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Health behavior interventions based on Theory of Planned Behavior address participants’ personally-held beliefs, perceived social
norms, and control over the behavior. New data are always needed to “member check” participants’ decision processes and inform
interventions. This qualitative study investigates decision processes around condom use among 81 homeless LGBT youth ages
18–26. Findings indicated considerable endorsement of the conventional policy of always using condoms, promulgated in HIV
prevention education targeting this population. Although some participants reported risk behavior in contexts of sex work,
survival sex, casual encounters, open relationships, and substance use, most were aware of these risks and consistently safe in
those situations. Condoms use boundaries became vulnerable in states of emotional need and negative mood. The only effect
participants acknowledged of homelessness on condom use was indirect, through negative mood states. The most prevalent
context of condom non-use was with long-term primary partners, a potential area of vulnerability because, of 13 participants
for HIV or HCV, nine mentioned how they had been infected, and all nine believed they had acquired it from a primary partner.
Findings imply programs should emphasize HIV risk potential within long-term romantic partnerships and mental health services
to remediate negative mood states.

1. Introduction

According to the theory of planned behavior [1], health
behaviors like condom use [2] are influenced by personally-
held beliefs and perceived social norms. In order to appro-
priately address the target population’s shifting attitudes
and values toward the target behavior, new data are always
needed. This study concerns homeless lesbian, gay, bisexual,
and transgender (LGBT) youth, a population with even
higher rates of HIV sexual risk behaviors than heterosexual
homeless youth [3–5]. Shelters and other programs serving
homeless LGBT youth [6, 7] provide condoms and HIV
education tailored to their specific needs. The content
of this socialization depends on assumptions about their
condom use beliefs and norms, e.g., that their elevated
risk comes from greater involvement in survival sex [8]
and substance use [9]. This study is a “member check” of
those assumptions, open-endedly inquiring into homeless

LGBT youths’ decision processes in hopes of identifying risky
beliefs and norms not already addressed.

Experiences along the path toward homelessness help
form the context of homeless LGBT youths’ condom decision
processes. For both LGBT and heterosexual youth, family
conflict, violence, and/or abuse in the home environment
are the most frequent causes of leaving home [10]. Parental
substance abuse also contributes [11, 12]. Many enter the
care of the child welfare system and, as counterintuitive
as it seems that youth come to further harm in care [13],
most LGBT youth in the child welfare system experience
physical or sexual abuse and virtually all experience verbal
harassment [6, 14–17]. About half of participants in a 3-
city study of LGBT youth [18] reported having, at some
point, sought the relative safety of the streets. LGBT youth
in foster care also disproportionately experience multiple
placements, which arguably normalizes living with strangers
in serial relationships and diminishes their healthy sense of
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boundaries [19]. Experiences of sexual abuse at home or in
foster care socialize them for sex work [20]. This background,
along with home exposure to the use and sale of drugs [9],
works toward preparing youth for “street careers” [11] and
against preparing them for life in conventional society. Their
progress toward conventional life goals is further obstructed
by potential employers’ discrimination based on gender-
atypical self-presentation [7, 12]. Homeless LGBT youth also
face unsafe conditions in shelters [6, 21], which forces them
to remain “in survival mode” while ostensibly off the streets.
The system tasked with extricating them from homelessness
creates as many obstacles as opportunities, causing some
youth to stop trusting intervention efforts and believe that
their place is on the streets [22].

The best-known contributors to HIV risk behaviors
among homeless LGBT youth are sex work/survival sex and
substance use [23]. Sex work customers generally pay more
for unprotected sex [24], and sex workers themselves may
be willing to compromise about condoms when in great
economic need [25, 26]. Transgender youth are at particular
risk for sex work involvement [27]. Sex work and having
friends involved in sex work are factors contributing to
higher rates of sexual victimization among homeless LGBT
youth [28]. Although survival sex and hard drug use are
correlated among homeless youth [5, 29], it does not follow
that the most prevalent route to HIV risk among most of
them is survival sex to support a hard drug habit, as only
a minority have any experience at all with hard drugs [9,
23]. It is also questionable whether the association between
HIV risk and substance use is because substances’ effects
lead to lapses in judgment in sexual encounters because
some substance use with sexual activity is intentional, to
enhance the experience and reduce inhibitions [30, 31].
There has been a general call for empirical research to address
unexamined assumptions about the mechanism of effect
between substance use and HIV risk behavior [32].

Other factors influencing homeless LGBT youths’ con-
dom use decisions are emotional, including depressed mood
[33–35] and issues surrounding long-term romantic rela-
tionships. Our literature search did not find any studies
specifically about condom use in homeless LGBT-identified
youths’ romantic relationships, but the general pattern
among young people is to use condoms with casual partners
and not use condoms with intimate long-term partners [36].
Non-use of condoms is also associated with fear of losing
a long-term relationship [37], and insistence on condoms
in a long-term relationship may cause partners to suspect
infidelity [38, 39]. In sex work, which is part of homeless
youths’ milieu even if they do not participate [22], it is
normative to forego condoms with long-term partners in
order to distinguish long-term partners from sex work clients
[40–43]. It follows, therefore, that long-term relationships
should be assessed as potentially part of the risk context for
homeless LGBT youth.

