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ABSTRACT

The current studies aimed to examine factors that impact sexual health decision-making
and processes of condom negotiation among young men and women. Condom negotiation is
typically a dyadic process, which leaves it vulnerable to the influence of a host of individual,
couple, and situational factors. These factors can push an individual into a sexual risk-taking
danger zone, where their ability to make good sexual health decisions for themselves is impaired.
In particular, the current studies investigated the associations of sexual arousal, motivation to
establish and maintain romantic relationships (relationship motivation), meta-motivational states,
and partner familiarity with condom negotiation processes. Study 1 presented participants with
an online vignette describing a hypothetical sexual encounter with a new sexual partner and
Study 2 incorporated a sexual arousal manipulation before presenting participants with a series
of scenarios depicting hypothetical sexual encounters with more and less familiar new partners.
Study 1 showed that an individual’s meta-motivational state is predictive of particular patterns of
response. Participants who were experiencing either a more goal-oriented state or a more
conforming state were more risk adverse. Across both studies, a significant effect of sexual
arousal was seen; participants who were more sexually aroused responded with greater sexual
risk-taking intentions. Relationship motivation was also found to influence sexual risk-taking:
participants with higher relationship motivation scores generally reported a belief that engaging
in condom-less sex would facilitate relationship development and were concerned that
negotiating condom use would detract from building a connection with their partner. However,
the effects of relationship motivation were not identical in men and women. Lower sexual risk-
taking intentions were seen in sexually aroused men with high relationship motivation,

particularly with more hypothetically familiar partners. Whereas women with high relationship



showed increased sexual risk-taking intentions, but only with hypothetical partners who seemed
more familiar. The interaction between sexual myopia and relationship motivation in men
suggests that high relationship motivated men may attend to different cues when sexually
aroused, which impacts their sexual risk-taking intentions. The results of the current studies
suggest that people highly concerned with maintaining a romantic relationship engage in more
impression management. Thus, such individuals could be at increased risk for negative sexual
health outcomes, due to increased sexual risk-taking in the service of building intimacy; though

the extent of this effect can depend on gender and the experience of sexual arousal.
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INTRODUCTION

Background

Young adults engage in any number of risk-taking behaviours, including risky
sexual behaviours that involve having unprotected sex with multiple different partners
(Downing-Matibag & Geisinger, 2009; LaBrie et al., 2014; Prestage, Jin, Grulich, de Wit,
& Zablotska, 2012; Staras, Livingston, Maldonado-Molina, & Komro, 2013).
Unprotected sexual contact accounts for the majority of new sexually transmitted
infections (STIs), including Human Immunodeficiency Virus (HIV) (Centers for Disease
Control and Prevention, 2016; Public Health Agency of Canada, 2015). STIs alone pose
a considerable and increasing health threat among young people (Centers for Disease
Control and Prevention, 2016; Kerry, Nightingale, & Oakeshott, 2016; Milhausen et al.,
2013), as untreated infections can increase an individual’s risk of HIV infection and lead
to reproductive health complications (Marrazzo et al., 2014; Stamm, 2008). STIs, like
HIV, remain a significant health concern among men and women (Centers for Disease
Control and Prevention, 2016; Gahagan et al., 2013; Public Health Agency of Canada,
2015); thus, reducing unprotected intercourse among women and men at risk for HIV and
other STIs is a significant health priority.

Despite the fact that the majority of young adults in North American have some
degree of knowledge about the modes of transmission of STIs and HIV, this information
is not consistently applied to their sexual behaviour (Comer & Nemeroff, 2000;
Milhausen et al., 2013; Reece et al., 2010). Much research has shown that possessing
knowledge about the risks associated with unprotected sexual activity (e.g., STI and HIV

transmission) is just one component in a complex system of sexual decision-making



(Fisher & Fisher, 1992, 1993; Fisher, Fisher, & Shuper, 2009). Thus, it is important to
recognize that a number of factors may influence how men and women apply their
knowledge about the risks associated with unprotected sex to their actual behaviour.
Canin, Dolcini, and Adler (1999) point to the importance of addressing the influence of
contextual and socio-cultural factors when attempting to understand and/or examine
unsafe sexual practices. Examining the environmental (i.e., social, physiological, and
cognitive) factors that lead people to engage in unprotected sexual encounters is very
important for the prevention of new STI/HIV infections. A greater understanding of the
factors that can affect condom use decisions during sexual encounters will be
instrumental for informing programs to promote healthy sexual behaviour and reduce the
number of new STI and HIV infections. Contextual or environmental motivational
factors (i.e., factors that may be present and particularly influential in a given situation or
context) such as sexual arousal, partner familiarity, relationship motivation, and
motivational state are of particular interest, as these factors vary in their relevance or
intensity from encounter to encounter, as well as between individuals. These contextual
factors may significantly increase an individual’s propensity towards sexual risk-taking
behaviour (Norris, Masters, & Zawacki, 2004; Zawacki et al., 2009). The overarching
aim of the current studies was to more closely examine these factors (sexual arousal,
motivational state, partner familiarity, and relationship motivation), their interactions
among each other, as well as their connections to men and women’s sexual health

decision making.



Sexual Arousal

Although there are a host of variables that lead to increased incidences of
unprotected sexual activity (Norris et al., 2004), sexual arousal may be the most common
and problematic, in part because it is a desired and sought-after component of consensual
sexual encounters. Despite its desirable qualities, sexual arousal has been linked with
increased risk taking and greater intentions to engage in risky sexual behaviour in men
and women (e.g., Areily & Loewenstein, 2006; Baker & Maner, 2008; Shuper & Fisher,
2008; Skakoon-Sparling, Cramer, & Shuper, 2016).

Understanding more about why and how sexual arousal has this impact on
cognition and subsequent sexual health decision-making and behaviour will be
instrumental for the creation of effective interventions to encourage safer sexual
practices. Because sexual arousal can impact both internal (physiological and cognitive)
elements in individuals, as well as their interactions with potential sexual partners, sexual
arousal’s effects at both the dyadic and the individual levels must be considered when

attempting to encourage and train sexual risk avoidance behaviour (Bancroft, 2000).

The effects of sexual arousal.

Sexual arousal is widely considered to be a multi-dimensional state that involves
the experience and expression of emotion, physiological changes (such as an increase in
respiration and heart rate, and changes in blood flow resulting in vasocongestion —i.e.,
turgidity in genital tissue), and motivated behaviour (e.g., Chivers, 2005; Frijda, 1986). It
is this motivated sexual behaviour that is of particular interest for the current studies.

According to the Incentive Motivational Model (IMM) (Bindra, 1978; Singer &

Toates, 1987), sexual motivation (i.e., the motivation to obtain sexual gratification) is



triggered by the nervous system’s reaction to incentives and cues associated with sexual
gratification: the stronger the cue or incentive for that individual, the stronger his/her
motivation to obtain gratification (Toates, 2009). As similarly suggested by Norris et al.
(2004), IMM presupposes that motivated behaviour is controlled by a combination of the
stimuli present in the environment and internal cognitive processes (see also: Metcalfe &
Mischel, 1999).

I submit that sexual arousal is part of this cognitive reaction to sexual incentives
and cues. Sexual arousal may be a side effect or may co-occur with the nervous system’s
reaction to cues associated with sexual gratification, and thus drive the sense of sexual
motivation described in the literature (Blanton & Gerrard, 1997; Ditto et al., 2006;
Loewenstein, 1996; Toates, 2009).

There is evidence suggesting that sexual information is likely processed by two
parallel systems: one conscious and one unconscious (Janssen, Everaerd, Spiering, &
Janssen, 2000). This two-tiered system forms the basis of the IMM. The conscious
processing system relies on the activation of long-term memory to assist with
comprehending and judging contextual cues. This system processes information more
slowly, likely because it must rely on an effortful procedure to determine the range of
possible appropriate reactions. In contrast, the unconscious system proceeds rather
quickly and processing of cues occurs automatically, though on a less sophisticated or
refined level.

An individual’s sexual health behaviour during a sexual encounter is dependent
upon both the rapid automatic processing, as well as the slower controlled processing of

the information gleaned from stimuli present (Both, Brauer, & Laan, 2011; Singer &



Toates, 1987; Toates, 2009). However, the speed of the automatic/unconscious
processing system may give it an advantage over the slower conscious system. Although
the conscious cognitive mind may have particular goals, motivations, or intentions
regarding sexual risk taking behaviour, sexual arousal may affect and, in many cases,
overwhelm the conscious level of processing, via the unconscious level, and interfere
with protective health goals.

Such a conflict places the controlled processing system at a disadvantage.
Because sexual arousal likely affects the automatic system first, this would increase the
perceived incentive value of a contextual cue in advance of the conscious processing
system’s deliberations. This increase in the perceived incentive value of a cue would
then bias the conscious processing system to give more weight to instigatory contextual
cues. Thus, once stimuli associated with sexual gratification (such as an attractive and
willing sex partner) are present and immediate, and pleasure seems to be available, it
becomes difficult for an individual to resist immediate gratification in favour of a delayed
reward (e.g., having protected sex at a later time) or perhaps even to delay receiving a
reward (e.g., interrupting sexual play to engage in condom negotiation).

When the perceived incentive value of a cue is high for an individual (e.g., if the
willing partner is particularly attractive and/or insistent/persuasive), this gives a large
advantage to the automatic processing system (Janssen et al., 2000; Toates, 2009),
creating what could be termed sexual myopia. Compounding this effect is the fact that
the perceived incentive cue (the attractive and willing sexual partner) is likely to have a

stronger impact because it is physically present. In contrast, inhibitive cues (e.g., the risk



of STI/HIV transmission or unwanted pregnancy) are often merely hypothetical, more
distal, and easier to discount (Toates, 2009).

Additionally, strong sexual arousal (or sexual motivation) frequently produces
stress in the form of sexual frustration, which further strengthens the rapid automatic
processing and weakens the more contemplative cognitive processing of environmental
cues (Toates, 2009). This corresponds with theories regarding unrealistic optimism,
where individuals believe their chances of experiencing undesirable consequences (such
as STI/HIV infection) are lower, while their chances of experiencing desirable events are
higher than for the average person (Clarke, Lovegrove, Williams, & Macpherson, 2000;
Gold, 2006; Klein & Weinstein, 1997; Weinstein, 1982; 1989). Sexual arousal may
enhance this experience of unrealistic optimism in the context of sexual risk taking.

Canin and colleagues (1999) note that humans are motivated to seek pleasure and
(sexual) gratification (see also Blanton & Gerrard, 1997; Ditto, Pizarro, Epstein,
Jacobson, & Macdonald, 2006; and Loewenstein, 1996). As such, sexual arousal can
create a sense of urgency and increases the likelihood of engaging in sexual risk-taking,
especially during situations where intentions are ambiguous and/or there is a sense of
spontaneity — as with a new or a casual sex partner. Freud (1905) also described the
experience of tension associated with sexual arousal and the sense of urgency that is not
always pleasurable itself, but that is pleasurable to relieve.

With these effects compounded, the result is that a strongly sexually arousing
contextual cue will overwhelm the automatic/unconscious processing system. This
creates frustration and a sense of urgency, which further contribute to usurping the slower

conscious processing system. This effect, in turn, produces errors in judgement that



inflate the value of incentive cues and make it easier to discount any inhibitive cues
present in the situation. This is what I hypothesize sexual myopia to be, sexual arousal’s
interference with the cognitive mechanisms essential for thoughtful judgement and
decision-making.

Sexual myopia can be viewed as an environmental or contextual feature in sexual
encounters, one that has been shown to affect decision-making and risk-taking. In
retrospective analyses, women reported greater sexual arousal along with a perception of
lower costs and greater benefits to sexual intercourse with a casual partner (Velez-
Blasini, 2008). When asked about the reason for their failure to use condoms at past
sexual encounters, inconsistent condom users commonly reference being overwhelmed
by intense feelings of passion and desire — emotions strongly associated with sexual
arousal (Downing-Matibag & Geisinger, 2009; Patel, Gutnik, Yoskowitz, O’Sullivan, &
Kaufman, 2006; Strong et al., 2005; Teitelman, Tennille, Bohinski, Jemmott, & Jemmott,
2011). Additionally, men and women who report a strong experience of sexual arousal at
a past sexual encounter are less likely to have used a condom during this encounter
(Boldero, Moore, & Rosenthall, 1992; Suvivuo, Tossavainen, & Kontula, 2009). Sexual
arousal has been found to inhibit condom insistence in women (Norris et al., 2009), is
associated with incorrect condom use in men (Graham, Crosby, Milhausen, Sanders, &
Yarber, 2011), and has been shown to produce greater intentions to have unprotected sex
(Ariely & Loewenstein, 2006; Ditto et al., 2006; George et al., 2009; Shuper & Fisher,
2008; Skakoon-Sparling et al., 2016). Sexual arousal predicts men and women’s

intentions for risky sexual behaviour (over any effect of alcohol); in fact, the more



sexually aroused an individual is, the more willing he or she may be to have sex without a
condom (Abbey, Saenz, & Buck, 2005; George et al., 2009).

My own work examining the effects of sexual arousal has generated findings in
agreement with the above. My master’s thesis work compared the responses of sexually
aroused and control participants (N = 144) to scenarios describing hypothetical risky
sexual encounters. My findings demonstrated that sexually aroused men and women
showed greater intentions to engage in risky sexual behaviour. A parallel study also
investigated the responses of sexually aroused and control participants in a game of
blackjack (N = 122). Here, sexually aroused men and women showed increased
impulsivity and risk-taking on this implicit measure of risk behaviour (Skakoon-Sparling,
et al., 2016). These findings suggest that, when sexually aroused, men and women will
both experience impaired decision-making. My most recent work has also investigated
the associations among sexual arousal, self-control, and sexual self-restraint (N = 75). In
this study, sexually aroused men and women showed lower scores on measures of self-
control and of sexual self-restraint, compared to participants in the control condition
(Skakoon-Sparling & Cramer, 2016). These results suggest that sexual arousal may
deplete individuals’ internal stores of self-control (or may make it difficult to access
these) which, combined with the corresponding lowered sexual self-restraint, suggests
that sexual arousal may negatively impact sexual health decision-making via impaired
self-control.

Based on the findings presented above, it is clear that sexual arousal is a
significant contextual feature in consensual sexual encounters, and that it has the

potential to increase sexual risk-taking and negatively affect condom use. However,



condom use can generally be considered a dyadic behaviour, which makes it unlike any
other health behaviour (e.g., smoking cessation, heart health, or weight control). Because
condom use frequently involves the interaction of two (or more) individuals (Harvey et
al., 2006), it is thus made more complex by the relationship factors that can influence
decision-making and behaviour (e.g., Umphrey & Sherblom, 2007). Certainly, sexual
arousal is not the only critical contextual feature in such encounters; factors such as
individuals’ level of relationship motivation, their current meta-motivational state, well as
their familiarity with a partner may each play an important role on their own, and may
also interact with sexual arousal to impact sexual decision making and the condom

negotiation process.

