.57
(0.52–4.71)

0.4 0.84
(0.30–2.35)

0.7

Boldface type indicates significance at P < 0.05. CI, confidence interval; e-cigarette, electronic cigarette; GED, General Educational Development; 
HIV, human immunodeficiency virus; OR, odds ratio.
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Table 3.

Multivariable correlates of substance use (N = 196)

Substance use outcome

Past 30-d alcohol use
Past 30-d tobacco, cigarette, e-cigarette, 

and/or hookah use
Past 30-d recreational 

marijuana

AOR
(95% CI) P

AOR
(95% CI) P

AOR
(95% CI) P

Age
NA

1.12
(1.04–1.21)

0.003 NA

Male NA NA NA

Race/ethnicity (White vs non-
White)

NA NA
0.25

(0.08–0.80)

0.02

Above high school diploma/GED NA 0.55
(0.28–1.05)

0.07 NA

Employed full-time or student 1.40
(0.78–2.52)

0.3 0.88
(0.46–1.66)

0.7 NA

Increased HIV-related stigma
NA 1.03

(0.98–1.08)
0.3

1.07
(1.02–1.12)

0.01

Increased social support 1.03
(0.97–1.09)

0.3 1.01
(0.95–1.08)

0.7 NA

Basic services needed
NA

1.58
(1.15–2.16)

0.005
1.60

(1.16–2.20)

0.004

Clinical services needed
NA 0.97

(0.60–1.55)
0.9

0.41
(0.22–0.75)

0.004

Disclosed HIV status to others NA NA NA

Use of social and/or sexual 
networking sites

2.75
(0.75–10.1)

0.1 NA NA

Correlates are P ≤ 0.25 from bivariate model. Boldface type indicates significance at P < 0.05. AOR, adjusted odds ratio; CI, confidence 
interval; e-cigarette, electronic cigarette; GED, General Educational Development; HIV, human immunodeficiency virus; NA, not included in the 
multivariable model.

South Med J. Author manuscript; available in PMC 2023 January 01.


	Abstract
	Methods
	Study Design
	Data Collection
	Measures
	Statistical Analysis

	Results
	Descriptive Statistics
	Bivariate Analyses
	Multivariate Analyses

	Discussion
	Conclusions
	References
	Table 1.
	Table 2.
	Table 3.