Shelters and other programs for homeless LGBT youth
often provide HIV prevention education, employing a ratio-
nale based significantly on theory of planned behavior (TPB;
[1]) as applied to condom use [2]. TPB specifies that a health
behavior is more likely when people judge the behavior to

be acceptable in the eyes of significant others, believe the
behavior will produce positive outcomes, and perceive that
they have control over the behavior. Socialization messages
of organizations serving homeless LGBT youth, therefore,
affirm the efficacy of condoms in preventing HIV, contravene
known myths about condoms, promote HIV prevention as
an LGBT community issue, and educate youth about effective
condom use and negotiation skills, delivering a message that
is consistent with a comprehensive sex education approach
[44, 45]. Organizations serving homeless LGBT youth aim
to increase both perceived and actual control over condom
use through providing free condoms and, under the premise
that youth whose basic needs for food and shelter are met will
have less economic incentive to engage in HIV risk behavior
[46], they also provide shelter, case management, and several
other supports. In addition to these efforts targeting control,
organizations serving homeless LGBT youth also provide
education and socialization targeting attitudes and beliefs
about condoms. Because new myths, norms, and vulnera-
bilities always arise, new information must be continually
gathered and integrated into interventions.

Qualitative methods are suitable for exploring the con-
tent of beliefs and attitudes [26, 47]. This study was,
therefore, qualitative, and explored the following research
questions: (1) on what basis do shelter-homeless LGBT youth
in Manhattan choose to use condoms? (2) How do risk
contexts of homelessness, sex work, psychological stress, and
norms like open relationships affect their thought processes
about condoms?

2. Methods

2.1. Participants and Recruitment. Eighty-one participants
were recruited from two shelters for homeless and street-
involved LGBT youth in Manhattan. The shelters’ target
populations were youth 18–24. One shelter also allowed
existing clients who had “aged out” to return for case man-
agement and drop-in services; such clients, were generally
housing insecure, did not have a realistic goal of independent
living and were in the process of transitioning to long-term
adult supportive housing. The age range of participants was,
therefore, 18–26. All participants were sexual minorities [48]
in that they identified as LGBT and were also attracted to,
dating, and/or having sex with people of their own biological
sex—these shelters had a policy of referring youth who were
not sexual minorities to other programs. All participants
either resided in the shelters or close enough to travel
there to receive case management and/or drop-in services.
Consistent with community-based research principles, the
interviewers had built a relationship with these programs
for over a year through volunteering, pro-bono consulting,
and other contributions. The protocol was reviewed and
approved by the IRB at the principal investigator’s institu-
tion. At the beginning of data collection, recruitment posters
were placed conspicuously in program facilities, offering
$10 public transportation fare cards for participation. The
response was immediate and enthusiastic. As this initial
response diminished in momentum, sampling became more
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theoretical [49, 50] as participants were invited to balance the
sample for race, gender (including transgender) and sexual
orientation categories. HIV-positive participants and those
involved in sex work were oversampled in order to have
sufficient representation in analyses.

2.2. Interview Protocol. The principal investigator (a social
work professor and researcher) and a trained research
assistant conducted all interviews. After initially agreeing
to participate, interviewers sat with participants in private
offices within program spaces and read a scripted expla-
nation of informed consent. After participants asked any
questions they had and verbally consented to be in the
study, interviewers began digital recording and again asked
for verbal consent to record the interview. To preserve
confidentiality and comfort, signed consent forms were not
used. Interviews began with basic demographics and housing
history. The condom-related questions began simply with,
“When you have sex, how do you decide whether to use a
condom?” and continued with prompts about specific risk
contexts suggested by earlier research, for example, sex work,
survival sex, trust in a long-term partner, open relationships,
and drugs/alcohol. Participants were then asked to recall
a specific decision about condom use and describe their
thought process about it. They were also asked for their
HIV status if they had not disclosed it already. Finally,
they were asked if there was any message they wanted to
communicate to service providers. Duration of interviews
ranged from roughly 30 to 90 minutes. The same interview
protocol was used for all participants, with additional follow-
up questions asked of participants with stories to tell with
respect to specific themes of interest, for example, sex work.
The principal investigator and research assistant transcribed
all interviews. Interviews were the only source of systematic
data for this study.

2.3. Data Management and Analysis. Interview audio files
were moved off of digital video recorders as soon as possible
and, when not being transcribed or analyzed, stored in
an encrypted directory on an external hard drive in a
locked university faculty office. The principal investigator
and a research assistant applied thematic analysis [51] to
the data. This involved drawing initial codes from interview
transcripts and collecting them into themes. Themes were
then applied to the entire data set, refined as appropriate,
and assessed for both prevalence (i.e., how many respondents
mentioned them) and how “key” they were to the overall
story the data were trying to tell. Consultation about the cod-
ing process was obtained from two researchers experienced
with ethnography of high-risk subcultures, and emerging
themes were compared with insights of workers and research
team members who were in regular direct contact with
the youth as themes were identified. Data analysis began
soon after the first few interviews were collected, and the
interview protocol was refined in response to emergent
themes in an iterative process. Data collection began to wind
down after saturation was reached, with some additional
interviews conducted so that all shelter clients who desired

to participate could be included. Several themes turned
out to be exclusively about housing history, and those are
not reported here. All of the major themes about condom
decision processes are reported below.

3. Results

3.1. Participant Characteristics. Participants ranged in age
from 18–26 years and most lived in an emergency shelter
or transitional living program (TLP). Participants older than
24 were generally former shelter clients returning for case
management and drop-in services. Most of these clients lived
in adult emergency shelters or long-term adult supportive
housing like the single-room occupancy accommodations
provided by the HIV/AIDS Services Administration or
Department of Homeless Services. In terms of gender, 61%
of participants were male, 21% male-to-female transgender,
16% female, and 3% female-to-male transgender. Racially,
12% were white, 52% Black, 30% Latino, 3% Native
American, and the rest of other or mixed race. All were
attracted to, and/or primarily had sex with, people of their
own biological sex, including the “trans-amorous” males
who preferred male-to-female transgender partners. The vast
majority of participants had been tested for HIV recently
enough to be relatively confident of their status. Only two
had never been tested. HIV-positive or HCV-positive status
was reported by 16% of participants. At least one occasion of
sex work was reported by 37%. Involvement in sex work did
not seem to be specific to any race, gender, or sexual identity.

