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Purpose. Military Entrance Aptitude Test’s are designed to
predict trainability and are used to determine military
occupation and classification. In addition, Armed Forces
Qualifications Test (AFQT) scores are used (in conjunction with
education) to balance or control the required number of
accessions. The Armed Services Vocational Aptitude Battery
(ASVAB) produces the AFQT and 10 classification scores which are
associated with Army Military Occupational Specialties (MOS).
These scores are set to alleviate attrition in the training base.

Cause_for Disqualification. Current enlistment standards will

accept an applicant with an AFQT of 26 or greater. However,
depending on the Army enlisted accessions plan the total number
of applicants who score between 26 to 30 may be limited.

a. Applicants who are not high school graduates may not
enlist if they score below 31 on the AFQT.

b. Applicants may nof'be accepted by law if they score less
than 10 on the AFQT. .
OHL3O

Btatute/Poljecy. Title 10, USC Section 520(a) and 520(b)
(1980/1981) .

Historica) Notes. Until June 1962, a minimum AFQT was used to
select applicants for enlistment (1950 to 1962, AFQT varied fronm
10 to 31). In June 1962 an education differential was
introduced. Example: From June 1962 thru October 1965, high
‘school graduates needed an AFQT of 21 (plus three aptitude area
scores of 90 or greater) and a non-high school graduate required
a 31. A complete history is enclosed (see annex A). It is also
noted that no more than 20 percent test score (AFQT) category IV
may be enlisted in any year (10 USC, Section 520).

Related wpjverable criterja. sSome latitude is given for
applicants who are within 1 or 2 points of an aptitude area score
and no MOS is available and they are otherwise qualified.

00330




AGE

Purpose. Age limitations are designed to consider the special
characteristics and requirements of military life. The intense
physical conditioning required to prepare for combat is one of

the most obvious reasons a generally youthful military force is
reguired. Minimum age (18) is considered to be an age at which

an applicant has matured and has had the opportunity to complete
his or her high school education. .

Cause for DPisqualification. All applicants for initial

enlistment must be not less than 18 years of age (17 Years of age
requires parental consent). Aan applicant who has reacHEﬂ,t&@ir
35th birthday is also not qualified to enlist.

Btatute/Policy. Title 10 USC, Section 505 (1968) for the Regular
Army (RA). For United States Army Reserve (USAR) it is a matter
of policy as authorized under Title 10 USC, Section 510. We have
made the USAR standards the same as authorized by law for the RA.

Eistorical Notes. None
Related wajverable criteria. A person who is less than 18 years

of age may enlist, provided he or she has the written, verified
consent of both parents or custodial guardian.

-
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CITIZENSHIP

Purpose. To ensure only those applicants who have been lawfully
admitted to the US or who have attained US citizenship by birth
or naturalization are permitted to enlist. In addition, security
Clearance requirements for some MOS require US citizenship.

Cause for pi-ggaligicntiog.

a.. Applicants who are not United States citizens by birth,
naturalization or who have not derived citizenship may not enlist
(exception as noted below).

b. Applicants who are aliens must have been lawfully
admitted for permanent residence or they are not qualified.

€. Aliens admitted for temporary residence, aliens present
in the U.S. on a tourist visa or school visa, those under amnesty
program, or aliens granted a temporary status may not enlist.

Btatute/Policy. Title 10 USC, Section 3253(c) (1956).

Historica)l Notes. An executive order was published in 1986 to
comply with agreements between the United States and the Fre
Associated States of Micronesia. Each of the Island Nations
under a Compact of Free Association obtained the authority for
their citizen’s to enlist in the US Armed Forces.

Related Wajverable crjterjia. None for basic eligibility.

However, all enlistees are advised that if they are not a US
citizen within 8 years of federal service, they will be denied
reenlistment. The purpose is to ensure that all individuals, who
upon reaching the 8th year of service, can qualify for a security
clearance which is a requirement/necessity for the higher
enlisted grades.




EDUCATION

Purpose. Education credentials have proven to be the best single
predictor of successful completion of first term endistfénts.

The High School Diploma is a predictor of successful ‘adjustment
to military life.

Cause for sgqual cation.

a. The number of male enlistees within a fiscal yéar who are
not high school graduates may not exceed 35 percent of all male
enlistments.

b. A non-high school graduate may not enlist if he or she
scores less than 31 on the Armed Forces Qualification Test.

Btatute/Policy.
a. Statute.

- Title 10 USC, Section 3262 (1986).

0739

- Title 10 USC, Section 520 (1982).

b. Policy. Definition of an education category is defined
by DoD memorandum. The following criteria is used by all
Services.

(1) igh School Djiploma Graduate (HSDG

~ Completed a 4 year (day program) traditional high
school.

= Completed a classroom adult education program and
received a high school diploma.

- Has not completed high school, but has completed not
less than 15 semester hours at a recognized college or
university.

(2) High Bchool Graduate (HSG).

1N
- Completed a general education development courQeTt§£L
(GED) .

- Completed a correspondence, occupational or home study
high school program.

- Completed any other credential programs other than
those listed in (1) above.




DUCATION N’

(3) Non-High School) Graduate (NHSG).

- Does not have any credential or certificate off"{ 0
completion.

(4) Depending upon manpower requirements. The CG,
USAREC may open or close a particular category of enlistments -
based upon his mission, but must stay within the Army Accession
Plan of 95 percent High School Diploma Graduates (HSDG).

Note. PFor Arnmy Accession purposes, only ESDG are counted for the
percentage of High Bchool Diploma Graduate enlistments.

00030




DEPENDENTS

Purpose. To ensure that initial term soldiers are not placed
(and the Army) in a position where they could be non-~deployable
or have expenses and responsibilities exceeding their capability.
To ensure assignment limitation and dependent care is within the
Army’s capability without placing a burden or restrictddﬂ‘gﬁ)the
Army or the soldier.

ause fo a ca .
a. Single parents are not permitted to enlist.
b. Married couples with children may not enlist together.

c. If an applicant is married to another person in the
military, and has a dependent under 18, they may not enlist.

d. A married applicant with more than 2 additional
dependents is not qualified.

Btatute/Policy.

a. Statute. The only statute that has applied in this is
is that we (the Army) may pot deny enlistment into the USAR bagtnggo
on dependent status. If the former soldier was a single parent

in a Regular Component and the reason for separation was not a
result of being a single parent, then the applicant may not be
disqualified based on their dependent status.

Ll

b. Policy.

(1) A person who has surrendered custody of a child or
children may be enlisted, provided it was not their intent to
regain custody after enlistment. The Army recognizes that some
persons have given custody to other persons, but does pot
encourage, require, or consider this a gualification. We simply
have a rule to recognize this status.

_ (2) Dependent waivers are considered in cases where a
person is married and has more than 2 additional dependents.

Bistorjical MNotes. None. It should be noted that the next g2
edition of the enlistment regulation (AR 601-210) will give
greater detail to dependent qualifications and allow a review
process for all categories of custody, child support, and court
orders involving custody and support.

C‘J
>

Related Wajiverable criteria. The Army will consider a waiver to

the enlistment criteria when a person who does not meet the

standards can show that the additional dependents will not affect
their duty performance or ability to meet their obligations.

Prior service applicants have their enlxstment grad“ft&k"" _ e
consideration. B ;




Purpose. To determine the suitability of applicants to serve in
the military, as well as, determine their potential for a
security clearance for certain MOS. To not allow persons to
enter the Army who have shown little respect for law, authority
or established social standards. To prevent the introduction
into the Army of persons who have a history or current status
that is inconsistent with military standards of conduct.

aube_ or squa cation.
- An applicant is not qualified to enlist if he or she:

n
e Is intoxicated or under the influenceO 'qaéLgs at the
time he or she applies for enlistment.

e Has a history of psychotic disorder or is in a state
of insanity.

e +Jg a sexual perﬁert.
e +Js a homosexual.
e Has or had a history of chronic venereal disease.
e Is a security risk.
e Has.criminal charges pending.
e Has open traffic tickets.
92030
e Is on probation or parole, to include unsupervised

prebation.

¢ Is enlisting to comply with a court imposed
disposition to do so.

¢ Has been convicted for the sale, trafficking or
distribution of a controlled substance.

e Has been or is a chronic cannabis user.

e Has been convicted of 3 or more DUI/DWI within the §
years proceeding application for enlistment.

e Is confirmed to have tested positive for drugs at time
of physical examination for enlistment. -

¢ Has 5 or more convictions for misdemeanor offeas 5.
nAn
uL.JO

e Has more than 1 felony offense.

* DoD and DA are reviewing policy with an expected d15p051t10n
on qualification expected on or after 15 July 1993 ' o
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MORAL/ADMINISTRATIVE (CON’T)

gtatue/Policy. Title 10 USC, Section 504 (1968) - persons
convicted of a felony may not enlist except when the Secretary
concerned grants an exception.

'to a + None.

Related wWajverable Crjterja. All arrest records are cgn;@Qp ed
at time of enlistment. If the applicant meets establifheddJd
criteria for waiver submission, a commander at the battalion
level or higher must approve the enlistment. Felony waivers
require general officer approval (CG, USAREC).
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Purpose. To ensure that all applicants are physically capable

of enduring the rigors of military training and duty. Further,
to ensure that no person could be placed at risk concerning his
or her medical condition as a result of military servi¢gem

Medical conditions which would require continuous or repetiglve
hospitalization are listed below, as well as, conditions that
would be detrimental to the combat readiness of a soldier.
Battlefield availability of routine medications or treatment and
impairment due to those conditions are also considerations in the
denial of enlistment for the reasons listed below.

Cause fo squa catjon. Applicant has/has had the following
conditions:

e Only one kidney.
e Cataract surgery.
. 32030
®* Vision not correctable to 20/400 (1 eye).

e Uncorrected Heart Murmur - (Do to valve disease or "hole
in the heart).

¢ Surgery for a ruptured disc.
¢ High blood pressure (even if controlled by medication).

e Cancer (except skin cancer) (except some types of female
cervical cancer).

¢ Cerebral Palsy.

e Diabetes.

e Drug or alcohol addiction.

e Heart attack.

e Hodkins disease.

¢ Leukenia. 03330
¢ Mental retardation.

¢ Multiple sclerosis.

® Muscular dystrophy.




minute).
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Psoriasis.

Schizophrenia.

.""‘;'13”

-~

One lung.

Noticeable limp.

Noticeable (unsightly) deformity.
Paralysis of limb or joint.

Persistent pulse rate (greater then 100 beats per

Harelip (not repaired by surgery).
Hole ip the roof at the mouth. CS:‘BG
Tremor or other abnormal, uncontrollable movement.
Severe stutter.

Asthma .(after age 12).

Sleepwalking.

Bed wetting (after age 12).

Deafness in both ears.

Blindness in one/both eyes.

Absence of a hand.

Absence of a foot.

¢ Complete loss of thumb. co030
e Complete loss of finger (except little finger).
Btatue/Policy. DoDD 6130.3 Physical Standards for Enlistment

Appointment, and Induction, March 31, 1986.
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HBistorjcal Notes. With respect to remedial medical conditions,
*New Mental Standards", commonly known as " Project 100,000"
program, included a guota for " Medically Remedial" conditions.
Between October 1966 and September 1969, 85 percent of the
medical Remedial were overweight and underweight cases, and

17 percent required surgery. On 1 December 1971, this project
was canceled.

Related Wajver Criteria.

a. Medical conditions which pose little risk of recurrence
or further aggravation may be waived by the USAREC Command
Surgeon. The criteria varies by disease, injury, or condition.

[a S

37

b. As an example, the following are the number of wvaivers
considered and approved by USAREC in FY 92.

{ Type of Waiver Number Considered Number Approved
Ears (general) 28 10
Ear Drum 17 4 l
Eyes (general) 78 21 I
Opthal Moscropic 38 13
Pupils 5 2 02213n
Occular Motility 37 11
Lungs and Chest 265 89
Heart 77 37
Vascular System 47 21
Feet 417 205
Eye Refraction 256 110
Ffsychiatric 227 115

Overall, USAREC considered 3,710 waivers of which 1,338 were
approved.




R MILIT ER

Purpose. To ensure that applicants who have had previous
military service are allowed reentry only in those cases where
such service was honorable, faithful, and without cause for
discharge.

ause fo squa cation. The following separation/discharge
is cause for a non-waiverable disqualification. R EY)

e JIs retired from any Armed Force.

¢ Is not eligible for a security clearance based on
previous military duty.

¢ Discharged with less than an honorable discharge from
another armed force.

¢ Was barred from reenlistment.
® Has received a bad conduct or dishonorable discharge.

e Was last discharged for drug or alcohcl abuse or as a
rehabilitation failure.

¢ Was released from entry on AD (EAD) by reason of physical
disability and reverted to inactive status for the purpose of
retirement under Sections 1331 through 1337, Title 10, United
States Code, instead of discharge with entitlement to receive
disability retirement pay.

e Was last discharged with/for: 0\H430
- Physically disqualified on orders to AD.
-~ Military Personnel Security Progranm.

- Physical disability resulting from intentional
misconduct or willful neglect, or incurred during period of
unauthorized absence. No entitlement to severance pay.

- Discharged as a result of board action or acceptance
of discharge as homosexual or discharge for homosexual
tendencies. :

- Desertion. 0033 0
- Alien without lawful admittance or legal residence in
the United States.




PRIOR MILITARY SERVICE (CON'T)

- Conscientious objection per AR 600-43.
¢ Permanently retired by reason of physical disability.

e Officers removed from active or inactive service by
reason of having attained maximum age or service -- AR 140-10.

f\'\“.ag

gtatute/Policy. Except for that which governs reenlistment, no
specific statue exist’s for "reentry" criteria. There is
however, statutory authority to ensure "Former Officers" who were
serving as an enlisted soldier immediately prior to his/her
commissioning, are allowed to reenter in their former grade.
Former officers without statuary authority for reentry are by
policy denied enlistment.

Bistorjcal Notes. On 1 October 1592 (as a result of the lower
prior service requirements) all waivers for applicants with prior
service who were separated for cause have been suspended. No
applicants who received VSI/SSB are being accepted for the RA.
The In-Service Retention Control Points are being applied to all
applicants applying for reentry.

Related Wavier Criterja. Involuntary separations may be waived
in meritorious cases. Examples of routine waiver requests are
hardship discharge, entry level, pregnancy as well as erroneous,
defective or other similar type discharges.

Cn730
TAB H
42230




ec yve

April 1946 = April 1947

MINIMUM APTITUDE STANDARDS FOR ENLISTMENT OF
MALES (WITHOUT PRIOR SERVICE) INTO THE ARMY FROM

e d

April 1947 « July 1948

July

Nov,

Jan.

July

June

Jan.

July

Aug.

Jan.

June

Nov.

1948 -~

1948
1850

1950

1951

1956

1957

1858

1959

1962

1965

Nov. 1948

Dec. 1948

July 1950
June 1951
Dec. 1955

June 1957

July 1958

Dec. 1958

May 1962

Oct. 1965

March 1966

April 1966 - Jan 1967

Sept. 1967 -~ Peb. 1968

March 1968 - June 1971

1946 to 1983

mum titude Standards

Standard Score of 70 on R-1, R-2 or R-3/R-4.

Standard score ©of 80 on R-1, R-2 or R-3/R-4.

Standard score of 80 on R-5, R-6. ~ o 10
Standard score of 70 on R-5, R-6. S
Percentile score of 31 on Armed Force Qualification
Test (AFQT) 1, 2, (eguivalent to a standard score
of 90).

Percentile score of 13 on AFQT (equivalent to a

standard score of 70).

Percentile score of 10
standard score of 65).

on AFQT (equivalent to a

Percentile score of 10 for 2-year enlistments; AFQT
21 for over 2-ysar enlistments.

Percentile score of 31 on AFQT.

Percentile score of 31 on AYQT or AFQT 21 and
standard scores of 2 90 in two or more aptitude
areas of Army Classification Battery (ACE).

Percentile score of 31 on AFQT.

ducation erentia ntroduced

{a) High School Graduate (HSG) with AFQT 31 fu%%x
qualified: or HSG with AFQT 21~30 and standardj ;' °
scoree of 2 S0 in three Army Qualification Battery
(AQB) aptitude areas; (b) Non-High School Graduate
(NHSG) with AFQT 31.

30

(a) HSG with AFQT 16 fully qualified; (b) NHSG with
AFQT 31; or NHSG with AFQT 16-30 and General
Technical (GT) score 2 80 and standard scores of S0
in two additional AQB aptitude areas.

(a) HSG with AFQT 16 fully qualified; (b) NHSG with
AFQT 31; or NHSG with AFQT 16-30 and standard
scores of z 50 in two AQB aptitude aresas.

(8) HSG with AFQT 10; (b) NWHSG with AFQT 21; or
NHSG with AFQT 16-30 and a standard score of = 90
in one AQB aptitude area; or NHSG with AFQT 10-15
and standard scores of 2 90 {n two AQB aptitude
aresas,

(&) HSG with AFQT 16 fully qualified; (b) NHSG with

APQT 31; or NHSG with AFQT 16-30 and standard
scores of £ 90 in two AQB areas. 9333 0

ANNEX A
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AGE

Purpose

00030
Age limitations are designed to consider the special
characteristics and requirements of military life. The intense
physical conditioning required to prepare for combat is one of
the most obvious reasons a generally youthful military force is
required. The minimum age is eighteen for commissioning. Public
law has set age criteria for each grade:

e Requjirement Rank
18 thru 28 2Lt (mninimum age for
18 thru 33 1Lt Army Nurses and
- 39 CPT Army Med Spec Corps
- 49 MAJ is 21)

02030
Most officer candidates are appointed as a second
lieutenant. If all current appointment criteria is not met by
age 28, the applicant will not qualify for commissioning.
Exceptlons are made for AMEDD and Chaplain officers.

Statute/Policy

uUsc, Title 10, Sec 531
AR 135-100
AR 135-101

Historical Notes None

Waiverable

The minimum ages are not waiverable, however, the appointing

authority or the Secretary of the Army may waiver the maxbmggqage
for each grade. -

AW
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CITIZENSEHIP
AND STATUS WITE OTHER GOVERNMENTS

ﬁ.—v—\q
TTOMN

Purpose

To ensure only those applicants who have been lawfully
admitted to the U.S. or who have attained U.S. citizenship by
birth or naturalization are eligible to be commissioned. 1In
addition, all officers are reguired to hold a secret security
clearance which requires citizenship.

Cause_fo isqua ication

a. Applicants who are not United States citizens by birth,
naturalization, or who have not derived citizenship may not be
commissioned (exceptions are noted below).

b. Applicants who are aliens must have been lawfully
admitted for permanent residence or have applied for permanent
residence. : ~m A

c. Citizens who are employed by a foreign government are
ineligible.

d. Citizens residing outside the U.S. are ineligible except
where U.S. has troops stationed or if they are employed with the
U.S5. government.

Statute/Policy
USC, Title 10, Sec 32

Historical Notes None

Waiverable

None for basic branch eligibility. Medical, Dental and N
allied specialists are exempt. 02230
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EDUCATION

urpose

To ensure a standard of basic knowledge and skills which
enable a soldier to be a leader and role model.
o -
Cause i alificatio

a. Appointee must be a high school graduate or pass a GED.

b. Appointee must demonstrate understanding and proficiency
in the English language. Nonnative speaking applicants must pass
the ECLT with a score of 80.

c. Branch specific education criteria must be met for
appeintment into that branch.

d. If enrclled in ROTC or the Military Academy, the course
of study must be completed ‘in order to be commissioned.

e. OCS commissioning requires a two year college degree.

f. AMEDD, Chaplain and JAG branches have specific
education, certification, and licensing requirements.

g. Warrant officer applicants must have completed a basic
training camp.

An=an
!
Historjcal Notes None

Waiverable Criteria

None for the high school or GED requirement. None for
branch specific requirements.

TAB D
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MORAL /CHARACTER

urpose
To determine the suitability of an individual to be an
officer, a leader, and a member of the military with the high
standards demanded by the public for uniformed personnel. To
disallow appointment of people incapable of being role models and

enforcing moral standards with subordinates. To assure the
potential of obtaining a secret security clearance. AnAn
S VY

17

Cause for Disqualificatjon
An applicant is not qualified if he or she:

a. Is intoxicated or under the influence of drugs at the
time he or she applies for a commissioning program.

b. Has a history of psychotic disorder or is in a state of
insanity. :

c. Is a sexual pervert.
d. 1Is a homosexual.
e. Is a security risk.
f. Has criminal charges pending.
_ 0nc30
g. Is on probation or parole.

h. Has conviction by any military or civilian court,

i. 1Is confirmed to have tested positive for drugs at the
time of the precommissioning physical exam.

j. Is a Conscientious objector.

k. Members, past or present, of any foreign or domestic
organization advocating subversive policy against the Government.

S /[Policy : N
tatute c O n O 3 0
USC, Title 10, Sec 532

Historical Notes None




e m mie

Waiverabhle

Convictions without confinement may be waived by the
appointment authority. Other convictions and offenses involving
moral turpitude may be waived by the Secretary of the Army.

R L)
] 00030
02230
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OTHER/PRIOR MILITARY BERVICE

Purpose rnesa0
To avoid conflicting commitments and to keep the misfit

person out of repeat military service.

Ccause_ fo isqua icatjo

Persons released from any military service for any of the
following reasons:

a. Under other than honorable conditions.
b. For unsatisfactory service.
c. Resignation in lieu of court-martial.

d. Two time pass overs for promotion
(eligible for a Reserve Commission, not RA).

e. Separated as a security risk. LoTAn

f. Failure to maintain eligible for rotation (eligible for
one year after discharge).

g. Persons denied retired pay or annuities (Title USC Sec
8311).

h. U.S. Military Academy Cadets may not be appointed USAR.
They must be appointed RA (Title 10 Sec 532).

Statute/Policy

USC, Title 10, Sec 532

Historical Notes None

=
€22
D
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o

Wajiverable

Request for waiver will be accepted for exceptional
applicants. No waiver is authorized for cadet appointments.




PHYBICAL/MEDICAL S8TANDARDS

Purpese

To ensure that all applicants are physically capaﬁﬂé?&fg
enduring the rigors of military training and duty. Further, to
ensure that no person could be placed at risk concerning his or
her medical condition as a result of military service. To avoid
medical liability of the service for persons chronically or -
terminally ill.

Cause for Disqualificatio

* Only one kidney

* Cataract surgery

* Vision not correctable to 20/400 (one eye) Frean

* Uncorrected Heart Murmur - (Due to valve disease or “hole
in the heart")

* Surgery for a ruptured disc
* High blood pressure (even if controlled by medication)

* Cancer (except skin cancer) (except some types of female
cervix cancer)

* Cerebral Palsy

* Diabetes

* Drug or alcohol addiction
* Heart attack

* Hodgkin disease

* Leukemia

2
€2
«
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* Mental retardation
* Multiple sclerosis

* Muscular dystrophy

*  Psoriasis

* Schizophrenia



PHYSICAL/MEDICAL S8TANDARDS (CON'T)

* One lung

<o
()
D
(&%}
[domn

* Noticeable limp

* Noticeable (unsightly) deformity

* Paralysis of limb of joint

* Persistent pulse rate (greater than 100 beats per minute)

* Harelip (not repaired by surgery)

* Hole in the roof of the mouth

* Tremor or other abnormal, uncontrollable movement

* Severe stutter

* Asthma (after age i2)

* Sleepwalking ~230

* Bed wetting (after age 12)

* DpDeafness in one/both ears

*+ Blindness in one/both eyes

* Absence of a hand

* Absence of a foot

* Conmplete loss of thumb

* Complete loss of finger (except little finger)
Statue/Policy 32330

DoDD 6130.3, Physical Standards for Enllstment Appointment,
and Induction, March 31, 1986.

istoric s

With respect to remedial medical conditions a “New Mental :VT}
Standards" commonly known as "Project 100,000" program. included a

G-2



guota for "Medical Remedial® conditions. Between October 1966 to
September 1969, 85 percent of the medical Remedial were over-
weight and underweight cases. Seventeen percent required sur-
gery. On December 1, 1971, this project was cancelled.

elated Wajve eria

. Medical conditions which pose little risk of reoccurrence or
further aggravation can be waived by the USAREC Command Surgeon.
The criteria varies by the effects of the disease, injury, or
condition. rrr3 n

BV

90230

ne 3




Years Commissioned Service

Purpose

To assure a person is able to earn military retiremenggpr
assure the understandxng that a minimum of 20 years active“ "V
service is required.

Cause fo isqualification

A person must be able to serve 20 years of active
commissioned service before their 55th birthday or before their
mandatory removal date or age.

Statute/Policy

USC, Title 10, Sec 532
AR 135-101

00030
Historical Notes Unknown

Waiverable

AMEDD officers and Chaplains may be appointed after age 33
(or when unable to serve 20-years commissioned service) if they
sign a statement stating they "realize a 20 year retirement is
not qguaranteed."
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Purpose. Military Aptitude Tests are designed to predict
trainability and are used to determine military occupation and
classification. In addition, aptitude area scores are used.to. . .
balance or control reclassification into and out of occupational
specialties. The Armed Services Vocational Aptitude Battery
(ASVAB) produces the AFQT and 10 classification scores which are
associated with Army Military Occupational Specialties (MOS).

Cause for Disqualification. Current standards for initial term

soldiers require soldiers to attain three aptitude area scores of
85 or higher in order to reenlist. Initial Term Sergeants and
soldiers on their second or subsequent enlistment are exempt from
aptitude requirements. '

gtatute/Policy. Title 10 USC, Section 520(a) and 520(b)
(1980/1981).

" Historical Notes. Until 1 October 1992, mid-career soldiers were
required to meet aptitude test requirement of two aptitude area
scores of 85 or higher and GT score of 100 or higher. Prior to
1983, all soldiers were required to meet aptitude area
requirement prior to reenlistment. FAAnn

Related wﬂiverable Criteria. 1Initial term reenlistment criteria
is non-waivable.
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AGE

Purpose. Age limitations are designed to consider the special
characteristics and requirements of military service.
Preparation and readiness for combat and the resulting physicah
requirements require a youthful, deployable force. I

Cause for Disqualification. All soldiers desiring reenlistment
must be not less than 18 years of age at the time of
reenlistment, nor more than 55 years of age the last day of their
enlistment. Soldiers who have completed 20 or more years of
Federal Service at their 55th birthday may not be reenlisted or
extended for any period which is beyond their 55th birthday.

gtatute/Policy. Title 10 USC, Section 505 (1968).
Historjical Notes. None.

Related Waiverable criteria. Soldiers who have not completed 20
years active Federal Service at their 55th birthday may extend or
reenlist provided they are otherwise qualified or are former
commissioned officers, and can complete 20 years active Federal
Service by age 60. No other waiver provisions exist for age.

nnagn




Purpose. To ensure only those soldiers who have been lawfully
admitted to the U.S. or who have attained U.S. citizenship by
birth or naturalization are permitted to reenlist. In addition,
security clearance requirements for some MOS require U.S.
citizenship.

e e o, .

Cause squa icatjion.

a. Applicants who are not United States citizens by birth,
naturalization or who have not derived citizenship may not
reenlist.

b. Applicants who are aliens must have been lawfully
admitted for permanent residence or they are not qualified.

gtatute/Policy. Title 10 USC, Section 3253(c) (1956).

Historical Notes. An executive order was published in 1986 to
comply with agreements between the United States and the Freely
Associated States of Micronesia. Each of the Island nations
under a Compact of Free Association obtained the authority for
their citizens to enlist (or reenlist) in the U.S. Armed Forces.

Related Waiverable Criterja. None for basic eligibilityupnrw3o

However, all soldiers are advised that if they are not a U.S.
citizen within 8 years of federal service, they will be denied
reenlistment. The purpose is to ensure that all individuals, who
upon reaching the 8th year of service, can qualify for a security
clearance which is a requirement/necessity for the higher
enlisted grade.




OFFICER COMMIBSIONING PROGRAM
ROTC/UBMA/OCS

urpose

The basic officer commissioning programs for the U.S. Army,
Reserve Officer Training Corps (ROTC), United States Military _ .,
Academy (USMA) and Officer Candidate School (0CS) are desigfied to
prepare the future leadership of the U.S. Army. Each commission-
ing program has established requirements for eligibility, within
the standard Army appointment criteria, and the command authority
for each program is authorized to commission graduates upon
completion of all requirements.

Cause for Disqualification

All applications must meet appointment, academic and
physical standards. Upon disenrollment from each program, an
individual does not qualify for commissioning.

olic
UsC, Title 10, Sec 531, Ch 33 v
AR 135-100

AR 145-1
AR 601~51

Historical Notes None

Waiverable criterija

Some latitude is given for exceptional applicants who do not
meet one of the eligibility criteria. Waivers can be granted 1 44 34
but few are considered based on the large numbers of applicants
for all commissioning programs (except AMEDD).




Purpose. Education credentials have proven to be an indicator of
a soldier’s potential for assumption of higher level responsibil-
ities. Aadditionally, many service schools or courses require

prerequisite training prior to selection for training or reclas-
sification. AnAan
RARANE Y

Cause fo squa cation.

a. All soldiers must possess a high school diploma, GED,
associate or higher degree to be eligible for reenlistment.
soldiers must also meet specific criteria for any options which
may require specialized knowledge prior to training (i.e.,
algebra, biology).

Policy. Soldiers were not regquired to have a high school diploma
for reenlistment purposes prior to 1988. The only reenlistment
criteria before 1988 were for a soldier to be eligible for the
particular option being requested.

Related Waiverable Criteria. The education requirement is not
waivable.
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Purpose. To deny retention to soldiers whose appearance and
health are detrimental to their essential function and day-to-day
effectiveness and combat readiness. Self-discipline to maintain
proper weight distribution and high standards of appearance are
essential to every individual in the Army.

cause fo isqualification.  Soldiers who exceed height and
weight standards as prescribed in AR 600-9. Soldiers who exceed
the maximum weight for their height are administered a body fat
test in accordance with prescribed policy. This test is baded on!)
the soldier’s age, sex and height/weight.

statue/Policy. Since 1972, soldiers have had to meet height

and weight restrictions of varying degrees to qualify for
reenlistment. Prior to 1972, weight control was only a factor if
medical complications resulted.

Related Waiverable Criteria. Individuals who have a temporary
medical condition which precludes loss of weight, and pregnant
soldiers may receive waivers to allow extension on active duty
until their condition changes. Additionally, soldiers with over
18 years active service may be extended to 20 years for
retirement purposes.
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MORAL/ADMINISTRATIVE

Purpose. To deny retention to soldiers who, through demonstrated
disregard for established rules show limited potential for future
positions of trust or reasonable successful fulfillment of mili-

tary responsibilities. Soldiers whose behavior is detrimental to
upholding standards of military conduct are also subject to

~

scrutiny. nnn 3
Cause fo isqua cation.
A soldier is not qualified to reenlist if he or she:

- 4is currently enrolled in the drug or alcochol abuse

progran.
- fails to successfully complete the drug and alcohol abuse

progran.

- has a history of psychotic disorders.

- has a history of questionable moral character, sexual
perversion, antisocial behavior, or homosexuality.

- 1is a security risk.

- is an alien who does not attain U.S. citizenship prior to
8 years of service,

- is being processed for separation for misconduct,
unsuitability, overweight, fraudulent enlistment.

- is other than an initial term soldier with record of
AWOL/lost time or court-martial. ne39

-~ has been barred from reenlistment by the appropriate
commander or HQDA.

gtatue/Pelicy. Title 10 USC, Section 508 (1968).

- No person whose service during last term of enlistment
was not honest and faithful may be reenlisted unless authorized
by the Secretary.

Related Waiverable Criteria. The only waivable disqualifications
for reenlistment are for 5 or less days AWOL (initial term only).
Any soldier who has instances of AWOL/lost time or conviction by
court-martial on current enlistment is ineligible for reenlist-
ment unless promoted after the disqualification. In those
instances, the promotion will act in lieu of a waiver and the
soldier will be allowed to reenlist.




I DICAL ARD

Purpose. To reenlist, soldiers must meet retention physical
standards as preéscribed in AR 40-501, or have been found
physically qualified to perform in his/her occupational specialty
on a wcrldwide basis under field conditions. 1In addition to
medical standards, soldiers are required to pass their most
recent Army Physical Fitness Test within nine months of tggarBD
desired reenlistment date. v

Cause fo squa cation.

Soldiers with conditions which impact upon their ability to
perform specified duties in such a manner as to reasonably
fulfill the purpose of their employment in the military are
subject to referral to a Physical Evaluation Board (PEB). A
general list of conditions which require medical board action are
as follows:

- Abdominal and gastrointestinal defects/surgery
-~ Blood and blood-forming tissue diseases

- Dental disease/jaw abnormalities

- Ear disease/hearing dysfunction

- Endocrine and metabolic disorders

- Upper and lower extremities (amputations, etc.) non
- Eye disease/visual irregularities

- Genitourinary system/surgery

- Head and neck abnormalities

- Heart and vascular system/cardiovascular

- Tuberculosis/breathing disorders

- Neurological/psychotic/mental disorders

- Skin and cellular disorders

-~ Spine/rib and sacroiliac joint disorders

- Allergies and systemic diseases

- Malignant and benign neoplasms

d
L2

statue/Policy. DODD 6130.3, Physical Standards for Enlistment,
Appointment and Induction, March 31, 1986.

Related Wajiverable Criteria. Soldiers with permanent physical
profiles that prevents administration of a physical fitness test

may be granted a waiver by the first General Officer or General
Court-Martial Convening Authority. PERSCOM may grant reenlist- On{3()
ment waivers to soldiers not meeting medical fitness standards.




GRADE/YEARS OF SERVICE

Purpose. To ensure that soldiers are competitive with their
peers, and as a measure to eliminate marginal or substandard
performers who through reduction in rank or as a result of
limited demonstrated potential show limited future in positions
of increased responsibility. Soldiers are expected to rgie<bidbly
progress through the ranks during a normal career.

ause 10 a action.

Currently, soldiers must not exceed the maximum active
federal service authorized for their rank as follows:

PVT - PFC 3 years
CPL - SPC 8 years
SGT 13 years
SGT (Promotable) ‘ 15 years (effective 1 Oct 93)
SGT (Promotable) 20 years - (currently until
1 Oct 93)
SSG 20 years
SFC : 22 years ;
SFC(P), MSG, 1SG 24 years 03:}30
MSG(P), 1SG(P), SGM, CSM 30 years

Btatute/Policy. Since 1971, soldiers have been subject to grade
and service criteria as a condition for reenlistment.

Historica) Notes. Prior to 1971, the Army utilized a very
liberal policy with respect to pay grade as a reenlistment
criteria. 1In 1971, a policy similar to the current policy was
adopted. Although some changes have been implemented since 1971,
the basic purpose of the policy has remained: to allow
demonstrated performers who progress with their peers to reenlist
and to deny reenlistment to marginal performers.

Related Waiverable Criteria. Initial term soldiers, regardless

of rank are authorized retention until expiration of their term

of service. Prior service soldiers and former officers are

exempt from grade and service restrictions for the duration of

their first enlistment upon reentry or reversion to enlisted

status. Soldiers who are assigned to special bands (West Point 00 030
Band, the Army Band and the Army Field Band) are allowed

retention to the following service points:

SSG(P), SFC 30 years
SFC(P), 1S8G, MSG 33 years
1SG/MSG(P), SGM/CSM 35 years

-v,;:v-‘.. LT

Command Sergeants Major serving in nomlhative positions
where the commander is a LTG or GEN are authorized ‘retention’
beyond 30 years - not to exceed 35 years. Additionally, waiver-
provisions exist for soldiers in the rank of PFC, who incur a DA
imposed service requirement to extend up to 5 years, 29 days
active service.




REENL

Purpose. Commanders constantly evaluate soldiers under the
"whole person" concept. Soldiers who, when evaluated are not
considered suited for future military service or lack potential
for advancement are considered for administrative sapgrﬁzton or
initiation of a bar to reenlistment. Additionally,:!Dep ment of
the Army, in conjunction with centralized promotion/selection
boards, routinely selects substandard performers for separation
under the Qualitative Management Program (QMP).

Cause fo squa ca .
Factors considered in the "whole person® concept are:

~ recent nonjudicial punishment of a serious nature.

- repetitive nonjudicial punishment.

- low aptitude area scores. 00g £3 0

- low education achievement combined with a pattern o
disciplinary problens.

- low enlisted efficiency reports.

-~ poor job performance based on failure of performance
tests.

- slow progression as a result of misconduct or substandard
performance.

- 1limited potential for future levels of increased
responsibility.

- c¢ivil convictions or severe indebtedness.

- severe family problems/failure to adequately support
dependents.

- substandard hygiene/AWOL/overweight.

- apathetic behavior.

- failure of Physical Fitness Test/Weapons Training.

- immoral acts, nonadaptability.

Btatute/Policy. Title 10 USC, Section 508 (1968) and Section
1176 (1992).

Related Wajverable Criterjia. Bars to reenlistment imposed on
soldiers by field commanders or HQDA allow the soldier to appealn(3(
prior to final disposition. Field bars are rehabilitative in =~ "
nature. The bar is reviewed after an initial 3-month period. If
the commander feels the soldier has made progress the bar may be
removed. If, after a second 3-month review, the commander feels
the soldier cannot overcome the bar, separation proceedings are
initiated. 1In the case of bars imposed under QMP, there is no
rehabilitative period. Upon final appeal processing, soldiers
selected for QMP are separated on a predetermined date. Soldiers
who are barred with over 18 years active service are authorized
extension to 20 years active service for retirement purposes.
Fiﬁﬁﬁ?
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purpose. Soldiers in entry level status (i.e., first 6 months of
active duty) must meet various standards to qualify for
retention.

ause © -] a .

a. Entry level performance and/or conduct. Pertains to
soldiers whose performance of duty is unsatisfactory and/or are
guilty of minor disciplinary infractions. Examples include
inability to adapt to military life; lack of trainability; lack
of ability, aptitude, motivation, or self-discipline; and
character/behavior characteristics incompatible with continued
service.

b. Failure to meet procurement medical fitness standards.
Applies to soldiers who were not medically qualified at time of
entry on active duty. Medical condition must be identified
during first 6 months of active duty.

-~
P"’

Btatute/Policy. 10 USC 1169 (broad Secretarial separation
authority), DOD Directive 1332.14, AR 635-200.

Historica)l Notes. Entry level performance and/or conduct
separation provision was established in 1982, replacing the
Trainee Discharge Program.

Related Wajvable Criteria. Entry level performance/conduct
separation is not mandatory. If, in commander’s judgment,

soldier responds to counseling and meets standards, he/she is
retained. Regarding procurement medical standards, if, in
judgment of commander and medical authority, soldier can complete
training and perform duty despite medical condition, soldier may
be retained.
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Purpose. Soldiers beyond entry level status must perform their
duties in a satisfactory manner to qualify for retention.

Cause_ fo sgua cat . Unsatisfactory performance, as
manifested by inability of soldier to perform duties effectively,
including lack of potential for advancement or leadership.
Separation under this provision includes soldiers with two
consecutive failures of Army Physical Fitness Test (APFT) and
those eliminated for cause from NCO Education System courses.

Statute/Policy. 10 USC 1169 (broad Secretarial separation
authority), DOD Directive 1332.14, AR 635-200.

Historical] Notes. Unsatisfactory performance separation
provision was established in 1982, replacing the separation for
unsuitability and Expeditious Discharge Program provisions.:

Related Wajvable Criterja. Separation for unsatisfactory fFom30

performance is not mandatory, but is intended as a management
tool to ensure soldiers meet standards. If, in commander’s
judgment, soldier responds to counseling and performance of duty
is acceptable, retention is authorized. However, initiation of
separation proceedings is required for soldiers with two
consecutive APFT failures and those eliminated for cause from NCO
Education System courses.




CONDUCT

Purpose. Soldiers must display acceptable conduct and deportment
to qualify for continued service.

ause fo squa catjon. Misconduct, classified into
subcategories of minor disciplinary infractions, pattern of ~~-2n
misconduct, conviction by civil court, commission of a serious
offense, and abuse of illegal drugs. Misconduct can run the
gamut from indebtedness to barracks thievery to driving while
intoxicated to spouse or child abuse. Administrative separation
provisions are not intended to replace disciplinary action to
spare a soldier from the harsher penalties which may be imposed
undexr the UCMT.

gtatute/pPolicy. 10 USC 1169 (broad Secretarial separation
authority), UCMJ, DOD Directive 1332.14, AR 635-200.

Historjcal Notes. Soldiers have always been subject to
involuntary separation for misconduct and indiscipline.

"Related Wajvable Crijteria. Separation for misconduct is not

- mandatory, but serves the best interests of the Army when the
circumstances involve conviction by civil court, serious offense,
or drug abuse. Counseling is required, and soldier must be given
chance to correct deficiencies, before separation proceedings are
initiated for minor disciplinary infractions or pattern of
misconduct.
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Purpose. Soldiers must meet body fat composition/weight control
standards of AR 600-9 to qualify for continued service.

ause fo squa ca . Failure to meet body fat standards.
Soldiers who do not comply with AR 600-9, and for whom a medical
condition does not exist, are subject to separation. Initiatdiofi”
of separation proceedings is required for soldiers who do not
make satisfactory progress in the weight control program after 6
months, as well as for those who fail to maintain body fat
standards during the 12-month period following completion of the
program, unless the commander elects to impose a bar to
reenlistment.

gtatute/Policy. 10 USC 1169 (broad Secretarial separation
authority), DOD Directive 1332.14, AR 600-9, AR 635-200.

Eistorjcal Notes. Weight control failure was initially an
unsatisfactory performance separation provision, and made a
convenience of the Government separation in 1984. Pursuant to a
1992 DOD policy change, it became a distinct, stand-alone basis
" for separation.

Related Waivable Criteria. None.

ann2 N
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Purpose. Soldiers must demonstrate acceptable levels of social
behavior and emotional stability to qualify for continued

service.

raT N

ause fo squa a + Soldiers may be separated for - ’
personality disorder (not amounting to disability) that
interferes with assignment to or performance of duty. Condition
must be a deeply-ingrained, maladaptive pattern of behavior of
long duration that adversely affects the soldier’s ability to
perform duty. Diagnosis of personality disorder must be made by
a psychiatrist or licensed clinical psychologist.

Btatute/Policy. 10 USC 1169 (broad Secretarial separation
authority), DOD Directive 1332.14, AR 635-200. .

Eistorjcal Notes. Personality disorder--at one time called
character and behavior disorder--was originally grounds for
separation under the unsuitability provision. the current
personality disorder distinct separation provision was adopted in
1982.

