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A BSTRACT 

This report descrihes a methodological stully in whkh an inlt'r"Ïl'wer-administl'rt'd 

questionnaire was developed for use among incarceratt'd injection drug lI!>t'rs (IDU) and 

assessed t(lr rdiahility. A conceptual framework postlllating psydlOsocio-ht'havioural 

determinants of condom use intention hast'd on tht' Tht'ory of Plannl'd Ikhavilllll 

(Ajzen, 1985) and the AIDS Risk Reduction Mode! (Catania et al, 1990) is Pfl'Sl'Iltnl 

first. This framework is specifically designed to indllde ekl11t'nts dt't'ml'lI rl'levant 1'0/ 

the planning of HIV lAIDS preventive interventions targt'lcd at incan:cralt'd 1 DU. 

Questionnaire elahoration then involved a qualitative l'licitation stully, contt'nt 

validation, pilot testing. assessment of the internaI consistt'Ilcy of l'Ïghtt'cn additivl' 

scales defined a priori, and test-retest analyses. Results i ndicate that it is pllssihk to 

ohtain reliable data from incarcerated IDU. This sels the stage for eventual aSSCSSI111'nt 

of construct validity to assist in the choice of relevant measurc:-. and fimling~ for 

consideration in the design of HlV/AIDS preventive puhlic health intcrvl'ntillns. 
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Ctci t!~t It compk-rtndu d'une étude méthodol()gique ayant pour but de développer un 

questionnairt nécessitant l'apport d'un jnt~rvicweur et d'évaluer sa fiabilité auprès 

d'utili~ateurs de drogues injectables (VOl) incarcérés. Un cadre conceptuel postulant des 

déterminant), p~ychosociaux et comportementaux de l'intention d'utiliser des condoms 

est propo),é il partir de la Théorit:: dt! l'action planifiée (Ajzen, 1985) et du "AlOS Risk 

Reduction ModeJ" (Catania et al., 1990). Ce cadre fût conçu spécialement afin d'inclure 

des éJémtnts pertinents à J'élaboration de programmes de prévention VIH/SIDA destinés 

aux UDI en milieu carcéral. Ensuite, l'élaboration du questionnaire a comporté une 

:Ipproche 'lualitative, une validation de contenu, un pré-test, l'évaluation de la fiabilité 

de dix-huit échelles de mesure sommatives défiilies a priori, et des analyses test-retest. 

Les résultats indiquent qu'il est possihle d'obtenir des données fiables auprès d'UDI 

incarcérés. La vérification de la validité conceptuelle des diverses mesures peut dès lors 

aller dt:: l'avant afin de déterminer la valeur utilitaire des données produites par ce 

questionnaire pour l'élaboration de programmes de prévention VIH/SIDA. 
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BACKGROUND INFORMATION 
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ln 19HH, following recommendations from the Federal Centre for AIDS, the 

Dcpartmcnt of Nationa/ Health and We/fare offered to support provincial governments 

in their efforts tn prcvent the spread of the Human Immunodeficiency Virus (HIV) 

among injection drug users (IDU). ft was proposed that multi-faceted pilot prevention 

progmmmes designed (0 reduce the transmission of Hf V among fDU and their sexual 

partners could he funded hy both federal and provincial levels of government on an 

equal cost-sharing hasis. Conù'tional to tïnancing 50% of the service delivery 

component, the federal government required that these projects include a 

"comprehensive and methodologically sound" evaluation compone nt funded by the 

National Health Research and Development Programme. After the programme 

demonstTiltion and evaluation period, provincial agencies would then have sorne 

necessary information to appraise the efficacy of the interventions and to decide 

whethcr thesc should he sustained as a community selvice. This initiative was to 

provide the impetus for the development of timely interventions across Canada. 

An examination of the Montreal drug scene at that period ievealed several elements: 

(1) Montreal had hecome il major port of entry for the il/icit distribution of both 

cocaine and hernin throughout Canada and Nonh America, making these drugs widely 

availahle in and around the city' (2) there were at least 30,000 IOU in the Montreal 

metropolitan rcgion;:' (3) only tcn pharmacies in the area accepted to sel/ injection 

equipment to mu without restriction;~ (4) shooting galleries were increasingly present, 

with Montreal urhan cnmmunity police reporting 50 sl.,ch hide-outs in the central 

portions of the city;~ and (5) resources to assist fOU in accessing detoxi ficati on, 

rehahilitation, and other drug-related services were of Iimited availability.5 In addition, 

two studies clearly demonstrated the presence of HIV infection among IOU in 

Montreal. An anonymous unlinked seroepidemiologic study conducted at St-Luc 

Hospital among 147 IDU hospitalized for acute detoxification between April 1985 and 

Mareh 19H7, revealed that 4,1% of these patients were positive for HIV antibodies.6 In 

a slmly examining risk factors fnr HIV infection among women incarcerated in a 

I11l'diul11 security COI rectional institution, 14.6% of 130 IOU volunteers were found HIV 

antihody positive. 7 Bascd on these two figures, it was estimated that HIV 

seroprevalenee in the JDU community of Montreal could be in the order of 10%8. This 

\Vas comparativl'ly high in contrast to l'ther Canadian cilies such as Vancouver and 
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Toronto where seroprevalence estimations were 1 to 3% and .., tn 4% ft'spectivdy 

among IOU9
• 

In this context, Montreal was quickly recognized as a l.'ritkal site for tht' 

implementation of a preventive intervention aimed at IDV. Experit'nct' in other cilÎl's 

had already shown that in the presence of HIV and of environmental l.'onditions whÎl'h 

promote behaviour facilitating its transmission, the incidence of HIV inth .. tinn and 

AIDS among mu could escalate dramatically within a short period of time. FOI 

example, in New York City, HIV antihody seroprevalence among JDU increaseJ from 

11 % in 1977 to 27% in 1979 and to 58% in 19M.1Il ln Edinhurgh (Scotland), HIV 

seroprevalence was 5% in 1983 and escalated to 51% in 1985.11 ln Bangkok (Thail:md), 

serosurveys conducted from 1987 to 1988 among IDU clinie attcndt'cs dcmonstratl'll 

rises in prevalence from 1% to 43%,t~ white another study in an olltpatient narcotk 

clinic between 1987 and 1989 showed an increase t'rom 16% to 45%.1 1 

Additional to the threat HIV presents to the mu suhclIltllre, is the potcntial for 

transmission of HIV infection from IOU to segment'i of the larger population. Il 1~ Il. 17 I~ 

19 A number of studies in the USA and Europe have shown that at least 40% of rDll 

are in sexual relationships with non-drug users~n ~I ~2 and that hetween 60 to 100% of 

heterosexually acquired HIV among non-drug using populations in certain arcas is 

currently related to sex with an mu or with a person who contracted HIV from an 

IOU.23 In particlilar, male IOU tend to preter non-drug users as scx partners Il has 

been estimated that the number of non-injecting women who are reglilar sexual partners 

of IDU is at least half as large as the number of persons who inject drugs. 11 And this, 

combined with the estimate that approximately one-third of rDU arc womcn of 

childbearing age,2~ highlights the manner hy which matc:rnal-foetal transmission of HIV 

infection can reach suhstantial levels in arc;)s wherc therc is li high concentration of 

IOU.~5 26 For instance, 70% of the pediatrie AIDS caSt!S reportcd in the US in 19XX 

resulted from maternai HIV infection acquired via injection drug use or hctero~exually 

from a male IDU.27 Overall then, injection drug usc entails ~cri()us potential for Brv 

transmission not only among drug users, hut also to D<>o-drug u~ing populations viii 

heterosexual and maternaI-foetal routes. 

ft was with the above considerations that a consortium representing seven health 

agencies and community groups interested in or directly implieated with JDU dahorate<./ 

) 
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the first demonstration project for JDU in Montreal submitted for joint federal­

provincial funding. J This project was named CACfUS-Montreal and service deJivery 

and evaluation2H were initiated in July 1989. The global aim was to reduce HIV 

tmnsmission associated with the horrowing and lending of needles/syringes and with 

unsafe sex practices in the lDU community of Montreal. Aside frorn implementmg a 

needle exchange site staffed by four nurses providing information, counselling and 

referral services, the demonstration project was characterized by a unique feature: an 

AIDS-preventive intervention aimed at JDU inmates in two major provincial 

correctional institutions on the island of Montreal. La Maison Tallguay houses as many 

as 200() women per year with a capacity of 150 at any one time; Le Centre de 

Détentioll de Montréal admits close to 12,000 men per year with a daily capacity of 

XSO individuals. Prison authorities estimated in 1989 that as many as 50% of the 

t'emale .,"d 30% of the male inmates could be IDU. 

To June 30 1991, a commllnity worker ensured the delivery of CA Cf US-Montreal 

prison activities in both institutions, with a focus on IDU. The objectives of the 

programme were: 

1) to develop knowledge among incarcerated mu concerning HIV transmission 

routes and risk reduction measures; 

2) to fadlitale the development of positive attitudes toward safer behaviours: using 

condoms for sex and c1eaning borrowed needles with bleach; 

3) to foster intentions to use condoms and bleach upon release from prison. 

The intervention WHS carried out on two levels. On a general level, pamphlets, posters 

and a video clip were used to alert ail inmates to the importance of the AlOS problem 

in the IDU community, to t'oster an appreciation of individual risk, to provide basic 

int~lll11ation on HIV transmission and prevention, and to puhlicize the CACfUS needle 

cxchangc and referral site. On a mOlè specific level, group interventions using 

interactive instructional games were developed and implemented for inmates.~9 These 

involved :,essions of H to 12 volunteers lead by the community worker on two 

consecutive days for periods lasting two and one half hours. The approach was based 

on the prrmise that games t:1dlitate knowledge and betief acquisition and that guided 

interactions can pwmotc discussion conducive to the alteration of attitudes in a non­

threatening \Vay. Evaluation of these broup-hased educational interventions entailed an 
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assessment of the impact of these activities on knowledge (K) ahout BIV transmission 

routes and risk reduction measures, attitudes (A) toward using condoms for Sl'X anù 

cleaning borrowed needles with bleach, and intent;ons (1) to adopl Ihest." prl'wntivl' 

behaviours in the future (KAI). KAI measures were ohlained l'rom group participants 

via standard questionnaires prior to and post-intervention. Changes in KAI helWet.'n 

sessions were proposed 10 provide an indication of the short tenn impm:t of the 

intervention upon volunteers. 

Whether the intentions measured in the KAJ study translated into prl'vl'ntivc 

behaviours remains unknown, as it was not feasible to ohtain follow-up hdlavioural 

information from inmates upon their release from prison. Evidence l'rom the USA and 

Europe indicates that significant proportions of JOU expressing intention to modify thcir 

behaviour tend to do so in response to the threat of AlOS and targcted prcvcntion 

programmes.22 30 31 32 33 34 3S 36 31 38 Since 1984, IOU are reporting illcreased usage of 

sterile injection equipment and reduced numhers of sharing partners. Nel'dle-sharing 

practices are increasingly regarded as antisocial. Nonetheless, complete c1imination of 

risk via needle use remain::. difficult to achicve for the majority of IDU, largcly as a 

consequence of the effects of drug consumption. Moreover, diverse stutlies report 

increasing levels of condom use among IDU, hut the overall usage ralcs tcnu 10 rl'main 

low and the extent of sexual risk reduction gencrally lags hehind drug usc risk 

reduction.11 
3

7 
3'1 10 41 Thus, studies indicate that despile progress in promoting intentions 

to adopt preventive hehaviours and in reducing risk hehaviours, there is still a worrying 

level of risk occurring among JDU popuJ<-ltions worldwkle, t:specially w;th respect to 

sexual behaviour.42 Since the only effective measure against HIV acquiSition IS currcntly 

behavioural change,32 42 43 14 45 1b 47 the general response to this disquieting situation is 

to ca)) for research which aims to underst:md tht predictors :md corrclates of risk 

reduction.48 
49 50 51 Such rescarch can identify conditions undt:r which indivlduab will 

respond to interventions and can eventually facilitate the formulation of scnsible 

prevention strategies. 

In light of the above, the CACTUS-Montreal KAI study provoked t'urther 

questioning: Which factors, aside l'rom knowledge and attitudes, undcrlic intentions of 

JDU to adopt HI V-preventive behaviours? An answer to this ljue~tion could plOl11otc 

further refinement of the prison group interventions so as to influencc IDU positively 
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toward achicvement of HIV risk rcduction. Specifically, an improved understanding of 

the proccsses that motivate and shape sa fer sexual behaviours appe&red as a particularly 

desirahle study outcome in view of the threat heterosexual transmission from IDU 

represenls for the entry of Hf V into the general population and in Iight of the less 

encouraging evidence with respect to sexual behavioural change. AJso, given that 

among safer sex alternatives, condom use generally appears as a more acceptable and 

realistic proposition than abstinence or nGn-penetrative sex for most individuals, it was 

decided to concentmte an investigation on the determinants of the intl"ntion of 

incarccrated fOU to use condoms upon release from prison. But tirst, a well-suited and 

rdiable data collection instrument must be developed for this study. 

6 



CHAPTER 2 

LITERATURE REVIEW ON DETERMINANTS 

OF CONDOM USE AMONO 

INJECfION DRUO US ERS 
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Initial questionnaire devdopment for a study on deterrninants of condom use 

intention among incarcerated JOU took place in the Winter of 1989. Prior to developing 

the questionnaire, puhli!thed rescarch which had examined determinants or correlates of 

condom use and factors mcdiating sexual risk hehaviour was reviewed. 

Overa", fcw studics had hegun either to examine factors which influence risk 

hehaviour or to investigate determinants of sexual behaviour change and condom use 

ln extensive rcviews of puhli.,iled reports describing behaviour change and their 

deferminanfs in response to the threat of AlOS, Becker and Joseph 43 and Coates et al.48 

documented that most hehavioural research had been conducted among "high risk 

groups", with a major focus on hOll10'iexuallbisexual men. In contrast, there was less 

information pertaining to the general population, including adolescents and young 

adults. Investigations of possihle correlatcs of risk behaviours and preventive practices 

wcrc of an exploratory nature and inc1uded cognitive, affective, and social variables 

such as: perceived risk of AlOS, perceived efficacy of preventive behaviours, perceived 

social norms and harriers ln behaviour change, social network characteIistics, knowledge 

ahout AlOS, and health heliets~~ ~.1 54 ~~ ~6 57 ~H w. Although initially sorne similar 

findings werc reported hctwccn studies involving homosexual/hisexual men and IDU48
, 

il was :.Iso rccognized that the majority of studies involving gay men could be of 

Itmiled generalizahility 10 other populations such as IDV. These studies generally 

rccruited urhan, middlc c1ass, nider, highly motivated and weil identified 

homoscxllal/hiscxual white men n 'H. In contrast, most IDU appeai to be disadvantaged 

socioeconomically and have il lower average Icvel of education, and a majority are 

Iikely hclerosexual'\ MI. These factors, added to the particular prohlems associated with 

drug addiction, may in turn intluence the context within which high risk sexual 

al.'lÏvilies occur and the uelerminanls of sexual risk reduction and condom use4348
• For 

our sludy purposes, an indepth revicw of research on determinants of safer sexual 

hehaviour and condom use among IOU was thus condllcted 10 identify which elements 

could he of mosl rdevance when considering this particular population. 

The Paris (19~7), Slockholm (1988) and Montreal (1989) International AIDS 

Conterellce pt'er-revlewed ahstracts were first cnnsulted. By their format, abstracts Iimit 

tht' alllount of IIlformation on a given suhject, hut nonetheless they are useful in 

providing timl'ly indications of new initiatives in the rapidly evolving field of 
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AIDS/HIV research. Then, Medline and Aidsline computerizl'd hihliographkal seardtes 

were conducted for the 1983-1989 interval, retaining only thost' journal puhlkations in 

English or French language. The reports sdected for thls review l'onsist nf thost' studÎl's 

examining factors upon which an intervention may impact tll promott' safer st'xual 

behaviour with respect to HlV transmission among IDU. 

A. PEER-REVIEWED ABSTRACTS 

The first surveys reporting on determinants of condom lise as a J11t'ans 10 ht'lp 

prevent HIV transmission among IDU are found in the 19HH Stockholm ahstracts. In 

a pilot study conducted in San Francisco am, ,ng mu attendillg a shorl-tl'rm lllltpatÏl'nt 

heroin detoxification programme (N=30), Gihson et al. tI
) round that reportl'd condom 

use was more Iikely among those with stronger feelings of personal susœptihility to 

HIV infection and a greatc'f sense of self-efticacy regarding adhercnce to saft, Sl'X 

guidelines and ahility to negottate safer sex. Mosely et al.h~ recruitcd 1 DU presl'nting 

for drug treatment in Brooklyn (New York) and examined knowlcdge and attitudes with 

respect to HIV transmission and condom use. The major finding from titis stully is tltal 

despite high levels of knowledge about HIV transmission and thc d"'ectivencs~ of 

condoms as a preventive measure, actual condom u~e among thesc IDU was minimal. 

Subsequent studies generally confirmed this amllng IDU in Baltimore" and in 

New York City methadone maintenance treatment programmes and dctoxilicatlon 

centres.M 65 66 

By 1989, several reports originated from research teams al the NélrcotÎC antl Drug 

Research Inc. in New York City (NDRI). Magura et al.l>l 1>7 collt'cted information t'rom 

IDU in methadone maintenance c1iflÎCs. Measures focused on knowlcdgc of AIDS risk, 

awareness of susceptibility to AIDS, self-efticélcy in avoiding ri~k, and hdicf~ ami 

attitudes around condom use. They t{lUnd that condom use among thcsc IDU was 

determined by specifie beliefs and attitudes such as: 1) helieving that condom lise <..Incs 

not eut down on enjoyment; 2) believing that sexual partncrs would not he insulted by 

requests for condom use; 3) and being willing to use condoms if partners a~ked them 

to. Also, facilitated peer support groups were found as~ociated with irnproved altitude~ 

toward condoms and increased condom use, irnplying an important rolt.: for pecr support 

and norms. Another team l'rom ND RI presented three studb conducted among IDU 



rccrUited through strct:l outreach contacts by neighbourhood ex-IOU workers. Elements 

l'rom the Health Belid Modd, Bandura's Self Efficacy Theory, and the Social Intluence 

Tht!ory wert! measured tn predict sexual risk reduction and maintenance of behaviour 

change. Tross cl al.6H reported that perceived current and future risk of HIV infection 

and having t'riends who practice sexua/ risk reduction are signiticant P lsitive predictors 

of sexual risk reduction (inclusive of condom use) among female IDU. Ahdul-Quader 

ct a1.6<' a/sn found that having fnends who made sexual hehaviour changes is a 

signitic:ant positiv~ prcdictor of ~t:xua/ risk reduction for male IDU. However for these 

men, in contrast to female mu, perceived susceptihility to HIV infection was not a 

predictor of ~exual risk reduction, whereas a sense of seIf-efficacy about heing able to 

make risk reduction hehaviour change was. With respect to maintenance of behaviour 

change, Des Jarlais et al. 711 found that helieving hehaviour change would successfully 

protect against HIV infection was a signiticant predictor among street-recruited IOU. 

Overall, the studies from NO RI indicated, among other factors, the important role 

of normative intluences in promoting hehaviour change. These studies 31so suggested 

that the Health Belief Modet (HBM) is not useful in its entirety. Perceived 

sllsceptihility to HIV and response efficacy are the two factors out of four which could 

he hdpful in promnting hehaviour change. In turn, a study examining the relative 

influence of health hclid's and social! envlronmental factors as they affect condom use 

among IDU did not provlde much support for the HBM. 71 Social/environmental factors 

predicted the largest amount of variance in condom use among hoth men and women 

fOU. Thert: were only very weak associations with health heliefs t{)f men - and none 

for women. Sodal/cnvironmental factors represent elements such as partner acceptance 

of condoms and peer norms. This again provides support for the role of normative 

intluences. 

Some studies concentrated spedfically on women involved in the drug using world 

and at high risk for HIV infection. This interest has heen based on the premise that 

women aft.' in il di-;advant:lged position in the face of their male counterparts when it 

~'oml'S to the implementation of safer sexual practices. Such studies report that there 

is a Ileeo to empower these women as strict gender mIes promoting subservience to 

nu:n. a low sense of self-efficacy, and feelings of inertia, isolation, stigmatization, and 

lo\\' seI f-esteem appear to impede proactive HIV risk reduction.n Skills building 
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sessions were found to enhance womens' perception of their ahility to Slll'~'t'ssfully 

negotiate safer sex with sexual partners and they were eventually I11llre likt'ly 10 l'arry 

condoms with them, to initiate safer sex discussions, and to have less St'X with 10U." 

Thus, the quality of interpersonal interactions with sex partners appear to hl' IInponant 

factors for the initiation and maintenance of HIV-prevt'nlive actions among WOl1lt'n who 

use or whose partners use injection drugs. 

B. JOURNAL ARTICLES 

Only two studies on the suhject of determinants of condom w\c/sexlIal risk It'duction 

among IDU were located in the scientitïc journals. 

Magura et al. 71 reported more details on the quantitative tindings of a ~'ross­

sectional study presented earlier.61 Two hundred and e1even sexually acliVl' 10U t'nrokll 

in methadone maintenance in New York City, and who had vollinteered for an AIDS 

demonstration/research project, completed a self-administered questionnaire on the 

factors influencing their decisions ahout condom use. Multivariate analyses tndicated 

that personal aCCF _'tance of condoms élnd expectations and communication within scxual 

partnerships exert the primary intluences on condom u~e for these 10U. 

Paulussen et a1.7~ published a unique study which analyzed Ihe detcrminants of 

condom use among IOU in the context of an eslahlished psychosocial /11odd. This 

Dutch research tl'am used Ajzen's Theory of Planned Behaviour7t· to me:lsure attitudl'S, 

social norms, self-efficacy, behavioural intentions, and resultant hehaviours among X6 

IDU with respect to us1ng a condom with varying partners. The largcM impact in tCIJll~ 

of explained variance on condom u~e intention and hehaviour was duc to pcrccpli()l1~ 

of sl'lf-efticacy. Social norms on the nther hand did not significantly explain any of the 

variance. The authors suggest Ihat lack of a social network is charactcristic of thi:-. 

group of IOU, forming a barrier for effective prevention formulatcd on the n'Isis (If 

normative intluences. Their tindings also suggcsted that even though IDU arc convinccd 

lhat they should use condoms, thcy are aware of their lack of ~kilJ~ in the actual 

performance of this AlOS preventive hehaviour. 
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c. CONCLUSION 

As of January 1990, the near totality of availanle data on the predictors of sexual 

risk reduction/condom u~c among IOU had been presented in peer-reviewed abstraets 

which gent:rally provîde k~s information. Also, several studies recruited IOU in cliniclll 

st!ttings, ~() lh;1I lheir rt~~ults may not ne entirdy applicable 10 the ove ra Il active JOU 

population as the~e individuals have already made sorne fmm of personal commitment 

tn ch;mge tht!lr lift!style. In spite of this, the data eontirm previous experience in the 

tïcld of hc;tlth promotion 10 the d'fcct that facts and knowlcdge are not cnough to 

change people 's health-related behaviours.4
' 17 78 79 Not surprisingly, differential effeets 

were noted accor~ing to sex, with women in disadvantaged and disempowered positions 

with n:spect to the prevention of sexuaJ HIV transmission. 

Overall, the data portray sexual hehaviour as a complex social interaction which is 

dttcrmined hy psychological as weil as by social factors. Health-related beliefs 

(perœived susceptihility, response efficaey, and self-efticacy), personal non health­

rclated helicfs, normative influences, social support, and teehnical, interpersonal and 

ncgotiation skills are among the significant predictors of condom use and/or sexual risk 

reduction among IDU, not unlike other populations studied '8• However, in arriving al 

these conclusions, most investigations apparently involved the study of an ad hoe 

collection of variahles, with limited justification for these choiccs. The variables seldom 

appeared If1tegrated into a conceptual framework hased on estahlished theory and 

models of health hehaviour, sllch that the inter-relationships between the variables 

rl'llUlin unknown. Also, it is possihle that in the ahsence of an estahlished reference, 

the asclihed variahle definitions could he rather specifie to each study. In this context, 

it hecomes difficult to assess the meaning and relevance of the tindings and to 

dt.'lermine how Ihey could he used in the formulation or l'valuation of a preventive 

intervention. Eventually. this impedes the ohtention of comparahle data across studies 

and the integration of tindings with one another over time. ThliS this review leads to 

similar ohservations as those of Becker and Joseph4~ and Coates et al.4R who cali for 

a murt.' systematic and integrated approach to the investigation of determinants of 

hehaviour in ail segments of thl: at-risk population. 
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Finally, no useful scales to measure spedtic dimensions with the fOU poplIlatinn Wt'fl' 

ohtained. [n most instances, the reports on:)' partially suggested how tht' variahll's Wl'n' 

mcasured, and only two stlldies provided indication that the Illl'trk propt,rtit's of tht' 

data collection instruments had heen evaluated.1>1 71 Unt'()('tunately. this dOt's Illlt ait t'st 

to the quality of the results in the reported studies l'ven though oftt'n tht'y appt'afl'd 10 

be very interesting. 



CHAPTER 3 

STUDY OBJECTIVES 
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This report presents the findings of a methodolo~ical study of whkh the ohjecliws 

were: 

1. To develop a questionnaire hased on a meaningful conceptual framewl1rk to ml'aSllfl' 

psychosocial determinants of the intention of incarcerated IDU to li St' condoms for 

HIV prevention upon re1ease from prison. 

2. To conduct initial reliability assessment of the questionnaire hy testing: 

a) its ability to elicit stable responses from a same individual on two scparalt.' 

occasions (test-rekst reliahility); 

b) the internai consistency of the scales comprising the questionnailt,. 

The use of a conceptual framework aids in the choice and detinition of variahles 

to mclude in the questionnaire and in the specification of pOlcntial rclalionships 

between them. By providing sorne dircction to the rescllrch effort, data interpretation 

may then oceur within a more meaningful context and the significancc of fimlings 

understood more c1early. In turn, elaboration and evaluation of preventive intervention:-. 

may be facititated. An initial assessment of reliability assists in further rl'finement of 

the questionnaire and in preparation for the examination of construct validity. The full 

sense of the conclusions resulting t'rom an investigation can only hl' estahlbhl'd with 

more certainty when the metric qualities of a questionnaire have heen estahlished. 

15 

_____ J 



CHAPTER 4 

THE CONCEPTUAL MODEL 
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A.OVERVIEW 

A basic premise undcrlying Ihis endt'avour is that a conceptu:!1 1ll00ll'l \.'iln prnvc 

useful lo guide rcsearch cxamining th~ determinants of a health-rdatcd hehaviour. 

When carcfully c1aborated, a cllnccptual modd serves several purposes: (1) to h.knlify 

areas of relevance t()r data collection; (2) to organize obs~'rvations into a c.'oht"t'nt 

framework; (3) to provide a matrix t()r data interpretation; and (4) to gt"1l'latt' 

hypotheses for future investigation, Its practical utility t()r hcalth research conSUl11l'lS 

is also of prime importance. Study tindings derived l'rom ;1 mt'aningful l'xpl,II1i1IIl1Y 

framework enable informed decision-making with respect tn the eventual content and 

structure of a preventive intervention. 

A conceptual mndel can he conceived of as a diagram ~)f proposcd causal linkages 

among a set of concepts believed to be related to a specitic health hehaviour and whkh 

renders explicit the alternative routes to a same endpoint.KO A concept is a factor \11 

variable which can be empirically observed and measured. Conceptual models difkr 

from theory in lhat they are usually conccrned with specifie types of hehaviour in 

specific contexts. In fact, they are most often informed by more than onc theory 10 

avoid partial and selected views. This is justifiable t()r the study of health hehaviours 

as there exists no c1ear consensus on their determinants.KI ln addition to concepts 

grounded in formai theory, conceptual modcls a/low the inclusion of proccsscs or 

variables which represent empi:-ical tindings. By definition then, conceptual mndels can 

embody specifically selected factors from diverse sources at multiple levels nf intlucncc 

and are flexible and adaptable to specifie situations. 

Developing a conceptual mode 1 can readily be descrihcd as a process of invention 

including both art and science. Thoughtful crcativity is neccssary to assemhle the 

elements deemed relevant into a meaningful ~lOd re~llistic motJe!. For this Sludy, four 

criteria were used to determine which theories/models and cmpirieal findrngs tn 

consider for inclusion. First, the theories/models/variahles must he applicahJe to the 

explanation of social behaviour in view of the social nature of scxual hchaviour. 

Second, they must be inclusive of the e1ements highlighted in the litcraturc review (d'. 

Chapter 2), and indications regarding the operationaltzation of the~e cJcment~ rnU'it he 

available. Third, evidence in support of the retaincd theones/modcJs must have heen 

documented in previous studies. Finally, the propo~cd variahle~ mu~t make ~cn~e in 
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light of our own impressions acquired in the course of previous interactions with the 

study population. 

Figure 4.1 prt:sents the conceptual model developed for this study. G]obally, the 

model revolves around Ajzen's Theory of Planned Behaviour76 
82 and Catania et a].'s 

Psychosocial AlOS Risk Reduction Model (ARRM).83 84 85 86 Ajzen's theory is an 

outgrowth of Fishhein's Theory of Reasoned Action.87 
88 Catania et al.'s model was 

recently developed to facilitate the conceptual organization of behaviour change and 

subsequent intervention development and evaluation in the context of AlOS. Bandura's 

notion of Self Efficacy89 90 91 is included in hoth models. To complete our model, 

clements of the Theory of Interpersonal Behaviour92 have been added. This latter theory 

h;,s J11lIDy simillirities with Ajzen's theory, although it is formulated somewhat 

differently and includes additional concepts of interest. Finally, the central dimensions 

of Fisher's model9
\ on the effects of reference group social influence on AIDS-risk 

hehaviour and AlOS prevention are included. 

Overall, the proposed conceptual model in Figure 4.1 appears amenable to the study 

of condom use in the context of HIV infection across a wide variety of populations. 

ft includes theories of social behaviour and models which were developed in particular 

response to the HIV lAIDS epidemic. And most importantly, its elements appear to be 

in concordance with the thoughts of researchers who have been working in the area of 

HIV prevention among IDU.~I .\5 71 Q4 

B. THE CONCEPTS 

A diagram of each theory/model composing our conceptual model is presented in 

Appendix 1. Excellent overviews of these are provided by Valois et al.,95 96 Catania et 

al.,K~ Godin"7 :md Fisher.9\ The pU/pose here is to define each concept retained for our 

moùel. 

Figure 4.1 illustrates how bella'J;oural i"te"t;oll is the dependant variable under 

Sludy. This is ddined as (\ person's suhjective perception and report of the probability 

tltat s/hc will evcntually perform a particular behaviour. According to Fishbein,87 

Ajzen.7
t. N1 Catania et al. s~ and Triandis, 9~ hehavioural intention is a strong predictor of 

eventual hehaviour in as much as conditions which facilitate its performance are 

pn'sent. Behavioural intention itself is predicted by the remaining concepts denoted in 
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the diagram. For purposes of c1arity, relationships amongst the independt.'nt variahlt.'s 

have not been iIIustrated. However, sorne interaction is possihle. 

The first two e1ernents are essentiaily l1t.':ved from Ajzen's Thenry of Planned 

Behaviour: 

Attitude toward the behaviour (Att): This concept represents an emotional rcspnnse, 

that is, the degree of positive or negative affect towards a given hehaviour.7t, 9~ ln turn, 

according to Ajzen, an attitude is determined by a personal subjective analysis nf tht.' 

advantages and disadvantages inherent in the adoption of a given hchaviour. This 

encompasses beliefs concerning the probable consequences of tire he/ravioli" (C'B) and 

the eva/uation of each consequence (EC). By multiplying the perceivcd Iikt.'lihood of 

occurrence of each consequence by its perceived cost/hendit impact on the person, and 

summing these products, wc obtain an indirect estimate of attitude toward a specifie 

behaviour based on the person's salie nt beliet"s about the consequences of that 

behaviour (Att=l:[CB*EC]). This "expectancy-value" dimension is akin to the "cognitive 

determinant" of behavioural intention presented by Triandis. 

Subjective nonns (SN): This concept refers to a person,,1 subjective analysis of the 

normative social influences exerted by one's reference group upon one's hehaviour. lt
• '/\ 

Specifically, it is an individual's perception of the opinion held by his/her rcference 

group as to whether s/he should adopt a given behaviour. Accon..ling tn Ajzen, this 

construct is in turn determined by the individual's perception of each significant oth\!r's 

opinion concerning the appropriateness of the given behaviour for him/hcr (ie normative 

beliefs) (NB) and the motivation to comp/y (M) with each of these signiticant (lthers. 

By multiplying a normative belief strength by the motivation to comply with the 

signiticant other holding the belief, and summing the resulting prodllcts, we ohtain an 

indirect estimate of the personal subjective norm for il given behaviollr hased on the 

person's perception of what hislhel significant others think (SN=~[NB*M]). 

The next four elements are derived frorn the Theory of Interpersonal Behaviollr:'1] 

Role beliefs: These represent one's personal opinion regarding the appropriatt: type of 

hehaviour a group of individuals in a similar social position ollght to have in the face 

of a given issue. This can he thollght of as a person's rules of bchaviollr for others. 

Self cOllcept: This construct refers to the personal l'valuation of the pertinence of a 

behaviour for oneself. ft taps into feelings of ohligation to adopt a hchaviollr, so that 
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it may he considered a moral norm. This belief differs from normative beliefs in that 

the pcrson's final choice does not de pend on the opinions of others, but rather on 

hislhcr own. 

Aecording ln Triandis,92 previous experiences or habits are predictive of eventual 

hehaviours, to the extent that behavioural performance is contingent on intention. Two 

dimensions of "previous experience" are incorporated in our model: 

Prev;ous behav;our: This construct considers previous condom use, behaviours which 

increase the potential for HIV transmission, as weil as indicators of unprotected sexual 

activily. 

CommuII;cat;oll patterlls 011 condom use: This refers to the ability to communicate 

ahout sexual issucs, which is essential to successfully engage a sexual partner in 

hehaviours which impede transmission of HIV. 

The remaining variables in our conceptual mode) are from the ARRM, a three­

stage psychosocial model designed to conceptualize the processes that may influence 

change in bchaviours which promote HIV infeclion.85 Each successive stage is a goal 

to :tchieve and is intluenced by factors which are hypothesized to foster motivation 

lhrough the change process. This model was developed in response to inconsistent 

results in the Iilerature rcgarding the determinants of behaviour change. Previous studies 

generally did not account for the fact that change is a process and that conditions 

which give rise to intermediate steps in the process may be quite different from those 

that intluence suhsequent efforts to aetually perform a new behaviour. Depending on 

where one is at in the process of change, different determinants are found, thus leading 

to inconsislencies hetween studies. This model then allows to determine if people are 

in fael engaged in a change process, where they are at in this process, and why they 

fail ln progress over time. Educational messages can then be tailored 10 assist their 

movement through the process. 

As depictcd in Appendix 1, the ARRM can be summarized as follows: Stage 1 

involves personal recognition of risk for HIV infection and is conducive to labellillg 

belun';ours as high risk alld problematic for HIV acqu;s;t;oll. At stage two, 

individuals make a commitmellt to modify their high risk behaviour. Finally at stage 

three. people seek and enact solutions directed at reducing their high risk activities. 
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Only stages 1 and 2 are inc\uded in our concepmal modt'l, where \.'ommillllt'nt 10 

change is equated to hehavioural intention, 

The first stage (Iahelling) is postulated to hl' intluellced hy the prt'Sl'Ilù' of at kast 

three factors: 

1. KIlowledge of the risks of HIV trallsm;ssioll assodated with a given hehaviour. 

2. Perceived susceptibility to HIV acquisition. 

3. Aversive emotiolls, which are feelings of anxiety arollsed hy recognition that HIV 

infection/AIDS is undesirable and threatening to one's integrity. 

