
done because of time
pressures, heavy patient
loads, inadequate sup-
plies or uninformed
staff. To assure consis-
tency in condom distri-
bution at the clinic site,
the interviewers offered
each participant a se-
lection of three free con-
doms at the completion
of the interview. All par-
ticipants accepted these
condoms. Clients were
then given a coded
coupon that could be re-
deemed for an addi-
tional three condoms 
of their choice at a pri-
vate pharmacy several
blocks from the clinic
(within a 10-minute
walk) at any time with-
in the next two months.
Coupon redemption at
the pharmacy was used
as a measure of condom
acquisition.

We employed a step-
wise regression to determine factors asso-
ciated with whether a client would redeem
the coupon. Using multiple logistic regres-
sion, we first identified predictors of con-
dom acquisition from three separate sets of
variables; we then entered the significant
predictors into a full logistic regression
model to assess the overall influence of
these factors on condom acquisition.

Dichotomous background factors in-
cluded gender, ethnicity, age (above the
mean age versus below the mean age), ed-
ucation (high school graduate versus non-
graduate), and acculturation score (above
the mean value versus below the mean
value). Acculturation was assessed using a
summated scale of length of residence in the
United States and language spoken at home.

The second set of dichotomous vari-
ables assessed participants’ risk of con-
tracting HIV and other STDs. These were
whether a respondent currently had a pri-
mary sexual partner, the number of sexu-
al partners in the previous month (≥2 ver-

Participants could enroll in the study only
once. Of those who were eligible, 96.5%
agreed to participate. All participants pro-
vided informed consent. Study proce-
dures were approved by the New York
City Department of Health. 

While participants waited to be exam-
ined, they were interviewed in their choice
of English or Spanish by one of three trained
interviewers, two men and one woman.
The interview questionnaire solicited social
and demographic information on individ-
uals’ sexual practices, risk behaviors and
STD history. In addition, participants re-
sponded to a brief survey on psychosocial
factors, including knowledge and attitudes
about HIV, STDs and condoms, intentions
to use condoms, and perceptions of risk of
acquiring an STD, including HIV.

While giving clients several condoms
at the end of a visit is standard procedure
for STD clinics run by the Health Depart-
ment in New York City, preliminary re-
search found that this was not always

sus one or none), consistency of condom
use (sometimes or frequently versus rarely
or never), whether they had ever been to
an STD clinic before, and whether they
had ever had an STD.

The third set of variables included a
number of scales to measure knowledge
and attitudes that may predict condom ac-
quisition. The knowledge scale consisted
of 17 items related to STD and HIV trans-
mission and symptoms, and to correct
condom use.* Scores were computed by
tallying the responses as 1 if correct, –1 if
incorrect, and 0 for no answer.

The attitudes scale consisted of 11 agree
or disagree statements about problems
with using condoms, with a high score in-
dicating a positive attitude toward con-
doms† (Chronbach’s reliability coefficient
= 0.71). The risk perception scale was
based on responses to three questions re-
garding how much risk the respondent
thought they had for getting an STD; how
much risk they thought they had for HIV
infection; and how much risk they
thought their sex partner(s) had for HIV
infection. Each item was scored from 1
(low risk) to 3 (high risk) (Chronbach’s re-
liability coefficient = 0.83).

We measured intentions to use con-
doms by responses to the following two
questions: “The next time you have sex
will you use a condom?” (yes or maybe
versus no); and “as a result of your visit
to the clinic today, which best describes
how you will use condoms—I will never
use condoms; I won’t use condoms any
more or less often; I will use condoms
more often; or I will always use condoms.”

Finally, we considered two measures of
self-efficacy, one related specifically to con-
dom acquisition (whether participants felt
they could be successful in obtaining con-
doms) and the other to the broader concept
of condom use (whether clients felt they
could successfully negotiate condom use
or refrain from unprotected sex). Our first
measure proved not to be useful as a pre-
dictor, since there was little variation
among participants.‡ We therefore turned
to a more general measure of self-efficacy
composed of two items—”I can get my
main sex partner to use condoms,” and “I
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*Men can get AIDS and other VD/STDs by having sex
with women; men who get VD will show or feel symp-
toms; women who get VD will show or feel symptoms;
you can get VD by having penis to vagina (vaginal) sex;
you can tell if your partner has VD by examining him or
her; you can get VD by having anal sex; when men have
anal sex with other men, they don’t need to use condoms;
some STDs make men and women sterile; a person can
be infected with the AIDS virus and not look sick; you
can get VD by having mouth to penis (oral) sex; you can
get VD by having mouth to vagina (oral) sex; a woman

can have VD and not know it until she gets very sick;
space should be left at the tip of a condom when it is put
on the penis; the time to put on a condom is right before
a man comes or ejaculates; when a man uses a condom,
he should unroll it first and then slip it on; you can’t get
VD if you only have oral sex; and when women have anal
sex with men, they don’t need to use condoms.

†They include: condoms can be made sexy; condoms are
too much trouble to use; condoms interfere with enjoying
sex; I would rather not have sex than use a condom; using

a condom turns me off; condoms break too often to be re-
ally safe; it’s easy to get condoms; I’m embarrassed to carry
a condom with me, even if it’s hidden; using condoms to
prevent pregnancy is too much trouble; using condoms
to keep from getting an STD or AIDS is too much trouble;
and you don’t feel as much when a condom is used.

‡For example, in response to the items that composed this
scale, 99% of respondents reported that “condoms are easy
to get” and only 1% of men and 10% of women agreed that
they were “too embarrassed to buy condoms.” 

Table 1. Percentage of STD clinic patients with selected charac-
teristics and percentage scoring above the mean on knowledge
and attitude scales, by ethnicity and gender, New York City, 1992

Characteristic and scale Blacks Hispanics

Men Women Men Women
(N=252) (N=156) (N=163) (N=120)

Total 36.5 22.6 23.6 17.4

Characteristic
High school graduate 65.5 64.1 48.5 42.5*
Speaks English at home 100.0 99.4 66.3 55.0*†
Married 6.3 9.6 22.1 16.7*
Has children under 18 46.4† 60.9 57.1§ 73.3*†
Resided in U.S. <10 yrs. 13.6 10.2 26.6 25.5*
Has history of STD 66.8‡ 50.0 58.3§ 53.3†
Had prior STD clinic visit 59.0‡ 52.7 55.5§ 44.3*†
Has visited family planning clinic 11.5 47.4 1.2 31.7
Ever used condoms 94.8‡ 90.9 82.2§ 74.8*†
Sometimes/often uses condoms 61.8 61.0 54.1 39.3*
Uses noncondom birth control 23.4 23.1 25.2 28.3
Ever used condom with

other method 16.2 19.7 14.3 26.4
Currently has main partner 72.8‡ 89.1 70.2§ 85.7†
≥2 partners in past month 43.3‡ 16.0 31.3§ 13.3*†

Scale
STD and condom knowledge 51.5 45.1 46.5 38.2
Condom attitudes 29.3 45.7 39.9 51.1*
Risk perception 20.1 35.7 31.6 37.4†
Condom efficacy 42.4 40.0 34.6 42.2
Intentions to use condoms 32.6 28.5 28.9 27.8

*Difference significant by ethnicity among total sample at p<.01 or higher. †Difference significant
by gender among total sample at p<.01 or higher. ‡Difference significant by gender among blacks
at p<.01 or higher. §Difference significant by gender among Hispanics at p<.01 or higher.