Related Waivable Criteria. Separation for personality disorder
is not mandatory. If, in the commander’s judgment, the soldier
responds to counseling and meets standards, retention is
permitted.
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Purpose. Soldiers entered in the Alcoheol and Drug Abuse
Prevention and Control Program (ADAPCP) per AR 600~-85 must
successfully complete the program to qualify for continued

service. reman

Cause fo squa on. Soldiers enrolled in the ADAPCP may
be separated because of inability or refusal to participate in,
cooperate in, or successfully complete the program. Initiation

of separation proceedings is required for soldiers designated as -
alcohol/drug abuse rehabilitation failures. e

Btatute/Policy. 10 USC 1169 (broad Secretarial separation
authority), DOD Directive 1332.14, AR 600-85, AR 635-200.

Historical Notes. Separation on grounds of. alcohol/drug
rehabilitation failure has been Army policy since 1977.

Related Waivable Criteria. None.
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Purpose. Scldiers whose enlistment or reenlistment contracts are
defective are liable to denial of continued service.

Cause for Disqua catjon. Soldiers may be separated on groWr@g 3 ()
of erroneous or fraudulent enlistment or reenlistment. Fraud is
a court-marital offense.

Btatute/Poljcy. 10 USC 1169 (broad Secretarial authority for
separation); 10 USC 883 and Article 83, UCMJI (fraudulent
enlistment); DOD Directive 1332.14, AR 635-200. _

Eistorjcal Notes. Separation on grounds of erroneous or
fraudulent enlistment/reenlistment is long-standing policy.

Related Waivable Crjterja. Field separation authorjties are

authorized to grant waivers, in clearly meritorious cases, to
permit retention of highly deserving soldiers. Waiver approval
authorities are the Special Court-Martial Convening Authority for
erroneous enlistment/reenlistment, and the General Court-Martial
Convening Authority for fraudulent entry.
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Purpose. Soldiers must not
Justice (UCMJ) to qualify f

ause fo a a .

violate the Uniform Code of Military
or retention,

A soldier may receive a dishonorable

discharge pursuant to an approved sentence of general court-

martial, or a bad conduct 4
sentence of a general or sp

gtatute/Policy. 10 Usc 877
Historical Notes. Majority

have been in force since 19

elated Waivable erja.
be completed and the affirm

ischarge pursuant to the approved
ecial court-martial. rom o)

=934, UCMJT Articles 77-134.

of current UCMJ punitive articles
56.

None, however appellate review must
ed sentence ordered duly executed.




Purpose. Soldiers must not violate the Uniform Code of Military
Justice (UCMJ) to qualify for retention.

ause fo sgua ation. A soldier may receive a dishonorable
discharge pursuant to an approved sentence of general court-
martial, or a bad conduct discharge pursuant to the approved
sentence of a general or special court-martial.

gtatute/Policy. 10 USC 877-934, UCMJ Articles 77-134.

ron
Eistorical Notes. Majority of current UCMJ punitive nrticléé)
have been in force since 1956.

Related Waivable Criterja. None, however appellate review must

be completed and the affirmed sentence ordered duly executed.

)
hJ
b
<D

-
«J




L
o

<H




Directives Restricting Assignment Opportunities

Mental Ability
.- Assignment opportunities
-~ ASVAB test scores are used as selaction criteria in
the assignment of enlisted personnel to educational
programs (ETM chapter 7). oo o 3 0
-= Academic Profile Codes (APCs) are used as selection
criteria in the assignment of officers to graduate
education (OPNAVINST 1520.23B).
Physical Ability (i.e. strength, endurance, swinming)
- Assignment opportunities
— pailure to maintain established physical standards
will terminate flight status and result in
reassignment (MILPERSMAN 3410300).
Kealth (i.a. physical, mental)
~ Assigmment opportunities
 =- HIV and permanent LIMDU membars will ba hefest&aded
indefinitely once they have PCSed to an area that

provides adequate medical care (BUPERS Policy
Daecision # 05-20-92).

—— Members with physical disabilities are limited in
assignment opportunities (MILPERSMAN).

~—- Persomnel with two or more hospitalizations for
psychiatric disorders will not be considered for

overseas assignment (OTM 3.011 and ETM 4.012).

- Dersomnel with two or more hospitalizations for
atric disordaers will not be considered for
recruiting duty (ETM 11.032).

— FEnlisted personnel suffering from an active
venereal diseasa or any other disease that require
periodic treatment shall not be assigned to a ship
or station where there is no medical officer
attached (MILPERSMAN 1830180 and NAVMED P-117).

. nAar

—— cCertain typas of duty assignments (aviation du \EBQ
submarine duty, nuclear power duty etc.) require
special physical qualifici'”bﬁ&“("”“
and NAVMED P-117). '
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-- Individuals with excessive OfﬁﬁaNFCleSSwtatoosﬁa:¢ﬁ

not eligible for recruiting C?-UtyF(BTH:Ll Q32) "
SRR ¢

Vel it i.i;}}‘,‘;; e B
—~ TIndividuals who have obvious skin blemishés” or ¢ LIEL §
tatoos that when viewed would bring discredit upon
the United States Navy or who have speech
impediments or accents are ineligible for duty
aboard USS CONSTITUTION, the Nautilus Memoriaf(
Museum, and the Arizona Memorial (ETM-9.24, 9.36,

9.55).

— Members with speech impediments are ineligible for
instructor duty (ETM 10.01).

Gender
- Assignment opportunities

—= 211 female members receive a pregnancy test prior
to reporting to sea duty in CONUS or overseas
(types 2 and 4). Females tasting positive
prior to reporting will be reassigned (MILPERSMAN
1830200 and NAVMED P-117).

-— Women ara prohibited from permanent assigrment for
duty in combatant ships (Title 10 UsC section

6015) . e
. en230

Job S8kills/Experience (i.e.‘education, civilian/military
experience)
- Asgignment opportunities

-= Officers who hava bean selected for postgraduate
education and who fail of selection to tha next
higher rank prior to transfer to the college ox
university will be reassigned (MILPERSMAN).

Behavior
- Assigmment opportunities

-= Individuals with a history of unsatisfactory .Q
marginal performance in the last two yearé\‘ maff
congidered unsuitable for overseas assignment (OTM

3.011 and ETM 4.012).

—— 2All members involved in substantiated cases
jnvolving child/saxual molaestation shall be
permanently disqualified for overseas duty (ETM

oo

4.012). - 7 e




Nationality
- Assignment Opportunities

—— Foreign naticnals are not assigned to remote
land-based sea duty and preferred overseas shore
duty (types 3 and 6 less Hawaii, Alaska and Puerto
Rico) on their first tour of duty (ETM 4.0).

-~ US citizenship is required for assignment to
Stinger detachments (ETM 9.49).

-- Us citiécnship is required for all immediate family
members including in-laws for assignment to the
White House Communication Agency (ETM 9.51).

- Security clearance

-- Assgignment of an SCI cleared individual with
a foreign national spouse nmust transfer from
the spouse's country upon completion of a normal
tour and cannot return until the spouse accepts US
citizenship (OTM 16.39). '

-- Non-immigrdnt aliens are restricted from assignment
to certain billets and ratings due to lack of
ability to gain appropriate security clearances
(BUPERSINST 1430.16).

Physiological Standards (i.e. height and weight)
- Career progression

—- Members diagnosed as obese and/or fail the PRT
thraa consecutive times, shall not normally be
issued PCS orders or Temporary Duty Under
Instruction (TEMDUINS) orders. They ara not
sujtablae for overseas assignment (OTM 3.011 and
ETM 4.012).

ige
- Assigmment opportunities
- N/A
Harital Status
- Assignment opportunities

—- wMilitary couples will not be issued orders to the
sama actlvity unless they will be assigned to

different reporting seniors (OTM 16.38. and~ “_”?;Ti,“ .

3.21).

O T
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Military couples are restricted from serving
together on Diego Garcia (OTM 3.21 and ETM *?1%X}O
ot

Military couples will not be involuntarily assigned
to sea duty in CONUS or overseas (types 2 and 4)
simultanecusly (MILPERSMAN 1820340).

Every effort will be made to collocate military
married couples (ETM 9.24, OTM 16.37 and MILPERSMAN
1820340) .

Non-Petty Officers assigmed for duty aboard
USS CONSTITUTION and the Arizona Memorial will be
unmarried (ETM 9.24 and 9.55).

Presence of Dependents

- Assignment opportunities

»~>39

Enlisted personnel in paygrades E-3 and below with
dependents will not be assigned to duty in an
overseas area, including Hawaii, on afloat units or
shore-based activities (ETM 4.0).

Individuals with more than three dependents will
not normally be assigned to accompanied overseas
duty (OTM 3.084 and ETHM 4.033).

Service mambers with dependents will be afforded
the opportunity to adjust PRD's to align with
dependents school breaks (ETM 3.030).

The PRD of pregnant service members will be
adjusted to ensure 2 membar doas not transfer prior
to or after 6 weeks of anticipated delivery date
(ETM 3.065).

Health of Dependents

- Assignment opportunities

pJ

30
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Overseas service may be denied if mambers
dependents do not pass overseas screening (DODINST
1315.7 of 9 Jan 87 and OPNAVINST 1300.14).

. No personnel with a knGWn BFM (handicapped or

exceptional dependents who require special medical
care andfor special education) will be ordered
overseas without CHNAVPERS approval (ETM 4.012).

Members/dependents with documented drug abuse or
drug related cffenses are unsuitable for overseas
duty (OTM 3.011 and ETM 4.012)-

4



sexual Orientation

- Assigmment opportunities
- wa | 02230

C

2
2
>
(&%)
=

62830



(o
[
()

[
2
o]




(2.9, 1R Forc e

UNIFORM CLOTHING WHICH CAN'T BE WORN BUT IS NOT INCLUDED IN THE UCMJ

Description Men Women
00539
X

Tndividual uniform component items except as X
specified/certified, i.e., service dress coat,

trousers, skirt, slacks, sweater, headgear,

outerwear, insignia, accouterments (belt buckle,

cuff links, aiguilettes)

Gloves except foxr gray or black X

Gloves except for gray, white or black X

Ear muffs except for daxk blue, gray or black : X X

Neck scarf except for white or gray X X

Hosiexy except for dark blue, neutral, dark brown,

black or off black. No pattern on acceptable colors a3 X
’ vuvu

Hosiery X

Civilian outergarments X X

No other color than white cardigan sweater worn X X

only with maternity uniform, food service and

hospital uniform -

Maternity uniform 1‘ X

Undergarments in which color shows through blouse ’ ' X

and doesn’t complement the person’s skin tone

Underwear, crew neck, if exposed at collar, all X X

colors except for white when worn with the sexrvice,

service dress, and white utility uniform

Underwear with BDU other than green brown, black. X X

Includes dickies, turtleneck T-shirt, thermal

undershirt, turtleneck shirt, T-shixt

Socks other than black, if visible X X

02030

Purse : X

Purse, certain styles and sizes ‘ X

Shoes and boots, certain styles X X

Umbrella except for black or dark blue X X

Suspenders except for mess dress in white, blue X

or black color ' e




Suspenders

Ornamentations:
Tattoos
Haix
Hair except as specified
Necklace, if visible
Nose Rings
Earrings
Earrings--more than 1 pex earlobe, must be worn
as a pair, can only wear small conservative gold,

white pearl, silver, diamond, piexrced or clip, and
don‘'t extend below earlobe ’

Sunglasses, nonconservative and mirrored lens - «

Rings on fingers, no more than 3 can be worn.

Bracelets, nonconservative, wider
than 1 inch, no more than 2 can be worn .

e n
PR N |
Ankle bracelets

Glasses with chains worn around the neck
Eye glass frames oOr lenses

Cardigan sweater other than white color and then
only with maternity uniform, food service and
hospital uniform

Maternity uniform

parts of pens and pencils when carried in the
compartment of the left pocket of the blue shirt

Wallets, pencils and pens (except BDU shirt),
checkbooks, watch chains, fobs, pins, jewelry,
handkerchief, combs, cigars, cigarettes, pipes,
sunglasses, and soO forth, are not to be exposed. . .
gguu

Gym bag worn over the shoulder

Headphones except when authorized in performance
of duty

¥
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Religious apparel other than dark blue oiﬂb;géki;if._iv
yarmulke, 6 inches in diameter

personal Grooming Standards

Beards, unless waiver for health X X

Dyed hair color that don't complement the person’s {(¥ 71 X

skin tone ' .
gercd

wigs except for medical reasons, can’'t exceed X

1imits of natural hair

Wigs can’t be worn by person’s engaged in aircraft X X

flightline or inflight operations

Wigs which exceed limits of natural hair X

Excessive amount of grooming aids X X

Hair touching eyebrows, protruding below front X X

band of properly worn headgear except for women’s

beret and flight cap

Hair style--worn in extreme Or fad style or exceed X X

length or bulk standard or violates safety require-
ments '

Hairnets except when worn for safety reasons. Must X QQQ?)GX
be conservative, solid color similar to person’s . Jy: "
hair color

Mustaches ' h$; 5 X
o
Mustaches unless below lip line of upper lip or .t X
extended sideways beyond vertical line drawn upward
from corner of mouth. No handlebar mustaches.
Sideburns X
Sideburns unless straight and of even width, not X
flared, not extended below lowest part of the
exterior ear opening
o o 0
Nail polish except for uniform, conservative in Cov - X
color and in good taste. No ornamentation
, _ 09630
Nail polish - . X
Medals and ribbons worn on outergarments X X
Foreign awards and decorations unless approved in ) S -
AFR 9 00—4 8 e e T P PEIES T "~y




ANG can’t wear state decorations when on -]
active duty

Ribbons on mess dress Or formal dxess X X

Men can’t wear more than 5 badges and women 3 badges gL ST X
on service dress and ceremonial uniforms, no more
than 5 on BDUs

Badges of US fraternal and international government % X
organizations except at their meetings

Alterations which change the intended appearance of X X
the garment as designed

Uniform condition which is frayed, worn out, faded, X X
patched, etc. Garments not must kept zipped, snapped
or buttoned

00039




DEPARTMENT OF THE AIR FORCE
Headquarters US Air Foree
Washington DC 20330-5000

ENLISTMENT IN THE UNITED SLI'ATES.AIR FORCE

This regulation prescribes the eligibility requirements and administrative procedures for enlistment in the Regular
Air Force and the United States Air Force Reserve (Delayed Enlistment Program, Air Force Academy
Preparatory School, and Air Force Reserve Officers’ Training Corps). [t does not apply to the Air National
Guard units. It applies to all enlistment activities. It implements DOD Instructions 1304.22, 20 April 1983,
1304.2, 14 March 1975, DOD Directives 1304.23, 15 February 1984, 1304.21, 21 April 1982, 1145.1, 22 January
1986, 1304.11, 5 December 1966, 1205.14, 24 May 1974, 1145.2, 25 February 1986, 1304.25, 17 March 1986,
and 10 U.S.C. 5ti(a).

This regulation requires the collection and maintenance of information protected by the Privacy Act of 1974.
Authority to collect and maintain the records prescribed in this regulation are 10 U.S.C. 504, 505, 508, and
510, and EO 9397. Privacy Act Statements required by AFR 12-35 are on each form or are on a separate
statement to accompany the form. Systems of records notice F035 AF MP H, Air Force Enlistment/
Commissioning Records System, applies. "

Proposed publicaiions that affect any military personnel function are processed as required by AFR 5-13.

Cu Paragraph Page
Chapter [—Qualifications for Enlistment in the Regular Air Force
Explanation of TermS. ....ovieeeeuinoenraaassaastonasncnaaraaacesrencns 1-1 5
General InfOrmation. « «eeeeeseeesrasacaoeacassossssssensasscissssssssases . ) 7
Determining Eligibility.....c.ccoccaes e eiaeeeseeeeeraesasttsinsarttanaans :3 :@ 7
" Citizenship Requirements 000 8
Physical Standards ... .oeeeeueroenerienrnaetoscenntoananascuesannceenans 1-S 8
Age REQUITEIMENLS. .o vaetarneeaeennraartosossnsesesseaauonaentaesees i-6 8
Aptitude and Educational Requirements. .....oooeueemeranaaarrronecaeenns 1-7 8
Waivers of Enlistment Eligibility Criteria ......oooveeiimnaniiiiianaeaeaas 1-8 9
Applicants With Dependents. ... . vuvrneeaauirernsieataanemuacreeseenes 19 11
Enlistment of Former Members of the Peace Corps .. ...cocuvriieaaceciones 1-10 I1
Chapter 2—Nonprior Service (NPS) Enlistment Program
APPlCabIlity o ovuvrn i e 2-1 19
Place of ENliSUMEnt. -« ccvvenveraesnecacnmaasasssasasensesaenasrstsassns 2-2 19
Enlistment Grade and Date of Rank ....c.ounnniiiinnnineiiiiiiireieinannn 2-3 19
Enlistment Programs ......cveviomesaoeataetntsrsrrsascortansianranaanss 24 19
Chapter 3—Prior Service (PS) Enlistment Program
APPHCAbIlity +ov vt 3-1 23
Verification of Prior SEIVICE «vvvvecestetareraserirstosscsoeaaasasssenenas 3-2 23
Enlistment Gradeand Date of Rank ... oo oiiiiiriiiiirnaioiianenan 33 23
Prior Service PrOBIAM ... cuiurvameieeniaiiiiiiatanrainiirncncens 34 23

Supersedes AFR 33-3, 18 January 1985. (See signature page for summary of changes.)

No. of Printed Pages: 87 (2
OPR: HQ AFMPC/DPMAPA (MSgt John A. Szalasny)

Approved by: HQ AFMPC/DPMA (Col Sterling R. Cruger) o - e e
Editor: Marcella A. Scalf : :
Distribution: F




TABLE 1.1 l

CONDITIONS THAT MAKE APPLICANTSIN ELIGIBLE TO ENLIST I

Applicants are incligible when one of the following conditions exists

[/ Nl R N W

1 | Intoxicated or under the influenceof alcohol or drugs at any time during enlistment processing.

«2 | Has questionable moral character; history of antisocial behavior tincluding history of psychosis), sexual perversion, ho-
mosexual or bisexual activity, frequent difficulties with law enforcement agencies.

3 | Has moral disqualification listed in table 1-3. received a presidential pacdon for dralt evasion, ot has been involved with
narcotics, marijuana, orillegal drugs(see note L.

4 Enlistment is notclearly consistent with interest of national security (AFR 205-32).

s MConscientious objector or person with personal beliefs, convictions, or religious practices which preclude unrestricted duties
/| ot assignments. ’ LI

. s .. . - . - . ~ .
6 | Under restraint imposed by ¢ivil or criminal court or subject of a subpoena orden“g‘ét&:?éance on some specified futare
date tincludes those relieved from restraint on the condition of enlistment). (See paragraph 1-1w for definition of restraint.]

7 | Civilor criminal charges filed or pending tincludes those released from charges on condition of enlistment){see note 2

8 | Receiving disability compensation fromany federal or other agency.

«9 | Applicant has disqualifying physical impairmenf.,disease. medical condition, or alcoholism (see note 1).

10 | On AD or ADT with any branch or companent of the US Armed Forces (see note 3). -

11 | Has anydependents underage 18 ar incapable of self-care and issingle, mecried to a military member, or has a comman-law
spouse (see note 1). :

12 | Has more than one dependent under age 18 or incapable of self-care and not entitled to enlist in pay grade E-4 or higher (see
note 1. . .

13 | Separsted fromactive duty with the Regular Air Force for a period of less than 3 months.

14 | Separated witha reenlistment eligibility (RE) code that bars reenlistment (see notes 1 and 4).

15 |Separated as a result of havirg been nanselected for reenlistment under the Selective Reenlistment Program (SRP) or
having NCO status vacated or denied.

16 | Separated while undergoing & period of observation on the Control Roster, with en active Unfavorable {nformaticn File
(U1F1, or while serving punishment (suspended or unsuspended) pursuant to Article 15, Uniform Cade of Military Justice
(UCMJ an (\ AN

. . . , IR
17 | Separated with other than an Honorable Discharge Certificate (General or Bad Conduct Discharge )‘.‘or wuﬁ)a BD Form214
or NGB Form 22 that reflects "other than honorable” (see note 4).

18 | Separated for failure to meet acceptable standards of canduct or duty performance. unsuitability, misconduct, personal
abuse of drugs, for the good of the service, national security, or conviction by court.martialtsee note 4).

19 | Separated because of physicel disability oc medical reasons tsee note 1)

20 | Separated inpay grade E-3or lower after completing 24 months’ active duty service:see note 1.

21 | Discharged before completing 24 months’ active duty service(see note 1.

29 | Separated and charged with5 or more days time lost{see note 1).

%23 | Separated with 12 or more years’ total active federal military service _ITAFMSHsee note 1), ~Ann”

. L. . L. . . LS ASRVIES Y .
24 | Retired, eligible for retired pay under any provisien of law, or retired and serving on extended acu\Je duty tEAD)ina
Reserve status.

%25 | Separated from a Regular component of the armed forces 4 or more years’ (afteradjustment of date of separation by years of
satisfactory service with the USAFR or ANG). e

28 | Separated from active duty in pay grade E-4 or lower after 6 years' or more TAF)«:{'S;(Tséje,"

£
(Table continued on next page.} j
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TABLE 1-1 CONTINUED

Applicants are ineligible when one of the following conditions exists

4> =0

% ]

anncl
LU AV

27 | Separated with 4 years’ or more TAFMS in another branch of the Armed Forces (see note 5)-

28 | Has ever held a commission as an officer or warrant officer in any Regular or Reserve component except as provided in
paragraph 8-3 (see note 3).

29 | Separated with 24 or more months active duty in a Regular component of the armed forces and is not a US citizen or US
national.

30 | Has previously served in any other country’s Armed Forces(see note 1

NOTES:

1. Forexceptions, see paragraphl.8.

9. [ncivil suit cases only, an applicant may enlist provided a statement of nonappearance is obtained from legal ar court officials.

3. Wacrant officers and entisted personnel from other branches of the Armed Forces are eligible to apply for an Air Force commis-
sioning or appointment program; however, failure to complete the program renders the enlistee ineligible to remain in or revert to
enlisted status in the Air Force.

4. Applicants with a Generat Discharge and whose RE code has been upgraded to "1" are exceptions to this rule and may be consid-
ered for enlistment if not otherwise ineligible by this table. Before processing applicants claiming this staws, CSAFRS/RSOPA will
verify eligibility with HQ AFMPC/DPMAPA. e T

5. Exception is granted for applicants who have served satisfactorily with the ANG or USAFRfor2 precéaihg continuous vears and
possess a critical AFSC and enlistfor directed duty assignment. See paragraph 1-1x for definition of "satisfactory service.”

00030

August 1989



e

AFR 33-3(C2)

16 July 1991

——
*TABLE 1.2 i
AGE REQUIREMENT FOR ENLISTMENT(USAY}
A i C
R | 1fthe applicantis (hen the minimum age is attainment and the maximum age is less than
U of the )
i
E
1 NPS 18th birthday (see avte 11 an n2f
2 |PS none the 28th b\f‘ udvy?lah.er adjustment
{see nute 2).
NOTES:

1. Minimum sge fur enlistment is 17 ir applic
guardian consent for enlistment of & minor in the US Armed Forces hasbeen
Form 1966. Parental consentisno
enlist with a parentul consent waiver
2. Age,
previous satisfaclory service (us verified ¢
TAFMS must first equal less than 35 yeurs,
less than 28 years. (Title 10, USC, Sectien

ant is u high school dipluma gr

t required for a married 17
fram the USAFRSQ commander.

when reduced by TAFMSin & Regular companent, must equal less than-28 years. EXCEPTION: When PS applicant has
when reduced from Regular component
satisfacwry ANG or USAFR service, must equal
over.) See paragraph 1-1x for definition of

o AF Form 526) wi

th the ANG or USAFR, age,
and when further reduced by years of
505 prohibits enlistment of anyone 85 or

aduate or enrolled high schoul senior when parental or
properly executed by parentsor legal guardianson DD
-year-old applicant. Emancipated 17-year-old applicants may

“gatisfuctory service.”
xTABLE 1-3
PROCESSING APPLICANTS WITH MORAL DISQUALIFICATIONS l -
A B C
R |1fthe applicant hasa conviclion or and the applicant wants to enlist in then approval is delegated Lo
U | an adverse adjudication for the RegAF and the number of offen-
L sesis -
E WRE 0
1 minor traffic (figure 1-1, para A} {see four or more {or three minor traffic and | USAFHRS
aotes1,2,3und 4) one serious traffic or minor nontraffic)in
any 365 day peried in the past three
1years
2 | serious traffic und minor nontraffic (fig- | twoin past four years USAFRS
ure 1-1, para B)(see notes 1,2,4and &)
3 | serious traffic and minor nontraflic tfig- | three in pastsix years USAFRS
ure 1-1, para B){see noles 1.2,480d 5
4 | serious traffic and minor nonteaflic (fig- | four ormoreina lifetime USAFHRS
’ ure 1-1, para B)(see notes 1,2,4and5)
5 | serious offense (figure 1-1, para C) (see | one or morein a lifetime USAFRS
notes1,2and 6) :
6 | major offenses (figure 1.1, para D) (see | one or more ina lifetime USAFRS
notes 1 und 2
NOTES:

1. A 3-mooth waiting period is required following te
for those convic
_ 2. Disapproval aulhority is delegated toth
uble cases to next higher headquarters wi
Lraflic offenses, minor nontraflic offenses, serious
1. An exception Lo the waiver tequirement for rule 1 is

following conditians:

a.
durin,

Three or more years have paased since th

e USA

e latest conviction or adverse adjudicati

AT

.‘%.‘

i sl el

on for minor traffic violatio

rmination of parole, probation, suspended sentence, or &0y peri\o?‘o{.‘coqf{jement
ted. Exception:Suspended sentences for minor trafficoffenses. , (P o

F recruiling squadcon commang
thin Recruiting Service. Figure 1-1p
sraffic offenses, serious offense
granted to those applics Ais wchioh £

¢ Air Force applicaats. Refer question-
o{f*ypical offenses, minor
Y s, T,

¢

13
o

%
§ i

g the L.year period, and the applicant has no previous or subsequent conviction ar adverse adjudication for any offensesin rule



e Ll
18 AFR 33-3(C2). 16 July 1991

2. /

b. The entire 3-year(or mare) period wasfree of lawfully impased probation, restriction, or restraint. ( i

4. Fur Regular Air Force applicants, USAFRS may delegate waiver authority Lo USAFRSQ/CC. : -

5. An exception Lo the waiver requirement for rule 2 is granted Lo those applicants who have favorable moral eligibility determine-

tion from the recruiting squadron comimander and are otherwise qualified and meet all the following ceaditions:
a. Allminor nontraffic convictions or adverse adjudications dccurred prior to applicant's eighteenth birthday.
b. Fiveor mare years have passed since the latest conviction

or adverse adjudication was rendered.
¢. The entire 5-year (or more) period was free of lawfully imposed probation, restriction,or restraint.

6. For Regulur Air Force applicants, USAFRS muy delegate waiver authority to USAFRG/CC or CD.

00030

TABLE 14 |

MINIMUM APTITUDE QUALIFICATIONS FOR NPS AND PS APPLICANTS
A B C
R |Ifthe enlistment categoryisa then the minimum AFQT score re- and the minimum aptitude score
U quiredis requiresis
L -
E
1 | high school diploma graduate or higher 21 general score 30 and MAGE compus- .
(see notes1,2,and 3) -{ite 133 (add mechaaicsal, edministra-
tive, general, and electrunic scores
for MAGE compusite).
2 | alternative credential holder (see notes | 50 .
1,2.and 3)
3 | nonhigh school graduate (see notes2 and | 65
k)]
NOTES: - , (
1.Seetable 51 for documents required to verify educational level, -
2. PS or NPS applicants enlisting for retraining must be qualified on & current pruduction ASVAB. A Q%@ )
3. PS individuals without high school diploma {ur higher) are ineligible for enlistment unless enlisting for direc& duty assignment.

*TABLE 1.5 j )
DEPENDENCY ELIGIBILITY DETERMINATION _
A B C

R |Ifthe applicantis and has then the applicant’s
u
L
E
1 wimarried, separated, has military {legal or physical custedy of any depen- ineligible and waiver is not autho-
spouse, of commaon-law spouse dentincapuble of seif care tsee note 1) rized.
2 neither lega) nor physical custody of any | incligible without USAFRS re-
dependent incapable of self care (see | viewiseenole 2)
note 1} )
4 | married w a civilian spouse and enlist- } two or more dependents incapable of self ¢ligible provided spouse is capable of
"~ |ingin paygrede E-4 ar higher | care(see note 1) selfcare. ] 0
T
4 mucried to 8 civilian spouse and enlist- ineligible without aon a[‘prblv‘éj Y
ing in paygrade E-J or lower tJSAFRS waiver (see note 31.
NOTES:

1. Refer W paragraph 1-1k for definition of dependent. Any pending chunges in applicant’s dependency stutus such us a living fetus,
divorce, sepuration, elc, just be taken into consideration attime of processing for enlistment.

2. Refer to paragraph 1-Be for USAFRS dependency eligibility review. USAFRS may delegate this review t USAFRSQ/CC.
3. Refer W paragruph 1-8e(2) for waiver submission criteria. USAFRS muy delegate waiver approval W HSAFRGICC wr CD

R I S
S "11;‘;“‘:'»’.55




AFR 36-15(C1) 18 December 1992

DEPARTMENT OF THE AIR FORCE
Headquarters US Air Force
Washington DC 20330-5000 _ 18 December 1992

Officer Personnel

APPOINTMENT IN COMMISSIONED GRADES AND DESIGNATION AND ASSIGNMENT
[N PROFESSIONAL CATEGORIES—RESERVE OF THE AIR FORCE AND UNITED STATES
AIR FORCE (TEMPORARY) on020

*This regulation states the policies and procedures for the direct appointment of persons as commissioned
officers and the designation and assignment in professional categories, Reserve of the Air Force (ResAF)
and as commissioned officers, United States Air Force (Temporary). It explains the method of application,
eligibility requirements, and where to apply for appointment, designation, and assignment. [t implements
Department of Defense Directives 1205.14, 24 May 1974, 1215.8, 17 April 1985, 1304.19, 1 June 1984,
1312.2, 4 October 1989, 1312.3, 22 October 1985, 1320.7, 27 July 1981, with change 1,6025.6, 18 July 1985,
with change 1, and DOD Instructions 1115.5, 8 May 1967, with changes 1 and 2, and 1205.2, 24 October
1956. This regulation applies to units and members of the USAF Reserve (USAFR). It applies to the Air
National Guard (ANG) when published in the NGR(AF) 0-2.

The Privacy Act of 1974 affects this regulation. The authority to collect and maintain the data prescribed in
this regulation are Title 10, United States Code (U.S.C.), Sections 591, 2104, 2107, 8067, and 9411. Each
form subject to the provisions of AFR 12-35 that this regulation requires contains a Privacy Act Statement,
either incorporated in the body of the document or in a separate statement accompanying each document.
System of records notice FO35 AF MP R, Application for Appointment and Extended Active Duty Files,
applies. ’

Proposed supplements that affect any military personnel function are processed @ém%-lli requires.
Attachment 1 contains a list of abbreviations and acronyms used in this regulation.

Paragraph Page
Chapter 1—General Information and Responsibilities
Section A—General [nformation _
Statutory AULhOTItY .. ...ooviivriia e 1-1 5
Terms Explained ... ....cooveeeinariarinenm e 1-2 5
Temporary Appointments . .......o.evuarerrrererrrrros s 1-3 6
Appointment Duration ... .. ..o.oooiai e 1-4 6
Procurement ObJectives .. ... ..ovveouanravrnnammar e et 1-5 6
Section B—Selection, Appointment, and Designation Responsibilities
Headquarters Air Force Military Personne! Center, Officer
Procurement Branch (HQ AFMPC/DPMAPP) ... ... 1-6 7
Professional Development Division, Office of The Judge Advocate
General (HQUSAF/MJALC) . ... v 00 q%ﬁ 1
Chaplain Support Element(HQUSAF/MHCS) . .........ooviniie v - 7
Directorate of Medical Service Officer Management (HQ
AFMPC/DPMM) .. e e 1-9 7

Supersedes AFR 36-15, 1 August 1987. (See signature page for summary ofch

No. of Printed Pages: 69 B ARt
OPR: HQ AFMPC/DPMAPP (Ms Wanda L. Williams) g
Approvedby: HQ AFMPC/DPMA (Col Leo M. Cutcliff, Jr.}
Editor: Geri Martin

Distribution: F
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TABLE22 | i
CONDITIONS THAT MAKE APPLICANTSINELIGIBLE FOR APPOINTMENT l
A
[
T
E
M | Applicants are ineligible for appointment when one of the following conditions exists (see n@eﬁ){) BB
1 | Questionable moral character, history of antisocial behavior, alcoholism, sexual perversion (includes homosexuality and
bisexuality), frequent difficulties withlaw enforcement agencies, history of psychoticdisorders.
2 | Moral disqualification (convicted or adversely adjudicated of offenses az indicated in figure 2-1) or hasbeen involved with
narcotics, dangerous drugs or marijuana.
3 | Appointment is not clearly consistent with interest of national security under AFR 205-32 as determined by the appointing
authority after completion of the minimum investigation (waiver will not be considered),
4 | Conscientious objectar or person with personal beliefs or convictions that prectude unrestricted assignments.
5 | On AD inanother uniformed service (see note 2).
8 | Memberofthe Reserve forceof another uniformed service (see note 3). o
7 | Persons enrolled in training or instruction leading to & commission in any of the uniformed services, including the Mer-
chant Marine.
Disenrolled from an officer training program as defined in AFR 53-5.
Previously applied for appointment but was not selected, or, wasselected for appointment but declined acceptance {see note
4), ~0
- P o) 9
ot available for calendar days from the of acceptance of appointment when appointme pénds on imme-
10 | Not avaitable for AD 30 calendar days from the date of acceptance of appoint h intmedt dop¥nds on i
diate entry on AD.
11 | Not available for AD 30 calendar days from the date of the order calling the person to active duty in time of war or national
emergency declared by the President or the Congress, or, when otherwise authorized by law (see note 5).
12 } Cannot qualify for retirement under Title 10, U.S.C., Section 8911 (active duty retirement}or Section 1331 (Reserve retire-
ment), before or on removal from an active status, unless the person acknowledges in writing, that retention for retirement
is not possible (see note 6).
13 | On the retired roll ofany ofthe uniformed services.
14 | Discharged withotherthanan honorable discharge certificate or with other than ?Honorable? on DD Form 214, Certificate
of Release or Discharge From Active duty, or DD Form 215, Correction to DD Form 214,
15 | Released from AD or discharged for failure to meet acceptable standards of conduct or duty performance, unsuitability,
misconduct, personal abuse of drugs, for the goad of the service, for security reasonsor court-martial convictions.
18 | Discharged for failure to meet minimum Reserve participation requirements.
17 | Discharged for physical disability.
18 | Discharged for hardship reasons.
19 | Discharged for failureto respand to officiel correspondence.
20 | Eliminated from the Inactive Status List Reserve Section (ISLRS).
21 | Dropped fram the roils of any uniformed service because of confinement to a state or federal penitentiary or correctional
institution, or due to absence without authority for 3 months.
%22 | Received severance pay, 0T separation pay,or readjustment pay, when released from AD or discharged from any dniformed
service (see note 9). :
23 | Resignedin lieu of court-martial, reclassification, elimination, ¢r any form of corrective or disciplinary action.
24 | Nonselection for promotion for the second time tregardless of selection for continuation on active duty); or after initial
continuation on active duty, not subsequently continueddue to nonselection or declination (see nate 7).
25 | Deferred as defined in Title 10, U.S.C., Section 8368, or whose name hag been remoy, d from thg recommended list under
Title 10 G.S.C., Section 8377. Lol VIITEISS T T e, ey
«28 | Regular officer resigned with more than 18 years of active duty (see note 9).
27 | Retirement eligible Regular officer.
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TABLE 2-2. CONTINCED -

23

2o~

Applicants are ineligible for appointment when one of the following conditions exists (see note 1),

28 | Retired asa Regular officer.

29 | Notinthe bestinterest of the Air Force to granta commission.

common-law spouse (see note 8).

30 | Has any dependents under age 18 years or incapable of self-care and is single, married to a military member, or has a

*31 | Hasbeen twice nonselected for appointment o the MSC, if application is for appointment to performon EAD.

NOTES:

1. Refer to paragraph 2-3 for waiver policy.

2. A commissioned officer may establish eligibility by ob-
taining a conditional release from the parent uniformed
service according 10 AFR 35-39.

3. A member may establish eligibility by obtaining & con-
ditional release from the parent service according to AFR
35.-39, unless the member isan AD or underorders to report
for AD.

4. An individusl is not eligible to reapply for 12 months
from the date notified of nonselection or the date the indi-
vidual declined the appointment. This restriction does not
apply to persons applying for appointment or reappoint-
ment for judge advocate dutiesor designation ase judge ad-
vocate. This restriction also does not apply to persons wheo
wish to effiliate with the Air Force Reserve after declining
to execute the oath of office because they did not want to
accept AD assignments offered them. :

5. This applies if appointment is based on ANG or USAFR
requirements but not if appointment igforimmediate entry
on AD with the USAF.

6. Each commissioned officer whose Reserve grade isbelow
major general {(except an officer covered by Title 10,GS.C.,
Section 8845) has to be removed from an active status on
the last day of the month the officer becomes age 60 years
(Title 10, U.5.C., Section 8843). A Reserve officer has to be
removed from an active status 30 days after the officer com-
pletes 28 years of service computed under Title 10, US.C.,
Section 8853 if the officer is a first lieutenant, captain, or
major, or if the officer is a lieutenant colonel and is not on
the recqmmended list for promotion to colonel (Title 10,
(.S.C.. Section 88481, The SAF, with the officer’s consent,
may retain in an active status any Reserve officer of the Air
Force who is designated as a MC, DC, NC, or BSC officer,
until the officer becomes age 68 years, or a chaplain until
the officer becomes age 60 years (Title 10, U.S.C., Section
8855). Anofficer may be retained in an active status under
Section 8855 only to fiil a raission-based requirement.

The SAF may retain an officer {other than an officer who
isdesignated as a chaplain)inan active status under Sec-
tion 8855 after the date on which the officer becomes 68
years of age if the Secretary determines that continued
retention is necessary for Air Force needs. Title 32,
U.S.C., Section 324(aX1) shall not apply to an officer dur-
ing any period in which the officer is retained in anactive
status under Title 10, U.S.C., Section 8855,

7. Reserve officers of other uniformed services who apply
for appointment under paragraph 2-6 and former officers
who held an aeronsutical rating who apply for appoint-
ment under paragraph 2-7 are ineligible ifthey have been
nonselected for pramotion for the first time,

8. Such individuals are eligible to apply for appointment;
however, a waiver request or a dependency eligibility de-
termination has to accompany their application. The fol-
lowing applicants are exempt from the dependency re-
strictions and do not require & waiver or dependency
eligibility determination:

a. Former RegAF officers who apply for ResAF ap-
pointment under paragraph 2-4 if discharge from the Re-
gAF and acceptance of the Reserve commission takes
place on the same dsate.

b. Officers appointed as ResAF on removal from the
TDRL.

¢. Officers who interservice or intraservice transfer un-
der AFR35-39.

d. Air Force enlisted members who are serving on AD
or in Ready Reserve unitsof the ANGUSand USAFR.

%9. EXCEPTION: Voluntary Separation Incentive tVSD
and Special Separation Benefit (SSB) Program recipients
and members _invahintarilz separated from active duty
due to reduction in force are eligible for appointment in
the Reserve of the Air Force, if separating from active
duty effective | February 1992 through 30 September
1995.
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POLICIES THAT BESTRICT SERVICE IN THE HARINE(%O g’

Mental Ability
- e Wa will not enlist applicants who have placed in mental
group V of the entrance aptEtudc test (by DoD policy) .

e Wa strictly limit the number of acceasgions from _mental
* groups IV and IIIB from entrance aptitude tests (Marine Corps
poIicy).

e Those applicants who are selacted for accassion will be
assigned to different skills based on entrance aexamination
skillsa.

e If a Marine desires to further his/her career by changing
their MOS it is necassary to ensure that the individual possesses
tha requisite scoras from the entrance aptitude tests before a
carear field change can ba approved (Marine Corps policy).

Physical Ability
L=

e All entry level training graduates (officer and anlisted)
h

musat s a sical fitness test (diffexent gtandards for males
and females). —— i

e There are certain M0S's that require physical skills beyond
those demanded for entry into the Marine Corps, i.e. swimming
skills for those crew members assigned to Assault Amphibian
Vehicles (Marine Corps policy).

e Carear progression in the Marine Corps is tied to physical
excellence based upon performance on physical fitness tests.
Those Marines who fail to maintain physical standards can be
separated from the gervica (Marine Corps policy).

Health
e Applicants for sarvice in the Marine Corps must meet the
staggg;gj_iphxnigal_i_nanta1) contained in the Manual of the
Medical Department. —
¢ There are man 1 and mental conditions that will
¥» parmanently d ant from enllistment/comn! n

(176, chronic back problems, ruptured disc, HIV etc.). UV

¢ Personnel on active duty also can be separated for health
reagsons.

e Personnel with some health problems gi.e. HIV Positive) arxa.
barred from certain assignments 3su as ship detachmants and

overseas duty.
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e The Marine Corps subscribea to a g.hdor neutral accession
policy. Requirements for men and women are not gander-normed
(Marine Corps policy).

e The Marine Corps employs the woman of the Corps in all
roles except those explicitly prohibited by combat exclusion
policies based on Title 10 U.S.C. and the DoD Risk Rule for
direct combat.

e Woman are simultaneously assured the opportunity fox a full
and meaningful career within these occupationa;‘spccialtiel cpen
to woman. '

e Women may not be assigned, progress or be promotaed into an
MOS closed to women because of combat exclusion policies.

Job Skills/E:

(par ience

e The Marine Corps has established a 1imit on the number of
applicants who do not possess a high school diploma thatb ﬁﬁ“) 6.'
enlisted (policy). ‘ SESEY]

e Candidates for Marine Corps officer prograns are expected
to possess Or be in the procesas of obtaining a baccalaureate
degres (policy).

e A Marine can be separated froa the servicae when he/she has

carved the total active servics authorized, nanmely service
limitations/high year of tenure (policy/statutory authority).

Bahavior

e Applicants for coenissioning/enlistment who have engaged in

» certain t of ¢ avior will be barred from accassion

(i.e. multiple falonies).

e Cartain typas af nan=criminal behayior will_be a bar to
- accassion (l.e. drug/alochol rehabilitation, seep-walkers, Eed
wettars) (policy).

e A Marine may be administratively separated while in an
antry laevel status if the pember is unqualified by reason of
entry level performance or conduct (policy/statutory authority).

Nationality ' -
— . po 20
e We will enlist U.8. citizens or legal aliens only {policy).

e Policy requires that critical billats such as guards for
nuclear weapona ba U.3. citizens or nationals,
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e Security clearances are on
who are U.S. citizens or nationa

ly granted to those individuals
1s.