At stage two, individu aIs reach a firm decision to make hehavioural changes and 

commit strongly to that decision. Five factors intluence this proccss: 

1. Perceived costs: the perceived degree of Joss of enjoymelll and pJeaslirc causcd hy 

performing a new hehaviour as compared to previous experience. 

2. Perceived bellefits: the perceived effectiveness of a preventive hchaviour in reducing 

negative health consequences (ie response eJficac.y). This is in the domain of 

personal opinions. 

3. Kllowledge of the health ulility of the preventive hehaviour: this is more within the 

realm of the person's awareness of faets, in contrast to his/her own pt'rsonal 

opinion. 

4. KllOwledge of Ilecessary skills as to how to incorpomte a new behaviour il1tn onc's 

repertoire in a satisfying, safe and enjoyahle manner. 

5. Self-efficacy: this is defined as a personal suhjective helief in onc's own situation­

dependant ability to pertorm a behaviour that will producc the dcsircd outcomes. 

The first to propose this construct was 8andura.H'1 '/fi '/1 Ajzen al:.;o ouill on titis 

concept, which he termed "perceived hehavioural control". This is the cOl1strucl 

which he added to Fishoein's Theory of Reasoned Action to further explain the 

determinants of behaviour in his Thl!ory of Planned Behaviour.'IH " Generally, when 

confronted with a difficult task, individuals with a higher sense of self-efticacy tend 

to be more perseverant in attaining their oojectives.'19 

a) A more reccnt ven.ioll 01 t.Jlcn'~ '1 heory 01 "Irlnncd IIchrlvlour Wd~ propo.,cd ln 1991"' ,lIId i~ III u~lr.ltcd III 

Appendix 1 This vC"'lOn '\pccllies determmant'\ of pcrcclvcd bchdvlour,,1 control (J'BC) dlong Ihe "aruc forlll.ti a., 
the determinanls of allitude~ and subjective normlo BchclÎ; regdrdmg the prc'>CnLe or al,.,ellu· 01 fat lor .. whlt h 
facllitate or block behavlOur (FB) and evaluation of the inten ... ty 01 Ihe dlctl 01 Iht-.,t- I"c!ol'\ (kHi) on Ihl! 
adophon of behaviour are the 2 con.,trucll. propoo,cd (PBC=l:[I·B·I~FII!) 

21 



·f 

Finally, the ARRM postulates that social cOlltext is influential on the overall 

proœsses proposed. For instance, networks and norms can influence whether an 

individual labels risky behaviour (stage 1) by affecting the quantity and quality of 

health knowledge available and by providing rewards and sanctions for certain 

hehaviours. The lahelling proeess may also be intluenced by the presence of individuals 

in the environment whose high risk behaviour leads ta disease. Social factors and 

community norms can also have considerable influence on cost-benefit analyses and 

pcreeived self-eftïcaey (stage 2). An impression that significant others are succes~ful 

at adopting a hehaviour, tinding it easy to incorporate and enjoyable, and are reducing 

thdr chances of negative health consequences, are ail social conditions that reinforce 

the notion that change is possihle and will he beneficial and not too costly. Overall, 

Catania's reference to "social context" is similar to what Fisher93 has termed 

"informational social influences", where members of a social group can serve as a 

source nf information for one another aside l'rom exerting social pressure. 

To complete the description of our conceptual model, two final points must be 

highlighted. FifSt, variables such as sociodemographie data, personality traits, and 

cultural values are considered external to our model. We adopt the contention that !heir 

intluence is filtered through beliefs and other elements of the model.76 
92 Second, to 

ohtain a measure of hehavioural intention which will most likely retleet eventual 

hehavioural performance, this construct must be stated in very specifie terms.S8 
100 The 

general ii1tention to avoid HIV infection will not be effective in predicting any 

particul:tr nehélviour. The intention, as weil as the independent predictor variables, must 

then he spcdtied along four dimensions: action (which behaviour?), comext (where/in 

which situation?), time (when?), targel (with who/how?). Our eonceptual model thus 

rl'tluires Ihat we examine one specifie behaviour al a time to be able to achieve any 

conclusive evidence. 

c. COMMENTS 

The HIV lAIDS epidemic ereates a context different from that in whieh research on 

health hehaviours has typically been conducted. The threat presented by HIV infection 

is comparatively unique in that it is of extreme seriousness and requires short term 

~:hangcs in hehaviours of a socially complex nature. For many individuals, it is 
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reasonable to believe that the adoption of recurrent condom use represents a complex 

social task. The multiple clements of our mode! attempt to caplure titis ''ealun', whill' 

representing the cartier tindings derived from the literature review. 

Empirical evidence in support of the models and theories we have used for tht' 

elaboration of our framework is available across a vllriety of seUings and populations. 

Ajzen's Theory of Planncd Behaviour has bcen applied to numerous s;~ldics which 

report encouraging findings for the plediction of hehavioural intention. 1I
1! As titis Ihenry 

was not specifically designed ln address health oehaviours howl'vcr. thefl' an' 

proportionately few studies which have veritied its applicahility in this domain. Tht' 

theory has heen used in studies examining l'l'male college studtmts' intention to lnsl' 

weight,I02 preferred sexuaJ strategies for reducing risk of HIV infection among sexually 

active homosexual men and heterosexual men and women,IO.\ and adolescents' intentions 

to use condoms with a new sexual partner in order to prevent STD/AIDS. H11 JII~ ,,1ft Il 

has al80 been used for the evaluation of an educational programme to promote condom 

use among male sludenls al a vocational training school,lI17 and in a Sludy of saler sex 

behaviour in a cohort of HIV -positive individuals. l(~ Triandis' modcl has not gcnt' 1 alt.'d 

as much research, but has been applied with success in several studics. Thesc includc 

the prediction of oral contraceptive use,'0'1 the intention to have children. 1J1I scat helt 

use,1Il and the prediction of exercise intention and behaviour.9~ The ahove study hy Otis 

et al. HJ6 also included elements l'rom Triandis' theory, and found that thcsc werc 

important determinants of the intentions of high school students to USe condoms with 

a new partner in the context where the female partner was alrcildy taking oral 

contraceptives. Bandura's postulate that sclf-efticacy is a major conncclion hetwcel1 

cognition and action is confitmed with remarkable consistency across li wide range of 

health applications, supporting the notion that self efficacy is an important determinant 

of present and future health behaviour and of health behaviour change. 112 
III II~ m III. 

Finally, evidence is accumulating in favour of the recent AlOS Risk Reduction Moud 

from studies of sexuaJ behaviour patterns rehlted to J-fIV transmi~si()n in gaylhisexual 

men,83 adolescent females attending family planning centres,M people aUending antihody 

testing centre8,85 and unmarried white, black and hispanic hetero~exuab.k/, This moud 

has a]so been used to study predictors of needlt! sharing among ]DU.III 
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It is important to note that our conceptual model is largely based on a cognitive 

approach, where a person's behavioural intention is explained by hislher beliefs and 

perceptions. One of the must useful aspects of this is that, contrary to the widely cited 

Health Belief Modcl, IlK 119 betiefs that are unrelated to health issues can be considered 

dcterminants of health behaviours. This is particularly relevant to sexual behaviour 

which is potentially more intluenced by non-health motives than health motives.J20 For 

cxample, bcliefs concerning pleasure, intimacy, comfort, and convenience can have a 

much more immediate effect on sexual behaviour than those pertaining to the long term 

hendïcial health effects of condom use. This by itself may partly explain the 

instahility of tindings and the paucity of support for the Health Belief Model (HBM) 

in AIDS research.J~J On the other hand, delving into peoples' beliefs and perceptions 

may lead them (and health educators) to presume that they should have control over 

their he .. lth and are Iiable for whatever negative health events occur in their lives. This 

evcntually could influence the resulting validity of the study findings. For instance, one 

may feel compelled to justify and rationalize hislher actions and not offer an accu rate 

rctlcction of his/her actual thoughts and intentions. Also, such placement of 

responsibility on the individual tends to neglect the fact that not ail behaviours are 

rational and under one's control,IOJ m as can be the case when trying to use condoms 

with an uncooperative sexual parlner. Thus, this justifies the study of situational 

contexts and norms and sociosexual interactions when considering condom use. 

However, although wc have attempted to account for social context and norms, our 

mode! can still be characterized as rather individualistic as the study of social factors 

gcncrally is in the realm of the individual's perceptions. This apparently reflects a trend 

whcreby models of hehaviour change currently informing health promotion generally 

appear 10 rely on under-developed conceptions of social structure and cultural 

processes. m Although we recognize this weakness, it remains though that the feasibility 

of meeting more than one inmate at a time in the correctional setting is limited, so that 

the exploration of socio-sexual contexts is necessarily restrained to personal perceptions 

in this study. 
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CHAPTER 5 

QUESTIONNAIRE DEVELOPMENT: 

SOME PRACTICAL CONSIDERATIONS 

26 



-
Having formulated our model, the concepts deemed rdevant fOI data clllk~'tion art' 

now defined. The next step consists of translati ng those conl'l'pts i ntll nll'a~urahll' 

entities. In terms of measurement theory. this implies devlsing tht' t'mpirll.'a1 inllil'ants 

which will hest represent each conceptl~~ and sampling the itt'ms whkh will ht'st 

operationalize those indicants for the particular st ully populationl~'. This chaptt'r pn'sl'nls 

the issues we considered in Ihe elahoration of our questionnaire. Filsl. Wl' will outlint' 

how items can be generated from a hypothelical domain of items which laI' inlll il 

given attribute. Then, elements pertaining to questionnaire format will hl' prt'St'nlnl. 

Following this, the process of pre-testing and principles of rdiahility aSSl'SSlllt'nl will 

be discussed. Finally, in light of the characteristics of the study population. SO III t' issucs 

concerning data collection, question formulation and response format will he t'xamincd. 

A. THE GENERATION OF ITEMS 

Following the detinition of each concept, well-worded, unamhiguous and relevant 

questions and items must he drafted to adequately cOYer the domains undrr 

investigation and generate empirical data. Il is recommended to consult various SOllfl'l'S 

which may provide indications as to their he st content and formulation in a given 

context. 126 
127 1:!S For instance, suggestions may he inhercnt in the dcfinitions provided 

in the conceptual framework. Existing instruments may comprise questions and scalcs 

which have already heen tested and which can he adapted to the particular rl'scarch 

purpose. Empirical findings derived from previous research, or merl' ohsclvati( Hl of the 

situation, could also provide elements of question formulation. Finally, cxpert opinion 

can add to these differing perspectives, and enhance the questionnaire's ahility to tap 

efficiently into the most important components of each concept. 

In particular, expert opinion can he drawn from individuals conducting rcseaH:h in 

a similar field and from persons in contact with memhers of thc !o.tudy population. If 

chosen carefully, these individuals can probahly retlect the most rcœnt thinking in Ihe 

study domain. Where possible, it is advisable though to supplement thcsc opinions with 

information ohtained directly from memhers of the study populatÏ<JIl, or "cultural 

insiders", particularly if the group is a marginal one. This avoid!'l tht pitfalls of rclying 

on the literature and impressions of professionab which may he hia!o.ed and not in tune 

with the particular perceptions and idioms of the group. Ajzen and Fi!o.hhein"l1 propO!'lt 
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such an exploratory process which they refer to as an "elicitation study" for the 

exploration of hehavioural determinants. They suggest a series of questions to elicit 

heIJefs and opinions. Individuals are asked to (1) enumerate what they believe to be 

the advantages and disadvantages inherent in performing a given behaviour; (2) Iist the 

people who would approve and those who would disapprove of them when they view 

the mstlves engagi ng in the behaviour; and (3) detail the barri ers and faci Iitators they 

percdve tn the performance of the hehaviour in question. A compilation of the data 

unveils the salient heliets of the study population around a particular behaviour. 

ln the end, once ail questions and items have been drafted on the basis of 

information gathered l'rom the above sources, they are then assembled into an apparent 

logical sequence and laid out into a c1ear and attractive format. 

B. QUESTIONNAIRE FORMAT AND INSTRUCTIONS 

The format of a questionnaire and the corresponding instruction manu al are in part 

depcnd,mt on the data collection method and characteristics of the study population. 

Howcver, thcre are sorne general principles which we will outHne here.l~6 m 129 

An introduction stating who the survey is for and what it is about must be 

prepared. The laynut of the questions should be practical, with enough space provided 

for accllrate recording :md coding of responses. Distinct typography IS preferred for 

directives and probes. Skip pattern instructions sllould be placed immediately after an 

answer, and it is bcst to indent sections which are applicable to only a subgroup of 

respondents. Filler questions must not require extensive page flipping or memory of 

lesponses to earlier items. Questions should not be split between two pages, and those 

which are related ollght to be presented on the same or facing pages. A booklet format 

is generally easier to manipulate and prevents inadvertent loss of pages. 

To facilitatt' data processing, it is advisable to precode and pre-column the 

questionnaire. Prewding ensures that data is in a proper form for analysis. Pre­

columning facilitates data entry, such that visual searches of responses throughout the 

questionnaire are avoided and veritications can be made directly without additional 

forms which can be mixed or lost. This process also assists in planning the size and 

stnu:ture of the data file. 
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Prior to first submitting the questionnaire. a preliminary instruction manual 

specifying administration procedures and how questions ought to l'l' askl'd and 

responses recorded, coded and interpreted must he prepared. Onl' is tlwn Il'ady ln pll'­

test an experimental version of the questionnaire. This is a critkal stagl' whl'ft, wl'aker 

points necessitating revisions are identitied. 

C. PRE-TESTING THE QUESTIONNAIRE 

Despite the general consensus that pre-testing must he comlul'led in the cOUlse of 

questionnaire development, there appears to he no systematization of praclicl'. A 

synthesis from various references suggests three to four phases in the proct:ss of Pll'­

testing.127 1~9 1.\0 BI m Ideally, these phases should be run sequentially. l'ach resulting in 

modifications upon which the next huilds. However, duc to time and budgl'tary 

constrainls, they are often comhined 10 run concurrently. 

In a tirst phase of pre-Iesling, the instrument should he presented to Iwo groups of 

experts: colleagues knowledgeahle of the subject matter and experienced ljuestionnain: 

users su ch as interviewers. Consultation with members from the tirst group can sClve 

the purpose of content validation, where it is ensured that the relevant domains and 

necessary questions and items are included to permit satisfactory exploration of thl' 

phenomenon under study. Members from the second group can provide comnwnls on 

the adequacy of question and instruction formulations, presentation of responl-.t' formats, 

and the general appearance of the questionnaire. 

In a second phase, the q~estionnaire is suomitted 10 subjects rcprescnlativc of the 

stuciy population under conditions similar to those which will he establish(~d in the 

actual study. Experience suggests that this pre-test hc "undeclarcd", sinc:c thcrc art: 

important doubts as to whether non-experts shouJd he asked to serve as actllal judges 

of a qllestionnaire.I~.l ft is useful to include in this proœss sorne articulalc per~on!-. who 

can explain their unüerstanding of diffcrent questions and i nstructi()n~. A ~ynthesis of 

sorne elements to assess during this phase are outlined hclow: 

First, the language must he comprehensible and IInambiguous. Evidence suggc~tl-. 

that respondents inherently strive for meaning and tend to modify l-.cemingly obscure 

questions and instructions into ones that are scnsihle t'rom their l-.tandpoint. ' \~ As thil-. 

may circumvent intended goals, it is best to use simple language and familiar words, 
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with jargon and subcultural vocabulary being defined jointly by the research team and 

study group to ensur~ equal interpretation. Value-Iaden words and negatively-worded 

items must also he detected. The form~( can create loaded questions which do not 

allow for the equal ~xpression of ail points of view. And the latter tend to create 

confusion, and generaJ/y produce lower validity coefficients than positively worded 

items. l
2/! 

The content and structure of questions must be examined to ensure that only one 

question is being asked. With doubJe-barrelled questions, two or more issues are 

addressed at the same time, each of which can be responded to differently. 

Indications must be gathered as to whether the questions have sorne face value. If 

respondents judge that irrelevant and unimportant concepts are being dealt with, sorne 

<Iuestions may not be taken seriously, and may even be rejected for consideration. In 

most instances, it seems preferable for the questions to appear on the surface to be 

measuring what they actually are. 

The task difticuIty inherent in the process of responding to the questionnaire must 

he evaluated. To avoid creating resistance and confusion, respondents should he able 

to relate to the concepts presented. They must also manage to provide answers within 

the limits of the response formats, so that these must be conceptually c1ear and 

inclusive of ail alternatives. Instructions and skip patterns should be easy to handJe. A 

review of missing responses may provide cIues to difficulties and ambiguities. Finally, 

individuals must he ahle to recall the events under investigation. Landmarks such as 

major holidays or hirthJays can he used to stimulate memory, and cross checks during 

the course of data collection can also hring forgotten information into focus. With 

respect tll the optimal recall period, research suggests a minimum of one to two months 

10 a maximum recélll period of six months. m 135 AJthough the shortest recalJ period may 

pmvide more rdiahle data, this period may he too short to represent typical behaviour 

patterns however. 

A sense nf logic and naturalness must emerge from the flow and sequencing of the 

<Iuestions and sections. Ideally, these should be introduced along a gradient of 

increasing sensitivity to allow establishment of rapport prior to introduction of 

potentially threatening questions. Also. their order must not alter or influence 

inlt'rpretation of suhsequent questions, nor create expectations with respect to provision 
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of answers. For instance, Bradburnl~ refers tn "consistency response effects", whefl' 

individuals modify Iheir responses 10 corrohorale previous answers. In this sense, il is 

preferable to ask behavioural questions prim to delving into personal lhoughts and 

ideas, as ideas can evolve after actual behaviour has occurred and individllals may tt'd 

compeIJed to modify be havioll rai reports to retlcct their new ideas.1'7 

In tum, the effect the questionnaire has on respondents must be appraisl'd. Their 

degree of attention should be ascertained, as lack of interest may result in haphazard 

responses and responses sets. Questions which seem awkward to ask and whkh appear 

to create distress, and any untoward effects, should also be documented. MainlenanCl' 

of rapport and the respect of respondent well-bcing is essential to the rl'search pruCl'SS. 

Negligence to consider the el'l'ect of the questionnaire on respondents may rl'sult nol 

only in incomplete data, but in adverse publicity al'fecling rl'cruitmcnt for a study. 

Finally the length of time required to complete the questionnaire musl be rl'cordcd. 

Each administration period must be no longer than twice that plannl'd for the tinal 

product. This double time is Iikely to occur as a l'irsl version is generally compriscd 

of a larger number of questions and respondents are probed for their PCf<.'t.·ptions and 

further comments. 

The sam pie sizes for this phase of pre-tcsting vary with budgetary amI lime 

constraints, from a minimum of 10 to as many as 75 to 100 subjccts. HowcVt.'r, il 

usually takes no more than 10 to 12 interviews to reveal major difficliltit:s and 

weaknesses as weil as content areas deserving more attention.l~b 

In the end, pre-tests allow to deteet problems and may suggest alternatives tu 

strengthen a questionnaire. Once revised, it is sliggested that the instrument he again 

subrnitted to experts/colleagues (third phase of pre-testing). A final prodllcl is then 

available for a "polishing" pre-test with a larger sample of the study population and via 

which assessment of reliability can be lIndertaken - a fllrther slt'p in the proccss of 

diagnosing the quality of a questionnaire. 
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D. RELIABILITY 

a) Error in measurement 

ft is important that the process of measurement be as accu rate as possible to obtain 

empirical data which is relevant for the variables comprised in the conceptual 

framt:!work presented in Chapter 4. This implies assessing the degree of exactness with 

which each proposed concept is operationalized. In this context, Zeller and Carminesl24 

ddinc measurement as a process of Iinking empirical indicants to abstract concepts, 

wherc empiric:d indic:mts must provide an accu rate representation of the proposed 

concepts under investigation. However, a basic premise of measurement theory is lhat 

sorne dt:!gree of error is always present in any given measure138
• Zeller and Carmines124 

difterentiate betwcen two classes of error which may hamper the true empirical 

reprcsentation of a concept: random error and non-random error. Random error is 

causcd hy all those chance factors that confound the measurement of a phenomenon. 

The am ou nt of chance error may he large or small, but it is universally present to 

sorne extent. By detinition, its efft~cts arc unsystematic in character, thereby affecting 

the degree of precision with which an instrument can measure a construct. Non-random 

crror produces empirical indicators which represent something other than the intended 

underlying concept. This systematic error, or bias, diminishes the accuracy of an 

instrument in that it does not measure what it purports to measure. 

Stanley l'q provides an exhaustive list of potential sources of error in measurement. 

These arise as a consequence of the instrument itself, from the persons using the 

instrument, and/or from those 10 whom it is administered. For ex ample, a question can 

lead to diffelential interpretation between respondents, or may elicit responses to 

another unintended question altogether. Response formats may appear novel to some 

individunls who can then vary in the extent to which they "catch on" to the nature of 

Ihe task, producing an unequal qllality of responses. An interviewer may fail to adopt 

a slanùardizeù approach or may introduce sorne lasting modifications in the interview 

scheùulc. Responses cou Id be incorrectly recorded and/or coded. Also, the context 

within which an instrument is used can affect its actual measurement capacities and the 

pcrsons involved in ils processing and administration. 

Careful design and pre-testing l'If a questionnaire largely selVe 10 reduce potential 

sources of error to a minimum. Identification of error sources al pre-testing may also 
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assist in determining factors which could be controlled for in suhst'quent analyses. In 

the end, the extent of remaining ereor inherent in the use of an instmment must he 

assessed to give an appreciation of its quality and pertinence as a meaSlITl'llll'nt (lf an 

underlying concept. The degree of randüm and non-random error may he reprt'sented, 

respectively, by the properties of reliability and validityl~\ Basic methods hy which 

to assess these are available from Cronbach,140 Camphell and Fiske,11I Carmines and 

Zeller,l38 Fleiss,l4~ Nunnally,I:!.~ and Zeller and Carminesl~'. The following summarizes 

the main considerations. 

h) Definitions 

Reliability concerns the extent of reproducibility or consistency of an outcome givcn 

by repeated measures of the same object under constant conditions. This rcfers to tht' 

notion of precision, in that the degree of reliability of an instmment is inverscly relatcd 

to the amount of random ereor involved in the process of measurement. Validity is the 

capacity of the instrument to measure what il is intended to measure. In this respect, 

validity reflects the degree to which an instmment is accu rate ;lIld free of non-random 

error, or bias. By their detinitions, both reliability and validity are distinct concepts. 

However, they are also related. Mathematically, it has been shown that thc s<luare root 

of the reliability coefficient of an instrument is the upper limit to its validity 

coefticient. 143 This implies that the validity of an instrument is limited hy ils rcliability, 

where reliability is a necessary but not a sufficient condition for validity. Indeed, if a 

set of measures is fraught with random error, it certainly cannot lepresent what il is 

intended to represent; but despite the absence of random error, non-random crror may 

persist. Thus, although the definition of measurement refcrrcd to carlier ultimatcly 

appears to portray the ascertainment of validity as more important than that of 

reliability (ie empirical indicants must accuralely represent the underlying concept), il 

is essential to first ensure the reliability of an instrument. 

Aside from its deterrent effect on the validity of an instrumt:nt, unrcliahility can 

also have serious implications on the conclusions of scientitic enquiries. In randomizcd 

trials or quasi-experimental studies, unreliability can im .. rease the variance in outcomc 

measures, thereby reducing the power of a study and making il diftlcult to distinguish 

real differences between groups or to isolate changes over lime. In correl<ltional or 
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ohservational studies, unreliability in either exposure or outcome variables attenuates 

correlations and therefore reduces the power to detect significant relationships. 

Unreliability in the measurement of confounders also leads to loss in the ability to 

control for confounding be it via study design or statistical treatment, biasing 

conclusions in unpredictable directions. Thus, it is important to assess the reliability of 

mea.~urements prior drawing conclusions from study tindings. 

c) Estimation of reliability 

An estimate of reliability expresses the magnitude of agreement or correlation 

between measures proposed to give similar representations of a same object. Two 

general orientations underlie reliability assessment. The tirst consists of methods which 

asœrtain the degree of reproducibility of measures, and the other looks at the ist'ue of 

homogeneity or mternal consistency. Reproducibility determines how weil one given 

measure fares as a result of repeated administrations, as it is important to be able to 

distinguish real differences between administrations from variations which are due to 

instahility in the measurement technique. The assessment of homogeneity enables to 

verit'y if apparently related items of a scale do measure the same object. 80th the 

assessment of reproducihility and internai consistency are essential to determine the 

reliahility of an instrument. For instance, a measure with items that are internally 

consistent may work weil in discriminating between different persons at one point in 

time, hut it may he unresponsive to detecting real change over time. 

i) Reproducibility 

The most intuitively appealing procedure to ascertain reproducibility of a measure 

is to consistently apply it to identical samples of a population at sewral points in time 

and to compare the results. To the degree that the results are the same, reliability is 

achicved. This is referred to as the "test-retest method". However appealing though, this 

method is not without certain limitations. Repeated measurements require the 

expenditure of extra resources, either in money or time. Also, the actual degree of 

reliahility of some concepts can either be under or over estimated via this method, so 

that the context within which this assessment occurs must he taken into account when 

interpreting the results. Detlated reliahility estimates generallY arise when the time 
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elapsed between measurements is long enough so that actual changes have occurred; 

or in sorne instances, the very process of measuring a concept once induces change in 

subsequent measures. The latter is referred 10 as "the learning effect" or "reactivity" .111 

By far, the more typical problem with the test-retest method though is suhstantial oVt'r­

estimation of reliability due to memory effects. Nunnallyl~5 suggests that during the 

two-wl"',ek time interval in which il is advisahle to complete a repeat testing, Illelllory 

is likely to be a strong factor hecause subjects tend 10 give the same answers to appear 

coherent. Thus, experience with a first series of measurements can intluence responscs 

in subsequent testing. 

Reproducibility can also be assessed by having several "raters" independcntly assess 

each subject once with a same instrument. To the extent that the Illultiple ratings 

assigned to a subject are similar, reliability in the measurement process is ensured. 

Statistical techniques of analysis of variance are used to compute an estimatc commonly 

referred 10 as the intraclass correlation coefficient. 145 
146 117 This coefficient indicatcs the 

degree of correspondence between the ratings providcd by multiple judges. Whcn 

several individuals will be using an instrument, such as in the c:lse of clinici:lDs using 

a diagnostic classification scale, this is the recommended type of analysis to resort to. 

However, when focus is on the ability of the instrument itself to clicit stahle 

responses from a subject, the test-retest method, despite its Iimits, appears best suitcd 

for the assessment of reproducibility.l11! 149 l'iO 151 152 I~\ 1~1 According tn Stanlq,l W 

questions which elicit factual and enduring information will generally provide the most 

reliable measures with this method. Also, it appears that the major prohltm of me/1101 y 

effects referred to earlier is unlikely 10 operate in the case of lengthy instruments which 

tap into several concepts and require a large number of ratings. 13
(j This descrihcs our 

instrument quite weil. 

The most frequently used test-retest estimate for instruments which produce nominal 

or categorical data is Cohen's Kappa. 155 This statistic was cited in over HW publications 

betwef r 1960 and 1985.156 Kappa represents the degree of agreement betwccn 

measuœments of the same categoriea1 variable corrected for the amount of agrcement 

expected by chance. ft is appropriate for either dichotomous or polychotomous 

ratings.157 Initially presented as index which considered only total agreements in its 

calculations, a weighted Kappa statistic was eventually developed tn provide partial 
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credit for partial agreements, that is, responses which are not the same but are in the 

same direction. ISIS Application of this latter version of the Kappa statistic ought to be 

restricted however to situations where di fferenti al vaJuing of certain kinds of 

agreements or disagreements retlects gradations defined on the basis of a theoretical 

mtionale determined a priori. 

If test-retest measurements disagree more than expected by chance, the value of 

Kappa (K) is negative; if there is no more nor Jess than chance concordance, K=O; if 

the measurements agree more often than expecteJ by chance, K is positive; and if 

concordance is complete, K=1. To maintain consi'ltent nomenclature when describing 

the relative strength of agreement associated with Kappa statistics, Landis and Kochl59 

hélW recommended the following criteria: K < () indicates poor agreement; 0-0.20, 

slight agreement; 0.21-0.40, fair agreement; 0.41-0.60, moderate agreement; 0.61-0.80, 

suhstantial agreement; and 0.81-1.00, almost perfect agreementb
• To further characterize 

a given Kappa value, Fleiss, Cohen, and Everittl60 have presented rather long and 

complcx ca/culations to derive standard error estimations for both unweighted and 

weighted K. Recently, Hanleyl61 has been able to derive the unweighted Kappa standard 

error with no recourse 10 tedious calculations, with estimates seldom in error by more 

than ) O/vN percent. 

ln the case of ordinal and continuous data, test-retest reliability is generally assessed 

via Spearman's mnk correlation coefficient (Rs) and Pearson's product-moment 

correlation coefficient (Rp) respectively.162 When measures are identical on both testings, 

R= 1; and in the complete ahsence of agreement, R=O. Caution must be applied in the 

interpretation of R, as high correlations can mask absolute differences between two sets 

of scores. For examplc, if ail subjects show identical change between test and retest 

measures, the resulting R will be perfect, yet the scores are far from being 

reprodllcihle.l~l Examination of the data helps de te ct such systematic discrepancies. 

h) TIII'~c cnll'rl.\ have 111,0 occn cxlcndcd 10 evaludle the dcgrec of rchability dcnoted by other indlc,,:s, SU ch as 
l"Urrl'ldhon l"udlidcntlo ami Cronh.\ch ,\lplldS 
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ii) Internai consistency 

In his theoretical discussion of measurement, Nunnally proposes thou :loy p:lrticular 

measurement or scale is the estimate of a measurement that would he ohtained if ail 

the possible items from a hypothesized domain represeoting a given constmct were 

employed. J25 He refers to the widely lIsed domain-sampling mode! of llle:lSUreml'nt 

where each particular measure is considered to represent a random sample of itcms 

from a hypothetical domain of items, and where each item COLI Id ultimately he 

considered an equalJy good single measure of a given concept. The assessment of 

internaI consistency is thus at the heart of this theoretical model of measurement, as 

the goal is to determine the extent to which the items in a scale share a common core 

and measure al' intended concept equally. ft follows that should the sampled items 

represent ont same concept, they will be correlated to one annther. With thcsc 

assumptions, it is possible to derive the mathematical f'(lrmula f'(lr the calculation of 

coefficient alpha. Following work by Kuder and Richardson,H" Cronbach"tl proposed 

coefficient alpha "to estimat, the reliahility of a summation of itcms t'orming a scalc". 

To this day, this coefficient remains the most widely uscd and documcnted mcasurc of 

internaI consistency for the assessment of multiple item scalcs. 141 

Coefficient alpha is computed on the basis of data collected on one occasion. This 

estimate tells us about the extent of common entity betwecn ail the items ti)fJning :1 

scale, and its ca\culation uses the average correlation of ail the items. Il can he 

interpreted as a correlation coefficient ranging in value l'rom 0 to l, with the value of 

1 showing perfeet internaI consistencyc. Despite being the mosl strongly suggcstcd 

estirnator of internai consistency, it remains that alpha will proviue an optimal cstimatc 

of reliability only when the items of a scale are truly parallel in relation 10 one anothcr 

or are tau equivalentd
• In practice, it is rare for ail the items of a scalc to he par a Il cl 

or tau equivalent, so that alpha will merely givc a lowcr bound estimate to rcliahility. 

Coefficient alpha is thus a conservative estimatc of a scale's reIiability. j(.~ 

c) Negative alpha values do accur on occa~ion when itcm~ arc not po~itivcly cnrrcl.tlcd aillOli!! thclII'>I-lvc\ 

d) Tau equivalent items have Il same truc !>corc hut not IIcce'''drlly equal Illca .. urelllcllt crror variolllcc". wlll're.l" pdrolllc'J 
items have both cqual truc SCorCb and CqUdJ mca .. urcmcnl crror varldnc(.., 
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The value of alpha varies directly as a function of two factors: the average inter­

item correlations and the number of items forming a scale. As the average correlation 

among itcm~ incrca~es, and/or as the number of items increases, the value of alpha 

increases. Thus, one can :mgment the internai consistency of a scale by deleting items 

that do nol correlate highly with others and/or by adding more items that correlate weil 

with the existing ones. However, addition of equivalent items to a scale has 

progressively less impact on reliahility with each addition. Consequently, in designing 

a scale, when efforts necessary for the development of additional equivalent items 

outweigh gains in reliability, it is recommended to end scale construction. Also, a 

greater number of items may eventually appear redundant to respondents, so that it is 

l'lest to seUle with an instrument th;lt has fewer items and a moderate reliability than 

to hamper respondent cooperation. 

To complete the interpretation of alpha indices, it is recommended that the 

correlation matrix of the items forming a scale be examined. A low value of alpha can 

generally he explained by either of three conditions: the items of a scale may meaSUfC 

a single concept unequally, or they may measure more than one concept equally or 

unequally.l611 If the number of items in a scale is fairly small, the pattern of interitem 

correhltions may l'le reasonably denr and distinct, 50 that these conditions can be 

detected hy examining the correlation matrix of the items. Visual inspection of the 

matrix may reveal highly related subsets within the item pool as weil as items that do 

not relate to any of the others, so those which contribute to lowering the value of alpha 

can he singled out. With a larger number of items composing a scale however, it can 

hecome very complicated to examine the data clearly. In this case, factor analysis is 

recommended. 167 
\61< This statistical method allows to identify and describe clusters of 

intcl'reiated items in a data set, as weil as to determine the contri~)Ution of each item 

tt) a given cluster, so that the input of each item to a scale can be evaluated. Such 

analyses however require a larger sample size than is possible in the context of this 

stud}" . 

ln final analyses, a question remains: How reliable does a measure have to be? 

Baskally. it depends on what the measure is for. As a general rule, the reliability 

coeftkient for measures which serve to classify individuals such as aptitude tests for 

acadel11k rating or joh selection should not be below 0.80. This is a minimum level 
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of reliability which is needed to assure that potentially disastrous misdassitkatilln 

errors are made. It is to be noted that at that lever. correlations are attt'nuated very 

little by random measurement error and at the same lime it is ot1en too costly in tenns 

of time and money to try to obtain a higher reliability coefticient.I\I> However. when 

an instrument is to be used to detect differences between groups, as 1'1 our l'ase, lower 

reIiability estimates are acceptable. For instance in studies where an instrument will he 

administered to a large sample of individuals, thus enhancing a sludy's slatistical 

power, alpha~ as low as 0.60 may l'le sufticient. Also, our scales being relntivdy short, 

we may inevitably obtain lower reliability estimates. 1:!\ 115 

E. PARTICULAR ISSUES TO CONSIDER 

In this final section, sorne considerations on questionnaire administration mode and 

design will be discussed in Iight of the particularities of the proposed study population, 

a) The study population 

With the exception of studies conducted by Hankins ct al./ lb') very liule 

information exists on incarcerated IDU in Canada. In these studies, approximatdy one 

out of three volunteers has a primary school level of education only. The extent to 

which this observation can be extrapolated to this current study is limited by the filet 

that suhjects are not being recruited for an HIV test. Nonethclcss, it can sardy hl' 

assumed that a non-negligible proportion of the population targcted for rccruitment has 

limited scolarity, with the attendant consequences of function:11 illiter:lcy and less 

developed abilities for formai thinking. In addition to addressing thest' issues, Huang 

et al. J7O suggest that problems with self-reporting he considered when comlucting 

research with IDU. Because of their marginal Iifestyles, JOU m:ly t'cel propeJll~d 10 

provide what thcy perceive as socially desirable responses. Also, therc gcnerally is a 

subcultural tendency toward caution in revealing information which may makc it 

difficult to obtain rich and weil articuJated responses. 
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h) Issues 

i) Umited sco/arity 

Assuming that Iimited scolarity may impede one's sense of competence in handling 

paper and pendl forms, and is conducive to problems of functional illiteracy, an 

interviewer-:.dministered questionnaire cou Id best fulfil our purposes. 