In the presentation of results below, figures for age have a
random number between−1 and 1 added to them in order to
preserve anonymity. Also to preserve anonymity, we labeled
every response from someone positive for HIV or Hepatitis
C with “Pos” and deliberately did not clarify which infection
the participant had.

3.2. “Wrap It Up” (Always Use Condoms). Condom-related
socialization in LGBT youth services favors simply using a
condom every time and maintaining rigid boundaries
against unsafe sex. Statements in 31 interviews reflected this
mentality, named by seven interviewees as “wrap it up”
or “strap up.” Components of this mentality included the
following.

(i) Insistence on condoms, even if it meant not having
sex:

If you don’t want to use condoms, we not um gon-
na do nothin’ (Latino gay male, 23).

(ii) Using condoms even if aroused, high, drunk, tired, or
averse/allergic to latex:

She says um, baby, where’s my covers at? I’m so
drunk that I’m like my eyes is so closed so I’m
like, “why would it. . .why in the hell would I know
where your covers is at?”. . .we wound up having
sex that night. . .With a condom. (Black trans-
amorous male, 23).
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(iii) Associating condoms with social responsibility and
conventionality (in the following quote, note “cow-
ard” as a moral judgment upon someone who would
put a partner at risk):

He was like, I love you, and as soon as he said that,
I just I got off him, and I made him put a condom
on. Because I don’t want to be a coward. . .I
couldn’t be that cruel (Latino gay male, 25, Pos).

(iv) Repudiation of specific beliefs common among peers,
particularly the idea that unsafe sex is okay with
a partner that has proven HIV-status or that one
“trusts” on other levels:

She can show me all her papers and be clean and
I’ll still use it (Latino bisexual female, 19)

The best looking person can have it (Black bisexual
male, 20, Pos).

I don’t care like how long we’ve been together we
can be together for week two weeks two years and
the whole using condom thing will never change
(White trans-woman, 21).

Maybe you trust them and they don’t even know
that they have something (White/Latino gay male,
18).

Also emergent under this theme was a quantitative find-
ing: of the nine HIV-positive participants who mentioned
how they had become infected, all believed they had acquired
it from primary partners.

3.3. Trust in a Long-Term Partner Not to Cheat or Be HIV-
Positive. Although the most conventional policy was “wrap it
up,” the most common policy, cited in 49 interviews, was one
of calculated risks based on trust in long-term partners not to
put them at risk for an STI. HIV-positive and HCV-positive
participants also engaged in calculated risk of superinfection
or additional STIs. This policy often included benchmarks
for how long they would have to be together to forego
condoms, for example, two years (Black gay male, 20), or 2-3
months (Black lesbian, 20). Some also observed a policy of
getting tested together, mentioned in 17 interviews:

If . . .we both had been tested and then really be-
lieved that they were safe and if we’d been together
for two years or married or something. . .maybe
(Black trans-man, 24).

HIV- or HCV-positive participants could avoid superin-
fection from unprotected sex with primary partners through
serosorting and trusting partners to be faithful. This was
reported in 2 interviews:

We have sex without (condoms). I know we
shouldn’t, but I know his status and I know my
status, I know I caught mine from him, so we have
sex every night without a condom (Latino gay
male, 22, Pos).

In 3 cases, associating non-use of condoms with trust
led to an inference that a long-term partner who suddenly
insisted on condoms was cheating:

We had a fight actually, our first fight after a whole
year. He accused me of sleeping with somebody else
because I wanted him to use a condom. . .He was
like y’all trust me you don’t trust me. . .just has his
ways of making you feel so bad for him and then
I’m like you know what just to prove I trust you
I won’t use a condom. That’s where I fucked up
(Black gay male, 24).

3.4. Love and Emotional Intimacy with Long-Term Partners.
In 17 interviews, unprotected sex with long-term partners
was motivated by, or an indicator of, emotional intimacy.
These emotion-based choices are distinct from the rational,
calculated risk of those made under the “trust” norm:

When I loved him, I trust him. I had, I mean, I felt
like, he was like the same way I was, and I wasn’t
messing around, I wasn’t lying, I know that (Black
trans-woman, 25).

3.5. “The Moment” and Sexual Pleasure. Willingness to
compromise safety for pleasure was mentioned in 9 inter-
views. Such choices included not insisting on condoms, not
disclosing HIV-positive status, not taking “using a condom
during oral sex seriously” (Black gay male, 23), or dropping
the condom requirement in a relationship after days instead
of the months it would take to be sure of a partner’s HIV
status. In contrast to the trust norm and affect heuristic, these
participants actually factor considerations like discomfort
using condoms into cost-benefit analyses around HIV risk:

Condoms irritate me for some reason I. . .it might
be a mind thing, but in my mind, I think they
irritate me, they hurt, I don’t like the way they feel,
they’re uncomfortable. . .And, um, he didn’t really
like to use them anyways, he liked to have raw
sex like I did so it was. . .a two-way thing. We just
stopped using them at the end (Latino gay male,
23, Pos).

Beliefs and experiences in which the moment was clearly
more important than safety were mentioned in 13 interviews.
Their motivation could be sexual desire, emotional vulnera-
bility, or both:

Because sometimes, I mean, there’s been sex,
there’s been sex everywhere. In clubs, in cars, in
the streets, in the alleys and parks in trains and
bathrooms. You name it, I’ve done it. . .heat of
the moment, and you’re drunk or you’re high,
you’re not thinking about consequences, you’re
just thinking about getting it. Some people have
brought it up, or I’ve brought it up, and I have just
like, “don’t worry I’m safe.” And that’s like one of
the sexiest things you can say; that kind of ruins
the whole thing if you say “I don’t have HIV” or
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“I don’t have no STDs,” it’s just stop, just a minute,
it’s just sexier to say “I’m safe, don’t worry, I’m
safe” (Black gay male, 22).