¢ A Marine wvho is_e,lggﬂlaglisn may be denied assignmant to

*~Mos's apéwhiilsggvbagsé_gpgnmh;g
gacurity clearance.

Physiological Standards

/har _inability to obtain a

e For enlistment purposaes, applicants (male and female) must

,rmﬂﬁs.hsight“andmysigntm;&AﬂdﬂrdlniiiiﬁllﬁﬁaafbymHa:ingf?é:ps'
policy. Those who do not maet thesa standards will not be

enlisted or commissioned.

e Marines assigned to flying
anthropometric and visual acuity

duties must meet certain
requirements. These

requirements are Navy/Marine Corps policies.

¢ Whenaver a uar;gglgwpcrformangﬂgg;n:iozategﬁﬁrwkagwan,

< adverse eTTect Gii Gthers in tha
4 < administratively separated (i.e.

‘Unit_that -Marine..

Bed wetting, sleep walking,

) chronig air. or motion sickness. pseudofolliculitis barbaa,

(.allergy or height (policy).

Age,

e Applicants for enlistment must be betwaen tha ageg of 17
and 3S. Underage or overage applicants will not be enlisted.

e Candidates for a commission must be batween the ages of 20

and 33 (policy). Federal statue

prohibits the commissioning of

an individual who is age 35 or mora.

00030

e DoD policy also requires gervice members to leave the
service at the age of 60 (officers).

e Enlisted members will not normally be approved for service
on active duty if it results in serving past the laat day of the
month in which the applicant will attaln age 55 years (policy and

statutory authority).

Marital Status

e,

. ® Harital status doas not preclude_applicants from

enlistment/commissioning (policy

e In order to be assigned zs

.

a Marina Security Guard, Marines

in the rank of sergeant and below must be single. Q(}QE_

e There are savaral specific

assignment of military couplas (military =

policles reqgarding tha
embers married to

Vepr e

i

i e h e :
e Ed a

e
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Selek
military members), for the purpose cf establishing a joint
household. :

e Compensation for married members of the Marina Corps is
based upon law. >

Presance of Depengggts
—— T W

e Marine Corps pollicy conqcrning dependency for anlistment

purposes is that aEnlissn&n_ulth—dcpcndentl_ﬂill_ngt_bg
encouraged or considered for enlistment unlass they are -
defarmined to be particularly well-qualified.

e Singla ents with custody of minor dependents are
345 infligiblc for enlistment. Q:G:}Bd“
e« Once on active duty, there are several policies regarding
the assignment deferment or reassignment of single parentas.

e There are assignment deferment policias for Marine mothers
of newborns wherein their overseas assignments may he deferred
for a period of four months.

e Whan a Marine's parantal responsibilities result in
rapeaated absenteeisa, interfere with a Marina's effectively
performing duty, or preclude present or future availability for
worldwide assignment, administrative separation is required.

¢ There are numerous dependent restricted tours particularly
in okinawva and Korea, where dependents are not permitted.

e Compensation paid to members on behalf of their dependants
is predicated on law, spacifically 37 U.S.C.. AL

Health of Dependents

g—

e There is qg_ggligxagngt.ggnies enlistnent based solely upon
the health of a dependent, however, the general dependency rules”
mitigate against the enllistment of an individual with a dependent
other than a spousas.

e« The Exceptional Family Member Program requires that a
Marine with an exceptional family member will not be assigned

overseas to an accompanied tour unless required madical ngﬁices
are available. Qo

e A Marine may be administratively separated when genuine
dependency or undue hardship exists and the Marine has made evary
effort to ramedy the situation (policy and statutory authority).

Sexual Orientatiop’

e Dapartnent of Daefense policy prgdludcs the enlistment of
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honosexualn (thig includas thosae dv

uho_haxﬂ_hnmnnnxugl___ﬂ_QDCigg'
{__xg_pArtinlpALstLn_hamnnnxng_~acts), this is Marine Corps
pol Ccy as well.

° A_gA;;nﬂ*mag_bﬂkadministratiunlg_sgpgrated on_the basig of
ﬂ::pr

e-service, prior ior service, or current service conduct or
atatements. - K

}4; ® Marines charged with the commission of a serio offanse
(of a ﬂe;QEI:Eiiﬁf%T—iIEH‘?_Iﬁ“Ehe military or civil community

may ba administratively separated.

00030
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PARTIAL LISTING OF CG POLICIES REGARDINUG MEMBER
COMPLIAHCE/DEVIATION WITH/FROM ORGANIZATIOHAL HORMS

conformity to expectations of conduct - UCMJ Punitive -
Articles 80-13 (common misconduct under PERSMAN (12-B-18) g

...drugs :
...frequent involvement of discreditable nature with civil
or military authorities

...sexual perversion (lewd/lascivious acts, sodomy. indecent -

exposure, indecent acts upon a child, abuse of
family member,

...pattern of failure to pay debts

...pattern of dishonorable failure to pay support 0Nn30
dependents St

...pattern of failure to comply with valid decrees, orders,
judgements of a civil court

...Article 134 UCMJ basis of CG policy re: Fratenization -
Personal Relationships (CG PERSMAN Ch 8-H)

conformity/suitability for military service - (CG PERSMAN -
Ch 12-B-16) discharge by reason of nynsuitability" for:

...inaptitude ,

...personality disorder (as determined by medical authority
includes personality behavior disorder (i.e.
pedophelia, schizophrenia, deviant behavior)

...apathy, defective attitudes, inability to expend effort
constructively VO 00

...unsanitary habits 0(}0@@

...alcohol abuse

...financial irresponsibility

conformity to appearance - CG Uniform Manual Ch 1

...clothing/standards of nfFjLe

...clothing/standards of cleanliness and repair

...clothing/zippers on coats 2/3t's up

...clothing/misc. “lo eccentricities or faddishness of
dress, jewelry, or grooming will be permitted.
Farings {Male) are prohibited under AHY circum-
stances and aboard ANY military installation when nno30
wearing civilian clothing."

...grooming/no hair nets, ribbons (women)

...grooming/cosmetics must be conservative color "eccentri-
city of color and manner of wearing not permitted"

...Religious Apparel/while attending diving services only

...decorative jewelry/no "nose rings or ornagﬁntalmteethf




Lh v Wi 1

sJudgements on faddishness or eccentricity should be based
upon standards of the general military community rather than
the local civilian community." (Agenda item 35-21 for next

Uniform Board) .:

Conformity for safety of personnel (COMDTINST M1020.6C)

...Helmets/protective clothing required when riding
motorcycles/bicycles on military facilities

~ 0

Conformity for fitness and appearance (COMDTINST 1020.88k)nq
U

.

..Maximum Allowable Weight Standards for CG Military
Personnel

[
@)
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REFERENCES:

Dept of Defi

ept of Defense s

DOD 1332.14 Enlisted Administrative Separations

DOD 6130.3 Physical Standards for Enlistment, Appointment, and Induction

DOD 1332.30 Separation of Regular Commissioned Officers for Cause |
NNz

Army
AR 635-200, Separation Procedures for Officer Personnel (AC)

AR 635-100, Separation of Enlisted Personnel (AC)

AR 601-280, Total Army Retention Program (AC)

AR 40-501, Standards for Medical Fitness

AR 135-175, Separation of Officers (RC) | N30

AR 135-178, Separation of Enlisted Soldiers (RC)

Navy

Naval Military Personnel Manual

SECNAVINST 1920.6A Administrative Separation of Officers

SECNAVINST 1910.4A Enlisted Administrative Separations

OPNAVINST 5510.1H Navy Security Manual nna 3 0

Navy Uniform Regulations
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Air Force

AFR 160-43 Medical_Examination and Medical Standards

Marine Corps
MCO P1100.72 USMC Enlisted Procurement Manual
MCO P1100.73 USMC Officer Procurement Manual
nr-an

MCO P1020.34E USMC Uniform Regulations

MCO P1900.16 USMC Separation and Retirement Manual

Coast Guard

COMDTINST M11000.6A U.S. Coast Guard Personnel Manual

COMDTINST M1020.6C U.S. Coast Guard Uniform Regulation

Command Instruction 1020.8B Maximurh Allowable Weight Standards for Coast Guard

Military Personnel proan
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IN THIS ISSUE

What Do the Men Say?

the National Survey of Men. The survey, conducted under a grant from the Na-

tional Institute of Child Health and Human Development, examines sexual be-
havior, condom use and related attitudes, and perceptions of AIDS and the risk of human
immunodeficiency virus infection among men aged 20-39. The survey is planned as
an ongoing study of this group of 3321 respondents. The first round of the survey, from
which the current data were taken, was conducted in 1991. One follow-up round has
already been fielded; subsequent rounds are planned, contingent on funding.

The National Survey of Men is one of the first representative surveys of the sexual
behavior of U.S. men. Although there have been many naticnally representative sur-
veys on reproductive health and contraceptive issues that have questioned women,
few have questioned men. In addition, most previous surveys of sexual behavior have
used convenience samples, or in other ways been nonrepresentative of the total pop-
ulation-—male or female. The comprehensiveness of the data set also puts the National
Survey of Men in a category by itseif.

The data are being analyzed by a research team from Battelle Human Affairs Re-
search Centers in Seattle. The four articles and one technical note written by these re-
searchers detail what proportions of U.S. men have engaged in vaginal, anal and oral
sex, and whether differences in sexual behavior exist within the context of various re-
lationships such as marriage, cohabitation and steady partners; which men are most
likely to use condoms; how men regard condoms and whether color, lubrication, rib-
bing and other design features are important to them; and how perceptions of the risk
and severity of AIDS, including their own risk of HIV infection, affect men’s sexual
behavior and the risks they take.

We have published the articles together because the research findings obviously
complement each other and are interconnected. We hope the range of professionals
who read our journal—be they providers, researchers, policymakers or educators—
can better use the data if they have the broad perspective before them.

There are many policy and public health reasons for needing to know more about
sexual behavior than we currently do. The arrival of AIDS on the American social scene
has focused attention not only on the inadequacy of data on sexual behavior, but also
on how little is known about past changes in sexual activity, about prophylactic be-
havior, and about how to alter risky behavior. Public health interventions aimed at
risky practices are more likely to be effective if we understand why target audiences
engage in such behavior: Are they unaware of the danger, do they rationalize their
behavior, do they feel powerless to change or do they simply choose to ignore the risk?
This data set, its follow-up and other survey data still being analyzed represent the
first'steps toward improving our knowledge of adult sexual behavior and of condom
use and other preventive health behavior.

This issue of Family Planning Perspectives is devoted to the first release of data from

Olivia Schieffelin Nordberg
Editor-in-Chief
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UPDATE

Pill Builds Strong Bones...New Implant on the Way...How Many AIDS Orphans?...

AIDS and the Motherless Child
By the end of 1995, AIDS will have killed
the mothers of more than 45000 U.S. chil-
dren and teenagers.! According to recent-
ly published calculations, approximately
18500 youths aged 17 or younger had lost
their mother to AIDS as of the end of
1991—10,100 children aged 12 or younger
and 8400 adolescents. According to the re-
searchers who constructed the mathe-
matical model that produced these esti-
mates, an additional 14,500 children and
12,600 adolescents will be left motherless
by AIDS between 1991 and 1995, bringing
the totals to 24,600 children aged 12 or
younger and 21,000 13-17-year-olds. They
add that “unless the course of the epidemic
changes dramatically,...by the year 2000,
the overall number of motherless children
and adolescents will reach 82,000.” They
further calculate that because the New
York area has been hit particularly hard by
AIDS, the number of children and teen-
agers in New York City made motherless
by AIDS will exceed 16,000 by 1995. “Un-
less increased attention and resources are
devoted to this vulnerable population,”
the investigators conclude, “a social catas-
trophe is unavoidable.”

1. D. Michaels and C. Levine, “Estimates of the Num-
ber of Motherless Youth Orphaned by AIDS in the Unit-
vd States,” Journal of the American Medical Association,
233363461, 1992,

[I.arl_y Success for Single Implant

~ wnw-capsule hormonal implant known
> iuplant provided almost complete
contraceptive protection for one year, ac-
cording to the results of a small Brazilian
s%pd_\-’.’ The implant, which contains 38 mg
o nomegestrol acetate, was inserted in the
Futtocks of 100 sexually active women of
‘ .“.3’._;”\::11‘1!18 ageattending a clinic in Sal-
“oer Brazil Eighty women used the de-
svlerone vear, and 91 used it for at least
1w maonths, One pregnancy occurred over

Loty -
r=aic 1 compiled and written by Michael Klitsch,
alaie

o Farmly Planning Perspectives.

the course of 1,085 woman-months of use,
for a Pearl pregnancy rate of 1.1 pregnan-
cies per 100. One in five users experienced
amenorrhea in the first few months of use,
and one in 10 had bleeding between peri-
ods, but the incidence of both problems fell
with duration of use. Nine of the 20
women who discontinued implant use be-
fore one year said they preferred other
methods, three wanted to become preg-
nant, one became pregnant, three cited ir-
regular bleeding and the rest mentioned
several other problems. An examination
of residual drug levels in implants re-
moved at various times in the study peri-
od led the researcher to conclude that the
implant does not maintain hormone lev-
els in the body that are high enough to in-
hibit ovulation throughout one year of use,
but probably prevents pregnancy in other
ways, such as interfering with sperm pen-
etration of the cervical mucus.

1. E.M. Coutinho, “One Year Contraception with a Sin-
gle Subdermal Implant Containing Nomegestrol Acetate
(Uniplant),” Contraception, 47:97-105, 1993.

N.J. Teachers’ Views on Sex Ed

The majority of instructors in New Jersey's
public schools who teach family life edu-
cation believe they are well prepared for
the task, but relatively few address po-
tentially controversial topics and most
doubt that students are “very likely” to
change their behavior in significant ways
as a result of the courses.! A statewide sur-
vey of 390 teachers (about one-third of
family life education instructors in the
state) found that 95% are white and 76%
are female. Respondents had taught the
topic for an average of nearly 11 years, and
three-quarters believed they were very
prepared to teach such courses. The av-
erage time spent each year on sexuality-
related tapics was only 24 class-hours,
though, ranging from 40 hours in high
school to 16 hours in elementary school.
Although 63% or more of the instructors
said they cover such topics as healthy de-
velopment, self-esteem and universal val-
ues, human immunodeficiency virus in-

fection and AIDS, and pregnancy and re-
production, 43% or fewer discuss contra-
ception, sexual orientation, masturbation,
abortion or sexual pleasure. Eighty per-
cent thought it very likely that their stu-
dents would be better informed after re-
ceiving family life education, but fewer
than 20% thought it very likely that ex-
posure to such classes would make stu-
dents more able to know how to use con-
doms, to talk to their parents about sex, to
practice contraception effectively or to
have fewer unintended pregnancies.

1. W. A, Firestone, “New Jersey Teachers Evaluate Fam-
ily Life Education,” Family Life Matters, No. 18, Rutgers
University, New Brunswick, N.J., 1993

Pill Use May Increase Bone Mass
Physical activity, calcium intake and oral
contraceptive use all contribute to in-
creases in bone mass among women in
their 20s.! In a longitudinal study involv-
ing 156 never-pregnant white women from
two Nebraska universities, researchers
tested the women’s total bone density and
spine and forearm bone density. Over the
4-6 years of the study, the participants’
bone density increased by 5% in the fore-
arm, by 6-7% in the lumbar spine and by
nearly 13% overall. A multiple regression
analysis showed that increased physical
activity and better nutrition bothled to a
significantly greater increase in bone mass,
according to all measures; likewise, oral
contraceptive use was significantly asso-
ciated with gains in total bone mass. The
authors of the study conclude that women
who use oral contraceptives during their
20s might be expected to experience a net
gain of about 11% in total body bone mass.
1. R.R.Recker et al, “Bone Gain in Young Adult Wom-
en,” Journal of the American Medical Association, 268:2403~
2408, 1992,

Mifepristone for Labor Induction
Mifepristone, the French abortion drug
known popularly as RU 486, appears to be
safe and effective for the induction of term
labor, according to a recent French study.

Family Planning Perspectives



At the start of a four-day observation pe-
riod, 112 pregnant women who were at
term and judged to be in need of labor in-
duction were given either 200 mg of
mifepristone or a placebo on each of the
first two days. The investigators found that
women given mifepristone were signifi-
cantly more likely to go into labor spon-
taneously (54% vs. 18%), and by day four
were significantly less likely to need a
prostaglandin for cervical ripening (23%
vs. 58%). Women treated with mifepristone
who began to deliver spontaneously were
much less likely than the control women
to require oxytocin for labor augmentation,
and the mean time elapsed untii start of
labor was almost one day less for women
who received mifepristone than for those
who received the placebo (52 hours vs. 74
hours). There were no statistically signif-
icant differences in neonatal measures be-
tween infants exposed to mifepristone and
those unexposed. The researchers con-
clude that “obstetricians may consider
anti-progesterones as a simple and po-
tentially safe method of labor induction.”
1. R.Frydman et al,, “Labor Induction in Women at Term
With Mifepristone (RU 486): A Double-Blind, Random-
ized, Placebo-Controlled Study,” Obstetrics and Gynecol-
ogy, 80:972-975, 1992.

High-Risk Sex During Pregnancy
Some teenagers pregnant at an early age
appear to engage in high-risk sex during
their pregnancy, according to results from
a study of sexually transmitted disease
(STD) infection.! Clinicians enrolled 267
consecutive pregnant teenagers aged 17 or
younger who visited a teenage maternity
clinic in the Birmingham, Alabama, area
between 1986 and 1991. Their mean age
was 15, and they were 17 weeks into their
pregnancy, on average, when they came
to the clinic. All were tested for STDs ini-
tially, and most were tested again at the
start of the third trimester. Twenty-eight
percent tested positive for an STD (in-
cluding 19% for chlamydia) at entry into
the study; 19% tested positive (including
8% for chlamydia) at the third-trimester ex-
amination. Very few teenagers found to be
infected at the second examination had
tested positive at entry into the study.
Overall, 24% tested positive for chlamydia
at some time during pregnancy, and 39%
tested positive for a treatable STD. A step-
wise logistic regression analysis showed
that the only variable significantly associ-
ated with the risk of chlamydial infection
was another STD infection—an indication
of the “high coinfection rates among the
study population.” The researchers con-
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clude that “the positive STD rate on repeat
screening...suggests that high-risk sexu-
al activity, such as unprotected sex with
multiple sex partners, may persist through
pregnancy” among young adolescents,
and that muitiple STD screenings may be

necessary for such teenagers if adverse.

pregnancy outcomes are to be reduced.

1. M.K.Ohetal,, “Chlamydial Infection and Sexual Be-
havior in Young Pregnant Teenagers,” Sexually Trans-
mitted Diseases, 20:45-50, 1993.

Do Vitamins Prevent Fetal Defects?
Women who take folic acid supplements
before becoming pregnant may be at re-
duced risk of having a baby with neural
tube defects.! In a large-scale study con-
ducted in Hungary, researchers recruited
7540 nonpregnant women younger than
35 who intended to become pregnant and
gave them either a vitamin supplement
(which contained folic acid plus a num-
ber of other vitamins) or a placebo. A total
of 4,704 women became pregnant and had
their pregnancies evaluated; the rate of
congenital malformations was signifi-
cantly higher among the women who re-
ceived the placebo than among those
given vitamin supplements (22.9 per 1,000
vs 13.3 per 1,000, p=.02). Six women in the
placebo group had a baby with neural
tube defects, compared with none from
the vitamin group. The author of an edi-
torial appearing concurrently with the
study noted that because a multivitamin
supplement was used, “we cannot be sure
that the preventive effect was due to folic
acid, alone or in association with the other
components of the supplement.”* He
adds, however, that the weight of evi-
dence from previous studies of the oc-
currence of neural tube defects among
children of women whose previous off-
spring had such defects “does make the
focus on folic acid convincing.”

1. A.E.Czeizel and I. Dudis, “Prevention of the First Oc-
currence of Neural-Tube Defects by Periconceptional Vi-
tamin Supplementation,” New Engiand Journal of Medi-
ciite, 327:1832-1835, 1992,

2. I.H. Rosenberg, “Folic Acid and Neural-Tube De-
fects—Time for Action?” New England Journal of Medicine,
327:1875-1877 1992,

Pill Use and Ovarian Cancer

The pill's protective effect against invasive
epithelial ovarian cancer rises steadily
with duration of use, according to a re-
cently conducted meta-analysis of 12 pre-
vious case-control studies.! Using data
from nearly 2,200 women with invasive
epithelial ovarian cancer and almost 8900

controls, the researchers found that, de-
pending on the study, a pill user was about
30-34% less likely than a nonuser to de-
velop ovarian cancer. Furthermore, the
risk of ovarian cancer fell as duration of
pill use rose: Women who had used the
pill for six or more years were 45-70% less
likely than other women to develop ovar-
ian cancer. The researchers caution, how-
ever, that these studies were generally
based on data from women who used
higher dosage oral contraceptives, and
may not reflect the effects of current low-
dose formulations. The study also found
that infertile women—those with long pe-
riods of unprotected sexual intercourse
but no lifetime pregnancies—were at
heightened risk of ovarian cancer, as were
women who had used fertility drugs.

1. A.S. Whittemore et al., “Characteristics Relating to
Ovarian Cancer Risk: Collaborative Analysisof 12U.S.
Case-Control Studies: I1. Invasive Ovarian Cancers in
White Women,” American fournal of Epidemiology, 136:
1184-1203, 1952.

Late Births Raise Breast Cancer Risk
A woman's age at her last full-term preg-
nancy may have a greater impact on in-
creasing her risk of breast cancer than her
age at first full-term pregnancy, accord-
ing to a case-control study conducted in
Brazil.! When researchers compared 509
women with breast cancer and 509 age-
matched controls from the same hospitals,
they found that, as in previous studies,
women with a greater number of lifetime
births were at reduced risk of breast can-
cer, and those whose first birth was ata
relatively later age were at increased risk.
Women whose last birth occurred rela-
tively late were also at increased risk.
When the investigators controlled for the
effects of parity and age at last birth, age
at first birth no longer exerted any sig-
nificant influence on breast cancer risk;
however, even when they adjusted for
parity and age at first birth, age at last
birth increased the risk for each five-year
age-group by 18%. The investigators ob-
serve that when considered alone, age at
last birth “was only marginally associat-
ed with breast cancer risk. Once adjust-
ment was made for parity the effect in-
creased and became highly significant.”
They hypothesize that at a relatively late
age, pregnancy may “stimulate breast tis-
sue growth at a point where no further
growth is desirable, thus increasing the
risk of malignancy.”

1. A.Kalache, A. Maguireand 5.G. Thompson, "Ageat
Last Full-Term Pregnancy and Risk of Breast Cancer,”
Lancet, 341:32-35, 1993.
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ARTICLES

The Sexual Behavior of Men
In the United States

By John O. G. Billy, Koray Tanfer, William R. Grady and Daniel H. Klepinger

A nationally representative study of the sexual behavior of men aged 20-39 in the United States
shows that the prevalence and frequency of sexual acts (vaginal, anal and cral) and sexual ori-
entation vary by social and demographic characteristics. Analysis of data from 3,321 respon-
dents to the 1991 National Survey of Men reveals that 95% of men have had vaginal intercourse;
among them, 23% have had 20 or more vaginal sex partners in their lifetime. About one-fifth of
never-married and formerly married men had had four or more pariners over a recent 18-month
period. However, 41% of never-married men and 32% of formerly married men did not have
coitus during the four weeks preceding the interview. Only 20% of men have ever engaged in
anal intercourse. Among these, 51% had not done so during the previous 18 months, and 90%
had not done so during the previous four weeks. Seventy-five percent of men have performed
oral sex and 79% have received oral sex, although 53% of men who ever performed oral sex
had not done so during the four weeks prior to interview, and only 11% had done so six or more
times. The frequency of receiving oral sex is similar. Only 2% of sexually active men aged 20-39
have had any same-gender sexual activity during the last 10 years, and only 1% reported being

exclusively homosexual during this inferval.

(Family Planning Perspectives, 25:52-60, 1993}

n this era of AIDS and other sexually
Itransmitted diseases (STDs), knowl-

edge of the sexual behavior of the U.S.
population is essential to prevent the
spread of infection. Sexual orientation
(heterosexual or homosexual), type of sex-
ual contact (vaginal, anal or oral), num-
ber of sex partners and frequency of sex
have all been cited as risk factors for the
transmission of these diseases.

As for sexual orientation, the risk of in-
fecting or being infected by a partner with
AIDS is higher among men who have sex
with men because infection with the human
immunodeficiency virus (HIV) is more
prevalent among this group.! However, the
incidence of heterosexually transmitted
AIDS has increased in the United States.’

John O.G. Billy, Keray Tanfer and William R. Grady are
senior research scientists and Daniel H. Klepinger is a
research scientist at Battelle Human Affairs Research Cen-
ters in Seattle. This article is based on research support-
ed by the National Institute of Child Health and Human
Development (NICHD), under Grant No. HD-26288. The
views expressed in this article are those of the authors
and do not necessarily reflect the opinions or policies of
NICHD or the Battelle Memorial Institute.
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The Centers for Disease Control and Pre-
vention estimates that 4% of all AIDS cases
reported by April 1991 can be attributed to
heterosexual contact with a partner who is
known to be infected or at high risk of in-
fection; 30% of these cases occurred among
men and 70% among women.? Although
this gender difference may exist because
more men than women are HIV-positive
and can infect female partners, recent evi-
dence suggests that male-to-female trans-
mission of HIV may be at least 20 times as
efficient as female-to-male transmission.*
With respect to types of sexual contact,
female infection through vaginal inter-
course with an infected partner has been
confirmed by most studies.® Although its
incidence is less documented, female-to-
male infection can also occur through vagi-
nal intercourse 8 HIV transmission through
receptive anal intercourse is generally be-
lieved to be more efficient than transmis-
sion through vaginal intercourse.” Even
though the virus has been isolated in sali-
va, research suggests that the risk of be-
coming infected with HIV by receiving or

performing orai sex is minimal 8 There are,
however, documented cases in which a het-
erosexual man and a homosexual man ap-
pear to have become infected by engaging
in oral sex with an infected partner?®

The number of sex partners is the most
frequently cited risk factor for AIDS and
other STDs.!? As Stuart Seidman and col-
leagues note, having multiple partners “re-
flects the increased likelihood of encounter-
ing a sexually transmitted pathogen through
having multiple potential exposures, and...
may reflect an increased probability of choos-
ing a partner with an infection through a
riskier pattern of partner recruitment.” ™ Al-
though the evidence is mixed, a few studies
report that the risk of HIV transmission in-
creases with the frequency of sexual contact
with an infected partner.'

Although some information about the
sexual practices of Americans is available,
much of our knowledge about sexual be-
havior las come from nonprobability sam-
ples, clinical studies and other small spe-
cialty samples; from select groups, such as
college students; or from localized sam-
ples. The National Academy of Sciences
has called for “a more detailed, represen-
tative, and contemporary evaluation of
sexual behavior analogous to the Kinsey
Report.”'? Forty years after its publication,
research by Alfred Kinsey and colleagues
still represents the most comprehensive
study of adult sexual behavior, particularly
the sexual practices of men.!*

Qver the last few decades, social scien-
tists have obtained information about
many aspects of adolescent sexual behav-
ior through such studies as John F. Kant-
ner and Melvin Zelnik’s 1971 and 1976 Na-
tional Surveys of Young Women and the
1979 National Survey of Young Women
and Men and, more recently, Freya So-
nenstein’s 1988 and 1990 National Survey
of Adolescent Males. Some data on
waormen's sexual activity has been obtained
from four cycles of the National Survey of
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Family Growth (1973,1976, 1982 and 1989),
which focuses on the family planning and
childbearing activities of women.

Other sizeable efforts to provide infor-
mation about the sexual behavior of men
and women include a volunteer sample
used in a study by Playboy,’ and Philip
Blumstein and Pepper Schwartz's'® study
of heterosexual couples, gay men and les-
bian couples recruited largely from Seattle,
San Francisco and New York. The Kinsey In-
stitute study,'” conducted in 1971 but not re-
leased until 1989, is made up of a probabil-
ity sample of 3018 noninstitutionalized
adults in the United States. This study was
primarily attitudinal, with very few ques-
tions pertaining to the sexual behaviors of
the respondents. A telephone survey of 2,095
adults, conducted in 1987 by the Los Ange-
les Tines, oversampled residents in five cities
with the highest prevalence of AIDS, but the
response rate was only about 33%.'8

The General Social Survey (1988, 1989
and 1990), based on a probability sample
of approximately 1,500 noninstitutional-
ized men and women in the United States,
is a nationally representative source of in-
formation about adult sexual behavior, but
it includes only a one-page self-adminis-
tered questionnaire with items about sex-
ual activities that have occurred within the
past year or since the respondent was 18
years old.'? Joseph Catania and associates
recently completed the 1990 National
AIDS Behavioral Surveys, which includes
nationwide and high-risk cities telephone
surveys of almost 14,000 English- or Span-
ish-speaking adults aged 18-75.% These
surveys, which can be weighted to obtain
national representativeness, provide de-
tailed information about vaginal and anal
intercourse only among respondents who
reported an HIV-related risk factor. Final-
ly, the National Health and Social Life Sur-
vey, conducted by the National Opinion
Research Center at the University of Chica-
go, contains an extensive battery of ques-
tions about the sexual practices of adults,
but the results are not yet available.”!

Men have the highest AIDS prevalence
of any demographic group, yet the scarci-
ty of studies conducted since Kinsey's pi-
oneering work illustrate how difficult it
has been to obtain national-level estimates
of a full range of their sexual practices and
sexual orientation. The study on which
this article is based is designed to help fill
this gap. We describe the prevalence and
incidence of vaginal, anal and oral sex acts
and the sexual orientation of men in the
United States. We also examine how sex-
ual practices and orientation vary by so-
cial and demographic characteristics.
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This study provides information about
men who are at high risk of contracting and
transmitting AIDS and other STDs because
of their sexual behavior. Their behavior has
implications not only for those men who
put themselves at some risk of infection by
engaging in certain sexual practices, but
also for their female partners, to whom the
AIDS virus is more easily transmitted.

Methodology

The data for this study were taken from the
National Survey of Men (NSM-1), a na-
tionally representative sample of men aged
20-39 from households in the coterminous
United States. The survey was based ona
stratified, clustered, disproportionate area
probability sample design. Individual in-
terviews with 3321 respondents of all mar-
ital statuses were conducted in 1991 for an
overall response rate of 70%. Black house-
holds were oversampled to ensure ade-
quate representation. The final sample was
weighted on the basis of population char-
acteristics to account for stratification, clus-
tering, disproportionate area sampling and
oversampling of black men, and to adjust
for differential nonresponse. (For further
details about the survey design of the NSM,
including issues pertaining to data quali-
ty, see: K. Tanfer, “National Survey of Men:
A Technical Note,” pp. 83-86 of this issue.)

We examined three types of sexual acts:
vaginal intercourse, anal intercourse, and
proceptive and receptive oral sex. During
the interview, respondents were asked
whether they had ever engaged in each of
these behaviors. Those who answered “yes”
were asked a series of follow-up questions
about each type of act. Regarding vaginal
and anal intercourse, we analyze the num-
ber of partners with whom the respondent
had ever had intercourse, the number of
partners since January 1990 (an average of
18 months) and the number of times the re-
spondent had had intercourse during the
last four weeks. We asked those who had
ever had vaginal or anal intercourse for the
month and year of the first experience (or
their age at that time). Although we donot
examine the age of onset in detail, we dis-
cuss this aspect when relevant.

Since the series of questions about oral
sex did not elicit information about age at
first experience or number of partners ever
orsince January 1990, we examine only the
number of times during the last four
weeks that the respondent performed or
received oral sex. We also obtained infor-
mation about the gender of the respon-
dents’ first anal sex partner and that of
their anal sex partners and oral sex part-
ners during the last four weeks.

The resulls are expressed in terms of per-
centages and medians. We use the median
as a measure of central tendency because
data about the number of partners and fre-
quency of intercourse are typically highly
skewed; a few men reported having had
over 900 vaginal sex partners in their life-
time or having had vaginal intercourse
more than 90 times in the last four weeks.

In addition to types of sexual acts, we
determined the respondents’ sexual ori-
entation by asking, “During the last 10
years, what would you say that your sex-
ual activity has been?” Response categories
include 1) exclusively heterosexual, 2)
mostly heterosexual, 3) evenly heterosex-
ual and homosexual, 4) mostly homosex-
ual and 5) exclusively homosexual. We re-
port the percentage of men with any
same-gender experience over the last 10
years and the percentage whose sexual be-
havior has been exclusively homosexual.

To identify the groups at higher risk of
contracting and transmitting AIDS and
other STDs through their sexual behavior,
we examine how each of the above out-
come measures varies by social and de-
mographic characteristics. The factors in-
cluded in the analysis are the respondent’s
race (white* or black) and ethnicity (His-
panic or non-Hispanic); age; current mar-
ital status; current relationship status, if
single; education; and religion.

Since organized religions generally pro-
mote a more restrictive sexual ideology, we
hypothesize that men who identify them-
selves as members of a religion (particu-
larly a conservative religion) will have
fewer sex partners and will be Jess likely
to engage in nonvaginal sexual acts. As-
suming that education reflects the degree
to which an individual is open to new ideas
and nontraditional values, we might expect
to find a positive relationship between ed-
ucation and the likelihood of engaging in
nonvaginal sexual behaviors, as well as be-
tween education and the frequency of in-
tercourse and the number of sex partners.
Persons with higher education are usual-
ly more knowledgeable about STD acqui-
sition and transmission, however, and this
may mitigate the positive relationship we
would expect to find between education
and risky sexual practices.

Like religion and education, age and
marital or relationship status may have ide-
ological components that define the type
or frequency of appropriate sexual behav-
ior. Marriage provides a stable context for
the production and nurturance of offspring,

*White includes all men not classified as black {(white,
Asian or Pacific Istander, Native Americans and nonblack
Hispanics).
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implying that a husband and wife will have
sex together with some regularity and that
vaginal intercourse will be included. Age
and marital or relationship status are also
exposure variables. The likelihood that a
man will exhibit any given sexual behav-
ior is a function of the length of time he has
been at risk of engaging in that behavior;
therefore, we expect such outcome mea-
sures as ever engaging in vaginal, anal or
oral sex and number of different sex part-
ners to be positively related to age. A man
who is married, cohabiting, or has a regu-
lar partner also has greater opportunities
for frequent sexual contact and for engag-
ing in a variety of types of sexual acts.

We also examine the effects of race and
ethnicity on the sexual behavior of men.
There is evidence that blacks have histor-
ically had higher levels of nonmarital and
marital fertility than have whites, and that
blacks and Hispanics are more likely to be
sexually active as adolescents than are
white non-Hispanics.?? Numerous stud-

ies of adolescent and adult fertility-relat-
ed behaviors have found that the effects
of race and ethnicity persist when other in-
dividual characteristics are controlled and
that race often modifies the effects of other
factors. The reasons for these main and in-
teraction effects remain unclear, but they
are in part presumed to reflect the fact that
blacks and ethnic minorities have been de-
nied equal access to major social institu-
tions and that they differ in fertility norms
and sexual ideologies.” This argues for ex-
amining the effects of race and ethnicity
on the sexual behavior of adult men.

We have two cautions regarding the se-
lection and interpretation of the covari-
ates. First, some of these factors were as-
sessed at the time of the interview and
represent statuses that may have occurred
subsequent to the sexual behavior out-
comes. Thus, we cannot draw conclusions
regarding causality; it is not very mean-
ingful to discuss the lifetime number of
partners or even of partners since January

1990 as a causal function of a man’s cur-
rent marital or relationship status. [nstead,
we describe the association of the preva-
lences and incidences of specific sexual be-
haviors with certain social and demo-
graphic characteristics.

Second, the results shown for categories
of a particular covariate are unadjusted for
any of the other covariates. This informs
us about the actual sexual behavior of men
within any given social or demographic
group, but does not tell us whether dif-
ferences in sexual practices by ethnicity, for
example, result from ethnic differences in
marital or relationship status composition.
In presenting the results, we discuss the
findings for a covariate after adjusting for
other relevant factors, when appropriate.

Results

The results presented here were based on
weighted data and can be generalized to the
U.S. population. (The number of respon-
dents given at the top of table columns are

Table 1. The percentage of U.S. men who have ever had vaginal intercourse and among those who have, the number of partners and frequen-
cy, by social and demographic characteristics, 1991 National Survey of Men

Characteristic % ever had Number of pariners ever Number of partners since January 1990t Number of times in last 4 weeks
(N=3,317) {N=3,111) (N=3,169} (N=3,151)
Median % with % with Median % with % with % with Median %0 % 3—4 % 210
-3 220 0 1 24 times times times
All 95.4 7.3 28.2 23.3 1.1 a3 70.8 9.6 37 219 16.8 225
Race * * - - - -
White 95.1 6.6 29.7 21.8 1.1 4.3 729 8.7 3.7 226 16.6 22.6
Black 97.4 10.2 16.7 34.7 13 4.2 56.6 i6.8 33 17.0 18.1 21.6
Age Ll * - L] - - * -
20-24 90.1 8.2 29.2 17.9 14 29 521 t7.5 2.4 308 13.0 19.1
25-29 95.2 6.8 28.3 20.5 1.1 76 67.7 1.7 4.6 20.5 12.9 29.4
30-34 98.0 7.5 26.5 258 1.1 3.2 78.9 6.0 3.8 20.5 19.4 19.8
35-39 976 8.1 28.9 27.8 1.1 3.5 81.4 50 39 17.4 20.9 21.7
Marital Status . . * . * . . * .
Never-married 88.3 8.1 215 23.3 1.4 9.8 45.0 18.3 1.4 40.9 10.2 15.9
Currently married 100.0 53 36.3 19.7 1.0 0.2 858 0.6 4.9 5.8 231 25.8
Formerly married 100.0 14.7 13.4 39.6 1.6 5.1 432 22.4 3.0 31.8 109 285
Relationship status * . . * * * . . "
Cohabiting 96.5 11.9 141 35.4 1.2 1.0 68.6 8.5 7.6 6.8 106 41.0
Has regular partner 97.8 9.9 18.8 29.7 1.6 0.4 48.3 25.0 4.7 8.3 14.7 28.6
No regular partner 84.2 8.2 22.3 21.9 1.5 18.3 318 18.9 0.2 759 6.7 24
Hispanic - *
No 95.2 74 28.0 23.5 1.1 4.3 7.2 9.3 3.7 218 17.4 22.2
Yes 97.0 7.0 298 220 1.2 3.8 67.6 13.2 34 23.2 11.8 25.0
Education * ‘ N *
<high school 972 8.0 231 26.2 1.2 4.1 68.8 10.4 4.3 21.8 i6.4 259
High school graduate 95.7 7.4 26.9 236 1.2 31 711 9.0 3.5 21.7 17.0 223
Some college 951 7.6 28.1 248 1.2 5.8 66.1 i2.5 36 235 16.2 22.0
zcollege 84.0 6.1 33.4 19.6 1.1 5.0 77.2 7.3 38 20.7 17.5 21.6
Religion . . * * . ¢
Conservative Protestant 93.5 54 37.0 194 1.1 49 74.0 8.8 4.6 15.0 18.8 27.6
Other Protestant 96.4 7.7 27.0 23.3 1.2 3.5 71.0 71 37 209 16.8 23.8
Catholic 95.8 6.9 29.4 224 1.1 5.0 719 1.7 33 23.3 17.4 18.7
Other or nane 94.6 8.4 20.5 28.7 1.2 38 66.5 1.7 36 27.3 14.2 224

“In this and subsequent tables, differences within the column of percentages for each characteristic are significant at p<.05. tin this and Table 2, a period averaging 18 months. Note: In this and subsequent
tables, whites inctude ali men ot classitied as black. The 20-24 age-group contains 53 respondents aged 19, and the 35-39 age-group contains 81 men who were 40 or 41 years old. The smafl number
of respondents who were married but not living with their wife have been coded as lormerly married. Relationship status includes singte men only. Persons of Hispanic origin may be of any race, but most
in this sample were white. The “high school graduate” categary includes vocatienal and technical school graduates and those with graduate equivalency diplomas. The “other Protestant” vs. “consarvative
Protestant” designation is based on the coding of the onthodoxy of beliefs of each denomination, as provided by Dr. Rodney Stark at the University of Washington.
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the unweighted numbers.) Nearly all men
aged 2039 in the United States were sexu-
ally experienced: Among whites, 97% had
had vaginal, anal or oral sex; among, blacks,
99% had done so (not shown). The mean
age at first sexual contact of any type was
16.8 among whites and 15.2 among blacks.

Vaginal Intercourse

Table 1 presents the prevalence, number of
partners and frequency of vaginal inter-
course among men, by social and demo-
graphic characteristics. Ninety-five percent
of men aged 20-39 had engaged in this act.
Black men were slightly more likely than
white men to have had vaginal intercourse
(97% vs. 95%). Black men in this age range
of the population are younger than white
men and more likely to be never-married.
Therefore, when age and marital status
were controlled, the difference between the
two groups regarding ever having had
coitus increased from two percentage
points to four. The observed difference be-
tween Hispanics and non-Hispanics also
widened after adjustment for age and mar-
ital status. The effect of age on the likelihood
of ever having had vaginal intercourse was
largely a function of marital status.

More than 88% of never-married men
had experienced coitus; 87% of white men
and 95% of black men had done so (not
shown). That not all men who were co-
habiting or who had a regular sex part-
ner had had vaginal sex reflects some ho-
mosexual couples and perhaps some
heterosexual couples who had engaged
in sexual acts other than coitus. Higher
educational levels and being a conserva-
tive Protestant was assaciated with a
lower likelihood of ever having had vagi-
nal intercourse. Although the effects of
these variables became more pronounced
when age and marital status were con-
trolled, they remained relatively small.

The median lifetime number of vaginal
sex partners was 7.3, with black men re-
porting 10.2 and white men reporting 6.6.
This difference may be related to the
younger age at first intercourse reported
among blacks—15.0, compared with 17.2
years among whites (not shown). Ap-
proximately 23% of men had had 20 or
more partners in their lifetime: About 22%
of all white men and 35% of all black men
had done so.

The lifetime number of vaginal sex part-
ners was positively and linearly related to
age. Currently married men had had the
fewest partners in their lifetime among all
marital status groups, probably reflecting
duration in a union intended to be monog-
amous. Among black men, however, cur-
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rently married men had had as many part-
ners as never-married men, even after age
was controlled (not shown). This may be
the result of higher marital dissolution
rates and shorter marital durations among
blacks. Currently cohabiting men had had
more partners than other single men, even
after age and race were controlled. No dif-
ferences in the lifetime number of partners
were found between Hispanic and non-
Hispanic men.