Wdl-trained interviewers can stimulate and maintain respondent interest, ensure 

standardized interprelation of concepts, probe for complete answers 10 ail questions, 

c1arify arnhiguous replies and inconsistencies, and detect and attempt to alleviate 10 

rcsponse sets. With respect to response sets, it is most common among individuals with 

less formai education that subjects systematically agree with a series of statements 

irrespective of the question heing asked, so that in extreme cases, even mutually 

contradictory statements are endorsed. This is referred to as the "acquiescence response 

set."m Streiner and Norman' 2/! suggest including equal numbers of items keyed in the 

positive and negative directions to counteract this. 

On the other hand, verbal administration may require a high degree of attention and 

short-term memory from respondents for retrieval of stored information and decision­

making. Therefore, short and c10sed form questions are generally preferred for verbally­

administered instrumellts.I~6 m 1\11 When appropriate, comprehensive, and mutually 

exclusive, the response categories provided may further clarify the meaning of the 

'llIcstion. Also, to the extent that response categories refer to familiar notions by which 

respondcnts are capable of transJating their experiences, formulating answers to closed 

questions generally demands Jess effort than articulating responses to open questions. 

ln turn, a maximum of four to tive response categories are generally advocated. l26 
129 

With more than this, a visual aid or something beyond the use of words is often 

nt'ct'ssary. Our previous experiencc with the proposed study population suggests that 

introduction of these "aids" confuses sorne individuals more than il helps, resulting in 

sorne lack of standardization in the process of data collection. This then argues against 

more than five response categories. In addition, research points out that there are no 

useful increases in variance afler about five 10 seven response categories.l28 

Finally. to avoid threatening individuals who have Jess formaI education with a 

seemingly academic approach. questions verifying knowledge on a particular topic are 

best phrased as if tl1ey were seeking an opinion.1
:."! 
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ii) Social desirability 

ln view of the possible tendency of this group of study suhjeets to providt' sodally 

desirable responses, the manner in which response categories are presented must hl' 

taken into account. Socially desirable options given tirsl may make people \t'ss willing 

to admit to actual behaviour or thoughts, and suhjects may then choosc such anSWl'rs 

without even taking the time to hear the enlire set of responses and 10 rdleet upon thl' 

question. Thus it is preferable to start œading out the end of the seale that is kast 

socially desirable!2'1 Loading questions so as 10 acknowledge the l'xislcnec of 

undesirable behaviours and lhoughts, may make il easier to report lhesl'. 

In addition, interviewers must be aware not to create an atmosphcre whcrl:' 

respondents provide answers that maximize the rewards of the respondenl-intcrvil'wl'r 

interaction at the expense of response validityYI In particular, thcir general attiludl' 

appears to be a more important factor to consider than the effecl of their age, sex, and 

socio-economic status,l2/! Of interest here is that past studies have shown no dcar 

gender eff~ct of interviewers on responses to sexual questions. l'~ In 17' 17\ 

iii) Caution in revealing information 

Finally, with the apparent inclination of mu to rcveal minimal amounts of 

information, the issue as to whether response categories should indude a nelltral 

position and/or a "not sure" or "don't know" option must he addrcssed 10 avoid 

eliciling pointless data. Evidence indicates that to have respondents commit thel11sc1vcs 

to a position, it is best not to include a middle or neutral alttrnative. Inslead, one 

should focus on measurement of intensity to separate those who have a definite opinion 

from those who only lean toward a position. J27 \Vith respect to the "not sure" or "don'. 

know" option, it is generally recommended that il he included to provide t'ür a 

comprehensive scale. 127 
129 However, lhe frequency with which this option is chost:n oy 

respondents is partially a function of the way it is oftered. Many more people will givc 

this response when the alternative is explicitly provided. m To he!>t handle this ~ituation, 

it is recommended to make clear toward the heginning of an interview that this option 

is a legitimate answer, so that slIhjects do not feel compelled lo manufacture opinions 

on the spot. Thereafter, it is preferable not to offer this option repeatedly as il may he 
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chosen as an easy way out of the interview process. Near the end of the interview, 

incarccratcd fOU may in t'aet pret'er to end the process hastily, as the issue of condom 

use upon release t'rom prison is most probably not within a high order of priorities in 

comparison to oth·:!r concerns. 
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METHODS 
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A. STUDY DESIGN 

This is a five-phase methodological study on the development of a standardized 

intcrviewer-administered questionnaire. In the first phase, the conceptual framework was 

e1ahorated. In a second phase, items were generated and put together in sequence to 

yidd a tirst version of the questionnaire; this included the conduct of a qualitative 

SlUlly. Third, the prdiminary instrument was submitted, along with a graphical outline 

of the conceptual framework, to external reviewers for content validation and critical 

:Ippr:tis:tl. Fourth, a pre-test with representatives from the study population was 

conduclt'd. Finally, after the incorporation of modifications, a "polishing pre-test" with 

a larger sample of suhjects for an assessment of reliability was carried out. 

B. STUDY POPULATION 

French-speaking inmates who reported any injection drug use in the six month 

period prior to their incarceration were eligible for this study. It is hypothesized that 

this captive population "in forced detoxification" approximates the world of currently 

injccting drug users. Were they on the outside, they potentially would be current IDU. 

Whcther or not they will continue to in je ct drugs upon completion of their sentence is 

diffÎl'ult to evaluate. Detoxification and rehabilitation services are not available within 

the prison sdting, and il is not clear to what exknt individuals are referred to 

appropriate services upon thdr release. Meanwhile, a certain percentage continue to 

injel·t drugs whilc imprisoned. 

ln the women's prison, aœess to ail inmates was possible to the exclusion of those 

residing in the psychiatrie ward and in 24 hour deadlock. Therefore, approximately 100 

womcn werc eligihlc for recruitment at any one time, although access was easier in the 

eVt'ning when there were less scheduled activities. In the men's prison, one particular 

seetor was privilegcd for recruitment hy the prison authorities for organizational 

purpost's. This unit is comprised of 180 new arrivais awaiting for the resolution of their 

tri;lI. Not yet sentenced, they are not allowed access to regular prison activities and are 

re~traint'd to thdr sector. Thus, these inmates were readiJy avaiJable and eager to 

participate in an interview with a person external to the correctional system. 
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C. RECRUITMENT STRATEGIES 

To date, research activities in buth prisons have met no major ohstacles in the 

milieu, so long as they become unobtrusively incorporated in the estahlished structure 

and require minimal logistical support. 7 
169 However, recognizing eligihle JOU in tht' 

prison environment is not il straightforward task. Thl're exist 110 rel't.mJs to iùenlify 

these individuals. Also, many do not want their status to bl'come corn mon knowledge. 

so that it is unproductive to appfClach inmates directly in their living quarters with the 

message that we are seeking to recruit IOU. Acceptanœ 10 participate wouhJ fl'veal 

drug using habits. Identifying potential study subjects in titis setting then requires 1101 

only sensitivity, but contact with those who do obtain information on drug injection 

behaviour in a manner perctived by mu as posing no tlueat to their imprisunmcnt 

conditions. 

a) Recruitment in the women's prison 

Individuals were recruited via two strategies. First, cooperation was enlisted l'rom 

the research assistant conducting confidential inlerviews for the ongoing study on risk 

factors for HIV infection,1 16<1 as she directly obtained information on drug using hahits. 

A standardized interview, pre-test counselling, and venipuncturc for HIV serology, 

provided ample opportunity tor an fOU to un\'eil her status. The rese:trch élssislant 

would then mention this study, and request permission for its inlerviewer 10 set up an 

appointment with the inmate to explain the study purpose and e1icit her participation. 

With the individual's consent, her name was then recordeù on a confiùential lisl which 

was directly forwarded to the interviewer for this study. Most women wcre recruited 

via this route. For the second strategy, advantage was taken ot the facl that hcalth 

services in this setting are provided by an extcrm)) agcncy which is not undcr tlte 

jurisdiction of the prison authorities. Unless an inmate provides writlt!n consent, thcre 

is no transfer of health-rdated information from this agency to the prison statf /lOf 

administration. In these conditions, inmates are founù to readily report their drug 

injection habits to health staff and have not fclt thrcatt.-:ned by refcrral~ to our rcscarch 

team.175 Therefore, it was possible 10 meel groups of inmatcs dircctly on thcir scctors, 

elicit participation for a confidcntial interview M!cking pc~onal ()pinion~ on condom use 

for HIV prevention, and to draw up a Iist of volunteer names - with the understanding 
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that it may not be possible to meet aH interested women. From this Iist, health service 

staff were able to identify IDU for this study. 

h) Recruitment in the men's prison 

As previously mentioned, correctional authorities priviJeged one particular sect or for 

study availahility, so that a prison cell on this sector was allocated to the interviewer. 

Her mere presence behind the bars gave rise to cu ri osity and eventually many 

volunteers were available for interviewing. To avoid making il obvious that only JDU 

were being recruited, a screening mechanism was devised. The interviewer met each 

person expressing interest for participation in the study, and briefly engaged them in 

il discussion on their risks of contracting HIV infection. This approach was possible in 

lhal the questionnaire was presented as seeking opinions on condom use for HIV 

prevention. In this way, IDU could be identified. Each volunteer's name and cell block 

number was then recorded on a contidential list, and individuals were lold that sinee 

there were already other people on the Iist, it was possible that not ail volunteers may 

be interviewed should the study quota be attained. Afterwards, the interviewer recorded 

the coordinates of IDU on a separate list, immediately discarded the initial list, and 

systematically interviewed each fOU until the required sample size was achieved. 

ln the end, the recruitment process avoided public divulgation of IDU status. The 

extenl to which ail IOU were idenlified among the pool of volunteers remains unknown 

llllwevef. 

D. MANAGEMENT OF STUDY PARTICIPANTS 

Having ohlained a list of potential study subjects, the writer called for each person 

individually. ln the women's prison, a privale office outside the living quarters of the 

inmates was availahle. When prison guards were requested to send a person to this 

office, tht'y wefe only made aWhre that it was for the purpose of a consultation with 

a nu:st'. which is not an unusual request. ln the men's prison however, identification 

of those participating in the study could nOl he avoided as ail interviews were 

condllcted in a œil on the sector and prison guards and inmates are ail in close 

proximity. Also, the standard procedure to contact an inmate wa~ to have his name 

called out via intercom. The person then presented himself to the gllards, and from 
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there was directed to the interviewer. Collaboration was ohtained l'rom the gu:mls ami 

inmate committee to ensure that nobody was eavesdropping near the cell door during 

interviews. After an initial commotion, the interviewer's presence hecame acceplt'd as 

"routine", and the research subject came to be considered relatively innocuous. so Ihm 

the study did not attract unjustified attention. None of the subjects expressed discomfort 

regarding their participation in this study. 

Upon contact with the inmate volunteer, the full purpose of the st ully, the 

procedures employed, the expected benefils, and pOlential risks, were discussed 10 

ensure informed consent prior to enrolment (cf. Appendix 2). Individuals Wt'rc assured 

that they would not he penalized in any way should they refuse to answer particu!ar 

questions. They were guaranteed that information ohtained during the interview sessions 

would not be reported nor reJeased to any other person or agency, and wcrc tnld that 

the questionnaires remained the property of the researeh team. It was also assured that 

no nominal information would appear on the study questionnaire. These werc identificd 

by sequential numbers. When it was necessary to Iink the tcst-retest lluestionnaircs, the 

sequential numbers were also recorded next to the participant's nmnt on the suhjcCI 

recruitment list, along with the expected date of the retest interview. Finally, once 

verbal informed consent was provided, the standardized interview proccedcd. Ali inmate 

questions which surfaced during the interview were referred to al Ihe end of the 

interviews 10 avoid influencing responses. 

E. DATA MANAGEMENT 

a) The participant Iist 

The interviewer was responsible for the supervision of this list. Each enlry (name, 

cell block location, sequential identification numher and dale of test-retest interview) 

was transcribed on a separate sheet. Once the interviews were completed ti.)r an 

individual, the identifying sheet was destroyed to avoid long term storage of nominal 

information. If it was impossible to meel an inmate ti.)r a retest interview within the 

prescribed time Iimit, the identifying sheet was also destroyed al that time. 
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b) The questionnaires and data 

Following each interview, ail questionnaires were reviewed for completeness, cIarity, 

and the presence of discrepancies, and codification was completed by the interviewer. 

DHta was then entered by this person on an IBM-compatible PC using dBase IV, 

verified for data entry errors and stored on diskette for statistical treatment. Ali 

questionnHires remain under the supeIVision of the interviewer. 

F. ETHICAL CONSIDERATIONS 

ln view of the highly sensitive environment in which the study population lives, and 

of the relationship of the study to HIV/AIDS, several ethical considerations received 

prominence in the research methods. Study participation rested on the initiative of the 

inmHte and was planned, inasmuch as it was pos.,ible, to avoid stigmatization by fellow 

inmates, prison guards, correctional authorities and others. Intormation which would 

permit personal identifkation was safeguarded, and eventually destroyed so that no su ch 

material remained upon completion of data collection. Written proof of informed 

consent was not required as the questionnaire was anonymous. 176 However, the 

interviewer signed eHch questionnaire to indicate that verbal informed consent had been 

ohtained. If suhjccts manifested any interest, or if a need was identified, referrals for 

HIV counselling and serological testing were made. Under no conditions did this sLUdy 

conter any privileges to participants, such as special treatment by prison staff or 

shortened length of sentence. The ethical research committee of the Montreal General 

Hospital Department of Community Health provided approval for this study as it 

endorsed the "Evaluation of CA Cf US-Montreal" protocol 28 (cf. Appendix 3). Permission 

to mect inmates was ohtained fron both correctional institution administrations prior 

to implementation of this study (cf. Appendix 4). 

G. THE STUDY PHASES 

a) A lint version of the questionnair~ 

Wc have seen in Chapter 5 that for the construction of a questionnaire, Ajzen and 

Fishht'În"" recOIllmend an "elicitation study" to obtain substantive information about the 

cognitive fllrmulations underlying a behaviour. Their premise is that under most 

cin:umstances, a small numher of heliet:~ (the first tive to nine which come to mind) 
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are detenninant of behaviour. Such a study serves lo idenlify lhose heliefs, and since 

it is generally do ne with a representative sam pie, these are retèrred to as "modal Sil lient 

beliefsll. Eighteen (18) in~:!rcerated JDU were recruited to participatt.' in an t'licitation 

study. Standardized and coniidential 20 to 30 mÎnute explora tory interviews were 

conducted with each individual in accordance with the directives provided hy Ajzen and 

Fishbein88 (cf. Appendix 5). Ali responses to open questions weœ œcordl'd verhatim. 

Inc1uded were also c10sed questions requcsting sociodemographic data and information 

on behavioural antecedents. 

Ali free format responses provided to the open questions wcrl' hand-tallied, and 

those which referred to similar beliefs were grouped. Consultation was sought t'wm 

colleagues who have experience with this population to ensure the must fitting 

categorization. The most frequently mentioned wording used hy respondents referring 

to a same type of belief was retained. Then a code was ascrihed ln each resulting 

belief, the questionnaires coded, and the data transformed into a SAS data set for 

statistical treatment.177 Prior to conducting the analysis, data l'nt. y veritication was 

completed for the 18 questionnaires. Frequency counts were computed t'(,r each v:lfiahle, 

and the resulting beliefs were then ranked by decreasing order of frequency. The modal 

salient betiefs are those inc1uded within an HO% cumulative freljuency, so as to ohtain 

the broadest picture possible. These analyses were 31so conductcd by respondent scx 

to detect any signiticant differences by gender. Chi-square and Fisher Exact tests were 

used for these comparisons. Finally, univariate statistics werc computed for the 

sociodemographic and hehavioural data t<)r the total s:lmple amI oy sex for descriptive 

purposes. 

Having elicited the salient beliefs underlying the hehaviour under consideration for 

our study population, measures for each variahlc of the questionnaire werc devised and 

assembled. AlI are specified in terms of the action, targct, context, and time: WilllK 

(ACTION) condoms (TARGET) eaeh lime one has .\ex (CONl'EX1J in lhe firsl nWIll" 

after leaving prison (TIME). Sorne questions/items were t'ormulated on the oasis of our 

framework's concept definitions and according tn the directives provided hy the 

respective theories/models incorporated; othcrs were inspired from previously u~ed 

questionnaires; and the remainder were derived t'rom reported rc~earch tïnding~. Tithle 

6.1 presents the major sources supporting the mea~ures t()r each variahle. 
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Tahle 6.1. Study variables and their sources 

VARIABLES 

Sociodemographic, hehavioural, and risk factor data 

Knowledge 

Perceived susceptihility; Response efficacy; Aversive 
emotions; ulbelling behaviour as problematic; Sexual 
communication patterns; Perceived pleasure 

BehélViounJJ intention; Attitude; Suhjective norms 

Behavioural bdiefs; Qutcome evaluation; Normative 
he/ids; Motivation to comply 

Social context 

Self concept; Rule heliefs 

Pcrceived hehavioural control (self efficacy) 

SOURCES 

Hankins et al. 7 ZB J69 

Catania et al.,85 Selwyn et 
al.,33 Kelly et al.178 
DSC-MGH pamphlet: Sans 
condom c'est nonl79 

Catania et al. 84 85 

Ajzen and Fishbein8S 

Ajzen and Fishbein88 

Elicitation study resuIts 

Catania et al. 85 

Triandis,92 Otis et aly16 

Ajzen and Madden,l80 
Lawrance et al.,113 
Elicitation study results 

Overall, questions/items were drafted to be coherent with impressions acquired from 

the literalure concerning safer sexual behaviour in IDU, as weil as our research 

experience with this population. For instance, although Fishbein and Ajzen directly 

measure ilUitudes with Qsgood's semantic differential technique,181 we resorted to more 

transparent hipolar scales which have consistently been shown appropriate for the 

mcasurement of attitude ie good-had, Iike-dislike.87 Qsgood's technique requires subjects 

tll grade the ohject under study along pairs of antonymous adjectives which have an 

cvalualive connotation, such as hot-col d, smooth-sharp, etc. This necessitates sorne 

practice as weil as ahilitics tl)[ tllfmal lhinking and may be an arduous task tor a 

verhally administered questionnaire with a less educated study group. Moreover, to 

facilitate a ranking process in il question devised to measure condom use intention, the 

technique of paired comparisolis was used, and the method of ROSSI8~ allowed to 
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present the pairs in an optimum and balanced order. With respect to respllllse formats 

and coding schemes, those suggested by the respective authors were gent'rally rt'tained. 

However, the response formats for data resulting l'rom the l'licitation stully are not 

those proposed by Ajzen and Fishbein.sN We used shorter scales and allaptt'd tht' 

wording to refer to concepts more familiar to the study population. Aiso. nt'g:uivt.' 

scores were not inc1uded. When calculating the value of the indirect I11caSUft'S of 

attitude and subjective norms, this avoids the problem of ohtaining a t'aise positivt.' 

score from the multiplication of two negative scores.l~' Thus, il was decidl'd to IISl' 

positively valued unipolar scales, with the value of 0 assigned tn the most negative 

response. This latter approach is implemented throughout the questionnaire. 

Finally, the questions were put in sequence, the responses pre-coded. and Ihe 

questionnaire pre-columned. A preliminary version ot' the instruction manual for 

questionnaire administration and data coditication and interpretation was then preparcd. 

h) External review process 

The preliminary version of our questionnaire was suhmitled to (cn extcrnal 

reviewers, along with a graphical outline of the conceptual framework. This group 

comprised individu aIs who were well-versed in questionnaire design, familiar with the 

models underlying our framework, knowledgeaole on the suoject (If AIDS élnd IDU, ilnd 

who had previous experience in conducting interviews with IDU. They wcre asked to 

provide their comments on the manner in which the concepts were construed, and on 

the formulation of the questions and response formats. They werc :llso invitcd 10 rcneet 

on whether the items proposed adequately covered the domain of the phenomena under 

study. After a period of two weeks, each person was met individu ail y for his/her 

comments. These were then reviewed, and sorne modific:ltions were introduccd in Ihe 

questionnaire. Sorne suggestions for change were not inc1uded, out were notcd as points 

to be verified during the next phase of questionnaire developmcnt. 

c) Pre-test with the study population 

The revised preliminary version of the questionnaire was pre-testcd with JO ~uojccts 

representative of the study population. Confidential interviews werc conducted hy the 

writer, with attention given to the points t:numeratt:d in sections Band C of Chapter 5. 
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The reactÎons of respondents were noted, and their comments recorded verbatim on 

thtl questionnaire. The interviewer also noted her impressions and kept a record of 

alternative question/item formulations which appeared more sueeessfui in eliciting the 

required information. Univariate descriptive statistics were computed for 

sociodemographic and behavioural data and the frequeney distributions of responses to 

the remaining variables were exarnined. Particular attention was given to responses 

provided via the ordinal scales to deteet and atternpt to remedy to skewed distributions. 

Finally, based on an examination of the comrnents provided by the respondents and 

interviewer, and in light of those of the extemal reviewers, further modifications were 

intrnduced in the questionnaire. Sorne new questions altogether emerged from this 

process. Aner revisions in consultation with external reviewers, a "final" version of the 

instrument was rt:ady for a "polishing pre-test", with a larger sample of the study 

population (cf. Appendix 6). 

d) Polishing pre-test: Reliahility assessment 

;) Desi1-:1l 

A linger scale pre-test was conducted to try out the newly introduced modifications 

in the <'Iuestionnaire and to estimate the test-retest reli abi lit y of the instrument and the 

internai consistency of ils constituent scales. Ali confidential interviews were 

administered hy the writer. Subjects who had already participated in the elicitation 

study or the prt:vinus pre-test were not eligible for this study phase. Each participant 

was scheduled t'(lr a retest interview within 10 to 14 days following the initial 

cncounkr. Participants were reassured that the purpose of the second interview was not 

to te~t whether they werc telling the truth the first time around, but to test the 

questionnaire itself. Ovemll, the délta coHected from the first series of interviews served 

to assess intt'rnal consistency of the various scales. The second series of interviews 

pmviùcd data for the estimation of test-retest stabiIity. 

ii) Samp/c .,'ize cOIlsideral;ons 

Donner anù Eliasziwl8~ developed a guide for the estimation of sample size 

relluirements for reliahility stuùies. They graphically displayed the number of subjects 

and repeated measurements that provide 80% power to test Ho: r :$ ro versus HI: r > 
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ro at a 5% level of significance, where rand ro are reliahility coefficients, .md r" is a 

specified criterion value investigators consider acceptahle for a given study. Thcir 

results are useful in that they provide assistance in the choiœ of a minimum numher 

of subjects required to achieVè fairly stahle power to test Ho' For instance. with two 

measurements per subject, a minimum of 40 suhjects is required to hl' HO% cel1ain 

of achieving a reliability of 0.80 at a 5% level of significance. If ru is sellled at 0.75. 

a sample size of up to 100 subjects is necessary to reject H" at n=O.O,5 and !3=O.20. 

Thus il appears that a sample size of 40 suhjects, which could realistically he attained 

within the constraints of this study, only ascertains variahles which have achieved mon.' 

than "substantial" reliability according to the criteria of Landis and Koch.I~~ 

iii) Data management 

For this study phase, statistical analyses were managed with the SPSS/PC+ Statistics 

4.0 software package. IBs Prior to conducting the analyscs, a 2,5% random samplc of 

questionnaires was retrieved for verification of coding and data entry. 

iv) Data analysis 

To begin, frequency distributions for each variable to he included in our analyscs 

were generated to provide an overview of the data, and to detect potential crrors and 

incongruencies. Second, comparative analyses were conducted on 14 sclected 

sociodemographic and behavioural variahles: (1) comparisons hy gender on the kst 

(N=49) and retest (N=40) data were conducted to ddect any signifieant differenees hy 

sex which could influence interpretation of rcsults; (2) the test aud retest data wcrc 

then compared overall, genders combined due to the small sample sizes otherwisc, to 

determine whether the 40 individuals who took part in the retest phase arc 

representative of the 49 individuals in the initial test; (3) finally, the tc~t and rete'it data 

on the 14 selected sociodemographic and behavioural variahles was eomparcd with 

similar data collccted via the l'licitation study (N = 18) and the prcvious pretest (N = 10) 

to test the nuJl hypothesis of no difference between the four group~ on thc~e v:triahlc~. 

This allowed determination of the extent to which the data ohtaincd during the cour~e 

of the study were from individuals with comparable eharacleriMic~. Variables on a 

nominal scale were submitted to Chi-square or Fisher Exact te~t~ and thosc on an 
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ordinal or non-parametric interval scale were analY7ed via the Kruskal-Wallis one way 

analysis of variance test or the median test. 

Third, endorsement rates for each variahle at test and retest were examined to 

identify items which ohtained less than 10% or more than 90% of the responses. 

Response seales were then either transformed in preparation for the internai consistency 

analyses, or sorne of these variahles were deleted altogether. 

Fourth, the internai consistency of each of 18 scales devised to ilIustrate elements 

of our conceptual framework was assessed via the computation of Cronbuch's 

standardized item eocfticient alpha< using data from the first wave of interviews 

(N=49). To interpret these coefficients and identify items which contributed to lowering 

;111 ;lIpha value, item analyses and item-total statistics were conducted. SpecificaIly, item 

analyses ir'lolved examination of univariate descriptive statistics for each item in light 

of the scale, and the gcneration of correlation matrices between the items of each seale. 

Item-total statistics i nvolved assessment of the relationship hetween the individual items 

of a scale and its composite sC:Jre. For example, each item was correlated with the 

scale total, omitting that item. If the Pearson correlation coefficient for that item was 

hclow 0.20, it was discarded from the scale.1
:l8 186 Another method consisted of 

calculating alpha for the sr.:ale, e1iminating one item at a time. Should alpha 

signiticantly increase followi'lg any of these manipulations, this provided support for 

the climmation or modlflc~rion of the item in question. Based on the results of these 

analyses indicative of which items to retain for each scale, standardized alpha 

coefticients were generated with the data obtained al retest (N=40). Signifieant 

differences hetween the alpha coefticients at test and retest on the same scales were 

then calculated using Fisher's z transformation. 187 
11\8 One tail significance levels are 

reporlcd, Finally new v:lriahles represcnting the score for each scale were computed and 

suhmittcd tn tests of the assumption of normality to assess the appropriateness of using 

parametnc statistics in suhsequent test-retest analyses of the scale total scores. 

Thl' ilnalyses concluded wilh test-retest statistics. The data was first appraised for 

owrall per cenl agreement on the sa me variahle hetween interviews. Nominal data were 

c:) 1111,,, Ihl' .llph.1 \"llu~ llbl.tÎncd If .III Ihl' Ilem~ of ,1 scalc .Ire sldndotrc.hzed 10 hdve a variance of 1 IIIS generillly 
,ldvl'l'd hl IN' Ihl~ ,II l'hot vdlu.: If Ihe vari,tI1ce~ of Ihe conshluenl ilems of il ~cale differ. 
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analyzed via unweighted Kappa statisticsl and standard errors for Kappa \Vert' ~'aklllatt'd 

using the method proposed by Fleiss, Cohen and Everitt. 1bll The hypothesis that tht' trut' 

value of Kappa is 0.80 for each nominal variable was also tl'sted and the areas in ont' 

tail of the standard normal distribution are reported. Non-paramt'trk stati~tks fol' non­

independent samples, sllch as McNemar's Chi-square test for dichotomous data ami tilt' 

Sign test for polychotomous variables were computl'd to test the null hypothesis of no 

difference in response distributions between the test and retest nominal variahles. 'J'wo­

tailed signiticance levels are reported in this case. 

Test-retest reliability of ordinal data was assesse<.t via Spearman 's rank corrt'lation 

coefficient (Rs),t89 whereas continuous data was assesscd via Pearson's correlation 

coefficient (Rp). Standard errors and significant diftcrences between correlation 

coefficients using Fisher's z transformation were calculated. 11I7 
1'1(1 One-tail signitkancc 

levels are reported. The test-retest ordinal and continuous data were also comparcd via 

statistics for paired data, to further interpret the signiticance of R. A high value of R 

can mask directional discordance, whereas efforts should he made to explain a low 

value of R. Wilcoxon signed rank tests were used t(lr ordinal data, and pllired Hests 

were run on interval parametric data to test the null hypothesis of no diffelenccs in 

responses between both interviews. Two-tailed signiticance levels are reportcd here. The 

assumption of homogeneity of variance was veritied on the <.tata suhmittcd to paired 

t-tests. 

In final analyses, the internai consistency statistics are examined in light of the 

results obtained via test-retest results. Note that for ail our comparative:! analyses, a p­

value of 0.05 was considered significant. 

t) Kappa:::(p,-pa')/(l-pa') whcrc p,=ob!.crvcd proportIOn of agreemcnt 
Po=proportlOn of chance agreement 
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A. ELICITATION STUDY RESUL TS 

a) Description of participant li 

Eightœn self-identified francophone incarcerated mu. comprising !t'n mt'n and l'ight 

women, volunteered for this exploratory qualitative study. Tahle 7.1 presents the 

sociodemographic characteristics and hehavioural anlecedents for the lotal study gillup 

and by gender. 

Men and women are statistil~ally comparahle on ail the variahles. t'xcept one: molt,' 

women (6/8) report any Iit't'time occurrence of hisexual experienœs than do men (2/10) 

(Fisher Exact test; Pone.trul=O.03). Of interest, respondents have been injt'l'ting dlugs fOI 

a median duration of nine years, with an apparent preference for cocaïne (16/lX) over 

heroin (6/18) in the last six months pre-incarceration (X~=9.47; p=O.()02). Also. two 

thirds of respondents (12/18) injected with a horrowed needle in lhat period. A total 

of 14 individuals (78%) did not use condoms for the prevention of STD in the six 

months pre-incarceration. One woman reported she was seropositive for antihodics to 

HIV. 

b) Qualitative outcornes 

Tables 7.2, 7.4, and 7.6 present the findings to the exploratory questions concerning 

condom use for the total group and hy gender. Each suhject provided llIultipll­

responses sa that N represents the total number of helkfs emilled pcr group. Rcspollscs 

are Iisted by descending order of frequency in each tahle, A cumulative frcquency of 

approximately 80% delineates the most salient heliefs retained for our questionnaire. 

Il is interesting that the results are similar to those ohtaincd in previolls stlldic~ with 

different populations,10~ 106 HI!! Chi-square, Fisher Exact and median lests did not revcal 

any statistically significant differences hy gender. This cOllld in part he duc to the 

small sample sizes. 

Six beliefs conœrning the consequences of condom use are rctained (cf. Tahlc 7.2). 

Two refer to advantages and four to disadvantages. With respect tn advantages, 

condoms are described as a secure protective measure against sexlIally transmitted 

diseases (STD) and as an effective barrier contraceptive. Howev,,:r, theM~ responses 

appeared learned and cerehral. Alternatively, the enumeration of disadvantagc~ was 

tinted with more emotion and suhjectivity. First, it is helieved that c()ndom~ rcducc 
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sensation for both men and women during intercourse, by blocking skin contact and 

fftaking away that natural feeling". Second, condoms are said to curtail spontaneity and 

consequently, to deter arousal, as sorne "time off' from "the normal routine" is 

necessmy to put them on. Thin.l, condom use is associated with the notion of 

promis(:uity. A person using a condom may convey the message that s/he has multiple 

sex partners. Or, requesting condom use can be insulting to a partner who may equate 

this with being perceived as promiscuous or unfaithfuJ. Fourth, condoms are associated 

with the concept of disease, and their use raises suspicions about the presence of a 

transmissible infection. Speculations concerning both promiscuity and disease are 

portrayed as major threats to the establishment and maintenance of trust betwee~l sexual 

partners. Table 7.3 presents the resulting items formulated for the preliminary version 

of our questionnaire. 

Tahle 7.4 lists persons who could potentially influence the condom use behaviour 

of individuals in this study. For the majority of respondents, the initial response was 

that condom use is a personal issue which is generally not discussed. Sorne probing 

was necessary to encourage subjects to think about which type of persons could advise 

them ahout condom use if it was possible to discuss the issue in their milieu. Eight 

groups are retained (cf. Table 7.5). Close family members include parents, siblings and 

children. With respect to JOU, respondents differentiate between the fOU population 

in general. those with whom one in je ct s, and street junkies. Tile latter are generally 

descrihed as having the most disrupted Iifestyle. New sex partner refers to a person 

with whom one has sex for the first time. Straights are those who are not addicted to 

hard drugs; they are perceived to represent the opinion of the general population. When 

prnstitutes are considered, men and women have different views. Men tend to have a 

ncgativc perception of prostitutes: they describe them as vectors of infection, and their 

opinion on condom use is not deemed trustworthy. Women however perceive prostitutes 

as among lhe he st advisors on condom use in view of their experience. 

The l'ompilation of perœived barriers to condom use is presented in Table 7.6. 

Tahle 7.7 Iists items generated for the preliminary version of our questionnaire. 

Rl'sponses suggest that there are barriers at different stages in the process of condom 

USl'. For instance, availability is an issue. Sorne respondents indicated uneasiness about 

oht:llning l'ondoms. Next. suhjects report that if they perceive a risk of infection, they 
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will use condoms. However, if a person looks c1ean. has neen in a stahlt' rt'lationship. 

or has had few sex partners, il is not Iikely that protective measurt'S will he adllptl'd. 

Respondents also suggest that condom use requires some planning: one must havt' SOl11t' 

'ndoms readily availahle "just in case", he ahle tn predkt the pllssihilily nf a sl'Aual 

encounter, and decide on when, where and how to introduce condoms. For many, Sl'X 

is rarely a planned activity, and it is said 10 he 'luite a hurden to havt.' to think of tht.' 

logistics of sex. Moreover, planning sex appears to have a nt'gatiw ~.'onnotation. 

Condom use is also perceived to require negotiation ski Ils. aptitudes 10 conVllll'l' Sl'X 

partners, and abilities to refuse unsafe sex, withoul crealing undul' dislrust and 

rejection. None of the respondents t'elt qualitied in this domain. To compll'll' tilt.' 

process, individuals must feel skilful and competent in condom UM·. Although It.'w 

respondents suggested they were unfamihar with the lechnical skills invotved. 

demonstrations of proper condom use uncovertll a lack of knowlcdge. A majOiity of 

individuals did not leave an empty reservoir space at the tip of tilt' condom, thus 

enhancing risks of condom breakage. In the end, despite the ahsence of any statislically 

significan! gender difterences concerning harriers tn condom use, a ge ner:t 1 impressioll 

remained. Women expressed having less control than mt!n in Ihdr sexual interacti()n~, 

so that there are fewer opportunities for protection from polt:nlial STD. They perceivl.' 

themselves in a submissive position to their male partners. In contrast, several ml'n 

discussed how they wou Id comply with a woman's request for safcr sex if Il was 

formulated. They "wou Id appreciate not having to he in control". Thi~ rel1l'ct~ 

somewhat dichotomous sociosexual expectations which could contrihutc tn the 

explanation of poor condom use. 