3.6. “Go with the Flow” to Avoid Awkwardness of Condom Ne-
gotiation. Yet another policy, evident in 10 interviews, was
to avoid the awkwardness of condom negotiation and simply
“go with the flow.” It is distinct from the above in that the
mindset in these encounters is not participants’ own satis-
faction but desire to please, or avoid problems with, either
romantic or sex work partners:

I knew if I had said something about it, it would
set up a drama (Black trans-woman, 23, Pos).

It all depends on my customer. . .if he asks me first,
then I say okay. If he don’t ask me, then I’m not
going to use it. . .(Interviewer: So you pretty much
go with. . .) the flow (White trans-woman, 20).

3.7. Risk Context: Open Relationships. Engagement in rela-
tionships without the expectation of exclusivity was reported
in 23 interviews. (Some participants initially interpreted
“open relationship” to mean one that was not secret or
closeted; this was clarified for them.) When asked about
harm reduction rules, 12 reported using condoms with both
their primary partner and other partners:

With me, it was mandatory to use condoms every
time. It was an open relationship, I knew at the
end of the day that the other person was going to
have sex with somebody else. . .For you to touch
me, you know, and feel that you didn’t have to be
protected, I just, to me, that doesn’t sit right with
me, I don’t feel right. I feel like the best thing is to
protect yourself (Black lesbian, 20).

Eight reported using condoms with other partners, but
no condoms with their primary partner:

And, when I was with him, I was with him, when
he was with me he was with me, but when we’re
separated, we’re single, and we can do whatever
the fuck we wanted, as long as we used a condom
and we didn’t bring something back (Latino gay
male, 24, Pos).

Three described situations when the nature of the
relationship changed, so did the rules about condoms:

He was like, “you can have sex with this person,
I can have sex with that person, is that all right
with you? Can we do it like that?” I was like,
“sure,” ‘cause I really didn’t care about him like
that. . .then. . .I wouldn’t do it with him ‘cause I’m
in love with him, he was like, “fine, we won’t do
it” (Native American gay male, 21, Pos).

Those agreements actually didn’t last because my
partner didn’t meet with them. . .He didn’t want
to use condoms (Black gay male, 20).

3.8. Risk Context: Sex Work. Homeless LGBT youth often
encounter opportunities to trade sex for money or housing,
even though only a minority (at least, within this shelter-
homeless population) actually participate. Their overall
norms for condom use—that is, that protection should be
involved in encounters with partners they do not love, trust,
desire, or plan to be with long term—generalize to protect
them in sex work situations. Twenty-five interviews of youth
who had engaged in sex work affirmed adherence to this
norm:

I hate it when like the client’s like “I don’t have
anything, I don’t have anything.” I’m like, “I’m not
going to take that chance, I’m sorry. I don’t know
you that well, I just met you right now, and you
think I’m going to believe you?” (Black lesbian,
18).

Seven interviews of youth who had engaged in sex work
reflected willingness to not to use condoms in a sex work
context:

I needed more money, therefore, I asked him
“I can take this condom off if you give me a
extra. . .extra.” And they usually say “Well, how
much,” and they throw me a $20. If they throw
me anything less than a $20, I say “no, I can’t do
it” (Black trans-woman, 21).

Even for youth who do not engage in sex work, the
presence and availability of sex work is still part of their
environment. Seven interviews of participants who had never
engaged in sex work reported receiving and declining offers:

I helped bring her bags in her car, I was 17 years
old she was about 29 or 30 she said she’d pay me
$500 to lick my ass. And that was shocking to me.
She had the money too. And I’m not going to lie, I
wanted the money bad but I couldn’t bring myself
to do it. I’ve had so many offers. So many offers
(Black gay male, 21).

An additional three mentioned no actual sex work or
offers for it, but did have “gray area” experiences between
casual sex and sex work:

Gets $200 from the ATM, hands me
$180. . .catching a cab back. . .I’m finger poppin’
her and shit, we having sex. . .when we got to the
place, she hops out of the cab and runs straight
across the street . . .yelling, “ Oh, all you want me
for is sex!”. . . I don’t even know you from a hole
in the wall, but we still fucked. And she just
runs. . .the guy at the front desk was like, “Oh, she
always does this” (Black trans-amorous male, 22).

I fucked him with a condom and I woke up and
there was like $300 right beside me. So I don’t
know if I was paid I was a paid ho; I probably
was. I’m trying not to think of it like that (Black
bisexual female, 24).
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An additional seven interviews that received none of
the previous four codes still reported peer encouragement
toward sex work:

A lot of people of offered me like, you should put
up an ad on Craig’s List. . .there are many a time,
because a lot of my friends, a lot of them, do sex
work. And many a time, the money that they bring
in, sometimes that thought is like a pounding
thought in my head (Black trans-amorous male,
20).

3.9. Risk Context: Negative Emotional States. Psychological
stressors such as low self-esteem, depression, grief, and
a general loss of meaning and purpose were described
as wearing down condom boundaries in 23 interviews.
These situations are distinct from the cost-benefit analyses
mentioned above. Rather, psychological stress diminished
these youths’ capacity to enforce boundaries:

I was in love. And, it was kind of like my heart
was broken, depression fell in, and I just didn’t
give fuck, if it happened. . . I remember a point
in time where . . .I actually wanted to get HIV. . .I
figured if I get it, I’d die. If I died, then, no one
could say it was suicide. . .I was trying to destruct
myself without having to be the weapon (Latino
gay male, 24, Pos).