A negative association was found be-
tween educational level and median life-
time number of partners: Men with less
than a high school education had had
nearly two more partners than had those
who graduated from college. This differ-
ence, however, exists only among whites
{results not shown). Religion was strong-
ly related to the number of partners a man
had ever had: Conservative Protestants
had had the fewest partners, and men of
other or no religion had had the most.

Only 4% of men aged 20-39 had had no
vaginal sex partners over the 18-month pe-
riod from January 1990 to the average in-
terview date. Almost 10% of never-married
men and 5% of formerly married men had
been abstinent during this interval. How-
ever, approximately one-fifth of never-mar-
ried men and of formerly married men had
had four or more partners. While most cur-
rently married men had had only one part-
ner (96%), a far smaller percentage (69%)
of currently cohabiting men had had one
partner. After adjustments for marital sta-
tus, the effects of age on having had one sex
partner and on having had four or more
partners were largely attenuated.

As Table 1 shows, the percentage of
black men who had had four or more part-
ners since January 1990 was almost twice
as high as that of white men (17% vs. 9%).
After adjustment for marital status, this
eight-percentage-point difference declines
to six. The similarity between whites and
blacks in the percentage who had had no
partners was also a function of marital sta-
tus. Net of this factor, black men were sig-
nificantly less likely to have remained ab-
stinent than white men.

Unlike the effect of race, the effect of His-
panic ethnicity on the percent having had
four or more partners was not attenuated
by adjustments for marital status, age or
race. Hispanics were significantly more like-
ly than non-Hispanics to have had four or
more partners over the 18-month interval.

Men who had attended or completed
college were more likely to have abstained
during this period. However, this weak
positive association of education with ab-
stinence was found only among whites

{(not shown). The effect of religion was also
generally weak: Men in the “other or no
religion” category and those who were
Catholic were slightly more likely than
Protestantsto have had four or mere part-
ners, even after adjustment for composi-
tional differences.

Table 1 shows the frequency of vaginal
intercourse during the four weeks prior to
the interview; the median number of acts
was 3.7 or about once a week. Forty-one
percent of never-married men and 32% of
formerly married men were sexually inac-
tive during this period. Only 16% of never-
married men but 29% of formerly married
men had had vaginal intercourse frequently
(10 or more times, or on average, atleast 2.5
times per week). The percentage of men
who had had coitus frequently was actual-
ly slightly higher among formerly married
men than among married men (26%). How-
ever, a far higher percentage of married men
{23%) had had vaginal intercourse 3-4 times
{on average, once a week) than had for-
merly married men (11%), and few married
men had been abstinent (6%).

Like married men, few cohabiting men
had been sexually inactive during this pe-
riod (7%); however, a much higher per-
centage of cohabitors (41%) had had vagi-
nal sex 10 or more times. These results
remained relatively unaffected when we
adjusted for age and race. When we ad-
justed for marital status, the effect of age
on coital frequency became far more pro-
nounced than is evident in Table 1: There
was a marked reduction in the number of
coital acts among men aged 30-39, com-
pared with those aged 20-29.

Regardless of adjustments for marital sta-
tus and age, there was little difference in
coital frequency by race or ethnicity. The
only notable difference was that 23% of
whites and 17% of blacks had been sexual-
ly inactive during the four-week period.
However, 17% of whites and 25% of blacks
had had vaginal intercourse one or two
times (not shown); thus, about the same per-
centage were inactive or infrequently active.

Educational attainment was also gen-
erally unrelated to coital frequency. Some
effects of religion differed by race: Among,
whites, conservative Protestants had had
the highest median frequency of vaginal
intercourse among all religious groups,
while among blacks, men who were
Catholic or part of the other or no religion
category had the highest median fre-
quency. These relationships, however,
were weak. Among whites, the effect of re-
ligion on abstinence in the last four weeks
was attenuated and lost significance when
we controlled for age and marital status.
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Table 2. The percentage of U.S. men who have ever had anal intercourse and among those who have, the number of partners and frequency,

by social and demographic characteristics

Characteristic % ever had Number of pariners ever - Number of partners since January 1990 Number of times in last 4 weeks
{N=3,298) (N=586) (N=580) (N=593)
Median % with % with Median Yo with % with %o viith % 0 % 1 % 22
1 z4 0. 1 22 times time times
All 20.1 1.6 47.8 20.2 0.5 51.0 40.4 8.6 90.1 4.6 5.3
Race ) * :
White 21.0 1.6 48.1 19.7 0.5 51.6 40.0 84 91.0 4.5 4.5
Black 13.6 1.8 43.0 26.4 0.6 43.5 45.4 1.4 79.3 5.5 15.2
Age . . . . . . .
20-24 12.8 1.9 40.7 224 1.1 16.7 56.4 27.0 743 100 15.7
25-29 19.8 1.5 50.1 16.6 0.4 55.0 38.2 6.8 8.4 6.6 3.9
30-34 19.7 1.4 55.9 18.2 0.3 60.4 351 45 94.8 3.0 2.3
35-39 27.3 1.8 437 23.0 0.4 56.7 38.7 4.7 94.4 1.9 3.7
Marital status * b ) * *
Never-married 17.8 2.1 333 27.0 0.6 47.5 324 20.1 86.2 5.8 8.0
Currently married 19.9 1.4 57.8 14.6 0.5 51.3 47.7 1.1 92.3 34 42
Formerly married 28.5 1.7 477 225 0.4 57.4 356 . 69 919 5.5 2.6
Relationship status : * . N N
Caohabiting 26.7 1.8 427 20.6 0.7 34.7 63.4 20 83.5 8.2 8.3
Has regular partner 228 2.0 36.0 228 0.4 54.1 29.0 17.0 839 7.3 8.8
No regular partner 16.4 2.2 374 31.2 0.4 56.4 20.9 227 95.0 25 2.5
Hispanic " * * * *
No 19.7 1.5 49.4 19.1 0.5 52.1 41.2 6.7 918 48 34
Yes 24.0 2.2 325 29.8 0.7 43.0 323 247 76.2 27 211
Education . . .
<high school 14.4 16 46.4 21.4 0.4 55.1 39.3 5.7 927 6.8 05
High school graduate 19.0 19 414 28.8 0.6 475 429 96 89.5 38 6.8
Some college 22.6 1.5 509 15.6 086 476 416 108 88.1 44 7.5
2college 223 1.4 55.3 105 0.3 59.4 35.3 5.2 1 92.8 55 1.8
Religion * - l b
Conservalive Protestant 18.3 1.4 57.0 18.2 0.6 46.8 41.7 1.5 . 809 23 6.8
Other Protestant 20.6 1.4 53.1 17.4 0.4 55.5 41,1 3.5 87.8 7.3 4.9
Cathotic 18.9 1.7 46.9 18.6 0.6 47.4 40.1 12.5 87.9 4.6 7.5
Other or none 221 2.1 321 28.0 0.5 51.0 41.3 7.7 96.9 1.6 1.5

Anal Intercourse
Table 2 summarizes the reports of anal in-
tercourse, by social and demographic char-
acteristics. Anal intercourse is not preva-
lent among men aged 20-39: only 20% had
ever engaged in this act.” There was a sig-
nificant difference by race: While 21% of
white men had had anal intercourse, only
14% of black men had done so. This dif-
ference remained after adjustments forage
and marital status. The difference between
Hispanics and non-Hispanics increases
and becomes statistically significant after
controlling for age and marital status.
The likelihood of having had anal in-
tercourse was positively related to age:
Among men aged 35-39, 27% had had anal
intercourse, compared with only 13% of
men aged 20-24. Because of this assccia-
tion, the age-adjusted marital status results

“Joseph Catania and colleagues (see reference 24) re-
ported that among sexually active heterosexual men and
women aged 18-75 who have an HIV risk factor (multi-
ple or high-risk partners, receipt of a blood transfusion
or use of injectable drugs), 22% had ever had anal inter-
course. Based on three very limited studies that asked
men about this behavior, June Reinisch and colleagues
(see reference 24) estimated that 18% had ever engaged
inheterosexual anal intercourse. Our results are similar
to these estimates.

were different from the unadjusted results
shown in Table 2. After controlling for age,
we found that currently married men were
the least likely to have had anal sex. The ad-
justed percentages among never-married,
currently married, and formerly married
men were 21%, 18% and 26%, respectively.
Netof age, 25% of currently cohabiting men
had had anal intercourse, representing a
seven percentage point difference com-
pared with married men. These age-ad-
justed marital status differences generally
pertain only to white men.

Black men who were currently married
and never-married were equally likely to
have engaged in anal sex, and those who
were formerly married were most likely
to have done so. Cohabiting black men
were the least likely to have had analin-
tercourse. Among both black men and
white men, the likelihood of ever having
engaged in anal sex was lowest among
those with less than a high school educa-
tion, although among whites the effect of
education was not statistically significant
(not shown). Religion had no effect on
ever having had anal intercourse.

On average, men had their first anal in-
tercourse experience at age 22, which was

substantially higher than the mean age at
first vaginal intercourse. This comparison,
however, was based on the 95% of all men
who had ever experienced coitus but only
the 20% who had ever had anal sex. Near-
ly all men (90%) who had had anal sex had
done so the first time with a woman. As
Table 2 indicates, almost 50% of men had
had only one anal sex partner in their life-
time, although a substantial proportion
(20%} of this relatively small group had had
four or more partners. Age and race were
unrelated to the number of anal sex partners
a man had ever had. Some of the covariates
with large differences among categories
were not statistically significant, in part, be-
cause the sample size was small. Hispan-
ics were far more likely than non-Hispan-
ics to have had more than one anal sex
partner, Currently married men had had the
fewest anal sex partners in their lifetime,
compared with other marital status groups.
Currently cohabiting men had had slight-
ly more partners than had married men.
Education had a strong negative effect
on lifetime number of anal sex partners.
Men with a high school education or less
were more likely than men with at least
some college education to have had four
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or more partners. This relationship per-
sisted even after we controlled for race, age
and marital status. With respect to religion,
the median lifetime number of partners
was highest among men in the other or no
religion group. This association remained

strong after other variables were controlled.’

Among men who had ever had anal
sex, 51% had not done so0 between Janu-
ary 1990 and the date of interview. Among
the 49% remaining, 40% had had anal sex
with only one partner and 9% with two or
more partners. Whites and blacks did not
differ with respect to this distribution. His-
panics, however, were far more likely than
non-Hispanics to have had two or more
anal sex partners. Age also exhibited a sig-
nificant effect: Men aged 20-24 were sig-
nificantly more likely than those of any
other age-group to have had one or more
partners during the 18-month period.

The proportion of men who abstained
from anal intercourse during this period
does not vary by marital status. Among
black men, however, the percentage who
abstained from anal intercourse was sig-
nificantly lower among formerly married
men, compared with other marital status

groups (not shown). Regarding number of
partners, currently married men were more
likely to have had only one partner, and
never-married men were more likely to
have had two or more. Currently cohabit-
ing men were also more likely to have had
only one partner and less likely to have had
two or more partners than were other sin-
gle men. Cohabiting men were also less
fikely than married men and least likely
among the relationship status groups to
have abstained from anal intercourse dur-
ing the 18-month period. Education had no
effect on the number of anal intercourse
partners since January 1990, but religion
did: Men who were conservative Protes-
tants and those who were Catholic were the
most likely to have had two or more part-
ners during this time period.

Further evidence that anal intercourse is
a nonprevalent and infrequent sexual act
is that 90% of men who had ever had anal
intercourse had not done so during the four
weeks prior to interview. Men who had
done so were almost evenly divided be-
tween those who had had anal sex once and
those who had done so two or more times.
Most men (75%) reported having had anal

sex with women only (not shown). Whites
were significantly less likely than blacks to
have had anal sex, and non-Hispanics were
less likely than Hispanics. White men aged
20-24 were significantly more likely than
white men of the other age-groups ta have
had anal intercourse during the last four
weeks. The frequency of anal sex during
this interval does not differ by marital sta-
tus, except among black men: Abstention
~was lower among formerly married men,
compared with the other marital status
groups (not shown). Cohabiting men were
more likely than married men to have had
anal intercourse in the month preceding in-
terview. Although there were a few signif-
icant differences in frequency of anal in-
tercourse by education and religion, none
of these relationships persisted after age,
race and marital status were controlled.

Oral Sex

Table 3 presents the oral sex behaviors of
the study population by social and de-
mographic characteristics. Among men
aged 20-39,75% had ever performed and
79% had ever received oral sex. Among
whites, there was little difference in the

Table 3. The percentage of U.S. men who have ever performed or received oral sex and the frequency among those who have, by social and

demographic characteristics

Characteristic Ever Last 4 weeks
% performed % received Performed Received
{N=3,286) (N=3,290) (N=2,074) {N=2,360)
Median %0 % 1-2 % 26 Median %0 % 1-2 % 26
times times times times times times times times
All 74.6 78.8 0.4 53.0 209 10.8 0.4 52.8 23.7 10.1
Race M M * s *
White 78.8 81.0 0.5 521 213 A 0.5 52.0 241 10.2
Black 428 620 0.3 65.6 14.4 6.0 0.3 60.8 19.4 9.2
Age . . . .
20-24 67.1 748 0.5 52.2 21.2 96 0.7 46.7 26.3 10.6
25-29 775 80.3 0.6 49.1 20.6 144 0.5 51.7 23.3 104
30-34 77.0 79.2 0.4 56.9 19.2 9.2 0.4 55.0 237 10.4
35-39 76.2 80.5 0.4 53.4 226 10.1 0.4 56.8 218 9.3
Marital status * * ‘ * :
Never-married 66.2 751 0.4 58.2 19.4 104 0.4 55.4 22.2 1.1
Currently married 79.0 798 0.5 49.7 229 10.i 0.5 52.0 25.0 8.8
Formerly married 85.5 87.3 0.5 51.9 16.9 14.4 0.7 48.0 231 122
Relationship status ) ‘ * : * * * *
Cohabiting 85.8 88.8 2.1 36.4 19.2 22.2 1.4 39.5 21.8 20.1
Has regular partner 746 852 .7 32.8 30.8 15.8 1.7 32.7 30.1 175
No regular partner 62.2 68.7 0.1 86.6 8.0 2.6 0.1 78.0 16.0 2.1
Hispanic -
No 74.8 793 0.4 53.4 209 10.8 0.4 53.2 23.6 99
Yes 73.0 73.9 0.7 48.0 20.5 10.9 0.7 47.7 24.7 12.8
Education ‘ *
<high school 59.9 61.2 05 51.5 18.8 10.0 0.5 49.8 25.8 9.3
High school graduate 71.7 76.3 0.5 51.8 23.0 104 0.5 52.6 24.0 98
Same college 78.6 84.5 0.5 52.4 18.1 18 0.5 51.4 233 12.0
>collage 83.2 86.2 0.4 56.2 214 10.7 0.4 58.7 229 9.0
Religion - . .
Conservative Protestant 67.5 715 0.7 48.2 19.8 113 0.5 51.6 247 9.6
Other Protestant 756 80.4 0.4 54.7 225 10.2 0.4 56.2 20.8 9.4
Catholic 756 78.3 0.4 53.2 21.2 10.6 0.5 50.8 26.4 10.7
Other or none 76.9 B2.7 0.5 52.6 18.2 1.7 0.5 50.5 24.0 10.8
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percentages that performed and received
oral sex, but blacks exhibited a higher
prevalence of having received oral sex
than of having performed it.

There were also substantial differences
by race in the likelihood of ever having en-
gaged in these sexual acts, even after ad-
justments for age and marital status.
Among white men, 79% had performed
oral sex, compared with 43% among black
men; 81% of whites had received oral sex,
compared with 62% of blacks. At the in-
dividual level, data not shown indicates
that 16% of whites and 37% of blacks had
never performed or received oral sex; 3%
of whites and 1% of blacks had performed
but had never received it; 5% of whites
and 21% of blacks had received but had
never performed it; and 76% of whites and
41% of blacks had performed and had re-
ceived oral sex. Regarding ethnicity, white
Hispanics were less likely than other
whites to have performed or to have re-
ceived oral sex (not shown).

Men aged 20-24 were the least likely
among age-groups to have engaged in ei-
ther of these behaviors. This difference
persisted even after we adjusted for mar-
ital status, although it was weakened, es-
pecially among those who had received
oral sex. Whether or not we controlled for
age, the percentage of men who had per-
formed or received oral sex was lowest
among never-married men, intermediate
among currently married men and high-
estamong formerly married men. Among
never-married men, 75% had received oral
sex, and 66% had performed it. Among
married men, in contrast, the proportions
who had received and who had per-
formed oral sex were almost identical
(80% and 79%, respectively). The propor-
tions who had performed and who had re-
ceived oral sex were also similar among
formerly married or cohabiting men, sug-
gesting that oral sex is mutual behavior
among couples in a relationship of some
duration. Cohabiting men were more like-
ly than married men to have performed
and to have received oral sex. These pat-
terns were not the same among black men:
Married men, formerly married men and
cohabiting men were more likely to have
received than to have performed oral sex.
Cohabiting black men were no more like-
ly than married black men to have per-
formed and to have received oral sex.

Among both whites and blacks, a high-
er educational level was associated with a
greater likelihood of having engaged in oral
sex. Regarding religion, conservative Protes-
tants were generally the least likely to have
received or to have performed oral sex.
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After we controlled for age, race and mar-
ital status, the effect of religion was weak-
ened with respect to having performed oral
sex but remained strong and significant re-
garding having received oral sex.

Fifty-three percent of men who had ever
performed oral sex had not done so dur-
ing the four weeks prior to the interview.
Among those who had, 97% reported that
they had done so with a woman (not
shown). During this time period, 21% of
men had performed oral sex one or two
times and 11% had done 50 six or more
times. This distribution was almost the
same for the frequency of receiving oral
sex. However, since the frequency during
the last four weeks’ measure was condi-
tional upon those who had performed or
had received oral sex, the population
bases were different.

Black men were less likely to have per-
formed oral sex during this period, and
they had a lower frequency of having per-
formed oral sex than did white men.
Blacks were also less likely than whites to
have received oral sex. White Hispanics
were more likely than other whites to have
performed or received oral sex during the
four weeks prior to interview (not shown}.

When marital status was controlled, men
aged 30 and older were less likely than
were younger men to have performed or
to have received oral sex in the last four
weeks. Married men and formerly married
men were more likely than never-married
men to have performed or to have received
oral sex, a relationship that became more
distinct when age was controlled. Among
black men, however, marital status had no
significant effect on having performed oral
sex, and formerly married men were most
likely to have received oral sex (not shown).
Cohabiting men and other single men who
had a regular sex partner were more like-
ly than married men to have performed
oral sex and were more likely to have done
s0 six or more times over the four-week pe-
riod. The same relationship existed with re-
spect to receiving oral sex.

Although there was some indication
that men who had a college education
were less likely to have performed or to
have received oral sex in the four weeks
prior to the interview, the overall effects
of education were not statistically signif-
icant. Neither were the effects of religion,
which were further attenuated after age
and marital status were controlled.

Sexual Orientation

Table 4 shows that 2% of sexually active
men aged 20-39 (2.4% among whites and
1.3% among blacks) had had any same-

gender sexual activity during the last 10
years. Approximately 1% of the men (1.3%
among whites and 0.2% among blacks) re-
ported having had exclusively homosex-
ual activity.

Despite the small number of respondents
who reported any same-gender contact
over the last 10 years, and hence the larger
sampling errors, we found that a few co-
variates were significantly related to sexu-
al orientation. Currently and formerly mar-
ried men were less likely to have had any
same-gender sexual activity than were
never-married men. Hispanic men were
more likely than non-Hispanic men to have
had any same-gender sexual contact and to
have had only same-gender contact, even
after adjustments were made for marital sta-
tus and age. The effect of age on exclusive-
ly same-gender activity attenuated after
marital status was controlled. We also found
that education was positively related to hav-
ing had any same-gender activity, but not
to exclusive homosexual activity.

Discussion

Our descriptive analyses of the sexual be-
havior of U.S. men shows that while vir-
tually all men aged 20-39 are sexually ex-
perienced, some types of sexual acts are
far more prevalent than others. Vaginal in-
tercourse is nearly universal, even among,
never-married men in this age range, and
three-fourths of men have performed and
received oral sex. However, only one-fifth
have engaged in anal sex and half of these
had not done so in the 18 months prior to
the survey. Overall, then, a very small pro-
portion of the adult male populationis en-
gaging, and engaging frequently, in sex-
ual contact that involves a high risk of
AIDS transmission.

On the other hand, more than one-fifth
of men have had 20 or more vaginal sex
partners in their lifetime, and a similar
proportion of never-married and former-
ly married men had had four or more part-
ners over an 18-month period. These be-
haviors are risky, given the current AIDS
epidemic. But vaginal sex is infrequent
among many single men; at least one-third
had not had coitus in the four weeks pre-
ceding the interview.

Our examination of the three types of
sexual acts by social and demographic
characteristics reveals some interesting
subgroup differences. The results confirm
that marital and relationship status are im-
portant “exposure” variables that differ-
entiate men in terms of their number of
sex partners, frequency of sex and type of
sex act. Age is also associated with some
sexual behaviors: For example, men aged
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20-24 were significantly more likely than
men of the other age-groups to have had
one or more anal sex partners since Janu-
ary 1990 and during the four weeks prior
to the interview.

Race and ethnicity are also associated
with differences in men’s sexual behav-
ior. Never-married blacks were more like-
ly than never-married whites to have had
vaginal intercourse. Although there was
little difference in coital frequency by race,
blacks had had more vaginal sex partners
in their lifetime and since January 1990.
In contrast, less than 14% of black men had
had anal sex, compared with 20% of white
men. Among those who had ever had anal
sex, however, race was unrelated to life-
time number of anal sex partners and
number of partners since January 1990.
Whites who had ever engaged in anal sex
were significantly less likely than blacks
to have had anal sex during the four
weeks prior to interview.

With regard to oral sex, black men were
less likely than white men to have per-
formed or to have received oral sex in their
lifetime and within the last four weeks be-
fore the interview. Although there was lit-
tle difference among white men in the
prevalence of having performed and hav-
ing received oral sex, black men were far
more likely to have ever received than to
have ever performed this act. We conclude
that, in general, black men’s sexual activ-
ity tends to involve primarily vaginal sex
and, to a limited extent, receiving oral sex.

Our analysis by ethnicity found that
Hispanics were less likely than non-His-
panics to have performed or to have re-
ceived oral sex. Although there was no dif-
ference in lifetime number of vaginal sex
partners or coital frequency during the
four weeks prior to the interview, His-
panics were more likely than non-His-
panics to have had four or more sexual
partners since January 1990. Hispanics
were also more likely to have ever had
anal intercourse, to have engaged in this
act with more than one partner both over
their lifetime and since January 1990, and
to have had anal sex more frequently over
the last four weeks. This higher prevalence
and incidence of anal intercourse may be
partly attributed to the higher same-gen-
der sexual orientation among Hispanics.
Regardless, their pattern of multiple vagi-
nal sex partners, greater involvement in
anal intercourse, and more prevalent
same-gender sexual contact places this
ethnic group at higher risk of contracting
and transmitting the AIDS virus.

Some aspects of men's sexual behavior
differ according to education and religion.
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Men with higher education were more like-
Iy to have had anal intercourse and to have
performed or received oral sex. Education
was also positively associated with having
had a same-gender sexual experience with-
in the last 10 years, but it was not associat-
ed with being exclusively homosexual.
More highly educated men had had fewer
vaginal and anal sex partners in their life-
time. These findings suggest that those
with more education had more stable sex-
ual relationships and that they were more
likely to experiment within those unions.
Overall, the effect of education on the risk
of transmitting or acquiring HIV is proba-
bly minimal because the positive effect of
education on type of sexual act and on sex-
ual orientation is balanced by its negative
effect on number of partners.

As for religion, conservative Protestants
had had the fewest number of vaginal sex
partners in their lifetime, and men of the
other or no religian category had had the
most partners. Lifetime number of anal in-
tercourse partners was highest among the
latter group. Conservative Protestants were
the least likely to have ever received or per-
formed oral sex. In general, men who were
not members of an organized religion, par-
ticularly a conservative religion, tended to
engage in riskier sexual practices.

Findings such as those pertaining to the
effects of education and religion are con-
sistent with the notion that membership
in certain social groups instills more or less
traditional values about sexual behavior
and may either provide greater opportu-
nities to engage in or may prohibit en-
gaging ina variety of sexual practices. So,
t00, is our finding that currently cohabit-
ing men had had more vaginal sex part-
ners, were more likely to have had anal in-
tercourse, and were more likely to have
performed and received oral sex than
were married men.

The percentages of same-gender sexu-
al activity in our results appear slightly
lower than those from some other recent
surveys, but none is close to the 10% fig-
ure that persists from Kinsey’s study. The
1989 General Social Survey {(GSS) found
that 98% of sexually active men aged 18
and older were exclusively heterosexual
during the 12-month period prior to in-
terview.?> Using GSS data on the number
of male and female sex partners that re-
spondents (men and women) had had
since age 18, Smith estimated that “three
percent have not been sexually active as
adults, 91-93 percent have been exclu-
sively heterosexual, 5-6 percent have been
bisexual and less than 1 percent have been
exclusively homosexual.”?

Table 4. The percentage of men aged 20-39
who have experienced same-gender sexual ac-
tivity during the last 10 years, by social and de-
mographic characteristics

Characteristic Any Exclusively
same-gender  same-gender
activity activity
(N=3,224) (N=3,224}

Al 23 11

Race

White 2.4 1.3

Black 13 0.2

Age .

20-24 3.0 23

25-29 28 1.2

30-34 22 0.4

35-39 1.3 0.7

Marital status *

Never-married 4.9 2.8

Currently married 0.6 0.0

Formerly married 1.1 05

Relationship status

Cohabiting 4.5 4.1

Has regular pariner 3.3 1.8

No regular parner 4.4 1.9

Hispanic - ‘

No 2.0 1.0

Yes 48 28

Education

<high school 0.1 0.0

High school

graduate 1.7 .

Some college 2.8 1.4

>college 4.0 0.8

Religion

Conservative

Protestant 26 06

Other Protestant 2.2 1.3

Catholic 2.7 1.3

Other or none 09 0.5

The results of a recently completed sur-
vey of more than 20,000 men and women
aged 18-69 in France indicate that 4% of
men had had at least one same-gender
sexual experience during their lifetime
and that 1% had done so over the 12
months prior to the interview.”” These low
levels of same-gender sexual contact sug-
gest that the adult male population in
which HIV is heavily concentrated is not
as large as many had assumed.® This has
implications for the construction of mod-
els used to estimate the prevalence of HIV
in the United States, in which a primary
model component is the current number
of male homosexuals.?®

The descriptive results presented here
cannot begin to adequately test hypothe-
ses about the effects of individual-level
characteristics on sexual behavior. 5till,
they provide important insights for the de-
velopment of multivariate analyses that
include other individual and community
characteristics and that examine the sex-
ual practices of men and their partners
within the context of their specific rela-
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tionship. We plan to conduct such analy-
ses in the future. )

Another caution is in order. As Seidman
and colleagues®® and Catania and col-
leagues?! have discussed, estimating an
individual’s actual risk of STD infection
is a complex process. For a better assess-
ment, “one would need to know the size
and characteristics of his or her sexual net-
work, the prevalence of HIV infection
across the social strata in which those sex-
ual networks are embedded, the type and
frequency of sexual practices engaged in,
as well as information on donor infectiv-
ity and host susceptibility.”32

Our study falls short of meeting these
demands. Nevertheless, by describing the
sexual behavior (particularly those prac-
tices that are markers for an elevated risk
of STD infection) of men in the United
States and by examining how these be-
haviors vary by social and demographic
characteristics, this study provides pub-
lic health officials with preliminary infor-
mation about groups that are most in need
of intervention.
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Condom Use Among U.S. Men, 1991

By Koray Tanfer, Witliam R. Grady, Daniel H. Klepinger and John O. G. Billy

A 1991 study of a nationally representative sample of men aged 20~39 finds that 27% of sex-
vally active men had used a condom in the four weeks before interview. Black men are more
likely than white men to report condom use (38% vs. 25%), and men younger than 30 are more
likely to do so than are those older than 30 (36% vs. 19%). Among white men, condom use in-
creases with years of education; among black men, however, those with 12 years of education
are much less likely to report condom use than are those with more or less than 12 years (28%
vs. 43-50%). Condom use is positively related to number of partners. Men who have engaged
in anal intercourse, those who have had a one-night stand and those who are bisexual or ho-
mosexual are also more likely to report condom use. Among those who reported using a con-
dom in the previous four weeks, 55% of whites and 18% of blacks had done so only for birth
control and 7% of whites and 9% of blacks had done so oniy for protection against infection with
the human immunodeficiency virus and other sexually transmitted organisms; the remainder

had used a condom for both reasons.

(Family Planning Perspectives, 25:61-66, 1993)

he incidence of sexually transmitted
I diseases (STDs) rose dramatically
during the 1980s. In 1988, an esti-
mated 12 million new sexually transmitted
infections occurred in the United States.'
Increases occurred not only in the inci-
dence of historic venereal diseases such as
gonorrhea and syphilis, but also in about
20 other diseases, syndromes and com-
plications of STDs.? During the same pe-
riod, the human immunodeficiency virus
(HIV), the virus that causes AIDS, spread
rapidly, first among homosexual men and
then among heterosexuals. The Centers for
Disease Control and Prevention estimates
that at least one million Americans are now
infected with HIV.? Heterosexual trans-
mission is expected to account for an in-
creasing proportion of those who become
infected with HIV in the future.?

The risk of STD infection can be virtual-
ly eliminated by total abstinence from sex;
individuals who do not wish to abstain can
substantially diminish their risk by en-
gaging in “safer sex” practices, such as lim-
iting the number of people with whom
they have sex, avoiding sex with partners
they do not know well, choosing partners
who have a relatively low risk of being in-

Koray Tanfer, Wiliiam R. Grady and John ©. G. Billy are
senior rescarcher scientists and Daniel H. Kiepingerisa
rescarch scientist at Battelle Human Affairs Research Cen-
ters, Seattle. This rescarch was supported by grant No.
HD-26288 from the National Institute of Child Health and
Human Development (NICHD). The apinions expressed
in this paper do not necessarily reflect the views or poli-
cies of NICHD or the Battelle Memorial Institute.
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fected, or maintaining a mutually faithful
relationship. They can also reduce their risk
of contracting and transmitting STDs by
taking precautions that minimize the po-
tential for exposure to body fluids through
damaged rectal or genital tissue®

Condoms can provide effective pro-
tection by blocking the transmission of a
wide variety of sexually transmissible or-
ganisms. Research has demonstrated that
latex condoms help to protect against
gonorrhea, syphilis, chlamydial infections,
trichomoniasis, herpes simplex, myco-
plasmas and HIV.® In laboratory experi-
ments, sperm and most disease-causing
organisms, including HIV, have not passed
through intact latex condoms.” Because
condoms help prevent STDs, they also
help prevent conditions in women that re-
sult from STD infection, such as pelvicin-
flammatory disease (P1D}, which inturn
can lead to ectopic pregnancy and infer-
tility. Condom use may also protect wom-
en against cervical cancer? which research
has linked to infection with certain types
of human papillomavirus.?

When the condom is used correctly, it
is also a relatively effective method of birth
control. But, after more effective meth-
ods—oral contraceptives and the [lUD—
were introduced in the early 1960s, con-
dom use declined.'9 Recently, however,
this trend seems to have reversed: Data
from the 1988 National Survey of Family
Growth show that between 1982 and 1988,
the use of the condom increased signifi-

cantly among women younger than 25
and those who had never been married."
The behavioral response of the Ameri-
can public to the STD epidemic is not well
documented. Knowledge about how the
spread of these diseases has affected the
prevalence of condom use and its varia-
tion across population subgroups is par-
ticularly limited. Most of the nationally
representative data on condom use focus
on contraception because they were col-
lected before concern about HIV and other
STDs became widespread. Moreover, with
a few exceptions, our knowledge about
contraceptive behavior is based on infor-
mation reported by women only.*
Because the condom is a method used
by men, we need information from men
if we are to understand the factors asso-
ciated with condom use and formulate
strategies and interventions to prevent the
spread of HIV and other STDs. The pri-
mary purpose of this article is to provide
information on the prevalence of and fac-
tors associated with condom use among
20-39-year-old men in the United States.

Data and Methods

The National Survey of Men (NSM-I) was
conducted in 1991, using a stratified and
clustered area probability sample of house-
holds in the contiguous United States. A
total of 3321 men aged 20-39 were inter-
viewed; black households were oversam-
pled to ensure adequate representation.
The interview response rate was 70%. (For
adetailed description of the survey design,
see: K. Tanfer, “National Survey of Men: A

*At the time this article was written, three other popula-
tion-based, nationally representative surveys had collected
information from adult men on sexual behavior and con-
traception, The General Social Survey (see: T. W. Smith,
“Adult Sexual Behavior in 1989: Number of Partners, Fre-
quency of Intercourse and Risk of AIDS,” Family Planning
Perspectives, 23:102-107 1991) contained seven self-ad-
ministered questions on sexual behavior in the 12 months
before interview, but did not request information on con-
dom use. In the 1990 National AIDS Behavioral Survey
(sec: ], A Catania et al,, “Prevalence of AlD5-Related Risk
Factors and Condom Use in the United States, Science,
258:1101-1106, 1992), questions on the frequency of spe-
cific sexual behavior, including condom use, were asked
only of a subsample of respondents who reported a risk
factor. The results of the National Health and Social Life
Survey conducted by the National Opinion Research Cen-
ter at the University of Chicago are not yet available (John
H. Gagnon, personal communication, Dec. 1992).
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Table 1. Percentage of sexually active U.S. men aged 20-39 who reported using a condom at
least once during the four weeks before interview, by race and age, according to marital sta-

tus, National Survey of Men, 1991

Mariial Al White | Black -
stalus 1| <30 230 Total <30 230 | Total <30 30
(N-2,608) (N=1,095) {N=1,513) | (N=1,800) (N=637) (N=963) | (N=1.008) (N=458) (N-550)
Al 26.5 359 19.0 24.8 33.9 178 | 38.1 481 284
Married 18.3 23.1 16.2 17.8 227 157 | 235 276 216
Single  38.0 449 276 36.6 42.6 25.0 482 560 380

Nota:in Tables 1-3 and 5, the samples include all respondents who had had vaginal or anal intercourse or oral sex at leastonceinihe

tour weeks preceding interview.

Technical Note,” pp. 83-86). The final sam-
ple was weighted according to population
statistics to account for stratification, clus-
tering, disproportionate sampling and dif-
ferential nonresponse; unless otherwise
noted, ali results presented here are based
on weighted data. The results can be gen-
eralized to the U.5. population represent-
ed by this sample, subject to sampling error.

The dependent variable, condom use,
is a dichotomous variable that indicates
whether a respondent used a condom at
least once during sexual activity in the four
weeks preceding his interview. Other stud-
ies have employed use at last intercourse
asa measure of condom use, but we asked
about use at last intercourse only if a re-
spondent was married or cohabiting, or
was not cohabiting but had a regular sex
partner. We focused on the four weeks be-
fore interview because for some men, es-
pecially those without a regular partner,
last intercourse could have occurred along
time before their interview, and because
last intercourse could be atypical of the
usual sexual behavior of the respondent.

Condom use is dependent on sexual ac-
tivity, so we restricted our analyses to the
2,608 men who had had vaginal or anal in-
tercourse or oral sex during the four-week
period before their interview. We chose the
four-week time frame because, in a short-
er period, atypical weeks of sexual activ-
ity and gaps in sexual activity caused by
a partner’s menstrual bleeding could dis-
tort the data, and a longer period could
lead to recall problems. Finally, in exam-
ining the prevalence of and the factors as-
sociated with condom use during the four
weeks before interview, we did not dif-
ferentiate between condom use to prevent
pregnancy and condom use to prevent
STD transmission because use for either
reason usually serves a dual purpose. Oral
and anal sex are exceptions, because no
risk of pregnancy exists.

We examined three groups of factors as-
sociated with condem use—individual
characteristics; sexual behavior; and
knowledge, attitudes and perceptions of
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the risk of pregnancy and STDs. All of the
variables included in these three groups
are important because they help sort in-
dividuals into categories according to de-
grees of exposure and risk.

Individual Characteristics

Personal characteristics may be associated
with access to knowledge about STDs, with
awareness of the benefits of using condoms
and with access to condoms. They are also
likely to be associated with a man’s abili-
ty to assess his own risk and his perception
of his ability to avoid infection.

We hypothesized that men of higher so-
cioeconomic status are more likely than
those of lower socioeconomic status to
have been exposed to information re-
garding the acquisition and transmission
of STDs, to be able to assess their risk of
acquiring an STD, and to have easy access
to condoms. We also expected men of
higher socioeconomic status to be more
skilled in communicating with their part-
ner about STD prevention and negotiat-
ing preventive measures such as use of
condoms. We used education as a measure
of socioeconomic status.

We expected age to influence condom
use for three reasons: Older men are less
likely than younger men to engage in
high-risk behavior; the sexual behavior
and health prevention patterns of older
men may be more resistant to change; and
younger men may have had greater ex-
posure to educational material on STDs
and preventive behavior.

Condom use, like any other preventive
behavior that requires cooperation and so-
cial interaction, is strongly influenced by
social reinforcement. Thus, we expected
condom use to be positively associated
with the presence of norms that proscribe
certain sexual practices or that support risk
reduction. We used religion and ethnicity
to represent the influence of peer norms
and affiliation with a social network.

Finally, we examined condom use by
race because several researchers have
found significant differences in behavior

related to health and contraception even
after controlling for many economic, so-
cial and educational factors."

Sexual Behavior

Research has shown that, without pre-
ventive measures, certain sexual practices
increase the risk of disease transmission
more than others." People who engage in
receptive anal intercourse, sex with more
than one partner, or sex with partners they
do not know well are at relatively high risk,
compared with those who engage in vagi-
nal sex with a long-term partner within a
mutually monogamous relationship.'?
Consequently, we hypothesized that peo-
ple who engaged in high-risk sexual prac-
tices would be more likely to use condoms.

Risk Assessment

Because condoms provide protection
against both pregnancy and STDs, we ex-
amined condom use separately in relation
to perceptions about pregnancy preven-
tion and perceptions about disease pre-
vention. We assumed that, in general,
those for whom the cost of an unintended
pregnancy would be high would empha-
size effective contraception at the expense
of disease prevention (i.e., use of con-
doms), while those for whom STDs were
a greater concern would tolerate a higher
risk of pregnancy to maximize their pro-
tection against infection. We also expect-
ed that some individuals would find a high
risk of either outcome unacceptable and
would use a condom in conjunction with
a highly effective method of birth control.

To determine how factors related to
pregnancy prevention affect condom use,
we asked the respondents whether they
were fertile, whether they wanted more
children, whether one act of unprotected
intercourse was likely to result in con-
ception, and whether using a condom,
compared with using no method, was a
good way to prevent pregnancy.

Concern about disease prevention is
also an important determinant of condom
use. We expected that men who had re-
cently had an STD would be more likely
to use condoms. To test this hypothesis,
we examined the association between cur-
rent condom use and STD experience
since 1988. The vear was chosen to capture
recent experience within a sample large
enough for meaningful analysis.

To engage in preventive behavior, it is es-
sential to know what constitutes risk. There-
fore, we expected condom use to be asso-
ciated with knowledge about HIV and
other STDS, knowledge about risk factors
and knowledge about preventive behavior.
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The respondents’ knowledge about HIV
was measured by their responses to nine
questions on the modes of transmission.

Perception of one’s personal risk and the
perceived severity of the outcomes have
also been found to be important determi-
nants of preventive behavior.'” We used
each respondent’s subjective assessment
of the rate of HIV infection in his commu-
nity as an indirect measure of his percep-
tion of his personal risk. We also asked
each respondent if there was any chance
that he was infected with HIV or would be-
come infected in the next 12 months.

We measured the respondents’ level of
concern about AIDS by asking eight ques-
tions that explored perceptions about the
seriousness of the disease; the painfulness
of its symptoms; the efficacy of treatment
and the possibility of curing AIDS; and
personal, social and medical costs of in-
fection and treatment. We scored the re-
sponse to each question on a five-point
scale and used the total of thase scores as
an overall concern index; subsequently,
we dichotomized the overall score as low
concern (15-29) or high concern (30—40).

The intention to be tested for HIV may
also be an indicator of preventive health
behavior because it suggests concern about
infection. Therefore, we expected to find
a positive relationship between condom
use and the intention to be tested.

Finally, to take steps to reduce their risk,
individuals who are knowledgeable about
behavioral risks and who feel that they
may be at risk must also believe that they
can take preventive measures that will re-
duce their risk. To measure this variable,
we included a question examining the re-
spondents’ perceptions about the effec-
tiveness of using condoms (as opposed to
using no method) in preventing infection.

Results

As Table 1 shows, we found a strong
racial difference in condom use: Of the
sexually active men in our sample, 25%
of whites and 38% of blacks reported hav-
ing used a condom in the four weeks pre-
ceding the survey. Condom use also var-
ied according to age and marital status.
We expected this to be the case, because
sexual behavior, especially high-risk sex-
ual behavior, varies by age and marital
status.'® Each of these three factors was
independently related to condom use.
The association between condom use and
other demographic factors tends to be
moderated by age and marital status.”
Therefore, when it is appropriate, we
show our results by age and marital sta-
tus as well as by race.
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Table 2. Percentage of sexually active respondents whao reported using a condom in the four
weeks before interview, by social and demographic characteristics, according to race, mari-

tal status and age

Characteristic N Total Race Marital status Age
White Black Married Single <30 230

Age . R . . .
2024 507 389 35.8 56.5 18.8 45.4 na na
25-29 588 333 323 40.3 24.7 44.2 na na
30-34 737 21.4 20.7 26.7 18.9 2717 na na
35-39 776 16.7 14.9 30.0 13.8 273 na na
Marital status . : * * *
Married 1,544 18.3 17.8 23.5 na na 231 16.2
Formerly married 275 26.1 23.8 39.7 na na 346 21.5
Never married 789 436 41.5 519 na na 486.6 3386
Type of relationship - ° * *
Married 1,544 8.3 178 23.5 na na 23.1 18.2
Cohabiting 270 23.7 233 26.2 na na 32.7 1.3
Single, with

reguiar partner 626 44.2 42.1 51.8 na na 47.9 355
Single, without

reguiar partner 168 46.0 41.8 69.2 na na 518 38.2
Education . ‘ * ‘ ‘ * *
<12 yrs. 287 215 17.4 42.5 11.5 326 31.2 9.2
12yrs. 1,056 225 21.7 277 15.1 343 30.5 15.8
>12 yrs. 1,264 315 29.4 50.0 229 45.0 43.1 226
Religion : - *
Conservative

Pratestant 605 251 221 36.8 192 369 a32 18.8
Other Protestant 1,022 233 19.8 40.0 15.7 35.0 33.4 15.7
Catholic 609 27.3 26.4 43.7 18.3 40.7 36.8 18.9
Jewish or other 82 38.8 38.7 1 26.6 56.9 31.6 43.2
None 287 31.2 31.8 27.3 22.8 40.4 441 19.5
Hispanict * ‘ - ‘ -
Yes 176 38.7 382 56.1 225 60.8 455 286
No 2,432 253 233 377 17.9 366 34.5 18.3

“ps.05, in this and subseguent tables, indicates a statistically significant retationship between the variable and condom use. tSample
size too small for meaningtul analysis (N<20). $Hispanics could be of any race. Note: na=not applicable.