The Relation between Meta-motivational States and Sexual Risk Taking

According to Reversal Theory, personality and motivation are not static concepts;
they are fluid and subject to change from moment to moment (Apter, 2001). In this view,
humans may be seen as being predictably unpredictable, and Reversal Theory offers an
explanation as to why individuals may behave so inconsistently and even contradictorily
at times (Apter, 2007). Reversal Theory is chiefly an examination of the dynamic shifts
(or reversals) between meta-motivational states that may impact the expression of
personality. This view is in stark contrast to a traits perspective, that sees personality as
largely fixed (due chiefly to genetics; e.g. Evans & Rothbart, 2007; Gray, 1987). Instead,
reversals between states can change the meaning attributed to a situation: an event that
seemed dull or serious at one time might seem exciting with a change of context or

mindset.



The meta-motivational states described by Reversal theory are organized into four
pairs, or domains of experience. An individual will always be in a state of flux between
the two opposing states that characterize each of these four domains (Apter, 2007; 2014).
The first domain of experience is the Means-end domain, made up by the opposing telic
and paratelic states. An individual experiencing the telic state will be in a more serious
and goal-oriented mindset, where they may be more concerned about accomplishing
goals and the future consequences of their current behaviour. In contrast, when
experiencing the paratelic state, this same individual’s mindset will be more playful and
enjoyment oriented, this person may engage in more risk-taking behaviour in this state
because she is less concerned about the future consequences of her current behaviour.
The second domain of experience is the Rules domain, which consists of the conforming
state and the rebellious or negativistic state. An individual experiencing the conformist
state will be more agreeable, cooperative, and will feel a stronger desire to follow rules or
to conform to social norms. In contrast, while experiencing the negativistic state, this
individual will be less inclined to follow established rules or conform to social norms; she
may be more stubborn and show more rebellious attitudes. The third domain of
experience is the Transactions domain, characterized by the mastery state and the
sympathy state. An individual experiencing the mastery state will feel a strong desire for
control and may show more competitiveness with others or with herself to achieve or not
to yield. Yet, while experiencing the sympathy state, this individual would experience a
sense of affection for those around her, particularly those with whom she has personal
relationships; while in this state she would show more care and sympathy for the needs of

these others. Finally, the fourth domain of experience is the Relationships domain,

10



composed of the autic and alloic states. While experiencing the autic state, an individual
would behave in a more individualistic or self-oriented fashion, considering the outcomes
of her current situation in terms of how it might aid her in achieving her own goals or
desires. In contrast, while experiencing the alloic state, an individual would be more
other-oriented and would consider the outcomes of her current situation in terms of how
it might benefit others that she cares for.

In general, every individual has the capacity to experience each of the meta-
motivational states described by Reversal Theory and will experience shifts, or reversals,
within each domain any number of times throughout each day. For instance, one moment
an individual may be in a conforming (cooperative and rule-following) meta-motivational
state, riding public transit in a courteous manner; the next moment he may shift to a
negativistic (rebellious or stubborn) state and choose to graffiti a bench. Such shifts can
occur for a number of reasons. For instance, a contingency reversal tends to occur based
on the presence of particular environmental cues (such as ambient music or a topic of
conversation). A frustration reversal tends to occur because the individual is not having
her needs met by her current meta-motivational state (e.g., when trying everything to
meet a goal is not working, an individual may defensively shift to a playful state, where
she can allow herself to not care as deeply about meeting that goal). Finally, a satiation
reversal tends to occur based on the passing of time or the satisfaction of a state (Apter
1984; 2001).

Of particular interest for the current context is the contingency reversal, a shift
between meta-motivational states that is associated with a change in the individual’s

circumstances; this could be due to a change in the physical location, a change in the
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setting, the start or finish of a particular event, a change in the context, or simply a shift
in how a situation is experienced (Desselles & Apter, 2013). For instance, moving from a
public location (e.g., a restaurant) to a private location (e.g., an apartment) could elicit a
contingency reversal, which would encourage a couple to switch to a more playful
(paratelic) and other-focused (alloic) motivational state. Similarly, an amicable outing
with a friend that gradually becomes a romantic encounter could also elicit a contingency
reversal, where each person would become more cooperative and agreeable (conformist).

Meta-motivational reversals may interact with not only how an individual
experiences a situation and interprets stimuli present, but also how she reacts to particular
situations, which could impact her decision making process. Because the reversal
between states is largely thought to be involuntary, an individual is not usually able to
cognitively choose to switch from one state to another (Apter, 2001). Additionally,
individuals may experience the dominance of particular states. This does not mean that
they do not experience an opposing state, simply that they experience it less frequently
and/or that they more easily reverse into their dominant state (Apter, 2001). For instance,
an individual who is dominantly in the conformist state will typically seem obedient in
nature, but may still occasionally (albeit rarely) shift into a more rebellious state from
time to time.

Two meta-motivational domains are thought to be associated with risk-taking and
are relevant to sexual risk taking in particular. The first of these is the Means-End
domain, characterized by the paratelic and telic meta-motivational states. Although the
telic state is not particularly associated with sexual risk-taking (as this state is

characterized by goal-oriented behaviour and the avoidance of arousal), the paratelic state
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(playful, enjoyment oriented, and arousal seeking) is thought to contribute to risky sexual
behaviour. Indeed, Lafreniere, Cramer, and Out (as cited in Lafreniere, Menna, &
Cramer, 2013) evaluated the association between the telic state and perceptions of health
risk, they determined that individuals who were telic dominant demonstrated a greater
concern for the health risks associated with risky behaviours (e.g., unprotected sexual
activity). In contrast, when experiencing the paratelic meta-motivational state (or when
this state is dominant), an individual would likely be less concerned with the outcome or
long-term consequences of his behaviour (e.g., an unwanted pregnancy or an STI/HIV
infection), instead his attention would be focused on the in-the-moment experience of
pleasure and/or intimacy (Gerkovich, 2001). In fact, a study by Skakoon-Sparling and
Cramer (2014) determined a link between increased subjective sexual arousal and the
paratelic state in an undergraduate student sample (N = 152), such that increased sexual
arousal was associated with a stronger shift toward the paratelic state. These findings
suggest that sexual arousal and meta-motivational states may indeed be linked with
sexual decision making and risk taking.

The second domain associated with sexual risk taking is the Rules domain,
characterized by the negativistic and the conformist states (Gerkovich, 2001). Recall that
individuals who are experiencing a shift to the negativistic state (or within whom this
state is more dominant) may be motivated to break rules, defy what is expected of them,
or may simply stubbornly maintain a particular standpoint (Apter, 2007; Gerkovich,
2001). In a sexual encounter, the dominance of the negativistic state could influence an
individual to choose to have unprotected sex simply because it is exciting to knowingly

engage in this more risky behaviour. Very little work has examined the link between
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negativism and sexual risk taking. However, Lafreniere and colleagues (2013) found that
adolescents who were dominant in negativism were more likely to report engaging in
risky sexual behaviour. In addition, research exploring the association between this
meta-motivational state and other risky health related behaviour (e.g., smoking
cessation), suggests that engaging in a risky health behaviour is linked with negativism.
Every individual has a sense that there are particular rules associated with health
behaviours (e.g., one ought to engage in protected sex). These rules can come from a
variety of sources: they may be imposed by parents, other authority figures, society in
general, or they may even be self imposed. Individuals may feel that disobeying rules
about health behaviour satisfies their rebellious urges (O’Connell, Schwartz, Gerkovich,
Bott, & Shiffman, 2004). More work is needed to better understand how the negativistic
state may relate to sexual risk-taking, and how it may interact with other personality and

contextual features, like relationship motivation or partner familiarity.

Relationship Motivation

Much of human behaviour is motivated by a need to belong (see Baumeister &
Leary, 1995). We seek to form strong social bonds with others around us to such an
extent that it can be considered an innate need (see Buss, 1990). This is no surprise, since
forming strong relationships with other humans has offered many survival and
reproductive benefits throughout our history as a species.

Indeed, men and women enter a sexual encounter with a variety of short and long-
term goals in mind. These goals may include sexual satiation, pleasure, safety, and, of
course, relationship goals (Zawacki et al., 2009). Through continuous monitoring of a

situation, individuals will evaluate whether or not they will be able to attain their personal
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mix of goals, as well as which goals are most or least likely to be met. For instance, a
man who has the goal to develop a romantic relationship with his date will constantly
appraise his situation during their encounter to determine whether he will be able to
realize this goal. He will need to decide, for example, whether agreeing to have
unprotected sex will facilitate his goal to begin a long-term romantic relationship with
this partner. His desire for a long-term relationship, however, may compete with his
desire to avoid the risks associated with unprotected sexual activity with a first-time
partner (as demonstrated by Umphrey & Sherblom, 2007).

In fact, there is much support for the notion that sexual activity and emotional
bonding are deeply linked. For instance, unlike many other mammals, humans prefer to
have sex in private and to sleep together with their partner afterward (Ford & Beach,
1951). Areas of the brain that are active during the experience of romantic love are also
active during the experience of sexual arousal and desire (Diamond & Dickenson, 2012)
and hormones like oxytocin and vasopressin (which facilitate bonding behaviours in
many mammals, including humans) are secreted during sexual activity (e.g., Carter,
1992; Filippi et al., 2003). The support in the literature for the association between
sexual activity and the promotion of bonding between partners (Birnbaum, 2003;
Birnbaum & Gillath, 2006) suggests that it would be reasonable for an individual to view
engaging in sexual activity as a viable way to achieve the goal of developing a romantic
relationship with another individual.

Gillath, Mikulincer, Birnbaum, and Shaver (2008) primed male and female
participants with subliminal and supraliminal sexual stimuli in a series of experiments

designed to explore the effects of sexual priming on behaviours associated with
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relationship initiation and maintenance (e.g., self-disclosing, making sacrifices for a
partner, choosing positive conflict-resolution styles, etc.). The authors found that sexual
priming (primarily subliminal rather than supraliminal priming) resulted in both male and
female participants demonstrating increased motivation to initiate and maintain close
behaviour. The authors explain that this subliminal activation of the sexual system,
which is involved in pair-bonding, motivated participants to generate the optimal
conditions for reproduction and survival (i.e., a strong attachment and relationship). Thus
there seems to be a close link between sexual activity (including risky sexual behaviours,
like unprotected sex) and the motivation to develop romantic relationships.

For the purposes of the current studies, Relationship Motivation refers to the
degree to which an individual is motivated to pursue, establish, and/or maintain a long-
term romantic relationship with another individual. Zawacki et al. (2009, p. 724)
similarly explored the importance of considering the strength of a woman’s relationship
goals, “that is, how motivated she is to pursue a relationship.” Strong relationship
motivation can be a powerful influence on an individual’s behaviour, because concerns
about relationship maintenance or establishment can significantly increase the importance
an individual places on managing a potential partner’s perceptions of oneself and the
bourgeoning relationship (Zawacki et al., 2009). This concern for impression
management would, in turn, influence how or whether individuals choose to
communicate their concerns about sexual health practices. Engaging in condom
negotiation or STI/HIV inquiry and disclosure is associated with some degree of social
discomfort (Afifi, 1999; Hammer, Fisher, Fitzgerald, & Fisher, 1996; Umphrey &

Sherblom, 2007). Individuals are reluctant to engage in condom negotiation because they
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view such topics of conversation as posing a risk to the establishment or maintenance of a
desired romantic (or sexual) relationship (Afifi, 1999; Choi, Rickman, & Catania, 1994;
Edwards & Barber, 2010; Harper, Dickson, & Welsh, 2006; Umphrey & Sherblom, 2007,
Widman, Welsh, McNulty, & Little, 2006). Thus, it is clear that the level of relationship
motivation individuals experience at the time an encounter occurs could influence their
sexual decision making and risk-taking — particularly their willingness to discuss sexual
safety information.

It seems that discussing sexual history with a new partner is a topic that people
would rather avoid. Anderson, Kunkel, and Dennis (2011) interviewed 102 individuals
about why they would want to avoid discussing their sexual past with a new partner;
commonly cited reasons included concern about emotional upset and perceived threats to
the new relationship. Lo, Sea, and Poppen (2009) have discussed the undesirable
potential for emotional vulnerability as well as personal and sexual rejection that sexual
partners may wish to avoid by skirting discussions of sexual health information. Dillow
and Labelle (2014) also point out that some individuals who wish to ask a sexual partner
about their sexual health may fail to do so because they are reluctant to disclose their own
sexual health history (particularly if their own STI testing record is not up-to-date).

A desire to seek emotional closeness tends to be a barrier to protected sex (Bell,
Atkinson, Mosier, Riley, & Brown, 2007). A qualitative study examining adolescent
women’s experiences with unwanted unprotected sex (Teitelman et al., 2011) found that
feelings of attraction to a partner made respondents more vulnerable to pressure to have
unprotected sex. Further, the young women in this study reported less willingness to

begin condom negotiation if they thought their partner might not want them as a romantic
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or sexual partner after they had broached the subject. Similarly, in a study examining the
content and outcomes of young adults’ conversations about sex, Faulkner and Lannutti
(2010) found that participants reported feeling awkward when asking questions about a
partner’s sexual history. Respondents claimed they felt uncomfortable discussing this
topic in the early phases of a relationship.

Clearly, individuals find discussing sexual health information to be a daunting
task. Merely having an interest in taking safer sex precautions is associated with a
personality that values caution, effort, maturity, and planning (rather than spontaneity and
pleasure — characteristics associated with unprotected sex). It seems that these are
considered to be unappealing traits among many young adults (Adelman, 1991; Metts &
Fitzpatrick, 1992), and thus discussions about sexual health precautions may also be
evaded, so as to avoid the risk of seeming unappealing to a new sexual partner (Afifi,
1999; Umphrey & Sherblom, 2007).

Interestingly, the literature suggests that it is even more challenging to
appropriately address the issue of sexual history later, once a relationship is more
established, because of the expectation of trust and commitment (as described in Buysse,
1998), and so is it unclear when such a conversation is expected to naturally take place.
In fact, Buysse (1998) suggests the answer may be never, because individuals seeking a
longer-term, stable relationship frequently attempt to select partners who seem safe (a
notion also supported by Afifi, 1999), though these evaluations tend to be based on
personality characteristics rather than objective risk assessment. Because trust can be
seen as a prototypical element in longer-term, stable relationships, an individual who is

strongly motivated to quickly establish a strong relationship would be eager to experience
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and demonstrate this sense of trust in a new partner. Such a desire, and the
accompanying behaviour, would interfere with the initiation of discussions about past
risk exposure, as well as condom negotiation, at any stage of relationship establishment
or maintenance.