Overall, the elicitation study rt'vealed more negativc than positive pcrccption~ wilh 

respect to condom use. The proccss permitted identifïc,llion of potcntial detcrminants 

of this bchaviour and yidded findings which cou Id then he rcformlilated along 

dimensions thal are meaningful for this ~tudy population. Howcvcr, ~omc nuances werc 

inevitahly lost as qualitative data were transformed into ilem~ for quantitative mca~lIrcs. 
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B. QUESTIONNAIRE REVISIONS 

Suhsequent to devdnping the preliminary versIon of our questionnaire, seven 

rcvisions followed. The tirst derived from a series of individual consultations with ten 

extcrnal revicwers. The second involved a pre-test with ten incarcerated IDU. Five 

additional rc:visions were then conducted by the research team to ensure the judicious 

disposition of ail !o.uggested moditications. At this latter phase, particular attention was 

givcn to terminnlogy, instructions to respondents and interviewers, skip patterns, and 

questionn:lire format and dHta codification. The final version prepared for reliability 

asse!o.sment is presented al Appendix 6. 

a) Particular outcomes from the external review process 

The elements of the questionnaire which gave rise to significant comments l'rom 

1110St of the reviewers art presented here: 

First, diffcrential interpretations were uncovered when responses to the questions 

l11easuring knowledge were verified. Second, questions exploring aversive emotions 

cvoked by HIV intection were not found adequate. They were replaced by an open 

<Iuestion for t'xploratory purposes in the next pre-test phase with IDU. Third, the 

st'ction involving examination of ~l)cial context raised doubts regarding the possibility 

of ohtaining val id responses. The goal was to determine the extent of perceived 

condom use in one's milieu, and to record impressions acquired l'rom peers about the 

personal and social (.'onsequences of condom use. ft was deemed best to restrict 

questions to personal élW:lreness of condom use in one's milieu. The questions which 

were drnpped wen.~ found to imply a rather unusual degree of awareness. Finally, 

n:sponse formats also received sorne attention. Several were formulated in terms of 

prohahllities and reviewers feU that Ihis referred to complex mathematical notions. 

Therefore, a more concrett: formulation along a "yes-maybe-no" continuum was 

slIggt':o.tnl. 1 n addition, it was found that response options for evaluation of the 

l·on:o.eqlll'nces of condom use would tend to elicit socially dt'sirahle responses rather 

than pt'rsonal opinions, as respondents were asked to answer on a "good-bad" 

dimt'nsion. TWll Cl)rrel'tive measurt's were suggested. For items connoling a negative 

l'on:o.t"llIenCt', sllhjel'ts would he asked how much the situation would be "bothersome ll
• 

60 



For items connoting a positive consequence. they would he asked to ltetl'nnint' the 

"degree of importance" they attrihuted to the situation. 

Overall. questionnaire items were found to encol11pass the v:llious l'onl:epls 

subsumed in our mode\. Corrective measures were propo~ed and elements nl'ct'ssitating 

inquiry were identified. In the end, several reviewer~ asked wht'Iht'r it woulli Ill' 

possible to engage respondents in such a long interview within tht' \.'ontt'xt of an 

estabtished study, 

b) Particular outcomes from the pre-test with incarceratl>d IDU 

Five women and five men volunlt:ered for the pre-test of the 4.llIl'stionnairt'. 

Interviews were conducted in French. Table 7.X presents the sociodt'J11ographk 

characteristics and hehavioural antecedents of the total group and hy gl'J1(.kr. No 

statistically significant differences were detected hetv.een men and wOlllen on any of 

these variables. Only one perslln had used condoms in the SIX Illonths pre­

incarceration. One woman reported she was seropositive for anllhodit,s to IUV. 

Most interviewees highlighted the need 10 ine/ude mort: response alternatiVl'~ tn the 

"no-maybe-yes" ordinal scale which Ihey found forced answers Ihal did nol rl'fln:t thdr 

positions accurate\y. Il was best replaced hy a "definitdy no -mayhe no - mayhl' yl'~ -

definite/y yes" sca/e. Moreover, suhjects spontaneous/y idcnlified tcrms wh/ch tht:y did 

not comprehend, and those which cou/d have more than one meaning. For in~tann', 

Ihere was no c1ear consensus on the meaning ascrihed 10 condoms heing "not natural", 

or on the terms "junkies" or "IDU in gcncral". ~o that thesc items werc discardt'd. 

Seve raI individuals pointed to questions where distinctions should he made hctween 

steady and casual sex partners. Otherwise, it was difficult for them to re~p()nd, as their 

reactions are nol similar for ail partner types. 

On a more general level, respondent~ implied that ~()me d'fort was re<.jlllrcd tll rclatc 

to questions ahout condoms sincc thcy had ncvcr or rarcly uscd them. have negative 

attitudes toward condoms, have no inkntion of using thcm systcmatkally ln the future, 

nor do they perceive themselves at risk. The effort reqlllred is even grcatcr whcn askcu 

to refleet upon what others may think. perceive or do. As a re~ult, !'.uhJect~ cxprcs~cd 

difficulty with questions pertaining to suhjective norm~ and social context. J)crhap~ a~ 

a consequence of this di ftïcuIty, the!'.e que~tion~ were toum.l !'.omcwhal repctitillu~. SOI11C 
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itcm~ wert diminatcd and othtrs wert rtformulated, and eventually, most people were 

ahlc tn proCtcd ~m()()thly In tht intervitw proœss. The mtan duration of the interviews 

was 70 minutc~ (rangt: 35 to (0). Dtspite the required effort and time however, there 

wcre no comme::nts to the:: tffcct that the questionnaire was too long. In fact, the 

inttrview appeared 10 he inlerpreted as an intervention which participants readily 

tngagcd in. Scveral rt~pondents suggested that it allowed them to assess their level of 

risk for HIV infection and to start contemplating how to incorporate safer behaviour 

inlo Ihcir ~cxual re::pcrtoirt. 

C. POLISHING PRE-TEST: ASSESSMENT OF RELIABILITY 

a} Comparative analyses on selected soci()demo~raphic and behavioural data. 

Tahle 7.9 pre::sents comparative data hy gender for the 49 francophone self-identified 

incarccralt:d IDU who participated in the first wave of interviews in the reliability 

assc~sment phase of Ihis study. More women (11/22) than men (5/27) have had 

hisexual experience::s in their lifetime (Fisher Exact test; p=O.02), whereas more men 

(20/27) th:1O women (10/22) are exclusively heterosexual (X~=4.1R; p::O.04). Also, more 

men (22/27) than womtn (6/22) have not used condoms for STD prevention in the six 

months prt-incarceration (X~=14.55; p=O.OO(14). The finding that more women (19/22) 

than men (14/27) have cver heen tested for HIV antibodies (X2=6.57; p=O.OI) could be 

a consequence of our recruitment strategy: access to anonymous anti-HIV testing with 

counselling was limited for the majority of men as they were not yet integrated into 

the general prison population, where access to this service was possihle. Otherwise, 

thtre are no significant gender differences with respect to the remaining variables. 

Suhjects who had becn tested f(Ir HIV antibodies ail reported a seronegative status. 

Similar analyses were conducted with data collected from the 40 IDU who 

partlcipalt'd in the second wave of interviews for reliahility assessment (Table 7.10). 

A median !l'st on age indicates that women are older than men by tive years (X2=4.87: 

p=O.(3). As ahove, the data highlight that more women (14/15) than men (12/25) have 

het'n tt'~lt.'d for HIV antihodies (Fisher Exact test; p=0.004), and that more men (20/25) 

than women (5/15) have !!ill used condoms for STD prevention in the six months pre­

incarl't'ration (Fisher Exact test; p=O.004). In addition. more women (7/15) than men 

(4/:!5) report having horrowed nt'edles for drug injection in the six months prior to 
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imprisonment (Fisher Exact test; p=O.04). Thl're are no statistically signitkalu 

differences by gender on the rl'maining variailles. although there is still il tendt'Ih ... y 

for more women than men to have had bisexual experience. Again. ail SUhjl'Cts who 

had an HIV antibody test reported they were sewnegative. 

Interest in examining the data oy gender is limited by the f;lct that sullsetluel1t 

analyses do not differentiate on the hasis of sex due to sample size COllsilleratiolls Il 

is noteworthy however that thl're are no major discrepandes hetween tht' four data 

bases of the three study phases (l'licitation, pretes t, and test and fl'test). For examplc. 

as a general rule, more women than men tend to have had hist'xual l'XPl·riclln'. and 

more men than women have not used condoms for STD prevention in tht' six months 

pre-incarceration. Therefore, any signitkant differences hetween the four data hases I~ 

not Iikely a consequence of gender distribution within e:u .. h group. 

Table 7.11 presents comparisons hetween the test and retest data. gelldl'rs l·omhincd. 

There are no statistically signiticant differences oelween the Iwo groups on 

sociodemographic characteristics or behavioural antecedents. Thus, there is no indication 

that the nine inmates who fai/ed to complete the rekM phase of the stlldy arc any 

different from those who did. In the majority of cases. tbese non-participants had ht't'n 

released from prison earlier than initially planned. 

FinaJly, the l'licitation, pre-test, and test and retest data bases were compared overal! 

on 14 selected variaoles (Table 7. ]2). Participants in the test-rete~t phases of thi~ ~tudy 

appear younger by a median of five years (X2= 10.H5, lof; p=O.O 1), and fcwcr have 

attended col/ege (X2= 10.(;4, ] df; p=O.O(1), than those in the elicital;on and the pre­

test phases of the study. This lower level of education could p(l~sibly he a function of 

younger age. Also, fewer individuals in the test-retest phases report having cngaged in 

needle borrowing in the six months pre-incarceratlOn (;(=9.22, ] dl'; p=O.002). Thi~ 

latter finding could he explained in part by the six-month interval which occurred 

between the elicitation/pre-test and rcliability study phase~. In thl~ mterim, ongolflg 

external events such as prevention campaigns and incidcnt~ puolidzcd hy the media, 

and internai events such as the implementation of CACrUS cducational activitie~ in 

the prison, could have increased awareness of the ri),k of acqulflng IfIV via ncedlt' 

borrowing. As a consequence, this could have intlueneto hehaviour or, at the Ica~t, 

identified socially desirable respon~es. Otherwi~e, there are no ~taw,tJcally ~ignilkant 
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differcnccs with respect to the remaining variables. In the extreme, the information 

acquircd from the firsl two study phases may not be fully pertinent for the younger and 

Ic!ts educated !tubjects participating in the rcliability phases. In the end however, the 

c1icitation Mudy data appeared comprehensible and inclusive of ail essential elements. 

Morcovcr, no unidcntitied proh/ems residua/ 10 the pre-test phase emerged during the 

rcliability philses. 

b) Internai consistency analyses 

Prim to conducting internai consistency analyses, categories on ordinal scales 

rcsponded to hy less than ]()% of subjects were merged to others. In several instances, 

Ihis resultcd in a reduction 10 dichotomnus "yes/no" nominal scales to avoid 

inordinatcly ske:wed response: distributions. Il is possible that a larger sample size cou Id 

have avnided the nccessity of reducing the response scales. Variables hypothesized a 

priori tn take part in the representation of constructs depicted in our conceptual 

frame:work (cf. Figure: 4.1) were then assembled to form 18 scales, and the internai 

cnnsistency of each intended scale was assessed. The measures reported in this section 

are the maximal alpha values (a) ohtained for each resultant scale using data obtained 

in the first wave of reliahility asscssment interviews. The choice of which items to 

retain was based on statistÎCs derived from item and item-total analyses. A description 

of each resultant additive scale: hy order of appearance in the questionnaire follows: 

1) Avcrsivc cmotions «(1=0.52): This scale consists of Iwo items measuring one's 

degree of conccrn iloout hilVing contr<lcted and/or trilnsmiUed HIV in the 12 months 

preceding the interview (never worried; sometimes worried; often or nearly always 

worrit'd) Suhjects were rarely worried ahout having lransmitted HIV (6/49). 

2) Knowlt.'fIge ((1=0.32): From the 16 truc-l'aise items measuring levcls of knowledge, 

il was not possible III derive a scale wilh t'ven a modemte degree of internai 

consistenry. Also, the ten items measuring knowlcdge of HIV transmission resulted 

in an Cl of 0.20, and Ihe six items assessing the subject of condoms yielded an a of 

0.16. (Set' Appendix 6 for item descriptions). 

3) Communication (a=0.70): Twn items measure if, in the six monlhs pre­

ill\.'ar,-'eralion. the respllmknt has been abk to discuss the subject of condoms with a 

slt'ady sex par1nt'r and a person with whom sex WilS il tirst time occurrence (yes-no). 
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Two additional items enquire if the respondent was then ahle to ask thesl' p:u1ners to 

use condoms (yes-no). 

4) Risk profile (a=O.81): This scale indudes eight variahll's coded on dichotllmous 

yes-no response schemes: ln one's Iifetime, having: (1) used condoms for STD 

prevention; and (2) had hisexu<t! experience. In the six months pre-inl'élrceratinn, having: 

(3) used condoms for STO prevention; (4) had other sex p:trtners aside l'rom a stt'ady 

partner; (5) had commercial sex partners; (6) had sex for drugs; (7) horrowed USt.''' 

needles for drug injection; and (H) had an STD. The data imply that WOlllt'n may hl' 

over-represented here as 15/17 respondents who report commercial St'x partnt'rs are 

female, and more women than men have had bisexual t!xperience in their lifetimt' (d. 

Table 7.9). Interestingly, condom use appears as an indicator of risk hehavlour. In fact, 

condom ust! among these (DU is selt!ctive and mnst frt!quent within commercial sex 

interactions. Of the 21/49 respondents who reported condom ust! in the SIX l110nths pre­

incarceration, 16 (76%) used them solely with clients. 

S) Past behaviour label (a=O.72): This two-itt!m scale is meant to l11eêlsure whcther 

a respondent lahels hislher sexual behaviour in the six months pre-incarct'ration as 

presenting il risk for acquisition of HIV inft!l'tion. The first item l'xamines tht· 

impression of having engaged in sex with individuals who could have lransmitted IIiV 

to oneself (yes-no), and the other item measurt!s the pt!rccived prohahilily Ihal ont.'·~ 

sexual practices have lesulted in HIV infection (prohability nil, small, rncdium/largc). 

6) Perceived vulnerahility (a=O.71): This two-iltm scale is proposed 10 meêl~ure 

whether a respondent perceives him/herself vulnerahle to é/cquiring HIV infeclion via 

sex in the future. The first item examines the expeclation that one'~ partner ~c1ecti()n 

style can result in sexual encounters with HIV -infected imlividuals (ycs-no); and the 

other item measures Ihe perceived prohahility of acquiring HIV Infection as a 

consequence of one's sexual practices (prohahility nil, small, medium/large). 

7) Perceived susceptihility (a=O.74): This is a fi.mr-item scak resulting t'rom the 

combinalion of the above two scales. 

8) Intention to use condoms (a=O.74): This four-item scale is de),ignt!d 10 mea~urc 

intention to use condoms each time one has sex in the tirst month post-Încarœration. 

Il comprises one direct (no intention; small/medium intention; ),tronglvcry ),trong 

intention) and three indirect questions. The latter use dichol()mou~ respon),c ~cale~ 10 
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t!xamine prdt!rrt!d modt!s of sexual protection against HIV and the perceived feasibility 

of adopting condom use behaviour: (1) preference for condom use versus avoidance of 

pcndrative sex; (2) exc1usivity to one sexual partner versus preference for condom use; 

(3) t"t:asihility of condom use: yes-no. 

9) Social context (0=0.77): Four items measure an awareness of the impact of 

HIV/AIDS on significant others. One item enquires about the proportion of significant 

others who could lx: using condoms for HIV prevention (none; few; about half; 

most/ail). Tht! rem:tining items investig:tte if sorne significanr others have acquired HIV, 

and if those infected hecame sn via needle horrowing and/or unprotected sex (yes­

no). 

JO) Response eflicacy (0=0.78): Two items were designed to measure the perceived 

dlicacy of condom use as a HIV protective measure. First, the certainty with which 

one may t"t:cl protected l'rom sexual acquisition of HIV in a context of consistent 

con<.lom use is recorded (not safe at ail; prohahly not safe; prohably safe; very safe). 

Second, the perceived prohahility of experiencing condom hreakage during intercourse 

is noted (great, medium, small, none). 

II) Attitude (0=0.78): An indirect measure of attitude toward condom use is provided 

hy a scale of 12 item~. Each item is the result of a multiplication: the code assigned 

to li belief regarding the potential consequence of consistent condom use multiplied by 

the code assigned to the e"alualÎnll of that consequence. The heliefs are measured on 

an ordinal scale (definitdy no; prohahly no; prohahly yes; definitely yes). Qutcome 

evaluations are measured on the dimension of "hothersome" or "important" (not at ail; 

a liule; average; a lot). 

12) Pleasure (0=0.90): This scale consists of two item~ which assess if respondents 

,,·onsider that they and their sex partners could derive enjoyment during sexual 

intercourse with condoms (ddinitely no, prohahly no, probably yes, definitely yes). 

13) Self-concept (0=0.66): This two-item scale was proposed to measure whether an 

individual percl'ives him/hl'rseJf as il potential condom user, and jf there is a felt moral 

ohligation to use condoms for each sexual encounter in the first month post­

incarceratioll (definite1y no, prnhahly no, prohahly yes, definitely yes). 

14) Sll~iective nurms (0=0.83): An indirect measure of subjective norms is provided 

hy a six-itelll scale. Each item is the result of a multiplication: the code assigned to 
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a subjecli,,'e belief is multiplied by the code assigned to the mOlimlio" 10 comply with 

individuals postulated to hold meaningful helietS wirh respel'r ln rhe l'om.lom lIrilizalion 

behaviour of respondents. Ali items are rneasured on a "detinitely no, prohahly no, 

probably yes, definitely yes scale". 

15) Perceived beha"ioural control (<<=0.76): Fifteen items are assemhled to ti.mn Ihis 

scale, with measurements recorded on the samt' ordinal scale as ahove. The ilt'ms an' 

presented in the context of consistent condom use for t'ach sexual enCllunter in tht' 1Ï1'S1 

month post-incarceration. Individuals are asked if Ihey Ihink Ihey could use condoms 

if they wanted 10, and if it would he easy for lhem to do so, wilh rcgular and l'asual 

sex partners; they are also asked who, hetween themsdves and a n'gular or l'asual 

partner, they perceive has the most intluence on Ihe decision to ust' condoms. 

Thereafter, subjects indicate their perceived ahility 10 undertake a series of activitit's 

which are conducive to condom use, such as ensuring their ready availahility, and 

negotiating their use with a prospective sexual partner. 

16) Roles or ru les of behaviour (n=0.56): This two-item sl'ale was intcndnl to 

measure personal beliets as to how many individuals among llne's significant (llhers 

should use condoms (none, sorne, most, ail). A distinction was made hclwt't'n IDU ami 

non-IDU. 

17) Risk perception (n=0.80): This scale portrays perception of lhe pel'Sonal risk of 

acquiring HIV infection, Il includes ten items, taken from five of our postul;lled sl'alcs: 

(1) onc's degree of concern ahout having contracted HIV in the 12 months prel'nling 

the interview; (2) four items measuring perceived susceplinility 10 HIV; (1) Iwo ilems 

measuring self concept; (4) two items measuring mit: heliefs; and (5) the total ~corc 

on ten items measuring knowleuge of HIV transmissIOn. The ~calc I~ mcant to 

represent the meuiating variahles in the tirst stage of the AIDS Ri~k Reuuction Modcl 

(ARRM), where self concept and role bdid"s can he suhsumcd under the heading of 

"perceived susceptibility". If measurements of knowledgc are exdudcd, u==() H2. 

18) Condom perceptions (a=O.72): To exemplify sorne of the variahle~ medialing the 

second stage of the ARRM, the scales measuring "pleasure" and "re~p()n~e efficacy" 

were combined with the total score ohtaincd on ~ix item~ mcasuring knowledgc 

pertaining to condoms. The scalc is intenued to depict a comhination of nelief~ hcld 

about condoms: their d'fect on sexual enjoyment and pkasurc; thcir efticacy a~ a 
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protective mcasure; their health utility; and the skills and means necessary to 

incorporate their use in a safe and satisfying manner. 

Tahle 7.13 presents internai consistency measures of the 14 additive scales with an 

alpha value of 0.70 or more, which is indicative of substantial reliability.159 These 

scales were retained for calculation of alpha indices with the retest data. With the 

exception of the response emeaey seale, the alpha values on the retest data are 

st:ltistically comparable to those obtained via the first wave of interviews. This is 

suggestive of Il simil;lr degree of cohesiveness between the items over lime. 

e) Test-retest analyses 

Ovemll, measures of percent agreement between test and retest intelViews are 

generally higher for the nominal variables (range: 62.5 to 100%) than for the ordinal 

variahles (range: 35 to 95%) (Appendices 7 and 8). Unweighted Kappa statistics for 

95 of the 102 nommai variables of the questionnaire are presented at Appendix 7. ft 

was not possihle tn calculate Kappa for seven variables as ail subjects (N=40) either 

provided the same response at the tirst interview, at retest, or at both test and retest 

on these variahles. Computation of z test critical ratios determined that six variables 

have a Kappa value significantly greater than n.80. Otherwise, 14 of the 95 variables 

have a Kappa value signiticantly lower than 0.80 (z test Pone-tali ~0.05). These variables 

are listed in Tahle 7.14. The truc Kappa value of seven of these variables however 

could he in the range of 0.70 to 0.79. Nine of the 14 variables displayed in Table 7.14 

are measurcmt.'nts of knowledge. Without exception, a higher proportion of true 

responscs is found at retest on thest' items. Such acquisition of knowledgr..: is most 

likcly a consequence of the tirst interview itself. The nther variables pertain to reports 

of the hdmviour of nthers and projections into the future, which respondents have 

generally found more diftïcult to relate to. Although meant to complement the Kappa 

statistics, McNcmar Chi-square statistics reveal only one variable where the response 

dislrihutions hetween test élnd retest are discordant. Il appears that even if variables 

demonstratc a low Kappa value, they may not necessarily be shown to have different 

rcsponSt' distrihutions hetween tests. This implies that non-parametric tests may have 

il low dq~rce of sensitivity to minOT variations in the data. Or, Kappa may be over-
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sensitive. In the end, a total of 81 of the 95 nominal variables (85%) dernonstrate a 

test-retest reliability of 0.80 or more, thus denoting "almost perfectIf rdiahility .I~U 

Appendix 8 presents Spearman rank correlation coeftkients (R,) computed for tl1l' 

70 ordinal variables of the questionnaire. In general, these test-retest indicl's arc IOWl'r 

than those found for the nominal data. Despite this, the Wilcoxon signt'd rank test 

reveals only three variables as having significantly different distributions at rl'test. For 

the 69 variables for which it was possible to compute a rank correlation. tluet' (4%) 

were found to have a Rs significantly greater than (U~(). 15 (22%) have a truc R .. not 

signiticantly different from O.SO, 44 (64%) have a true R, signitkantly grl'ater than 

0.60 although less than 0.80, and seven (10%) have a R, significantly Icss than 0.60. 

Thus, according to the criteria of Landis and Koch,I~'1 only 26% (18/69) of the ordinal 

variables have "almost perfect" reliability. It remains though that 90% (62/69) of thesl' 

variables demonstrate at least "substantial" reliability, which is neverthdess acceptahle. 

Table 7.15 displays the seven ordinal variahles which have a R.,<0.60 and the tlm'l' 

variables which demonstrate dissimilar response distrihutions helwecn the test and 

retest. Ali are intended and/or actual components of the scales reported earlier. Aside 

from the fact that they are ail ordinal variahles, there does not appear to he any 

commonality between these variables which could explain thcir lower rcliahihty. 

ln response to the weaker test-retest performance of ordinal variahles compared to 

nominal ones, ten variables were randomly selected l'rom Appendix H, and t111'ir 

response scales were recoded into dichotomous yes-no nominal categories to venfy the 

ensuing effect upon reliahility indices. Table 7.16 presents the rcliahility stati'ôtÎCs for 

these variables. The percent agreements are consistently higher. Three vaIiahles no 

longer have a stability index significantly different from O.HO. However, two of these 

show a critical ratio one-tail p value=O.06. This is somewhat on the limit of rejectilln 

of the null hypothesis (Ho: Kappa Ï1! 0.80). Alternately, for the eight variahles for which 

it made sense to do so, the response scales were recoded into three nominal catl:gories: 

yes - maybe - no (Tahle 7.17). Although the percent agreement~ arc higher or cqual 

to those found at Appendix 8, none of the variahles had a Kappa value significantly 

equal to or greater than 0.80. Thus, re-categorization of the data does not appcar to 

greatly affect stahility indices. 

-



" l 

Tahle 7.18 displays the stability measure for the single continuous variable of the 

questionnaire. The Pearson correlation coefficient attests a perfect degree of correlation. 

Finally, Tahle 7.19 presents the test-retest statistics compiled for the variables 

representing each of the additive scales. Determination of which correlation statistic to 

compute was dependent on tests of normality. These were conducted with the resultant 

scale totals derived from the tirst series of interviews (N=49). A non-normal 

distrihution of scores was identified tor six of the 14 scales. Overall, the test-retest 

correlation measurcs are "suhstantial to almost perfectIf (range: 0.68 to 0.98). The 

critical ratio one-tail p values permit acceptance of the alternate hypothesis whereby 

R«UW f()r the response emcacy seale only. This scale was previously shown to have 

signitkantly diff't:rent internai consistency indices between test and retest also (cf. Table 

7.13). The "risk profile" scalc has the highest correlation coefficient. However, a paired 

t-test comparing the mean scores obtained at test and Tetest suggests inequality of 

means. In faet, the mean score at re-rest on this scale is significantly lower. Thus, this 

high correlation coefficient masked a directional discordance between test and retest, 

where ail respondents apparently had a tendency to change their responses in the same 

direction. 

d) Interpretation of' relinhility mensures combined 

Examination of the test-retest results pertaining to particular items could explain the 

statistically signiticant differences between the internaI consistency indices noted in 

Tahle 7.13. The prcmise is that unstahle measurements could affect the relationships 

hctween the items of a scale. The mnst dramatic variation is noted for the response 

ellicaey seale. This is likely a consequence of the low test-retest rank correlation 

coeftident of one of the variahles (Probability of condom breakage: Rs=0.38). And, 

allhough on the timit of statistical significance (p=0.06), the internai consistency index 

of the pereeived hehavioural control scale is found to vary between the two tests by 

as much as 1 J points. In this case, the majority of the items (13/15) have test-retest 

rdiahility scores significantly lower than 0.80. On the whole, it is possible that unstable 

itt'ms renect questions which tend to elicit different interpretations over time or which 

gt'nerate high levels of ambivalence thus leading to the provision of erratic responses. 

Or the issue itself under examination may have changed and taken another meaning. 
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Consequently, the inter-relationships between the individual components nf an intl'nded 

scale are Iikely to vary and result in a differing internai consisrcncy index. The scale 

may then possibly represent a different construct altngether. 

In contrast, sorne unstable measurements do nor appear tn affect the internai 

consistency of a scale over the study period. This is the case tt)r the attitude sealt.', 

where a 1=O.78 and a 2=O.80: either one or hoth of the components of 5/12 itell1sll of this 

scale has a test-retest score significantly lower than 0.60 or dissimilar respnnsl' 

distributions between the two tests (cf. Table 7.15). Il t1ppears then that l'ven though 

individual items yield unstable scores, they tend to remain associated with one anothcr 

with a similar strength. The question remains as to whethcr the same construds an' 

being measured over time. A partial answer to this may he found in the results 

presented in Table 7.19. The data suggest that 12 of the 14 scales yield corrclatcd and 

stable score totals over time. Thus, although not ail the items of a scalc are stahlt' and 

equally related to one another over time, the score totals may not he grcatly affeclt'd. 

This could be an indication that the scales do in fact tend tn measure the sa me or at 

least a very related construct over time. It is also possible though that the study sample 

size is not large enough to de te et true variations in response distrihutions or that the 

statistieal tests are not sensitive enough to these variations. 

e) Conclusion to relia bility assessment study phases 

Overall, it appears that nominal variables produce higher test-retcst rcliahility than 

ordinal variables with this study population. Despite Insing some nWlnces in Ihe data, 

it would seem advisable to limit the numher of response choices to the extremc polcs 

of a dichotomy if one wants to ensure "almnst perfcct" precision of mcasurcmcnts. For 

our questionnaire, the decision regHrding which unstahle items to dispose of is 

dependent on their contribution to the postulated scales. If ~uch items arc not clements 

of a scale, they are bcst rejected as they can not he uscd as rcJiahlc dctcrmi/1a/1t~ of 

condom use behaviour. These items are highlighted by an asterisk in the quc~li()/1naire 

in Appendix 6. The reader will note that those items measuring knowledge have bccn 

retained to ensure a baseline asses!;ment of respondents. The question rcmains rcgarding 

g) 1 scale item = behef about the con'>Cqucncc~ of con~l!>tcnt wndom U'>C • cV.tluatlllfl of the WIl'>L(!UUII (' 
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the valu~ of th~ IH re~ultant scales. Thirteen of the postulated scales have "substantial 

to almust perfect" internaI consistency indices at both test and retest study phases (cf. 

Table 7.13). And, withholding the rl~k profile seale, the 12 remaining scales also 

appear to have stahlt: scores over time, despite the inclusion of unstable individual 

items (cf. Table 7. J 9). Thus J 2 scales could he considered reliable. In the end, this 

series of analyses will have been useful to exclude unstable items from the 

(jucstionnaire and to identify the potential scales for eventual construct validity 

:/sscssmenl. 
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TABLE 7.1 

ELICITATION STUDY 
Sociodemographk characteristks and hehavi\lural 

antecedents for the total study group and hy grndn 

VARIABLE TOTAL GROUP MEN WOMEN GENI>ER 
DIFFERENCES 

(N= 1 X) (N=\O) (N=H) 

n (lJO n «(~ ) n (I~) Il valUt, 

Median age (ycan.) 32 30 3~ (I.fl4 \II 

Range (}ean.) 21-44 21-44 2X-3H 

Median age at fin.t 23 23 17 (1.43 III 

injection (yt.'an.) 

Range (ycan.) 12-36 12-36 12-33 

Mean 1>t.'ntcllc(' Iength 12-IX 12-IX 12-IH 
calegory (monlh!.) 

LlFETIME EXPERIENCE 

High 1>chool atlendance JO (56%) 4 (4Wno) 6 (751h') 
or less 

(1.16 ('1 

College/Cegep allclldau('(' 8 (44%) 6 (6W%o) " (25'h') 

Exdu~ivcly hctcro!.cxual 10 (56%) H (HO%) 2 (25'11·) 
0,(13* 11/ 

Bi!.exual experience H (44 (;f,) 2 (20%) 6 (75%) 

CACTUS client 5 (2X%) 3 (30%) 2 (25(11-) 0.62 (!/ 

Risk factor 1>ludy 13 (72%) 8 (80%) 5 (6]1%) O.3X u/ 

participation (J) 

Had anti-HIV test 16 (89%) (} (YO%) 7 (XI'\%) O. 71 (~I 

6 MONTHS PRE-INCARCERATION 

Had a !.Icady scx partncr 12 (67%) 6 (60%) 6 (75%) 0.44 Il, 

Had otber !.cx partncn. (4) 9 (50%) 6 (6W%,) 3 (3W!i,) 0.32 (l) 

Had bolh stcady and 3 (17%) 2 (20%) ( 13'%,) (J.59 Il) 

othcr 1>CX partncrs 

SEE NEXT PAGE 
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TABLE 7.1 (continucd) 

VARIAnLE TOTAL GROUP MEN WOMEN 

(N=IX) (N=lO) (N=8) 

Il (%) n (% ) Il (%) 

No condom II W 14 (7W~) 8 (80%) 6 (75'h) 

Cocaine IDU 16 (H9'tf) 9 (QO'k) 7 (88%) 

H('will mu 6 (33 th) 4 (40'h) 'l (25%) ~ 

Borrow('d u ... cd Ill'cdl{'~ 12 (67%) 7 (70%) 5 (63%) 

Borww{'d ('adl lillU' 4/12 (33 t}f) 317 (43%) 1/5 (20%) 
illll'('kd 

Clt-a Ill'd horrowed 1I('{'dk~ 11/1.~ (92 th) 717 (IOWh') 4/5 (80%) 

CI('lllll'd pnor 10 4/11 (36fi~) 117 (14%) 3/4 (75%) 
l'llch IIIjl,cticm 

Ckalll'd Wllh hkadl 4/U (36ifr ) 217 (29%) 2/4 (50%) 

Cll'lI'll'd WJlh wllkr 5/11 (461f ) 417 (57%) )/4 (25%) 

• Slali~lically ~ignificallt diffcrcllcc (p =: .(5); rcjcct Ho: no gendcr diffcrences; 
al'n'pl HI: pn'~eIK'c of gcnd('r diffcrcncc!> 

(1) Ml'dian tl'~t (exact probability plUvidcd) 

Fishl'r l'Xa('t !l'st (one-lai! prohabilily) 

GENDER 
DIFFERENCES 

P value 

0.62 (2) 

0.71 (2) 

0.44 (2) 

0.56 (~) 

0.42 (~) 

0.42 (2) 

0,09 (2) 

0,47 (2) 

0.35 (2) 

Siudy (lf Hankins l'\ al. (1989): Ri!>k factors for H1V-l infection among fcmale ilUllates 
in a ll1l'dilllll !>{'l'urily cornoctional ill!>titutioll, 

(4) Casual parI lien., dienl!> alld/or proslÎllItcs. 
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TABLE 7.::! 

ELICITATION STUDY 
Beliefs concerning consequences of ".'ondol1l lise 

VARIABLE TOTAL GROUP 

srn protection 

Reduction of sCIl!>ation 

Reduction of !>pontallcÏly 

Sign of promi!>cuily 

Effective contraceptive 
barrier 

Sign of polmliaJ iJIl1t's~ 

Unl'omfoJ1ablc: too tight 
too smalt 

Need for lIegotiation 

Loss of crection 

Impairs self image 

Diversification of sexual 
rcpcrtoire 

Non-applicable 

cum. % = cumulative percent 

(1) Chi-square tc~t (1 df) 

(la) X2=.03 

(lb) X2=,002 

N=l12* 

n l'UIII. 'h' 

18 lQ.6 

18 3Q.:! 

15 55.5 

12 6805 

5 73.9 

5 7Q.3 

5 84.7 

2 86.9 

2 89.1 

2 91.3 

92.3 

7 100.0 

(2) Fisher Exact test (one-tait probability) 

'" Reprcscnts the number of re~p()I1l>Cl> 

MEN WOMEN 

N=52* N=40" 

Il ('UII1. 'if· n l'UlIl. 

Il 21.2 7 17.5 

10 40.4 X 37.5 

H 55.1'! 7 55.0 

6 67.3 6 70.0 

., 71.1 3 77.5 -
2 74.9 3 X5.0 

4 82.6 87.5 

2 92.5 

2 86.4 

2 90.2 

95.0 

5 100.0 2 100.0 

GENl>ER 
DIFFERENCES 

lif l' vahll' 

.1'!11 (1.) 

.1'!6 Il.) 

.99 (11'1 

.1'!6 p., 

.31'! (~, 

.JI'! 1:) 

.27 1:/ 

WOIIU'II nnly 

M"II only 

M"II only 

WOJlIl'II nnly 

.34 (~/ 
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TABLE 7.3 

Beliefs concerning consequences of condom use: 
Items formulated for preliminary version of questionnaire 

Si tu utilisais dc~ (.'ondoms pour chaque relation sexuelle que tu pourrais avoir au mois 
de , dirais-tu que : 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

Ça nuirait au déroulement de tes relations sexuelles 
Ça insulterait ton (ta) partenaire sexuel(le) 
Ça te protègt'rait des maladies transmises sexuellement (MTS) 
Ça rendrait tes rclation~ sexuelles moins spontanées 
Ça serait un signe que tu as une maladie 
Ça indiquerait que tu n'as pas confiance en ton (ta) partenaire sexuel(le) 
Ça t'éviterait une grossesse 
Ça ~ertlit un signe que tu courailles 
Ça te donnerait un sentiment de sécurité après tes relations sexuelles 
Ça rendrait tes relations sexuelles moins naturelles 
Ça serait un signe d'amour pour ton (ta) partenaire sexuel(le) 
Ça diminuerait les sensations pendant les pénétrations 
C;'a serait un signe que tu es une personne responsable 
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TABLE 7.4 

ELiCITATION STlJDY 
Signiticant others who may intluence condom use hehaviour 

VARIABLE TOTAL GROUP MEN WOMEN GENDER 
DI FFERENCE .. 'i 

N=61'" N=35'" N=:!6'" 

Il CUlU. (A- n l'UIIl. (h Il l'UlII. (/~ l' vallll' 

Closc family memben. 17 27,Q N 22.Q l) J .... h 47 III 

JDU Il 45.Q 7 4:!.Q ... 50.(1 A5 I~I 

Spou.. ... e J() 62.3 5 .57.2 .5 69.2 .... ' (.'1 

New !oex parlners .5 70.5 4 6~.6 7J.(I .2X UI 

Straights 4 77.1 
.., 

74.3 
., XII.7 .57 1.'1 - -

Prostitutes 4 R3.7 77.2 3 l):!.:! .20 1.'1 

"l'alth profc!>:o.iollals 2 R7.0 2 X2.Q Ml'II ollly 

Friend with multiplc partncn. 2 QU,3 2 XX,6 Mt'II ollly 

Non-applicable rc!>pol1!oe!o 6 100.0 4 1 (KW ., !OO.O .49 1.') -

cum. % = cumulative percent 
(1) Chi-square test (1 dl); X2=,52 
(2) Fishcr Exact test (ollc-tail pmbability) 

'" Reprcsent!> thc numbcr of rc!oponses 

77 



, 
j 

TABLE 7.5 

Significant others who may influence 
condom use L"haviour: Items formulated for 

prdiminary version of questionnaire 

Crois-tu que ce~ personnes trouveraient que c'est une bonne idée pour toi d'utiliser des 
condoms pour chaque relation sexuelle que tu pourrais avoir au mois de ? 