Individual Characteristics

The data in Table 2 present a more de-
tailed picture of the relationship between
condom use and demographic charac-
teristics. Condom use was negatively as-
sociated with men'’s current age, declin-
ing sharply after age 30. Although this
may reflect the effects of other factors that
are closely related to age, such as marital
status, education and income, the rela-
tionship remained in a separate analysis
after we controlled for race, marital sta-
tus, religion, ethnicity, education and in-
come (data not shown).

We explored the effect of men’s rela-
tionship status on condom use in two
ways. When we examined condom use
according to marital status (married, for-
merly married or never married), married
men were the least likely to report hav-
ing used a condom in the last four weeks.
Likewise, the breakdown by relationship
status shows that condom use was nega-
tively related to relationship stability. For
example, single men who did not have a
regular sex partner were more likely to re-
port condom use than were those who
had a steady partner, and single men with

a steady partner were more likely to re-
port condom use than were men who
were cohabiting. The condom use rate
among cohabiting couples was similar to
that among married couples.

Condom use increased with education,
particularly among white men. Among
blacks, it was lower among men with ex-
actly 12 years of education than it was
among those who had less than or more
than 12 years of schooling (28% vs. 43%
and 50%). Controlling for the effects of age
and marital status did not alter this rela-
tionship. A separate analysis suggests that
the difference by race in the relationship
between education and condom use may
result from differences in risk perception
by educational attainment.

Religion had a limited effect on condom
use in our sample. There was no signifi-
cant difference between Catholics and

*In an analysis of variance, we found two-way and three-
way interaction cffects in addition to independent effects
of age and marital status on condom usc. As a rule, we
do not include these data in the text, but we do comment
on “net” or “adjusted” results when warranted. The full
analyses containing data not shown here, or elsewhere
in this issue, are available from the lead author.
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Sexual Belravior

Table 3. Percentage of sexually active respondents who report-
ed using a condom in the four weeks befare interview, by sexual

behavior variables, according to race

The first sexual behavior
we examined was part-
ner change. We used

Variable N Total

No. of vaginal sex partners since January 1990

1 1.895 21.5
2-3 386 35.4
24 289 48.1

No. of vaginal sex partners in four weeks before interview

1 2,384 25.1
22 162 53.5
Anal intercourse since January 19901

Yes 265 23.0
No 238 23.4

Anal intercourse in four weeks befare interviewt

Yes &0 352
No 443 21.7
One-night stand since January 1990§

Yes 244 37.8
No 1,006 24.2

One-night stand in four weeks before interview§

Yes 56 61.6
No 1,193 255
Sexual orientationtt -

Exclusively heterasexual 2,566 26.1
Bisexual or homosexual 41 52.0

White Black  two measures of partner
change—the number of
) i vaginal sex partners be-
21.2 252 t 1990 and
292 58.0 ween }anu.ary 190 an,
45.5 563  thedate of interview (an

average of 18 months),
: and the number of vagi-

e See  nal sex partners in the
| ' four weeks preceding
208 451 the interview. Although
235 o5  the first measure is
primarily a risk marker,

- the second is a direct
35.0 t risk factor. As Table 3
206 385 shows,bothwere strong-
. . ly and positively associ-
332 596 ated with condom use.
297 28.4 Men who had had
multiple sex partners

. since January 1990 were
gig §6 , more likely than men
) ' who had been monoga-
;4 5 : mous to have used a con-
505 3gq dom in the four weeks

prior to their interview.

tAmong men who had ever had anal intercourse (N=526). §Sample size 1oo small for mean-
ingful anatysis (N<20). §Among men who had ever had a one-night stand {N=1,249). ttAs
measured by sexual behavior during the 10 years before interview.

Black men with two or
more pariners were more
than twice as likely as

Protestants, regardless of race, marital sta-
tus or age. Conservative Protestants were
as likely to use condoms as were main-
stream Protestants, and self-identified fun-
damentalists were no less likely to use
condoms than were men who did not con-
sider themselves fundamentalists (data
not shown). Among white men only, con-
dom use was consistently higher among
those who were affiliated with a non-
Christian religion or were not affiliated
with any religion than it was among those
affiliated with a Christian religion.

Overall, Hispanic men were more like-
ly than non-Hispanic men to use con-
doms; this relationship remained signifi-
cant after we controlled for the effects of
age, marital status and race. This is pri-
marily because Hispanic men are more
likely than non-Hispanic men to engage
in high-risk sexual behavior (see: ]. O.G.
Billy et al., “The Sexual Behavior of Men
in the United States,” pp. 52-60 in this
issue}, to perceive themselves as at risk of
HIV infection and to worry about getting
AIDS (not shown).

We found no statistically significant dif-
ference in condom use among the four
(West, Midwest, South, and Northeast) cen-
sus regions of the United States (not shown).

those who had been mo-
nogamous to report condom use, but
among whites, the prevalence of condom
use doubled only among men with four or
more partners; this difference remained sig-
nificant after adjustment for age and mar-
ital status. Among men who had had more
than one partner in the month preceding the
survey, 54% reported condom use during
that period.

Anal intercourse did not appear to be
associated with condom use: Among men
who had ever engaged in anal intercourse,
those who had done so between January
1990 and the survey date were not more
likely to report current condom use than
were those who had not had anal inter-
course during that period. White males
who had had anal intercourse in the pre-

vious four weeks were more likely to re-
port condom use than were those who
had engaged in anal intercourse but not
during the previous four weeks. Having
engaged in oral sex (either fellatio or cun-
nilingus) did not appear to affect condom
use, perhaps because oral sex often occurs
along with vaginal intercourse.

Another risk marker used in our analy-
sis was the one-night stand, which we de-
fined as “oral, anal, or vaginal sex with a
total stranger, with whom [the respondent]
never had sexual contact again.” Overall,
condom use was positively associated with
casual-sex experience. Men who had had
a one-night stand since January 1990, or in
the four weeks prior to their interview,
were more likely to report condom use.

We did not find a strong relationship be-
tween condom use and having ever paid
for sex (not shown). We were not able to
use a maore recent or more specific refer-
ence period for this variable because of the
generally low incidence of such experi-
ences in this sample of men.

We caution that use of condoms in the
four weeks prior to interview does not
necessarily correspond to the specific sex-
ual behaviors defined by these variables;
rather, the sexual behavior variables are
used as risk factors for infection with STDs
(including HiV) and as behavioral mark-
ers for condom use.

The last variable in this group was the
respondents’ self-reported sexual ori¢n-
tation in the last 10 years. We regrouped
the initial five-point scale, which ranged
from exclusively heterosexual to exclu-
sively homosexual, into a dichotomy: ex-
clusively heterosexual vs. other. The con-
dom use rate was twice as high among
bisexual or homosexual men as it was
among heterosexual men. This relation-
ship remained significant after we adjust-
ed for age and marital status (not shown).

Risk Awareness

As Table 4 shows, whites were three times
as likely as blacks to report using condoms
only for birth control (55% vs. 18%), but
blacks were twice as likely to report using

Table 4. Percentage distribution of respondents who reported using a condom during the four
weeks before interview, by reason for use, according to race, marital status and age

Reason Total Race Marital staus Age
White Black Married Single <30 230
{N=737) (N=398)  (N=339) (N=452) (N=285) IN=414)  (N=323)

Birth control only 48.6 553 18.1 831 24.1 411 59.8
STD prevention anly 76 7.2 07 12.5 8.0 6.9
Birth control

and STO prevention  43.4 37.1 71.8 15.9 62.9 50.8 323
Other reasons 0.4 i 0.4 0.4 0.5 0.0 1.1
Totat 100.0 i 100.0 100.0 100.0 100.0 100.0 100.0
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them for both birth control and STD pre-
vention (72% vs. 37%). The difference in
the proportions reporting condom use
only for STD prevention was small (7% of
whites and 9% of blacks). Young menand
single men, who are generally at higher
risk of infection, were more likely to report
condom use for disease prevention.

Table 5 shows rates of condom use ac-
cording to factors that are related to preg-
nancy prevention and STD prevention. As
we expected, men who were sterile rarely
reported condom use. After adjusting for
ageand marital status, we found that men
who were not sterile were almost three
times as likely as sterile men to use con-
doms (28% vs. 10%, not shown). Men who
wanted more children were nearly twice as
likely to use condoms as were those who
wanted no more children (31% vs. 17%), pri-
marily because the latter are more likely to
usea highly effective contraceptive method
instead of condoms. This relationship re-
mained significant after we adjusted for age
and marital status {not shown).

Men who believed that the probability
of conception from one instance of un-
protected coitus was greater than 50%
were more likely to report condom use
than were those who thought that the
probability was less than 50%. Condom
use was also higher among men who con-
sidered using a condom a more effective
way to prevent pregnancy than using no
method at all. These correlations do not
necessarily imply that such attitudes in-
crease condom use, because we would ex-
pect men who use condoms to attribute
higher effectiveness to them.

Recent STD experience increased the
likelihood of condom use twofold among
white men, but had no effect on the like-
lihood of use by black men (Table 5). How-
ever, a separate analysis of variance {not
shown) indicates that this racial discor-
dance might result from compositional
differences in the two populations. We
found a significant positive association be-
tween STD experience since 1988 and con-
dom use among both whites and blacks
once we controlled for age and marital sta-
tus. White men who had had an STD in-
fection since 1988 were nearly twice as
likely as those who had not had such an
infection to report condom use during the
four weeks before the survey (46% vs. 24%;
p<.01). Among black men, those who had
had an ST since 1988 were about one and
a half times as likely as those who had not
to report condom use (39% vs. 25%; p<.05).

We tested several measures of HIV
awareness and concern for associations
with condom use. First, we examined the
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respondents’ knowledge about HIV trans-
mission. Of nine questions, they answered
an average of eight correctly, with 88% an-
swering 8-9 questions correctly and only
2% answering fewer than six correctly.
Condom use was positively associated
with HIV knowledge among blacks. We
did not find such an association among
whites, in part because of a ceiling effect
in HIV knowledge among these men.
Both blacks and whites were more likely
to report condom use during the four weeks
before the survey if they

sion were more than twice as likely to
have used a condom (29% vs. 13%). The
relationship between attitudinal variables
and condom use reported here should be
interpreted with caution, because the di-
rection of such a relationship cannot be es-
tablished with these data.

Discussion

Our results show that the threat of AIDS
has not stopped men from engaging inun-
protected sex and that this continued risk-

knew someone who had
AIDS. If the infected per-

son was a relative or  cording to race

ported using a con

Table 5. Among sexually active respondents, percentage who re-
dom in the four weeks before interview, by fac-
tors related to prevention of pregnancy or STD infection, ac-

friend of the respondent, . S— .
the likelih 1 of condom actor N ota ite lack
use was higher than if the EREfNANCY PREVENTION
il terility * - *
respondent and the in- g chie 170 27 25 o4
fected person were not  Not stesile 2,438 288 272 38.6
well acquam{ed. Men Want no more children * *
who thought the preva-  Yes 775 174 155 350
lence of HIV infection N 1,809 308 298 39.0
was much higherintheir  Perceived probabiiity of conception
OWT comumunity thanin from intercourse once without contraception ) )
he United S I <50% 1,722 241 224 39.5
the United States overall 509, 876 328 318 367
were more likely to report ) )
Condom's efficacy in preventing pregnancy,
condom use than were compared with no method : .
men who thought that" Much better 1,147 318 300 430
: : & Somewhat better 1,102 25.6 23.7 40.4
their community’s preva- g o or worset ‘327 118 112 163
lence rate was much
lower than the U.S. aver- ngSDEQEEePg%XENnON . .
age (30% vs. 20%). Yes 100 486 540 344
Assessment of per- No 2,508 26.0 24.2 38.3
sonal risk of being in-  Hiv knowledge level .
fected now, or in the fu-  High 2,289 27-8 g?i 1:359-5
ture, was another strong Low 318 2 : 08
predictor of condom use: Know anyone with AIDS ’ : :
Respondents who per- No 1,947 24.2 225 36.8
- ponde P Yes, not friend or relative 296 31.4 308 350
ceived that they wereat  Yes, friend or relative 353 386 366 481
some risk O_f infection HIV rate in respondent’s community
were more llkely tO re-  compared with the U.S. rate : :
ort condom use in the Much lower 465 201 18.8 374
P . h C About same 1,941 28.5 26.8 387
previous month. Lon- e higher 155 303 273 417
dom use was 50% high-
o MEH" | ikelihood of being infected with HIV
er among men with a  pow . . .
high level of concern No chance 1,523 231 214 35.2
about HIV infection and Some chance 1,074 31.7 30.1 42.8
its sequelae thanamong ~ Next 12 months . : .
: ; No chance 1,743 23.7 22.0 352
those witha low leve},Of Some chance 839 324 306 455
concern (30% vs. 21%).
: . AIDS concernlevel ) 3 )
Men who intended tobe Low 737 205 204 a8
tested for HIV weremore  High 1,834 298 276 423
hke]y t(,) haveuseda .Con_ Intention to have HIV test * - °
dom in the previous  ves 1,317 31.3 28.7 423
month than were men Maybe 514 g?" ggﬁ g?g
whodid notintend tobe  ™° 84 0 3 :
tested (31% vs. 21%). Condom's efficacy‘in preventing . . .
. STDs, compared with no metnod
Finally, men who per-  Good 2,201 288 270 415
ceived using condoms  Notgood 368 127 1t 228
as a gOOd ‘Say Of pre- tincludes equal, somewhat worse and much worse.
venting 5T transmis-
65
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taking does notappear to result from lack
of awareness. A preliminary examination
of our data showed that between January
1990 and the interview date (an average of
18 months), one-third of the men in our
sample had engaged in one or more types
of sexual behavior that put them at some
risk of HIV infection. The proportion en-
gaging in such behavior was somewhat
higher among black men (47%) than
among white men (33%). Among those
who had engaged in high-risk sexual ac-
tivities, 75% of the black men and 62% of
the white men reported condom use dur-
ing the same period. A parallel estimate of
the proportion of men who, during the four
weeks preceding the survey, had engaged
in sexual activity that increased the risk of
HIV infection was smaller (about 10%), but
50 was the proportion of risk-takers who
had used condoms (about 45%)

The condom use figures may overesti-
mate the actual leve] of protection against
infection, because our study defined con-
dom use as having used a condom at least
once in the four weeks prior to the survey.
Moreover, these figures do not necessar-
ily correspond to condom use during the
specific high-risk sexual activity the men
engaged in.

Some respondents may underreport
their sexual behavior (e.g., number of part-
ners, anal intercourse, one-night stands)
because of embarrassment or social unac-
ceptability; some respondents may over-
state their preventive health behavior (e.g.,
condom use) because of the social desir-
ability of such behavior. Therefore, the es-
timates of HIV risk factors reported here
are likely to be lower boundary figures.

Although condom use appears to be
higher among men who engage in high-
risk sexual activities, it is still too low. Fur-
thermore, condom use is not distributed
uniformly across the risk groups: Inter-
vention efforts may not have reached all
groups to the same extent, and some peo-
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ple appear to be ignoring the health risks
of their behavior. Qur data suggest that
more comprehensive education and pre-
vention programs are needed to address
the health implications of high-risk sexu-
al behavior. Empirical data such as those
presented in this and the accompanying
articles are crucial if public health efforts
are to reach the individuals and groups
who need them the most.
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Condom Characteristics: The Perceptions
And Preferences of Men in the United States

By William R. Grady, Daniel H. Kiepinger, John O.G. Billy and Koray Tanfer

Perceptions regarding the consequences of condom use, as well as preferred characteristics
of condoms, are examined in a nationally representative sample of 3,321 men aged 20-39. The
psychological and interpersonal effect most often cited is that using a condom “shuws that you
are a concerned and caring person.” This is particularly the case among black men and men
who are young and have low educational attainments. However, the same men usually agree
that using a condom sends unwanted messages to one’s partner—for example, that doing so
“makes your partner think that you have AIDS" and “shows that you think that your partner has
AIDS.” In contrast, white men and those who are highly educated fend to cite embarrassment
when buying condoms as a frequent consequence of condom use. The device-related conse-
quences cited most often, particufarly among biack, unmarried, young and poorly educated
men, are that using a condom results in reduced sensation, that one must be careful during sex
or the condom may break and that one must withdraw quickly after sex or the condom may come
off. When purchasing condoms, most men look for those that are easy to put on, have the right
amount of lubrication and stay on; these preferences are particularly prevalent among black
men. Few men identify color, ribbing and partner’s preference for condom type as important.

(Family Planning Perspectives, 25:67-73, 1993)

small but rapidly growing segment
Aof the demographic literature is de-
voted to investigations of the de-
terminants of condom use among men and
women in the United States. Many of these
investigations focus on the effect on con-
dom use of either knowledge and attitudes
about AIDS and sexually transmitted dis-
eases (STDs), or knowledge of the con-
dom’s efficacy in protecting the user from
those diseases.! The number of studies on
this topic is growing, as they are meant to
inform education and intervention pro-
grams promoting the use of condoms.
Condom use is also affected by percep-
tions about its psychological, social or
physical consequences. For example, the
perception that using a condom will cause
embarrassment or offend one’s partner
may be a significant factor in inhibiting its
use. Information about both the prevalence
of such perceptions and how those per-
ceptions are affected by individual char-
acteristics may thus be critical in design-
ing effective condom promotion programs.

William R. Grady, John O.G. Billy and Koray Tanfer are
senior rescarch scientists, and Daniel H. Klepingeris a
research scientist, at Battelle Human Affairs Research
Centers, Seattle. This research was supported by Grant
HD-26288 from the National Institute for Child Health
and Human Development (NICHD). The opinions ex-
pressed in this article donot necessarily reflect the views
or policies of NICHD or the Battelle Memorial Institute.
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Since condom promotion is essentially
a marketing effort, it is also important to
note that condoms users may select from
many types with a variety of attributes,
such as lubricated or nonlubricated, sper-
micidal or nonspermicidal, ribbed or non-
ribbed, natural skin or latex, and with or
without a reservoir tip. Condoms also come
in many colors and thicknesses. A thorough
knowledge of how consumer preferences
are shaped by individual characteristics
would allow providers to help clients se-
lect condoms with characteristics they are
likely to find acceptable. However, inves-
tigations of consumer preferences have
been conducted almost exclusively by con-
dom manufacturing or marketing firms,
and the results of those studies are there-
fore generally unavailable to researchers,
program planners and policy analysts.

This study examines both perceptions
about the consequences of condom use
and preferences for various condom char-
acteristics among adult males in the Unit-
ed States, and is the first systematic in-
vestigation of these topics. Perceptions
regarding two dimensions of condom use
are examined. The first dimension en-
compasses psychological and interper-
sonal consequences of condom use, or
those having an impact on the relation-
ship between the man and his partner.

The second dimension involves the de-
vice-related consequences of condom use,
including factors such as reduced phys-
ical sensation and the need to withdraw
quickly after sex to avoid condom slip-
page during withdrawal. Consumer pref-
erences, in this study, refer to those char-
acteristics that a man looks for when
selecting a condom.

Background
Almost all of the existing research that fo-
cuses on perceptions about the advantages
and disadvantages of condom use is based
on small, nonrepresentative samples of
college students? or clinic patients.? Fur-
ther, although males and females might
be expected to have different perceptions
about certain condom attributes, such as
its possible reduction of physical sensa-
tion, all but one of the studies we re-
viewed, the resuits of a reader survey by
Consumer Reports,* report the undifferen-
tiated perceptions of mixed-gender
groups. Thus, the perceptions of neither
males nor females can be clearly identified
from the results of most of these studies.

Despite these limitations, however,
these studies still provide valuable infor-
mation about how people view condoms
and their use. Two advantages of condom
use are commonly cited: effectiveness in
preventing AIDS and other STDs/j and ef-
fectiveness in reducing the risk of an un-
intended pregnancy.® Overall, however,
the perceived characteristics of condom
use reported in the various studies are
overwhelmingly negative. The most com-
monly cited disadvantages of condom
use, mentioned by participants in all of the
studies reviewed, are embarrassment in
purchasing or using the condom, and re-
duction in physical pleasure or sensation.
Another commonly cited disadvantage of
condom use is intrusiveness. Study par-
ticipants reported that condom use inter-
rupts lovemaking,’ breaks a romantic
mood,® and reduces spontaneity.’ Some-
what less commonly cited but neverthe-
less important disadvantages of condom
use are fears about breakage and about of-
fending one’s partner.™®

The Consumer Reports study represents
the only available information on consumer
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preferences for different types of con-
doms.! The condom features that survey
respondents most often cited as desirable
are lubrication and a reservoir tip; about
three-fourths of respondents favored these
features. Also popular were exira-thin,
extra-strong, and spermicidally lubricated
condoms. The authors of this report note,
however, that while 35-40% of respondents
liked each of these features, about 10% of
respondents indicated that they would not
use condoms that had them.

Additional information about popular
and unpopular condom characteristics
was provided by these respondents when
they reported the advantages and disad-
vantages of particular brands. The par-
ticipants preferred condoms that were
easy to put on; thin; colored; stayed on;
were liked by their partner; had the right
amount of lubrication; and were inex-
pensive. The disadvantages of certain
brands were that they were difficult to put
on; had too much lubrication; didn’t stay
on; caused allergy; were too expensive;
were thick, and reduced sensation; and
had an unpleasant odor.

This study builds on the information ob-
tained in the previously mentioned stud-
ies in two ways. First, it is based on a na-
tionally representative survey, and the
results can be generalized to 20-39-year-
old U.5. males. Second, it takes into account
individual characteristics and how they af-
fect perceptions about condoms as well as
preferences for certain types of condoms.

Data Source and Methods

The data used here were obtained in a na-
tional household survey conducted in
1991. The National Survey of Men {(NSM-
I) was based on a stratified and clustered
area probability sample of households in
the coterminous United States. Personal
interviews were conducted with 3,321
men aged 20-39 of all marital statuses.
Black households were oversampled to
ensure adequate representation. The in-
terview response rate was 70%. The final
sample was weighted on the basis of pop-
ulation statistics to account for stratifica-
tion, clustering and disproportionate sam-
pling, as well as differential nonresponse.
The results based on weighted data can be

*Respondent perceptions about whether condoms are
effective in preventing pregnancy and preventing the ac-
quisition of HIV and other STDs are not included in this
analysis. The survey did not ask about perceptions of the
condom’s effectiveness, except to rate its effectiveness
relative to other contraceptive methods.

tThe condom characteristics considered are those ex-
plicitly asked about in the Consuiner Reports survey, or
those that respondents to that survey offered as the ad-
vantages or disadvantages of specific condom brands.
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generalized to the U.S. population repre-
sented by this sample, subject to sampling
error. {For further details, see: K. Tanfer,
“National Survey of Men: A Technical
Note,” pp. 83-86 in this issue.)

The major purpose of the NSM-l was to
develop an understanding of factors in-
fluencing adult males’ use of condoms to
prevent AIDS. As part of that survey, a se-
ries of questions designed to elicit infor-
mation about the respondent’s attitudes
and perceptions regarding the character-
istics of condoms was included in a special
“condom module.” The analysis present-
ed here is based on responses to two sets
of questions included in the module. For
the first set, the respondent was handed a
show card that had a five-point scale (rang-
ing from "strongly disagree” to “strongly
agree”) that he was to use to indicate his
level of agreement with 13 statements about
condoms. He was then read the following;

“Now I am going to read you some
statements about condoms. Using this
scale, first decide how strongly you agree
or disagree with each statement. Then tell
me the number that is next to your choice.”

The statements read to the respondent
were meant to elicit his perceptions about
the two dimensions of condom use. Four
statements capturing the psychological
consequences of condom use are: “It is em-
barrassing to buy a condom”; “Discard-
ing a used condom after sex is embar-
rassing”; “Putting on a condom during sex
adds excitement”; and “Using a condom
shows that you are a concerned and car-
ing person.” Also part of the psychologi-
cal and interpersonal dimensions of con-
dom use are two statements measuring
perceptions about how using a condom
influences a partner’s view of the re-
spondent. These statements are: “If a man
uses or suggests using a condom, his part-
ner may think that he has AIDS,” and “If
a man uses Or suggests using a condom,
it means that he thinks that his partner
may have AIDS.”

The second set of consequences concern
the device-related dimension of condom
use. There are seven statements regarding
these consequences: “Condoems cost too
much”; “Condoms reduce sensation. That
is, you don't feel as much when you use
one”; “Sex lasts longer when you use a con-
dom”; “When using a condom you have
to be careful because it may break”; “Con-
doms are difficult to put on”; “A condom
often comes off during sex”; and “A man
has to withdraw right after sex or the con-
dom may come off during withdrawal.”

Most of the consequences of condom
use examined in this study are considered

because they were identified as imyportant
in prior research. However, some are in-
cluded because they are expected to be-
come increasingly important with the
spread of AIDS. These include the effects
of condom use on the perception of one-
self as a caring person and the interper-
sonal consequences of condom use.*

Statements about the consequences of
condom use were asked of all respondents
who had ever had sex. In this sample, 77
men said they had not yet had sex at the
time of the interview and an additional 61
men did not respond to questions on per-
ceptions about condom use. Thus, our
analysis of the perceptions of the conse-
quences of condom use is based on 3,183
men. The original five-point scale is col-
lapsed and presented as the proportion of
respondents who either “moderately” or
“strongly” agreed with a statement. This
greatly simplifies the analysis and yet ac-
curately represents the distribution of re-
sponses provided.

Consumer preferences for specific con-
dom characteristics were measured by ask-
ing which characteristics are important to
a man when he selects a condom. This
question was placed in the context of an-
other question about brand preference—
i.e., whether there is one brand that a man
prefers most. Thus, the question is clearly
linked to consumer behavior for the re-
spondent. For the question about posi-
tively valued characteristics, men were
given a show card with 12 condom char-
acteristics and asked: “What are the char-
acteristics that you look for in a condom?”'+

This question was asked only of “cur-
rent” condom users, defined as men who
had used a condom between January 1990
and the interview {an average of 18
months). Further, 34 men were omitted
from the analysis because they failed to
provide a date for when they last used a
condom (the same 77 men mentioned
above were not asked the question be-
cause they had not had sex at the time of
the interview). Only seven men were ex-
cluded because of missing data on the
question about positively valued charac-
teristics. Overall, the condom character-
istics analysis includes 699 black men and
962 men of other races.

The samples used in this study include
both homosexual and bisexual men. The
results are not shown separately for these
groups of men, however, since only 23 re-
ported having engaged exclusively in
same-gender sex during the ten years pro-
ceeding the survey, and only 40 reported
that they had had both male and female
sex partners during that period. Thus,
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there are too few of these men in the sam-
ple to allow stable estimates of their per-
ceptions and preferences. Including these
men has no significant effect on any of the
relationships reported in the analysis.

The effects of six individual-level char-
acteristics on the perceptions and prefer-
ences of men are investigated in this analy-
sis. These characteristics are race, ethnicity
(whether they were of Hispanic origin),
marital status, relationship status (among
the unmarried), age and education. Race
and ethnicity are included in the analysis
because sociocultural differences related to
these factors are certain to affect perceptions
about the role of condoms in sexual be-
havior as well as consumer preferences with
respect to condom characteristics.

Marital status and relationship status
{cohabiting; not cohabiting but having a
regular sex partner; and having no regu-
lar sex partner) are included as covariates
because they define the relationship con-
text within which condoms are being
used. Married men are more likely than
other men, for example, to be using con-
doms within a committed, long-term re-
lationship. They also would face lower
costs from an unintended pregnancy and
are probably less likely to be using con-
doms for disease prevention. Among un-
married men, those who are formerly
married (separated, divorced or wid-
owed) are more sexually experienced and
may be more likely to engage in some
high-risk sexual behaviors. Men without
a regular sex partner are probably the

most likely to be using condoms for dis- .

ease prevention. These factors are likely
to affect perceptions and preferences re-
garding condoms.

Age is positively related to the level of
a man’s sexual experience and the likeli-
hood that he has ever used a condom. It
may also be negatively related to the level
of exposure the man has had to educa-
tional or promotional efforts aimed at in-
creasing condom use, since the intensive
promotion of condoms for sexually trans-
mitted disease and AIDS prevention is a
relatively recent phenomenon.

Education is included as a measure of so-
cioeconomic status, which could have an
effect on consumer preferences. Education
is also related to a greater acceptance of
new ideas and technologies, a more ratio-
nal world view, and more access to and a
better understanding of information about
condoms; the latter may be particularly im-
portant in promoting accurate perceptions
about condoms. Other measures of so-
cioeconomic status {mother’s education,
father’s education and income) were con-
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sidered for inclusion in
the analysis; however,
the effects of these mea-
sures on perceptions

Table 1. Percentage distribution of men aged 20--39, by condom
use status, according to social and demographic characteristics,
1991 National Survey of Men

and preferences consis-  Charactéristic N Never-  Past Current  Total
tently mirrored those of users  users”  userst
education but generally ~ All 3,210 1n3 37.7 50.9 100.0
had a weaker impact. Race
Thus, to reduce the size ~ Black 1,205 9.1 30.4 60.6 100.0
of the tables and simpli- white 2,005 115 38.6 497 1000
fy the exposition of re- I\Nﬂafilal statgg . ‘02 233 665
lever marri 1,1 . . . 100.0
sults, only completeded- ¢ gy married 1643 123 480 387 1000
ucation was included in  Formerly married 390 102 36.9 529 100.0
the analys_lﬁ‘ Relationship status
In addition to these  Cohabiting 286 7.0 463 46.7 100.0
central covariates, the Regular sex pariner 680 7.5 17.2 75.2 100.0
. !, Noregular sex partner 601 13.5 26.1 60.4 100.0
analysis of perceptions
about condom charac-  49¢
:stics included . 20-24 697 9.2 17.8 73.0 100.0
teristics included a varl- 2529 730 o7 345 558 1000
able indicating whether ~ 30-34 863 12.1 42.8 45.1 100.0
the man had ever actu- 35739 920 136 52.7 33.7 100.0
ally used a condom. Hispanicorigin
: : : Hispanic 215 16.2 19.2 64.6 100.0
This variable is clearly g 2988 108 396 496 1000
related to the accuracy
: Education
of perceptions about /o, a8 165 393 443 1000
the nature of condom  12years 1,287 121 40.4 47.5 100.0
use.* The Signiﬁcance >12 years 1,563 9.2 35.1 §5.7 100.0

level of each covariate
on the outcomes con-
sidered is determined

“Men who used condams prior o January 1990. tMen who used condoms between January
1990 and date of interview, a peried averaging 18 months. Nole: in this and subsequent ta-
bles, white race includas some Asians and othars not classified as black; relationship status
includes only men not currently married.

using an analysis of
variance (ANOVA) pro-
cedure. To find out whether the described
relationships are only a function of com-
positional differences with respect to the
other covariates considered, we use ordi-
nary least square regressions to determine
the independent effects of the covariate on
each outcome. The regression results are
not presented but inform the presentation
of the findings.

Results

Condom Use Status

Before examining the relationship be-
tween mer's characteristics and their per-
ceptions and preferences regarding con-
doms, it is important to show how those
characteristics are related to actual con-
dom use. First, experiences gained in us-
ing condoms undoubtedly influence per-
ceptions about the consequences of use.
Knowledge about patterns of use thus in-
forms us about one source of the rela-
tionship between men’s characteristics
and their perceptions. Second, questions
about preferences for specific condom
characteristics were asked only of “cur-
rent” condom users, who were defined as
men who had ever used condoms be-
tween January 1990 and the interview. The
information in Table 1 (which includes all
men who had ever had sex by the time of

the survey, less 34 men who did not pro-
vide a date of last condom use) therefore
defines the population included in the
analysis of those preferences.

The results in Table 1 show that black
men are significantly more likely than men
of other races to be current condom users,
as are young men, unmarried men with
no regular sex partner, Hispanics, and
men who have more than a high school
education. Those groups exhibiting the
highest proportions of current users also
have the smallest proportions of men who
had never used condoms, although dif-
ferences in the proportions who had never
used condoms are substantially smaller.

The Psychological Dimension of Use

Table 2 (page 70) shows the percentages of
men who either moderately or strongly
agreed with statements concerning the psy-
chological and interpersonal consequences
of condom use. Nearly three-fourths of
men agreed that using a condom “shows
that you are a concerned and caring per-

“Interpretations of the nature of relationships between
condom use and the perceptions and preferences of the
participants must be made with caution because causal
order cannot be established. That is, perceptions about
condoms may be both the cause and the result of actual
condom use.
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Condom Characteristics

"Table 2. Percentages of men aged 20-39 who either moderately or strongly agreed with state-
ments about the psychological and interpersonal dimensions of condom use, by social and

demographic characteristics

Characteristic N Shows ~  Makes Shows Embar-  Embar- Putting on
you are parner you think rassing rassing condom
caring think you partner to buy to discard  adds
person have AIDS  has AIDS excitement

All 3,183 74.8 15.4 17.8 26.8 19.9 18.7

Race . . . .

Black 1.200 88.9 23.0 26.3 19.1 16.7 16.4

White 1,983 730 14.4 16.7 27.8 20.3 15.6

Marital status - *

Never married 1,178 79.2 14.3 17.8 27.1 215 16.0

Currently married 1618 716 16.1 17.4 27.1 18.0 15.9

Formerly married 387 74.2 16.3 20.2 241 22.6 13.9

Relationship status - *

Gohabiting 287 79.8 15.0 17.7 29.6 207 15.9

Regular pariner 679 75.0 12.8 14.5 24.7 21.5 12.0

No regular partner 599 79.8 16.2 21.7 26.5 22.4 182

Age . . . v <

20-24 691 78.1 10.2 13.2 22.8 23.8 15.6

25-29 727 74.0 16.8 18.9 27.3 18.3 12.6

30-34 850 7.7 136 15.7 32.6 216 . 20.6

35-39 915 76.0 205 231 239 16.3 13.8

Hispanic origin . v

Hispanic 208 740 18.6 23.4 31.6 23.8 153

Other 2,968 749 15.1 17.4 28.3 19.6 15.8

Education - h - * ”

<12 years 348 81.1 25.8 29.7 264 243 9.1

12 years 1,280 76.1 15.9 i8.1 24.2 20.1 16.4

>12 years 1,553 72.2 12.7 15.0 29.2 18.8 16.5

Ever used condoms - - - -

No 320 60.5 20.7 26.2 30.5 21.7 80

Yes 2.839 76.4 14.8 16.9 26.4 18.7 16.6

Note: In this and subsequent tables, statistically significant ditferences within columns of percentages for each charactertstic are indi-

cated by *=p<.05 and **=p<.01.

son,” a far higher level of agreement than
is found for any of the other statements in
the table. This perceived benefit of condom
use has not been documented in prior re-
search. Agreement is fairly low on state-
ments indicating that it is embarrassing to
buy and discard condoms, even though, as
noted previously, prior studies have con-
sistently identified embarrassment as an
important disadvantage of condom use.
Black men are significantly more like-
Iy than white men to agree that “using a
condom shows that you are a concerned
and caring person.” However, they are
also significantly more likely to agree that
using a condom influences perceptions
about the AIDS infection status of a man
and his partner. That is, blacks are more
likely to agree both that “If a man uses or
suggests using a condom, his partner may
think that he has AIDS,” and that “If a
man uses or suggests using a condom, it
means that he thinks that his partner may
have AIDS.” Thus, for blacks more than
whites, the positive message about con-
cern and caring implied by condom use
is somewhat balanced by negative mes-
sages about possible AIDS infection.
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White men are significantly more like-
ly than black men to agree that it is em-
barrassing to buy a condom, but there are
no race differences in the perception that
it is embarrassing to discard a condom
after use. Men of both racial groups also
display low levels of agreement with the
statement that putting on a condom dur-
ing sex “adds excitement.”

Marital status has significant effects on
two of the psychological and interpersonal
consequences of condom use. Not sur-
prisingly, unmarried men, who are at
higher risk of acquiring and transmitting
AIDS and STDs, are more likely to agree
with the statement that using a condom
“shows that you are a concerned and car-
ing person.” They are also more likely
than married men to agree that discard-
ing a condom after use is embarrassing,.

Among unmarried men, those with no
regular sex partner are the most likely to
agree that using a condam conveys the
message that you think your partner has
AIDS. This may be a function of the lower
levels of trust and communication that
characterize less committed relationships.
Men with no regular sex pariner are also

the most likely to agree that putting on a
condom adds to sexual excitement.

Age has strong and significant effects
on all consequences of condom use except
showing that “you are a caring person.”
Overall, younger men are less likely than
older men to agree that condom use sends
anunwanted message about the AIDS in-
fection status of a man or his partner. Men
aged 30-34, on the other hand, are the most
likely to agree that condom use entails em-
barrassment and that putting on a con-
dom during sex adds excitement.

Hispanic origin has a significant effect
only on agreement with the statement that
using a condom “shows you think part-
ner has AIDS.” Hispanic men exhibit a sig-
nificantly higher level of agreement with
this statement than other men. However,
the magnitude of this effect declines to
nonsignificance when age and educational
attainment are controlled.

Poorly educated men are significantly
more likely to agree that condom use
shows that one is a caring person, but they
are also more likely to agree that it sends
unwanted messages about the possible
AIDS infection status of a man and his
partner. Education is positively related to
the perception that putting on a condom
during sex is exciting, and negatively re-
lated to the perception that buying con-
doms is embarrassing.

Not surprisingly, men who have ever
used condoms have much more positive
views about the consequences of condom
use than do men who have never used
them. Those who have used condoms are
significantly less likely to agree that con-
dom use either makes their partners think
that they have AIDS or shows that they
think their partners have AIDS, and are
significantly more likely to agree that
using a condom shows that one is a con-
cerned and caring person. They are also
more likely to agree that putting on a con-
dom during sex is exciting,

The Device-Related Dimension

Table 3 shows the levels of agreement with
statements describing the device-related di-
mensions of condom use. A large majority
of men agree with two statements: “Con-
doms reduce or eliminate sensation” and
“When using a condom you have to be
careful during sex because it may break.”
These findings are consistent with the re-
search on condom use discussed previously.
The relatively high levels of agreement with
the statements that withdrawing prompt-
ly is necessary and that condoms prolong
sex are also consistent with the findings of
the Consumers Reports study,'? which is the
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only one to report the perceptions of males
separately from those of women.

Race is strongly related to two conse-
quences of condom use. Black men are sig-
nificantly more likely than white men to
agree both that condoms often come off
during sex and that one must be careful
during sex or the condom will break. Their
confidence in the reliability of technology
itself then is lower than that of white men.

Marital status has significant effects on
nearly all of the consequences of condom
use included in Table 3. Married men are
the most likely to agree that condoms re-
duce sensation, but they are the least like-
ly to agree that condoms often come off
during sex, that one must be careful dur-
ing sex to avoid breakage, and that one
must withdraw promptly after sex to
avoid slippage. Formerly married men, in
contrast, tend to have the most negative
perceptions about condom use: They are
the least likely to agree that condoms pro-
long sex and are the most likely to agree
that condoms are difficult to put on, that
they often come off during sex and that
prompt withdrawal is necessary.

The relationship status of unmarried
men is also an important determinant of
perceptions about the device-related con-
sequences of condom use. In general, men
without a regular sex partner probably
have the most positive view of these con-
sequences, possibly because they are at the
highest risk of acquiring HIV or another
STD and therefore gain the greatest ben-
efits from condom use. They are the least
likely to agree that condoms cost too
much, reduce sensation and are difficult
to put on. Cohabiting men, like married
men, are the group most likely to agree
that condoms reduce sensation.

Older men generally have less negative
perceptions than younger men about the
consequences of condom use. Age is neg-
atively related to the belief that condoms
cost too much, that one must be careful
during sex or they will break, and that one
must withdraw quickly after sex or the con-
dom may come off. The major exceptions
to this age pattern are that the oldest men
(aged 35-39) are more likely than younger
men to express agreement with the state-
ment that condoms often come off during
sex, and the youngest men (aged 20-24) are
more likely than older men to agree that sex
lasts longer when a condom is used.

The effects of Hispanic origin are mixed.
Hispanic men are more likely than others
to agree that condoms are too costly and
may break if one is not careful during sex,
but they are less likely to agree that one
must withdraw quickly after sex, or that
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Table 3. Percentages of men aged 20-39 who either moderately or strongly agreed with
statements about the device-related dimensions of condem use, by social and demographic

characteristics

Characteristic N Costs Reduces Makes  Often Mustbe  Must Difficult
too sensation  sex comes off  careful withdraw 1o put
much last during or may quickly on

longer sex break :

All 3,183 13.2 74.8 31.6 223 63.5 43.1 23.5

Race b -

Black 1,200 168.2 73.7 31.8 38.4 78.3 428 249

White 1,983 12.8 75.0 31.6 20.1 61.5 43.1 233

Marital status N - " o . -

Never married 1,178 141 72.5 34.0 226 70.4 46.7 218

Currently married 1,618 12.8 755 31.86 203 58.5 388 226

Formerly married 387 1241 75.6 24.4 29.9 62.4 48.5 32.8

Relationship status " - - ‘ -

Cohabiting 287 13.6 B81.5 304 28.8 64.5 50.0 26.6

Regular partner 679 16.8 74.8 36.8 217 68.2 48.5 29.1

No regular partner 599 1.1 68.6 28.1 24.6 70.3 45.3 19.7

Age . .- . . .

20-24 691 16.8 73.7 38.3 195 729 458 22.2

25-29 727 4.9 75.6 29.9 203 64.5 45.5 22.4

3034 850 13.0 76.6 29.7 22.8 59.9 41.9 240

35-39 915 8.8 734 29.6 26.1 58.1 397 25.2

Hispanic origin - : - -

Hispanic 208 20.1 70.2 35.2 2086 69.1 320 14.1

QOther 2,968 126 75.3 314 22.5 63.0 441 24.4

Education . . v s v

<12 years 348 19.5 73.2 24.8 30.0 73.8 39.6 246

12 years 1,280 12.8 73.2 28.7 24.5 65.5 38.2 228

>12 years 1,553 122 76.7 36.0 185 59.3 47.6 24.1

Ever used condoms * . - e .

No 320 9.0 55.4 9.1 248 56.6 25.5 207

Yes 2,839 13.7 771 343 219 64.2 44.8 238

.

condoms are difficuit to put on. Howev-
er, the effect of Hispanic origin on agree-
ment with the statement that one must be
careful during sex becomes nonsignificant
when other factors are controlled. There-
fore, on balance, Hispanics have some-
what more posttive perceptions than oth-
ers about the device-related consequences
of condom use.