Zawacki et al. (2009) discuss that a strong desire to establish and maintain a
romantic relationship has been shown to negatively impact heterosexual women’s
motivations to engage in condom negotiation or to avoid risky sex. They further point
out that strong relationship motivation increases individuals’ concerns about broaching
topics related to safer sexual practices; insisting on condom use could be seen to imply
that either they have engaged in risky behaviour in the past, or that they believe their
partners have done so (Afifi, 1999). Such a situation could threaten the establishment or
maintenance of a new relationship by damaging a potential partner’s opinion or
impression of the individual (Hammer et al., 1996). In fact, an individual with high
relationship motivation will likely be reluctant to engage in any discussion of past sexual
behaviour (limiting his/her ability to correctly estimate risk) because of concerns that
such a conversation would damage the sense of trust and respect s/he values (Hammer et
al., 1996). Zawacki et al. (2009) also suggest that because condoms can be perceived to
interfere with intimacy and warmth, as they are a physical barrier, an individual with high
relationship motivation may view condom negotiation and insistence as an obstacle to
establishing intimacy in a new relationship.

Zawacki et al. (2009) compared condom negotiation strategies with familiar and
unfamiliar hypothetical partners in high and low relationship motivated heterosexual

women. Participants received either a high dose, a low dose, or zero dose of alcohol, and
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were then instructed to read and project themselves into a story depicting a sexual
encounter with a male partner. The familiarity of the hypothetical partner was
experimentally manipulated by changing the background details provided about the
partner in the story (the high familiarity partner was described as being a long-time
acquaintance with ties to the individual’s hypothetical social network; the low familiarity
partner was described as being the new roommate of a friend’s boyfriend). The
beginning of a sexual encounter was described in the story, culminating in a scenario
where the hypothetical partner requests unprotected sex. Condom negotiation strategies
and intention to use condoms were assessed periodically, in between three sections of the
story. Following the presentation of the story, participants completed a measure
assessing relationship motivation. The authors found that women who scored high on
this measure of relationship motivation were less likely to initiate condom negotiation;
and, when they did engage in condom negotiation, they selected strategies that would
support, rather than undermine, relationship goals (e.g., suggesting to a partner that using
condoms would show how much he cares for her). This study demonstrates how
relationship goals can influence the way an individual behaves in a romantic/sexual
situation: it may impact their cognition and interactions in a way that leads to increased
sexual risk taking. This study also suggests that partner familiarity may play an
important role in the context of sexual decision-making and risk-taking during an
ongoing sexual/romantic encounter since the female participants with higher relationship
motivation tended to view more familiar partners as having greater relationship potential.
Canin et al. (1999) suggest that once familiarity and trust have been established

with a partner, engaging in condom negotiation may be seen as a threat to each partners’
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perceptions of the relationship, and raise issues about trust, which can be uncomfortable.
As mentioned above, having unprotected sex can be used as a sign or signal of trust in a
sexual partner (Corbett, Dickson-Gomez, Hilario, & Weeks, 2009; Hock-Long et al.,
2012) and as such, individuals who are strongly motivated to form a strong new romantic
relationship may also be motivated to demonstrate their trust in a new partner,

particularly if this partner is familiar, from other social contexts.

Partner Familiarity

Sexually active individuals use a variety of strategies in order to manage their risk
of exposure to STIs or HIV (Norris et al., 2004). One such strategy involves choosing to
have unprotected sex with regular or long-time partners only and choosing to have only
protected sex with casual or new partners (Fishbein & Jarvis, 2000). In a study by
Crawford, Turtle, and Kippax (1990), students rated the relative safety of different sexual
practices with both casual and regular partners, using a dichotomous scale (safe versus
unsafe). The purpose of this study was to investigate the strategies students employ to
avoid AIDS transmission. Predictably, students believed that unprotected sex with a
regular partner was safer than with a casual partner. The authors also found that
participants strongly endorsed a risk avoidance strategy that involved attempting to
abstain from sex with partners who seem high-risk. This is similar to the findings of
Crosby and colleagues (2014a), who found a strong association between increased
perceived risk of STI transmission (based on their judgements of their partners) and
increased condom use. However, one of the flaws of relying on such a strategy lies in the
fact that individuals are relatively poor at recognising subtle differences between safe and

unsafe partners; instead, they frequently rely upon irrelevant factors (such as appearance
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or personality factors) to judge a potential partner’s relative safety (e.g., Agocha &
Cooper, 1999; Gold et al., 1991; Keller, 1993; Maticka-Tyndale, 1991; Williams et al.,
1992). In line with these findings, Kelly and Kalichman (1995) have discussed that
feelings of affection toward a partner (new or regular) can reduce the likelihood that an
individual will perceive this person as a health threat; thus reducing the salience of
engaging in health related actions, like condom negotiation and use. This sense of
affection and perception of trust, or familiarity, may account for the findings of Sanders
and colleagues (2010): they found that 40.7% of the women in their nationally
representative U.S. sample reported not having used a condom during their last sexual
encounter with a first-time, new partner.

In their paper, Comer and Nemeroff (2000) discuss a series of studies exploring
how participants use the principle of magical contagion when judging the riskiness of
potential sexual partners. They describe the concept of magical contagion as “an intuitive
principle of thinking that describes the transfer of properties from a source to a recipient
through contact” (p. 2470). Thus, it may be thought of as an heuristic, where the
properties of an object (or source of contagion) are transferred to a recipient through
contact or interaction with this object/source. For example, if a piece of food were to
come into contact with a dirty surface, it would take on the property of dirty and
thenceforth also be considered dirty. This concept of contagion does not only apply to
physical properties (like moisture or grease), but to moral or abstract properties as well
(e.g., goodness or intelligence). For example, a kind individual who spends time with an
unkind individual may be seen by peers to take on the property of unkindness as well,

despite no actual change in their disposition or behaviour. Additionally, the level of harm
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conferred by a contagion is determined by the nature of the relationship between the
source and the recipient — thus, contact with a potential source of contagion could be
viewed by an individual as being beneficial or harmful (positive or negative) based on her
social and emotional relationship with the source. For example, sitting next to an
unattractive stranger on a bus who smells of body odour might make individuals feel that
they have become soiled by association, whereas sitting next to a cherished spouse who
smells of body odour would likely not evoke similar feelings. In this vein, an individual
would be less likely to perceive a potential sexual partner as a source of STI or HIV
transmission if he feels positively about this person. Comer and Nemeroff (2000) assert
that the safer an individual feels emotionally with a partner, the less she will perceive this
partner as a threat for STIs/HIV, independent of any real-world, objective risk this
partner might pose.

In Comer and Nemeroff’s (2000) study, male and female participants were asked
to envision themselves as the main actor in one of three first-person narrative scenarios:
the scenarios either described a casual partner, a known/regular and emotionally safe
partner (where there are intimate feelings shared, but no discussion of STI/HIV safety
risks), and a known/regular and more objectively safe partner (where favourable sexual
history details have been disclosed). After reading their assigned scenario, participants
completed a questionnaire containing items concerning their reactions to the scenario
(e.g., “If you and Jessica were to sleep together again, how likely is it that you will use a
condom (assuming you do not need it for birth control)?”). Interestingly, although the
casual partner was generally perceived as being a greater risk for STI/HIV transmission,

participants failed to adequately distinguish between the emotionally safe and the more

23



objectively safe partners. This finding suggests that men and women have difficulty
recognising the objective riskiness of unprotected sex if it is with a partner with whom
they feel emotionally close.

Comer and Nemeroff’s (2000) paper also highlights an important distinction that
must be drawn within the category of casual or new partners. The authors point out that,
in much of the research investigating sexual behaviours with casual versus regular
partners, it is frequently unclear how young adults make such a distinction. It is
problematic that, in a large proportion of the research examining differences in condom
practices, there is no distinction made between familiar and unfamiliar new partners.
Rather, regular partners are assumed to be familiar and casual or new partners are
assumed to be unfamiliar. For example, in a study examining women’s risky sexual
behaviour with new and regular partners, Parks, Hsieh, Collins, Levonyan-Radloff, and
King (2009) operationalized a new partner as someone the female respondents may not
know well. The problem with only differentiating between long-time partners and
partners an individual does not know well is that this methodology may overlook
encounters with new sexual partners if these partners are well known to the individual
(e.g., a co-worker, classmate, or friend). Whereas such a partner is likely, statistically, to
pose a similar risk of STI/HIV transmission as a completely unknown partner (Prestage et
al., 2012), and the individual may know just as little about this person’s sexual history as
she might know about a stranger’s (Anderson et al., 2011; Buysse, 1998), the previously
established trust of prior acquaintance (Hammer et al., 1996) could interfere with
appropriate safer sex decision making. Such a distinction (between familiar and

unfamiliar new partners) is essential to consider in sexual risk taking research.
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Familiarity, and the accompanying emotional response an individual feels toward
a new, but known, potential partner, may influence how he perceives the risks associated
with unprotected sex. In fact, a recent study by Sparling and Cramer (2015) supports this
assertion. In this study, men and women were presented with a series of vignettes
describing an encounter that could lead to sexual intercourse with either hypothetically
familiar or unfamiliar partners. Hypothetical new sex partners who were judged to be
more familiar were also seen as more appealing sexual and romantic partners, more
trustworthy, and were seen as a lower risk for STI transmission.

The findings of Comer and Nemeroff (2000), regarding participants’ failure to
distinguish between emotionally safe and objectively safe partners, are also similar to
those of Kelly and Kalichman (1995). The latter found that, although individuals may be
able to recognise that unprotected sex with unfamiliar casual partners is highly risky, they
do not tend to recognise a partner with whom they have had a previously established
loving relationship as a health threat, independent of STI/HIV relevant factors.

Remarkably, Comer and Nemeroff (2000) found that participants frequently
reported beliefs that they and their potential partner could simply intuit their STI/HIV
status, without actually having been tested, based on their feelings. This is consistent
with the findings of Downing-Matibag and Geisinger (2009), who conducted interviews
with college students about casual sexual behaviour. The latter paper investigated how
the Health Belief Model (Rosenstock, 1974; Rosenstock, Strecher, & Becker, 1994)
applies to college students’ understanding of their own sexual risk taking behaviours.
The Health Belief Model describes how an individual’s beliefs about their health issues,

the perceived benefits of potential action to improve their health, the perceived barriers to
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engaging in such action, and his/her self-efficacy explain engagement (or lack of
engagement) in health-promoting behavior (Rosenstock, 1974). Downing-Matibag and
Geisinger (2009) found that one of the most common reasons for an underestimation of
STI risk was because individuals placed more trust than was warranted in their partners,
with respect to STIs. A common theme in these findings was that participants felt safe
having unprotected sex during a casual sexual encounter because they had some level of
prior acquaintance with this person (74% of participants reported some degree of
acquaintance prior to a casual encounter). Participants frequently reported feelings of
trust that a partner was not infected with any STIs due to simple (though irrelevant)
personal connections via mutual friends or having attended the same high school, or due
to other personal characteristics, similarly irrelevant to objective STI/HIV risk.
Participants in this study also tended to assume their partners were STI-free if
they did not disclose that they were not such (Downing-Matibag & Geisinger, 2009).
This is consistent with Buysse (1998), who found participants were apt to rely on
selecting a suitable partner based on intuition and shared social networks, rather than
basing their decisions on actual conversations about sexual history and safety. Such
findings demonstrate a troubling trend where, rather than engaging in proactive condom
use and discussion, young adults instead rely on voluntary disclosure from a partner.
This implies an expectation of not only truthfulness, but also of awareness and regular
testing, since many STIs can be symptom-less. Interestingly, since individuals are
primarily motivated to only disclose sexual safety information when they perceive
themselves to be at risk (Ellen, Vittinghoff, Bolan, Boyer, & Padian, 1998), not only are

individuals relying on a partner to disclose important sexual history information, but they
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are also unlikely to invite or engage in such disclosure themselves if they feel that the
partner appears safe (using whatever criteria they choose).

Suvivuo et al. (2009) conducted a qualitative examination of narratives, written
by teenage girls, about a notable sexual encounter where each of the young women
reported experiencing strong sexual motivation. The narratives were examined in an
attempt to understand how factors such as behavioural intentions, attitudes, perceived
social norms, and self-efficacy impact protective sexual behaviour. Of note, the authors
found a number of trends in the narratives that involved a failure to use condoms. It was
observed that the decision-making processes in these narratives relied on intuition, rather
than actual facts. Additionally, in the condom non-use narratives, once a participant felt
positive emotions (trust, like, love, etc.) toward her partner, she no longer effectively
perceived the risks of unprotected sex.

Swann, Silvera, and Proske (1995) further investigated the concept that increased
familiarity with a person encourages a judgment of him/her being inherently lower risk
for HIV or STI transmission. The authors invited participants to view short videos
presenting an HIV positive woman. The authors experimentally manipulated the content
of the videos to make the woman appear to the participants as more or less familiar.
Participants viewed either: (a) a still image of the woman, (b) a video where she talked
about her background and interests, (c) a video where she talked about contracting HIV,
or (d) a presentation combining the two videos types (background and HIV diagnosis).
After viewing one of these video clips (a, b, ¢, or d), participants rated how likely it was
that this woman was HIV positive, as well as how much they liked her, how well they felt

they had gotten to know her, and how similar she was to themselves. The authors found
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that, despite the fact that the background and personal information provided in video b
was completely irrelevant to HIV status (this was determined through an independent
analysis), participants presented with this video judged the target woman as being more
likeable, more familiar, and less likely to be HIV positive. This study highlights the
increased risk individuals may expose themselves to, based simply on a feeling of
familiarity with a potential partner. Importantly, the findings of Swann et al. (1995) also
demonstrate that perceived familiarity can be built quite quickly, through the disclosure
of personal (though not necessarily sexual safety relevant) information. Familiarity
seems to lead to a false sense of security, which makes it easier for individuals to
discount objective signals of risk. Swann et al. (1995) also point out that the influence of
familiarity is difficult to counteract, as its effects occur outside of our conscious
awareness.