Only one interview affirmed, while 55 repudiated, that
housing status had any direct effect on condom use. Any
effect of homelessness on condom use was perceived to be
indirect, through negative emotional states:

I think that plays a part in me not caring when I
engaged in sex, because I didn’t care about myself.
I’m just now getting to a place where I’m starting
to care more about me. You know, ‘cause, back
then, I didn’t care, you know, I was still dealing
with a lot of hurt and a lot of pain from my past,
and growing up and the different experiences with
being gay and everything like that. That, it made
my self-worth seem like it was, I had none. So, I
think that when a person is homeless, you’re still
dealing with depression, which comes from being
homeless, or it could come from the experiences in
their lives (Black gay male, 25).

This effect of negative emotional states could intersect
with the norm of unprotected sex with primary loved
partners in order to create a particular risk context:

When you’re homeless and you have nobody you
just want to feel like you’ve got somebody and you,
when it comes to sex, you, I think that not using
a condom expresses that you want, um, you want
more from the person or you want them to realize
that anything between you is greater than using a
condom (Black gay male, 21, Pos).

3.10. Risk Context: Drugs and Alcohol. Although current
drugs of choice in this sample were primarily marijuana and
alcohol, hard drugs were still a part of their risk context. In 14
interviews, participants reported that they never use drugs or
alcohol. An additional 12 reported that they do not use drugs
or alcohol to the point of intoxication. Another 12 reported,
with various degrees of intentionality, not having sex while
high or drunk:

I’ve never really tried to have sex under the
influence, never really wanted to do that. I have
gotten drunk after sex of course, because of the
depression that I feel from it (Bisexual black male,
22).

And 11 reported that, although they would have sex while
high or drunk, it either had no effect on their condom use
or, because they were fully aware of the dangers, made them
more careful:

Oh hell, no. . .I always make sure that I
have a condom. . .doesn’t matter how drunk I
am. . .doesn’t matter how drunk he is. It’s always
a condom (Latino gay male, 20).

Alcohol, it impairs your judgment, so you always
have to be on point. Alcohol, it will fuck you up.
(Interviewer: Marijuana?) Please. That shit don’t
do nothin’ (Black lesbian, 21).

Some experience with hard drugs was reflected in 16
interviews. Only two reported using sex work or survival sex
to support a habit:

Yes, I have had sex before for money. . . to keep
my (cocaine) habit going. . .I was like 14, 15, and I
would go and sell my body and then go back home.
And my parents thought I had a job (Bisexual
black male, 22).

3.11. Transformative Confrontation with HIV and HCV.
HIV “scare” experiences (few participants were more than
distantly aware of HCV) were reported in 18 interviews.
These included seeing the effects of HIV and HCV on
others, catching other STIs themselves, or realizing, after an
unprotected encounter, that they had put themselves at risk.
This usually made them revise their condom policies:

That syphilis shot is no joke that’s some big ass
needles . . .after this whole syphilis incidence, I was
not playing. So I don’t care how long you’re with
me, you’re going to use a condom or whatever until
I feel comfortable. Actually, you might have to use
a condom forever, because I’m going to be mad
paranoid now, I’m going to be like super paranoid,
I’m going to cover myself in Saran wrap. . .I might
catch something that you won’t have a shot for
(Black gay male, 24).

Among the 13 youth who were positive for HIV or HCV,
nine reported that their infection was a turning point in their
lives:
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I just found out like three months ago. . .it felt like
you’re invincible and then all of a sudden you’re
infected and everything changes. Your demeanor,
the way that you carry yourself, your whole life,
it’s. . ..it’s all different, and it doesn’t seem like it’s a
positive thing, ‘cause truthfully it really isn’t. But,
it all depends how you deal with it. . . I’ve really
done a lot of support groups ‘cause that was really
what kind of supported me along the way to stay
positive. . .having someone to talk to that’s been
through it before (Latino gay male, 19).

4. Discussion

The purpose of this investigation was to “member check”
homeless LGBT youths’ condom-related attitudes and beliefs
within the context of homeless LGBT youth services’ tailored
safer sex socialization. Findings suggest that the message is
getting through: most participants knew that the “correct”
answer to our initial question about their decision process
about condoms was “always use condoms,” and very few
of their responses throughout these interviews reflected
misinformation about condoms [52]. However, these par-
ticipants also employed situational ethics. They were very
aware of the risks associated with survival sex, sex work,
casual encounters, and substance use. Some acknowledged
various degrees of risk behavior, but most reported being
strictly safe in those situations. Although open relationships
in which partners trust each other not to “bring anything
back” are arguably a gray area of safety, most participants
who were in open relationships remained safe by insisting
on condoms with primary partners as well. The factor
that seemed reliably associated with lower vigilance was
emotional decision making about condoms, e.g., enhancing
pleasure in the moment, avoiding awkwardness around
condom negotiation, being in love, or experiencing negative
emotional states that weakened boundaries and heightened
emotional need. In fact, to the extent that homelessness was
acknowledged to have any effect on condom use at all, it was
perceived as indirect, through negative emotional states.

Some participants made less-safe choices about condoms
by factoring reduced sexual pleasure, physical discomfort
with condoms, and awkwardness of condom negotiation into
their cost-benefit analyses. Because HIV prevention educa-
tion already addresses these condom non-use motivations
[45], those findings are not as meaningful toward our goal of
identifying risk beliefs and norms that are under-emphasized
in programs’ condom socialization messages. Rather, the
situational ethic of condom use that we found to be both
the most numerically prevalent and the least emphasized in
existing condom socialization messages was trust in a long-
term partner to be faithful and HIV negative. This trust ethic
was practiced according to the norm of non-use of condoms
as a way of both expressing trust and intimacy with primary
partners and of distinguishing primary partners from casual
partners. Organizations involved in this study have already
adjusted their safer sex socialization messages in order to
address that norm. They were particularly motivated to do

so in light of our discovery that, of 13 HIV+ or HCV+ youth
who participated in these interviews, all nine who mentioned
how they had become infected believed they had acquired
it from a primary partner. These organizations were further
concerned because, in case management, clients report
that couples’ housing is far more comfortable and stable
than emergency shelters, which suggests that the system
subtly shifts youths’ cost-benefit analyses toward forming
and staying in long-term romantic relationships. Given the
connection between condom use and stability/intimacy of
long-term romantic relationships [36], this may create a
cognitive dissonance process in which youth reevaluate how
much they trust their partners.