Highly educated men also tend to have
more positive perceptions than do less ed-
ucated men about the device-related at-
tributes of condom use, although this
group is significantly more likely to agree
that one must withdraw quickly after sex.

Men who have ever used condoms are
more likely than those who have not to
agree with all of the statements shown in
Table 3, except the statement that condoms
often come off during sex. Overall, this
means that condom users have more neg-
ative perceptions about the device-relat-
ed attributes of condom use than those
who have never used condoms.

Consumer Preferences

Table 4 (page 72) shows the percentages of
current condom users who look for par-
ticular characteristics when they acquirea
condom. The three most frequently cited

characteristics are “stayson,” is “easy to put
on,” and has the “right amount of lubrica-
tion.” Other important characteristics are
that the condom is “easy to obtain,” “has
reservoir tip” and is “thin.” The least im-
portant characteristic is color, but whether
a condom has ribbing is also relatively
unimportant.

The results in Table 4 provide evidence
of significant race differences in condom
preferences. Black men are significantly
more likely than men of other races to in-
dicate that they look for condoms that are
easy to put on and have the right amount
of lubrication. The condom’s color and
that it has no unpleasant odor are also
more important to black men than to oth-
ers. Whether a condom has a reservoir tip
and how easy it is to obtain are, in contrast,
less salient features for blacks than for men
of other races.

Marital status has significant effects on
preferences for color, spermicide and rib-
bing. Formerly married men are more
likely than others to indicate that they look
for ribbed condoms. Married men, who
face the lowest social and psychological
costs from an unintended pregnancy, are
significantly less likely than unmarried
men to look for condoms with a spermi-
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Condom Characteristics

Table 4. Percentage of current condom users who look for various characteristics in selecting a condom, by social and demographic characteristics

Characteristic N Easy Right Thin, No Color Low Has Stays  Has Has Partner  Easy
to put amount of  greater unpleasant cost spermicide  on ribbing  reservair  fikes to obtain
on lubrication  sensation  odor tip

All 1,661 56.6 53.8 42.4 320 6.6 17.6 326 58.0 12,7 427 27.0 46.6

Race . . . . . .

Black 699 64.1 60.2 39.6 42.5 1.7 163 324 63.1 13.7 36.6 271 40.2

White 962 55.3 52.8 42.9 30.3 5.8 17.8 32.6 57.2 12.5 43.6 27.0 47.7

Marital status e . -

Never married 796 56.0 553 41.0 330 8.3 16.4 382 60.1 121 45.2 251 46.2

Currently married 653 583 50.4 453 304 36 19.2 245 56.0 10.0 354 28.5 46.7

Formerly married 212 53.4 58.4 39.5 33.2 9.1 17.6 349 55.7 233 426 30.0 47.8

Refationship status * . N - N : -

Cohabiting 146 61.9 596 44.2 323 10.7 28.8 36.3 55.8 20.3 53.7 34.2 435

Regular partner 528 56.7 58.1 42.4 37.8 9.5 15.8 423 62.4 16.5 46.2 27.4 52.0

No regular pantner 334 52.4 52.7 38.0 28.5 6.8 13.6 332 57.2 10.4 40.4 22.3 421

Age .- .

20-24 524 54.5 51.2 40.0 320 7.6 17.4 47.2 61.3 1.7 46.4 261 47.0

25-29 410 60.1 56.2 448 36.5 6.5 214 278 56.1 155 491 278 44.7

30-34 412 53.5 55.6 452 27.7 7.8 16.7 241 54.9 10.6 34.7 276 50.2

35-39 315 59.2 53.9 39.6 311 3.4 13.6 241 58.8 3.0 36.8 26.6 441

Hispanic origin ' ‘ - *

Hispanic 125 57.0 47.2 46.3 18.8 5.4 115 3438 527 5.5 37.7 23.0 39.1

Other 1,530 53.0 54.6 42.0 33.7 6.8 18.4 323 58.6 13.6 43.2 27.5 47.6

Education . - - .- " .-

<12 years 153 54.4 52.8 28.5 33.3 12.0 220 364 56.3 20.9 32.3 38.0 48.5

12 years 641 57.0 46.8 411 30.0 6.0 15.1 269 55.9 14.3 37.4 24.4 45.8

>12 years 865 56.6 59.8 46.0 33.4 6.1 188 365 60.0 9.9 48.8 271 46.8

Note: Current condom users are defined as men who had used a condom between January 1990 and the date of the interview, a period averaging 18 months.

cide. The color of a condom is also less im-
portant to married men.

The relationship status of unmarried
men has significant effects on preferences
for a number of condom characteristics. Co-
habiting men look for condoms that are low
in cost, have ribbing and have a reservoir
tip; they also are the most likely to look for
condoms that their partner likes. Nonco-
habiting men who have a regular sex part-
ner are the most likely group to look for
condoms that have no unpleasant odor,
have a spermicide and are easy to obtain.

Age is negatively related to preferences
for condoms with spermicide and con-
doms with a reservoir tip. Men who are
not of Hispanic origin are significantly
more likely than Hispanics to indicate
preferences for four condom characteris-
tics: no unpleasant odor, inexpensive,
ribbed and easy to obtain.

Education has effects on many of the
characteristics included in Table 4. The
“right amount of lubrication” and whether
the condom has spermicide are more like-
ly to be viewed as important features by
men of the highest and lowest education
levels than by men with a high school ed-
ucation. Preferences for condoms that are
thinand have a reservoir tip are positive-
ly related to educational attainment, and
a preference for condoms that are ribbed
and those that the man’s partner likes are
negatively related to education.
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Discussion
The perceived psychological or interper-
sonal effect of condom use most often cited
by the men in this study is that using a
condom “shows that you are a concerned
and caring person.” This is particularly so
for black men and for men who are young
and have low educational attainments.
Among the same men, however, this pos-
itive perception tends to be balanced by the
perception that using a condom sends un-
wanted messages to one’s partner. These
groups are more likely than others to agree
that using a condom “makes your partner
think that you have AIDS” and “shows
that you think that your partner has
AIDS.” For white and highly educated
men, in contrast, embarrassment {espe-
cially in buying a condom} tends to be
cited more often as a consequence of con-
dom use than the messages it sends to
one’s partner. These results suggest that
educational and condom promotion pro-
grams need to address the interpersonal
issues inherent in condom use. Providing
condoms in an atmosphere that reduces
embarrassment may also be helpful.
Regarding the device-related conse-
quences of condom use, the most often
cited were that using a condom results in
reduced sensation and that one must be
careful during sex or the condom may
break. This latter perception is particular-
ly prevalent among black, unmarried,

young and poorly educated men. These
groups are also likely to agree that one
must withdraw quickly after sex or the
condom may come off.

The level of concern about breakage
(62% of white and 78% of black men agree
that one must be careful or the condom will
break) is far higher than actual breakage
rates. In the sample of men included in this
study who used condoms during the six-
month period preceding the survey, the
condom breakage rate was only about 2.6%
(not shown). However, the high level of
concern prompted us to further investigate
this issue. We discovered that the 2.6% con-
dom breakage rate means that 13% percent
of condom users actually experienced con-
dom breakage during the six-month ob-
servation period. Further, the likelihood of
experiencing condom breakage is signifi-
cantly higher among black, young, un-
married and poorly educated men than it
is among white, older, married and high-
ly educated men. These are the groups that
exhibited high levels of agreement that con-
dom breakage during sex is a concern.

A similar pattern was found for con-
domsslippage. The 2.7% condom slippage
rate in this study means that 14% of men
actually experienced condom slippage
during the observation period. Again, the
likelihood of experiencing slippage is sig-
nificantly higher among groups that are
significantly more likely to agree that
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“condoms often come off during sex.”
Clearly, much of men’s concern about con-
dom breakage and slippage results from
their own experiences with condoms.
However, why the risks of experiencing
condom breakage and slippage are relat-
ed to race, age, marital status and educa-
tion needs further investigation.

The most often cited preferences among
consumers are for condoms that stay on,
are easy to put on and have the right
amount of lubrication. These preferences
are particularly prevalent among black
men. The fact that “stays on” is 5o impor-
tant to many of the survey participants is
consistent with their perception that con-
doms often slip off. The high preference
for condoms that are easy to put on, how-
ever, is inconsistent with the fact that few
men agreed that “hard to put on” is a char-
acteristic associated with condoms.

Regarding the other characteristics ex-
amined, few men identified color and rib-
bing as important, although formerly mar-
ried and cohabiting men placed greater
importance on these characteristics, which
are associated with sexual pleasure. “Part-
ner likes it” is only the ninth (out of 12)
most cited characteristic that men look for
in a condom; the most highly educated
men are the least likely to cite it as an im-
portant characteristic and there are no dif-
ferences by marital status in its importance.

The fact that this study focuses on males
is particularly important. Although the con-
dom is a male method, most of what we
know about its use has been cbtained from

analyses of female cont‘récepﬁve behavior.
Thus, this article provides a unique op-
portunity to both examine the use of con-
doms from the adult male perspective and
to shift the focus of condom-use analysis
to the characteristics of condoms them-
selves rather than on their role as a contra-
ceptive method. Italso provides a first look
at how men’s perceptions and attitudes
about these characteristics are shaped by
their own characteristics. Finally, this analy-
sis is based on recent data and is therefore
relevant in developing an understanding
of factors affecting condom use during
today’s growing AIDS epidemic.
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Perceptions of AIDS Risk and Severity
And Their Association with Risk-Related
Behavior Among U.S. Men

By Daniel H. Klepinger, John O. G. Billy, Koray Tanfer and William R. Grady

According to a nationally representative sample of 3,321 men aged 20-39 surveyedin 1991, men
appear well aware of the severity of AIDS: Nearly all know that AIDS destroys the immune sys-
tern and that there is no cure for the disease, but a substantial minority do not think that AIDS will
necessarily result in pain and death. Men's perceptions of the disease’s severity seem to have lit-
tle impact on their sexual behavior, with no clear relationship between men 's knowledge of AIDS
and their recent number of sex acts, their condom use or their participation in anal or casual sex.
Men’s perceptions of the general risk of human immunodeficiency virus (HIV) transmission also
appear to have little impact either on their concerns about AIDS or on their behavior, but their per-
ceptions about the AIDS rate in their local community do affect their concerns and behavior. Men
know that certain kinds of behavior place them at risk, and their prior behavior significantly infiu-
ences their perceptions of their own HIV risk. However, speculation about their own HIV status is
only moderately related to their recent sexual behavior.

{Family Planning Perspectives, 25:74-82, 1993)

rowing concern about AIDS hasin-
Gcreased the importance of under-
standing health behavior related to

the transmission of the human immuno-
deficiency virus (HIV), which causes AIDS.
As of December 1991, more than 200,000
Americans had been diagnosed with
AIDS,! and more than one million more
were estimated to be infected with HIV.? Es-
timates are that upwards of 13 million peo-
ple worldwide are infected with HIV, and
rates of infection appear to be increasing
rapidly in many parts of the world? )
Medical research has discovered how
HIV is transmitted and how the risk of
transmission can be greatly reduced or pre-
vented. Because HIV is transmitted only
through blood and other bodily fluids, the
primary modes of transmission are sexu-
al contact, direct blood contact—i.e., in-
travenous drug use and needle-sharing, as
well as needle pricks and surgical accidents
among health care workers—and transfu-
sion with contaminated blood. Thus, most
people can easily reduce their risk of ex-
posure to HIV by modifying their behav-
ior—for instance, by abstaining from sex,
practicing safer sex (limiting their number

Daniel H. Klepinger is a research scientistand John ©.G.
Billy, Koray Tanfer and William R. Grady are senior re-
search scientists at Battelle Human Affairs Rescarch Cen-
ters, Seattle. The research on which this article is based
was supported by grant No. HD-26288 from the Nationat
Institute of Child Health and Human Development
(NICHD). The opiniens expressed in this article are those
of the authors and do nat necessarily represent the opin-
jons of NICHD or the Battelle Memorial Institute.
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of partners, avoiding casual sex, using con-
doms and maintaining mutually faithful
monogamous relationships) and not using
intravenous drugs or sharing needles.
Until a medical cure or vaccine for AIDS
is developed, the primary public health re-
sponse to the epidemic is to educate people
about reducing their risk of acquiring or
transmitting HIV and to convince them to
modify their behavior accordingly. It is
therefore very important to learn more about
health behavior related to the transmission
of HIV. In particular, we need to understand
why some individuals do not protect them-
selves adequately against HIV, and why
many others who generally do not engage
in high-risk behavior do so on occasion.
There is a large and growing literature
on health behavior and on why individ-
uals place themselves at risk despite their
knowledge of how to avoid disease. Al-
though there are several distinct concep-
tual models of health behavior in the lit-
erature, they contain many of the same
components.! Most predict that the prob-
ability of exposure, the probability of in-
fection if exposure occurs, and the sever-
ity of the disease itself all influence how
individuals behave with respect to ex-
posing themselves and possibly others to
a specific disease. According to such mod-
els, individuals will do more to prevent ex-
posure to a disease or avoid transmitting
a disease to others when the risk of expo-
sure is high, when the risk of contracting
the disease once one is exposed is high,

and when the impact of the disease is per-
ceived as severe.

This is the first detailed description of data
from the National Survey of Men (NSM-1),
and hence we do not attempt to disentan-
gle the complex interrelationships that de-
termine behavior. Rather, we provide a gen-
eral description of U.S. men's perceptions
about the risk and severity of HIV infection
and AIDS, and how they are assodated with
each other and with men’s sexual behavior.

Methodology

The data used in the analyses presented
here were obtained from a national house-
hold survey conducted between March
1991 and January 1992. The NSM-1 was
based on a stratified and clustered area-
probability sample of households in the
contiguous United States. (For a more de-
tailed description of the NSM-I methodol-
ogy, see pp. 83-86.) Personal interviews
were conducted with 3321 men aged 20-39.
Black households were oversampled to en-
sure adequate representation. The inter-
view response rate was 70%. The sample
used for this analysis was weighted on the
basis of population statistics to account for
stratification, clustering, disproportionate
sampling and differential nonresponse, and
all results presented in this article are based
on weighted data. The results can be gen-
eralized to the U.S. population represent-
ed by this sample, subject to sampling error.

Perceived Risk of HIV Infection
The columns in the first half of Table 1 dis-
play the proportions of the weighted sam-
ple reporting a greater than 50% likelihood
of HIV transmission, through each of three
modes. (For instance, respondents were
asked: “If a man has intercourse only once
with a woman who has AIDS or the AIDS
virus, how likely is it that he will get AIDS
if they do not use any contraception?”) As
Table 1 shows, roughly three-quarters of
the respondents believed there is a greater
than 50% chance of becoming infected if
a person has unprotected sex once with
someone who is HIV-positive. Given the
relatively low rates of transmission esti-
mated by the medical community (less
than .001 for male-to-female transmis-
sion),” the data in Table 1 suggest that most
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respondents greally overestimate the risk
of HIV transmission. Their ranking of the
relative risk of transmission, however, cor-
responded with medical evidence: Re-
spondents were most likely to believe
there is a greater than 50% chance of male-
to-male transmission (82% did so) and
least likely to believe there is a greater than
50% chance of female-to-male transmis-
sion {71%); the proportion of men stating
that there is a greater than 50% chance of
male-to-female transmission lay approx-
imately halfway between these (75%).

The remaining rows in the first half of
Table 1 show that U.S. men’s perceptions
about the risk of HIV transmission varied
significantly by selected demographic
characteristics. In general, respondents
who were older, were white, were more
educated, or knew someone who is HIV-
positive or has AIDS* were significantly
less likely than others to report that there
is a greater than 50% chance of acquiring
HIV from a single unprotected sexual en-
counter with someone who is HIV-posi-
tive. Respondents who were highly edu-
cated or who knew more than four
HIV-positive individuals were much less
likely to believe that HIV has a high trans-
mission rate.

The second half of Table 1 concerns
men'’s perceptions about the AIDS rate in
their local community. As the first row of
this section shows, the majority of respon-
dents (55%) believed that they live in a
community where the A[DS rate is lower
than the national average; few (16%) be-
lieved they live in an area with a higher-
than-average AIDS rate. Table 1 shows
that in general, respondents who were
younger, were black, were less educated,
were not married or knew someone who
is HIV-positive were significantly more
likely than others to have reported living
ina community with a higher AIDS rate.
Perceptions of local AIDS rates also var-
ied significantly by region, with respon-
dents in the West and the South reporting
higher rates (not shown).

Although there were significant dif-
ferences by demographic characteristics,
the majority of nearly all groups report-
ed living in an area with a lower-than-av-
erage AIDS rate. The exceptions were
blacks, respondents who were not sexu-
ally active at the time of the interview, re-
spondents living in the West, and those
who had a friend or relative who is HIV-
positive or who knew more than one per-
son who is HIV-positive. Respondents
who knew four or more HIV-positive per-
sons were least likely to report living in
an area with a lower-than-average AIDS
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Table 1. Percentage distribution of 20-39-year-oid U.S. males, by perceived risk of more than
50% for three modes of HIV transmission and by perception of their local community’s AIDS
rate, according to selected characteristics, 1991 National Survey of Men (NSM)

Characteristic N >50% >50% >50% ! Community AIDS rate Total
weighted female- male-to- male-to- |
(weightech to-male  female  male i Adove  Avg. Below
avg. avg.

Total 3,321 70.6 75.3 82.2 16.0 29.1 54.8 100.0
Age
20-24 769 78.5 82.5 87.8 185 31.0 505 100.0
25-29 802 71.8 73.5 82.7 13.2 31.0 559 100.0
30-34 869 68.1 74.3 80.9 136 306 558 100.0
35-39 871 66.7 .7 78.2 189 243 568 100.0
Race . . .
Whitet 2,923 69.8 746 81.6 154 286 560 100.0
Black 389 76.7 80.8 86.7 i 209 331 460 100.0
Education i .-
<High schoal 359 74.3 75.9 834 132 336 53.1 100.0
High school 1,437 75.2 80.0 87.7 139 299 562 100.0
Some college 804 725 76.4 831 196 288 516 100.0
College graduate/

postgraduate 712 571 64.4 69.6 17.8 256 566 100.0
Relationship status - -
Married 1,618 71.8 77.2 83.0 148 262 590 100.0
Cohabiting 286 67.8 731 81.1 189  30.1 510 100.0
Not cohabiting,

has partner 574 69.5 747 82.5 16.0 30.3 537 100.0
Not cohabiting,

has no partner 834 €69.9 729 81.2 17.5 33.5 490 100.0
Know someone
with AIDS/HIV o
Friend/retative 321 70.6 75.2 781 222 322 458 100.0
Other 393 61.2 67.9 75.9 19.9 305 497 100.0
Noone 2,589 721 76.6 83.8 147 284 569 100.0
No. known with AIDS/HIV - “
1 386 67.7 744 814 143 322 534 100.0
2-3 207 65.2 69.8 74.4 253 309 438 100.0
24 125 58.8 63.2 66.4 338 292 370 100.0

1in this and subsequent tables, this category includes all men not classified as black (i.e.. white, Asian, etc.). Note: Ns do not neces-
sarily add 1o total because of missing data. In this and subsequent tables, statistica! significance is indicated by "=p<.05, **=p<.01 and
“**=p<.001. Reported significance ievels are based on simple chi-square lests ol association. Please note that {or space reasons, when
percentage distributions were divided by only two variables, one category has been left out.

rate (37%) and most likely to report liv-
ing in a community with a higher-than-
average rate (34%).

Men'’s Perceived HIV Status
Perceptions of the risk of already having
a disease may have important implications
for health behavior if those perceptions are
associated with the willingness to avoid
high-risk behavior. Respondents in the
NSM-T were asked to estimate their own
HIV status at the time of the interview. As
the first row of Table 2 (page 76) shows,
relatively few respondents (about 6%) be-
lieved there was a 50% or greater chance
that they were HIV-positive at the time of
the interview, a level only slightly higher
than that reported in a study of adolescent
males.® The majority (60%) said there was
no chance that they were infected.

Table 2 also shows that perceptions
about one’s own HIV status were signifi-
cantly related to education, relationship
status, and knowledge of someone who
is HIV-positive, but (as other studies have

found) not to age or race.” More educat-
ed respondents were less likely to report
that there is no chance they are HIV-pos-
itive, and were more likely to report some
chance of being infected, but there was lit-
tle educational difference in the propor-
tions reporting a 50% or greater chance of
having AIDS. Small regional differences
in responses (not shown) indicate that re-
spondents in the West were the least like-
ly to report having no chance of being
HIV-positive (56.2%), and respondents in
the South were the most likely to report
having a 50% or greater chance (6.8%).
Married respondents were the least like-
ly to report a 50% or greater chance of
being HIV-positive and the most likely to
report no chance of HIV infection. Co-

*Unless stated otherwise, all references in this article to
respondents’ statements about HIV status were worded
in the survey as “AIDS or the virus that causes AIDS” or
“AlDS eor the AIDS virus.” For instance, the question
asked of respondents about knowing someone who is
HIV-positive was worded as “Have you ever personal-
ly known someone who had AIDS or the AIDS virus?”
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Perceptions of AIDS Risk and Severity

Table 2. Percentage distribution of respondents, by measures of their personal concern about
AIDS, according to selected characteristics, 1991 NSM

Characteristic Perceived personal % who HIV tesi history Total
'jl_vﬂeitfnjlfh__._ w:?ruenuy Tested  Tested Not
None Some 250% ¥ only for  for reason tesled
HIV other than
HIvV

Total 60.4 342 5.5 231 201 206 59.3 100.0
Age
20-24 625 3.1 6.4 325 23.0 178 59.2 1000
25-29 59.7 356 46 19.9 241 20.0 559 100.0
30-34 59.8 35.1 5.0 206 19.8 21.4 58.8 100.0
35-39 596 346 58 20.1 14.0 22.8 63.2 100.0
Race
White 60.6 34.1 5.2 20.5 18.7 204 60.9 100.0
Black 585 342 73 42.4 30.1 223 47.6 100.0
Education b :
<High school 727 223 50 29.0 183 18.4 62.3 100.0
High schoo! 645 200 65 24.2 219 18.9 59.2 100.0
Some college 53.0 423 486 243 20.5 21.2 58.3 100.0
College graduate/

postgraduate 541 413 46 16.4 16.2 24.4 594 100.0
Relationship status o
Married 646 324 28 129 18.5 22.5 59.0 100.0
Cohabiting 524 392 87 26.6 27.1 19.0 53.9 100.0
Not cohabiting, has panner 553 389 58 3249 238 18.5 57.7 1000
Not cohabiting, has no partner 5683 326 90 34.9 17.9 18.1 63.0 100.0
Know someone with AIDS/HIV e b b
Friend/relative 48,2 397 121 31.8 35.4 18.0 466 100.0
Other 573 374 53 21.8 274 16.2 56.4 100.0
No one 625 328 47 22.0 16.9 21.7 61.4 100.0
No. known with AIDS/HIV - - b
1 574 359 67 251 26.9 16.3 56.8 100.0
2-3 55,5 37.7 69 235 30.8 14.0 55.2 100.0
24 33.7 506 158 38.0 48.6 235 29.9 100.0

habiting respondents and those not sex-
ually active at the time of the survey were
the most likely to reporta 50% or greater
chance that they are HIV-positive, but the
former were less likely than the latter to
report no chance of infection. Men who
were sexually active but not married or co-
habiting were somewhat more likely than
those who were cohabiting to report no
chance of being HIV-positive, and some-
what less likely to report a 50% or greater
chance. Qverall, married respondents
were the least likely to believe they could
be HIV-positive, while those who were co-
habiting were the most likely to believe
they might be infected.

The most striking data in the first three
columns of Table 2 concern the propor-
tions knowing someone who is HIV-pos-
itive: Respondents who reported having
an HIV-positive friend or relative were
nearly three times as likely as those who
knew no one infected with HIV to report
a 50% or greater chance that they are
themselves HIV-positive. Compared with
respondents who did not know anyone
who is HIV-positive, respondents who
knew four or more infected individuals
were nearly four times as likely to perceive
that they are at relatively high risk, and
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were almost half as likely to report hav-
ing no chance of being infected.

The fourth column of Table 2 shows the
proportions of respondents who said that
they worry frequently or very frequently
about AIDS. Overall, almost one-quarter
(23%) of the respondents said that they
worry frequently about AIDS, a propor-
tion somewhat higher than that found for
adolescent males.? Table 2 also shows that,
as was the case with perceptions of HIV
status, worrying about AIDS was signifi-
cantly related to education, relationship
status and knowledge of someone who s
HIV-positive. Unlike the results concern-
ing the respondents’ own HIV status, how-
ever, age and race were also significantly
related to reports of worrying about AIDS:
Nearly half (42%) of black respondents re-
ported worrying frequently about AIDS,
twice the rate among whites; similarly, al-
most one-third of 20-24-year-old respon-
dents reported doing so, compared with
only about one in five 35-39-year-olds.

Respondents with less than a high school
diploma were almost twice as likely as re-
spondents with a college education to re-
port worrying about AIDS. (These results
were similar to those concerning HIV sta-
tus.) Further, respondents who were not

sexually active or who were sexually active
but not married or cohabiting were nearly
three times as likely as married respondents
to report worrying frequently about AIDS,
while those who were cohabiting were
twice as likely as married respondents to
say they did. Finally, respondents with an
HIV-positive friend or relative or those who
knew four or more HIV-positive people
were about 50% more likely to report wor-
rying about AIDS than were respondents
who did not know anyone with AIDS. Re-
spondents in the Midwest were the least
likely to report worrying about AIDS, while
those in the Northeast and South are the
most likely to do so (not shown).

The last two columns of Table 2 contain
data on whether respondents had been
tested for HIV infection: The first column
shows the proportions who had been test-
ed specifically for HIV, the second shows
the percentage who had had an HIV test
as part of blood tests for some reason other
than determination of HIV status and the

'third shows the percentage not tested for

HIV. Although the decision to be tested
may be based on a variety of reasons (e.g.,
parenthood or a new sexual relationship),
the proportion being tested provides a be-
havioral measure of perceived HIV status,
since people concerned about being HIV-
positive or more worried about AIDS in
general are more likely to get tested. We
used these measures because those seek-
ing a blood test specifically for HIV are
probably more concerned about AIDS or
about being HIV-infected than are those
being tested because they were already
having blood drawn for other reasons.
As shown, two out of five respondents
reported having been tested for HIV in-
fection, half of these specifically for HIV.
In general, the patterns among those hav-
ing a blood test were similar to those ob-
served among respondents worried about
AIDS. There are, however, important dif-
ferences: First, the quantitative size of the
differentials across demographic groups
is smaller for the proportion who had a
blood test than for the proportion who
worried about AIDS, suggesting that per-
sonal concern about AIDS does not nec-
essarily indicate that one will find out if
one is infected. Second, the results differ
by relationship status. In contrast to the
other data shown in Table 2, the data on
HIV testing show that overall, currently
cohabiting men were the most likely to
have had a blood test and were most like-
ly to have been tested specifically for HIV,
while those not sexually active at the time
of the survey were the least likely to have
been tested, for any reason. Respondents
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in the Midwest and the West were the least
likely to report having been tested, but re-
spondents in the West were the most like-
ly to report that they were tested specifi-
cally for HIV (not shown).

Once again, the most dramatic differ-
entials were seen among respondents who
reported having a friend or relative who is
HIV-positive: Such respondents were twice
as likely to have had a blood test specifi-
cally for HIV as were respondents who did
not know anyone who is HIV-positive (35%
vs. 17%). Compared with respondents who
did not know anyone infected with H1V,
those who knew four or more such people
were nearly three times as likely to report
having been tested specifically for HIV. A
full 70% of those who knew four or more
HIV-positive people reported having been
tested for HIV, compared with less than
40% among those who did not know any-
one who is HIV-positive.

Perceived Severity of AIDS
Given that most models of health behav-
ior posit that the perceived severity of a
disease influences the extent to which an
individual will avoid or reduce the risk of
exposure to the disease, people who do
not believe that AIDS is painful or neces-
sarily lethal may be less concerned about
exposing themselves or others to HIV than
are those who believe that AIDS results in
painful death. To assess perceptions of the
severity of AIDS, we asked respondents
if they agreed that AIDS destroys the im-
mune system, has no cure, is painful, or
results in death within five years of in-
fection; we also asked if they believed that
a cure will be available within five years.
Like the findings of other studies,” the re-
sults shown in Table 3 indicate that nearly
every respondent understood that AIDS
destroys the immune system (97%) and is
not currently curable (96%). However, only
slightly more than half of the respondents
agreed that AIDS is painful, while about
two-thirds believed that AIDS results in
death within five years. Furthermore, al-
most half of respondents believed that there
will be a cure for AIDS within five years.
These data indicate that a sizable minori-
ty of men believe that HIV infection does
not necessarily result in pain or even death.
Perceptions about the severity of AIDS
varied significantly by demographic char-
acteristics. Younger respondents were less
likely to agree that AIDS destroys the im-
mune system, that there is no cure, or that
death occurs within five years, and were
more likely to believe that there will be a
cure within five years. White respondents
and those with more education were more
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likely than blacks or less
educated respondents to
report that AIDS de-

Table 3. Percentage of respondents agreeing with statements about
the severity of AIDS, according to selected characteristics, 1991 NSM

stroys the immune sys-  Characteristic - AIDS There AiDSis  Death There
tem and has no cure, al- destroys  isno painiul occurs will be
though the latter n:ere immune  cure for within cure in
gl_k o o system  AIDS fiveyrs.  fiveyrs.

more ke y oagree na

Lo Total 96.7 95.5 57.8 68.2 45.8
AIDS s painful and that

is likelv within five  Age .
deatlf is likely ”‘%“ f.w 20-24 93.2 92.6 56.8 68.4 506
years. The association 559 98.5 959 60.1 648 422
between relationship sta- ~ 30-34 97.4 96.5 57.0 65.4 474
tus and the perceived 3539 975 96.7 57.3 74.1 46.8
severity of AIDS wasrel-  Race :

. . White 96.9 96.1 55.6 67.6 46.4
atively weak and dis- g0 85.0 90.7 73.8 72.7 49.8
played no clear pattern.

. mei Education -

_Havingan HIV-posi-  J 15000 94.2 920 584 675 429

tive friend orrelative was  High school 9556 94.6 61.0 72.2 477

positively and signifi- goilne corle%e 1 98.0 96.6 55.6 653 48.5
ollege graduate

cantly related to know- ™ od v uare 98.7 97.7 53.2 64.1 446
ing that AIDS destroys Retationshin stat

. elationship status  * - *

theimmune systemand  y;,ieq 970 958 575 687 467

is painful, and wasneg-  Cohabiting 97.2 94.4 59.4 61.9 395

v iated wi Not cohabiting,
ati ely. associa ec,l ) th has pariner 97.6 96.9 57.7 65.3 47.2
expecting a cure in five g cohabiting,
years. On the other hand, has no partner 95.7 94.2 57.8 716 489
knowing someone infect-  know someone
ed with HIV was nega-  with AIDS/HIV y -
lyraodloogreng LTS 88 g me @
that death cccurs within -+ e one 96.1 957 57.0 69.9 483
five years, probably be- No. known with - .
causemany of thosewho  aips/HIv
knew someone who is = ] | 87 98 615 o5 395
HIV-pasitive also knew 3/ 98.5 95.3 48.0 57.4 447
that survival beyond five

years is not uncommon.

However, knowing more HIV-positive peo-
ple was negatively associated with believ-
ing that AIDS destroys the immune system,
is painful and causes death within five years,
and was positively associated with believ-
ing there will be a cure within five years.
Many of these differences, although statis-
tically significant, were quantitatively small,
particularly for responses concerning de-
struction of the immune system and the in-
curability of AIDS.

Personal Concerns About AIDS
Perceived AIDS Risk

People who perceive the risk of HIV in-
fection to be higher would be expected
to be more concerned personally about
AIDS. Thus, we examined respondents’
beliefs about the risk of HIV transmission
and about their own community’s AIDS
rates, according to three measures of per-
sonal concern about AIDS.

The data in Table 4 (page 78) indicate that
respondents’ perceptions of the risk of HIV
transmission frequently were unrelated to
their personal concern about AIDS. Per-
ceptions of transmission risk were unre-
lated to worry about AIDS or to the likeli-

hood of having been tested for HIV, except
that those who believed the chance of male-
to-male transmission to be 50% or greater
were somewhat more likely to report that
they worried frequently about AIDS.

Perceptions of the risk of male-to-male
transmission were not significantly relat-
ed to the respondents’ evaluation of their
own HIV status. This finding may be re-
lated to how few respondents reported
having had sex with another man, but it
is somewhat at odds with the fact that re-
spondents who perceived higher male-to-
male transmission rates were more likely
to warry about AIDS.

Although perceptions about the risks of
heterosexual HIV transmission were sig-
nificantly related to respondents’ evalua-
tions of their own HIV status, the associa-
tions were not in the expected direction:
Those who reported the risk of female-to-
male and male-to-female transmission to be
greater than 50% were more likely to believe
there is no chance that they are HIV-positive.

Finally, in contrast to these results, the re-
spondents’ perceptions about community
AIDS rates were significantly related to all
measures of personal concern about AIDS.
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Perceptions of AIDS Risk and Scoerity

Table 4. Percentage distribution of respondents, by measures of their personal concern about AIDS,
according o perceived risk of HIV transmission and according to community AIDS rate, 1991 NSM

Risk of transmission Perceived personal % whi HIV test history Total
and community rate HIV-infection risk in;z(j?enlly Tested  Tested for Not

None Some 250% ¥ only for reason other  tested

HIV than HIV

TRANSMISSION PATTERN
Female-to-male A
<£50% 56.0 371 6.8 210 21.7 9.6 58.7 100.0
>50% 622 329 4.9 239 19.4 21.0 59.6 100.0
Male-to-female '
<50% 564 37.2 6.4 218 19.6 19.0 61.4 100.0
>50% 61.7 332 5.2 23.5 202 211 58.7 100.0
Male-to-male .-
<50% 59.2 33.7 18.8 20.4 18.7 60.9 100.0
»50% 606 342 24.0 20.0 21.0 53.0 100.0
COMMUNITY AIDS RATE - b
Above average 547 36.7 85 301 19.6 28.0 52.4 100.0
Average 60.2 343 54 25.2 23.1 20.0 56.9 100.0
Below average 62.1 333 46 19.9 18.6 18.7 62.7 100.0

Respondents who reported living ina com-
munity with a higher-than-average AIDS
rate were less likely to report no chance and
more likely to report a 50% or greater
chance of being HIV-positive. They were
also more likely to have worried frequent-
Iy about AIDSand to have had ablood test,
although they were generally not more like-
Iy to have been tested specifically for HIV.
Prior Risk-Behavior '
We would expect that people evaluating
their personal concern about AIDS would
take into account their prior HIV-related
risk-behavior. Individual behavior is prob-
ably a much better predictor of personal
concern than perceptions of general risk,
since it is a more accurate gauge of one’s
actual risk of contracting an HIV infection.
Table 5 presents data on a variety of prior
HIV-related risk-behaviors, by measures
of personal concern about AIDS.

Percentage distributions for prior HIV-re-
Jated behavior are shown in the first column
of Table 5. A more detailed description of
many of these variables, along with break-
downs by selected demographic character-
istics, is presented in an accompanying
article (see pp. 52-60). A majority of respon-
dents, however, had had fewer than 10 life-
time partners and no more than one recent
partner. Not surprisingly, these and other
proportions shown in the table are greater
than those reported for adolescents.'®

The results in Table 5 clearly demonstrate
that men do consider their prior HIV-relat-
ed risk-behavior when they evaluate their
own concern about AIDS. Respondents
who had had a greater number of sexual
partners (since January 1990 or ever) were
significantly more likely to believe they had
a greater chance of being HIV-positive (a
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finding supported by prior research), to
worry about AIDS, and to have had a blood
test for HIV. The one exception to this pat-
tern is that, compared with respondents
who had had a relatively small number of
sexual partners (since January 1990 orever),
those who reported no sexual activity were
the most likely to report a better than 50%
chance of being HIV-positive, were more
likely to report worrying about AIDS and
to have had a blood test specifically for HIV,
and were less likely to beljeve there is no
chance they are HIV-positive.

The results for anal sex, sexual prefer-
ences, casual sex, paying for sex, and ex-
perience with STDs are as expected: Re-
spondents who had had anal sex, since
January 1990 or ever, or who reported ever
having had sex with another man were sig-
nificantly more likely to be personally con-
cerned about AIDS. For instance, as prior
research has shown,? respondents who re-
ported having had only female partners
were three times as likely to believe they
had no chance of being HIV-positive and
were one-fifth as likely to believe they had
a 50% or greater chance as respondents
who had ever had a male partner. The
same pattern applied to worrying about
AIDS and to having a blood test.

Similarly, men were significantly more
likely to believe their chance of being HIV-
positive was 50% or greater, to have wor-
ried about AIDS or to have had a blood
test if they had experienced a condom
break during sex, had had a partner who
might have been HIV-positive, had had a
one-night stand, had paid for sex, had ever
had an STD, had had sex while infected
with an STD, or had had a partner with an
STD. In fact, one-fifth of respondents who
had had a partner with an STD and one-

quarter who had had a partner witha 50%
or greater chance of being HIV-positive be-
lieved that they also had a 50% or greater
chance of being infected.

Surprisingly, drug use was only weak-
ly associated with concern about AlDS.
Having used intravenous drugs, shared
needles or had sex with a drug user were
significantly related to the likelihood that
the respondent had been tested for HIV, but
these activities were unrelated to worry-
ing about AIDSand were inconsistently re-
lated to respondents’ perceptions of their
own HIV status. Although respondents
who had used intravenous drugs or had
shared needles were less likely than re-
spondents whodid not use drugs to believe
there was no chance that they were HIV-
positive, respondents who reported hav-
ing had sex with a drug user were not sig-
nificantly different from other respondents
in their assessment of their HIV status.

Perceptions and Behavior

Perhaps the most important link between
perceptions and health behavior, at least
from a public health perspective, is the as-
sociation between one’s perceptions of a
disease and one’s behavior related to the
transmission of that disease. Health be-
havior models predict that individuals
who perceive the risk and severity of HIV
infection to be higher will be more likely
to engage in safer sex. In particular, if in-
dividuals are concerned about possibly in-
fecting others,'® we would expect that
those who perceive they are likely to be
HIV-positive will engage in less risky be-
havior. This link is particularly important
for the AIDS epidemic because appropri-
ate behavior on the part of HIV-positive in-
dividuals would greatly reduce the spread
of AIDS. Health behavior models also pre-
dict that individuals who view AIDS as
being a very painful and deadly disease,
for which there is little hope for a cure in
the near future, will be less likely than other
men to engage in behavior that places them
at risk of being infected with HIV.

In this section, we look at the association
between men's HIV-related risk-behavior
during the four weeks preceding the in-
terview and their perceptions about the
general and the personal risk of acquiring
HIV and about the severity of AIDS. (We
assume that their perceptions did not
change appreciably during the four weeks
preceding the interview.)

Perceived General Infection Risk

Percentage distributions of AIDS-related
behavior in the four weeks prior to the in-
terview are shown in the first column of
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Table 5. Percentage distribution of respondents, by past AlDS-related risk behavior; and per-
centage distribution of respondents, by measures of concern about AIDS, according to past

risk behaviar, 1991 NSM

Risk behavior Yo Perceived personal % who HIV test history Total
dist. Hﬁ-_l—r_\fecnon r_|§|_<__- . ui?rt;emly Tested Tested Not
None Some 2=50% only for tested
for reason
HIv other
than HIV
Litetime no. of partners -
0 54| 606 244 150 30.7 204 1.9 68.0 100.0
-3 266 | 703 275 22 15.9 13.9 19.5 66.6 1000
4-9 261 | 586 368 46 18.8 18.2 17.4 63.4 100.0
10-19 198 | 582 372 46 26.8 214 239 54.7 100.0
20-39 14.1 547 378 7.4 28.8 238 27.1 491 100.0
240 8.0| 482 407 112 36.8 34.9 20.5 448 100.0
No. of recent partnerst -
0 94| 570 3.7 13 305 215 14.1 64.4 100.0
] 674 | 645 321 34 16.5 188 206 60.6 100.0
2-3 1441 515 426 538 34.8 2286 230 54.4 100.0
24 8.8 | 484 373 143 46.2 220 249 531 100.0
No. of anal-sex partners
Q 810 | 634 321 4.4 21.5 18.7 20.8 60.5 100.0
1 91| 487 439 74 23.9 21.5 233 55.2 100.0
22 99| 456 416 127 32.0 30.0 17.4 52.6 100.0
No. of recent
anal-sex partnerst i
0 06| 618 332 50 218 18.8 21.3 59.9 100.0
1 77 490 432 78 221 28.2 17.5 54.3 100.0
22 16| 293 445 263 74.8 57.2 55 37.3 100.0
Sexual preference e - e
Female only 944 | 610 342 48 22.2 19.3 214 59.3 100.0
Male only/bisexual 22| 211 563 225 60.0 68.6 3.8 27.6 100.0
No sex last 10 years 34| 683 176 142 224 10.3 7.7 82.0 100.0
Had condom break or slip
in last six months h
Yes 79| 461 447 9.4 351 250 259 49.1 100.0
No 921 615 333 52 22.0 195 20.2 60.3 100.0
Probability any partner
had AIDS eve e
None 654 | 763 221 16 18.2 18.1 22.2 58.7 100.0
Some 255] 334 609 57 21.4 171 253 57.6 100.0
250% 91 386 363 250 455 356 17.1 47.3 100.0
No. of partner’s
partnerst
Q 85.1) 616 338 46 20.8 18.8 20.4 60.8 100.0
-2 96| 593 328 78 28.6 23.8 222 54.2 100.0
23 53| 426 423 150 48.6 33.7 20.4 45.9 100.0
Ever had one-
night stand o e o
Yes 457 | 523 403 74 259 23.7 204 55.9 100.0
No 543 670 29.1 38 20.7 17.2 21.0 61.8 100.0
Ever paid for sex e o ”
Yes 671 405 513 82 345 37.2 13.7 49.1 100.0
No 933§ 61.7 330 53 223 19.0 21.2 59.8 100.0
Ever used needles "
Yes, shared 20| 448 446 106 239 47.8 6.3 45.9 100.0
Yes, didn't share 1.1 | 513 359 129 215 47.2 214 31.4 100.0
No 96.9| 608 338 53 233 19.2 20.9 59.9 100.0
Ever had sex
with drug user N
Yes 44| 539 367 93 25.8 29.0 20.8 50.2 100.0
No 9561 614 334 51 229 19.5 20.6 59.9 100.0
Ever had STD e b b
Yes, had sex while infected 2.5 | 357 472 171 233 289 10.6 60.5 100.0
Yes, had no sex 85 502 415 83 35.8 30.2 228 47.0 100.0
No 89.0 | 620 331 49 21.9 189 207 60.4 100.0
Partner had STD4 * *
Yes 35| 40,0 384 218 38.2 271 20.7 522 100.0
No 965} 61.1 340 49 22.5 19.8 206 59.6 100.0
Total 1000 na na na na na na na na

tDuring the period between January 1990 and the intesview (an average of 18 months). $For all wives and for pariners since January 1990,
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Table 6 (page 80), followed by respon-
dents’ perceptions of HIV infection risk.
The format of Table 6 differs from that of
previous tables in that outcome variables
are now displayed down rows instead of
across columns.