Antecedent to these findings, Williams et al. (1992) conducted focus groups with
undergraduate students to better understand the dynamics of risky sexual behaviour
among this group. The authors found that students were using implicit judgments —
unrelated to actual HIV/STI information — to judge whether a partner seemed risky or
not, and based their condom use decisions on these judgments. In particular, it was found
that participants judged individuals known from other contexts (and whom they liked) as
being less risky (despite having no information about HIV or STI status). These results
clearly illustrate the important role familiarity plays when individuals attempt to judge
the riskiness of having unprotected sex with a partner. Similarly, Zawacki et al. (2009)
highlight the fact that individuals frequently judge potential partners as low HIV/STI risk,

based on perception biases and on the incorrect use of heuristics (cf. Williams et al.,
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1992). A sense of familiarity with a potential sex partner can act as a situational cue that
can be perceived as being an indicator of low risk and, thus, a justification for
unprotected sex (Zawacki et al., 2009).

In a similar vein as familiarity, the attractiveness of the information known about
a potential partner also influences an individual to view this partner favourably, even if
risky information accompanies this positive information. Hennessy, Fishbein, Curtis, and
Barrett (2007) presented participants with brief vignettes about men and women. Each
vignette was made up of sets of either positive facts about the target (e.g., “Paul is
faithful to his friends), risky facts (e.g., “Bryan could be described as ‘living in the
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moment’”), or a combination of these two types of facts, with the risky facts presented
either first or second. The authors found that when the attractive, positive facts were
presented first in the vignettes, participants tended to discount the risky facts and viewed
these targets as more attractive partners and as less risky than targets where only risky
facts were presented, or when the risky facts were presented first. This is an example of
attribute framing, where the evaluation of an object, event, or person is affected by the
attributes or characteristics associated with it (Levin, Schneider, & Gaeth, 1998). The
valence of the frame (positive or negative) will impact the favourability of an evaluation.
In the above example, presenting the attractive facts first cast a positive frame over
participants’ overall evaluation of the character in the vignette; conversely, presenting the
risky facts first cast a negative frame. These findings mirror those of Comer and

Nemeroff (2000), whose work on magical contagion (discussed earlier) suggested the

positive and attractive information gleaned when one is getting to know an appealing
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partner may bias us against attending to risky information presented at a later time and

thus further detrimentally impact sexual decision making.

Syndemic Risk Factors That Impact Sexual Decision-Making

A syndemic is “a set of intertwined and mutually enhancing epidemics involving
disease interactions at the biological level that develop and are sustained in a
community/population because of harmful social conditions and injurious social
connections” (Singer & Clair, 2003, p. 429). The syndemics approach recognises the fact
that the people most at risk for HI'V transmission tend to experience a complex array of
co-occurring problems related to both health and social factors, which increases their risk
of negative health outcomes (e.g., Stall et al., 2003). A number of syndemic factors have
been associated with sexual risk-taking behaviours like inconsistent condom use and
condom non-use (e.g., Stall et al., 2003). This is likely because these factors are also
related to impaired sexual health decision-making. These factors include: a history of
sexual abuse, depression, intimate partner violence, and recreational drug use.

Youths who have experienced sexual abuse tend to have a greater number of sex
partners, are poor at setting boundaries, and show lower use of prophylactics (Hughes,
Bean, & Harper, 2015). Childhood sexual abuse survivors are also more likely to
contract an STI in adulthood, particularly since 40% report never using condoms
(Saewyc, Magee, & Pettingell, 2004). However, Stall et al. (2003) emphasize that the
associations between risk factors like childhood sexual abuse and other risk factors, like
depression, are complex: there is an “additive interplay” (Stall et al., 2003, p. 941) among
these factors, which increases the vulnerability of such high-risk populations. For

instance, experiencing sexual abuse (during childhood or adulthood) is also correlated
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with depressive symptoms and has been linked with increased sexual risk-taking
behaviour in adulthood among women (e.g., Littleton, Grills, & Drum, 2014; Schloredt &
Heiman, 2003; Zwickl & Merriman, 2011). Littleton et al. (2014) conducted a large
study on women with histories of sexual victimization in order to determine the factors
that lead to the use of sexual risk taking as a strategy to regulate one’s affect. They also
aimed to determine whether such a strategy (engaging in sex to regulate negative affect)
would be predictive of sexual risk-taking behaviours. The authors found that survivors of
sexual victimization who experience symptoms of depression are more likely to engage
in risky sexual behaviour in an attempt to regulate their negative affect (particularly
women who were victims of sexual abuse both in childhood and as adults).

Previously sexually abused youth are also more likely to report the use of
substances including alcohol, marijuana, and hard drugs (Kilpatrick et al., 2000; Watts &
Ellis, 1993). Substance use has been associated with a greater number of sexual partners
and with less frequent condom use (Patrick, O’Malley, Johnston, Terry-McElrath, &
Schulenberg, 2012). Additionally, recreational drug use has been correlated with an HIV
positive serostatus in MSM clinic patients (Li, Baker, Korostyshevskiy, Slack, &Plankey,
2012) and drug use before or during sex is predictive of unprotected receptive anal sex
among MSM (Hutton et al., 2013). In a sample of African American MSM, Tobin,
Yang, King, Latkin, and Curriero (2016) found that poly drug users (individuals who
regularly use more than one type of drug) were significantly more likely to have incurred
a recent STI and were more likely to report engaging in sexual exchange (exchanging sex
for money or drugs). Substance abuse has also been seen to co-occur with another

syndemic risk factor: intimate partner violence (e.g., Bennet & Bland, 2008).
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Past research has consistently shown that although women and men are equally
likely to commit single acts of violence against a partner, women are still at increased
risk to experience more frequent, more severe, and longer lasting acts of violence, they
are also more likely to be physically injured by this violence (Archer, 2000; Malik et al.,
1997; Tjaden & Thoennes, 2000). Additionally, intimate partner violence is a strong
predictor of substance use and abuse and it has been linked with risky sexual behaviour
(Callahan, Tolman, & Saunders, 2003; Rothman et al., 2012; Temple & Freeman, 2011).
Reuter, Newcomb, Whitton and Mustanski (2016) investigated the outcomes for LGBT
young adults who experience intimate partner violence using an ethnically diverse sample
of young adults, who were part of a larger longitudinal study. They found a positive
association between the experience of intimate partner violence and increased sexual
risk-taking. Finneran and Stephenson (2014) conducted an online survey of men who
have sex with men (MSM) who had either experienced or perpetrated intimate partner
violence within the previous year. These authors also found a strong association between
intimate partner violence and sexual risk taking (in this case, engaging in unprotected
anal intercourse). Interestingly, the authors found that men who reported having engaged
in unprotected anal intercourse were around 2 times more likely to report perpetrating
violence against a partner. This suggests that both experiencing and perpetrating intimate
partner violence is associated with increased sexual risk-taking and risk of STI/HIV

transmission among MSM.

Sexual Decision Making and Heuristics
As Canin and colleagues (1999) discuss, decisions are optimally made based on

adequate and accurate information, and in the context of minimal uncertainty. Decision-
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making in a large proportion of sexual situations can easily be described as sub-optimal:
more essential information is required than could be reasonably expected for an
individual to possess (e.g., information about the average level of STI/HIV infection in
their population, the transmissibility associated with different types of infections and acts,
as well as the detailed sexual history of every potential sexual partner). It is unsurprising
that such uncertainty leads to difficulty in making good judgments and an overreliance on
mental heuristics. Rather than relying on logical thinking about a potential sexual
partner’s risk level, individuals instead rely on their intuitive judgments about how an
average HIV or STI infected person would look or act (Canin et al., 1999). As the
authors point out, young adults trying to maintain their sexual safety are faced with a
difficult task: they must set and maintain a long-term goal (i.e., preserving their health),
they must be prepared to capably manage the tools necessary for safer sex (e.g., condoms,
condom negotiation, etc.), they must manage their own sexual arousal (in addition to the
effects of any other substance they may have consumed that increase impulsive
behaviours, like alcohol), and they must effectively manage any pressure (real and/or
perceived) from their partner or perceived relationship pressure to have unprotected sex.
Indeed, sexual arousal alone strongly encourages a reliance on decision-making
shortcuts. Normandin’s (2010) work on sexual arousal and erotica found that sexual
arousal produces errors in temporal and probability discounting. These results also
suggest that individuals who are sexually aroused may be more likely to engage in risky
unprotected sex rather than risk not having any sex (protected or not) later. Shuper and
Fisher (2008) also found evidence of the effects of sexual arousal in HIV-positive MSM,

suggesting that sexual arousal encourages a reliance on heuristics and promotes
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motivated reasoning to justify engaging in unprotected sexual intercourse. Similarly,
heterosexual men also perceived reduced STI risk when more sexually motivated (after
exposure to photographs of sexually attractive women) (Blanton & Gerrard, 1997).
Sexual arousal has been linked with the depletion of self-control (Skakoon-Sparling &
Cramer, 2016), and individuals with low self-control (or who are experiencing depleted
self-control) tend to engage in less analytical information processing. Instead, they tend
to rely on habitual responses and heuristics (e.g., Fennis, Janssen, & Vohs, 2009). It is no
wonder that, particularly in the context of navigating a sexual and/or romantic encounter,
individuals will rely heavily on heuristics to reduce their cognitive workload.

Sexual decision making heuristics can be thought of as relatively automatic
decision-making rules that individuals use when determining what steps they will take to
protect their sexual health during a sexual encounter. Misovich, Fisher, and Fisher (1997,
pp. 84-85) describe AIDS prevention heuristics as “simple decision rules that permit
relatively automatic and cognitively effortless decisions about whether or not a partner is
at risk for HIV, and thus whether or not to practice safer sex with the partner.” For
instance, if your potential sexual partner is someone you love and/or someone you feel
that you know quite well, you may forgo using condoms with him/her. This practice is
commonly seen in the literature (see above); individuals tend to apply the Known
Partners are Safe Partners heuristic when deciding whether or not to engage in
unprotected sex. As discussed above, many studies have found that individuals are more
likely to use condoms with new or casual partners. In fact, this heuristic has been
endorsed by many health professionals as a sexual safety strategy. Williams et al. (1992),

however, point out that although this guideline highlights the importance of knowing
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one’s partner as a method of reducing risk, it should only be applied if this knowledge is
directly relevant to objective STI/HIV risk (e.g., information about sexual history). The
common misinterpretation of this guideline has serious implications for STI/HIV
transmission.

Indeed, as stated above, the Known Partners are Safe Partners heuristic can fail
an individual if the new sexual partner is known in a social and emotional sense (e.g., a
colleague or a long time friend), but his/her sexual history is not known. As Adam
(2006) discusses, this sense of ‘knowing’ a partner can result in individuals
inappropriately giving themselves permission to engage in unsafe sexual practices. This
lack of STI/HIV relevant information makes unprotected sex with such a partner
potentially as risky as sex with an unknown partner. However, this is not the only
commonly used sexual safety heuristic that can be misapplied and result in increased risk.

Misovich et al. (1997) discuss the problematic use of four main AIDS (and STT)
prevention heuristics: 1) the previously mentioned Known Partners are Safe Partners
heuristic, 2) the Monogamous Relationships are Safe heuristic, 3) the Trusted Partners
are Safe Partners heuristic, and 4) the /¢’s Too Late heuristic. Both the Monogamy
heuristic and the Too Late heuristic are particularly relevant for justifying unprotected sex
in longer-term relationships, where there may be a pledge or understanding (by one or
both partners) of maintaining monogamy, or where regular condom use was not
established early in the relationship and now beginning to use condoms later in the
relationship is not seen to be useful. The Known Partners and Trusted Partners
heuristics are most relevant to early, or first time, sexual encounters between new sex

partners, where individuals will attempt to determine whether or how strongly to insist on
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condom use. Following the logic of these two heuristics, if an individual determines that
a particular partner is known to her, perhaps from a previous social context (i.e., a
classmate, a co-worker, a past partner, a friend), she will likely decide that engaging in
condom negotiation is less important. Additionally, if she feels that she #rusts this partner
(an extremely subjective judgement that may not be based on actual sexual health related
information; e.g., Williams et al., 1992), the individual will likely, again, determine that
engaging in condom negotiation is less important.

Thorburn, Harvey, and Ryan (2005) also examined these four problematic
HIV/AIDS heuristics in order to understand how they may be related to HIV prevention
barriers among African-American youth. They recruited a sample of heterosexual
couples as well as a sample of single heterosexuals and conducted structured individual
interviews. The sample of couples reported a heavy reliance on the Monogamy heuristic
while the single participants displayed a strong reliance on the Known Partners and
Trusted Partners heuristics. In particular, it was a found that participants who endorsed
the Known Partners heuristic had greater incidences of unprotected sex in the past three
months, were less likely to have used a condom during their last vaginal sexual
encounter, and used condoms during vaginal sex less frequently overall. Alarmingly,
these findings suggest that, not only do individuals rely on these heuristics in their sexual
decision making, but that heuristics associated with knowing and trusting a partner will
replace, or at least reduce, the perceived need to engage in HIV/STI protective behaviour
(Thorburn et al., 2005). If individuals do not perceive an STI/HIV risk, they are unlikely

to use condoms, even with a casual partner (Afifi, 1999; Hock-Long et al., 2013).
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Hock-Long et al. (2013) also identified feelings of trust as being an important
reason why their participants did not use a condom with a partner (serious or casual).
This is a vital component of the Known Partners heuristic: a new sexual partner who is
socially familiar will likely incite a higher level of trust, which becomes a substitute for
safer sex behaviour (Harvey et al., 2006). The more an individual trusts his sexual
partner, the less likely he is to perceive harm (Kline et al., 1992; Misovich et al., 1997),

and the less likely he will be to engage in condom negotiation.

Condom Negotiation

As mentioned above, unlike other health behaviours (like smoking cessation or
diet), using a condom during sex requires some amount of dyadic cooperation and
negotiation (Metts & Fitzpatrick, 1992). Noar, Morokoff, and Harlow (2002, p. 712)
state that condom negotiation “refers to the ability to persuade a partner to use a
condom.” This is most likely not the result of a single skill, but relies instead on a set of
skills, including both verbal and non-verbal communication strategies. Developing
strong condom negotiation skills is extremely important for persons of all gender
identities, as anyone can be susceptible to the influence of a sexual partner who does not
want to use a condom (Smith, 2003).