• Les memtm:s les plus proches de toi dans ta famille 
• Les gens avec qui tu te piques 
• Les gens qui ~e piquent (en général) 
• Les junkics 
• Les gens straight 
• Les gens pmtiquant 1:1 prostitution 
• Ton chum (conjoint)/ta hlonde (conjointe) 
• Une personne avec qui tu aurais une relation sexuelle pour la première fois 
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TABLE 7.6 
ELiCIT ATION STUDY 
Barriers to condom use 

VARIABLE TOTAL GROUP MEN WOMEN GENI>ER 
DIFFERENCES 

N=64* N=36* N=:!S· 

n CUl11. % Il l'um. (h Il l'lllll. q P value.' 

Negotiatiotl process IS :!S.1 S "'l ., \II J5.7 .JCl II) ----
Risk perception 13 4S.4 Q 47.2 .. 50.(1 .2.~ ~:l 

Planning procclls 7 5Q.3 5 61.1 2 57.1 .J.' 1:' 

Initiation proccss 6 6S.7 3 69.4 3 h7.S .54 ,:, 

Threat 10 c!>tablishmcnt 
of trust 4 75.0 2 75.0 2 74.9 .511 ~.') 

Availability of condoms 
3 79.7 ., NO.6 71(5 ,511 (.') -

Lack of tcchnical llkillll 2 N2.S N3.4 S:!.I .fllJ (.') 

Contraceptive cffccl 
2 N5.Q N6.::! S5.7 .611 (!) 

Reduction of llcxual plea!lurc ., SQ.{) NlJ.n S9.3 NJ (.') 

Impainnent by drugs 1 l)O.6 91.S Ml'II only 

Non-applicable 6 100.0 3 WO.O 3 100.0 .54 (.') 

CUIll. % = cumulative percent 

(1) Chi-square Ic!!t (1 dl); X~=.83 

(2) Fisher Exact test (onc-tail probabilily) 

* Rcprc!!cnts the number of rCllpOnS('s 
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TABLE 7.7 

Ptrccption of personal control conceming condom use: 
Ittms formulatt!d for preliminary version of questionnairt! 

Pour challUt! situation énumérée, jusqu'à quel point penses-tu pouvoir faire ce que je 
te suggère, au mois de ? Peux-tu: 

• 
• 
• 
• 
• 
• 

• 

• 

• 

• 
• 
• 

achtter ou alltr chercher des condoms? 
avoir dcs condoms à portt!t! de la main pour chaque relation sexuelle? 
prévoir d'avance que tu vas avoir une relation sexuelle? 
ahordcr Il! sujet du condom au hon moment avec un(e) partenaire sexuel(le)? 
sorti r /cs condoms au hon momt!nt pendant une relation sexuelle? 
convaincrr ton (ta) partenaire sexuel(k) régulitr(ère) d'utiliser des condoms 
avec toi pour chaque relation st!xue/le? 
convaincre chaque nouveau(elle) partenaire sexuel(le) d'utiliser des condoms 
avec toi? 
convaincre une personnt! qui n'aime pas les condoms d'en utiliser pour chaque 
rdation sexudle avec toi? 
refuser d'avoir des rdations sexuelles avec une personne que tu désires mais 
qui ne veut pas utilistr de condoms avec toi? 
voir si une personne tst il risque pour le sida? 
mettre un condom comme il faut? 
"avoir du fun" il mettre des condoms? 
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TABLE 7.S 

PRE-TEST 
Sociodemographic characteristics and hehavioural 

antecedents for the total study group and hy gender 

VARIABLE TOTAL GROUP MEN WOMEN GENDER 
DIFFERENCES 

(N=lO) (N=5) (N=5) 

n (%) n (lh,) n «(if, ) Il valUt, 

Median age (years) 32 32 32 LOOO \ \1 

Range (year..) 24-39 27-39 24-34 

Mean sentence length 6-12 6-12 6-12 
category (months) 

L1FETIME EXPERIENCE 

High school attendancc 6 (6()fli,) 4 (f!W}f,) 2 (4()f~-) 

or less 
0.26 (!) 

CoUege/Cegep attendallcc 4 (40%) (20%) 3 (60';1,) 

Exdusively hcterosexual 6 (60%) 4 (HO%) 
.., (40'}f,) - 0.26 (2) 

Bisexual expcricllcc 4 (40%) (20%) 3 (60%) 

CACfUS clicnt 6 (60%) 3 (60%) 3 (60%) 0.74 (!) 

Had anti-HIV tcst 8 (80%) 3 (60%) 5 (IO()f}fJ) O.:!:! (2) 

6 MONTHS PRE-INCARCERATION 

Had a stcady scx partncr 9 (90%) 5 (100%) 4 (XO%) 0.50 (l) 

Had other sex partners (3) 6 (60%) 
.., (40%) 4 (HO%) O.:!6 p) ... 

Had both steady and 5 (50%) 2 (40%) 3 «()O%) 0.50 (2) 

other sex paI1ncrs 

No condom usc 9 (90%) 5 (100%) 4 (HCV}f,) 0.50 /11 

BOlTowcd uscd needlcs 5 (50%) 2 (40%) 3 (60%) 0.50 (2) 

(1) Median te!>t (exact probability providcd) 

(2) Fisher Exact test (onc-tail probability) 

(3) Casual paI1ners, clicnt!> and/or pro~tilutc~ Hl 
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VARIABLE 

TABLE 7.9 

RELIABILITY ASSESSMENT 
First wave of interviews: 

SOCÎodemographic characteristics and 
hehavioural antecedents by gender 

Mcn Worncn Gender 
(N=27) (N=22) Differences 

Il (fJf-) n (%) Statistic p value 

Median age (yt'ar..) 26 29 X2=1.56 0.21 (1) 

R:I/Igl' (yel''''') 20-43 21-35 

Mt'an scnkncc Il'ngth 6-12 6-12 
l'atl'gory (Jll()nth~) 

LlFETIME EXPERIENCE 

Uigh ~dJ(l()1 allt'ndan('{' or Ic!os 24/26 (92%) 15/20 (75%) 
0.11 (2) 

Cnllegl' attcndanl'l' 2/26 (8%) 5/20 (25%) 

Exdu!oivt'Iy ht'tt'WM'xual 20 (74%) JO (46%) X2=4.18 0,(14* (3) 

Exdu!oivt'Iy hOll\o!ocxual 2 (7%) 0 0.30 (2) 

BiM'xual l'XJll'rit.'nn' ~ (19%) 11 (50%) 0.02* (2) 

CACTUS dil'nl 7 (26%) 8 (36%) X2=0.62 0.43 (3) 

Had anti-I1IV It'~t 14 (52%) 19 (86%) X2=6.57 0.01'" (3) 

6 MONTHS PRE-INCARCERATION 

H"lI " ~ll':ldy !oot'x parlm'r Il) (70%) 15 (68%) X2=0.03 0.87 (3) 

Had ollll'r !ool'X par/11er.. (1) 19 (70%) 18 (82%) X2=0.86 0.35 (3, 

No l'(lIIdOIll lISl' 22 (H2%) 6 (27%) X2=14.55 0.00014* (3) 

BOITO\Vl'd lIM'd Ill'l'dks 5 (19%) 8 (36%) 0.14 (2) 

'" Statistically sigllitkant tliffcfl'l1CC (p ~ .05); rcjccl Ho: 110 gender differenccs; 
aeCt'pt H.: pn'!oclIl'l' of grutier tliffcrcuccs 

(1 ) Ml'dian tl'!\t (Chi-!lquan' !>tatbtÎC with 1 dl) 
(.:, Fishl'r Exal'l Il'!lt (olll'-tail probahility) 
(1) Chi-M/Ulm' "'!II (1 dl) 
(4) Casual partlll'r... dil'nts and/or pro!ltitull's 82 
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VARIABLE 

Median age (years) 

Range (years) 

Mean sentence length 
category (months) 

LIFETIME EXPERIENCE 

TABLE 7.10 

RELIABILITY ASSESSMENT 
Second wave of interviews: 

Sociodemographic characteristics ami 
behavioural antecedents by gender 

Men WOllll.'n 
(N=25) (N=15) 

n (%) n (%) 

25 30 

20-43 23-34 

6-12 6-12 

High school attendancc or less 23 (92%) 11/14 (79%) 

College attendance 2 (8%) 3/14(21%) 

Exclusivc\y hctero~exua1 20 (80%) 9 (60%) 

Exc\usivc\y homosexual 1 (4%) 0 

Biscxual cxperiencc 4 (16%) 6 (40%) 

CACTUS client 7 (28%) 4 (27%) 

Had anti-HIV test 12 (48%) 14 (93%) 

6 MONTHS PRE-INCARCERATION 

Had a steady sex partner 20 (80'%J) 12 (HO%) 

Had other sex partners (3) 17 (68%) 12 (80%) 

No condom use 20 (80%) 5 (33%) 

Borrowed used Ileedlcs 4 (16%) 7 (47%) 

Gl'mkr 
Dilli.'n'IIl'{'s 

Il vahll' 

(1.03* (1) 

0.24 (!) 

0.16 U) 

0.63 (2) 

(J.09 (2) 

O.hl 12) 

0.004* (i) 

0.66 (2) 

0.33 (2) 

0.004 * (2) 

(1.04 * (2) 

* Statistically significant diffcrcncc (p ~ .05); rcjcct HfI: no gcndcr diffcrcllcc:-,; 
acccpt HI: presence of gcndcr dit fercncc~ 

(1) 

(2) 

(3) 

Median test (Chi-square stati~tic with 1 dl): X2=4.H7 
Fisher Exact test (one-tait probability) 
Casual partncrs, clients and/or pro~titutc!t H3 

-----_ ... 



!. TABLE 7.11 

RELIABILITY ASSESSMENT: 
Comparison between test and retest groups on 

sociodcmographic characteristics and 
bchavioural antecedents, genders combined 

VARIABLE FÎThI Wave 
TCill Daia 

(N=49) 

Il (ljf,) 

S('X (fcmale) 22 (45%) 

Median lige (yCétTh) 27 

Mean M'nll'nce h.'nglh 6-12 
call'gory (lIIonlh~) 

LIFETIME EXPERIENCE 

High ~('h()()J él'l<'ndll/lCC 39/45 (87%) 

Co/leg(' allt'ndal1<:e 6/45 (13%) 

Exdll~Îvdy hetcro~cxual 30 (61%) 

Exdll1\ivdy h()ll1o~cxuaJ 2 (4%) 

Bi~l'xwtl ('x(!l'rÎ('lIer ]6 (33%) 

CACTUS dicnl 15 (31%) 

Had :tn.i-HIV le~1 33 (67%) 

() MONTHS PRE-INCARCERATION 

Had :t sl('ady ~cx parlner 34 (6<)%) 

Had nllU'r ~('X pa rtn('rs III 37 (76%) 

No l'OIllJolII Ul.(' 28 (57%) 

BOITOW('d uscd nl'l'dll'~ 13(27%) 

(1) Chi-Mluare tl'~t (1 df) 
(~) Ml'dian 'l'1\1 (Chi-Mluarc slalislic wilh 1 df) 
(1) Fi1\her Exacl I('~I (om'-liliJ probabilily) 
(-1) Cal>ual parlnl'rs. dil'nls and/or proslilulcS 

Second Wave 
Rctcst Daia Difference 

(N=40) 

n (%) Statistic 

15 (38%) )(2:0.50 

27 )(2=0.03 

6-12 

34/38 (89%) 

4/38 (11%) 

29 (73%) X2=1.25 

1 (3%) 

10 (25%) X~=0.62 

11 (28%) X2=0.10 

26 (65%) X2=0.05 

32 (80%) X2=1.29 

29 (73%) )(2=0.10 

25 (63%) )(2=0.26 

Il (28%) X2=0.01 

p value 

0.48 (1) 

0.87 (2) 

0.48 (3) 

0.26 (1) 

0.58 (3) 

0.43 (1) 

0.75 (1) 

0.82 (1) 

0.26 (1) 

0.75 (1) 

0.61 (1) 

0.92 (1) 
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TABLE 7,12 

Comparison between elicitation, pretest, and test and retest 
study groups on sociodemographic characteristics 
and behavioural antecedents, genders comhined 

VARIABLE Elicitation Pretest Rcliahllity Rcliahlltty 
Study Tc!.t # 1 Rl'tl'!\t DIITcfé.'Il\'l' 

(N=18) (N=lO) (N=41J) (N=40) 

n (%) n (%) n (%) Il ( Iii,) ~tatbtil' p value 

Sex (female) 8 (44%) 5 (5(Y'h.) 22 (45%) 15 (3Wh') X~:::(l78 (l8S III 

MedIan age (ycar..) 32 32 27 27 X":::124l) (1 (KIfl. 1" 

Mean sentence 12-18 6-12 6-12 6-12 X~:::3 77 (171) III 

lenglh œtegory 
(monlhs) 

LIFEllME EXPERIENCE 

High school 10 (56%) 6 (6()o~) 3Qf45 (87%) 34/38 (lil)f~, ) 
atlendance or IClIS 

Xi::: 12 6l) O(K'S. III 

Collegc attcndancc 8 (44%) 4 (40%) 6/45 ( 13%) 4/38 ( Il 'il,) 

Excluslvcly 10 (56%) 6 (60%) 30 (61%) 2l) (73'iI,) X~:::2 05 o Sil II) 

hclerosexua 1 

Exc\usively 0 (1 2 (4%) (3(~-) X~::: 1 III 07(, III 

homosexual 

Biscxual 8 (44%) 4 (4(Yif.> ) 16 (33%) 10 (2S(~.) X'=245 () <Iii ,l, 
cxpcrienœ 

CACTUS c1ienl 5 (28%) 6 (60%) 15 (31%) Il (28%) i=41H 024 ,l, 

Had anlt-HIV lest 16 (89%) 8 (80% ) 33 (67%) 26 (65%) Xi=420 024 II) 

6 MONTHS PRE-INCARCERA'nON 

Had a 3teady sex 12 (67%) 9 (9(Y'h) ) 34 (6l)%) 32 (lill%) X':::314 Il '>7 ", 
parlner 

Had other sex 9 (500tb) 6 (6(Yif.» 37 (76%) 2l) (73%) X':::463 Il 20 Il, 

partners (4) 

No condom u~e 14 (78%) 9 (90%) 21i (57%) 25 (63%) x':::548 o 14 ,1) 

Borrowed uscd 12 (67%) 5 (50%) 13 (27(~) Il (28%) Z':::1145 001. Il, 

needlcs 

(1) Chi-square (3 dt) • Slali<.ltcally ~igOillunl dllll!Tl.ncc (p!:. 05), 
(2) MedIan le~1 (ChI-square .. Iall!.ltc wilh 3 dl) rejecl 110 no dlllcrcncc,~ Ix-IWCI'l1 group'" 
(3) KruskaJ-Walli!. onc-wdy ANOVA acœpt III prc..,cnLC 01 dlll CrI!I\LI!~ hI!lWI'{'f) grl)up~ 

(ChI-square slalt!.l1c corrcclcd for lics Wllh 3 dl) 
(4) Casual parlner.., c1lenl~ and/or pro"lilutc~ 

X5 



SCALE 

TABLE 7.13 

InternaI consistency measures of scales retaÎnel' from 
reliability assessment study phase 

Numhcr Intcrview!> Z !l'st 
of itcms First wavc Sl'COIld waVl' l'ntieal p vnlue 

(N=49) (N=40) ratio (1 slded) 

Alpha (1) AII,ha (1) 

Risk profile 8 0.81 (ut! .13 .45 

Communication 4 0.70 0.74 31'1 .35 

Past behaviour lahel .2 0.72 OJ~4 1.42 .OK 

Perceived vulncrability .2 0.71 0.75 .39 .35 
(future ) 

Perccivcd susccptibility 4 0,74 0.75 .1 () .46 
(past and future) 

Condom use intention 4 0.74 (J.74 

Social context 4 0.77 0.78 ,II .46 

Attitude 12 0.78 O.MO .24 .4. 

Responsc efficacy .2 0.78 U.49 2.30 .(U * 

Pleasure 2 0.90 0.93 .1'14 .ZO 

Subjective norms 6 0.83 0.76 .X6 .ZO 

Perceived bchavioural control 15 0.76 n.X7 1.52 .()(j 

Risk Perception 
• incIuding mca!>urc of \0 0.80 0.76 .46 .3Z 

knowledge 
• excluding mcasurc of 9 0.82 O.MO .26 .40 

knowledge 

Condom perceptions 5 0.72 0.74 .1 CJ .43 

(1) Cronbach alpha value (u) 
... Statistically significant diffcrcncc; (p ~ JJ5); rcjcct H,,: CI., = u 2; acccpt H,: a, -:/: Hl 

Z test critical ratio (Fi!>hcr Z transformation) : 

(ZI - ~) wherc Z, = ~In (IHI. I ) and Z2 = ~In (1 +(1.2) 

vl/(n j -3) + 1/(n2-3) (l-al ) (1-(1.2) 
X6 
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TABLE 7.14 

Tcst-rttest statistics for nominal variables: 
Kappa values significantly lower than 0.80 

Compa ri son 
of response 

Standard Z test distributions 
VARIABLE % Kappa crror for eritieal p value Test p value 

Agreemcnt Kappa ratio (1 sided) (2 sided) 

KNOWLEDGE 

a. HIV inlcction i:'> ()hviou~ 82.5 .13 .20 3.35 <.01 MeN 1.00 

d. Sexual tranMI1I~~i()n 01 fUV: 62.5 .20 .15 4.00 <.01 MeN .30 
male ejaculation i:'> necc~~ary 

e. Luhrkatcd condom" 75.0 .50' .14 2.14 .02 MeN .75 
incrcit~e :'>cn~allon 

f. Scxual tranMl1J~~i()n of HIV: 95.0 .03 .02 38.50 <.81 MeN 1.00 
via IInal ~cx only 

g. Mo~l HIV IIlfccted pcr~()n~ 82.5 .39 .17 2.41 <.01 MeN .026 

arc awarc or lheir ~t;llu~ 

1. Condom may prok:1g crcclion 80.0 .38 .17 2.47 <.01 MeN .29 

k. Conuol11~: olle uniquc ~IJarc 70.0 .21 .16 3.69 <.01 MeN .39 

n. Conu()J11~ arc pcrmea hic gO.n .47' .16 2.Ob .02 MeN .73 
tll HIV 

Kn()\\'~ ho\\' to pUl a condom on 77.5 .62' .10 1.80 .04 Sign 1.00 

IN THE LAST 6 MONTHS PRE-INCARCERATION 

Regular partner a~k<.'d to 77.5 .52' .13 2.15 .02 Sign 1.00 
UM.' l'()nuom~ 

U~cd l'onUOIll~ Wilh regular 87.5 .49' .19 1.63 .05 Sign 1.00 
pa riller UpOIl III~/her rcque~l 

Expt'l'laliol1 lhal ,e",ua 1 parlner~ 75.0 .48' .14 2.29 .01 MeN .75 
l'oulu tral1~l11il HIV ln 
H':.pt l l1dent 111 IUlure 

DECISION TO USE CONDOMS 

Rl':,plll1cent v:. reguJ.lf partner BO.n .54' .14 1.86 .03 MeN 1.00 

Rl':,pllllucnl v:. l',I~ual IMrlner 75.0 .33 .17 2.76 <.01 MeN 1.00 

Z It'M nilil'al ratio = (Kappa - .80)/SE (Kappa); if p ~ .05: rejcet Ho: Kappa ~ .80 and 
,lù'q11 HI: K < .80 

MeN: MeNclll,lr CllI-l>qu,lre leM for p.lireu dicholomous variahles 
Sign: Sigll Il':.1 lm pairnJ polyl'h()I0Il111U~ variable~ 
1: Z tc~t rrilll'ai ratio l'dkulated; if p ~ .05: rcj('ct ~: Kappa <,70 and accepl H,: .70 ~ K < .80 
~ : .:! l>iUl'd p~.()5. fl'1l'l'l 1-1.,: v.mahle), have salllc ui~lrihution 
Van.lhk ltaml'l>/lk~l'fiplioll~ have lx'cn translalcd l'rom French lo English for presentation of results. 
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TABLE 7.15 

Test-retes! statistics for ordinal variahles 

VARIABLE % Speannlln's 
Agrecment R 

Standarù Z !l'si WiI," ,XlIII 

l'rror entie.1I p vnlue ranJ... Il'~1 

for R, ratio (1 "idt'(1) Il v.llm' 
(2 :o.iùl'ù) 

VARIABLES WITH Rs SI(iNIFlCANny l,OWEN THAN ().6(): 

Probability of condom hrcakagc 52.5 .38 .17 LM .U!! .20 

BELIEFS ABOUT CONSEQUENCES OF CONSISTENT CONDOM USE 

e. Sign of distrust toward partncr 35.0 .09 .16 3.6H <.01 S4 
1. Sign of potcntial illnes~ 37.5 .14 .16 3.37 <.tU .fl2 
k. Sign of accountahilily/depcndability 47.5 .%9 .16 2.41 <.01 .SI 

EVALUATION OF CONSEQUENCES OF CONDOM USE 

h. Reduction of sensation 55.0 .39 .15 1.72 ..... .2H 
for partners 

SUBJECTIVE BELIEFS rc SIGNIFICANT OTHERS 

f. New sex partner 42.5 .%6 .17 U10 <.01 .99 

SELF-EFFICACY 

a. To cnsure ready availahility 70.0 .33 .17 2.14 .02 .94 
of condoms for ~c1r 

VARIABI,ES WITH IJIFFERENT DISTNI/IUTIONS 1lE1'WIŒN l1i;ST ANI) RI\'·l1~'Sl': 

EVALUATION OF CONSEQUENCES OF CO'JDOM USE 

c. Giving impre:o. .. ion of distru~t 50.0 .66 .10 .61 .%7 .04' 
toward partner 

i. STD protection !l7.5 .4% .19 1.50 .07 .04' 

MOTIVATION TO COMPLY WITH SIGNIFICANT OTHERS 

b. IDU 65.0 .71 .10 1.1H .12 .U J h 

Z test critical ratio (Fisher Z tran~f()rmati()n): 

r
~ln (l+R) -

(1-R) 

~In (1+.6())-/'!' 1 
(1·.60) J"n-3 

il P ~ .05: rcjCrl Hf,: R., ~ .60 aml 
aœcpt HI: R, < .6U 

..l 

b : 2 sidcd p!:,.05; rcjecl H.): variables have l>ame di~trihution/~ame mcan Tank 
Variable namel>/dcscriptionl> have bccn trllnl>latcd l'rom French to Englil>h for prcl>cnlatioll of rCl>ult ... 

HH 



TABLE 7.16 

Test-rctest statistics for ordinal variables: 
Dichotomization of a 25% random sample of ordinal variahles 

VARIABLE % Kappa 
Agreement 

Prohahility of condom hrcHkHge 90.0 .54 

BELIEFS ABOUT CONSEQUENCES OF CONDOM USE 

S ign of potcntia 1 i11 nc.,~ 55.0 .01 

Sign of promi.,cuity 70.0 .36 

EVALUATION OF CONSEQUENCES OF C.ONDOM USE 

ReductioJl 01 ~cn~atJOn lor partncr~ 75.0 .41 

GIVlllg IInprc~~ioJl (If polcllllaJ illncl>l> 70.0 .32 

STD pfllln'tioll 92.5 .38 

SUhln'tivc hellcl~ re ~pou~c 75.0 .37 

Motivation 10 c()lJlply wilh HO.O .58 
~traight people 

SELF-EFFICACY: 

To l'lI.,urc reaùy IlvalJahility of conùoJlls 90.0 .45 
lor l>l'II 

Tu l'IlIlvince cal'h new partner 10 72.5 .24 
U~l' l'OIlÙOI11~ 

Z ll'~t entie .. 1 ratio = (K.lppa - .HO)/SE (KHppa) 

* 1 ~iÙl'Ù p~.05: reil'l't H,,: K ~ .HO; al'ccpl HI: K < .SO 

Standard error 
for Kappa 

.20 

.16 

.15 

.15 

.15 

.27 

.16 

.13 

.23 

.17 

Z test 
critical P valùe 

ratio U sided) 

1.30 .10* 

4.94 <.01 

2.93 <.01 

2.60 or.:.01 

3.20 <.01 

1.56 .06* 

2.69 <.01 

1.69 .05* 

1.52 .06* 

3.29 <.01 
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TABLE 7.17 

Test-retest statistics for ordinal variahles: 
Recategorization of a 25% random sample of ordlllai variahlt's 

VARIABLE % Kappa St;lI1dan..l l'rrm 
AgTccnK'nt l'liT Kappa 

BELIEFS ABOUT CONSEQUENCES OF CONDOM USE 

Sign of potcnthl iIInes!> 52.5 .18 

Sign of promi!.cuity 62.5 .40 

EVALUATION OF CONSEQUENCES OF CONDOM USE 

Redudion of !.cn .. ation for parlncT!. 57.5 

Giving impression of pOlcntial iIIncs!> 62.5 

Subjective beliefs re spou sc 65.0 

Motivation to comply wllh 65.0 
l>traight peoplc 

SELF-EFFICACY: 

To cnsure ready availahllity of l'Ondom:. 70.0 
for self 

To convinc(' C'3ch new partner to 67.5 
use condoms 

Z test critical ratio = (Kappa - .80)/SE (Ktippa) 

ail p:.":Ol: rcjcct Ho: K ~ .80; acccpt HI: K < .80 

.29 

.33 

.3S 

.41 

.25 

.43 

· 1:! 

· Il 

· 1 :! 

.12 

.1.'! 

.13 

.14 

.12 

Z tl'~l 
l'nlkal •• Vldlll' 

T.llill (1 1Ildl'd) 

5.17 

364 

4 . .'!5 

3.'>.'! 

3.75 

3.00 

3.93 

3.IIH 

<.01 

<.01 

<.01 

<.UI 

<.tH 

<.tH 

<.01 

<.tll 

<JO 
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TABLE 7.18 

Tcst-rctt!!'.t ~tatistics for continuous variable 

VARIABLE 'fi, I)ea .... on·~ 
Agreement R 

Agc 01 rl'~polldcllt 97.5 1.00 

Z tCl>t l'Tltiral ratio (Fil>ltcr Z lra:ll>forrnation): 

I:!ln (J+R) 

(J-R) 

I:!ln 

t4 Ol1c-l>illcll p!:. .01: rC.lcl't H,,' R = .!lO; acccpt HI: R>.8U 

l'l An'cpl Il,,: l'>éI Ille VaWll1l'C~ 

Standard Z tc<;t 
crror critical p value 
for R ratio (1 sided) 

.001 >10 «.01** 
... 

Paircd t-test 
p value 

(2 sided) 

1.00b 

91 



TABLE 7.19 

Test-retest statistics for scalt' variahks 

Cllmparison 
llf n'Splll1Sl' 

Z tt'st distrihutlons 
SCALE Tc!.t R Standard enllcal p "ulllt' Tl"t Il ",Ihll' 

l'rror for R railo (1 sidl'tl) (2 ~iJl'lI) 

Condom use intention Spcarman .8S .06 .'l6 .17 WikllXIllI llX 

Social contcxt Spcarman .86 .ox 1.19 .~ 2 WIIl'IIXIIII 1111 

Past hchavinur lahcl Spcarnml1 .77 .Ol) .4N .32 "' ill'IIXI 'II . .'!H 

Perccived vulnerahilily Spcarmal1 .70 .Ol) 1.41 .011 WII.'IIXIIII IJ 

Plea!.urc Spcarman .77 .ot) .4H .32 WIIcIlXOII 74 

Communication Spcarman .82 .ox .35 .36 WIIl'IIXIlII 74 

Risk profllc PcaThon .98 .01 7.31 «.OIu Pam·JI-h· ... l .112' 

Altilude PeaThol1 .8S .04 .'l6 .17 Pam·J I-Il, .. t .21 

Suhjcclivc norm~, PeaThOI1 .79 .06 .17 .4.\ P,IIrl'J 1-11':-1 .C,7 

Pcrccivcd su!.ccptihility PCélThOI1 .83 .ot) .54 ._10 Pain·JI-Il':-1 .77 

Risk perecplion PcaThol1 .I~6 .04 t.t'l .12 P:llrnl I-Il':-I .47 

Condom perceptions PeaTh1l11 .82 .ot) .}S .36 P.llrl'lt 1-11 .. 1 1If! 

Rcsponsc effiracy Pcar.ol1 .68 .to 1.64 .OS· Palfl'lJ 1-11· ... 1 .11'1 

Pcrccivcd hchaviouréll PeélThOIl .74 .OH .'lO .111 P.llrl'Jt-Il:-I HI 
control 

Spcarman: Spcarman rank correlatioll 
PcaThon: Pcar<;on correlation 
Wilcoxon: Wilcoxon signed rank teM 
Paircd toteM: Tc!.\. .. for homogencity of varialll:e conducted; r value!. ~.()5, Ml al'l'cpt /1,,: l'qualily III 
Va ria ncc!. 
Z tcst critical ratio (Fisher Z tran!.f(jrmatioll): 

r
itn (I+R) 

(l-R) 

iln (1+.HO)1 ,// 

(l-.HO) 1/ ';il-=3 

* t !.ided p ~ .05: rcjccl li.: R ~ .HO; accept H,: R < .HO 
** 1 sided p «.()1: rcjccl H,,: R =.HO; acccpi H,: R > .HO 
b: 2 sidcd p < .OS: rcject Ho: cqual meéln~ 
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CHAPTER 8 

COMMENTARIES 
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This m~thndological study had as its goal the dt'vt>hlJmwnl of a rt'li.lhk ~lI"'l'y 

instrument hased on a psydlOsocio-hehavlOural Ùlli~t'ptllal framt.'\\·llil rl'levallt t,,, tilt' 

design of AIDS prt'venlion ~Iralt'git's targl'lt'd al IIll"Irù'ratt'd lfl.ll'l'tÎllll dlug lI~l'I'. In 

this final ~hapter, we WIll \,'omment upon nntewnrthy ~tlldy lllltn)f11l'~ and nhM'rvatinns. 

consider issues pertaining 10 Iht' applkahilily of IIIl' qUl',IÎllnn:I\It' and 111l' 

generalizaoility of the rest'ardl tindings. and ~lIggesl flltlllt' skps l\l cIHnpktt' Ils 

development. But first. an oWlVkw I~ presenh:d nI' thl' mon,' tt,'ù'nl Irkrat\lll' "n 

psychosocial delerminants of ~ondorn use/sater st'xual hl'haviour and (ln Il'Ilahiltty 

assessment among IOU. 

A. THE RECENT LITERATURE 

a) Psychosocial determinant~ 

After our questionnaire had oeen de~igned, the HIV/AIDS literaturl' hl'gan 10 rl'porl 

more studies than had previously oeen nuled on dctcnmnants or COl1l'1all'~ of condom 

use and/or safer sexual hehaviour among mu. Thcsc ~ludll'S incrl'a~ingly illClllpllf:lll'd 

interrelated sets of theoretÎcal concept~, SOI11t' of whlch Wl'Il' ho rrow ni hom l'XI~t Ing 

modds of health hchaviour. 

Multi-stage frameworks are now frcljucntly rdt.-fTed tll in the IIll'ralurc: Condom u~l' 

and safer scxual hchaviour are pOftrayed CI!'> the result of an IfH.llvidllar~ plOgll'~~lOn 

through various sllcœssivc ~tagt's, movcment through wlllch 1), intlul'nct'll hy 

psychosodal anu environmental faclor~. Such an approa~h ~uggt'~t~ ,,;It'nlll'~ tor 

intervention strategies whkh vary :K'COrtltng to thl' ~tage l'rom whldl an indlvldual i~ 

to progress. For in"itanœ, the AlOS Rbk Reduction Moud rcfcrTl'd tn car/Il'f (d' 

Chapter 4) was eventually applied to cpiuemiological ~tudiô of ~c:xllal ri~k hchaVIOllf 

among IOU,I'11 lq: Other teams conducting re~carch am()ng /DU In drug trl'alment and 

rehahilitation fadlitics in Ma~~al:husettsl'I\ and New Jer~cyJ"1 also conceptllall.l.(.'d 

condom use hehaviour within a ~imilar three-~tage procc~~. In ~tagc Olle, IlldlvH.luah 

label themselves as heing al ri~k for infectIon. Thl~ perceivcd "lI"ccpuhlllly kalh III 

stage two, worry ahout AIDS, an avcr~lve l'motlonal rc~pon~e lu pcrn:pllon (lf ri~k. The 

final stage rd'trs tn actual u~e of condom... Fi~her and Fi"hd"<' lIeve/oped Il 

conceptually-haseu mode! pftlmotwg AIDS risk rt:dm:lion, and propo.,cu to validaIt.: Il 

among IOU in New England and Connecticut. According 10 thcir modcl, ln order tn 
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rcouct AIDS n.,k hchavl! )ur ln a partlcular populatIon, It I!o. tlr!.t neœs!o.ary 10 ascertain 

Ihe cXI .. llng ICVl'1 of AIDS n .. k redudlOn knowledgc in Ihe population, then to 

undcNand the unique motlvational dcterminant!'. underlying nsk n:ductlOn hehaviour (cf. 

AJlen :mJ FJ .. hht'Jn~\ and t'wally to a~ses!. Ihe oehavlOuraJ skills extant within Ihe 

group wlllch t'ffcctlvcly H duce nsk. BiI!.cd on the information gathert::d, intcrwntions 

can then Iw dc~igncd 10 modify knowledgc, motivation Icvels and oehavioural skills in 

the dircclion 0/ preventlvc acti(}n. 

Although nol organi7cd within a multH.tage frarncwnrk, dcments of Il psychosocial 

modd of hehaviolJr have alMl oeen u~ed hy a Outclt research team examining 

delt:rmmants of !'.afer ~cx and condom uSe arnong IDU enrolcd in a longitudinal 

"ludy.I'II> 1'11 l''~ Signitlc:ml preJictor varf(lhJc~ arc ùeriveù from Rogef's proteclion­

Il1lllivalion thcory and indudc: knowlt:dgc ahout AlOS and risk reduction rneasurcs, 

pt:rn'ptloll of ~t'vt.'nty of the HIV Ihfrat. pt'rception of' the risk of transmitting HJV, 

rl"Srlln~l' and .. df-dlicacy wlth rc~pcd to condom u!.e, oeJicfs ahout the negative 

C()nSl'lIUl'nn'~ of conùom use, and intention!. to use condoms. 