Table 6 shows a relatively weak associ-
ation between perceptions of risk and
HiV-related risk-behavior in the preced-
ing four weeks * Perceived probability of
transmission was significantly related to
frequency of intercourse and to the num-
ber of partners, but not to other variables.
Moreover, respondents who believed HIV
transmission rates to be greater than 50%
were more likely to be sexually active and
tended to have had sex more often than
respondents who thought transmission
rates were lower, although these differ-
ences were relatively small.

In contrast, perceptions of community
AIDS rates were consistently associated
with behavior, although the differences
were not as large as in our earlier findings.
Respondents who reported living in an
area with a higher-than-average AIDS rate
were significantly less likely to be sexual-
ly active, had sex less often and had fewer
partners than those who believed their
area had a lower-than-average AIDS rate.
The former were also significantly less
likely to report that they had had casual
sex, although they were no more likely to
have used a condom and were more like-
ly to have used no method of birth control.
Moreover, respondents who believed their
community had a higher-than-average
AIDS rate were more likely to have had
anal sex and to have had sex while under
the influence of alcohol.

Perceived Personal Infection Risk
Unlike the perceptions of general risk, per-
sonal concern about AIDS was signifi-
cantly related to risk-behavior during the
preceding four weeks. Respondents who
thought they had a 50% or greater chance
of being HIV-positive were more likely to
have forgone sex and tended to have had
sex less frequently than respondents who
believed there was little or no chance that
they were HIV-positive. Further, unlike the
results of other studies,® our results indi-
cated that respondents who reported at
least some chance that they were HIV-pos-
itive were more likely to have used con-
doms than were those who believed there
was no chance they were infected.

Only about one-third of sexually active

*Results for male-to-male transmission are not shown in
Table 6 because only differentials by number of partners
and the proportion having casual sex were statistically
significant, and these differences were quite small.
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Perceptions of AIDS Risk and Severity

Table 6. Percentage distribution of all respond

ent

various perceptions of the generat and personal probability of HIV risk, 1991 NSM

s, by self-reported measures of risky sexual behavior in the past four weeks, according to

Risky Total Probability of transmission Community AIDS rate ‘ Perceived personal Often woiry HIV test history
behavior Female-to-male | Male-to-female Below Avg. Above Jﬂ‘”ﬂl"ﬂ_, Yes No Tested  Tested Not

<50%  >50% <50%  >50% avg. avg. None Some 250% only for forreason tesied

HIV other than
HIV

No. of sex acts - " - * o o
0 26.1 292 248 30.5 2486 238 289 2838 . 261 245 3541 338 236 24.4 235 27.6
1-2 171 173 17.1 17.0 17.2 169 178 1638 17.0 168 220 169 173 19.5 16.7 16.4
34 16.0 151 16.3 14.9 16.3 165 156 148 16.9 149 129 14.9 16.3 13.3 15.8 171
59 19.5 18.7 194 18.0 20.0 208 180 176 192 206 151 140 212 20.1 232 18.1
10-19 159 14.6 16.4 15.4 16.0 16.0 142 185 16.0 168 85 1.8 174 15.3 154 16.1
220 5.5 4.0 6.1 42 59 8.0 55 3.5 49 64 65 ;K] 4.5 7.4 5.4 4.7
No. of partners * - ) . -
0 258 289 245 304 24.3 23.6 323 284 258 245 350 33.6 233 243 23.2 274
1 70.4 67.2 71.8 66.0 71.9 725 67.7 683 709 716 58.1 598 738 70.6 735 69.2
22 3.7 39 37 3.6 38 3.9 37 3.3 33 40 68 6.5 29 5.1 3.3 3.4
Had casual sex . . [ .
Yes 14 1.0 1.7 1.0 1.6 1.0 20 20 1.0 21 2.7 341 1.0 29 1.3 i1
No 98.6 99.0 98.3 99.0 98.4 930 980 980 98.0 979 973 968 99.0 97.1 98.7 98.9
Had anal sex ‘ o '
Yes 19 1.6 2.0 1.9 1.9 1.4 25 26 1.2 28 33 35 1.4 2.7 09 2.0
No 981 984 98B0 98.1 98.1 986 87.5 97.4° a3 972 96.7 865 986 a7.3 9.1 98.0
No. of times had sex
& used alcohol - e e "
0 75.0 741 753 72.5 75.8 73.1 795 731 782 704 69.2 759 746 75.4 73.7 75.6
1 10.2 10.4 101 11.5 9.8 12.3 8.0 7.0 9.8 11 9.2 7.1 11.2 10.1 105 10.2
2 7.5 8.1 7.2 7.8 7.4 7.0 7.2 9.4 6.3 89 11.0 6.0 7.9 6.0 6.9 8.2
23 71 6.9 7.4 8.1 6.7 71 50 105 5.4 95 96 11.0 59 8.4 8.9 5.7
Contraceptive use - - o
Condom 217 227 2141 227 213 218 216 211 19.3 255 238 27.2 200 22.5 20.1 218
Other method 49.0 48.7 492 50.0 48.7 522 454 449 506 46.8 46.1 385 523 44.8 50.4 50.2
No methodt 29.3 286 296 273 300 26,0 33.0 340 301 27.7 3041 343 277 328 29.5 280
Total 100.0 § 100.0 100.0 1000 100.0 100.0 100.0 1000 100.0 100.0 100.0 100.0 1000 | 100.0 100.0 100.0

tConsists both of sexually active respendents who did not use contraceptives and of those not sexually active in past four weeks.

respondents who reported at least a 50%
chance of being HIV-positive said they
had used condoms during the preceding
four weeks, however. Furthermore, those
who perceived a greater chance of being
infected were more likely to have had anal
sex and casual sex; these respondents were
also more likely to have had sex while
under the influence of alcohol, and to re-
port that drinking reduced their likelihood
of using condoms (not shown).

Overall, respondents who reported
worrying about AIDS were significantly
less likely to have been sexually active
during the preceding four weeks. On the
other hand, those who worried often
about AIDS tended to have had sex more
often and with a greater number of part-
ners than did those who did not worry fre-
quently about AIDS, were more likely to
have had casual sex or anal sex, and were
more likely to have had sex while under
the influence of alcahol. They were much
more likely to report using condomns, how-
ever; about 40% of sexually active men
who worried about AIDS had used con-
doms during the preceding four weeks.

Respondents who had been tested for
HIV were significantly more likely than re-
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spondents who had not been tested to have
had sex during the preceding four weeks
and to have had sex more often, but they
did not have significantly more partners.
They were somewhat more likely to have
had casual sex or anal sex. Finally, as other
research has shown,'® condom use does not
appear to have been significantly related to
having been tested for HIV infection.

Perceived Severity and Behavior

The results presented in Table 7 show that
perceptions of the severity of AIDS are gen-
erally not associated with sexual behavior
in the four weeks preceding the interview.
Almost two out of every three comparisons
in Table 7 show no statistically significant
differences, and most of the significant dif-
ferences are small. Of the five measures of
the perceived severity of AIDS, only that in-
volving the physical pain of AIDS was con-
sistently associated with behavior.

Of greater concern is that less than half
of the significant associations are in the ex-
pected direction—that is, greater per-
ceived severity of AIDS being positively
related to risky behavior. For example, re-
spondents who agreed that AlDS is pain-
ful were more likely than other respon-

dents to have had multiple partners, to
have had casual sex, to have had sex
under the influence of alcohol, and to have
reported that drinking reduces the likeli-
hood they would use condoms (not
shown). Although believing that there is
no cure for AIDS and believing that there
will be one within five years were not con-
sistently associated with AIDS-related be-
havior, the significant associations were
at least in the expected direction.

Discussion
The results presented in this article pro-
vide important information about how
adult males in the United States perceive
the risk of AIDS and how those percep-
tions are related to their risk-taking be-
havior. For instance, relatively few men
think there is a 50% or higher chance that
they are HIV-positive, but almost 40% be-
lieve there is some chance that they are in-
fected, and nearly 25% worry frequently
about AIDS. In addition, over 40% of the
men in our sample reported having had
a blood test for HIV, and about half of
these said they had had the test specifi-
cally to find out their HIV status.

Our findings also suggest that U. 5. men
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overestimate the risk of HIV transmission
when one is exposed to the virus, but do
not accurately assess their actual risk of ex-
posure. Between 70% and 80% of respon-
dents believed the prebability of HIV
transmission from ane unprotected sexu-
al contact was greater than 50%, which is
much greater than current medical re-
search estimates; in contrast, only 16% re-
ported living in a community with a high-
er-than-average AIDS rate.

Perceptions about transmission rates
and the risk of exposure appear to have
different effects on men’s perceptions of
their own risk of AIDS and on their HIV-
related risk-behavior. We find little evi-
dence to support the argument that per-
ceived transmission rates are related to
men'’s evaluations of their own HIV sta-
tus, their concerns about AIDS, their like-
lihood of having been tested for HIV, or
their risk-behavior. However, perceptions
of the risk of exposure (as measured by
men'’s reports of their local community
AIDS rate) were significantly related to
each of these measures.

Along with the finding that men tend to
overestimate transmission rates and under-
estimate exposure risk, these results indicate
that men’s perceptions of the risk of expo-
sure are more salient to their personal con-
cern about AIDS and their HIV-related risk-
behavior than are general perceptions about
the probability of transmission. One might
conclude, then, that the strategy chosen by
most men to protect themselves against HIV
infection is to reduce the probability of con-
tact with someone who is HIV-positive,
rather than to protect against the possibility
that a partner is HIV-positive. We cannot de-
termine from the results presented here
whether this strategy arises because men as-
sume that they are safe if they avoid HIV-
positive individuals, or because they believe
that their own risk of exposure is unrelated
to sexual transmission (i.e., because they
practice safe sex or are not sexually active).

According to models of health behav-
ior, before individuals are motivated to
change their behavior to reduce theirrisk
of exposure to a disease, they must first
understand what places them at risk of the
disease and perceive a connection be-
tween their own behavior and their risk
of acquiring it. Findings presented in this
article suggest that, except perhaps for
drug users and their partners, this critical
link has been established among adult
men in the United States. However, given
the high risk of HIV infection associated
with intravenous drug use, needle-shar-
ing, and intercourse with intravenous
drug users, the lack of association between
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Table 7. Percentage distribution of respondents, by risky sexual behavior in past four weeks,
according to perceptions about the severity of AIDS, 1991 NSM

Behavior AIDS destrays | Therelis AIDSis Death Thare will

immune system| no cure painful occurs be a cure

for AIDS within 5 yrs. within 5 yrs.

Yes No Yes No Yes No Yes No Yes No
Na. of sex acls h
0 256 373 26.1 26.3 25.4 26.9 27.0 240 26.7 25.5
12 171 19.1 17.0 209 17.7 16.5 17.0 17.4 19.0 155
3-4 16.3 741 15.9 17.4 16.0 159 159 16.1 16.3 157
59 193 260 19.6 177 19.2 19.8 19.2 200 18.0 20.8
10-19 16.2 47 16.1 a7 162 154 154 16.9 152 16.4
=20 5.5 5.9 5.3 8.0 55 55 5.4 56 49 6.0
No. of partners - -
0 25.4 37.2 258 261 25.2 26.7 268 238 26.5 25.3
1 70.8 61.2 70.7 63.9 69.7 714 69.5 725 69.8 710
22 3.8 1.6 3.4 10.0 5.1 19 3.7 3.7 37 3.8
Had casual sex .- b *
Yes 1.5 0.8 1.3 4.8 22 0.5 1.8 0.7 1.6 1.3
No 985 992 98.7 952 97.8 89.5 98.2 993 98.4 a98.7
Had anal sex
Yes 1.9 0.3 1.8 4.3 2.0 1.8 2.0 1.6 2.0 1.8
No 98.1 99.7 88.2 957 98.0 98.2 98.0 98.4 98.0 98.2
No. of times had sex
& used alcohol o .
0 74.7 81.3 74.9 75.6 73.2 775 748 754 728 76.8
1 10.3 71 10.0 143 1.0 9.0 10.6 9.3 12.4 8.3
2 7.6 4.3 7.7 36 8.9 5.4 7.6 7.1 6.9 8.0
23 7.0 7.4 7.1 6.6 6.4 7.9 6.7 7.7 7.4 8.7
Contraceptive use .-
Condom 21.9 14.6 214 27.3 239 18.7 218 214 20.7 225
Other method 49.1 48.9 49.4 40.3 472 515 479 514 48.4 496
No method 230 365 292 324 28.9 29.8 303 273 30.¢ 279
Total 100.0  100.0 1000 1000 100.0 1000 100.0 1000 100.0 100.0

these factors and evaluations of one’s own
HIV status suggests a great deal of denial
or indifference on the part of drug users
and their sex partners. On the other hand,
the observed pattern could be related to
the high rates of HIV testing (50% or
greater) seen in these groups, and the in-
creased knowledge about HIV status that
testing provides.

Although health behavior models pre-
dict that perceptions of one’s own risk of in-
fection will be related to risk-behavior, the
motivation for reducing risk-behavior may
differ by HIV status—that is, individuals
who do not believe they are infected may
be more willing to modify their health be-
havior because they are motivated by a de-
sire to protect their own health, while those
who believe that they are already infected
would be motivated primarily by a desire
to protect the health of others. '

The findings of this study suggest that
men who believe there is a good chance
they may be HIV-positive fall into two
groups: those who refrain from sexual ac-
tivity or reduce it to below-average levels,
and those who engage in high-risk be-
havior. Men in the former group appear to
behave in the way health behavior mod-
els predict, while those in the latter group
are probably continuing the types of high-

risk behavior that led them to suspect that
they may be HIV-positive. This group’s
continued high-risk behavior may be
caused by an inability to stop that behav-
ior, a lack of concern over infecting others,
or a consistent tendency to engage in risky
behavior, both related and unrelated to
AIDS. Whatever the reason for their con-
tinued high-risk behavior, it is the behav-
ior of these people that is most likely either
to fuel or to contain the spread of AIDS.

Our results also show that almost all
adult men understand that AIDS destroys
the immune system and that there is no
cure for AIDS; there is, however, consid-
erable diversity of opinion about whether
AIDS is painful and over the likelihood of
a cure {or death} within five years. A siz-
able minority of men appear to believe
that infection with HIV need not resuit in
painful death; and theory predicts that
these men may be less likely to reduce the
kinds of behavior that place them at risk.
Surprisingly, the results also indicate that
although adult males are well aware of the
severity of AIDS, perceptions of its sever-
ity are not important determinants of HIV-
related risk-behavior.

Finally, in examining how perceptions
vary by demographic and other back-
ground characteristics, we found that old-
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er respondents, men with more education
and respondents who had a friend or rel-
ative who is HIV-positive or who know
more than one HIV-positive person tend
to believe that transmission rates are lower
and local community AlDS rates are high-
er. Since our respondents tended to over-
estimate transmission rates, the differen-
tial rates reported by these groups may
represent their greater access to or un-
derstanding of scientific information con-
cerning HIV transmission. Nenetheless,
even among these more informed re-
spondents, perceptions of the risk of HIV
transmission were much higher than those
supported by medical research.
Younger men, blacks and respondents
with less education are more likely to re-
port that they worry frequently about
AIDS and are more likely to have had a
blood test for HIV. In contrast, less edu-
cated respondents are less likely to believe
that there is some chance they might be
HIV-positive, and younger respondents
and biacks are not significantly more like-
ly to perceive they might be HiV-positive.
The inconsistency between the results re-
garding personal HIV status and those for
the other two measures of concern about
AIDS may indicate that while blacks,
young people and the less educated do not
believe they are more likely to be infect-
ed with HIV, they appear more concerned
than other groups about acquiring HIV.
Further, the results showed that unmar-
ried respondents and those with an HIV-
positive friend or relative or who know
more than one HIV-positive acquaintance
are more likely to report a greater chance of
being HIV-positive themselves and are more
likely to report worrying frequently about
AIDS and having been tested for HIV. This
pattern could indicate that knowing some-
one who is HIV-positive sensitizes people
to the risk of having or acquiring HIV; al-
ternatively, it may be the result of a type of
selection, in that respondents who know
people who are HIV-positive may them-
selves have life-styles that place them at
greater risk of acquiring HIV. Respondents
who were not sexually active at the time of
the interview tended to report both very low
and very high probabilities of HIV infection,
probably because this group contained re-
spondents who had had very few or no sex-
ual relationships {(and thus were at very low
risk) as well as those who had had many re-
lationships but were now refraining from
sexual activity for fear of infecting others,
Overall, these findings indicate that per-
ceptions of one’s own HIV status are not
as strongly related to concerns about AIDS
or the decision to be tested for HIV as
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might be suspected, suggesting that con-
cerns about A1DS and the decision to be
tested are strongly influenced by other fac-
tors, or that the relationship between per-
ceptions of HIV status and concern about
AIDS and having a blood test are medi-
ated by other factors.

The results presented in this article pro-
vide limited support for the general madel
of health behavior, positing that individu-
als will do more to prevent exposure to a
disease or to avoid transmitting, the disease
to others when the risk of exposure is high,
the risk of transmission once exposure
takes place is high, or the consequences of
contracting the disease are great.

We have not attempted to disentangle
the complex interrelationships among the
various components of AlDS-related be-
havior. In subsequent research, we intend
to examine predictions made by health
behavior models, using a number of mul-
tivariate models. For instance, we will
examine how demaographic and other
background variables are related to per-
ceptions of the severity of AIDS and to the
risks of exposure and transmission. We
then intend to examine how past behav-
ior and background characteristics are re-
lated to concerns about AIDS (men’s HIV
status, the degree to which they worry
about AIDS, and whether they have been
tested for HIV). Qur next step will be to
examine how perceptions of the risk of ex-
posure and transmission, along with past
risk-behavior and background character-
istics, are related to concerns about AIDS.
Finally, we will examine how these per-
ceptions and background characteristics
are related to recent risk-behavior. In this
way, we hope to develop a better under-
standing of the factors that influence the
behavior that places one at risk of con-
tracting HIV infection.
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TECHNICAL NOTE

National Survey of Men: Design and Execution

By Koray Tanfer

The National Survey of Men (N5SM-
I) was conducted in 1991, under a
grant from the National Institute of
Child Health and Human Development,
to examine issues related to sexual be-
havior and condom use among men aged
20-39. It is intended to serve as the base-
line survey for a longitudinal study of this
group of U.S. men. This technical note de-
scribes the survey design and execution.

Sample Design

The NSM-I was based on a multistage,
stratified, clustered, disproportionate-area
probability sample of households in the
contiguous United States. The study pop-
ulation consisted of 20-39-year-old nonin-
stitutionalized males. We oversampled the
black population to ensure their adequate
representation in data analysis. We did not
attempt to oversample other groups or
high-risk populations such as homosex-
ual or bisexual men, however; these are
represented in the sample proportionate
to their size in the U. S. population.

The master national sampling frame
consisted of 100 primary selection units;
within these were 4,000 secondary selec-
tion units, and within each of these one
listing area, with an average population
of 125, was selected. A total of 20,086 hous-
ing units in these listing areas were can-
vassed (see Table 1); of these, 2,434 were
found to be outside the sample universe
because they were vacant or dilapidated
or were not housing units. Of the re-
maining 17652 housing units, 16414 were
successfully screened for eligibility. The

Koray Tanfer is a senior research scientist at Batielle
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policics of NICHD or the Battelle Memorial Institute. The
author gratefully acknowledges the assistance of Karol
Krotki and Lorraine Porcellini, both of Temple Univer-
sity, in the preparation of this article.
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screening interviews yielded 4,751 eligi-
ble men for the extended interview; 3,321
of these (69.9% of all eligible males) were
successfully interviewed.

To meet the survey objectives, two sep-
arate samples were selected: a main sam-
ple of the general population, containing
1062 listing areas, and an oversample,
containing 153 listing areas designated as
black listing areas. The probability of se-
lection of a listing area in the main survey
sample was one in 10,511, and the proba-
bility of selection of a listing area in the
black oversample was one in 1,164.

Questionnaire Contents

The questionnaire consisted of the fol-
lowing sections:

* Background. This section contained ques-
tions on the respondent’s personal back-
ground and characteristics, such as age,
race, education, religion, work status, in-
come, marital or relationship status, liv-
ing arrangements and residential history.
*Sexual Initiation and Current Exposure.
These questions concerned the respon-
dent’s date of or age at initiation of dif-
ferent types of sexual activity (e.g., vagi-
nal intercourse, anal intercourse and oral
sex), the frequency with which he changed
partners, the frequency with which he en-
gaged in different types of sexual inter-
course, the incidence and prevalence of
particular sexual practices within differ-
ent reference periods (ever, since January
1990 and in the preceding four weeks), the
frequency with which he had paid for sex
or had had one-night stands, and his sex-
ual orientation over the past 10 years.

* Current Wife or Partner. Questions in this
section focused on the social, demographic
and economic characteristics of the re-
spondent’s current partner or wife, the
couple’s sexual relationship, their contra-
ceptive practice and sexually transmitted
disease (STD) prevention behavior before
and after they were married (or before and

after their relationship began, if they were
not married) and the number of pregnan-
cies during their relationship. With the ex-
ception of questions on pregnancy and
pregnancy prevention, items in this section
applied to both male and female partners.
* Previous Marital Relationships. This sec-
tion included questions similar to those
in the preceding section (although there
were fewer) about behavior in previous
marriages for respondents who had been
married more than once or who were cur-
rently divorced or widowed.

*Other Nonmarital Sexual Partners. These
questions concerned the people (other than
his wife or current partner) with whom the
respondent had engaged in oral, anal or
vaginal sex since January 1990; the ques-
tions focused on demographics and on
sexual behavior, contraceptive use and
S5TD prevention. More questions were
asked regarding relationships that had last-
ed one month or more than for shorter
term relationships. With a few exceptions,

Table 1. Breakdown of the sample universe for
the 1991 National Survey of Men (NSM-I), by
unit and number in unit

Sample unit No.
Addresses 20,086
Vacant/not a housing unit 2,434
Housing units 17,652
Households 17,652
Not screened 1,238
Screened 16,414
Screened households 16,414
Male ineligible 11,663
Age 11,311
Language 180
Other 172
Male eligible 4,751
Eligible males 4,751
Not interviewed 1,430
Retused 1,284
Other* 146
Interviewed 3,321

“Includes interviews that were partially completed or were deemed
1o be unusable.
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‘questions in this section were applicable
to both male and female partners.
o Nonsexua! Partiers. Questions in this sec-
tion centered on the people with whom
the respondent may have had a relation-
ship since January 1990, but with whom
he had not engaged in oral, anal or vagi-
nal sex, and with whom he may or may
not have engaged in other types of sexu-
al activity {petting or mutual masturba-

tion, for example). Specific questions were

similar to those in the preceding section,
but were fewer.

» Health and Risk-Teking Behavior. The in-
cidence and prevalence of infertility, STDs
and any related treatment, as well as of
smoking, drinking, drug use, needle-shar-
ing and other risk-taking behavior (such
as drinking and driving, seat belt use,
speeding, and sexual behavior under the
influence of alcohol or drugs) were ex-
plored in this section.

* Attitudes, Perceptions and Knowledge. These
questions covered the respondent’s knowl-
edge of, attitudes about and perceptions
of health-related and contraception-relat-
ed issues: properties of different contra-
ceptive methods (such as effectiveness,
side effects and degree of interference with
sex); attitudes toward sexuality, pregnan-
cy, abortion, and transmission and conse-
quences of AIDS and a number of STDs
(e.g., gonorrhea, syphilis and herpes); expe-
rience of human immunodeficiency virus
(HIV) testing; perceived susceptibility to
AIDS; and personal risk assessment.

*We do not know what impact using, female interview-
ers may have had on the reliability of answers to some
of the more sensitive items. The effect on data quality of
using female interviewers will be formally assessed soon
in an examination of couples’ reporls of sexual behav-
iors in a subsample of the survey. The second wave of
the NSM will employ both male and female interview-
ers, which will allow us to compare results by the inter-
viewer's gender. A previously published review of in-
terviewer effects supgests that respondents generally are
more likely to report sexual behaviors to female inter-
viewers than to male interviewers (see: . A, Catania et
al., “Methodological Problems in AIDS Behavioral Re-
search: Influences on Measurement Error and Partici-
pation Bias in Studics of Sexual Behavior,” Psychelogical
Bulletin, 108:352-353 1990).

tWe are conducting a comprehensive analysis of nonre-
sponse in the NSM-I, based on data from the 20000 or so
screening interviews, and will examine differential re-
sponse rates according to age, race, marital status, house-
hold size, houschold composition, and place of residence
of all eligible men in the sample frame. We will compare
respondents with nonrespondents on the basis of these
characteristics to determine the extent of possible self-se-
lection into or out of the survey. We do not have a com-
plete record of the reasons for refusals, primarily because
the interviewers were not specifically instructed to as-
certain these in detail. If such reasons were volunteered,
they were recorded on the screening forms. These most
likely are incomplete and tess informative than one would
wish, but a content analysis of these comments may
nonetheless shed some light on the issue of nonresponse.
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»Condam Moditle. The questions in this sec-
tion concerned the men’s reasons for using
or not using condoms, their brand prefer-
ence, their preference for specific proper-
ties (lubrication or ribbing, for example),
the incidence and prevalence of condom
breakage and leakage, and various attitu-
dinal items related to condom use.

* Follow-up Information. Because the NSM-
[ is part of a longitudinal survey, the re-
spondent was asked to provide two ref-
erences—friends or relatives who did not
live with him—and to report his work or
school address, his intentions to move (in-
cluding his future address, if known) and
his social security number. This informa-
tion is being used to trace respondents
from the baseline survey who are subse-
quently not living at the address at which
they were first interviewed.

e [nterviewer Observations. Immediately
after leaving the respondent, the inter-
viewer assessed the quality of the inter-
view and the respondent’s perceived
truthfulness regarding questions on sex-
ual activity, contraception and pregnan-
cies, as well as the respondent’s overali de-
gree of cooperation.

= Seif-Administered Questions. The last items
consisted of a set of self-administered at-
titude scales measuring self-esteem, locus
of control, and attitudes toward marriage,
plus three subscales measuring alien-
ation—normlessness, social isolation and
powerlessness.

Data Collection and Processing
All data collection and processing was car-
ried out by the Institute for Survey Re-
search at Temple University, in Philadel-
phia. Potential respondents received no
advance notification of the study. The na-
ture of the survey was explained to the se-
lected respondent after the screening in-
terview, first orally, by the interviewer, and
then in a written introduction in a letter
handed to the respondent. This letter also
served as the respondent’s informed con-
sent. Both the oral explanation and the let-
ter explicitly referred to the health impli-
cations of the spread of STDs and AIDS
and to the link between sexual practices,
preventive behavior and the risk of infec-
tion.. The respondent was told that he
would be asked questions on his sexual
and health behavior, including specific
sexual practices and disease prevention
practices. The privacy of the interview and
the confidentiality of the information col-
lected were stressed, and respondents
were assured of anonymity.

All interviews were conducted in person
using a standard questionnaire; the self-

administered instrument was completed
by the respondent. The oral portions of the
questionnaire were administered entirely
by female interviewers.* The average in-
terview lasted 80 minutes. The survey de-
sign did not specifically call for race-match-
ing of the respondent and the interviewer,
but because of the stratification and the
clustering of the sample areas and because
of the oversampling strategy used, a large
majority of respondents were interviewed
by an interviewer of the same race.

A total of 206 interviewers and nine re-
gional field coordinators were recruited
for the field work; of these, 189 interview-
ers and seven coordinators worked on the
survey. (The remaining interviewers and
coordinators either did not want any as-
signments or were deemed unsuitable for
the study.) The interviewers and coordi-
nators were trained in nine four-day train-
ing sessions.

Of the 189 interviewers, 91% were ex~
perienced in interviewing; all were at least
high school graduates, 41% had had some
college education, and 32% were college
graduates. Completed interviews were
edited, check edited, coded and check
coded by the Institute staff. All data were
entered by the in-house staff using key-
to-tape equipment and were verified by
a second key-to-tape operator.

Response Rates
Ideally, to avoid nonresponse bias, a re-
searcher would identify and interview all
eligible persons in a target sample . Because
this never happens, response rates in so-
cial surveys—especially in those that deal
with sensitive issues—have consistently
been considerably below the ideal.! This
survey, with an interview response rate of
70%, is no exception. As Table 1 shows, the
large majority of nonrespondents refused
to be interviewed, but inanadditional 146
cases, interviews were unusable or only par-
tially completed or potential respondents
did not keep interview appointments.t
(Among those who were in the eligible age-
group, 180 were ineligible because they did
not speak English, 58 were too ill to be in-
terviewed, 102 had maved out of the sam-
ple area before being interviewed and 12
were ineligible for other reasons.)
Seventy percent is a respectable response
rate for a survev of sexual and health be-
haviors, given the highly sensitive nature
of the questions. The National AIDS Be-
havioral Surveys, a recent national prob-
ability survey of HIV-related risk factors
among the general heterosexual popula-
tion, obtained a response rate of 70% by
telephone. The investigators note that this
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rate compared favorably with the re-
sponses to other telephone and face-to-
face surveys in this field, and that nonre-
sponse in their survey was unrelated to
the topic of investigation.2

A second type of bias results when re-
spondents deliberately do not answer spe-
cific questions or do not have the required
information. Such item nonresponse in the
NSM-1 was generally below 2% and was
often as low as().2%, even for sensitive ques-
tions about the incidence of one-night
stands, the trading of sex for money or
drugs, and the respondent’s STD infection
status and experience with anal intercourse.
Furthermore, item nonresponse appears to
have been random rather than systematic.

Given the interview response rate and
the trivial level of item nonresponse, we
believe that data from the NSM-I provides
useful estimates of the prevalence of many
contemporary behaviors that heretofore
were not available.

Sampling Error

The extent to which estimates based on
survey data differ from true population
values depends on the extent of sampling
and nonsampling error. Nonsampling
error arises from nonresponse, misre-
porting, miscoding and other errors, and
is usually not calculable. Sampling error
arises from the natural variability associ-
ated with using a portion of the population
to make inferences to the total population.
Sampling theory permits the estimation
of sampling errors when measurable pro-
bability designs are used.

How close a sample estimate is to the
population value can be determined by
confidence intervals, which describe the
probabilistic relationship between the
sample estimate and the population value.
The size of the confidence interval around
a sample parameter is also influenced by
the sample design, the sample size and the
proportion of the survey respondents fal-
ling into a particular category.

Unlike the use of a simple random sam-
pling design, use of a stratified and clus-
tered sample design requires sampling
variance estimates to be based on the re-
lationship of the variance between pri-
mary selection units to the variance with-
in primary selection units. The ratio of this
sampling variance to the variance that
would have been obtained if a simple ran-
dom sample had been used is known as
the design effect.? The larger the design ef-
fect, the larger the effect of the complex
sample design on the sampling error.

Standard errors based on the assump-
tion of simple random sampling under-
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Table 2. Standard errors for given values of estimated percentages (p/q), by race, according

to base population, 1991 NSM-I

_Base Whites Blacks .
population  .05/.95 .1/.9 2/8 317 .46 5.5 0595 .1/.8  2/8 3.7 46 55
50 827 849 894 939 983 1028 520 550 6.09 667 726 785
100 444 466 511 555 600 645 331 361 420 478 537 596
250 2.14 236 281 325 370 415 238 247 3.06 3865 424 482
500 .37 159 204 249 294 338 1.80 209 268 327 386 445
1,000 088 121 168 211 255 3.00 161 191 249 308 367 426
1,500 086 1.08 153 198 242 287 1.55 184 243 3.02 361 419
2,000 080 102 147 181 236 281 152 181 240 288 358 4.16
2,500 076 098 143 188 232 277 1.50 179 238 297 356 414

Nate:g=1-p.

estimate the true value of the variance in
a complex (e.g., stratified and clustered)
sample design. In Table 2, we provide
standard errors for various estimated per-
centages, separately for the white and the
black samples; these have been adjusted
for design effects that result from not using
a simple random sample. Using these
standard errors, one can calculate approx-
imate 95% confidence intervals by multi-
plying the standard error by 1.96, then
adding the result to and subtracting it
from the estimated percentage. For ex-
ample, for a value of 60% in a base popu-
lation of 2,000 in our survey, the lower
bound of the confidence interval would
be 60—(2.36x1.96), or 55.4%; the upper
bound would be 60+(2.36x1.96}, or 64.6%.

Weights

After the survey was completed, the final
sample was weighted to reflect differen-
tial sampling rates, as wetll as to account
for multiple households, multiple eligi-
bility and differential nonresponse. The
final weight assigned to each male re-
spondent was the product of five compo-
nents: sampling weight, screening weight,
eligibility weight, nonresponse weight
and poststratification weight.

*Sampling Weight. The sampling weight
compensates for deviations from an equal
probability design and is defined as the
reciprocal of a respondent’s probability of
selection. In this case, the sampling weight
was the product of the listing area eth-
nicity weight and the housing unit weight.
The listing area ethnicity weight adjust-
ed for the oversampling of the housing
units in the black oversample and was the
inverse of a listing area’s probability of se-
lection. The housing unit weight, the in-
verse of the housing unit’s selection prob-
ability, was assigned to housing units in
a dwelling when more than one such unit
was discovered in a given dwelling.

= Screening Weight. Because not all house-
helds in the sample were successfully
screened for eligibility, we adjusted for

screening nonresponse. We first weight-
ed all households by the sampling weight,
and then calculated a separate screening
response rate within each cell of a three-
way cross-tabulation of households ac-
cording to listing area ethnicity (black and
white), census region (Northeast, South,
Midwest and West) and population size
(less than 50,000 and 50,000 or more). The
screening weight was the inverse of the
screening response rate in a given cell and
was allocated to respondents according to
their respective cell.

» Eligibility Weight. According to the pri-
mary eligibility criterion for the NSM-I, re-
spondents were to have been born be-
tween January 1, 1951, and December 31,
1971, or to be between ages 20 and 39 if the
respondent’s birthday was not known.
The sampling design specified that one
male respondent per household was to be
selected; consequently, the eligibility
weight, which compensated for house-
holds with more than one eligible male,
was the inverse of a respondent’s proba-
bility of selection within the household—
or, more simply, the number of eligible
men in the household. |

* Nonresponse Weight. Since not all eligible
men in the sample participated in the sur-
vey, nonresponse weights were calculat-
ed to adjust for differential participation.
These were obtained by first weighting all
eligible men by the product of the sam-
pling weight, the screening weight and the
eligibility weight, and then by calculat-
ing an interview response rate within each
cell of a three-way cross-tabulation of re-
spondents by listing area ethnicity, cen-
sus region and population size. The non-
response weight was the inverse of the
response rate in a given cell and was al-
located to respondents according to their
respective cell.

« Poststratification Weight. To align the sam-
ple with the U.S. population on the basis
of social and demographic characteristics,
poststratification weights were obtained
after the sample was weighted by the
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product of the sampling, screening, eligi-
bility and nonresponse weights. First, the
sample and the population it represented
were stratified by age (younger than 30 or
30 and older), race (black or white), edu-
cation (less than high school, high school
or more than high school) and marital sta-
tus (never-married or ever-married). Sub-
sequently, weights were obtained within
each cell of the four-way cross-tabulation
of these strata by taking the ratio of the
proportion of the population in that cell
to the proportion of the weighted sample
in the same cell. Respondents were allo-
cated a poststratification weight accord-
ing to their respective cell.

The final weight was the product of the
five weights described above. It was scaled
to the sample size to produce a self-weight-
ing sample with a mean weight of 1.00 and
a standard deviation of 1.16. The minimum
and maximum values of the final weight
were 0.07 and 11.40, respectively.

Discussion

The spread of HIV infection in the Unit-
ed States has emphasized that we need in-
formation about sexual behavior if we are
to understand both the AIDS epidemic
and the social processes involved in be-
havioral change. It is widely recognized,
though, that research on sexual behavior
in the United States is in an underdevel-
oped state. Since Alfred Kinsey and his
colieagues used social science techniques
in the 1940s to document the sexual be-
havior of American men and women,*
both the volume and quality of sex re-
search have been uneven, particularly re-
search about behaviors known to spread
HIV and other STDs.5 Furthermore, the
defects of Kinsey's own work are widely
known—among them the lack of proba-
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bility sampling and the disproportionate
recruitment of respondents from college
campuses and the Midwest.

The NSM-1 is one of the few national sur-
veys based on a probability sample that
have focused on the sexual behavior of
men. Given the difficulties inherent in con-
ducting a sample survey on such a sensi-
tive issue, the data from the NSM-I de-
scribed in the four accompanying articles
in this issue are encouraging. Most impor-
tant, the successful execution of the NSM-
I should erase any doubts about the feasi-
bility of conducting surveys on sexual
behavior or about the willingness of the
public to cooperate. It is evident that such
surveys can obtain response rates that are
as acceptable as those obtained in surveys
of less sensitive topics. It is also encourag-
ing that other surveys of sexual behavior
and health have produced similar results,
despite using a different methodology.®

Obtaining direct measures of sexual, con-
traceptive and health behavior similar to
those sought in the NSM-I in an unobtru-
sive way is not only impossible, but also
rarely socially acceptable. Consequently,
researchers must rely on individuals’ self-
reports of their behavior. Because many
questions are sensitive and personal, it is
naive to expect everyone to answer them
accurately; there will always be some un-
derreporting and overreporting of behav-
ior. Moreover, there will always be a cer-
tain amount of imprecision because of
recall problems. Combined with problems
of selective participation and nonresponse
bias, such errors, if unchecked, could com-
promise the ability to draw inferences from
the survey data.

Nevertheless, questions about errors in
the data should not lead to the outright
rejection of findings from survey-based

studies. Although it might be difficult to
provide convincing evidence of the relia-
bility and validity of data derived from
surveys, the research literature contains
important demonstrations of the consis-
tency, reliability and validity of measures
of sexual behavior. Furthermore, when
data on human behavior are obtained by
means of surveys of probability samples
of the population, we can use statistical
theory to make inferences about the pop-
ulation and avoid the myriad of biases in-
lherent in convenience sampling or other
types of subject recruitment.

As more surveys on the health and sex-
ual behavior of the U.S. population are
conducted, we will be able to better assess
the reliability of the NSM-I findings. More
important, such surveys will enable re-
searchers, scientists, service providers and
policymakers to regularly monitor the
public’s response to STD and HIV pre-
vention programs.
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SPECIAL REPORT

State Legislation on Reproductive Health
In 1992: What Was Proposed and Enacted

By Terry Sollom

try considered more than 1,300 mea-

sures dealing with abortion, family
planning, sexuality education, infertility,
maternal and infant health, sexually trans-
mitted discases (STDs), and AIDS. Fewer
than 115 bills were approved, and 21 were
later vetoed. What follows is a summary
of state legislative activity in 1992.*

In 1992, state legislatures across the coun-

Abortion

The 1992 legislative term was relatively
unproductive in regard to the enactment
of abortion-related legislation, even
though 320 bills—more than two-thirds
of them antiabortion measures—were in-
troduced. New restrictions on access to
abortion services passed in a handful of
states; on the other hand, several actions
were taken, either by lawmakers or vot-
ers, to guarantee the right to abortion.

Status of Legal Abortion

Although the U.S. Supreme Court’s June
1992 ruling in Planed Parenthood of South-
eastern Pennsylvania v. Casey declared that
attempts by states to make early abortion
iliegal will not be permitted, Casey’s out-
come showed that the Court is just one vote
short of the majority required to overturn
Roe v. Wade outright. In anticipation of that
possibility, four states—Connecticut, Mary-
land, Nevada and Washington—have en-
acted protections for abortion rights since
1989, either through legislation or referen-
da. All are operational, including the law
in Maryland, where in November 1992 vot-
ers approved a ballot referendum (passed
by the iegislature in 1991) that codified the
basic parameters of Roe by guaranteeing
the right to abortion until fetal viability and

Terry Sollom is a policy analyst at The Alan Guttmach-
er Institute, Washington, D.C,, and is editor of Wasfring-
ton Meme and State Reproductive Health Monitor: Legista-
tive Proposals and Actions. This article summarizes material
contained in Volume 3, Issue 4 (Decoember 1992), of State
Reproductive Health Monitor.

Volume 25 Number 2, March/April 1993

beyond that point when the life or health
of the woman is endangered or when the
fetus is deformed. Antiabortion activists
in Arizona placed a measure on the No-
vember 1992 ballot to prohibit most abor-
tions in the state, but voters rejected it.

Aside from the two abortion referenda,
31 legislative measures to preserve wom-
en’s right to abortion and ensure access to
services were introduced in 17 states; an-
other 24 bills to prohibit most abortions
were submitted in 10 states. None of the
abortion ban measures was enacted, but
legislation in Kansas to repeal criminal
abortion laws was approved. The new law
is a controversial compromise measure
that guarantees the legality of abortion
prior to fetal viability, but also includes a
parental notification requirement for mi-
nors seeking an abortion and a provision
mandating an eight-hour waiting period
for all women, after a lengthy, detailed
counseling session. It prohibits cities and
counties from further regulating or re-
stricting abortion and makes blockading
an abortion clinic a misdemeanor.

Parental Involvement
The Supreme Court has ruled that if states
adopt either a parental consent or a two-
parent notification law, they must at least
provide the minor with some type of “by-
pass.” In recent years, to ensure that minors
who are unable to talk to their parents re-
ceive counseling and the benefit of adult in-
volvement, some states have devised routes
other than the traditional judicial bypass,
ranging from required consultation with a
physician, psychologist or other health pro-
fessional to discussion with a member of
the clergy or with another adult relative or
adult who knows the minor well. At the
end of 1992, 23 states were enforcing some
kind of parental involvement law.

Of the 63 parental involvement mea-
sures considered in 1992, three with non-
traditional by pass clauses were approved

and one with the traditional judicial by-
pass was vetoed; in addition, a tradition-
al law enacted in 1990 was amended to ex-
pand the medical emergency exception
clause. Several measures to repeal or soft-
en existing statutes were introduced, but
none became law; several bills to require
consent or notice were defeated.