Debro, Cambell, and Peplau (1994) distilled a set of six common strategies used
by heterosexual college students to influence a partner to use a condom: reward (a
promise to provide positive consequences if the partner uses a condom), emotional
coercion (a threat to use, or the use of, negative affective consequences, e.g., begging),
risk information (the presentation of information about the risks of STIs/HIV), seduction

(the use of sexual arousal to distract or direct one’s partner to use a condom), deception
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(using false information), and withholding sex. Noar et al. (2002) also suggested the
inclusion of the following three additional condom influence strategies. Relationship
conceptualizing (e.g., using care and/or concern for the partner or the relationship — for
example, from Kline, Kline, and Oken (1992), telling a partner “if you truly loved me,
you would agree to use a condom™). Autocracy — using one’s position of power in the
relationship to demand or insist on condom use (e.g., “because I say so”) was also
suggested. Finally, Noar et al. (2010) suggested the direct request strategy, where no
manipulation is used; condom use is simply and directly requested. Noar et al. (2010)
examined this list of nine categories of condom influence strategies, using the Condom
Influence Strategies Questionnaire (CISQ). This scale was developed to determine the
construct validity of the nine strategies outlined above, and to examine how these
strategies relate to factors thought to be essential to condom negotiation (e.g., sexual
assertiveness, condom self-efficacy, partner communication) as well as intentions to use
condoms and past condom use habits. Noar et al. (2010) found that sexual assertiveness
and condom self-efficacy were both strongly related to the CISQ — this makes intuitive
sense, as the CISQ was designed to examine condom use strategies that rely heavily on
sexual (especially condom) assertiveness and condom self-efficacy. Additionally, it was
found that participants who endorsed strategies on the CISQ also reported higher condom
use and greater intentions to use condoms. Further, this study also indicates that some
condom insistence strategies may be more effective than others; for instance, the
subscales most frequently and consistently related to condom use and condom use

intentions were withholding sex, direct request, and seduction — although it may also be
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the case that these strategies are preferred by more effective condom users (more
empirical testing is needed to determine the directionality of the relation).

Noar et al. (2010) point out that the choice of strategy, as well as its effectiveness,
may depend on the nature of the relationship (a factor not explored in their study). The
choice and effectiveness of a strategy varies depending on whether the individual is
preparing to have sex with a new or a long-time partner, or depends on how well the
individual knows this partner. The findings of Noar et al. (2010) also indicate a gender
difference in the endorsement of different condom influence strategies: women were
more likely to endorse strategies such as: withholding sex, direct request, risk
information, and relationship conceptualizing. The authors point out that men
(particularly heterosexual men) may rely on fewer strategies because condom use for
women relies significantly more upon negotiating their use with their partner. Another
concept worth exploring, one that was beyond the scope of the Noar et al. (2010) study, is
an investigation into the simultaneous or sequential use of different condom influence
strategies. Individuals may invoke a number of strategies simultaneously (e.g., using
seduction with relationship conceptualizing), and/or may invoke different strategies at
different stages of the negotiation process until one strategy (or a combination) is
successful.

In their qualitative analysis of sexual risk taking in college students, Downing-
Matibag and Geisinger (2009) found that, although most of their participants did believe
using condoms would protect them from STI/HIV transmission, some expressed concern
that insisting on using a condom might interfere with them successfully having sex with a

partner, or that it would interfere with their enjoyment. Individuals may believe, without
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prior discussions of the topic, that their sexual partners would not want to use condoms
(Fisher, Fisher, & Rye, 1995), and thus inhibit themselves from beginning the process of
condom negotiation. Afifi (1999), Cannin et al. (1999) and Umphrey and Sherblom
(2007) all point out that individuals may also have concerns about (and wish to avoid)
appearing promiscuous or distrustful toward a (potentially) new partner.

Clearly condom negotiation and sexual decision-making are complex processes
that are vulnerable to or affected by many contextual and personality factors present in a
sexual situation. Sexual myopia may lead an individual to discount inhibitive cues (such
as the hypothetical risk of unwanted pregnancy of STI/HIV transmission), and to attend
more strongly to instigatory cues (such as an attractive and willing partner) (Blanton &
Gerrard, 1997; Ditto et al., 2006; Loewenstein, 1996; Singer & Toates, 1987; Toates,
2009). Sexual myopia may also encourage a reliance on problematic heuristics (Gold,
2006; Shuper & Fisher, 2008), and may interact with factors such as relationship
motivation and partner familiarity to encourage individuals to perceive their sexual
partner as low risk. Further, sexual myopia may have an association with individuals’
meta-motivational state, resulting in more rebelliousness and a greater concern with
enjoying the moment (Gerkovich, 2001; Skakoon-Sparling & Cramer, 2014). In
addition, the familiarity of new sexual partners may influence individuals to view them in
a more favourable light and judge them to be lower risk for STI/HIV transmission
(Buysse, 1998; Comer & Nemeroff, 2000; Downing-Matibag & Geisinger, 2009;
Williams et al., 1992). Such an effect may be further complicated by an individual’s
level of relationship motivation. A strong sense of relationship motivation may

discourage an individual from risking the establishment of a new relationship by
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discussing topics related to sexual safety or insisting on condom use, because this might
give a new sexual partner cause to question his/her integrity or the new relationship
(Hammer et al., 1996; Zawacki et al., 2009). An investigation into the associations
among such contextual factors as sexual arousal and partner familiarity, as well as
personality factors such as meta-motivational state and relationship motivation will be
essential to increasing our understanding of the factors influencing sexual decision-

making and condom negotiation among new couples.

The Current Studies

Three factors — sexual arousal, relationship motivation, and partner familiarity —
likely play an important role in how individuals engage in sexual decision-making.
These factors also likely influence their reliance on problematic heuristics, whether or not
they engage in condom negotiation, and the strategies they choose to use within the
context of a sexual encounter. The aim of the current studies was to investigate the
impact of these factors, as well as the role meta-motivational states may play in the
processes of condom negotiation and sexual health decision-making among young
women and men.

Given that sexual arousal may overwhelm an individual’s conscious processing
system and generate a myopic bias in favour of instigatory cues (Janssen et al., 2000;
Loewenstein, 1996; Singer & Toates, 1987; Toates, 2009), it is clear that sexual arousal
plays a very important role in predicting sexual risk-taking among men and women.
Additionally, because sexual arousal is such a critical element in consensual sexual
encounters (Areily & Loewenstein, 2006; Norris et al., 2004, Shuper & Fisher, 2008), it

is important to understand how it may interact with other variables, such as partner

41



familiarity and relationship motivation. It has been discussed that relationship motivation
may facilitate risk-taking in situations where a goal to establish a long-term romantic
relationship competes with sexual safety goals (Zawacki et al., 2009). An individual high
in relationship motivation may feel more uncomfortable discussing sexual history or
engaging in condom negotiation because these activities, though essential to practicing
safer sex, may be seen as a threat relationship establishment and maintenance and may
affect his/her appeal to a new romantic partner. Thus, because condom use may be seen
as a barrier to establishing intimacy, the strength of relationship motivation may increase
sexual risk taking (Afifi, 1999; Bell et al., 2007; Buysse, 1998; Umphrey & Sherblom,
2007; Zawacki et al., 2009). However, it is not clear how relationship motivation may
interact with partner familiarity, particularly under the influence of sexual myopia. When
investigating sexual behaviours and risk taking with new partners, it is essential that a
distinction be drawn between familiar and unfamiliar new partners. Though individuals
may be able to recognize that unprotected sex with a complete stranger would be highly
risky, the literature has shown that familiarity can be built quickly, and that increased
familiarity leads to errors in sexual health decision making that may encourage sexual
risk-taking (Buysee, 1998; Comer & Nemeroff, 2000; Downing-Matibag & Geisinger,
2009; Kelly & Kalichman, 1995; Swann et al., 1995; Williams et al., 1992; Zawacki et
al., 2009). Since all three factors (sexual arousal, relationship motivation, and partner
familiarity) are likely to be present, and impose varying degrees of influence during
consensual sexual encounters with new partners, developing a better understanding of the
strength of their influence is essential. Additionally, understanding the weight of meta-

motivational factors will further enhance our understanding of how motivation may also
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interact with contextual variables to influence sexual decision-making. Certain meta-
motivational states have been associated with increased sexual risk-taking; in particular,
the enjoyment oriented paratelic state of the means-end domain and the rebellious
negativistic state of the rules domain (Apter, 2001; Gerkovich, 2001; Lafreniere et al.,
2013). Much more work is needed to explore the nature of the association of meta-
motivational states with sexual risk-taking and decision-making.

The present project aimed to expand the research on safer-sex practices by
investigating the effects of sexual arousal, relationship motivation, partner familiarity,
and the meta-motivational paratelic and negativistic states on decision-making and
condom negotiation in men and women. There were two main goals for this research.
The first was to examine the associations between relationship motivation and meta-
motivational state with individuals’ decision making during a romantic encounter;
including whether to engage in condom negotiation, strategies employed, and perceptions
about a hypothetical partner’s safety and wishes for sexual safety. The second goal was
to determine how sexual arousal, relationship motivation, and partner familiarity interact
and influence decisions about condom use. To accomplish these goals, two studies were
developed.

Study 1 examined the potential gender differences in condom negotiation
strategies among men and women with hypothetical new sexual partners. This study also
examined the influence of meta-motivational state dominance and relationship motivation
on sexual health decision-making. I hoped to determine whether men (regardless of
sexual orientation) would perceive their partners as being more interested condom use

than would women. I also aimed to determine whether men and women would rely upon
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different strategies to request and insist upon condom use with a reluctant partner. Based
on the gender differences seen in condom negotiation strategies by Noar et al. (2010),

I hypothesized (Hypothesis 1) that, compared to women, men would perceive their
partners as being more interested in condom use, and men would be less likely to
reference relationship factors when negotiating condom use than women.

With Study 1 I also aimed to examine whether individuals experiencing a more
goal-oriented (telic) meta-motivational state or a stronger social norm conforming
(conformist) meta-motivational state would show more sexual risk avoidance in their
approach to condom negotiation and insistence. Based on the findings of Skakoon-
Sparling and Cramer (2014) and Lafreniere and colleagues (2013), I hypothesized
(Hypothesis 2) that condom negotiation would be impacted by meta-motivational state.
More specifically, I predicted that participants experiencing a stronger Paratelic state or a
stronger Negativistic state would select less assertive strategies (i.e., would be less likely
to select the direct request or withholding sex condom insistence strategies).

Further, I planned to investigate whether individuals who are more motivated by
relationship goals (i.e., high in relationship motivation) are more willing to engage in
unprotected sex. Based on the findings of Skakoon-Sparling and Cramer (2014) and
Zawacki et al. (2009), I hypothesized (Hypothesis 3) that participants who scored higher
on a measure of relationship motivation would be more willing to engage in hypothetical
unprotected sex, regardless of their condom-use assertiveness, particularly with a more
familiar partner.

Study 2 explored the factors or mechanisms associated with motivation to engage

in safer sex and HIV preventive health behavioural skills. This study examined how the
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contextual cues of sexual arousal and partner familiarity, as well as participants’
relationship motivation, affect sexual health decision-making. I hoped to learn whether
sexually aroused men and women who score high in relationship motivation would show
increased sexual risk-taking intensions with more familiar partners. Based on the
findings of Comer and Nemeroff (2009), who found that individuals have difficulty
recognizing objective risk with partners who feel emotionally close, it was hypothesized
that partner familiarity would significantly increase sexual risk-taking intentions, since
we judge familiar individuals as safer (Williams et al., 1992), but that this effect would
be enhanced by sexual arousal and impacted by participants’ relationship motivation.
Specifically, I hypothesized (Hypothesis 4) that participants experiencing higher levels of
relationship motivation would show significantly more permissive intentions, particularly
with hypothetically familiar partners. Additionally, based on the preliminary findings of
Zawacki et al. (2009), which demonstrated a myopic effect of alcohol intoxication in
women, | hypothesized (Hypothesis 5) that sexually aroused participants with higher
levels of relationship motivation would show significantly more permissive intentions
with familiar, but not with unfamiliar partners.

Finally, I also aimed to determine whether individuals who score high in
relationship motivation would also be more concerned that insisting on condom use could
interfere with the mood of the sexual encounter and the sense of intimacy. Based on the
work of Afifi (1999) and Umphrey and Sherblom (2007), which suggested that condom
negotiation may be perceived as a threat to relationship goals, I hypothesized (Hypothesis

6) that participants with higher levels of relationship motivation would show more
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concern that insisting on condom use would interfere with intimacy and relationship

establishment.

STUDY 1 - METHOD

Participants.

Participants for this study (N = 440) were recruited using two different online
recruitment strategies in an effort to achieve a broader demographic sample. The first set
consisted of 307 participants (101 heterosexual women, 104 heterosexual men, and 102
men who have sex with men) who were recruited using Amazon’s Mechanical Turk
system (MTurk, https://www.mturk.com/mturk). In general, participants recruited using
Mechanical Turk tend to be more demographically diverse than a university
undergraduate student sample and have been found to produce data as reliable as
participants recruited through more traditional means (Buhrmester, Kwan, & Gosling,
2011). Participants recruited through MTurk were compensated 75¢ for their time. An
additional sample of 133 participants (76 heterosexual women, 53 heterosexual men, and
4 men who have sex with men) was recruited using the University of Windsor
Psychology Participant Pool system. Participants recruited in this fashion received .5
credits that could be applied to any eligible psychology course.

Participant eligibility was determined using a brief screening survey at the
beginning of the study for MTurk participants, or using the SONA screening questions
for Psychology Pool participants. In order to be eligible, participants had to be between
18 and 25 years of age, must have engaged in consensual vaginal or anal sex at least once
ever, and must have self-identified as either cis-gendered (non trans-sexual) men or cis-
gendered (non trans-sexual) women. At the time of screening, eligible participants also
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had to indicate they were not currently involved in a long-term monogamous relationship
— participants who were married or involved in monogamous, long-term romantic
relationships (longer than one year) were not eligible to participate as it may have been
challenging for them to envision themselves in the study scenarios. Because sexual
safety practices differ greatly for women who have sex with women, cis-female
participants were only eligible if they self-identified as either attracted to men only or to
both men and women equally (bisexual), while cis-male participants were eligible if they
identified as attracted to women (MSW), both, or men only (MSM). Due to the sensitive
nature of this study, protecting the confidentiality of participants was a priority; all
collected data were identified using only participant numbers, which were not associated
with participant names or email addresses.

MTurk participants ranged in age from 18 to 25 years (M = 22.9, SD = 1.80), and
85% of the sample self-identified as single. Forty-two percent of the sample indicated
that they were having no sexual relations, and 45% of the sample indicated that they
were, but not with any exclusive partner(s). The vast majority of this sample indicated
their current country of residence was the United States (99%). In terms of ethnicity, this
sample primarily identified as white (72%). Thirty-four percent of MTurk respondents
indicated that over the past three months they tended to use condoms “sometimes” or less
frequently. See summary (Table 1) for demographic details.