Othnwl:-'l". re"l'an:h kam!. at Nan:ollc anù Drug Research lm: (cf. Chapter 2) further 

providl'd Mlpporl fOi the determinanl roll' of normative intluenœs in promoting sexual 

nsk rl'dl/ctron and condom u~e among IOU. For instance, lack of community support 

for ri~k reductioll amnng Harlem IOU was reportcd a~ contrihuting to rcsistance to 

cOllllom:-.. I" " Condom lI~e among heterosexually active stred-recruited IDU in New York 

City wa~ fOl/1ll1 10 Ill' 1I1rongly a~socJaled with knowing someone wlth AlOS and having 

flll·nd:-. who praL"ll~t'ù nsk reduction. èlMl Fmally, m:tive mooilization of peer pressure 

appeart'd tll illlTl'a:-.e wnùom use among JDU in New York City.~"l 

Mort'over. tht' Illnited capal'uy of AlOS and HIV tran!.mlssion knowledge alone to 

predkl ~t'xl/al nsk reduction has been further confirmed in sIl/dies within 1t:!Iian 

Illt'thadllllt' maintt'nance progrmnmesè(lè and at a London drug dependency unit.:{/·~ Two 

~tmlil'S pOlllled llul that JDU who art' aware lht'y arc HIV infected are more like1y to 

ch:l/lgl' Iht'If .. l'xlIal hdl:lvlOlIr !owarùs nsk reductinn and to use clmdoms with their 

pm'alt' (noll-n lin Illel ci al) partners. :01 :11' 

StudÏl's fncu:-.ing on wOl1len al risk of HIV infection have again highlighted the 

ditfÎl'ultll'S WOlllt'n fact' in adllpting safer sexual oehavinurs.~(1b ~(I7 Those who attend 

skills huilding ~e~~ions:u," and who perceive Ihey have strongef social support 
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nctworks,:OQ are apparently more successful in hanJhnb ~'nndom IISl' with M'xlIal 

partners, Jn particular. women who are aole to dISCIIS~ ~'ondnm lI!'>l' wilh thl'Ir sl'xlIal 

partncrs, whosc partners have t'ilher a neutral or a pn~lll\'l' rl'a~.'llon 10 tilt' slIggl'stlon 

of condom use, and/or who~e friends are alsn m.ing CI1I1(/OI11'>, kno hl Il'\l' thcm mOll' 

frcquently ~J11 :11 

Overall, it appear:-. that nngoing reseéln:h pertaining 10 ~l'Xllal IIIV li!'>k Il'thll'lInn 

among JOU gcnerally contirm the findings reportell earlit-r (d. (,haptl'r 2), and Wllldl 

werc considcreu in the devdopmenl of our l'onl'cplual franll'work. Alsn, Ihl'rl' IS a Ill'nd 

toward increasing use of modds of health hehélVIOUr. 

b) Relia bili t y assessment 

Two studies which reportcd findings conccrning thl' mc:lhOlllllogll'a1 i~~lIl'~ 01 

scalc/questionnaire devdopment and rehahllity aSSt'S~ll1ent with JOU ... tully suhjn'ts Wl'Jt' 

located in the puhlishcd literaturt'. Oarke et al.~J~ devdopl'd an ll-itl'Ill inll'Ivil'wl'I­

administered scale which inquire~ ahout HIV n~k-taklllg hd1aVIOUI al110llg IDU, 

including hoth injecting and sexual hehaviour. Initial analy~c:~ rl'wall'tf ~allst:'l'Iory 

reliahility and validlty. Closer tn our study intcre..,t.." Long~h(\rl' ct al J"" l'xamllll'd thl' 

issue of rdiahility with re~pect to AlOS knowlcdgc and attitude nll':tS\lrl'llll'nt~ :tmong 

mu in rdalion 10 demographic trails hyp(\lhe~izcd 10 affl'ct rdiahliity l'~tlfJ1all'~ f':ighl 

mt:asures defineù a~ predjçtor~ of AIDS nsk ht'haviollr wcre dl'vl'Iopl'd. The~l' Wl'n' 

then adminislered to 322 JOU ln drllg ahu~e trcatment dinic~ and internai l'()Il~I~tl'ncy 

results were compared hy ethnrclty, eùucational Il'veI, and ";l'X ot n'~pondl'1I1~ JlI~p:II)lC.", 

and individuals with !css than a complete high school education produl'l'd IOWl'r 

reliahility estimates, whereas these Cronhach alpha indlccs WCrl' not IOllnd to vary 

consistently oy gendl'r. Such data dem()n~trate how lh t't'crent grour~ could l'X/li hlt 

varying Ievcls of rcliahility, which could in lurn intluencl' lhl' pattern 01 linding-. 01 fi 

study, complkating interpretation of re~ult~ and impcding comp;1I i..,( HI~ l1l'tWl'l'll ~tlllhl'''' 

ln the end, a revlt:w of the IJteralurc convey~ that ln the face (II the Incrl'a:-'Ing IIIV 

epidemic among JOU, then: are ~till too few report!'> of mcthodologlCal -.tudil:~ Involvlng 

this population. 



R. NOTEWORTIIY STUIlY OUTCOMES AND OBSERVATIONS 

a) A conceptual cuntrihutiun 

A major ta .. k ln thi" :-.tudy wa:-. the a:-.:-.emhllng of various elements into a 

rneanmgful and multitacctctJ conceptual framework which would he p:rtinent for the 

.. tutly of dl'lerrm nant:-. of intention., of mcarcerated mu tn use cnndom:-. for HlV 

prt:vcntlon upon rt:lea .... e fwm pri .. on. Ml a!'ot tu develop educatlOnal interventions, Each 

varlahle wa:-. dcfmnl and .,ome potential reiatlOn:-.hlps hctwec::n them were pmposcd to 

facilltate dat;: IIlterprctatlon 

Tlw. fral11l"work b charactcnzed as meaningful in that, with few exceptions, 

rc:-,polldcnt:-. rcported that the propo:-.etl concepts and yue:-.tinns rabed Issue~ related to 

tht'If decl .... lOn:-. and l11otlvation~ around condom u:-.e, This was invariahly enhanced hy 

tht: t'Iicltatloll :-.tudy whlch a:-.:-.i:-.ted in forrnulating concepts along relevant dimensions 

for thl!'ot partlcular :-.tutly population, On a hroatler levd, the rneaningfulness of our 

framework 1:-' deft:'ndahlc in that it!'ot general orientation is concordant with our own 

l'xpl'rienn wlth tlw-, population and with past and current research findings highlighted 

111 tht' relevant Irlt:'ratllft', 

Fullhermofl:. this framework b charactcrized as multifaceted a~ it includcs 

ht:havillural é1nd p~ycho-social deterrninant:-., and il cOl11hination of health and non­

health rdall'd hdld\ and perceptions whkh arc imlividually-dnven, although sorne may 

hl' plÎmanly under thl' IIltluenCt: of :-.ocial processe:-.. A stage approach is also 

Illl'orporatni a., an atlded rdïnement. ThiS re\:ognizes the fa\:t that fa\:tors such as 

knowll'dgt' kvd:-. may have vary mg intluence:-. on intentions and hehaviour depending 

on whl're an illlhviduai .,tand:-. in rdatlOn tn his/her experiencc:: vis-ü-vis HIV infection, 

lIowl'vl'l. il may Iw queslioned as tn whether thls frarnework is too "ail inclusive" 

and whl'tlwr Inlt'grating !'otu~h a large nurnher of variahlcs is warranted. This approach 

has Ilt'I,.·l'!'ot!'otllatl'd tlll' dt'velopl11t'f1t of a rather long yuestionnaire in oroer to suftidently 

~aptllfl' tht' eS:-'l'nl.'t' of e:ll.'h variahle, The premise here has heen that the study topic 

had gOlll' rl'Iatlvely ullexploretl. so that an initial investigation which provides a widc 

o\'l,,,'il'W \\f plltential e1ements 10 con:-.ider in the development of a preventive 

intlT\'l'l1trnn i:-. prd'erahle, We have heen privileged ln that it was possihle to engage 

inmatt's in long interviews lasting up tn Q{) minutes in order to ohtain initial reliability 

IndÎl'l':-', F\'t'Iltual l.'onstrul.'t validation and multivariate analyses with a larger sample 
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size of the study population will most Iikely justify re-modclling of the fral1tt'work mIn 

a tighter version. 

b) A methodolo~ical contrihution 

The demonstratlon that sdf-reported information ohtalned l'rom slully partkipants 

is reliable is fundamental to the ultimate utility and suhstantive interpretation of stully 

findings. While reliahility of data capture does nnt guaranlce ils valiùlty. It has hl't'n 

shown (cf. Chapter 5) that lt is a neœssary criterion prior tn demonstl ating that thl' 

information does represent valid measures of the factors under IIlVl'stig::tioll. A nWJor 

outcome from this study has heen to present cvidence that il is possihle to ohtaif) 

relia hie self-reported data from incarcerated (DU ,,:~th a siandal'dized intel'vicwcl'­

administered questionnaire, l'vell with questions inv1llving a recall pcnod of 6 m(lnth~ 

Overall, the reliability estimates derived l'rom this study are gCI1l'rally high and arc, 

for the mnst part, superior to those results summarized hy Longshorc ct al.l~~ in il 

recent review of -diahility assessrne.1t among mu in the context of IIIV lAIDS 

re!;earch. This encouraging outcome l'an he attrihuted !o ",l'veral faL'lors' l'arly 

consultation with experts in tHis specifie conie nt area as weil as in qucstionnailt' 

design; particular attention to the characteristics of ,he study population whlle dcsigning 

the questionnaire; careful pre-te~ting of the instrument with represcntatlvl's of tht' study 

population; and a standardized approach to data collection hy an cxperknccd 

interviewer who understooù exactly what information was heing sought f()r, a:-. she 

herself had deve\oped the questionnaire. Additionally, attempb welc made tn render thc 

task of responding 10 the questionnaire as easy as possible. For instance, data indicate 

that people, particularly individuals with less practice and dtvelopcd ahilltlcs 1<lr formaI 

thinking, have most difficulty rdiahly estimating counts and Irequcm.:lcs of occurrl'nœ 

of events, 1.~~ 171 so that this approach to desired answers was avoided. 

Interestingly, once the process of data collection was cornpletcd, ~ubjcct~ almost 

always solicited sorne counselling with rt:l>pect tn condom u~e. Thcir lJue~ti()ns and 

concerns revealed that a majority of the fOU in this study hall rarcly consldl'rcd 

condom use as a reaIistic option. In fact, the y had h~t:'n mohihzcd to rcflccl uron 

issues which were novel to them, and werc then apparently engaged in a procc~., of 

"opinion formation". This can explain, in part, the lov.er tc~t-rctcst rcliahllity indlcc~ 
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noted for the ordinal variahles, as these gencrally examined the beliefs and perceptions 

which werc mnst hkdy to undergo sorne transformation over time. Until respondents 

adopt clear opinions, sorne questions then eould elicit ambivalent and unstable 

responses. ft is also possihle that requests for prompt expressions of agreement or 

disagrcement on somewhat ncw and eontroversial issues may have the effeet of creating 

erratic responses as individuals may feel pressured to answer. Oespite this, it remains 

that fOU can he rdiahle suhjects for epidemiological studies. 

Finally, this study has also shown that the prison setting is an ideal milieu to reaeh 

JOU for HIV/AIDS research. Once potential ofganizational harriers are removed, and 

ethical principlcs of voluntary informed consent, interview eonfidentiality, and 

anonymity of d<lta are integrated into the study process, incarcerated fOU are readily 

avail<lhle and inclined to participate in thorough personal interviews. Researeh related 

10 the HIV lAIDS epidemic is found to evoke interest among this population, and 

participants in this study demonstrated rnuch thoughtfulness as they responded to our 

(IUestions. 

c) A comment on the qualitative approach 

The qualitative elicitation study was ultimately very useful in ensuring that the final 

(Iuestionnaire did tap into dimensions of meaningful signifieance to this study 

population. Also, in considering further researeh into determinants of behavioural 

intentions, a qualitative approaeh would be advisable for exploration of the following 

areas, in which the sole use of quantitative measures was felt rather restrictive in this 

study: avcrsive emotions aroused by HIV/AIDS; normative influences and informational 

sodal l'lll1texts; and the sludy of soCÎosexual interactions and communication patterns 

l'oncerning condom use and safer sexual behaviour. It is highly probable that the 

subjects wc intervicwed could have provided insightful information on these topies if 

guided in this direction. For instance, the data recovered via the elicitation study 

ullveiled a richness of information hithcrto undoeumented among (DU in Canada.213 
214 
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C. APPLICABILITY AND GENERALIZABILITY 

With respect to the applicability of this questionnaire to similar or nther sl'ttings. 

sorne points should be considered. First, this questionnaire was designed spedtkally 

for administration in the contexl of a one-to-one confidential session with a traint'd 

interviewer. Self-administration may he a rather tedious process considt'ring its tllfluat. 

Second, to rnaxirnize the possibility of obtaining complete and thnughtful responsl's. 

this questionnaire is best used in a situation where il is possihle tn t'ngage suhjects in 

an hour long interaction. And third, counselling and consultation services on HIV/AIDS 

should be available to respond to needs which may arise as a consequence of tht..· 

interview. Jdeally, the choice between anonymous or contidential HIV-antihody tcsting 

services should be available to inmates. 

The issue of generalizability of our research tindings IS 'lot so dear-cut. This 

pertains to defining study populations to which results may he generalizahle and Ihose 

with whom the questionnaire ought to be used. The non-prohahility hascd sampling 

strategy used to recruit inmates could have resulted in a study group not rcprescntativl' 

of incarcerated IDU. Previous research indicates that individuals willing to participatc 

in face-to-face interviews are generally more sexually self-disclosing th"n lhosc who 

choose to respond to self-administered forms.ll~ 21~ Also, these voluntccrs could hc a 

well-informed and motivated group, with t! :.: result that the devdoped instrument may 

not exactly refll'ct the ideas of the intended target population. This mighl also affccl 

the reliability estimates by enhancing them lo sorne undetermincd extcn\. Comparison 

of baseline sociodemographic data for respondents with data required t'rom inmatcs al 

prison entry rnay assist in determining the representativeness of the study group in 

relation to the l'ntire inmate population in these institutions. Howcvcr, since it is not 

possible to specifically identify IDU in the prison registries, titis solution is likcly 

imperfl'ct since JDU may be different From non-JDU on sociodcmographic 

characteristics. 
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D. SOME FUTURE ENDEAVORS 

Having demonstrated reliahility, we intend to conduct, at sorne time as yet to be 

determined, further analyses with Cl larger ~',ample of study subjects to verify if our 

initial reliahility indices are not fortuitous and to determine construct validity of the 

V<lrious measurements composing the questionnaire. Construct validation implies 

eX;lmination of the extent to which proposed measurements apparently correspond to 

the postulated concepts under study, to ensure that one is in fact mea~uring the 

intt.~nded constructs. Part of this assessment should include an examination of the 

responsiveness of the various component measures to actual changes and differences 

in the phenomena under study. If they are to he usefu! in evaluation research which 

seeks to dther monitor modifications over time, or to distinguish between individuals 

with differing features, the measurements must be senSitive enough to detect these 

variations. Also, if a large enough sam pie size can oc obtained, factor analytic 

tcchni(llics cOlild he applied to verif}' how our proposed scales fare in relation to other 

suhsets of items not defined a priori via our conceptual framework. These techniques 

could in fact unveil intercorrelated sets of variables as yet unconsidered, but which 

might eventually he identified as significant determinants of condom use intention 

among incarccrated mu. Finally, multivariate analyses to assess the relative 

contrihution of the independent variahles to the intention to use or not to use condoms 

sholiid he conducted in order to shed sorne !ight on which elements to consider in 

dcsigning relevant preventive interventions fOI incar.:erated (DU in the face of the 

HIV/AIDS epidemic. 
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CONCLUSION 
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A reœnt report indicates that HIV seroprevalence proportions among injection drug 

user~ incarcerated within the two correctional institutions involved in this study are 

x'6% (14/163) for men and 11.5% (15/130) for women, for an ove rail seroprevalence 

of 1 O%.2Jf· The::~e represent sorne of the highest HIV seroprevalence proportions 

documentcd amongst fOU in Canada and are critical elements in support of the urgent 

necessity to target rdevant and effective preventive interventions at this population. 

This mcthodological study consisted of an initial step toward the design of such 

interventions. Il has lead to the:: development of a questionnaire which is based on a 

meaningful and multifaceted con.:eptual framework and which can be used reliably 

with incarcerated IDU to examine psychosocio-behavioural determinants of their 

intention 1o use condoms upon release from prison. Having der:.1,Jllstrated initial 

rdiahility, construct validity assessment may then proceed to qualify the ex te nt to 

which proposed measures and study resliits may be considered for the design and 

evaillation of preventive int~rventions. In the final analyses, it is c1ear that further 

research involving this instrument and incarcerated mu is warranted in view of our 

t.'ncollraging reslIlts and the receptivity and collahoration among IDU. The findings from 

sllch studies will serve to inform preventive strategies aimed at reducing further spread 

of this devastating infection. 
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EFFECTS OF SOCIAL NETWORKS AND REFERENCE GROUPS 
ON AlOS RISK BEHAVIOUR AND AIDS PREVENTION 

(Fisher. 1988) 
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INFORMATION TO PROSPECTIVE STUDY PARTICIPANTS 

Prior to conducting each intelView, the interviewer must discuss the following points 
with each individual to elicit verbal informed consent: 

1. Self-identitication: 

Provide name and inform that are a research assistant from the Montreal General 
Hospital Department of Community Health, who works on research projects 
related to the prevention of AIDS. Indicate that are external to the legal system. 

2. Explanation of study purpose: 

State that this is the preliminary phase of a study seeking to understand the 
factors or conditions which lead people to use or not to use condoms. We are 
in the process of developing and verifying the adequacy of a '-Iucstionnaire 
which is to be used for confidential intelViews. 

3. Specification of subjects recruited for this study: 

Indicate that we are soliciting voluntary participation from a population which 
comprises individuals with sorne high risk activities for the contraction of HIV 
infection. ft is not neccssary to have ever used condoms. 

4. Presentation of procedures: 

Specify that intelViewer is sole holder of the confidential list of volunteers for 
study. 
Inform that in addition to opinions and bcliefs, personal questions will be :Jsked 
about one's sexual and drug using habits during a confidential standardized 
interview. 
Explain process ensuring safeguards to nominal information (ie. the participant 
Iist; numerical identitication of questionnaires). 
State anticipated time commitment for the respondent. 
Reassure that aIl questionnaires and data treatment remain under the supervision 
of the interviewer, and that publication of research findings does not ;tllow 
individual identification. 
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5. Discussion of anticipated benefits of this study: 

Convey that we can have more confidence in the results of a survey if the 
instrument/questionnaire has been carefully pre-tested. 
Indicate how the data will be useful for the elaboration of AIDS prevention 
activities. 
Emphasize the opportunity to personally obtain updated information on AlOS 
and HIV prevention and to retlect upon one's own risk for this infection. 

6. Consideration of any potential risks to the participant: 

Mention that discussion of a topic related to HIV infection sornetirnes creates 
anxiety about one's own status. Inform that confidential and anonyrnous anti­
HIV testing with counselling is available in prison from an experienced nurse 
(cf. studies on risk factors for HIV infection, Hankins el al. 1989; 1991). 

7. Conclusion: 

1 ndicate that the individual has a right to refuse to participate or to answer sorne 
particular questions. No penalty whatsoever will ensue. 
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Ethics committee certiticate 
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APPENDIX 4 

Letters of approval from corrt!ctional 

institution administrations 
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APPENDIX 5 

Elicitation study questionnaire 
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.. EVALUATION CACTUS-MONTREAL 

INTERVENTIONS EN MillEU CARCERAL 

ETUDE EXPLORATOIRE 

Cette entrevue ne devrait durer plus de 15 minutes. 

Les questions portent sur l'utilisation du condom pour les relations sexuelles et l'eau de 
javel pour nettoyer les seringues. 

Tout ce que tu diras pendant cette entrevue reste entre nous deux. Aucune information 
pennettant de t'identifier personnellement sera inscrite sur le questionnaire. 

Pour chaque question, j'aimerais que tu me dises tout ce qui te passe par la tête. Ccci 
n'est pas un test; donc il n'y a pas de bonnes ou de mauvaises réponses. 

C'est seulement ce que tu penses qui est important. 

Il n'est pas nécessaire d'avoir déjà utilisé un condom ou de l'eau de javel pour répondre 
à ces questions. Tout ce que je veux, c'est ton opinion. 

DATE DE L'ENTREVUE: 
jour 

INSTITUTION DE DÉTENTION: 

PARTICIPATION ANTÉRIEURE 
AUX SESSIONS ÉDUCATIVES: 

PARTICIPATION A L'ÉTUDE 
EN MILIEU CARCÉRAL: 

mois année 

[ ] TANGUAY 
[ ] BORDEAUX 
[ ] B-16 

[ ] OUI 
[ ] NON 

[ ] OUI 
[ ] NON 
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(quand sors-tu de prison?) 

POUR LES PROCHAINES QUESTIONS, IMAGINE QUE TU UTILISES DES 
CONDOMS POUR CHAQUE RELATION SEXUELLE DANS LE PREMIER MOIS 
APRES TA SORT~E DE PRISON. 

1. Si tu y penses, il y a souvent des bons et des mauvais côtés à ce qu'on fait. Par 
exemple, fumer peut être relaxant, mais c'est aussi une cause importante du cancer du 
poumon. 

Quels seraient p('ur toi les bons côtés (avantages) d'utiliser un condom pour chaque 
relation sexuelle? 

Quels seraient les mauvais côtés (inconvénients) d'utiliser un condom pour chaque 
rdation sexuelle? 

y a-t-il autre chose qui te passe par la tête quand tu penses à toi en train d'utiliser un 
condom pour chaque relation sexuelle dans le premier mois après ta sortie de prison? 
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2. Qu'on fasse n'importe quoi, il y a généralement des gens dans notre entouragl' qui sont 
pour ce qu'on fait et ceux qui sont contre ce qu'on fait. Par exemple, ton patron Pl'ut 
être bien d'accord à ce que tu travailles pour lui 6 jours par semaine, mais ta hl onde 
risque d'être contre l'idée. 

Maintenant, pense à toi qui utilise un condom pour chaque relation sexuelle dans Il' 
premier mois après ta sortie de prison. 

Qui sont les personnes autour de toi qui trouveraient que c'est une oonnl' idée pour toi 
d'utiliser un condom pour chaque relation sexuelle? 

Qui penses-tu sont les personnes autour de toi qui st~raient contre le fait que tu utilises 
un condom pour chaque relation sexuelle? 

y a-t-il d'autres personnes qui ie viennent à l'esprit quand tu penses il toi en train 
d'utiliser un condom pour chaque relation sexuelle dans le premier mois après ta sortie 
de prison? 
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3. Maintenant, j'aimerais savoir ce qui rendrait ça plus facile ou difficile pour toi d'utiliser 
dts condoms. Je sais que c'est pas toujours facile, que ce soit à cause de nous-même 
ou des autrts. 

Qu'est-ce qui l'empêcherait ou rendrait ça plus difficile pour toi d'utiliser un condom 
pour chaque relation sexuelle? 

Qu'est-ce qui rendrait ça plus facile pour toi d'utiliser un condom pour chaque relation 
sexuelle? 

Merci. Les prochai nes questions sont semblables, mais je te demande de penser à 
l'injection de drogues: imagines que tu nettoies tes seringues avec de l'eau de javel avant 
chaque injection dans le premier mois après ta sortie de prison. 
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4. Quels seraient pour toi les bons côtés (avantages) de nettoyer tes seringues avel' dt' 
l'eau de javel avant chaque injection? 

Quels seraient les mauvais côtés (inconvénients) de nettoyer tes seringues avec de l'eau 
de javel avant chaque injection? 

y a-t-il autre chose qui te vient à l'esprit quand tu penses à toi en train nettoyer tes 
seringues avec de l'eau de javel avant chaque injection dans le premier mois après 
ta sortie de prison? 
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5. Je vais encore te poser des questions sur les personnes qui peuvent être pour ou contre 
des choses que tu peux faire. 

Qui sont les personnes autour de toi qui trouveraient que c'est une bonne affaire pour 
toi de nettoyer tes seringues avec de l'eau de javel avant chaque injection? 

Qui sont les personnes autour de toi qui seraient contre le fait que tu nettoies tes 
seringues avec de l'eau de javel avant chaque injection? 

y a-t-il d'autres personnes qui te viennent à l'esprit quand tu penses à toi en train de 
nettoyer tes seringues avec de l'eau de javel avant chaque injection dans le premier 
mois après ta sortie de prison? 
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6. Maintenant je vais te poser les dernières questions sur l'utilisation de l'eau de javel. 

Qu'est-ce qui t'empêcherait ou rendrait ça plus diftkile pour toi de nettoyer tl'S 
seringues avec de l'eau de javel avant chaque injection? 

Qu'est-ce qui rendrait ça plus facile pour toi de nettoyer tes seringues avec de reau 
de javel avant chaque injection? 

]44 



DONNÉES SOCIO-DÉMOGRAPHIQUES ET COMPORTEMENTALES 

Pour terminer l'entrevue, j'aimerais te poser quelques questions pour me donner une idée 
générale de l'c.::nscrnhle des gens qui font partie de cette étude. 

S'il Y a des questions auxquelles tu ne veux pas répondre, dis-le moi et nous les passerons. 

A. DONNEES SOCIODEMOGRAPHIQUES 

J. Peux-tu me dire ta date de 
naissance? jour 

2. De quel groupe ethnique es-tu? 

[ ] Caucasien - Français 
[ ] Caucasien - Anglais 

mois 

[ ] Noir 
[ ] Asiatique 
[ ] Oriental 

année 

[ ] Caucasien - Espagnol 
[ ] Inuit [ ]------
[ ] Amérindien 

3. A quel niveau as-tu arrêté d'aller à l'école? 

[ ] Primaire 
[ ] Secondaire 
[ ] Cegep/Collège 
r ] Université (premier cycle) 
[ ] Université (études supérieures) 

4. Quelle est la durée de ta sentence? 

[ ] Moins de 6 mois 
[ ] Oc 6 à moins de 12 mois 
[ ] De 12 il moins de 18 mois 
[ ] De 18 il moins de 24 mois 
[ ] Dt'uX ans ct plus 
[ ] Indéterminée 
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B. VIE SEXUELLE 

5. Jusqu'à ce jour, est-ce que tes partenaires sexuels ont été: 

[ ] Des hommes seulement 
[ ] Des femmes seulement 
[ ] Des hommes et des femmes 

6. Pense à toutes les fois que tu as eu des relations sexuelles dans les 6 derniers mois 
avant ton arrivée ici: combien de fois as-tu utilisé des condoms pour prévenir It's 
maladies transmises sexuellement? 

[ ] Jamais 
[ ] De temps en temps 
[ ] A peu près la moitié du temps 
[ 1 La plupart du temps 
[ ] A chaque fois 

7. As-tu un(e) partenaire stable en dehors? 

[ ] Oui [ ] Non 

8. Dans les 6 derniers mois avant ton arrivée ici, as-tu eu d'autres partenaires sexuel(le)s? 

[ ] Oui [ ] Non 

c. INJECfION DE DROGUES 

9. Quel âge avais-tu la première fois que tu t'es piyué(e)? 

___ ans 

DANS LES 6 DERNIERS MOIS AVANT TON ARRIVÉE ICI: 

10. As-tu injecté des drogues dans tes veines ou sous ta peau? 

[ ] Oui [ ] Non ••••• > Q.15 
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IL As-tu injecté: 

Oui Non 
De la cocaïne? [ ] [ ] 
De l'héroïne? [ ] [ ] 
Du speedhall? [ ] [ ] 

12. T'es-tu piqué(e) avec une seringue qui avait déjà servie à 

r ] Oui [ ] Non •• _--> Q.15 

J 2a) Cornhicn de fois? [] De temps en temps 
[ ] A peu près la moitié du temps 
[ ] La plupart du temps 
[ ] A chaque fois 

13. Nettoyais-tu ces seringues usagées avant de t'en servir? 

[ ] Oui [ ] Non •• _--> Q.15 

13a) Combien de fois? [] De temps en temps 
[ ] A peu près la moitié du temps 
[ ] La plupart du temps 
[ ] A chaque fois 

14. En gtnéral, avec quoi les nettoyais-tu? 

[ ] Eau 
[ ] Eau bouillante 
[ ] Alcool 
[ ] Peroxide 
[ ] Vinaigre 
[ ] Eau de javel 

[ ]-----------------

15. Es-tu déjà allé(e) à Cactus? 

[ ] Oui [ ] Non 

quelqu'un d'autre? 
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16. As-tu déjà été testé(e) pour le virus du SIDA'? 

[ ] Oui -----------> 17. 
[ ] Non 
[ ] Ne sait pas 
[ ] Aucune réponse 

Peux-tu me dire ton résultat? 

[ ] HIV positif 
[ ] HlV négati f 
[ ] Ne sait pas 
[ ] Aucu ne réponse 
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APPENDIX 6 

Questionnaire used for reliability 

assessment study phases 

NOTE: This questionnaire was photll-reduced to respect format 
requirements to facilitate the binding of the final document. 
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ENQUETE SUR LES FACfEURS PSYCHOSOCIAUX 
POUVANT DÉTERMINER L'INTENTION 

D'USAGERS DE DROGUES INJECf ABLES 
D'UTILISER DES CONDOMS AFIN DE PRÉVENIR 

L'INFECTION AU VIH-) 

This questionnaire was used for the reliability assessmellt . ."tudy phase 
and presented in a booklet format with pages presented douh/e-sided. 
The questions marked with an asterix are those whieh would he de/eled 
in a revised version of the instrument. Items not proposed for inclusion 
in a seale whieh have low slability indices would he deleled. Those 
items which were meanl for inclusion in a seale hUI were nol retained 
via internai eonsistency analyses would aslo he deteted. The items which 
raised less than 10% or more thon 90% of re."ponses ouxht 10 he 
omitted 100. Final decisions for further de/elions would he ha:'Îed 011 

eonstruet validity assessmellt of the propmed seale . .,. 
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QUESTIONNAIRE 

Sylvie Gendron 
Étudiante Maitrise Épidémiololgie 8L BiostatislIques 

Université McGilI 

1 
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SECTION A COMPLÉTER PAR L'INTERVIEWn:R 

InStllUlllln .le dC1cntllln: 

II. Date de l'entrevue 

M.I1Mln T.mgu.w 
Dctcntll\l1 Mllntrr.11 

Jmlr 

III. InJcctlon de drogucs 6 mOlS 
pré-incarcération: 

Non 
OUI 

IV. O~tention d'un consentement éclatré vcrb.J1. 

o 
1 

.111 

SlgnJturc dc l'IIltcrvlcwcur 

V. Participation anténcure aux Non 
~esl>ions éducatlvcs CAcrUS OUI 
en milieu carcéral: 

VI. ParticIpation antérieure à Non 
l'cnquête en mlheu carcérdl OUI 
portant sur les facteur~ de 
Tlsque pour l'infectIOn au VIH-I 

() 

1 

() 

• VII. Entrevue: phase pIlote . _ _ _ ...... _ . . . . 1 
première collecte fiabilité . _ . . . . . . . . _ . " . 2 
deuxième collecte tiablhté __ ..... ___ . ... 3 

Heure au début de l'entrevue: _____ _ 

2 

0001-' 

Dl 

00'-1> DO 'S 

011 

o 0 I~-IJ 

o 1-' 

015 

DODO 17·20 
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1 , 
13'1I11IJur li- m',Jppcllc Je ~UIS mtimllCrc cl Je tal~ parlle d'une 
t 4Ulpl' .IU DSe de l'Hùpltal géncrdl de !vtontrc,i1 tjUI l,Ill de Id recherche ~ur Id pre\lntlon du SIDA 

Je m'mtére\\e enlre ,Jutre ,lUX opinIOns de~ gcn~ ~ur l'usage du condom pour ,>e protéger .;onlre le SIDA. 
Il Y ,J tnutl' ,,,rte, ..le 1,1I,.,n, qUI lont que le, gens utilisent ou n 'ullh~ent pas des Londoms quand ils 
"nt de\ Icl,Jtlon'i ,cilucllc" Je 'UIS ICI dUJourd'hul pour rencontrer des gens qUI ~e piquent ou qUI se 
,,,nI déloi P1llué'i pour wnnaitrc leur expérience et leur opinIOn face au condom 

Pmdant notre entrevue, tout ce que tu vas me dire reste contidenllel AUSSI, ton nom ne ~era écrit nulle 
f",rt ,In œ ljue~uonn,JJre 

J ',JI de, que\tlOllS d~SCI personnelles d te ro~er sur ta VIC sexuelle S'II y en a auxquelles tu ne veux 
Pli' répondre, tu n'as qu'à me le dire et Je les passerai, 

Finalement, en ce qUI concerne les questions sur le condom, il n'est pas nécessalTe d'en avolT déjà 
ulIlI'ié pour pouvOIr répondre. Ce que Je veux, c'cst ton opllllon. 

On Vil commene!"r par delt que'itlOns générales, 

J 
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-\. RENSEIGNEMENTS SOCIODÉMOGRAPHIQt:ES 

Quel ,ige a~·lU.' _____ ,ms 

Peux·tu me dire ta date de nalssdnce: o D ~3·~" 0 0 ~;.~I! 
Jour 111111~ ,III 

3 VÉRIFIER AVEC LE (lA) RÉPONDANT(E) A QUEL GROUPE ETHNIQUE IL (t:I.U:) 

S'IDENTD'IE, BASÉ SUR UNE INSPECTION VISUELLE: 

4. 

5. 

4 

Caucasien - Francophone .' .. " . 
Caucasien - Anglophone .,. 2 
Inuit. . . .. . .. 3 
Amérindien . 4 
Noir - Caraibes ... . . . 5 
Noir - Afnque . . . . . . . . . . .. 6 
NOIr - Amérique . 7 
Hisparuque - Europe . " . ....... 8 
Hisparnque - Amérique Centrale 9 
Hispanique - Amérique du Sud . 10 
Asiatique .. , .... ......... 11 
Oriental . . . . . . .. .. ........ 12 

A quel ruveau as-tu arrêté tes études? 

Primaire.. .... .......•••. 1 
Secondai re •..••.• ...•..••... 2 
Cegep/Collège . . . . . . . . . . . . . . . . . 3 
Umversité (1er cycle) ........... 4 
Université (> 1er cycle) . . . . . . • . . . . 5 

Quelle est la durée de ta sentence? 

Moins de 6 mOIs ., 
De 6 à moins de 12 mOIs ...... 2 
De 12 à molUs de 18 mois . . 3 
De 18 à mOins de 24 mOIs . . 4 
Deux ans et plus ., . S 
Indéterminée . . . . . . . . . .. . 9 

DO ;:7·~S 

DO ~1,l·111 
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B. INQUIÉTUDES FACE AU SIDA 

fJ Au LOUr. Je 1.1 lkrmerc année, l'e,t-.i-l.hre depUl't 

A) E.,t-cc quc 1 'J(Jét quc tu <lle\ pu dttr.lpcr le SIDA t'a inquIété' Dlr.lJ\-tu que: 

Tu n' .... lamaI!> été Inqulct(ète) 
Tu .1' été IIIqulct(ète) dc tcmp .. ('n tcmps .. 
Tu .1 .. été IIIqulct(ètc) \ouvcnt .. 
Tu .I~ été IIIqulct(ète) prc\que tout Ic temp!> 
E .. t ,érop,,'tltll( ve) 

.0 
. ...... 1 

....... 2 
.. 3 
.. 4 

B) EM-u que l 'Idéc que tu alc .. pu donner le SIDA t'a mqulété? DiraIs-tu que: 

Tu n'a, j.lmdl .. été Inqulct(ète) ........... 0 
Tu a, été IIIqulct(ète) de lemp~ en tcmp~ .. ...... . ... 1 
Tu 11\ été 1114UIC1(èl'~) ~()uvcnl. . ................... 2 
Tu a~ été IIIqulet(ètc) presque toUI le tem~ . . ........ 3 

5 
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C, CONNAISSANCES 

Je vais maintenant le lire Je .:ourte'i phrases. Pour ,:hJl'Ulll', 1'.IIIl11'r,lI' 'lue tu me JI'_c" .. , tu l'cn. .. c .. 
que l'IJee f!>t vraie ou fausse. SI tu ne ~als pas, Je rrelèrc -lue lU mc k JI'C~ ,lU heu Je JC\ Iller 

Vrai FdUl( NSP NRP 

7 Ca parait quand une personne a 1.: 0 1) Il DJ5 
VIrus du SIDA. 

le VIruS du SIDA se transmet par le 0 DIli 
.exe seulement entre deux hommes 

9. la vaseline peut bnser les condoms. () '1 Il D.n 

10. U faut qu'un homme Infecté 'vlenne" () '1 Il 0111 
pour transmettre le VIruS du SIDA. 

11. les condoms lubnfiés peuvent aider 0 Il 0,1'1 
à donner plus de sensations que les 
non-Iubnfiés. 