These findings can be usefully applied according to TPB
principles of attitude, belief, and control [1, 2]. Control over
condom use appears to be firm within this population, except
in cases of emotional vulnerability. Few responses from these
shelter-homeless youth reflected non-use of condoms for
drug-related or economic factors, which are probably more
characteristic of the experiences of street-homeless youth
[53]. However, the attitude connecting non-use of condoms
with long-term relationships, coupled with the belief that this
is an effective harm reduction strategy, is an apparent area
of vulnerability. Unless HIV education programs address
situations specifically faced by their clients, clients make
conjectures about the risks associated with their behavior
and usually underestimate it [54]. Findings from this study
support a recommendation that HIV programming for
homeless LGBT youth should address long-term relation-
ships as a potential risk context. Programs serving homeless
LGBT youth should also strive to provide counseling and
mental health interventions to address negative emotional
states, which youth identify as a more proximal risk factor
for HIV risk behavior than homelessness itself.

One limitation of this study is that, although qualitative
interviews were arguably the most appropriate method
to address the research questions, the study had to rely
exclusively on that method. This was mainly because limited
resources did not allow for additional study components like
street-based field observations that would have allowed us
to triangulate and contextualize data. The team was also,
having been immersed in the shelter service context for years
before the study began, arguably too “native” to make field
observations of the shelters themselves. Because full life-
history interviews would not have been practical due to the
exigencies of the study setting, the scope of the interviews
also had to be narrowly focused on condom decision
processes and the context of homelessness. Our results also
cannot be expected to generalize to actively using problem
hard drug or alcohol users (a behaviorally and demographi-
cally distinct population—see Hickler and Auerswald [29]—
which shelters usually cannot accommodate), youth living
on the street, or beyond the NYC context. This study’s
primary strength was adherence to a community-based
research methodology of building long-term relationships
with the organizations and their clients. Youth and workers
authentically trusted researchers. We believe this factor, more
than any other, contributed to youths’ willingness to go
beyond giving the “right answers” according to the programs’
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messages and authentically describe the complexity and
details of their condom decision processes.

Acknowledgments

This paper was supported by a Faculty Development Grant
from Adelphi University awarded to G. Ream. The authors
wish to acknowledge the many contributions that the true
experts—the youth who participate in these programs—
have made to our understanding of these issues. they hope
they have represented their voices as faithfully as possible.
Points of view, opinions, and conclusions in this paper do
not necessarily represent the official position of Adelphi
University, New Alternatives for Homeless LGBT Youth,
Trinity Place Shelter, Middle Collegiate Church, or Trinity
Lutheran Church.

References

[1] I. Ajzen, “The theory of planned behavior,” Organizational
Behavior and Human Decision Processes, vol. 50, no. 2, pp. 179–
211, 1991.

[2] P. Bennett and G. Bozionelos, “The theory of planned behav-
iour as predictor of condom use: a narrative review,” Psycholo-
gy, Health and Medicine, vol. 5, no. 3, pp. 307–326, 2000.

[3] M. D. Kipke, S. B. Montgomery, T. R. Simon, J. B. Unger, and
C. J. Johnson, “Homeless Youth: drug use patterns and HIV
risk profiles according to peer group affiliation,” AIDS and
Behavior, vol. 1, no. 4, pp. 247–259, 1997.

[4] L. Rew, T. A. Whittaker, M. A. Taylor-Seehafer, and L. R.
Smith, “Sexual health risks and protective resources in gay,
lesbian, bisexual, and heterosexual homeless youth.,” Journal
for Specialists in Pediatric Nursing, vol. 10, no. 1, pp. 11–19,
2005.

[5] N. E. Walls and S. Bell, “Correlates of engaging in survival sex
among homeless youth and young adults,” Journal of Sex Re-
search, vol. 48, no. 5, pp. 423–436, 2011.

[6] E. Hunter, “What’s good for the gays is good for the gander:
making homeless youth housing safer for lesbian, gay, bisex-
ual, and transgender youth,” Family Court Review, vol. 46, no.
3, pp. 543–557, 2008.

[7] T. C. Nolan, “Outcomes for a transitional living program serv-
ing LGBTQ youth in New York City,” Child Welfare, vol. 85, no.
2, pp. 385–406, 2006.

[8] R. Gangamma, N. Slesnick, P. Toviessi, and J. Serovich, “Com-
parison of HIV risks among gay, lesbian, bisexual and hetero-
sexual homeless youth,” Journal of Youth and Adolescence, vol.
37, no. 4, pp. 456–464, 2008.

[9] J. M. Van Leeuwen, S. Boyle, S. Salomonsen-Sautel et al., “Les-
bian, gay, and bisexual homeless youth: an eight-city public
health perspective,” Child Welfare, vol. 85, no. 2, pp. 151–170,
2006.

[10] B. N. Cochran, A. J. Stewart, J. A. Ginzler, and A. M. Cauce,
“Challenges faced by homeless sexual minorities: comparison
of gay, lesbian, bisexual, and transgender homeless adolescents
with their heterosexual counterparts,” American Journal of
Public Health, vol. 92, no. 5, pp. 773–777, 2002.

[11] S. E. Lankenau, M. C. Clatts, D. Welle, L. A. Goldsamt, and M.
V. Gwadz, “Street careers: homelessness, drug use, and sex
work among young men who have sex with men (YMSM),”
International Journal of Drug Policy, vol. 16, no. 1, pp. 10–18,
2005.