Table 1

Demographics Summary - MTurk Sample

Variable Response n/% of N

Relationship Status Single 260/ 85%
New/Casual 46 / 15%

Sexual Relationship Status  Not having sex 130/ 43%
Having sex, but no exclusive partner 139/ 46%
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Country of Residence

Ethnicity

Condom Use in Past 3 Mo

Exclusive relationship with outside partners
Exclusive relationship with no outside partners
UK

US

White

Black

Latin

Multi-ethnic

Other

Sometimes or less frequently

Often or more frequently

8/3%
29/ 10%
2/1%
303 /99%
219/ 72%
28 /9%
14 /5%
17 /6%
28 /9%
103 /34%
201/ 66%

Pool participants ranged in age from 18 to 25 years of age (M = 20.02, SD =

1.55), and 64% of this sample identified as single. Thirty-seven percent of the total

sample indicated that they were having no sexual relations and 29% indicated that they

were, but not with any exclusive partner(s). This entire sample indicated that their

current country of residence was Canada (100%). In terms of ethnicity, this sample

primarily identified as white (82%). Forty-eight percent of Pool respondents indicated

that over the past three months they tended to use condoms “sometimes” or less

frequently. See summary (Table 2) for demographic details.

Table 2

Demographics Summary - Pool Sample

Variable Response n/% of N

Relationship Status Single 85/ 64%
New/Casual 24/ 18%
Relationship less than 1 year 22/ 17%
Relationship 1 year or more 2/2%

Sexual Relationship Status  Not having sex 49 /37%
Having sex, but no exclusive partner 43 /32%
Exclusive relationship with outside partners 2/2%
Exclusive relationship with no outside partners 29/10%

Country of Residence Canada 133 /100%

Ethnicity White 109/ 82%
Black 6/5%
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Latin 2/2%

Multi-ethnic 4/3%

Other 12/ 9%
Condom Use in Past 3 Mo  Sometimes or less frequently 63/ 48%

Often or more frequently 70/ 53%

Materials.

Computer Software

The study was administered in a web-based format using Fluid Surveys. All study
material was presented using the Fluid Surveys platform.

Hypothetical Scenario

Participants were invited to read and project themselves into a vignette describing
a romantic encounter with either a hypothetically more familiar or less familiar partner
(See Appendix A). The more familiar partner was described as the long-time roommate
of the participant’s hypothetical friend’s boyfriend. It was established that the
participant’s hypothetical self and this person went to the same high school, and though
they had not been close then, there is a sense of mutual attraction in the present time. The
less familiar partner was described as the new roommate of the participant’s hypothetical
friend’s boyfriend. This partner was described as having no prior acquaintance with the
participant’s hypothetical self. In accordance with Starzyk et al. (2006), this familiarity
manipulation attempted to invoke the acquaintanceship dimensions of duration of
acquaintance, frequency of interaction, as well as social network familiarity. However,
since for both types of partner sexual history would be unknown, unprotected sex with
either hypothetical partner should objectively be considered a risky decision (Comer &

Nemeroff, 2000).
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The scenario described the encounter beginning with a meeting at a party with
mutual friends, leading to romantic seclusion where condom negotiation would take
place. Participants rated their feelings and likelihood of choosing particular courses of
action. This scenario was modified from an older version of a dating scenario, used by
Macri et al. (2012). The scenario was modified for the current study to add more detail
and to include a familiarity manipulation. Participants in the current study rated how
easy it was to picture themselves in the current scenario on a scale from 1 (‘could not see
self in scenario at all’) to 10 (‘could very easily see self in scenario’). Participants
generally found it easy to project themselves into the presented scenario (Mean = 8.59,
SD = 1.73). No significant difference was found between the three gender/sexuality
groups in these ratings (p > .05). Items presented during the scenario were based on
current research in the areas of sexual assertiveness (e.g., Morokoff et al., 1997), condom
insistence strategies, and condom negotiation (e.g., Noar et al., 2010).

Motivational State Assessment

After finishing the scenario, participants completed the Telic/Paratelic State
Inventory —Modified (T/PSI-M; see Appendix B) to determine their motivational state —
telic versus paratelic. The current version of the T/PSI-M was used by Skakoon-Sparling
and Cramer (2014) and was found to have good reliability in that study; achieving a
Cronbach’s alpha score of .87. The T/PSI-RM also showed good reliability in the current
study (alpha = .86). Items from the T/PSI-M were intermixed with items from the
Negativist-Conformist State inventory (N/CSI; see Appendix B) to determine state
balance in this domain of meta-motivation as well. The N/CSI was derived from the

NCSI, a conformity/negativism dominance scale developed by Del Pup and Cramer
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(2014). The state measure used for the current study underwent significant item
restructuring from the original NCSI version, it was also streamlined from 15 items to 10
and the scale was expanded to 9 points to increase the reliability of this measure
(Nunnally, 1967). During pilot testing, 124 undergraduate participants (68 female, 56
male) completed the new N/CSI scale: it was found to have acceptable internal reliability
(Cronbach’s alpha = .76). In the current study the C/NSI was reduced from 10 items to 7
to improve the reliability of the scale (items 5, 6, and 8 were removed); the final scale

achieved a Cronbach’s alpha of .76, which indicates acceptable internal reliability.

Relationship Motivation

Participants completed a Relationship Motivation Scale (see Appendix C) adapted
from both Sanderson and Cantor’s (1995) Social Dating Goals Scale (used by Zawacki et
al., 2009 to assess relationship motivation) and Kindelberger and Tsao’s (2014) Romantic
Motivation Scale. The new Relationship Motivation Scale developed for the current
study consists of 15 items examining the importance participants place on forming and
maintaining long-term romantic/dating relationships (e.g., “In my dating relationships, I
try to spend a substantial amount of time with my girl/boyfriend(s)”), as well as elements
of anti-motivation (e.g., “All things considered, it is better to be alone”), which are
reverse coded. Responses are rated on a scale of 1 (‘disagree strongly’) to 7 (‘agree
strongly’). During pilot testing, the Relationship Motivation Scale was found to have
good internal reliability (alpha = .87). Average inter-item correlation was low (.34), with
a range from .02 to .64, suggesting that the items included in this scale are measuring
unique aspects of the construct of relationship motivation. In the current study, the

Relationship Motivation Scale was found to have good reliability (alpha = .85).
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Syndemic Factors Associated with HIV Risk

Stall et al. (2003) and Starks, Millar, Eggleston, and Parsons (2014) identified
syndemic risk factors associated with elevated risk for HIV transmission among gay and
bisexual men who have sex with men. The factors included in the current study were:
poly drug use, depression, intimate partner violence, and childhood sexual abuse (see
Appendix D)

Poly drug use was identified as the use of two or more non-prescription drugs
(e.g.: methamphetamine, cocaine, marijuana, etc.) in the 90 days prior to completing the
survey. Participants were shown a list of popular drugs and were asked to indicate which
ones they had used in the past 3 months. In the current study 2% of MSW, 5% of MSM,
and 2% of heterosexual women reported poly drug use. See summary tale (Table 3) for
more detail.

Depression was measured using the 10-item version of The Center for
Epidemiologic Studies Depression Scale (Andersen, Malmgren, Carter, & Patrick, 1994).
Participants responded to items such as “I felt sad” by indicating how frequently they had
felt this way over the past seven days (e.g.: less than one day, one to two days, three to
four days, five to seven days). This scale has demonstrated good predictive ability and
strong psychometric validity in previous studies. In the current study, this scale showed
strong internal reliability (alpha = .88). A score lower than 8 on this scale is indicative of
having no clinically significant signs of depression. Our sample of MSW, MSM, and
heterosexual women all achieved similar average scores on this measure (M = 1.7, SD =
.6) indicating relatively low overall incidence of any symptoms of depression in this

sample. See summary tale (Table 3) for more detail.
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Intimate partner violence was examined using a modified version of the Conflict
Tactics Scale (Greenwood et al., 2002). This scale contains three subscales: six items
measure experience of psychological or symbolic battering (e.g.: “I have been demeaned
in front of others by a partner”), four items measure experience of physical battering
(e.g.: “I have been hit with an object by a partner”), and one item measures sexual
battering (“I have been forced to have sex by a partner”). Participants were instructed to
check off all of the behaviours they had experienced over the past five years. In the
current study 25% of MSW, 35% of MSM, and 28% of heterosexual women reported
experiencing psychological battering. Additionally, 15% of MSW, 20% of MSM, and
12% of heterosexual women reported experiencing physical battering. Finally, 3% of
MSW, 8% of MSM, and 10% of heterosexual women reported experiencing sexual
battering. See summary tale (Table 3) for more detail.

Childhood sexual abuse was determined using an item designed to identify both
childhood/adolescent and adult non-consensual sexual experience (NCSEs). Participants
were asked to indicate if they had ever been forced or frightened by someone into doing
something sexually (e.g., sexual assault, rape, sexual abuse, sexual victimization, sexual
violence, sexual exploitation, etc.) and whether this had occurred when they were a
child/adolescent (18 years of age or younger), when they were an adult (over 18 years of
age), at both times in their lives, not at all, or if they were unsure. In the current study
1% of MSW, 7% of MSM and 8% of heterosexual women reported experiencing at least
one NCSE in adulthood; 3% of MSW, 7% of MSM, and 9% of heterosexual women

experienced at least one in childhood; and less than 1% of MSW, 5% of MSM, and 5% of
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heterosexual women reported experiencing at least one as an adult and as a child. See

summary tale (Table 3) for more detail.

Table 3

Distribution of Syndemic Factors

Factor MSW MSM Women
Depression Score M=1.69, M=1.69, M=1.74,
SD = .56 SD = .60 SD = .61
Poly Drug Use 3/1.9% 5/4.7% 3/1.7%
Sexual Battery 5/3.2% 8/7.5% 18/10.2%
Psychological Battery 39/24.8% 37/349% 49/27.8%
Physical Battery 23/14.6% 21/19.8% 21/11.9%
NCSE as a Child 4/2.5% 7/6.6% 15/8.5%
NCSE as an Adult 2/1.3% 7/6.6% 14/ 8.0%
NCSE as a Child and as an Adult  1/0.6% 5/4.7% 9/5.1%

Procedure.

Participants who clicked through the invitation link viewed a brief introduction
screen. For participants recruited through MTurk, they completed a brief screening pre-
survey, which collected demographic information: age, gender, relationship status, and
sexual attraction. Participants were screened as outlined in the section above. Those who
did not meet eligibility criteria were sent to the termination screen and exited the survey.
Eligible MTurk participants were shown the consent form to review. Participants
recruited through the Psychology Participant Pool were pre-screened by the participant
pool system and eligible students who decided to participate were taken directly to the
consent form when they opened the survey link.

Female and MSM participants read a scenario depicting a romantic encounter
with a hypothetical male partner; MSW participants read a scenario depicting a romantic

encounter with a hypothetical female partner. After completing the scenario, all
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participants completed the two meta-motivational state inventories, followed by the
Relationship Motivation Scale. Finally, participants were asked to provide demographic
information about the region in which they reside and their sexual history and practices
(see Appendix E) as well as the depression inventory, measure of drug use, and measures
of past abuse and NCSEs (see Appendix D). After completing the survey, participants
viewed an information screen with further information about the study and links to local
resources. MTurk participants received a proof of completion code on the information
screen, which allowed them to claim their remuneration. Participants recruited through
the participant pool were taken to a separate landing page where they entered their name
and student number in order to be awarded their credit in the SONA system. This
allowed for the collected data to be kept separate from participants’ identifying

information.

STUDY 1 - RESULTS

Participant Response to the Vignette

Overall, participants did not report difficulty projecting themselves into the
scenario. Ease of projection was scored on a 10-point Likert scale, from 1 (“not able to
project myself into the scenario at all”) to 10 (“could very easily project myself into the
scenario”): M = 8.32, SD =2.02. An independent one-way ANOVA indicated that this
rating did not differ by gender/sexuality group [Welch F (2, 282.4) = 1.25, p > .05].
Additionally, participants rated the scenario as feeling highly realistic (M = 8.00, SD =
1.90); an independent one-way ANOVA indicated that this rating also did not differ by
gender/sexuality group [F (2, 436) = 2.09, p > .05]. There was a significant difference in

how sexually arousing participants rated the scenario based on their gender/sexuality
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group [Welch F (2,272.5)=17.19, p <.001], such that MSW (M = 6.46, SD = 2.40, p <
.01) and MSM (M = 7.00, SD = 2.12, p <.001) both rated the vignette as being
significantly more sexually arousing than female participants (M = 5.32, SD = 2.75). See

summary table (Table 4) for more detail.

Table 4

Summary of Participant Response to the Vignette

Measure MSW MSM Women
Ease of Projection M=8.3,SD=20 M=85,SD=15 M=82,SD=23
Realism M=78,SD=20 M=82,8SD=18 M=81,SD=1.8

Partner Familiarity Manipulation.

No significant differences were found based on the described familiarity of the
hypothetical partner across any of the target items (ps >.05). In order to better understand
the failure of the familiarity description manipulation to emerge as a predictive factor, a
second sample of participants (the Pool sample) was asked an additional question. After
completing the scenario, participants recruited from the Psychology Participant Pool were
asked to recall the point in the scenario when they arrived at the home of the hypothetical
partner (before having sex), and indicate how familiar this person would feel to them at
this point using a 10-point Likert scale (1 = ‘not at all familiar’, 10 = ‘familiar to a great
extent’). No significant difference was found in familiarity ratings between the more
familiar (M = 4.80, SD = 1.70) and less familiar (M = 5.00, SD = 2.20) hypothetical

partners (p > .05).

56



To evaluate the effect of familiarity in this study, the familiarity ratings of the
Participant Pool group were analysed by dividing responses to the hypothetical partner
(regardless of vignette description version) into two categories: scores of 4.99 and lower
were categorized as Low Familiarity (nmsw = 22; nymsm = 0; Npemate = 45) and scores of
5.00 and higher were categorized as High Familiarity (nmsw = 28; nmsm = 3; Npemate = 21).
This dichotomization was completed to allow for group mean comparisons (i.e., ¢ testing,
an analyses that functions well with smaller sample sizes). This familiarity measure was
analyzed separately for the subsequent variables, since it represented a subset of the
overall data.