12. Seules les relatlOns anales donnent 0 04() 
le ViruS du SIDA par le sexe. 

13, la plupart des gens qUI sont mfectés 0 041 
par le VIruS du SIDA le savent. 

14. Une femme peut attraper le ViruS du 0 Il 042 
SIDA d'un homme mfect~ SI elle a des 
rclallons sexuelles avec lUI. 

15. le condom peut empêcher d'éjaculer 0 043 
trop vue. 

16. Une personne qUI attrape le Virus du () 9 044 
SIDA par les seringues peut le 
transmettre par le sexe. 

17. Il eXIste une seule forme de condoms. 0 1) K 045 

18. le VIruS du SIDA peut être transmis 0 Il li 0411 
par les relauons sexuelles par le vagin. 

19 Une personne qUI transmet le ViruS 0 047 
du SIDA peut avoir l'aIT en parfaue santé 

6 

·r 
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20 

21 

Le \Iru\ du SIDA est d\\eZ peUt 

r"ur rd\\er a Ira ver.. un londom m!<ld. 

Cn homme peut duraper le Vlru~ 
du 5JDA d'une lemme IIlJectée ~'II 
1 de\ rLl.ltl"ll\ \cxuelle~ .Iver clic 

Vrrll :"4SP 

Il 

1) 

7 
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D. VIE SEXtELLE 

,. Pal1elUlires sexuels el uli/isa/ion du condom 

22. Pense à tl'US les partenalre~ \ewels que tu as cu Jans ta VIC 

EM-ce que tes parten,lIres \exuels ont clé: 

CHOIX DE RÉPONSES POlJR HOMMES: 

Des femmes seulement 
Des hommes seulement 
Des femmes et des hommes 

CHOIX DE RÉPONSES POliR FEMMES: 

Des hommes seulement 
Des femmes seulement 
Des hommes et des lèmmes 

1 
2 
3 

23. As-tu déjà utilisé des condoms pour prévenir les maladies transmises \exuellcmcnl (MTS) 

24 

8 

Non 
OUI 

o ... > ALLER A LA Q. %4 
1 ... > ALLER A LA Q. Z5 

Sais-tu comment mettre un condom? 

Non 
OUI 

0--·> ALLER A LA Q. Z' 
1 

D,li 

051 
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• 2) IJncripliun du prl/ct\\u\ d'utlli\lttion dt\ condom\ 

Il.t. a partir du momtnt flU tu a\ unt huilr dt cflndom~ rntrr Ir\ main~, décri\-mOi 
cr qur lu rai\ pour rn utili\fr, du dé hUI jU\IJU'UU ml/mrnt flU tu jrtr\ un condom u\a~é 
U 1 .. puubtUr.) 

Non OUI 

.1) Vénl1c.IIIIIII Je Jate J·~xrlr.IlJ()n Il 

h) PlOler le hout Ju l'(}ndom Il 

li IXroukrnent Ju lllndClIll 0 

d) Retr.1I1 Ju pénl' 1) 

TOTAL: pOIOI, ,ur 4 

26 Pour le, prochaine, 4ue~tllm,. Il 1.lUt lju'on ,e mue dan, le lemp' Peux-lu me dtre ljuand tu e~ 
.Jrnvé( c) Il'! Cil pn,on! 

mOI' .lOnée 

J.II1V. 

Mal 

Sepl. 

Fév. 

JUill 

Ol·1. 

MaTO; Avnl 

Juil. 

Nov 

AoOt 

Déc 

053 

054 

055 

056 

057 

DO 58·59 

0060.61 

9 
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~7 Pense aux 6 dernlcrs ml'I~ .Ivant ll'n .HfI\':C 1,'1. ,'<·'l-.j-Jlre Jl' _____ __ 

N,-tu eu de~ relatIOns ~elUelles J\e( dc~ 

1) Partenaires regulter\) 
(ConJ0lnlS. amanlS. a 3 mOIs 
(lU <3 mOIs mais mlentlon 
de garder comme partenaire) 

SON ()(rI 

o 1 _ •• > MASCULIN 

Non Oui 
() 1 

UDI 
non OUI IIIp 
o 1 C) 

Il) Partenatres occasionnels? 
(d'un SOif à <3 mOIs et 
pas '"tenllon certame de 
garder comme partenaire) 

o 1 ••• > MASCULIN 

111) Proslttué(e)s? 
(achat de sexe) 

o 1 ... > 

Non Oui 
() 1 

UDI 

nun oui lIIp 

o 1 9 

MASCULIN 

Non OUI 

FBtlNIN 

N,'n Oui 
Il 1 

~
UDI 

non oui nsp 
o \ Il 

----
FEMININ 

UDI 

non oui nsp 
o l '1 

FEMINIJ 

Non 0IUi 

L-~O~ __ ~I ________ ~(~J __ ~_ 

iv) Clients? o 1 ... > 
(vente de sexe) 

MASCULIN 

Non OUI 

o 

POSER CElTE QUESTION SI A DÉJA UflLISÉ DES CONDOMS: 

FEMININ 

Non OUI 

o 

28 Toujours dans les 6 demiers mOIs avant ton arnvée ICI, dS-tu uuh~é des condoms pour 
prévenir les maladies traDSIDI5e5 sexuellement (MTS)' 

Non .. . " .... _ ..... _ ... 0 •• -> ALLER A LA Q. JI 
OUI 1 

SI N'A JAMAIS UTD..ISÉ DE CONDOMS POUR PRÉVENIR LES MTS, AU.ER A lA Q. JI. 

SI AUClJN PARTENAIRE SEXUEL DANS LES , DERNIERS MOIS, OU SI .;XCU;Sln;MENl' 
LESBIENNE, ALLER A LA Q. 41. 

10 

• 

DO "J. fl5 

DO M.toto 

DO fNI, 711 

0069,71 

On 

DO 73, 74 

DO 7i!,77 
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~'J COC.HER LES CASES DES 
lA rEGORIES DE PARTENAIRES 
SlXL'ELS 'lJOMMÉES A LA Q 2..a 
ET 
POUR CHAQUE CATÉGORIE. 
DEMANDER SI A lJTlUSE DES 
CONDOMS poeR PREVENIR LES 
MTS AVEC CETTE PERSONNEl 
CES GENS 

jp.lrlenalrc\ régulier.. md'l'u)m~ 

jpartenalrc~ régulte~ lémmms 

jpartenalrc\ régulte~ ma~cu)ms UOI 

jpdTlenalrcs réguliers lémmm~ UOI 

jpartcnatres occasIOnnels masculins 

JpartenalTe~ (JCcaslonnels lémmms 

jpdrtenalres occasIonnels masculins VOl 

Ipartenalres O\:ca~lonnel~ lémmms UOI 

jproslllUé\ masculins 

Ipro~1I1uées lémmtnes 

Ichento; mdscuhns 

Icllentes lénunmes 

Ctmdoms 
prl\cntlon 

\1TS 

!'Illn IOUil···> 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

30, wmolen Je tOIS) 

Une fOI\ (e~~d l' 
De~ lOIS 1 
Cne fOl'l '1ur deux 3 
Souvent 4 
A chaque relatIon 
~exuelle 5 

161 
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DO 4·5 

DO 6·7 

DO 8·9 

DO 10-11 

DO 12·13 

DO 14-15 

DO 16-17 

DO 18·19 

DO 20-21 

DO 22·23 

DO 24-25 

DO 26-27 
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Il. CommUII;CCltÎOn 

31 S'II. Y A ni I·ARTENAIR.:S RU;IIUERS I)ANS U:S 6 1lI'.RNn:RS :\lOIS 
l'R.:·INCAR("ERATlON, l'OS .. :K U:S QtŒSTIONS JI \." SINON, \I.U:R \ 1..\ Q.4". 

AVl'l-VOUS parle Je conJolll~ lOI rI Ion \la) dcrlllcr(t'rc) l'.ntcl\.IIIC rl'~ul!l'r(i'rl'\' 

Non . 
OUI •• 

Ne ~ 'cn ,(lUVlent pd" 

o ---> AI.U:R A lA Q. JI 
1 
Il ---> .UU:R" lA Q. -Mt 

32. LUI a~-tu demandé d ·ulIlr.,cr dl" c(lnd"nt~ .1\'Cl' tlll' 

Non ... 
OUI • 

Ne ~'en souvient pas 

Il ---> AI.U:R A lA Q. J4 
1 ---> AI.U:R A lA Q. JJ 
Q ---> AIU:R A lA Q. J6 

33. Sutte à !!!. demande, en .IW/-VOUS ml~.' 

Non 
OUI 

Il ---> AIU:R A lA Q. J4 
1 ---> AU.":R A lA Q. J! 

34. PourquOi pas'! 

35 Combien de foi~? 

Une foi!> ............... 1 
Des l'oIs ...... . ....... 2 
Une l'OIS sur deux ......... 3 
Souvent ...........•. , . 4 
A chaque relation sexuelle .. " 5 

12 

••• > AI."':R A lA (J . .16 
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( 

, 3" 

'17 

Non 
OUI 

Nl .,·l n '''UVlcnt p," 

Non 
OUI 

(J 

1 
'1 

---> 
---> 
---> 

AU.U( A lA Q. 40 
ALU:N A lA Q, 37 
ALU:N A lA Q. 441 

o ---> AI.U:N A lA Q. 38 
1 ---> ALU:N A lA Q. 39 

'3H p"u rq UOI p," 1 

, 34 

411 

••• > ALU:R A lA Q. 40 

C"ll1hlCn de !lll'! 

Unc 1o" 1 
De, 101\ 2 
Unc fo" ,ur deux 3 
S"UVCnI . . . 4 
A chaquc relalloll ,cxuelle 5 

Toulour. ddn, ICl> 6 dcrnlcrl> 1l101~ ,Ivdnt ton drrlvéc ICI. 

A,·tu cu unIe) ou dCl> p:trtcn,lIrel> avcc qUI tu a~ eu de!> reldtlons ~exucllcs pour 
1,1 prclIlIèrc hl'" 

Non 
OUI 

() ---> ALU:R A lA Q. 48 

41 Pcnl>c :\ la denllère pC(l>onnc avec qUI c'c',t ,Irrlvé: 

Avcr-voul> p,ulé de l'ondllms la première l'OIS 'luc vouo; avez cu des relations 
,cxucllco; en.,cmhlc! 

Non 
OUI 

Ne ,'cn ,ouvlent p," 

Il ---> ALL":N A LA Q. 47 

q -_.> AI.LER A lA Q. 48 
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" 

43 

LUI 3,·lu demandé d'uIIII,cr dl" l'ond"llI' .1 \l',' 1"1 1.1 prl'Illll'rt' 1<'1' qUl' \PU' ,1\" ,'U 

de" rclalll'n~ 'l'"ucllc~ cll'l'ntl'k' 

Nnn 
OUI 
Ne ,'en ",U\ Il'nl 1'.1\ 

o ... > o\I.U:R 0\ L \ Q. 44 
1 ... > \I.U:R ,\ 1.,\ Q, 43 

<1 ... > AI.U:R \ Lo\ Q. 4$ 

SUltl' .i hl dCI1l.lIldc, Cil .1\CL·\,(lU~ 1111',' 

Non 
O~II 

o ... > 
1 ... > 

o\l."":R A lA Q, 44 
o\1."":R A lA Q. 4$ 

J4 PourquoI pas " 

• 45, Est-ce qu'il (elle) l'a demandé d'ullh~cr dc, condom' .IVCL' lUI (l'Ih:) 1,1 ptl'lI1lCrC .lll' 

que vous aVCl eu des relations \cxuclles cn,cmhlc.' 

Non" , 
OUI 

Ne s'en ~ouvlent pa' 

o ... > 
1 ._-> 
9 ---> 

AI.U:R A lA Q. 48 
ALtER A lA Q. 46 
AU.ER A lA Q. 48 

• 46, SUite à ~ demande, cn aVCL-VOUS mis'! 

Non 
OUI 

• 47 PourquOi pa~! 

14 

o ---> 
1 ---> 

ALLER A lA Q. 47 
ALLER A lA Q. 48 

[J J" 

[J Jh 

DD,p4.'l 

DD,N-;jj 



[ 

Ou.mtl tu v pcn.\C'. v ,l-t-II <Je\ Id .lutre\/ gcns dVCl yUI tu olS déJa parlé de l'uo;age Ju c<mtlom' 

""'n 
OUI 
:-.Ic "Ln 'IJUVlcnt pa\ 

o ---> ALLER -\ lA Q. 51 
---> CO~TINn:R.\ LA Q, 49 

1 ---> ULER A fA Q. SI 

SO Peux-tu me decnre volrc Cl)nvcr~dll"n > Itbeme. contexte 1 

2 ________________ __ 

3, ________________ _ 

165 
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III, Facteurs de risque 

53 

Nl>n 
OUI 

Ne ,'cn 'OU\'lI:nt P'!' 

Une fOIs ",', 
De!> l'oIs , 
Unc l'oIs sur deux 
Souvcnt , . 
A chaquc relation ,c'luellc 

n ---> <\I.LER :\ 1_0\ Q, !lJ 
1 ---> CON11NIJ .. :R A LA Q, !l2 
<l ---> AtU:R " I.A Q. !lJ 

:! 
3 
4 
5 

E'H:e que ça t'cM arrivé d'avolf dcs rcl.tllOn~ ~c"ucllc .. l'n ~d1.lngc de urngul'.' 

Non, 
OUI 

Ne s'cn "OU' Ipnt pa~ 

() .--> AttER A lA Q. 55 
1 .--> ('ONl·INIJJ.:R A lA Q, !loi 
9 .--> AtU:R A lA Q' 55 

54, Comolen de 101' uJrai .. -tu que '><! t'c .. t ,unvé! 

Une lOIS 

Del> l'OIS 

Une luis sur deux 
Souvent, , , , 
A chaque relation .. exuelle 

:! 
3 
4 
5 

55, E,t-ce que ça t'est arrivé de te piquer avec une ,erlngue <lUI ,IV.llt drJ.! ,crvi .\ ljUl'Jqu'Ufl J·.Hlln' ' 

Non . , .. , '" 
Oui 
Ne ~ 'cn loouvient pas 

(\ ._-> AU.ER A lA Q. 57 
1 ._-> CONTINlIJ.:R A lA Q. 5' 
9 _.-> AIl.":R A lA Q. 57 

56. Comoien de fois dirais-lu que ça t 'c,t arrivé! 

16 

Unc l'OIS .,. 
De, fOIS 
Une tins sur deux 
Souvent . 
A chaque 101' que tu te piquai" 

1 
2 
3 
4 
5 

[J'Il 

On 
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• ~7 ",-tu dé).t lU unl 'ATS 1 

• 'iH 

"'""II 

OUI 

() ---> !\tONTRt:K usn: 'JOUR Vt:R1tl{'J\110N; 
0;' Nt.C;Al ..... AI.U:R A lA Q. 60 

N"1l () 
OUI 1 
Ne ,.lIt p." 9 

59 C<lmtlll:n dt: lOI' ,l,-tu ('U unt: ou de, MTS entre _______ ct ______ _ 
(6 d~ml~1"\ mol .. pré.incan:éralilln) 

Nombre de lo!': _____ _ 

077 
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IV, Idelltiflcatioll du risque 

Toulours dans Ic~ mêmc~ 6 nll'lS (de _______ ,1 _______ 1. 

60 

Non 0 
OUI 1 
Ne SUit pa' q 

61. D'après lOi, Jvec cc que lu ,\S tait, quelle, '\'nt le, Lh,IOL'l" que lu ,lie, ,ltlr.lpC Il' "Iru .. 
du SIDA par Ic ~exe.' 

Aucune . , 0 
Petites 1 
~oyennes 2 
Grandes, 3 
Ne salt pas , 9 
E~l séroposltltrvc) 5 ---> ALtER A LA Q, 65 

• 62, Pense aux gcno; dulour de tOI qui 'c piquent dU'''. COll1p.lré:t eux, cM-le que 
tes chances d'avOir atlrdpé le Vlru\ du SIDA par le ,exe ,onl. 

Plus petites qu'eux. 
Les mêmes qu'eux .. 
Plus grandes qu'eux 
Ne salt pas, 

2 
3 
9 

V, Perceplioll de vulllémbililé 

63 Penses-tu qu '11 y a de te, partendlreo; .. exuel~ qUI peuvent un Jour tl' JOl1lwr Il' VtrU' 
du SIDA par Ic ~exe? 

Non, , . , , , 0 
OUI 1 
Nc sait pas. .. 9 

64. D'après toi, avcc ce quc lu faiS. quelles sont Ic~ chance .. que tu pUIS~C~ un Jllur .Itlr.lper 
le virus du SIDA par le sexc'! 

Aucune, , 0 
PeIlles, , 1 
Moycnnes ., 2 
Grandes. , , , 3 
Nc saI! pas , , 9 

18 

D001.J 

Dl 
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\ .. 

f:. t.:TILISATIOS Dt.: COSDOM 

65 Peux tu me Jlre qu,tnJ lU pcn\c\ \orllr Je pmon' 

ou 0 
anncc 

,. Inltntion fact li l'utilisation du condom 

66 r.lttend.Hu à aVOIr Je\ relations ~exuelleo; dam. le premier mOIs apre~ ta sortie de pn~on. 
en 

NIln 
OUI 

Ne' '" Il pa\ 

o ... > AU_ER A LA Q. 7% 
1 .. > CONTINUER <\ lA Q. " ou la Q. 68 
9 .•. > AU_f:R A LA Q. 7Z 

"7 QIJ .. :STION POliR LESBIENNE SEULEMENT: 

Penses·tu .IVOlr des relallons o;clCUelles avec un ou des hommes' 

Non 
OUI 

NI! Sdll pas. 

o ... > AUER A LA Q. 7% 
1 •.• > CONTINUER A LA Q. " EN NE CONSIDÉRANT 

QlJE CES RElATIONS HÉTÉROSEXUELLES 
9 ••• > AUER A LA Q. 7% 

013 

014 

19 
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6:-; Pcn .. c'-!u 3\"H Jc' rl'l.llllll1' ... ,'\ul'ill" ,1\ l" un "U JI" 
\ne con~idf",r que Il" ",lai ion, hIlRlo'~"ul'lIl" RlIl'culinl" dit', rt'llIlilln' h.''''n.""u.'II.',1 

20 

1) Pdf!CIIoIIrl'" rq:ulil'r ... 1 

(Cl1nJl1l11l'., ,lIn,lIll', ~3 1111''' 

"U <3 ml1l~ Ill.!" rntl'llll11n 

Jc garder Ul!l1I11C P,lrtClloIlfl') 

Il) P.!rtcn,lIrc~ '1I.1"1""l1ncl,? 
(d 'un 'llir à <3 mol' cl 
pa~ IIltcntlon l'CrtalOl' de 

garder comme parlcn,lIre) 

Iii) Pro,tllué(e)~) 
(achat de ~exe) 

IV) CllenLs? 
(vente de ,cxc) 

NON ()('I 

o l , .. > 

() l , .. > 

() 1 ••• > 

tl 1 ••• > 

l\1ASCl LIN 

Nllll Oui 
(1 

Même que pre­
mCUI'!! ra hon .' 

non OUI 

o 1 
nsp 

1) 

MASCULIN 

NOIl OUI Il'1' 
0 <1 

MASCULIN 

NOI1 OUI Il'1' 
Il Il 

MASCULIN 

Non OUI n'Il 
() lj 

IIMININ 

N"11 Oui 
li 

M~I11(' llUl' l'ré­
IlIl"8rC~r,lli\lIl.' 

n,'11 
n 

N,'II 
(1 

NOIl 

Il 

,'UI 

Il MININ 

OUI 

rFMININ 

OUI 

FJ-~IJNIN 

NOIl OUI 

(1 

Il''' 
'1 

"'1' 
'1 

1"1' 

'1 

[JO th,l" 

[J [] l', III 

D~o 

DD.'I,~~ 

D~, 

[J024 . .''i 

[] !f1 

DO n, 2H 
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o. 
F 

(()('IŒK tt.Ii ('A~t.'i ut.'i ('AIU;OIUt:'i 
ut; pt\Kn;NAIIŒS ~ •. Xl't.l.S pm:R 
U.liQl'U.U.'i 1\ Kt.I'OM)(1 on 
A lA Q. 611 -

p.trIIIJ,llrL .. régulier. m,t"Lulin, 

rnrmc p<lrt( n.lITe régulier ma'l'ull/l 

p.trlen,lIrt .. rtgulier. témlllll1' 

rnl~mc (l.JTten,ure régulier Irllunm 

pM!en.lIre.., Ill'I.I\lOllllel .. nlol~\'ulin\ 

p,Hlen,IIT(''' (ll'l'.t'Ionnel .. lémmm .. 

pro'lllul''' m.l,culin, 

pn"lJluéc ... lémlllll1C\ 

l lient .. nJd .... ·uIUl\ 

l'lit'lIIe .. témmllle, 

6Y A\·!u l'm!lnlllm 
d'u!lii\lf de, \,Ilnd"m~ 

pour prùcmr il, ~TS) 

""111 ~SP IOUi 1 .. -> 

0 y 

0 y 

0 y 

0 9 

() y 

0 y 

() ') 

0 y 

0 9 

() 9 

70 Cornh!\,11 Je l''I~ , 

Une l'Ill' .. Il''oIl) 
De .. 111I.., 2 
Une 111I., .. ur deux 3 
Souvent ~ 

A d1.tquc rr:l,llltlll 
,c'Cuclll.' 5 

---

---

7 J. P<lur ré\umer, quelle \",t Ion mtenllon d 'ullh\cr des condoms pour chaque relatIOn ~cxuclle 
que lu pourr.Jl" .1\'Olr dan .. le premier mOl~ après ta ~ortie de pnson, en ') 

AUtun\,' 
Pl'llll' , 
Moyenne 
Gmm.le '" 
Trè!> gr.mde , 

,Il 
01 

... 2 
, 0 0 3 

4 

DO 29-30 

0031.32 

0033.34 

0035-36 

DO 37·38 

DO 39.40 

0041-41 

DO 43·,u 

DO 45-46 

DO 47-48 

21 
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... 

JI. Contexte social 

'tlllllcn.mt, J'.lImer.lI' 'lUt: lu pl'n'l" .IU~ ~ln' dl' 1'l\II'rll'Ur ,1\" qUI lu Il' li,'n' II 'llll ,,'nI 
1 mp"rLIIlL' pour l'li 

71 D'après lOI. UlmhlCll ulliN~1l1 

• 73 

de .. l:Ondllm, p"ur ,c protégt:r du 
VlfU .. du SIDA' 

Combien te donnent 1'1I11l'r<:",,'n 4ue 
l'·C .. t Ju Irouh1c utl11\cr Je, l'"nJOI11" 

,Iu.un 

Il 

Il 

pl'U ,l Pl'U lx ,IU"'lI!, 

l'rl ' 1 ~ 

~ 

h1U' :'II~I' 

<1 

'1 

POlIR CEUX ET CELLES QUI CONNAISSt:Nl' IJK"i G":!\IjS QIII II11US .. :Nl' UK"i ('ONUOI\IS 
POUR st: PROTt:GER Dli VIRUS ml sm/\., ('ONTlNlŒK: (SINON. AI.U:K A Lo\ Q, 77\ 

74 

75 

22 

PourquoI penses-lu que l'co, gl'ns·l.l en utlh~cnt' 

ContraceptIOn " 
Pratique de la pro .. tltulIllll 
ProtectIOn des MTS 

:! 
3 

Avec quel genre Je p.trtcnalrc<; pen,c,-tu qu '1" Ilnt tendance a 'e ,ervlr du CI \IIJom) 

Partenaires occasionnels 
Nouveaux partenaires .. exuels 
ClienL<; , ..... 

1 
2 
3 

[_ J " 

l] -'1 

00'i2." 

DO ~h.,7 

o 0 ~H 5" 
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( 

77 

P ,rtt n,lire .. rq:ulJer; 
r x l'MIL n,lIrl" rlgu lu: r~ 2 

l'Mml le .. gcn., de l'cxlérlcur .Ivec qUI lU le lien, cl qUI sont Importants pour lUI, v en d-l-II 
qUI IIul ,Iur.lpe le vlru .. du SIDA! 

Non 
OUI 
Ne '1111 P'" 

o ---> AU.t:R A lA Q_ " 
1 ---> CONTINtrER A lA Q, 78 
~ ---> AU.ER A lA Q, " 

71l Comhlen ,onl devenu .. tnlcClé~ par' 

.1) Le .. ,ermgue~! __ per;onnes ou 0 ne sail pal> 

h) Le, rel .. tlon~ ~exue"e,) __ per\onnes ou 0 ne .. ail pas 

0060-61 

C [J 1>1·63 

c 

DO 65-66 

0067-68 

23 
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III. Anitude em'ers le compol'femnIJ 

Tu 1II00C~ t-cdul'nup "II,1ec S 
Tu JIOle~ l'Iùee ~ 
Tu cs neutre .3 
Tu n'310lc'\ r.l' J'lùée ~ 
Tu n'aime, p.l' du !I)ut \'Iuét' 
Ne ,ait pd" q 

IV. Perception d'efficacité 

80 SI tu uuh,e .. un conùom .1 chdque hl!' que tu .1 .. UlIl' rcl.lllllll ,,'xul'lIt, (.IVl'l 1'l'Ilt'tr,ltlllll) 

ùlra",tu que tu c~ protégé(cl du SIDA de 1.11,1ln. 

• 81 

24 

Trè'i ~ûrc .. 
Probdhlcment 'iûrc 
Probablement pa~ 'iûre 
Pa .. sûre du tout 
Ne 'ail pa'i , .. 

Aucune. 
PCllte~ . 
MoyclUlcs 
Granùes , . 
Ne '\alt pas 

o 
Il 

Il 
1 
2 
.3 
q 

lJIo11 

0711 

071 
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V. Croyance~ C [Jil l -) 

f 
." Im .• t('1l1 '("1 -lUI U("'~L un lllmJ"rn .t ch,tyuc rdlll'," ,exuclle 'lue (u d' ln 

joJ.HIJ tu \." ,,,nlr J·I'.I 

Dlr,II'-(u qUI 

Delinl! Probdbl Prooabl DétiOlt ,"SP 
"Illn "lion OUt OUI 

li.!. CI peut II1tcrrompre le, relation, 4 3 2 li 04 
,exucllc, 

Hl Ttln (LI) pdrtcndlre ,e"uel(le) :! 3 Os 
régulicrfère) ,e ,cntlrdl! en 
c <lnti,mcc ,tvel.' llli 

1i4 CI dlmmuerdl! Ic~ ,cn'dtlun~ de te~ 4 3 2 06 
p,lrtcndlrc, pendant Ic~ pénétrdllon, 

liS Ca te donnerait une ,écumé :! 3 4 9 07 
llmlre le, MTS 

H6 CI vlludr,llt dire que tu n '.1 li pa~ 4 3 2 08 
cllnti,lncc cn le f Id) pdrtenalre 
't.xucJ(lc) 

1i7 Tc .. p.Hlcnalre, ,cxueJ( IC)lI :! 3 4 OQ 
OLC,I\lOnncls(Jc,) ,e ,entlralent 
en ,-onliante ,Ivel tlll 

HII Tu ,luralS l'air mdl il l':use en 4 3 2 li DIO 
en tr,lIn de mettre un condom. 

IN Cd dlmlllucralt te!. 'iensatlOns 4 3 2 9 Du 
pendant les pénétr,HlOn~ 

<l() Cd voudraIt dire que t\l dS 4 3 2 012 
une maladie 

III Tu duraIS l'l':.prit en paix pendant 2 3 4 9 013 
tCli reldllons sexuelles. 

ll:!. CI voudrait dire que lU es une 2 3 4 9 014 
pcn.onne qUI prend 'ifS 

rC'ipllnsablhlés 

lJ3 CI voudrall dire que lu courailles. 4 3 2 9 o 1S 

2S 
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,. 

H. Perception du plaisir 

-\\Cl' ,'C ~ue lU \'Icns Jc me .lift: 

Q5 

Pense~'lu que lu JurJ" du rl,lIm à 
J\OIr de~ reldtlon!> ,c'Cucllcs J\Cl' 
l'cmdom avcl' unte) partenalrc 
a\lquel(le) tu es Irès attlre(e) l 

Pense~·tu qu'une personne très 
dtt! rée envers tOI auran du plal~lr 
à avoir des relal1on~ ,exuelle, 
avec l'ondom avel' Illl) 

VII. EvalUlJlion 

Je vais t'énumérer encore les mêmes phrases que Je viens de le lire 

J 

Dtlillii 
OUI 

Pour lllmmellccr, j',lImer,lI' 

'1 

que lU me dises Jusqu'à quel pomt l'hJque slIuaUon te dérange ou pas. 

Pao; Ju lout Un peu Moyennement BC.IUcIlUp 

96 Faire queique chose qUI mterrompt 4 J 2 
les relallons sexuelles. 

97 Dlmllluer les sensaUons de tes 4 J 2 
partenaires pendant les pénétrauons. 

98 Donner l'Impre!>Slon à un(e) panenalre 4 3 2 
sexuel(le) que tu n'a~ pas conliancc 
en lUI (ellr) 

99. AVOir l'air mal à l'aise en train de 4 3 2 
mettre un condom. 

100, Dlmmuer tes sensallons pendant 4 3 2 
les pénétrations. 

101. Donner l'impreSSion que tu as une 4 3 2 
maladie. 

102. Donner l'impreSSion que tu courailles 4 3 2 

26 

NSP 

Il o IH 

Il 01'1 

Q o ZO 

021 

Il OZ2 

IJ On 

IJ 024 
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{ 

• 

\1,'lIl!L1I,III! 1',III11U,II' quI. tu me dl,e .. jU'qU'd quel pc1lOl chdLunl de, 'llUdllon\ 'UI\dOll~ e,l Il11p"rldnlc r"ur lOi nu Pd' 

Pd' du toul 

IOJ (JUI !"II /(,1) PoHtul.llrL r(gulierILrt) 
" 'Inlt 1 n LC!lllÏ,IOLL .IVtl tOI 

104 Avoir une ,éluru( COli Ire le .. MTS, 

105 Qu'unll') p,trlen,ure .. exucllle) 
III l.I'lllnncl(Je) ,e 'lOll' ln l'OnlÏanle 
.IVI'l lell 

10(, AVilir 1't'''Pril CIl P,IIX pend.lIll te, 
rl'I.IlIIlIl" .. e xudic, 

107 J)lI1IJH'r J'lIl1prC"IOII llUl' tu l''' une 
pI'r'"11l1c qUI prl'l1d o,c .. rc\pon"dhllllc, 

VIII, Perception dt soi 

('1111 Il 11 Ul' .1 pen .. cr .IU pn:nllcr 11101' dprè .. 1.1 ,orlle de pmon, 

)(lH '[ l' vOI'-lU LOmmc tluclqu'un llUI 
l'''urr:111 uIIII .. er de .. çondllm .. 
l','ur lh,llIue rclal10n .. exuellc 1 

(l:.M,('C Ion genrc, ') 

liN, Dam le lond dc lili-même, penseS-lu 
4\1l' tu Jevr,l1~ utlh~cr Jc~ cllnJonllo 
pour 1 11.1 II uc rdatlon !>cxuellc? 

Délimt 
Non 

Prohahl. 
Non 

2 

L'n pt. u ~"~ennll11enl BCtU1I1UP "'SP 

:! 3 4 4 

:! 3 

2 3 4 Q 

.2 3 

.2 3 Q 

Prohahl. Détim!. NSP 
OUI OUI 

3 4 1) 

3 4 1) 

177 

D ,--, 

D:!6 

D:!7 

D:!tl 

D:!I) 
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IX. .Vormes subjectu'es 

1 10, Cf()I~·tU que IJ plur.Jrl ,lur,lI~nt 
tcnudn.:e à penser q:Jc tu JCH,II~ 
utllt~er de<; ':l'ndoms r"ur \. hJquc 
relatIOn sexuelle que tu pourrJI~ 
dV,Jlr quand tu \'3<; ,nrtlr de priM," 
en _____ ' 

X. Croyances subjectil.'es 

Odin il 
"l'n 

PIl'b,ll'l 

'"n 

J 

1'<1'l'I'III'n d'ultl' 
IItJllllll'n" 

Je v<ws t'énumérer de~ groupes d .. pcrsonne' J',lImerals que lU me dl\cs " tu ~n'l" 'lue l c, 
personnes trouveralcnl que c'e<;1 une hnnne Idée pour 101 d'ullh!>er Je, <"II1J,'m<; pour dldljUC rl'i,IIIIlII 
sexuelle que tu pourrais avoir qU.lIld tu va, ,urtlr Je: pl1~"n pendant le mOI' Je ____ _ 

Ce n'est pas nécessaire qu'lis te l'dlent déjà Ju Tu me dl<; .:e 'lue tu ,roI' '-lu'll, pl'nl.cnt 

Oélinll Prohahl. Prohdhl Déllllll Pcr,cplll'Il J'unc 
Non Non OUI OUI lllultlt rt'lIlC 

Il!. Les membres les plus proches 2 3 " Il 
de tOI dans la famille 

112. Les gens avec qUI tu te piques 2 J 4 

113. Les gens stralght , 
3 .. 

114. Les prostltué( e)s 2 J 

115. Ton chum (conjoint) ou :2 J " ta blonde (conJointe) 

116. Une personne avec qUI tu as :2 3 4 
des relauons sexuelles pour 
la premi~re fOIS 

28 

• 

') 

NSP 

1) DJ3 

1) 

1) 
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XI. Molh'alioll a \f! conforme, 

J, ~,tI\ (J)lOrl 1'(nUrllt ru le~ mLml~ t!r()upc~ dl pU\Ollnl~ S'i1\ IL \ugt!lrdlllil J'ulill'lf iL~ ("flOO!!h, IUdl\-IU LC yU'''' Il L\\Il~cillcnt 
01 1.1 HI , 

Dt: IÏn Il Proh,lhl Pr .. hlbl 

Nlln ~()Il 

117 Ll~ tllClI1hrL' IL, l'lu ... pr<llhe., 2 
dl III) O.UI' t.1 J.lfIl1l1l 

IIX Lt\ gl n, ,IVIl yU! lu IL plyUl\ 2 

114 Ln gUi' 'Ir,lIght 2 

I.:!() LL \ pro'lItué( l J" .2 

121 Tllu LIll/ill (l'OI1JOIIII) 2 
la hlonde (wn 10lllte J 

1''' Une pCf\I;nl\e .IWC 'lU) lu .1\ 2 
JI'\ rel.tllon .. 'l'xucllc~ pour 
1.1 prl'lI1lèfl' lOI' 

• 12.1 De (lUI \Ulvr.tI'-lu Ic plu, le, l'on,cll, polr rapport ,lUX l'ondllllll> 
(L1ue le 'Oll pour ou lIJlllrc 1.:, 1I111doll1'J J 

OUI 

3 

3 

3 

3 

3 

3 

DLlmit Percepllon d'une NSP 
OUI 1Il0llltrLlllC 

~ H lj 03Q 

Il 040 

il 041 

Il 042 

043 

l) 044 

0045-46 

29 
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XII. Perceptioll de cOlltrôle 

l~~ SI tu Il' \1'ul.II'. r~n,~, tu 'lUt' tu p"urr.lI' utill'l'r un "'I1J"111 l'.'ur dl,l'lue r<l,III.'11 
,t'\wlll' ljU~ tu 1','urr.lI" .I\llir l'n ,1\1" 

un parten.llrl' ',exul'i rq!ulll'r 1 

DL'lmll 
:'o;,'n 

Pn,b.II'1 
N,'n 

l'n ,1'.11'1 
OUI 

.' 