[12] N. Ray, “Lesbian, gay, bisexual and transgender youth: an epi-
demic of homelessness,” 2007, http://www.thetaskforce.org/
reports and research/homeless youth.

[13] H. M. Berberet, “Putting the pieces together for queer youth:
a model of integrated assessment of need and program plan-
ning,” Child Welfare, vol. 85, no. 2, pp. 361–384, 2006.

[14] R. Feinstein, A. Greenblatt, L. Hass, S. Kohn, and
J. Rana, “Justice for all? A report on lesbian, gay, bisexual
and transgendered youth in the New York juvenile justice
system,” 2001, http://www.urbanjustice.org/pdf/publications/
lesbianandgay/justiceforallreport.pdf.

[15] G. P. Mallon and R. Woronoff, “Busting out of the Child Wel-
fare closet: lesbian, gay, bisexual, and transgender-affirming
approaches to Child Welfare,” Child Welfare, vol. 85, no. 2, pp.
115–122, 2006.

[16] D. M. Ragg, D. Patrick, and M. Ziefert, “Slamming the closet
door. Working with gay and lesbian youth in care,” Child
Welfare, vol. 85, no. 2, pp. 243–265, 2006.

[17] S. Wilber, C. Reyes, and J. Marksamer, “The Model Standards
Project: creating inclusive systems for LGBT youth in out-of-
home care,” Child Welfare, vol. 85, no. 2, pp. 133–149, 2006.

[18] G. P. Mallon, We don’t Exactly Get the Welcome Wagon: The
Experiences of Gay and Lesbian Adolescents in Child Welfare
Systems, Columbia University Press, New York, NY, USA, 1998.

[19] H. Craig-Oldsen, J. A. Craig, and T. Morion, “Issues of shared
parenting of LGBTQ children and youth in foster care: prepar-
ing foster parents for new roles,” Child Welfare, vol. 85, no. 2,
pp. 267–280, 2006.

[20] B. Tremble, “Prostitution and survival: interviews with gay
street youth,” Canadian Journal of Human Sexuality, vol. 2, no.
1, pp. 39–45, 1993.

[21] S. W. Thrasher, “A church. A shelter. Is it safe?” The New York
Times, 2011, http://www.nytimes.com/2011/11/06/nyregion/
sylvias-place-faces-licensing-problems.html.

[22] C. L. Auerswald and S. L. Eyre, “Youth homelessness in San
Francisco: a life cycle approach,” Social Science and Medicine,
vol. 54, no. 10, pp. 1497–1512, 2002.

[23] S. L. Bailey, C. S. Camlin, and S. T. Ennett, “Substance use and
risky sexual behavior among homeless and runaway youth,”
Journal of Adolescent Health, vol. 23, no. 6, pp. 378–388, 1998.

[24] J. L. Grandi, S. Goihman, M. Ueda, and G. W. Rutherford,
“HIV infection, syphilis, and behavioral risks in Brazilian male
sex workers,” AIDS and Behavior, vol. 4, no. 1, pp. 129–135,
2000.

[25] V. Minichiello, R. Mariño, and J. Browne, “Knowledge, risk
perceptions and condom usage in male sex workers from three
Australian cities,” AIDS Care, vol. 13, no. 3, pp. 387–402, 2001.

[26] M. D. Smith and D. W. Seal, “Motivational influences on the
safer sex behavior of agency-based male sex workers,” Archives
of Sexual Behavior, vol. 37, no. 5, pp. 845–853, 2008.

[27] L. C. Hein, “Survival strategies of male homeless adolescents,”
Journal of the American Psychiatric Nurses Association, vol. 17,
no. 4, pp. 274–282, 2011.

[28] K. A. Tyler, “A comparison of risk factors for sexual victimiza-
tion among gay, lesbian, bisexual, and heterosexual homeless
young adults,” Violence and Victims, vol. 23, no. 5, pp. 586–
602, 2008.

[29] B. Hickler and C. L. Auerswald, “The worlds of homeless white
and African American youth in San Francisco, California: a
cultural epidemiological comparison,” Social Science and Med-
icine, vol. 68, no. 5, pp. 824–831, 2009.

[30] S. C. Kalichman, L. Tannenbaum, and D. Nachimson, “Per-
sonality and cognitive factors influencing substance use and
sexual risk for HIV infection among gay and bisexual men,”

http://www.thetaskforce.org/reports_and_research/homeless_youth
http://www.thetaskforce.org/reports_and_research/homeless_youth
http://www.urbanjustice.org/pdf/publications/lesbianandgay/justiceforallreport.pdf
http://www.urbanjustice.org/pdf/publications/lesbianandgay/justiceforallreport.pdf
http://www.nytimes.com/2011/11/06/nyregion/sylvias-place-faces-licensing-problems.html
http://www.nytimes.com/2011/11/06/nyregion/sylvias-place-faces-licensing-problems.html


AIDS Research and Treatment 9

Psychology of Addictive Behaviors, vol. 12, no. 4, pp. 262–271,
1998.

[31] A. B. Mullens, R. M. Young, M. Dunne, and G. Norton, “The
Cannabis Expectancy Questionnaire for Men who have Sex
with Men (CEQ-MSM): a measure of substance-related
beliefs,” Addictive Behaviors, vol. 35, no. 6, pp. 616–619, 2010.

[32] A. B. Morris and I. P. Albery, “Alcohol consumption and HIV
risk behaviours: integrating the theories of alcohol myopia and
outcome-expectancies,” Addiction Research and Theory, vol. 9,
no. 1, pp. 73–86, 2001.

[33] D. Operario, T. Nemoto, M. Iwamoto, and T. Moore, “Risk for
HIV and unprotected sexual behavior in male primary part-
ners of transgender women,” Archives of Sexual Behavior, vol.
40, no. 6, pp. 1255–1261, 2011.