Predictor Variables

The following set of 17 variables were entered into multiple linear regression
analyses in order to determine which would emerge as the best predictors of responses to
the target scenario questions. The six primary predictor variables of interest entered
were: gender/sexuality group (MSM, MSW, Women), Relationship Motivation
(continuous measure), Conformity/Negativism State Balance (continuous measure),
Telic/Paratelic State Balance (continuous measure). Eight additional variables were also
entered into each model. These included not only the syndemic risk factors identified
above (poly drug use, depression, intimate partner violence, and NCSE [as a child or as
an adult]), but also age at first consensual sexual experience (sexual debut at 14 years of
age or younger has been linked with increased risk taking behaviour in men and women;
e.g., Kastbom, Sydsjo, Bladh, & Priebe, 2014). Whether or not a condom was used at
participants’ last sexual encounter was included, as well as responses to the item on

condom use frequency over the past three months. Subjective experience of sexual
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arousal (rated on a scale of 1 = “not at all aroused” to 10 = “the most sexually aroused I
could be”) was also included as a predictor variable.
Hypothesis Testing

Interest in Condom Use

As it became clear in the scenario that sex was likely to occur, participants were
asked to estimate how much they would like to use a condom with their hypothetical
partner (0 = ‘not at all’, 100 = ‘very much’), as well as how much they thought their
hypothetical partner would want to use a condom for this encounter (0 = ‘not at all’, 100
= ‘very much’).

A multiple linear regression was undertaken to examine variance in participant
interest in condom use in the hypothetical scenario for 439 participants, using the
Stepwise method (see Table 5 for results). A greater frequency of condom use, stronger
Conformist state, older age at first consensual sexual experience, and stronger
Relationship Motivation were associated with an increased stated interest in condom use.
Having experienced at least one NCSE as an adult was associated with decreased stated
interest in condom use. Gender/Sexuality group (female and MSM) was also identified
as a significant predictor.

Table 5

Own Interest in Condom use

Predictor Variable R*> Adj.R*> F p

Gradient t p

Model 0.256 0.242 17.85 <.001

Condom Use Frequency in past 3 mo 3.63 6.87 <.001
Female Gender 18.58  6.22 <.001
Conformity/Negativism State -3.16  -3.53 <.001
Depression 8.07 3.6 <.001
Age at First Consensual Sex Experience 1.93 3.03 0.003
MSM 10.02 292 0.004
NCSE as an Adult -13.76 ~ -2.34  0.02
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Relationship Motivation Score 3.74 2.27

0.024

An independent one-way ANOV A was conducted to explore the significance of
gender/sexuality group. This analysis revealed a significant difference based on
gender/sexuality for participant’s own interest in condom use, Welch F' (2, 243.12) =
20.11, p <.001. A post hoc Games-Howell test indicated that MSW (M = 68.57, SD =
36.49) were less interested in using a condom for sex with the hypothetical partner than
either Women (M = 89.47, SD =21.37, p <.001) or MSM (M =81.75, SD =27.02, p <
.01). Due to concerns about the variance in the data, I also conducted a Kruskal-Wallis
test (the non-parametric equivalent of an ANOVA) to confirm this result. The Kruskal-
Wallis test confirmed a significant difference between gender/sexuality groups: H (2) =
41.34, p <.001.

Using an independent #-test, it was found that participants were much more
interested in using a condom if they rated the hypothetical partner as Less Familiar (M =
85.75, SD = 27.54 than More Familiar (M = 69.54, SD = 35.70), Levene’s test = 10.20, p
<.01;1(93.56) =2.71, p <.01. This result was confirmed by a Mann-Whitney U test
(the non-parametric equivalent of an independent #-test): U = 1196.50, N; = 67, N, = 52,
p<.0l.

A multiple linear regression was undertaken to examine variance in perceived
hypothetical partner’s interest in condom use for 439 participants, using the Stepwise
method (see Table 6). A greater frequency of condom use, stronger Telic state, and older

age at first consensual sexual experience were associated with increased perceived

1 Applied due to the lack of equality of variance in this analysis; Levene (2,436) = 39.5, p <.001
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partner interest in condom use. Having experienced Sexual Battery in the past was
associated with decreased perceived partner interest in condom use. Gender/Sexuality
group (female) was also identified as a significant predictor.

Table 6

Partner Interest in condom Use

Predictor Variable R Adi.R* F p Gradient t

P
Model 0.177 0.163 17.5 <.001
Condom Use Frequency in past 3 mo 3.06 5.65 <.001
Female Gender -15.22 541 <001
Age at First Consensual Sex Experience 2.14 3.12 0.002
Telic/Paratelic State 2.46 243 0.016
Sexual Battery -10.86  -1.99 0.048

An independent one-way ANOV A was conducted to explore the significance of
gender/sexuality group. This analysis revealed a significant difference in participants’
estimation of their hypothetical partner’s interest in using a condom by gender/sexuality
group, F'(2,436) = 14.60, p <.001. A post hoc Tukey test indicated that female
participants (M = 51.11, SD = 30.66) perceived their hypothetical partner as being
significantly less interested in using a condom than did either MSW (M = 61.78, SD =
30.21, p <.01) or MSM (M = 70.44, SD =27.58, p <.001). No significant difference in
the estimate of their hypothetical partner’s interest in condom use was found based on
high versus low familiarity rating (p > .05).

Interestingly, a different degree of correlation between participant’s own interest
in condom use and their estimation of their hypothetical partner’s interest in condom use
was found based on gender/sexual orientation group. In MSW, a significant moderate
(Pearson’s) correlation was found: higher personal interest in condom use was associated

with higher perceived partner interest in condom use: 7 (157) = .56, p <.001. In MSM, a
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significant strong (Pearson’s) correlation was found: higher personal interest in condom
use was associated with higher perceived partner interest in condom use: » (106) = .74, p
<.001. In women, a significant but weak (Pearson’s) correlation was found: higher
personal interest in condom use was associated with higher perceived partner interest in

condom use: 7 (176) = .34, p < .001.

Condom Negotiation Strategies

At two different points in the scenario, respondents indicated which strategy they
would use to talk about condom use with the hypothetical partner (the presented options
were based on the Noar et al. (2010) methods of influence). A Pearson’s y analysis of
responses to the first time participants were asked to select a strategy indicated a
significant effect of gender/sexuality group at Time 1: y* (12, N=438)=117.89, p <
.001, ¢ =.352 (Gender/Sexuality Identity accounts for 12.39% of the variance in condom
negotiation strategy at Time 1). Specifically, it was found that female participants were
significantly less likely than either MSM or MSW to choose No Strategy (i.e., were less
likely to choose to have unprotected sex). Additionally, women in this sample were less
likely than either MSW or MSM to choose the Seduction method (“I would just keep
fooling around and then just put a condom on him when it’s time”). Women were
significantly more likely than MSW or MSM to select methods such as Withholding Sex
(“I would make it clear that we’re not having sex without a condom™), Direct Request,
and Deception (“I would make up a reason why I want to use a condom tonight, even
though my real reason is to protect myself against diseases.””). MSM were significantly

more likely than MSW or women to select the Relationship Conceptualization method (“1
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would tell Chris that it would mean a lot and show me how much he cares, if we were to
use a condom with me tonight.””). Finally, MSW were significantly more likely than
MSM or women to select No Method (‘1 would be comfortable having unprotected sex
tonight”) and the Seduction method. MSW were also significantly less likely than MSM
or women to select the Withholding Sex method or the Direct Request method. See
summary table (Table 7) for more detail.

Table 7

Summary of Condom Insistence Strategies at Time 1 - Gender/Sexuality Identity

Response MSW MSM Women
None - Would Have Unprotected Sex 26/ 17% 13/12% 3/2%
Withholding Sex 18/12% 22 /21% 70/ 40%
Direct Request 31/20% 23/22% 59/34%
Seduction 69 / 44% 34 /32% 15/9%
Relationship Conceptualizing 4/3% 8 /8% 4 /2%
Risk (STI) Information 3/2% 3/3% 9/5%
Deception 6/4% 3/3% 15/9%

Later in the scenario, participants were again asked to select a strategy, this time
to convince their resistant hypothetical partner to use a condom. A Pearson’s ” indicated
a significant effect of gender/sexuality group at Time 2: x* (14, N = 439) = 79.70, p <
.001, ¢ = .294 (Gender/Sexuality Identity accounts for 8.64% of the variance in condom
negotiation strategy at Time 2). At this second point, female participants were less likely
than MSM or MSW to select No Strategy (agreeing to unprotected sex) or the Seduction
strategy (“I would get him really sexually excited and then just bring out a condom”) and
women were again more likely than either MSW or MSM to select Withholding Sex as a
strategy. MSM were significantly more likely to select the Deceptive strategy (‘1 would
tell Chris that I always have sex with condoms, even though sometimes I don’t”).

Finally, MSW were less likely to select Withholding Sex and were more likely to agree to
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unprotected sex or to select the Seduction strategy. See summary table (Table 8) for

more detail.

Table 8

Summary of Condom Insistence Strategies at Time 2 - Gender/Sexuality Identity
Response MSW MSM Women
None - Would Have Unprotected Sex 40/26% 13/12% 6/3%
Withholding Sex 20/27% 29/27% 81/46%
Direct Request 28/18% 17/16% 29/17%
Seduction 42 /27% 20/ 19% 24/ 14%
Relationship Conceptualizing 7/5% 3/3% 4/2%
Risk (STI) Information 4/3% 9/9% 9/5%
Deception 13 /8% 13/12% 19/11%

Gender/sexuality group differences were also examined using responses to the
item presented before the first list of condom insistence strategies. This item asked
participants to estimate how likely they would be to bring up using a condom during the
hypothetical scenario. An independent one-way ANOVA revealed a significant
difference based on gender/sexuality for participant’s willingness to bring up condom
use, Welch F* (2,257.61)=7.76, p < .01. Due to concerns about the variance in the data,
I also conducted a Kruskal-Wallis test (the non-parametric equivalent of an ANOVA) to
confirm this result. The Kruskal-Wallis test confirmed a significant difference between
gender/sexuality groups: H (2) =20.22, p <.001. A set of three Mann-Whitney U tests
(comparing women with MSW, MSW with MSM, and women with MSM) was
conducted to examine group differences. MSW (M = 71.22, SD = 33.45) were
significantly less likely to bring up condom use than MSM (M = 79.06, SD = 27.96) (U =

7087.00, Ny = 157, N, =106, p < .05) as well as women (M = 84.22, SD =25.76) (U =

2 Applied due to the lack of equality of variance in this analysis; Levene (2,436) = 39.5, p <.001
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10020.00, Ny = 157, N, =176, p <.001). There was a marginally significant difference

found between women and MSM: U = 8140.50, N, = 106, N, = 176, p = .057

Relationship Motivation and Condom Negotiation

Relationship Motivation Score (RMS) was calculated by averaging together the
responses to all 15 scale items. RMS did not differ by gender/sexuality identity (p > .05).
In order to examine how participants’ condom negotiation strategies differed based on
RMS, this score was then dichotomized to divide respondents into two categories: scores
of 5.01 and higher were categorized as High Relationship Motivation (HRM; n = 304)
and scores of 4.99 and lower were categorized as Low Relationship Motivation (LRM; n
= 122). Respondents whose average score was exactly 5 were excluded (n = 13), since
they scored at the exact midpoint of the scale and thus couldn’t be said to be either high
or low in terms of relationship motivation.

A Pearson’s y” indicated a significant effect of RMS at Time 1: x* (6, N = 438) =
15.68, p <.01, ¢ =.189. Relationship motivation accounts for 3.57% of the variance in
condom negotiation strategy at Time 1. Specifically, it was found that participants who
scored low on relationship motivation were significantly less likely (than High RM) to
select any condom negotiation strategy (i.e., were more willing to have unprotected sex).

A Pearson’s y” indicated a marginally significant effect of RMS at Time 2: x* (7,
N=439)=13.80, p =.055, ¢ = .177. Relationship motivation accounts for 3.13% of the
variance in condom negotiation strategy at Time 2. Specifically, it was found that

participants who scored high on relationship motivation were somewhat less likely (than

64



Low RM) to select Deception as a condom negotiation strategy and were more likely to

select the Direct Request strategy. See summary table (Table 9) for more detail.

Table 9
Summary of Condom Insistence Strategies - Relationship Motivation
Response Time 1 Time 2

Low RM High RM Low RM High RM
None - Would Have Unprotected Sex 20/16% 22/ 7% 21/17% 38/ 12%
Withholding Sex 31/25% 79 /25% 37/30% 93/29%
Direct Request 25/21% 88/28% 13/11% 61/19%
Seduction 36 /30% 82/26% 28/23% 58/18%
Relationship Conceptualizing 2/2% 14 /4% 5/4% 9/3%
Risk (STI) Information 1/ 1% 14 /4% 9/ 7% 13 /4%
Deception 7/ 6% 17 /5% 6/5% 39/12%

Telic/Paratelic Meta-Motivational State Balance and Condom Negotiation
Strategy.

A Telic-Paratelic state balance (TPB) score was calculated by averaging together
the responses to all 12 items (after re-verse coding the relevant items). TPB score did not
differ by gender/sexuality identity (p > .05).

In order to examine how participants’ condom negotiation strategies differed
based on TPB, TPB was dichotomized to divide respondents into two categories: scores
of 4.99 and lower were categorized as High Paratelic (n = 295) and scores of 5.01 and
higher were categorized as High Telic (n = 128). Respondents whose average score was
exactly 5 were excluded (n = 17), since they appeared to be experiencing the exact
midpoint between the telic and paratelic states.

A Pearson’s * indicated no significant effect of TPB at Time 1: % (6, N = 421) =
9.18,p =.164, ¢ = .148. A Pearson’s y* indicated a marginally significant effect of TPB

at Time 2: y* (7, N=422) = 13.16, p = .068, ¢ = .177. Telic/Paratelic State Balance
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accounts for 3.13% of the variance in condom negotiation strategy at Time 2.
Specifically, it was found that participants who scored more strongly Paratelic were
somewhat less likely to select any condom negotiation strategy (i.e., were more willing to

have unprotected sex). See summary table (Table 10) for more detail.

Table 10
Summary of Condom Insistence Strategies - Telic/Paratelic State
Response Time 1 Time 2

Telic Paratelic Telic Paratelic
None - Would Have Unprotected Sex 5/4% 35/12% 7/ 6% 51/17%
Withholding Sex 40/ 32% 66 /22% 44 /35% 83 /28%
Direct Request 33/26% 74 /25% 23/18% 46/ 16%
Seduction 33/26% 81/28% 24/ 19% 58/20%
Relationship Conceptualizing 5/4% 11/4% 5/4% 8/3%
Risk (STI) Information 5/4% 10/3% 8/6% 13/4%
Deception 6/4% 17/ 6% 15/12% 29/10%

Conformity Negativism Meta-Motivational State Balance and Condom
Negotiation Strategy.