125 Pen,c,-tu 'lue l'C 'cr.llt f.Kllc I,,'ur tOI J'utill,,'r un c.'nJ"m I",ur dl.I'lUt' r<,I,IIII'11 ,,'\ul'lll' 
ljuc tu pourr"" dVOlr cn .IV,', 

d) un partcn.llre ,cxuel régulier 1 J 

bl un part,'nalrc ,cxut'l (ll'c.I'I.lIlncl ) J 

126 D'aprè~ tOI, qUI dUrait plu, de pOld, J.II!' 1.1 déc"lon lindle J'utll",'r (lU ..le Il'' l"" 
uuli,cr de .. ,'ondom') 

a) TOI ou Ton/L.I p.men.llre .. cxucl( le) réguhcI( crc) , 1 

h) TOI, , (lU Un pdrten.llrc ,exucl \l~~a"l\'nl\cl , 1 

Mamtenant Je va" t'énumérer une ,cne d'activités entourant l'utl1".ltlIIIl du UlI1Jolll P"ur l h,l'Iue 
~ituatlon, j'dlmerall> que lu me Ji'C' " tu pen~e~ pOUVOir lairc l'C 4u~ JC te plOpo,C, 

Quand tu vas ,ortlr dc pn,on, au mOIs dc 1 pcn,c,-tu que tu peux 

Délimt. Prohdhl. Proh.loi Dl'n/llt 
Non Non OUI OUI 

127. T'orgalll~er pour aVOir des condoml> 2 3 
à portée de la mam pour chaque 
relation ~exuelle:) 

.. 128. Prévoir J'avance que tu vas avoir 2 3 4 
une relation ~exuellc! 

30 

0) LJ.tl 

0) 

1) rJ .• O) 

01 D'iO 

[] 'il 

O -, .,-

N~P 

II 0." 

'1 0<;4 
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Oétinll Pron<lbl Prondol Octinll .... SP 
\l'ln !'Ion OUI OUI 

12'1 l'Mil r Jt l'ulil" .. lIon Ju lf>nJ, lm 2 3 Il 055 
,lU t~11I 1lI11111lnl ,IVtt Unie) 
l'MIt/Mire 'txuLl(IL) 1 

1.10 '>"rtlr IL ... ltlntl"lIt ... dU hon 1l1"1IJ( nI 2 3 9 056 
l'llltl,101 unl rtl,llIon 'lxuellL) 

1.11 Conv,lImre un(e) polTILllotIre .,LxueJ(lt) 2 3 4 057 
r('gullu1cre) tI'ulil"cr tic .. l<>nt.!om .. 
pour ch,IIJuc rcl.llIon \cxutlle ) 

132 ('ollv,unne elt,lque llouve,lulellc) 2 3 4 Il 058 
parti n,lire ,exuel(JL) tI'ulil"er 
tic... L OIlJOIII' 1 

133 ('ollv,untrt' unie) p,trlClldlre qUI 2 3 1) 059 
Il',ume lM' le, lOIlJol1l\ tI'en ulllt ... cr' 

U4 Rclu..,cr J'dvolr Je .. relallon., 2 3 060 
'l'xuclle ... Ivce une peT\onnc que lu 
tlt'\lre, mal\ qUI ne veUI 1',1' ullh ... cr 
tll... condom, 1 

135 Meure Ull contlom Itll-llIrll1l.' 2 3 4 061 

Dt. T'arr.mger l'our ".IVOI r tlu 1 un" ;1 2 3 4 1) 062 
mcUre de' wntlol1l'! 

• 13/01 SI c'cloi le (Ial p.trlen.tlre qUI 2 3 4 1) 063 
,'Ol'l'UPC tlt'., condom. .. , aural~-Iu de~ 
rel,lllon, 'l'xucllcs avec lui (clic)! 

31 
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XIII. Rôles 

Pen,e :IU," gcn~ avec' 'lUI tu te lIcn, O".lprC:, t"I, l"1l1l11' ll'lI Jn rall'nt lIUIt'l'f Jl', ,','nJ"1l1' l','ur dl.ll une Jl' 
leUf~ fdatlOns 'l'welles pM ml 

LI l'lul'.1fI 

139, CeuX/celles qUI se plquellt' 3 

l~O Ceux/celles qUI ne 'c piquent Pd'.' 3 

32 
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F. MÉTHODE PRIVILÉGIÉE DE PROTECTION 

Il peut v avoir plus d'une tàçon de SI! protéger du \Iru\ du SIDA YU.lI1d "J .1\ Jl" n'l.lth'l1\ , ... ,ul'ilt" 
Je vais t'en nL'mmer 2 à la lOIS, et J'almcral~ '-lue lU I:IC JI~e~ lcqut'l Je" ~ dllllX lu l'rcti'rl'\ 
pour la protection: 

141. AVOir des relations sexuelles sans pénétration 

2!:!: 

Demeurer fidèle à un(e) \eul(e) partenaIre 3 

142. Ulihser des condoms pour chaque relallon ~el(uelle Z 

2!:!. 

AVOIr des relations sexuelles sans pénétration 

143 Demeurer !idèle à une e) seul( e) partenaire 3 

2!:! 

Utiliser des condoms pour chaque relatIOn sexuelle 2 

144. Laquelle des 3 suggestions sera,t la plus raisable pour toi pour te protéger du VIM du SIDA 
dans le premier mOIs après ta sortie d'ICI, c'rst·à-dlre en ') 

AVOIr des relations sexuelles sans pénétration " 1 

Utiliser des condoms pour chaque relation sexuelle .. 2 

Demeurer !idèle à un(e) seul(e) partenaire 3 

Aucune de ces suggestions ., . . . . . . . .. ... 0 

DilO 

Dh7 

DilI! 

J3 
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G. CACTUS-MONTRÉAL 

145 A .. -tu tléJa elltentlu parler ,J(- CACTUS-Montreal .. ur Id rue St-Dominique) 

Non 
OUI 

o ---> AI.LER A LA Q. 148 
1 

145 Y c .. -IU déjà .lllé(cj' 

Nlln 
OUI 

. 0 
1 

147 Est-(.e que quelqu'un d'autre c~t déjà allé à CACfUS pour tOI:' 

Non 
OUI 

. 0 
1 

H. STATUT VIH 

14!1. Ah-tu déjà eu une prise de sang spécialement pour le test du SIDA? 

Non ... .... 0 ---> ENTREVUE TERMINÉE 
OUI _ . . 1 ---> AILER A LA Q. 149 
Ne ,>alt pas . _ .. Q ---> ENTREVUE TEDUNÉE 

I,N Cnnnais-tu ton résultat? 

Non .... _ . . . 0 ---> ENTREVUE TERMINÉE 
Oui . 1 ---> ALLER A LA Q, 150 
NRP . .. . _ .. 8 ---'> ENTREVUE TERMINÉE 

ISO. Peux-tu me I.hre ton résultat? 

VIH négatif .., 0 
VIH positif . 1 
NRP..... . Il 

34 
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Nous avons termme le questl,'nnJlre, Je lien, .\ te rt'nler':ll'r I,'ur Il'n ,IIJl' T,," "1'1111"11 ,"1 tn" 
Importante pour nous 

A,-tu Je!> -:ommentalres ou des <jueS!lllll., l 

Jeure à la fin de l'entrevue: ______ _ DODO 10-13 

35 
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1. COMME~TAIRES DE L'INTERVIEWEt:R 

VII' Ré,ldl'lO de 1,1 personne à J'entrevue. 

TrL\ IOtére\\éc 
Inlérc .. .,ée 
NI l'un ni l'aJlrc 
Dt\lOtérc\\cc 
Trè .. dé"lOlérc\\ce 

5 
4 
3 
2 

IX. CdpaLlté de \c rdppclcr l'infonnatlOn 

Trè .. honne 
Bonne . 
Moyenne 
Flllbic . 
Trè<, Idlblc 

5 
4 
3 
2 
1 

.'C. PcrLcpuon de la validité des réponse~ obtenues: 

Très honne 
Bonne 
Moyenne 
Falhle 
Très ldlhle ... 

Autres LOmmentalre~: 

36 
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AP~'ENDIX 7 

Test-retest statistics 
for nominal variahles 

lX7 



Te..,l-re1e,>t ..,tallslH':S for nominal vanable'i 

Compan~on 

of rc~pon~c 
Standdrd Z te~1 I.IJ"tnbulInn,> 

VARIABLE 'h, Agreement Kappa crror for cnlleal p value Tc!>t p value 
Kappa rallo (J ~ided) (2 ~Ided) 

!DU ln 6 Illlllllh\ 100 1.00 .00 MeN 1.00 
pre-Inca ru' ra tif >n 

P,lrllclpalHlO ln CAcrUS 425 .114 09 .44 .33 MeN 1.00 
pn\oll al'lJvlllc~ 

PartlClpatloll III prl,>on 45.0 .119 .08 1.13 .13 MeN .50 
mk lactor 'ludy 

Ethnie group t)(J.() .110 .10 .00 .50 MeN .63 

Illgt.e,>t Icvcl III CdUUl1lll11 JOO 1.00 .00 Wllcox 100 

KNOWLEDGE 

,1. BIV mlcclltlll 1 .. ohvlOu\ 82.5 .13 .20 335 <.01- MeN 1.00 

h SexuaJ Ir,tn\ml\!>Uln of t)2.S .36 29 1.52 .06 MeN 1.00 
IiIV- man hl man only 

c. Va\chnc C,IU\C'> eond'll11 825 .65 12 1.:!5 .11 MeN .13 
hn:ak,lgc 

J Scxual Ir1l1l\1II""On 01 62.5 .ZO .15 4.00 <.01- MeN ,30 
.J{ HIV: male el,lculatlOn 

'1. 
nel'c;!o,>,trY 

e. Lubnl...llcd condom'!' 75.0 .50 .14 2.14 .02· MeN 75 
Ill\. rC,I'c \CIl"IIIOn 

Scxu,11 lrall\ml\!>ion 01 95.0 .03 .02 385 <.01- MeN 1.00 
BIV VI" ,lIlal ,>ex only 

g MO"1 HIV IIlll'lled H2.5 .39 .17 2.41 <.01- MeN .02~ 

per!>onlt arc ,Iware 
01 1 hel r '>I:llu\ 

h. Scxudl Ir,IIIMTII"IOn 01 t)75 N.A.' 
IIlV mail' 10 lemale 

1. ConJnm\ l11ay prolong 80.0 .311 .17 2.47 <.01- MeN .29 
t'rl'l'tllln 

HIV .11..'l1ulrcd via needb 950 .411 ,31 1.03 .15 MeN .50 
" Ir,lIl1tml~"hlc VIel !>cx 

k CnnJom .. : olle unIque ~hape 70.0 .n .16 3,69 <.01- MeN ,39 

St'xu.11 tr.II1"Il1I~"\.lI1 01 IOO NA.b 

HIV. p,l1t\lhlc VI,I 
v1Igmal ,ex 
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(\ '11l1"1fI" 'Il 
,"1 H"l'llll'l 

SI.lnd.lrd lll',1 J"lnbulI"ll' 
VARIABLE r' ( Agrccl11l'ot Kappa \'TT,'r I,'r , TIl 1,"11 P ,alul' rl· ... t l' \ ,llul' 

K,IPI'.! r,lIh' II .. idt'dl l~ 'ldlJ) 

m.Pcrson \\hll tran"I1lIL, <)1.5 NA 
HIV can appcar he.lllIl\' 

n. Cllndom~ are pcrme.lble HO li 47 lb 2 Ot. .OZ* ~t, N 7.\ 
10 HIV 

(J. Sexual transoll';slOn of !OO N.A" 
HIV: t'l'male 10 m,Ile 

Sexual oncnlatlOn Q5.0 Hl) OS 113 .13 Sl~n . ~II 

Hcleroscxudl 45.0 .HH OH 1.00 .16 ~kN 50 

Homoscxual 975 .66 3.:! 44 .. B MeN IlKI 

Blsexual 95.0 H7 .1Il) 7S .,zz MeN !.lKI 

Evcr uscd cllndom~ lor 95.0 .90 .07 IA3 .OK MeN Sil 
sro prevenlion 

Know how 10 put condom on 77.5 .62 10 1 HII .04· Sl~n 100 

SEXUAL r'ARTNERS IN LAST 6 MONTHS 
PRE-INCARCERATION 

a. Regular parmer 90.0 .74 .12 50 .31 MeN IJ 

h Rcgular malc parmer 90.0 .H5 .07 71 .Z4 SI~11 1-' 

c. Regular male IDU parmer 92.5 84 .09 44 .33 S'~1l 25 

d. Regular tl'male parmer 90.0 .H5 07 71 .Z4 Sl~n 1-' 

e. RCh'Ular t'l'male !DU 95.0 .91 .06 1.X3 .cU*· SI~11 .511 
panner 

f. Cao;ual parlncr 92.5 .85 .09 56 .Z9 MeN 100 

g Casual male p,utner 92.5 HI! 06 133 ,09 Sign 100 

h. Cao;udl male JDU parlner 95.0 .H5 .10 50 .JI Sign 100 

i. Casual fcmale partner 92.5 .HS .06 133 .09 Sign 1.00 

j. Casual female JOU parmer 950 .91 .06 11'13 .f)3*· Slgn .50 

k. Pald for sex 97.5 .66 .32 44 .33 MlN liN! 

1. Recelvcd money for ~cx 100 LOO 00 MIN liN! 

CONDOM USE FOR STD PREVENTION IN 
6 MONTHS PRE-INCARCERATION 

a. Yes 925 84 .Ill) 44 .33 M,N 1 00 

b. Wilh regular male parlner 97.5 .93 .07 2Hll .fU** Slgn 1 (JO 

c Wllh regular fcmale partner 97.5 .79 .21l .OS .48 Sign I.(JO 

d. Wilh rcgular male mu 95.0 .47 32 103 .IS MeN 1.("' 
parmer 

IX9 
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C{\mp,IfI~,m 

'\, 
'lI' rc"p' m'l 

St;lmJ,lrd Z tl.,t JI'tnbUtllln, 
VARIABU: 'i AgrtLment Kappa Lrror tor l'rlUldl p value Tc't p "aluc 

Kappa raIl" Il .. idedl (2 'IJed) 

« • Wllh rlgul,H ILIIJ.lIe JOO N Ah 

JOU IMrlllU 

Wllh 1,I"U,11 m,de p,Hlnu 112 S .75 .13 38 .3S Sign 1 (Xl 

g Wilh Ç,I"Udl tcmalt: p,lrtncr IIS.0 .64 24 67 .ZS Sign 1 IXI 

h Wllh ca"ual male 117.5 .66 32 47 .3Z MeN 1 (JO 
JOU p,srlm:r 

1. Wllh ca .. u,11 !t'm.lle 117.5 .66 .32 .47 .3Z MeN 1 (JO 
JOU p.trll1l'r 

1 Wllh pr1l'otllulc, 100 NA.b 

k Wilh dlcnt .. 100 1.00 00 Sign UXI 

JN LAST" MONTHS PRE-INCARCERATION 

,1 T,llked ,Ihout condom .. ilS 0 .64 13 123 .11 MeN 1.00 
Wilh rl'guloH parlner 

h A"kl'd regulM p,lrlner li:! S .61 13 146 .07 Sign 1.IX) 
10 U'l' lIlf1JOIll' 

l COllllom U"l' Wllh regul.H 117 S .79 .21 .05 .48 MeN 1.1X) 
polTlner upon rtque,t 

d. Re, 'J, If pa rUler a,ked 77.5 .!2 .13 2.15 .OZ* Sign 1.00 
III U'l' condom, 

" l' Condom U"l' wllh regular 117 S .49 .19 1.63 .05* Sign 1.00 

"" r.ulllcr uron hl,/h,'r 
rl'qul"t 

Sl'X Wllh a Pt'NlI\ tor I)(} 0 .80 10 .00 .50 MeN .63 
Ihl' Iir'l lime 
(Ilt'W <,(' X p.lrtner) 

g T,tlktd ,tbout 1I11ldom, 1l7.5 .80 .08 .00 .50 SI~n 1.00 
wlth IltW "l'X p,lrlner 
Il r-.t IImc had "'X 

h A""t'd nl'W "l'X rartner 1)50 .83 11 .27 .39 Sign 100 
to UW l'llIlJolll' tir..t 
IlIlle h,ld .. t."X 

1 Condom U'l' wilh new .,ex 11100 1.00 .00 MeN 1.00 
1',1 rllll'r upon rt'que,t li r .. l 
1 unt' l!.Id "l'" 
Ne\\ 'l'X p,lrtner ,I,"cd I).::! S .7! .13 38 .3S Sign 1.00 
h' U\l' II 'IIJ. '111' tiN 
II ml' had .. t.'" 

k COIIJlll1l u .. e \~Ilh new ~l'X I).::!.S .38 . .::!II 1.50 .07 Sign 1.00 
p,trlllt'r Iir"l tlmt' h,td 
M', ul'0n hl'/htr rl'que!>l 

" , 
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(\'I11I'.ln\,'1l 
,'1 r,·'I" 'll" 

SI.It1J.trJ Z Il"1 JI'lrtbUlhlt1\ 
VARIABLE (' 

( Agrl'l~nll'nl Kappa l'rfllr "'r 1 nlll·.11 p '1IIut! 1',"1 l' \.lIu,· 
".lpp.1 r.llh' \1 \Idt!dl \:! 'Id, dl 

Eycr lalkcJ .11'\lut "'nJ"I1l\ ~5 () .69 I:! ":! .18 ~kN Il 

wlth llther peop1c 

Nccdlc tx1rrowIOg lor IDU 111 IOO 1.00 Ill! ~h N 1 !Ml 
last 6 month, prc-II1~·;Hcer.ltllll1 

EVLr haJ an STD l)().() .79 10 10 .46 t\hN IlJ 

GeMal herpe, IOlclilon 40.0 .80 .(jl) 110 .~O SI~n Il' 

STD 10 la<;t 6 mllnth .. S7.5 .78 .ot) n .41 Sl~n 1 tMI 
pre-lOcarceratlOn 

Expectatlon that ~cxual H7.5 .74 .11 55 .Z9 ~kN 'Il 
partncrs trano;mlltcd HIV 
to rl'spondent in la~t 
6 mont ho; pre-mcarl'Cr,lll(ln 

Expectatlon that ~cxual 750 ... 8 14 :!.:!l) .01· MeN 7'1 
partncrs coul<.! Iran\mlt HIV 
to respondent 10 luture 

SEXUAL PARTNERS IN FIRST MONTH POST-INCARCERATION 

a Rcgular partncr 90.0 .7S .I:! 4:! • .14 Sign 1 lMI 

h. Rcgular male parlner 875 .81 .OH .13 .4S Sign 1 lHI 

c. Same regular male pdTtncr 100 1.00 00 Slgn 1 lHI 
ao; pre-lOcarccratlon 

d. Regular l'emalc parlner 875 .81 Ol! .13 .4S Sign 1 tMI 

e. Same rcgular Icmalc 75.0 .53 .\0 :!.70 <.01· Sign 7<, 
partner a!. prC-IOl'arCeratllln 

l' Cd~ual partncr 82.5 .63 .13 131 .10 Sign IfNI 

g. Cao;ual male partner 800 .61 .12 1.5H .06 51gn 73 

h. CI,ual fcmalc panner 80.0 .61 12 1.5H .06 Slgn .71 

1. Pro,titutcs 975 .68 21! 43 . .lJ Slgn IlMI 

J. ClienL'i 950 .n .IQ 42 .34 Slgn 50 

INTENTION TO USE CONDOMS FOR STD PREVENTION 
IN FIRST MONTH POST-INCARCERATION 

a. Wlth regular male partner 975 .9S 05 31MI <,CU·· Sign 100 

b. With same rcgular malc lOI) 1.00 .00 Slgn 1 lMI 
partner a!> prc-lOcarceratllln 

c. With rcgular Icmale panncr 92.5 .8S .O!! 63 .Z6 Sign l.lMI 

d. Wlth same reguldr Icmalc 85.0 .63 13 1.31 .10 ~Ign 4<; 

partner as prc-lOcarceratwn 

e. With casual male partner 95.0 .64 .24 .67 .ZS MtN IfJO 

1 <}] 



Cllmp.m.,,,n 
ni rl"pOn.,t 

St.II1JarJ Z te,t JI,tnhutl<ln, 
VARIABII l,; AgrlllTluiI Kappa l'rror I"r l nlildl p ~.tlue Tl,t p v.tlue 

K.tpp.1 r.ttJo (1 .. idedl 12 'IJtJ, 

Wlrh Ut.,u.tl 11 lIl.tle p.lrtllLr H25 ,61 13 1 3H ,08 Sign ,45 

g Wlth pro,liluII' !J75 ,66 .32 ,44 .3J MlN 1.00 

h Wlth dlenL., <J7.5 .84 15 27 .39 MeN 1 (X) 

~lgnlltl·.lnl IIlher .. HIY·mleLlcJ !JO.O .78 10 10 Al McN 63 

SlgOilkant IIthl·r .. U1V- H75 .74 10 .60 .1.7 Sigo 1 00 
IllleL'letl VI.I nt cJIc-.,hanng 

Slgnllïcant nlher .. HIV- !JO.O .81 09 Il .46 51gn 100 
IIllcl'tuJ VI,I ,ex 

Dl'cl'lon to U'l' condom.,: HOO .54 _14 1.H6 .03· MeN 1.00 
Rc'ponJl'nt Vl·r,u .. rcgular 
p,lru1l'r 

DCll'lon 10 u,e CClnUOm.,. "5 (1 .JJ 17 2.76 <.01· MeN 100 
Rc"p"IlJenl Vlf'U" ca.,u,tl 
partncr 

PREFERRED HIV PROTECTION MODE 

.1 N.ln-pl'Ilctr.tllvl' ,ex H7.5 .S5 .18 1.39 .08 MeN 38 
Vl'r.,u, CXl!U'olvlty 

Il Con,,,tclll conùom u .. c 925 .75 .13 38 .35 MeN 1 (Xl 
ver,u .. l1on-pellclr.ttIVl' 
'l'X 

c. ExdU\lVlty Vl'r,u, H7.5 .73 11 .64 .1.6 MeN 100 
n m'l'Il nt c. 1I1J. 1 III u,c 

MOST FEASIBLE HIY PROTECfION MODES IN 
FIRST MONTH POST-INCARCERATION 

,1 N. In-pcnctr,ltlvl' .. ex !O() N.A.h 

Il C. m'"ll'nl l' mJ. 1 III u'c H5.0 .69 .11 100 ,16 MeN .69 

c. Ex .... lu,lvlty H25 .65 .12 1.25 .11 MeN 1.00 

EVl'r hl'.trJ nt CACruS H5.0 .69 12 .92 .18 MeN .69 

E\'l'r hl'l'n tn CACTUS !lJO 1.00 .00 MeN 1.00 

Anyl't1Jy l'i .. c becn tll !OO 1.00 .00 MeN 1.00 
CACTUS lor rl"p.lnucnt 

E\'l'r l'l'l'n Il, .. teJ tllr .lI1tl-HIV 975 .95 .05 3.00 <.01·· MeN 1.00 

KI1Il\\ kJgl' • II .IIlU -HI\' .,t.\lu., 1)2.5 .85 .OH 63 .1.6 MeN 100 

IIIV 'l·wM.tlu., 1)7,5 .95 .05 3.00 <.01·· MeN 1.00 
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Z t\?~t .. :n\ll',11 r,lll" = (",lpP,I- Sil) SEI KI, 

Ml'N' ~kNell1ar Chl-~qu,lrl.' tl"t tllr p,lIrcJ Jldlllt"I1111U~ \,trI,lbk, 
SlgIl' Slgn te,t for p,lIIeJ p,'IH'hnhlOl"u, V,trI,lbll" 

• l "Idl'J p~ OS rell'ct H." K ~ ~O. ,I.:ccpt HI K < SO 
•• l "Jcd r~ 05 relcct H.- K = .~O, .I~ù'rt HI K > Sf) 
b: :! "dcd p~ OS' rl'Jecl H.,: \'.IfI,lhle .. h.1VC ~,II11e JI,tnhuth'll 

N,A.': K.lppa L'annllt he cakul.tteJ: .111 ,ubll'lh pnl\IIJeJ (lm' ... tllIC rl"p" lJ1 'l' "11 n'-It.'1 
N A,', NIppa cannnt he C.I leul,lteJ, .111 ,ublCl'h pr"vIJl'J "11l' .,,!nle fl'~pllll"'" "11 bot h t",t ,111,1 rl' ,t,',t 
N ,A,c NI 1'1',1 cannllt he L-.I kulatcd: ail ,uhlcct:. provldeJ l \Ill' ."lIlIe re'p' lJ1"l' .11 the li r ... t 1Il1, r\ Il'\\ 
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APPENDIX 8 

Tt:st-rctc~t statistics 
for ordinal variahlcs 
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Tt>i>I-rele~t ~lall~IIL' .... for orJl!1al van.loit', 

VARIABLE ri Speannan', St.II1JMd l Il"t Wlll'II\\ll1 1,11110. 
Agrcl'mcnt R crrllr l fltll'.11 l'rllle.11 tl"1 l' \,.llul' 

l'nT R r.ltlll=,SO r.1I1l1= hO (2 'Idl'd) 
r v.llut' (\ ... Jt:d\ 

Sentence length 750 .74 .11) IH lit, 311 

IN THE LAST 12 MONTHS 

a Worned ahout havlOg H5.0 .80 Oll 50 < Il \" I~ 
acqulTcd HIV infectllln 

b Wnrncd about havmg 90 () .64 .20 Il.:!· JS 72 
tran.,mllted HIV lfifcctilln 

IN THE LAST SIX MONTHS PRE·INCARCERATION 

a, Sex when hlgh on drug~ HO.O .88 .05 OS·* < Ill" 53 

b. Scx fOT drugs 925 .89 07 .02** < 01" 54 

c ProbablillY of hdvmg 75.0 .71 Il Il 12 44 
acqulTed HIV IOfectlOn 

Future prohahilny of 75.0 .68 .()9 05* 20 !lll 

acquinng HIV IOfectlon 

IntentIon to u~c condom, 10 75.0 .73 . Il 15 OH 14 
tïr~t month po~t·in(a Tceration 

Proportion of ~igmncant 62.5 .53 15 < CI \* 26 6.\ 
others uSlng condoms for 
HIV proteclion 

ProportIon of ~Igmficant 47.5 .46 16 < 01* 12 hl 
othcr~ glving negative 
Imprc~slons on condoms 

Attitude toward consIstent 62.5 .75 OB 22 04" .1)1) 

condom use 10r cach sexual 
encountcT 10 firM month 
po~t-incarceratlon 

Response e~ticacy of consistent 70.0 .71 09 10 12 .24 
condom use 

Probablhty of condom brcakage 52.5 .38 17 < 01* OS' 20 
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J 

; ... 
VARIAI3LE 'If Spt'annan', Standard Z test 

A,'JLcment R crrnr cntlcal cntlcal 
for R ratlo= 80 ratio=.6'J 

p value (1 "Ided) 

BELIEFS ABOUT CONSEQUENCES OF CON51STENT CONDOM USE 

a RcduclIon ot 'pontdnclty 500 .70 .09 .08 .15 

h. En:.urc, tru,t trom rcguhr 37.5 .. U .14 <.01· .08 
p.trllll'r:. 

l Rcducu"11 ,,1 ,cn',ltlon for 52.5 .68 .09 .05' .20 
partner, 

li STD protcctlon 55.0 .41 .14 <.01" .06 

C. Sign ut dl,tru't toward partner 35.0 .09 .16 <.01· <.01' 

1. En,ures trU1tt trom l.I~Udl 62.5 .43 .16 <.01* .08 
partrlcr, 

g. Emharr,I<;~mcnt wlllic pUltlllg 700 .6Z .13 .01* .43 
condolll on 

h. Reduction of own .,en~atllJn 60.0 .57 .13 <.01· .39 

i. Sign 01 potcnllal IlInco;., 37.5 .14 .16 <.01· <.01' 

En~urc~ pcacc ni mmd 55.0 .48 .15 <.01· .15 
durlllg ~cx 

k. Sign nt aCLOuntahilityl 47.5 .Z9 .16 <.01$ <.01' 
dcpendahility 

1. Sign nI promiscUJly 50.0 .49 .14 <.01· .17 

Sex wlth condom . .,. 62.5 .79 .06 .43 .01" 
Plca .. urahle lor .. clt 

Sex wllh condonw 62.5 .6Z 12 .01· .43 
Plca .. urahle for parlner 

EVALUATION OF CONSEQUENCES OF CONDOM USE 

,1. Reduction of "pnntancity 55.0 .54 .13 <.01" .30 

h. Reduction 01 !oen<;ation for 55.0 .39 .15 <.01· .04' 
partrlcr~ 

l'. Givmg Ill1prc!o~ion 01 di!olru~t 50.0 .66 .10 .03· .27 
toward partner 

J. Em!l,ma:'\l'ment whcn PU([lIIg 65.0 .65 .12 .02· 31 
on l'llndom .. 

l' Reduction 01 {IWIl .. en .. atllln 50.0 .63 .12 .02· .39 

r. GIVlIlg Inlprc':-'Illll 01 6:! 5 .50 .14 <.01" .19 
potclltl1ll i11lll''':-' 

g. GlVlIlg 1Il1pre"lllll 01 6:!.5 .74 .08 .18 .06 
pTllmisl'ulty 

h E.,l:Ihli~hment of Iru~1 wllh 95.0 .70 .25 .08 .15 
rcgular partne~ 

Wllcoxon rank 
test p value 

(2 ~Ided) 

.94 

.45 

.82 

.33 

.84 

.14 

.41 

.86 

.62 

.27 

.81 

.88 

.86 

.55 

.32 

.28 

.046 

.40 

.58 

.17 

.91 

1.00 
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VARIABLE q Spl'lInnlln'., 8tanJ.ml Z tl"t Wlil'll"lll ranI-. 
Agreement R l'rwr l'ntll'.ll l'ntll'.11 tl"t p ,'..IUl' 

Illr R r,ltlll:.~(l r.lllll: t)(l (2 ,.Jl'J) 
P valul' \ l "Jl'lI) 

i. STD protection 875 .41 .Ii) dll· .n7 (l~" 

j. Estabhshment of trust 65.0 .58 .14 < 01· .• [1 SJ 
wlth casual partners 

k. Statc nt peace of mmd 87.5 NA.' 
durmg sex 

1. Givmg imprc!.slon of 700 .58 .\3 <.nl" 43 .31 
acc,luntablhty/depcndahlhty 

IN THE FIRST MONTH POST-INCARCERATION 

a. Self-perception a!> d 62.5 .59 .14 <.01" Ah .2H 
consi!>tent condom user 

b. Moral obligation to use 60.0 .78 .07 .37 .II:!" .hM 
condoms 

Subjective norm .. 55.0 ,57 .!3 <.O!" .39 .47 

SUBJECTIVE BELIEFS re SIGNIFICANT OTHERS: 

a. Close tamily membcrs 65.0 .65 .12 .02· .31 .32 

b. mu 60.0 .45 . Hj <.01* .I! .911 

c. Straight people 52.5 .7% .08 .12 .\0 .Oh 

d. Prostitulrs 55.0 .53 14 <.01· .2h .53 

e. Spouse 57.5 .46 15 <.nl" .12 43 

f. New sex partner 42.5 .16 .17 <.O!· dl1' .99 

MOTIVATION TO COMPLY WITH SIGNIFICANT OTHERS 

a. Close family membcrs 42.5 .62 10 ni· .43 .3h 

b. mu 65.0 .71 .10 .JO .12 .01" 

c. Straight people 50.0 .59 .12 <.nl· .46 .74 

d. Prostitutes 65.0 .n .10 .12 . III .<J/l 

e. Spouse 55.0 .66 .JO .n3" 27 .13 

f. New sex partner 62.5 .51 .13 dll • .24 75 

PERCEPTION THAT CONSISTENT CONDOM USE IN FIRST MONTH 
POST-INCARCERATION 18 DEPENDANT ON OWN WILLINGNESS 

a. With regular partners 52.5 .56 .13 <.01" .36 .st) 

b. With ca'iual partners 60.0 .47 .14 <.O!· .13 .Illl 
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VARIABLE rh, Speannan'~ Standard Z test 
Agreement R error cntlcal critlcal 

for R ratlo=.80 ratio= 60 
p value (l Mded) 

PERCEPTION THAT CONSISTENT CONDOM USE IN FTRST 
MONTH POST-INCARCERATION WOULD BE EASY 

,1. Wlth regular partner, 57.5 .48 .14 <.01* .15 

h Wlth ca,ual partner .. 575 .54 .13 <.01 * .30 

SELF-EFFICACY 

a. To (·n .. urc ready ,lv.Jllahllity 70.0 .33 17 <.01* .02' 
of c()nd()m~ for .,cll 

h. Tu plan .. ex ahead of timc 45.0 .41 .14 <.01* .07 

c. To disl'U" condom u,e wlth 600 .!4 .14 <.01* .30 
.,cx partncr 

d To II1corporalc condom u.,c 111 70.0 .66 .12 .03* .27 
a .,exual cncountcr 

c. Tu convinec re~,'ul,lr partncr 62.5 .5! .14 < 01 * .32 
ln u.,c l'ondom1> con".,tently 

f. To convmec cach new .,ex 52.5 .60 .11 <.01 * .50 
pdrtncr to U1>C condoms 

g. To CllllVIIH.'e panner who 55,0 .5! .13 <.01* .32 
dl1>lrke., l'ondom1> to U.,c them 

h. To reluse .,cx wllh .,omeonc 72.5 .90 ,03 <.01** <,01" 
who WIll not u~e condom!> 

1. To put li l'ondonl on QO.O .83 .10 30 <.01\"1 

j. To have fun u~lIlg condoms 50.0 .60 .11 <.01 * .50 

PROPORTION OF INDIVIDUALS WHO SHOULD USE 
CONDOMS CONSISTENTL y AMONO 

li Signifie,tllt othCI mu 110.0 .54 .14 <.01 * .30 

h. Signitkanl othcr non-IDU 575 .54 .15 <.01 * .30 

Z tt'M l'nllc,11 r,llIo (Fi .. hcr Z transformation): 

[J,ln (l+R) - ~In (1+R,,) 1 / 1 where R" = .RO or .60 

( I-R) (1-1\,) _ / v'i1-3 
Thc l'ntlc,t1 r,llIo .. arc not rcported hcre to dbcncumber thc prescntation of results. 

• 1 ~idcd p~.05: releet H,,: R ~ .80; accept H" R < 80 
': l "ded ,,~.05: rClcel H.,. R ~ .60; acccpt H,: R < .60 
•• 1 .. idcd p~ 05: rl'Il'et H.,' R = .SO; 3l'CCpt H, R> 80 
YI: 1 Mdl'd p~.05: rClcet H.,. R = .60; acecpt H,: R> ,60 
l'I' .! ~Idcd p~.05: rClect H.,' vandhles have the Sdme dlMnbution/s3me mean rank. 

WiJcoxon rank 
test p value 

(2 ~lded) 

.36 

.51 

.94 

.52 

.38 

.72 

.7F 

.67 

.53 

.79 

27 

.14 

.26 

.51 

N.A.': R cannnt he calcul,lIcd; ail subJects provlded one samc responsc at second interview. 
Van.thlc namr~/dr!>l'riptlùn .. have becn tran!>latcd from French to English for presentation of results. 
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