[34] P. Rohde, J. Noell, L. Ochs, and J. R. Seeley, “Depression, sui-
cidal ideation and STD-related risk in homeless older adoles-
cents,” Journal of Adolescence, vol. 24, no. 4, pp. 447–460, 2001.

[35] M. R. Solorio, D. Rosenthal, N. G. Milburn et al., “predictors
of sexual risk behaviors among newly homeless youth: a longi-
tudinal study,” Journal of Adolescent Health, vol. 42, no. 4, pp.
401–409, 2008.

[36] L. East, D. Jackson, L. O’Brien, and K. Peters, “Use of the male
condom by heterosexual adolescents and young people: liter-
ature review,” Journal of Advanced Nursing, vol. 59, no. 2, pp.
103–110, 2007.

[37] L. Umphrey and J. Sherblom, “Relational commitment and
threats to relationship maintenance goals: influences on con-
dom use,” Journal of American College Health, vol. 56, no. 1,
pp. 61–67, 2007.

[38] B. Beadnell, S. A. Baker, M. R. Gillmore, D. M. Morrison, B.
Huang, and S. Stielstra, “The theory of reasoned action and
the role of external factors on heterosexual men’s monogamy
and condom use,” Journal of Applied Social Psychology, vol. 38,
no. 1, pp. 97–134, 2008.

[39] Y. Salabarrı́a-Peña, J. W. Lee, S. B. Montgomery, H. W. Hopp,
and A. A. Muralles, “Determinants of female and male con-
dom use among immigrant women of Central American de-
scent,” AIDS and Behavior, vol. 7, no. 2, pp. 163–174, 2003.

[40] L. Cusick, “Non-use of condoms by prostitute women,” AIDS
Care, vol. 10, no. 2, pp. 133–146, 1998.

[41] H. Hansen, M. M. Lopez-Iftikhar, and M. Alegrı́a, “The econ-
omy of risk and respect: accounts by Puerto Rican sex workers
of HIV risk taking,” Journal of Sex Research, vol. 39, no. 4, pp.
292–301, 2002.

[42] T. Nemoto, D. Operario, J. Keatley, and D. Villegas, “Social
context of HIV risk behaviours among male-to-female trans-
genders of colour,” AIDS Care, vol. 16, no. 6, pp. 724–735,
2004.

[43] T. N. Tran, R. Detels, H. T. Long, L. V. Phung, and H. P.
Lan, “HIV infection and risk characteristics among female sex
workers in Hanoi, Vietnam,” Journal of Acquired Immune De-
ficiency Syndromes, vol. 39, no. 5, pp. 581–586, 2005.

[44] Harlem United, “Harlem United/Trinity Place group curricu-
lum,” Psychoeducation syllabus. Trinity Place Shelter. New
York City, 2011.

[45] New York State Department of Health, “HIV/AIDS education-
al materials for consumers,” 2011, http://www.health.ny.gov/
diseases/aids/publications/index.htm.

[46] V. Shubert and N. Bernstine, “Moving from fact to policy:
Housing is HIV prevention and health care,” AIDS and Behav-
ior, vol. 11, supplement 2, pp. S172–S181, 2007.

[47] M. K. Hutchinson, L. S. Jemmott, E. B. Wood et al., “Culture-
Specific Factors Contributing to HIV Risk Among Jamaican

Adolescents,” Journal of the Association of Nurses in AIDS Care,
vol. 18, no. 2, pp. 35–47, 2007.

[48] R. C. Savin-Williams and G. L. Ream, “Prevalence and stability
of sexual orientation components during adolescence and
young adulthood,” Archives of Sexual Behavior, vol. 36, no. 3,
pp. 385–394, 2007.

[49] B. G. Glaser and A. L. Strauss, The Discovery of Grounded
Theory: Strategies for Qualitative Research, A. de Gruyter, New
York, NY, USA, 1967.

[50] J. Lofland, Analyzing Social Settings: A Guide to Qualitative
Observation and Analysis, Wadsworth/Thomson Learning,
Belmont, Calif, USA, 4th edition, 2006.

[51] V. Braun and V. Clarke, “Using thematic analysis in psychol-
ogy,” Qualitative Research in Psychology, vol. 3, no. 2, pp. 77–
101, 2006.

[52] T. Robinson, T. thompson, and B. Bain, “Sexual risk-taking
behavior and HIV knowledge of Kingston’s street boys,”
Journal of HIV/AIDS Prevention and Education for Adolescents
and Children, vol. 4, no. 2-3, pp. 127–147, 2001.

[53] M. C. Clatts, L. Goldsamt, H. Yi, and M. V. Gwadz, “Home-
lessness and drug abuse among young men who have sex
with men in New York city: a preliminary epidemiological
trajectory,” Journal of Adolescence, vol. 28, no. 2, pp. 201–214,
2005.

[54] B. D. Adam, W. Husbands, J. Murray, and J. Maxwell, “Risk
construction in the reinfection discourses of HIV-positive
men,” Health, Risk and Society, vol. 7, no. 1, pp. 63–71, 2005.

http://www.health.ny.gov/diseases/aids/publications/index.htm
http://www.health.ny.gov/diseases/aids/publications/index.htm

	Introduction
	Methods
	Participants and Recruitment
	Interview Protocol
	Data Management and Analysis

	Results
	Participant Characteristics
	``Wrap It Up'' (Always Use Condoms)
	Trust in a Long-Term Partner Not to Cheat or Be HIV-Positive
	Love and Emotional Intimacy with Long-Term Partners
	``The Moment'' and Sexual Pleasure
	``Go with the Flow'' to Avoid Awkwardness of Condom Negotiation
	Risk Context: Open Relationships
	Risk Context: Sex Work
	Risk Context: Negative Emotional States
	Risk Context: Drugs and Alcohol
	Transformative Confrontation with HIV and HCV

	Discussion
	Acknowledgments
	References