The 7 items included C/NSI in the final scale were averaged to obtain an overall
Conformity Negativism Balance (CNB) score. CNB score did not differ by
gender/sexuality identity (p > .05). In order to examine how participants’ condom
negotiation strategies differed based on CNB, CNB was dichotomized to divide
respondents into two categories: scores of 4.99 and lower were categorized as High
Conformity (n = 188) and scores of 5.01 and higher were categorized as High Negativism
(n =228). Respondents whose average score was exactly 5 were excluded (n = 24), since
they appeared to be experiencing the exact midpoint between the conformist and

negativistic states.
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A Pearson’s y” indicated a significant effect of CNB at Time 1: ¥ (6, N =414) =
17.55, p <.01, ¢ =.206. Conformist/Negativistic State Balance accounts for 4.24% of
the variance in condom negotiation strategy at Time 1. Specifically, it was found that
participants who scored more strongly Negativistic were significantly less likely to select
any condom negotiation strategy (i.e., were more willing to have unprotected sex).

A Pearson’s y” indicated a significant effect of CNB at Time 2: ¥ (7, N =415) =
15.57, p <.05, ¢ =.193. Conformist/Negativistic State Balance accounts for 3.73% of
the variance in condom negotiation strategy at Time 2. Specifically, it was found that
participants who scored more strongly Negativistic were significantly less likely to select
any condom negotiation strategy (i.e., were more willing to have unprotected sex).
Additionally, participants who scored more strongly Conformist were more likely to

select the Withholding Sex strategy. See summary table (Table 11) for more detail.

Table 11
Summary of Condom Insistence Strategies - Conformity/Negativism State
Response Time 1 Time 2
Conformist  Negativist  Conformist  Negativist
None - Would Have Unprotected Sex 8/4% 34/15% 13/7% 43/19%
Withholding Sex 56/30% 49 /22% 65/35% 57725%
Direct Request 45/24% 64 /28% 33/18% 36 /16%
Seduction 55729% 53/23% 40/21% 44 /19%
Relationship Conceptualizing 7/ 4% 9/4% 5/3% 9/4%
Risk (STI) Information 8/4% 6/3% 10/ 5% 12/5%
Deception 8 /4% 12 /5% 17/ 9% 22 /10%

Willingness to Engage in Unprotected Sex
After the first time participants were asked to select a condom influence strategy,

they were informed that their hypothetical partner was reluctant to use a condom (they
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were also told in the scenario that there might not be a condom available), and the
hypothetical partner attempted to convince the participant to have unprotected sex.
Participants were then asked in indicate how likely they would be to go along with what
the hypothetical partner wanted and have unprotected sex using a 10-point Likert scale (1
= extremely unlikely, 10 = extremely likely). Using an independent #-test, it was found
that participants were significantly more willing to engage in unprotected sex with the
hypothetical partner if they rated the hypothetical partner as More Familiar (M = 6.1, SD
= 2.9 than Less Familiar (M =4.1, SD=3.0), ¢ (117) =3.62, p < .001.

A multiple linear regression was undertaken to examine variance in willingness to
have unprotected sex for 439 participants, using the Stepwise method (see Table 12). A
lower frequency of condom use, stronger Negativistic state, lower relationship
motivation, and greater experience of sexual arousal were associated with an increased
willingness to engage in unprotected sex. Having experienced Physical Battery in the past
was associated with increased willingness to engage in unprotected sex. Gender/Sexuality

group (female and MSM) was also identified as a significant predictor.

Table 12

Willingness to have Unprotected Sex

Predictor Variable R> Adj.R’ F p Gradient t p
Model 0318 0.307 27.77 <.001

Condom Use Frequency in past 3 mo -0.428  -8.25 <.001
Female Gender =227 747 <001
Conformity/Negativism State 0.343 3.79 <.001
Physical Battery 1.14 3.09 0.002
MSM -1.06  -3.08 0.002
Relationship Motivation -0.388  -2.35 0.019
Sexual Arousal 0.121 2.32  0.021
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An independent 2 (Relationship Motivation: Low RM vs. High RM) by 3
(gender/sexuality group: MSM vs. MSW vs. Female) ANCOVA was conducted in order
to further investigate these results. Whether or not participants selected an assertive
condom insistence strategy (i.e.: Withholding Sex or Direct Request) at Time 1 or Time 2
were entered as covariates into the ANOV A model as these variables can be seen as an
indirect measure of condom-use self efficacy and general sexual assertiveness (Noar et al,
2010). These were significantly related to participants’ willingness to engage in
hypothetical unprotected sex [Time 1: F'(1,431) =6.87, p <.01; Time 2: F (1, 431) =
51.36, p <.001]; participants who selected a more assertive strategy were less likely to
indicate a willingness to have unprotected sex [Time 1: assertive strategy M = 3.58, SD =
2.70; non-assertive M = 5.58, SD = 3.33; Time 2: assertive strategy M = 3.14, SD = 2.55;
non-assertive M = 5.80, SD = 3.16]. After controlling for assertive condom insistence
strategy selection, a significant main effect of gender/sexuality groups in terms of
willingness to engage in unprotected sex with the hypothetical partner was found [F (2,
431) =16.85, p <.001] as well as a marginally significant main effect of RMS [F (1,
431)=3.28,p = .07].

A post hoc Games-Howell analysis indicated that MSW (M = 6.00, SD = 3.22)
reported being significantly more likely to engage in unprotected sex with the
hypothetical partner than either Women (M = 3.30, SD = 2.60, p <.001) or MSM (M =
4.60, SD =3.1, p <.01). This result was confirmed using a set of two Mann-Whitney U
tests (comparing women with MSW and MSM with MSW): MSW were significantly
more willing to engage in unprotected sex than women (U = 7241.00, N; = 157, N, = 176,

p <.001) as well as MSM (U = 6221.50, N, = 157, N, = 106, p <.001). Additionally,
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MSM reported being significantly more likely to engage in unprotected sex with the
hypothetical partner than Women (p < .01); this result was also confirmed by a Mann-
Whitney U test (U = 7108.00, N;= 106, N, =176, p <.01). Furthermore, participants
who scored low on relationship motivation were marginally significantly more willing to
engage in unprotected sex with the hypothetical partner than those who scored high on
relationship motivation (p = .07).

There was a significant interaction between gender/sexuality group and
relationship motivation [F (2, 431) =4.07, p <.05]. The dataset was split by
gender/sexuality group and an independent #-test was conducted comparing High RM and
Low RM response patterns. Among MSW and MSM, it was found that participants who
scored lower on relationship motivation (MSW: M = 6.76, SD = 2.82; MSM: M = 5.42,
SD = 3.0) were significantly more likely to show an intention to engage in unprotected
sex in the hypothetical scenario (MSW: ¢ (87.3) = 1.99, p = .05; MSM: ¢ (101) = 2.06, p <
.05) than those who scored higher on relationship motivation (MSW: M = 5.72, SD =
3.33; MSM: M =4.10, SD = 3.13). No significant difference (p > .05) was found among
the female sample, however the means showed a trend toward a slightly higher interest in
having unprotected sex among women who scored high on relationship motivation.

Interestingly, among the sub-sample who rated the hypothetical partner as being
more highly familiar, female respondents who scored high on relationship motivation (M
= 6.14, SD = 2.2) were significantly more willing to engage in unprotected sex with the
hypothetical partner than women who scored lower on relationship motivation (M = 2.6,
SD=3.1);t(17)=2.79, p = .013. No such difference was found among MSW or MSM

in this sub-sample.

70



Exploratory Analyses

Sexual Assertiveness

Sexual Assertiveness was computed by averaging the scores of a) the likelihood
of asking the hypothetical partner to touch them where they want; b) the likelihood of
bringing up condom use themselves; c) the reverse coded value of the item asking the
likelihood of waiting for the hypothetical partner to touch them where they want (without
asking); and d) the reverse coded value of the item asking the likelihood of leaving if the
hypothetical partner refused to have protected sex.

A multiple linear regression was undertaken to examine variance in Sexual
Assertiveness for 439 participants, using the Stepwise method (see Table 13). A stronger
Conformist state and a greater frequency of condom use were both associated with
greater sexual assertiveness. Heterosexual men (M =49.1, SD = 18.4) showed
significantly lower sexual assertiveness than either Women (M = 57.3, SD = 20.7) or
MSM (M = 61.5, SD = 17.5). No significant difference in sexual assertiveness was found

based on high versus low familiarity rating (p > .05).

Table 13

Sexual Assertiveness

Predictor Variable R> Adj.R? F p Gradient t p

Model 0.17 0.164 28.6 <.001

Condom Use Frequency in past 3 mo 2.19 6.26 <.001

MSW -7.99 431 <.001

Conformity/Negativism State -2.5 -4.1 <001
Risk Perception

Risk Perception was assessed using participant responses to the item asking

respondents to indicate how risky they felt it would be to have unprotected sex with the
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hypothetical partner. A multiple linear regression was undertaken to examine variance in
Risk Perception for 439 participants, using the Stepwise method (see Table 14). A
greater frequency of condom use, a stronger Telic state, and stronger relationship
motivation were associated with an increased perception of unprotected sex with the
hypothetical partner being risky. Poly drug use was associated with decreased risk

perception. Gender/Sexuality group (MSW) was also identified as a significant predictor.

Table 14

Risk Perception

Predictor Variable R*> Adj.R’ F p Gradient t p
Model 0226 0217 2435 <.001

Condom Use Frequency in past 3 mo 0.21 5.09 <.001
Telic/Paratelic State 0.335 4441 <.001
MSW -0.976  -4.53 <.001
Poly Drug Use 2776 -4.29 <.001
Relationship Motivation 0.393 3.05 0.002

An independent one-way ANOVA was conducted to explore the significance of
gender/sexuality group. This analysis indicated that members of different gender/
sexuality groups showed significantly different levels of risk perception: Welch F° (2,
247.60) = 12.47, p <.001. This result was confirmed by a Kruskal-Wallis test: H (2) =
20.67, p <.001. A post hoc Games-Howell test indicated that MSW (M = 7.00, SD =
2.68) perceived significantly less risk associated with having unprotected sex than either
Women (M = 8.30, SD = 1.90, p <.001) or MSM (M = 8.00, SD = 2.30, p <.01). This
result was confirmed using a set of two Mann-Whitney U tests (comparing women with

MSW and MSM with MSW): MSW perceived significantly less risk associated with

3 Applied due to the lack of equality of variance in this analysis; Levene (2,434) =11.12, p <.001
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engaging in unprotected sex than women (U = 9861.50, N; = 156, N, = 175, p <.001) as
well as MSM (U = 6526.00, N, = 156, N, = 106, p < .01). No significant difference in

risk perception was found based on high versus low familiarity rating (p > .05).

Future Relationship Potential

Participants were also asked to indicate how likely they felt it would be that they
would continue to have a relationship with the hypothetical partner if they a) refused to
have sex without a condom or b) agreed to have sex without a condom. The responses to
these two items were analyzed separately.

A multiple linear regression was undertaken to examine variance in perceived
future relationship potential if unprotected sex is refused for 431 participants, using the
Stepwise method (see Table 15). Increased sexual arousal experienced while reading the
story was associated with a greater perceived likelihood of continuing to date, even if
they refused to have unprotected sex and a past experience of Sexual Battery was
associated with a lower perceived likelihood. Gender/Sexuality group (MSW) was also

identified as a significant predictor.

Table 15

Future Relationship Potential - Refusal of Unprotected Sex

Predictor Variable R’ Adj. R? F p Gradient t p
Model 0.054 0.047 87.95 <.001

MSW 0.663 2.61 0.009
Sexual Arousal 0.132 2.79 0.005
Sexual Battery -1.17 -247 0.014

An independent one-way ANOVA was conducted to explore the significance of

gender/sexuality group. This analysis indicated that members of different
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gender/sexuality groups estimated significantly different likelihoods of continuing a
relationship if they refused to have unprotected sex: F' (2, 434) = 6.22, p <.01. A post hoc
Tukey test indicated that MSW (M = 5.53, SD = 2.51) felt that there was a significantly
higher likelihood of their continuing to date this person if they refused unprotected sex
than women (M =4.57, SD =2.50, p < .01) perceived.

A multiple linear regression was undertaken to examine variance in perceived
future relationship potential if they were to agree to have unprotected sex for 429
participants, using the Stepwise method (see Table 16). Increased sexual arousal while
reading the story and increased relationship motivation were both associated with
perceiving an increased likelihood of continuing to date the hypothetical partner if they
agreed to unprotected sex. Gender/Sexuality group (female) was also identified as a

significant predictor.

Table 16

Future Relationship Potential - Agree to Unprotected Sex

Predictor Variable R> Adj.R® F p Gradient t p
Model 0.105 0.099 16.38 <.001

Sexual Arousal 0.192 4.44 <001
Female Gender -0.84  -3.72 <.001
Relationship Motivation 0.31 2.26 0.024

An independent one-way ANOVA was conducted to explore the significance of
gender/sexuality group. This analysis indicated that members of different
gender/sexuality groups estimated significantly different likelihoods of continuing a
relationship if they agreed to have unprotected sex: Brown-Forsythe (2,399.63) = 13.76,
p <.001. This result was confirmed by a Kruskal-Wallis test: H (2) =22.74, p <.001. A

post hoc Games-Howell test indicated that women (M = 5.81, SD = 2.47) felt that there
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was a significantly lower likelihood of their continuing to date than MSW did (M = 7.04
SD =2.09, p <.001) or than MSM did (M = 6.81, SD =2.19, p <.01). This result was
confirmed using a set of two Mann-Whitney U tests (comparing women with MSW and
women with MSW): women perceived a significantly lower likelihood of continuing to
the date if they agreed to unprotected sex than MSW (U = 9763.00, N, = 173, N, =157, p
<.001) as well as MSM (U = 6898.50, N, = 173, N, = 105, p < .01). No significant
difference in perceived future relationship potential was found based on high versus low

familiarity rating (p > .05).

Risk Reduction Strategies

After completing the scenario, participants were asked about the likelihood of
their engaging in a variety of risk reduction strategies for avoiding the transmission of
STIs/HIV in the scenario. Strategies such as using pre-exposure prophylaxis (PrEP) or
post-exposure prophylaxis (PEP), suggesting a lower risk activity (e.g., manual
stimulation or oral sex), or taking the ‘top’ position (presented only for MSM)) were
presented as separate items and the average of the responses to these items were used as
an overall Risk Reduction Score.

A multiple linear regression was undertaken to examine variance in Risk
Reduction Score, using the Stepwise method (see Table 17). More frequent condom use
during the last 3 months, older age at first consensual sexual experience, a stronger
Conformist state, and a higher depression score were associated with an increased
likelihood of endorsing risk reduction strategies. No significant difference in risk

reduction strategies was found based on high versus low familiarity rating (p > .05).
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Table 17

R