In Wisconsin, a drastically amended
conventional parental consent measure
was approved, with several exceptions
and alternatives endorsed by abortion
rights advocates. Besides containing a ju-
dicial bypass option, this one-parent con-
sent law allows any adult family member
older than 25 to give consent, has excep-
tions to consent that include minors who
may commit suicide or whose pregnan-
cies resulted from incest or sexual assault,
and contains a “clergy waiver” that per-
mits clerics to file an affidavit asking the
judge to allow the abortion without par-
ental involvement because they have per-
sonally counseled the minorabout her op-
tions and about involving her parent.

The abortion rights bill signed into law
in Kansas contains a provision that one
parent be notified when a minor seeks an
abortion; a judicial bypass option is avail-
able. If the minor’s physician determines
that an emergency threatens her health,
safety or well-being, or if there is a re-
ported charge of incest involving a parent,
then notification can be waived.

Voters in Maryland approved an abor-
tion rights referendum containing a one-
parent notification requirement that does
not include a judicial bypass option, al-
though it allows notice to be waived if the

*Six legislatures (in Arkansas, Montana, Nevada, North
Dakota, Oregon and Texas) did not convene sessions in
1992. In 25 states (Alaska, California, Delaware, Geor-
gia, Hawaii, lllinois, lowa, Kansas, Maine, Michigan, Min-
nesota, Nebraska, New Hampshire, New York, Nerth
Carolina, Ohio, Oklahoma, Pennsylvania, Rhode Island,
South Carolina, Tennessee, Vermont, Washington, West
Virginia and Wisconsin), legislation was carried over from
the 1991 to the 1992 session.
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minor’s physician determines that she is
mature enough to give informed consent
or that notice would not be in her best in-
terests or may lead to physical or emotional
abuse. The legislation vetoed in Virginia
was a standard one-parent notification re-
quirement with a judicial bypass option.

Counseling and Waiting Periods

Since the late 1960s, 13 states have enact-
ed mandatory preabortion counseling
laws (under the rubric of “informed con-
sent”) coupled with waiting periods, and
another four states have enacted coun-
seling laws without waiting periods. Only
two of these were being enforced at the
end of 1992. The Supreme Court struck
down waiting periods and this type of
counseling in 1983; in Casey, however, the
Court upheld such requirements as not
presenting an “undue burden.”

In 1992, 41 counseling or waiting peri-
od bills were introduced in 24 states, but
just one, in Kansas, was enacted, as part
of the new abortion rights law. The law re-
quires an eight-hour waiting period after
a woman has given her written informed
consent, and requires that the state-man-
dated information include risks of and al-
ternatives to the abortion procedure; the
gestational age of the fetus; and the risks
associated with childbirth. The only other
operational law, in Mississippi, was en-
acted in 1991 and went into effect in Au-
gust 1992 after it had been delayed by sev-
eral court actions. It requires a woman to
wait 24 hours for an abortion after receiv-
ing compulsory, state-determined coun-
seling. In December, the Supreme Court
turned down an appeal for review of the
appeals court decision upholding the law;
a similar provision in Pennsylvania was
found constitutional in Casey, butas of the
end of 1992 it was not operational.

Public Funding for Low-Income Women
In 1992, 13 states provided state funds for
abortions for low-income women: several
other states funded abortions only for rea-
sons such as rape, incest, fetal deformity or
graverisk to the woman'’s health. All other
states funded abortions only in cases where
the pregnant woman’s life was endangered.
In late 1992, the new governor of Alaska di-
rected the state department of health to
change its nonrestrictive policy and to fund
abortions only when a physician certifies
that an abortion is necessary to prevent

*These were clinic licensing bills pertaining strictly to
abortion facilities; it is possible that other bills introduced
in 1992 dealing with outpatient clinics, doctors’ offices
or hospitals could alse have had an impact on the licen-
sure and operation of abortion facilities.
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death or disability or to ameliorate a con-

-ditien harmful to a woman’s physical or

psychological health, or when a pregnan-
¢y results from rape or incest. After nu-
merous public hearings, the state attorney
agreed to enforce the new policy; a court ac-
tion is expected before the regulation goes
intto cffect, sometime in February 1993.

Although 34 bills were introduced in 14
states to overturn funding bans, provide
greater access for women in need or reverse
laws that allow funding in most cases, none
was enacted. In New York and West Virgin-
ia, legislation to end nonrestrictive fund-
ing for abortion was introduced. Measures
aimed at expanding funding included an
lowa bill to provide funds when a preg-
nancy puts a woman's health at risk; an
Illinots measure to delete language from
the publicaid code that bans coverage ex-
cept in cases of life endangerment; an at-
tempt in Massachusetts to require equal
access to abortion under Medicaid; Min-
nesota and Pennsylvania bills to remove
the life-only requirement and allow abor-
tion for medical necessity; a Rhode Island
measure to require coverage for victims of
rape or incest; and a Wisconsin bill to elim-
inate funding prohibitions.

Clinic Licensing and Harassment
While most abortion facilities, like other
outpatient providers, are already licensed
through state or local agencies, licensing
requirements aimed solely at abortion
clinics are usually designed to make the
provision of services more difficult. In
1992, seven measures on clinic licensing
were introduced in Alabama, Kentucky,
Mississippi, New York, Oklahoma and
South Carolina,* but none was enacted.
An eighth bill, sponsored by prochoice
lawmakers in California, would have
made it unlawful for “pregnancy crisis
centers,” staffed by antiabortion activists,
to advertise or to operate as a clinic with-
out a license, but the governor vetoed it.
In 1992, 16 bills to protect clinic em-
ployees, patients and property from vio-
lence and harassment, and ensure access
to abortion facilities, were introduced in
10 states, and two were enacted. The
Kansas law makes blockading an abortion
facility a misdemeanor punishable by a
six-month jail sentence, a $1,000 fine, or
both. A new California law makes ita mis-
demeanor to intentionally prevent another
person from entering or exiting a health
care facility, school or place of worship.

Family Planning
Legislative proposals dealing with preg-
nancy prevention, particularly among

young and low-income women, continue
to provoke debate and controversy. Ever
though none of the more radical propos-
als was approved, some legislation per-
taining to hormonal contraceptive im-
plants (e.g., Norplant), sexuality education
and condom distribution in schools was
examined at length and voted on, with a
few such measures becoming law.

Clinics and Abortion Counseling
Enforcement of the 1988 Title X gag rule,
which the Republican ad ministration pro-
mulgated to prohibit abortion counseling
at 4,000 federally funded family planning
clinics, was expected to put a heavy finan-
cial burden on those clinics and states that
decided not to comply, thereby forfeiting
federal funds. Early in 1992, when imple-
mentation of the rule was imminent, the
governors of Massachusetts, New Jersey,
New York, Rhode Island and Vermont ex-
pressed opposition and pledged replace-
ment funds for clinics in their states, al-
though only Vermont appropriated funds
for services should the gag rule become
operational. (In January 1993 President Bill
Clinton rescinded the gag rule.)

Contraceptive Implants

In 1992, 62 bills introduced in 26 states con-
cerned family planning and contraceptive
issues, with many related in some way to
hormeonal implants; one was enacted and
one was vetoed. The new law, approved
in Louisiana, requires the department of
health to provide public assistance recip-
ients with family planning information and
services, including information about ab-
stinence but excluding information about
abortion. The department is required to
compile a list of contraceptive methods and
devices, including the hormonal implant
but excluding “abortifacients.” A recipi-
ent who chooses to use a method on the list
is guaranteed an examination within 14
days of her initial request; after the exam-
ination, the method is made available
within seven days. The vetoed measure, in
California, would have required the de-
partment of health to provide written no-
tices to all applicants for and recipients of
Aid to Families with Dependent Children
(AFDC) and Medi-Cal about the avail-
ability of family planning services and de-
vices, including the implant.

Since the Food and Drug Administra-
tion’s approval of the implant in Decem-
ber 1990, it has become available to all eli-
gible clients of Medicaid agencies in all 50
states. A few legislators have introduced
bills providing financial incentives to poor
women for use of the implant or mandat-
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NORPLANT SYSTEM

levonorgestrel implants
Lasts five years...yet is reversible

BRIEF SUMMARY OF PRESCRIBING INFORMATION. CONSULT THE PACKAGE LITERATURE FOR
FULL PRESCRIBING INFORMATION.

Indications and Usage

The NORPLANT SYSTEM is indicated for the prevention of pregrancy and is a long-term {upto
5 years) reversible contraceptive system. The capsules should be removed by the end of the 5th
year. New capsules may be inserled al that time if continuing contraceplive protection is desired.
Contraindications

1. Active thrombophiebitis or thromboembotic disorders. 2. Undiagnosed abnormal genital
blecding. 3. Knawn 0r suspected pregnancy. 4. Acute liver disease; benign or mafignant liver
tumors. 5. Known or suspecled carcinoma of the breast.

Warnings

A WARNINGS BASED O EXPERIENCE WITH THE NORPLANT SYSTEM

1. Bieeding Irregulasities — Most women can expect some variation in menslrual bleeding patteras.

trregular menstrual bleeding, intermenstrual spotting, prolonged episodes of bleeding and spotting,

and amenatrhea may occur, and could mask symptoms of cervical or endometrial cancer. Overall, *

these irregularities diminish with continued use. Because amenorrhea may occur, missed
mensteual periods cannot serve as the only identifier of early pregnancy. Perform pregnancy tests
whenever pregnancy is suspected. If pregnancy occurs, the capsules must be removed.
Hemoglobin concentrations found in clinical trials generalty indicated that reduced menstrual blood
10s$ is associated with NORPLANT SYSTEM use. Blood foss resulting in hemoglobin values
consistent with anemia octurred rarely.

2. Delayed Follicutar Atresia — Alresia of the follicle is sometimes delayed, resulting in enlarged
follicles hat are clinically indistinguishabte from ovarian cysts. In the maijority of women, enfarged
foilicles disappear spontaneousty. Rarely, they twist of rupture and surgical intervention may be
required.

3. Ectopic Pregnancies — Ectopic pregnancies have occurred among NORPLANT SYSTEM users,
although clinical studies have shown no increase in the rate of ectapic pregnancies per year among
NORPLANT SYSTEM users as compared with users of no methad or of (UDs, The incidence among
NORPLANT SYSTEM users (1.3 per 1000 woman-years) was significantly below the rate estimated
for noncomraceptive users in the U.S. (2.7 10 3.0 per 1000 woman-years). Ectopic pregnancy risk
may increase with duration of NORPLANT SYSTEM use and increased weight of the user. Rule out
eClOpic pregnancy in any patient presenting with lower-abdominal pain.

4. Breasi-feeding — Steroids are not the contraceplives of first choice for lactating women,
Levonorgestret has been identified in breast milk. Limited ¢ata suggests no significant eftects on
infant growth or heaith when mothers used the NORPLANT SYSTEM beginning 6 weeks after
parturition.

5. Forelgn-body Carcinogenesis — Rarely, cancers occur at foreign-hody intrusion sites or old
scars. None has baen reported in NORPLANT SYSTEM clinical triats and risk to users is judged to
be minimal.

6. Thromboembelic Disorders — Remove capsules if active thrombophlebitis or thromboembolic
disease develops. With prolonged immobilization removal should be considered.

8. WARNINGS BASED ON EXPERIENCE WITH COMBINATION (PROGESTIN PLUS ESTROGEN)
(RAL CONTRACEPTIVES (OCs)

Nate: Many of the side effects or risks listed below are thought lo be estrogen-relaled; the
association of the NORPLANT SYSTEM progestin-only methad 1o these risks Is unknown.

1. Cigarette Smoking — Cigareltte smoking increases the risk of serious cardiovascular side efiects
from comtined OC use. Risk increases with age and heavy smoking (215 cigarettes/day) and is
quite marked in women over 35 years oid,

2 Flevated Blood Pressure — Increase in biood pressure has been reported in combination 0C
users; prevalence increases with long exposure.

. Thrombeembolic Disorders and Other Vascular Problems — An increased risk of
thromboembalic and thrombotic disease is associated with combination OC use. Estimate of
relative rigk is 4- 1o 11-fold higher for users vs. nONusers.

Cerebrovascular Disorders: Combination OCs increase the relative and attributable risk of
cerebrovascular events {thrombotic and hemorrhagic strokes). Generally, rigk is greatest among
hypertensive women > 35 years of age who smake.

Myocardial Infarction (M1). An increased risk of MI has been attributed to combined OC use. This is
thought to be primarily thrambotic in origin and fefated 1o the estrogen component. Increased risk
occurs primarily in smekers or women with other underlying risk factors for coranary-ariery
disease. Relative risk of hean attack tor combined GC users is estimated as 2 t0 6 times that for
nonusers. Absolute risk is very low for wamea under 30 years old.

Studies indicate a signiticant trend toward higher M1 and stroke rates with increased progestin
doses in combination OCs. However, recent data indicated no increased M risk with past use of
levonargestrel-containing 0Cs.

4. Carcinoma — Recent gvidence in the literature Suggests no association belween 0C use and
increased risk of breast cancer in the overall population of users. The Cancer and Steroid Hormone
(CASH) study also showed no latent effect on breast cancer fisk for at least a decade following
jong-term use. Some of these same studies have shown an increased relalive risk of breast cancer
in certain subgroups; no consistent patiern has been identified. Some studies suggest an
association between combination GCs and an increase in Lhe risk of cervical intra-epithelial
neoplasia in some poputations of women. The extent to which such tindings may be due 10
ditterences in sexual behavior and ather factors remains controversial. A cause-ang-etiect
relationship between combined OC use and breast or cervical cancer has rot been established.
Gombination OCs may decrease ovarian and endometrial cancer risk. Irregular bleeding pattems
associated with NORPLANT SYSTEM use could mask cervical or endometrial cancer symptoms.
5. Hepatic Tumors — Hepatic adenomas are associated with combination OC use; estimated
incidence is 3 events per 100,000 users per year. Risk increases after 4 or more years of use.
Hepalic adenomas are benign but may rupture and cause death through intra-abdominal
hemorrhage.

6. Ocular Lesions — Retinal thrombosis is associated with OC use and is believed to be related to
the estrogen component. However, NORPLANT SYSTEM capsules should be removed if Lherg is
unexplained partial oc complete vision loss; onset of proptosis or diplopia; papilledema; or retinal
vascular lesions. Undertake appropriate diagnostic and therapeutic measures immediately.

7. Use Belare or During Farly Pregnancy — Extensive epidemiglogical studies reveal no increased
visk of binh defects when OCs are used prior o gregnancy. Studies also do nat suggest 2
teratogenic etect when taken inadveriently during early pregnancy. No evidence suggests that risk
with NORPLANT SYSTEM use is gifferent.

8. Gatbladder Discase — Early studies reported an increased lifetime refative risk of gatibladder
surgery in OC or esitogen users. More recent studies, however, indicate that the relative risk of
galtbladder disease wita OC use may be miaimal: this may be relaled to use of 0Cs with less
estrogen and progestin conient.

Precautions

GENERAL:

1. Physical Examination and foliow-up — A complete medical history and physical examination
should be taken priof 1o implantation or reimplantation of NORPLANT SYSTEM capsules and at
feast annually during its use. Exams should include special reference 10 the implant site, blood
pressure, breasts, abdomen and pelvic ergans, including cervical cytology and reievant laboratory
tests. Rule out malignancy in cases of undiagnosed, persistent or recurrent abnarmal vaginal
bteeding, Women with a strong family history of breast cancer o who have breast nodules should
be monitored with particular care.

2. Carbohydrate Meiabolism — Altered giucase tolerance is found in some combination and
pragestin-only OC users. Eftects of NORPLANT SYSTEM on carbohydrate metabolism appear
minimal, Observe diatetic and prediabetic patients carefully while using the NORFPLANT SYSTEM.
Follow women being treated for hyperlipidemias closely if using the NORPLANT SYSTEM. Some
progestins may elevale LDL and may render control of hyperlipidemias more difficult. (See
Warnings.)

3. Liver Function — Consider remaving capsuies if jaundice develops. Stevoid hormanes may be
poorly metabolized in patients with impaired liver function.

4. Fluid Retention — Steroid contraceptives may cause some degree of fluid retention. Prescribe
with caution, and caretul monitoring, in patients with conditions poessibly aggravated by fluid
retention.

5 Fmotional Disorders — Consider removing capsules if significant depression occurs since the
symptom may be drug-related. Qbserve carefully those with history of depression and consider
removal if depression recurs 10 a serious degree.

6. Contact Lenses — Contact-lens wearers who develop visual changes or changes in lens
1olerance should be assessed by an ophthalmelogist.

7. Insertion and Removal — Insertion is advised during the first 7 days of the cycle or immediatety
1gllowing abortion to ingure that the woman is not pregnant and 10 assure contracepiive
effectiveness during first cycle of use. Capsules may be inserted at any time during the cycle
provided pregnancy has been excluded and 2 nonhormonal contraceptive method is used for the
remainder of the cycle. Insertion is not recommended before 6 weeks posipartum in breast-feeding
women. Follow insertion and remova! instructions closely. Healthcare prafessionals are strongly
advised lo be instructed in the procedures befare they attempt them. Proper insertion just under the
skin facilitates removals; proper insertion and removal should result in minimal scarring. It alf
capsules cannot be removed at first atiempt, attempt removal tater when the site has heaed.
Bruising may occur at impiant site during insetion or removal. Hyperpigmentation may occur over
implant site but is usually reversible following removal. See Full Prescribing information for
Defailed insertion/Remavat Instructions.

B. Infections — Implant site infection has been uncommaon {0.7%); aseptic technigue and proper
insertion/removal reduces possibility of infection. Institute treatment if infection gceurs; remove
capsules it infection persists.

9. Expulsion -~ Expulsion of capsules was uncomman, frequency increased when capsule
placement was extremely shallow, was (00 close to incision, or when infeclion was present.
Replace expelled capsule with new sterile capsule. Treat and cure any infection before replacement.
Contraceptive efficacy may be inadequate with fewer than 6 capsuies.

10. Provisions for Removal — Advise women that capsules may be removed al any time for any
reason. Personne! instructed in removal technique shoutd perform removal on request of at the end
of 5 years of usage. Upon removal, dispose of capsules in accordance with Centers for Disease
Control Guidelines for biohazardous waste.

DRUG INTERACTIONS: Reduced efficacy (pregnancy) in NORPLANT SYSTEM users has been
reparted when phenytoin or carbamazepine were used concomitantly. Warn NORPLANT SYSTEM
users of possibie decreased efficacy with use of related drugs.

DRUG/LABORATORY TEST INTERACTIONS: 1. Sex-hormane-binding globulin concentrations are
decreased. 2. Thyroxine concentrations may be slightly decreased and triiodothyroning uptake
increased.

CARCINOGENESIS: See Wamings section and Full Prescribing (nformation.

PREGNANCY: Pregnancy Categery X. See Warnings section and Full Prescribing Information.
NURSING MOTHERS: See Warnings section and Full Prescribing Information.

INFORMATION FOR THE PATIENT: See Patient Labeling. Provide copy of patient labeling to the
patient. Advise patients that Prescribing |nfgrmation is avaitable upon request. Inform prospective
users of risks and benefits associated with NORPLANT SYSTEM use, with ather forms of
contraception, with no contraception, and about insertion/removal procedures. Informed consent
from all patients may be desired in light of techniques involved with insertion and removal.
Adverse Reactions

The following have been assaciated with the NORPLANT SYSTEM during first year of use: many
bleeding days or prolonged bleeding {27.6%). spotting (17.1%); amenorrhea (9.4%): irregular
{onsets of) bleeding (7.6%}. irequent bleeding onsets (7.0%}; scanly bleeding (5.2%); pain or
itching near implant site - usually transieat - (3.7%): infection at implant site (0.7%); remaval
difficulties affecting subjects - based cn 849 removals - (6.2%).

Controlled clinicat studies suggest that the tollowing, occurring during the first year, are probatly
associated with NORPLANT SYSTEM use: headache; nervousness; fiausea; dizziness; adnexal
enlargement; dermalitis; acne; change of apoetite; maslaigia: weight gain; hirsutism, hypertrichesis,
and scalp-hair loss. The following were reported with a frequency of 5% or greater during the first
year and possibly may be related o NORPLANT SYSTEM use: breast discharge; cervicitis;
muscuioskeletal pain; abdominal discomfort; leukarrhea; vaginitis.

Gverdosage

Overdosage may cause fluid retention wilh its associated eftects and uterine bieeding irregularities.
Dosage and Adminisiration

The NORPLANT SYSTEM consists of six Silastic® capsules, each containing 36 mg of the progestin,
levonorgestred. The total administered (implanied) dose i5 216 mg. Implaniation of all six capsules
should be performed during the lirst 7 days of the onset of menses by a healthcare professional
instructed in the NORPLANT SYSTEM insertion technigue. lnsertion is subdermai in the midportion
of the upper arm about 8 to 10 cm above the elbow Crease. Distribution shoutd be in a fanlike
pattern, about 15 degrees apart, for a total of 75 degrees. Proper insertion will facifitate later
remaval. (See Full Prescribing Intarmation for Detailed Insertion/Removal tnsiructions.)
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ing its use by women convicted-of certain
crimes or by mothers receiving public as-
sistance. In the 1991-1992 legislation term,
20 bills, amendments and welfare reform
proposals in 13 states—California, Colora-
do, Hawaii, Kansas, Louisiana, Mississip-
pi. Ohiog, South Carolina, Tennessee, Texas,
Virginia, Washington and West Virginia—
concerned the implant. The most extreme
proposals, if considered at all, were soft-
ened by amendments or defeated outright;
none became law. Many measures that did
not provide incentives or mandate use
(such as the previously mentioned laws in
California and Louisiana} sought to help
low-income women and substance abusers
gain access to the implant.

Attracting the greatestamount of atten-
tion nationwide were two bills in Tennessee
{neither of them approved) that, as initial-
ly introduced, would have established a
special program to offer initial payments
of $500 to AFDC recipients willing to use
the implant, and $50 annually while they
used it. After an outcry against the legis-
lation, two amendments were adopted—
one offering a $500 incentive for men re-
ceiving Medicaid to have a vasectomy, the
second changing the $500 cash payment to
a $500 scholarship for use at a state educa-
tional or vocational program. (Similar in-
centive legislation had been rejected in
Kansas, Louisiana and Texas in 1991.)

The legislator who sponsored the Kan-
sas incentive bill defeated in 1991 intro-
duced a measure in 1992 as well. It would
have required women convicted of a fel-
ony drug offense who were capable of
becoming pregnant to use the implant as
a condition of probation, with an excep-
tion for women whose doctor stated they
were medically unable to tolerate the im-
plant. This proposal was also rejected.

In Washington, legislation that died
without action would have permitted a
court to order the involuntary insertion of
the implant if a woman gave birth to a
baby with fetal alcohol syndrome or drug
addiction. The measure would have per-
mitted removal of the device six months
after the court found the woman to be al-
cohol-free or drug-free. A bill introduced
but not considered in Ohio would have re-
quired a woman whose baby was born ad-
dicted to undergo drug rehabilitation treat-
ment or agree to use the implant for five
years. A similar measure that did not pass
in South Carolina sought to authorize
courts to order implant use for any woman
whose infant lested positive for a con-
trolled substance; she would have been el-
igible to have it removed after successful-
ly completing a drug treatment program

Volume 25, Number 2, March/ April 1993

and remaining drug-free for two years.

Legislation designed to revise Missis-
sippi’s welfare payment system included
a provision mandating implant use for
any woman receiving state assistance who
had four or more children; women who
did not agree to implant use would have
their payments terminated. The measure
also sought to prohibit women from re-
ceiving assistance for an illegitimate child
born after they had enrolled in a state aid
program. The implant provision was later
dropped from the bill, which died when
the Jegislature adjourned.

Education and Prevention

In 1992, 73 bills on sexuality or health ed-
ucation were introduced; five were en-
acted, one was vetoed and two resolutions
were adopted. Thirty-five bills on teenage
pregnancy prevention and care programs
were proposed, with two enacted, and 22
bills on school health services or centers
were proposed, with one enacted.

The governor of Georgia vetoed a mea-
sure approved overwhelmingly by the
legislature that would have prohibited
school districts from providing sexuality
education that would “promote or en-
courage the violation of Georgia law.” The
governor pointed out in his veto message
that since antiquated state laws makeit il-
legal to engage in premarital sex and oral
and anal sex, the measure would have
made it impossible for teachers to instruct
on anything other than abstinence.

Of the five sexuality education bills ap-
proved in 1992, two dealt with issues con-
sistently raised when the teaching of sex-
uality matters is discussed. In Louisiana,
the enacted legislation provides that any
sexuality education instruction offered in
the public schools cannot include the re-
ligious beliefs or the moral and ethical
judgments of instructors on practices in
human sexuality. A new Alabama law
requires all public school curricula that in-
clude sexuality education or the repro-
ductive process to emphasize that absti-
nence is the only completely effective
protection against unwanted pregnancy,
STDs and AIDS, and that abstinence out-
side of marriage is the expected social
standard for unmarried school-age chil-
dren; additionally, all course materials on
contraception are to inciude the latest
medical information on rates of failure in
preventing pregnancy and disease.

A second measure approved in Louis-
iana allows schools to provide special sex-
uality education instruction to pregnant
and parenting females, regardless of grade
level. The governor also vetoed a bill that

would have limited AIDS education to
certain science courses in school systems
with no sexualily education; he expressed
concern that AIDS education would not
be available to all students. In California,
the importance of obtaining prenatal care
must now be discussed in all public school
health instruction.

In addition to these new laws, two non-
binding resolutions were adopted—a Col-
orado measure asking boards of education
to utilize curricula and teaching materi-
als that emphasize abstinence, and a
Hawaii resolution requesting the depart-
ments of health and education to devel-
op a “postpone sexual involvement” pro-
gram. Abstinence-focused bills also were
introduced, but not enacted, in lowa,
Maryland, Michigan, Missouri, New Jer-
sey and North Carolina.

Concerns about parental involvement
inateenager’s decisions on reproductive
health issues other than abortion were ex-
pressed in several measures. Many of the
sexuality education bills would have re-
quired students to obtain parental consent
to attend such a class; other bills-would
not have allowed a student to use a school-
based clinic or health center without first
having consent. In Kentucky, legislation
that died in committee would have pro-
hibited a physician from prescribing con-
traceptives to an unmarried minor with-
out written parental consent.

Legislation intended to prohibit the
distribution of contraceptives on school
grounds was introduced, but not enacted,
during 1992 in California, Massachusetts,
New Hampshire, New Jersey and New
York. In Louisiana and Michigan, how-
ever, measures not acted on would have
authorized school districts to make con-
doms available to students. Of 22 bills on
school health services introduced in 1992,
just one was enacted: The new law, in
New York, authorizes for a 15-year peri-
od projects that already provide compre-
hensive health services to public school
students. Georgia legislation to authorize
boards of education to establish school-
based health clinics (and require parental
consent) and Minnesota legislation to re-
quire reproductive health care as one of
the services offered in clinics in junior and
senior high schools died at adjournment.

Maternal and Infant Health

Despite large budget deficits and severe
program cutbacks resulting from the na-
tionwide economic recession, 380 state
bills were introduced in 1992 to establish
early intervention and swellness programs
for prenatal and infant care; prevention
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and treatment programs for pregnant
women using alcoholand drugs; infertil-
ity insurance coverage; and family or med-
ical leave for workers. More than 40 of
these bills were signed into law.

Medicaid Coverage of Prenatal Care
During a five-year period ending in 1991,
Congress passed seven laws requiring or
permitting states to expand Medicaid cov-
erage to pregnant women and families
with incomes above the normal income
cutoffs for Medicaid. In 1992, several of the
103 measures introduced that pertained
to prenatal care programs and insurance
coverage dealt with Medicaid. In Ohio
and Louisiana, legislation was approved
to adopt the Medicaid option of covering
pregnant women with incomes up to 185%
of the federal poverty level. (All states
must provide benefits to those with in-
comes up to 133%.) Lawmakers in Rhode
Island expanded coverage through state-
funded medical assistance programs for
pregnant women up to 200%.

Because of budgetary constraints, how-
ever, some state lawmakers proposed re-
trenchments in the program. Officials in
Arkansas contended that federal man-
dates caused a $52 million increase in
Medicaid expenditures. Combined with
a revenue shortfall and the state’s bal-
anced budget amendment, lawmakers
agreed to a rollback from the 185% option
to the 133% mandate. As a component of
the Florida governor’s 1991 Healthy Start
Initiative, Medicaid coverage for preg-
nant women and infants was slated to in-
crease from 150% to 185% in 1992, but the
legislature voted to repeal the expansion.
After the governor vetoed the measure,
compromise legislation allowed the 185%
option to be in effect until March 1993,
after which funding will drop to 150%.
Florida alse initiated an incentive pro-
gram to convince more obstetricians and
nurse-mid wives to accept Medicaid pa-
tients, by raising reimbursement rates to
competitive levels.

Legislation approved in Louisiana con-
tains a number of components to make
Medicaid more accessible, including sim-
plified application forms, the assignment
of health workers to locations frequented
by pregnant women likely to be eligible
for services, and the provision of expand-
ed or flextime Medicaid office hours. Inan
effort to overhaul and link all its various
maternity care programs, the Kansas leg-
islature enacted a bill giving state health
officials until January 1993 to develop a
plan to consolidate publicly funded pre-
natal care services under one agency.
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Perinatal Drug and Alcohol Exposure

A majority of the 62 bills pertaining to the
abuse of potentially harmful substances
during pregnancy sought either to offer test-
ing, counseling, referral and treatment ser-
vices or to require the posting of warning
signs or the establishment of task forces; the
remainder dealt with whether criminal
charges could be brought against pregnant
or postpartum women involved with sub-
stance abuse. Six bills were enacted, none
imposing criminal sanctions. In Kansas, a
comprehensive law requires health officials
to develop a risk-assessment profile to help
health care providers screen pregnant wom-
en for prenatal substance abuse and to give
such women first priority when they are
referred for treatment. A new law in Vir-
ginia gives pregnant substance abusers pri-
ority status for treatment in rehabilitation
facilities. Kentucky legislation expands ac-
cess to state-funded prenatal care services
and to substance abuse education and
treatment programs to include pregnant
illicit drug users of all incomes.

Infertility Insurance Coverage

As new technologies to treat infertility
have improved, more states are mandat-
ing health insurance carriers to cover some
or all infertility services. In 1992, 20 bills
regarding the provision of infertility in-
surance benefits were introduced; none
was enacted. Bills in Alabama, Alaska,
Florida, Kentucky, Louisiana, Missouri,
Vermont and Wisconsin would have re-
quired insurers to provide coverage for
some expenses incurred for infertility di-
agnosis and treatment. In Massachusetts
(where benefits are already mandated), a
bill that died would have allowed insur-
ance companies to withhold benefits from
unmarried women having in vitro fertil-
ization. To date, 10 states regulate health
insurance coverage of infertility costs.

STDs and AIDS

Although the number of Americans in-
fected with an STD is increasing, it is the
AIDS epidemic, with its accelerating case-
load, that has jolted legislators into action.
Of the 455 bills introduced in 1992 on issues
related to STDs and AIDS, the majority
dealt exclusively with AIDS; 34 were en-
acted. Following the pattern of the past 10
years, half of the legislation—223 bills in
42 states—pertained to testing, counseling,
reporting and confidentiality. Legislators
also continued their efforts on education
and prevention, with 80 bills in 28 states,
and on treatment and insurance coverage,
with 59 bills in 21 states. Although the
number of measures establishing criminal

penalties for human immunodeficiency
virus (HIV) transmission has decreased in
the past two years, legislators from 21 states
introduced 45 such bills in 1992. Another
eight sought to combat discrimination
against HIV-infected individuals.

Testing, Consent and Confidentiality
The ability of minors to make decisions re-
garding HIV testing and treatment was
the subject of two of 16 measures enacted
on testing, consent and confidentiality is-
sues. Although all 50 states allow minors
to consent to testing and treatment for
STDs, just six specifically authorize them
to consent to HIV testing. A new law in
Connecticut permits minors {o consent to
HIV testing, but requires parental consent
for any kind of treatment, with several
broad exceptions: For example, the physi-
cian can forgo obtaining consent if it
would result in delayed treatment.
Legislation amending I[llinois’s AIDS
Confidentiality Act provides that if a per-
son under age 18 tests positive for AIDS, a
health care provider must make a “rea-
sonable effort” to notify the minor’s par-
ent or legal guardian if, in the profession-
al judgment of the provider, notification
would be in the best interest of the minor
and if the minor has not agreed to notify a
parent. However, under the statute, a
health care provider acting in good faith is
not obligated to notify the minor’s parent,
and no civil or criminal liabilities can be im-
posed for a failure to do so. InMichigan, a
measure died that would have required no-
tification of parents when minors are being
treated for AIDS, STDs or substance abuse.

Education and Prevention Strategies

By the end of 1992, 33 states mandated
some form of HIV or AIDS education at
some level in the public schools, 14 states
encouraged such instruction and three
had no policy. Of 80 prevention or edu-
cation bills introduced in 1992, six were en-
acted and six were vetoed.

The debate over how best to teach AIDS
prevention in the public schools has centered
largely on whether sexual abstinence should
be emphasized over the use of condoms.
Laws passed in1992 in Alabama, Colorado
and Hawail specify that abstinence in-
struction should be emphasized in any kind
of sexuality or health education programin
the public schools. The measure vetoed by
Georgia’s governor would have required an
abstinence-only curriculum for the state’s
AIDS education and sexuality education
courses, and the bill vetoed by the governor
of Louisiana would have limited AIDS ed-
ucation to only certain science classes.
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DIGESTS

Landmark French and British Studies Examine Sexual
Behavior, Including Multiple Partners, Homosexuality

From 11% to 13% of men and 6%-7% of
women in France and Great Britain had
intercourse with at least two people in the
past year, according to data collected from
almost 40,000 citizens of these countries
who were recently surveyed on sexual be-
havior in the largest studies of this kind
conducted to date.! About 4% of men in
France said they had ever had homosex-
ual intercourse; the same percentage of
men in Britain said they had had a ho-
mosexual partner. Among the youngest
respondents in the French study (aged
18-19), almost half of women and more
than two-thirds of men had used a con-
dom in the last year. Many respondents
in the British study who had risk factors
for human immunodeficiency virus (HIV)
infection had been tested for the virus.

Sexwual Behavior in France
The French study was requested and fund-
ed by the French government. The survey,
conducted from September 1991 to Feb-
ruary 1992, drew telephone numbers at
random from all over France, then select-
ed the appropriate participant aged 18-69
from the households responding (that is,
the next person in the house to have a
birthday). A short questionnaire asked
about number of sexual partners; inci-
dence of homosexual or bisexual inter-
course and sex with prostitutes; and drug
use. If a respondent reported a risk factor,
he or she was given a longer questionnaire
that elicited a sexual biography and details
on psychological and social characteristics.
The long questionnaire was also issued to
a “control group” of 2,549 people selected
by their date of birth. There were ulti-
mately 20,055 questionnaires for analysis,
representing 9928 men (2,642 long ques-
tionnaires, of which 1,146 were controls)
and 10,127 women (2,178 long question-
naires, of which 1,403 were controls.)
French men reported an average of 11
sexual partners, while women reported
three; the total number of partners in the
past year was 1.2 for men and 0.9 for
women. Thirteen percent of men and 6% of
women said they had had intercourse with
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at least two people during the past year;
these proportions decreased significantly
with age. However, among those with at
least two partners in the past year, the per-
centages reporting more than one sexual
partner ata time increased with age: Among
those aged 18-24, 7% of men and 5% of
women had had at least two current sexu-
al partners at some time, compared with
34% of men and 52% of women aged 35-49.
Having had two or more partnersin the
past year was more common in urban com-
munities {18% of men and 10% of women)
than in rural areas (10% of men and 4% of
women). Among these multipartner het-
erosexuals, 18% of men and 10% of women
had had three or more new partners dur-
ing the previous year. These proportions
were 32% and 18% among homosexual and
bisexual men and women, respectively.
The proportions of respondents who re-
ported having had intercourse at least once
during their lifetime with a person of the
same sex were 4% for men and 3% for
women. These proportions were lower over
the last year (1.1% and 0.3%, respectively)
and the last five years {1.4% and 0.4%, re-
spectively). Homosexual and bisexual ac-
tivity among men was 4.7 times higher
among Paris residents than among rural re-
spondents. Among respondents who had
had homosexual intercourse at least once,
most had had sex with partners of both
sexes (82% of men and 78% of women).
Over the past five years, 3% of the men
surveyed had had sex with prostitutes;
such behavior was reported about five
times more frequently by Paris residents
than by rural respondents. Among men
aged 45-69, 10% had had first intercourse
with a prostitute, compared with 2%
among respondents aged 20-24. Only 0.5%
of men and 0.2% of women said they had
injected drugs. The researchers note, how-
ever, that people who inject drugs regu-
larly might be difficult to contact and may
therefore not be represented in the survey.
Condoms had been used during inter-
course at least once by 57% of men and
44% of women. The youngest subjects
were significantly more likely to have

used them than were older respondents
(among 18-19-year-olds, 80% of men and
48% of women used a condom at some
time in the past year). Women were sig-
nificantly more likely than men to have
used condoms for the first time over the
past year {10% of women vs. 5% of men
aged 18-24). Men were more likely to say
they used a condom for contraceptive
purposes (24% of men and 9% of women
in this age-group). Condom use was more
likely among those with several homo-
sexual or heterosexual partners—that is,
those most at risk of sexuaily transmitted
diseases or HIV infection. Among ho-
mosexual men aged 18-44 who had had
multiple partners, condom use during the
last year was about 75%; among men and
women with multiple heterosexual part-
ners, these proportions were 65% and
50%, respectively.

Sexual Behavior in Britain

The British study, which was privately fi-
nanced by the Wellcome Trust, was con-
ducted from May 1990 to December 1991.
Addresses known to be representative of
the national distribution of urban, rural
and metropolitan areas were selected. An
interviewer randomly selected an indi-
vidual aged 16-59 from each household.
The sample was weighted to adjust for
household size and different response
rates between regions. Using face-to-face
interviews, show cards and a self-com-
pleted questionnaire, interviewers col-
lected information on homosexual and
heterosexual experience, sexual practices,
number of heterosexual and hemosexual
partners, history of injecting drugs and at-
tendance at a clinic to treat an STD. The
number of participants was 183876.

The highest proportion of respondents
with two or more partners during the past
year (27%) was found among men aged
16-24, but another 27% in this age-group
said they had had no partners during this
time. The proportions with multiple part-
ners decreased with age: Among men
aged 25-34, 15% had multiple partners in
the past year; among men aged 35-44, this
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proportion was 9%, and among those
aged 45-59, it was 5%. Among women,
16% of 16-24-year-olds had had two or
more partners in the past year, compared
with 7% of 25-34-year-olds, 4% of 35-44-
year-olds and 2% of 45-49-year-olds. The
proportion reporting 10 or more partners
over a lifetime was lowest among those
aged 16-24 (16% of men and 5% of wom-
en), and was higher among respondents
aged 25-34 (31% of men and 10% of wom-
en) 2nd 35-44 (29% of men and 9% of wom-
en) than among those older than 45 (21%
of men and 4% of women).

Of the male respondents, 6% reported
some homosexual experience (as defined
by the respondent); 4% said they had had
a homosexual partner (defined as a male
partner with whom anal sex, oral sex or an-
other form of genital contact had occurred)
at some time and 1.4% reported a homo-
sexual partner sometime in the past five
years. Men younger than 35 were the most
likely to have had a homosexual partner
in the last five years (1.8%); over their life-
time, men aged 35-44 were the most like-
ly (5%). The highest percentage of men re-
porting homosexual partnerships was in
Greater London, where 12% said they had

had some homosexual experience, 9% said
they had ever had a homosexual partner,
and 5% said they had had a homosexual
partner sometime in the past five years.

Only 0.8% of British men and 0.4% of
British women said they ever had inject-
ed drugs; for drug use over the past five
years, these proportions were 0.4% and
0.3%. Respondents who lived in London
at the time of the survey were the most
likely ever to have injected drugs (2.1% of
men and 0.8% of women). Reports of in-
jecting drugs were almost entirely limit-
ed to respondents younger than 45 (1.0%
of men and 0.5% of women).

More than one in seven respondents
who had had five or more heterosexual
partners in the past five years had at-
tended an STD clinic during that time, and
approximately one in five who reported
10 or more partners over their fifetime had
ever attended a clinic. Among men who
reported homosexual partners, more than
5(0% who had had five or more in the past
five years had attended an STD clinic dur-
ing that time.

About 13% of respondents said they
had had an HIV test in the past five years.
The most frequently cited reason for hav-

Young Americans, the Unmarried and Blacks Are Most
Likely to Have Had Multiple Partners in the Past Year

A large number of American men and
women are at risk of acquiring a sexually
transmitted disease (STD) because they
have multiple sexual partners or have sex
with strangers. Young people, men, single
people and blacks are more likely than oth-
ers to engage in these high-risk activities,
according to an analysis of 1988-1990 data
from the General Social Survey (GSS)."

The GSS, based on a nationally repre-
sentative sample of U.S. adults aged 18
and older, is conducted annually by the
National Opinion Research Center, at the
University of Chicago. The GSS includes
adult men and women of all ages, and
asks several questions concerning sexual
behavior. For this analysis, investigators
examining data for a subsample of 2,896
respondents sought to identify factors as-
sociated with three behaviors that canin-
crease an individual's risk of acquiring an
STD: having two or more sexual partners,
having five or more partners and having
sex with a stranger.

Overall, 13% of respondents had had
two or more partners during the year pre-
ceding the survey; 3% had had five or
more; and 4% had had intercourse with a
casual date or pickup or had paid for sex

92

(see Table 1). About 1% had had at least
five partners and had also had sex witha
stranger {not shown).

Bivariate analysis showed that age, gen-
der, race and marital status were strong-
ly related to all three outcome measures
(p<.05). For example, respondents aged
18-24 were the most likely to have had
multiple partners and to have had sex
with a stranger (37% and 13%, respec-
tively); these proportions declined steadi-
ly with age (to 21% and 8%, respectively,
of those in their late 20s, and to 9% and 2%,
respectively, of those aged 40-49). Men
were twice as likely as women to have had
multiple partners (18% vs. 9%), and were
considerably more likely to have had sex
with a stranger (7% vs. 1%). Relatively few
currently married respondents (3%), but
sizable proportions of previously married
and never-married respondents, (17% and
35%, respectively), had had more than one
partner. Blacks were more likely than
members of other racial and ethnic groups
to have had multiple partners (25% vs.
11%), particularly black males, regardless
of marital status; racial and ethnic differ-
ences with respect to having had sex with
a stranger were not statistically significant.

ing done so was a blood donation (8% of
men and 6% of women}, but more than 4%
of men and almost 3% of women had done
so for reasons other than blood donation,
pregnancy, insurance or travel. Propor-
tions of those tested declined among re-
spondents clder than 45. More than 20%
of men and more than 25% of women who
had had five or more heterosexual part-
ners in the pas